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An ounce of prevention is worth
eight trips every year for food
vouchers.

That was the offer for about a year
and a half from health officials trying to
boost immunization rates among chil-
dren in Chicago. Keep your children’s
immunizations up to date, they said to
women enrolled in the federal Women,
Infants, and Children (WIC) program,
and we’ll allow you to pick up food
vouchers once every three months rather
than every month.

The carrot worked. Between April
1996 and June 1997, immunization rates
among Chicago children in the program
increased from 56% to 89%. Even more
encouraging, the increase did not vary
significantly with how much staff mem-

bers counseled participants, the racial or
ethnic status of the population served, or
the availability of vaccinations on-site at
the WIC office.

“It’s a pretty cost-effective thing to do,
and it improves coverage rates dramati-
cally,” says Abigail Shefer, MD, a medical
epidemiologist with the Centers for
Disease Control and Prevention (CDC)
in Atlanta.

WIC officials already have the author-
ity to vary the frequency of voucher pick-
up and commonly use that discretion to
monitor the health of high-risk children
and women. Nevertheless, researchers in
the immunization project also had to
prove that the increased rate of visits in

Legislative wars  brewing in all 50 
states over prescription drugs will 
profoundly affect the cost-effective-

ness and profitability of every health care
provider and plan. At stake are tens of bil-
lions of dollars in drug sales,and how each
state will handle formularies in Medicaid
and other state-sponsored programs.

Pharmaceutical companies know state
legislators hold the keys to the medicine
chest, and they are preparing to wage
statehouse battles over proposed man-
dates, formulary restrictions, and how to
react to the host of drugs expected to
come off patent by 2007.

On one side are the makers of brand-
name pharmaceuticals, anxious to keep as

much of the market for their products as
possible even after patents expire. The leg-
islative tools at their disposal are mandates
for coverage of certain drugs, restrictions
on when generics can be substituted for
those drugs, and unrestricted formularies,
particularly for Medicaid programs.

On the other side of the battle line are
makers of generic pharmaceuticals,
which offer a product the Food and
Drug Administration says is biologically
equivalent to brand-name drugs, often at
a fraction of the price. In 1997, generics
accounted for about 10% of the indus-
try’s revenues and 43% of the volume of
drugs sold, according to E.W. Thwaite
Associates, a generic pharmaceutical con-

sulting firm. The $8 billion generic
industry is expected to grow to as much
as $20 billion over the next decade,
fueled in part by the expiration of patents
on heavily prescribed drugs.

By 2007, an estimated 130 major
drugs with total branded sales of $40 
billion—including Schering-Plough’s
Claritin and Eli Lilly’s Prozac—are sched-
uled to come off patent. In the battle to
determine how these and other drugs are
regulated, both sides claim to protect
patients’ health and offer a cost-effective
product. And each predicts dire conse-
quences if it is denied its wish list.
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The $80 billion pharmaceutical indus-
try is expected to grow at double-digit
rates through 2000, notes Ed Thwaite,
who monitors the pharmaceutical indus-
try from his Towata, NJ, consulting firm. 

“We see the industry go around with
the Chicken Little syndrome. It scares a
lot of legislators, frankly,” California
Assemblyman Martin Gallegos told par-
ticipants at a November meeting of the
National Council of State Legislatures
(NCSL) in Tarpon Springs, FL.

Mr. Gallegos, a chiropractor from the
City of Industry, CA, in 1998 success-
fully shepherded a bill through the
California Assembly that requires HMOs
to continue a prescription when a patient
switches from one plan to another, even
if the drug is not on the new plan’s for-
mulary. Legwork helped win over the
industry as well as consumers, Mr.
Gallegos says.

“There is cost containment and quality
when there is continuity of care,” he says.
That is undoubtedly true, but with the
million-dollar pharmaceutical war chests
chasing legislative votes, will state houses
develop legislation that protects both the
consumer’s health and pocketbook? 

The effect this debate will have on
consumers is still unclear, but Mr.
Thwaite says this will probably depend
on how the two hottest issues are tackled:

• Should anyone be allowed to chal-
lenge the FDA’s determination that a
generic drug is therapeutically equivalent
to a branded drug?

• If so, to whom should that right be
given—state legislatures, boards of phar-
macy, or some other entity? 

The major adversaries are leaving no
doubt where they stand on these issues.

“All states should have a system for
overriding formularies,” says Marjorie
Powell, assistant general counsel for 
the Pharmaceutical Research and
Manufacturers of America (PhARMA).
“That system should be prompt and effi-
cient, and everyone should know how
that system operates.”

Restrictive formularies can result in
HMO patients—particularly the
elderly—using more office visits and hos-
pitalizations, concluded Susan Horn,
PhD, and colleagues in a study recently

summarized in the Journal of Managed
Care. PhARMA uses the study (which
was supported in part by the National
Pharmaceutical Council) to suggest that
loosening restrictions on formularies pro-
duces long-term savings in health care
expenditures. “But it’s hard for a state
Medicaid director to see that savings in
the future,” Ms. Powell says.

Regulation of managed care formula-
ries came before 23 state legislatures in
1998, according to the NCSL. In addi-
tion to California, only Indiana and
Kentucky moved to restrict the use of
formularies. But legislated formulary
restrictions are bound to be proposed as
more specific and targeted medications
are developed by the pharmaceutical
industry, says Ms. Powell.

Pennsylvania, Texas, and Virginia
passed laws in 1997 that went a step fur-
ther and addressed “narrow therapeutic
range” drugs for which a generic substi-
tution could not be made, according to
the NCSL. Similarly, states increasingly
are being asked to require a pharmacist
to notify a patient or physician before
substituting a generic for a branded
drug.

“The motivation for that phone call is
to stop the switch,” says Charles Mayr,
government affairs consultant for Barr
Laboratories in Pomona, NY, which
manufactures generics. “It institutional-
izes the erroneous conclusion that there is
a difference between a brand and generic

products.” Among Barr’s products is the
anticoagulant warfarin sodium, the
generic for Dupont Pharmaceutical’s
heavily prescribed Coumadin.

“Generic drugs are the same,” Mr.
Mayr says. “The FDA repeatedly has
says there is no difference. The only rea-
son you would create any language that
says there is a difference is to restrict that
point of sale of a substitution for a
generic product.”

Not so, contends PhARMA’s Ms.
Powell. “We think that for products 
that have a narrow range of effectiveness,
particularly products where there’s a seri-
ous health problem if the drug doesn’t
work, like epilepsy [medication], the
patient and the physician should be noti-
fied if the pharmacist is going to substi-
tute a different product. And I very
carefully say ‘different’ product.”

Mr. Mayr predicted that the debate
will heat up in the near future as patents
expire on drugs for transplant and
epilepsy patients. “We are looking at a
bulge of products that are going to be
available for competition. If you want to
control health care costs, the single most
visible way to do that is through generic
substitution and lowering what comes
out of patients’ pockets and lowering
what is spent on medicine,” he says.

He cites a July 1998 Congressional
Budget Office (CBO) report that esti-
mates generics saved consumers $8 to
$10 billion in 1994 through pharmacy
sales alone.

The growth of the generic industry
has been dramatic. Between 1984 and
1996, the CBO calculated, generics’
share of the pharmaceutical market grew
from 19% of the volume to 43%.
Moreover, the CBO found that federal
regulation of new drugs in the market
“fell short” in maintaining a balance
between encouraging competition from
generics and protecting the brand-name
industry’s incentive to develop new
drugs. Generics can get to the market so
quickly after a patent expires that compe-
tition has “somewhat eroded” expected
returns from research and development,
the CBO found.

Contact Ms. Powell at (202) 835-
3517, Mr. Mayr at (914) 348-8050, and
Mr. Thwaite at (973) 956-7071.  ■
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Over the past decade, foundations
set up to administer the money
generated by selling nonprofit

health care systems to investors have
swelled to almost $9 billion in assets, but
there has been virtually no oversight of
these foundations or what they are doing
with the money, a consumer watchdog
group claims.

This is why states have begun to enact
laws that give them more control over
what happens when these sales occur,
and who does what with the money.
Nebraska enacted such legislation in
1996, and it has been “tremendously
positive,” Nebraska state Sen. Don
Wesely told fellow lawmakers at a recent
meeting of the National Council of State
Legislatures in Tarpon Springs, FL.

Nebraska’s Non-Profit Hospital Act
was prompted by the proposed sale of
two not-for-profit hospitals, Mr. Wesely
says. Both hospitals eventually decided it
was in their best interests to reject their
suitors after undergoing the review
process outlined in law. Had the law not
existed, it’s questionable whether the
communities would have had the time
and resources to determine that, he says.

Nebraska’s law requires a prior review
of potential conversions and includes
specific criteria by which the Attorney
General or state’s Department of Health
and Human Services can veto a proposed
deal. Before passage of the law, the state’s
authority was limited to the attorney
general’s traditional oversight over the use
of charitable assets, and that could have
come after the sale was completed.

It’s clear the oversight is needed. Blue
Cross and Blue Shield of Colorado has
struggled with finding the right entity to
receive the payoff of the “public mort-
gage” generated by its conversion from
nonprofit to for-profit, plan vice presi-
dent Carl Miller says. The plan consid-
ered, then rejected as impractical, the
idea of making past and current policy
holders the beneficiaries of the assets of
the corporation. Instead, the fair market

value of the plan, defined as 100% of the
proceeds from the initial public offering,
is slated to go to an independent, non-
profit foundation.

Colorado’s foundation joins the ranks
of huge, cash-rich nonprofit entities that
could become a substantial force in health
care if that is where their efforts and
monies are focused. But at this juncture,
critics say, no one—least of all taxpayers—
knows just what those foundations are up
to. 

A big problem gets bigger
That’s what concerns Frank

McLoughlin, Jr., a staff attorney with a
Boston advocacy group called
Community Catalyst, which tracks the
development and performance of the
foundations. By the end of 1997, health-
related foundations controlled more than
$9 billion in assets in the United States,
according to Health Care Conversion
Foundations 1997 Status Report, a
report supported by the Robert Wood
Johnson Foundation and the Henry J.
Kaiser Family Foundation.

“It’s very safe to say there will be
more,” Mr. McLoughlin says. “It’s a huge
issue.” So big, in fact, Mr. McLoughlin
says its problems can no longer be over-
looked. He has three specific worries: 

• The public may not be getting its
money’s worth in the rush to sell non-
profits.

• There’s inadequate oversight to
ensure that the foundations set up with
sale proceeds are directed toward health
care. 

• There’s inadequate oversight to
ensure that the foundations are being
held accountable for carrying out the
activities to which they commit.

A substantial portion of that $9 bil-
lion in foundation assets is the result of a
single $3.2 billion transaction that cre-
ated two foundations from the 1996
conversion of Blue Cross and Blue Shield
of California. Still, the balance of the
foundation activity is more than enough

to keep regulators and public watchdogs
busy. Almost $6 billion in health care
assets is now held in more than 80 foun-
dations that are likely to grow in size and
number in the upcoming years.

“These are really going to be a domi-
nant player in health care in the next few
years,” says Mr. McLoughlin. In particu-
lar, smaller communities are likely to feel
the impact of the newly created cash-rich
foundations. In 1994, for example, the
50,000 residents of  Alexandria, LA, saw
the creation of the $175 million Rapides
Foundation to make grants in the areas
of health science education, arts, and
“human caring.”

“Ideally, residents will have a large,
friendly benefactor in their communi-
ties—ideally. It’s important for the attor-
ney general and others to get involved,”
Mr. McLoughlin says. If more states take
Nebraska’s lead and get more involved in
the conversion process, Mr. McLoughlin
sees several areas for regulators to address:

• Undervaluation. The more than $9
billion in assets that conversion founda-
tions had collected by 1997 probably
doesn’t reflect the full value of the corpo-
rations sold off to investors, Mr.
McLoughlin says. Most of the conver-
sions occurred in the midst of the health
care merger mania of the early and mid-
1990s.

“The valuation process and the nego-
tiation process can be unreliable, to say
the least,” Mr. McLoughlin says. “Given
the fact that before 1995, conversion was
a new phenomenon, and a lot of regula-
tors and consumer advocates were kind
of asleep at the wheel, it’s very safe to say
there should be more than $9 billion.

“There are hundreds of million of dol-
lars in nonprofit assets still out there that
will be converted and put into founda-
tions in the near future. Undervaluation
is a real issue, a real concern,” he says.

• Secrecy. Consumer advocates, the
media, and other organizations often do
not get good information on conversions
as they take place. “We think that is a

December 1998 State Health Watch 3

Who’s minding the store? States snooze as foundations
have free hand with $9 billion in public health assets
Watchdog group calls for legislative oversight to ensure that monies are used for health care



community right,” Mr. McLoughlin says.
• Weak regulation. While Nebraska,

California, and Colorado should be 
congratulated for “getting out early” on
conversion legislation, regulatory over-
sight in most states is inadequate, Mr.
McLoughlin says.

“Even in states with wide-awake legis-
lators, [conversion] still can be a perilous
process for consumers.” In Connecticut,
Kansas, and Kentucky, for example, regu-
lators are struggling in their battle with
Blue Cross and Blue Shield mutual hold-
ing companies who want to convert to
for-profit status. As mutual companies,
the plans are rejecting claims on their
assets from anyone other than policy
holders. Mr. McLoughlin says this posi-
tion unfairly ignores the public contribu-
tions that have built the Blues since their
inception in the 1930s.

“If the contribution set-aside doesn’t
happen, the investors are getting the
[public] benefit for free. Just because now

the Blues operate like insurance compa-
nies doesn’t mean their history is erased,”
he tells State Health Watch.

But not every state will need new con-
version legislation, says Florida League of
Health Systems president Ralph
Glatfelter. Florida’s attorney general felt
that his office could effectively oversee
nonprofit to for-profit conversions with
existing statutory and common law
authority, he says.

If legislation is needed, Mr. Glatfelter
suggested it contain these features:

• a definition of the types of transac-
tions to which it should apply;

• a specific asset threshold for review;
• a specific timetable for decision

making;
• guidelines for what information

should be made public and when; 
• a restrictive definition of those who

can challenge an administrative decision
regarding a conversion. “If everyone can
challenge, you’ll never get from A to B,”

Mr. Glatfelter says.
Assuming the conversion process is

handled correctly, how do regulators eval-
uate the foundation it establishes? Mr.
McLoughlin recommends evaluating a
conversion foundation on whether it
remains true to the mission of the non-
profit entity that created it, whether the
foundation is responsive to the commu-
nity, and whether it is effective in carry-
ing out its goals.

Finally, legislators should prepare to
address the conversion of for-profit hos-
pitals to nonprofit status, a panel of
NCSL members said. While the end
result is different, the need for public
access and oversight of the process is just
as crucial, they said. “For-profit health
care comes, but it doesn’t always stay,”
Mr. McLoughlin warns.

Contact Mr. Wesely at (402) 471-2610,
Mr. McLoughlin at (617) 338-6035, and
Mr. Glatfelter at (850) 224-9407.  ■
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Strange as it may sound,
Massachusetts has a list of 23
providers interested in caring for the

state’s most challenging population—
those who are both poor and old. What
makes the providers’ response even more
unusual is that Massachusetts’ plan incor-
porates risk adjustment and a capitation
reimbursement strategy — both of which
pose a financial risk for vendors. 

If successful, the program in
Massachusetts, which has been a bell-
wether state for health care in the past,
could provide a model to help states
entice providers into caring for the large
and growing number of people who are
eligible for both Medicare and Medicaid,
the so-called dual-eligibles.

When Massachusetts officials in June
publicized an innovative approach to care
for dual-eligibles, they received inquiries
from 23 providers in a variety of health
care settings. Technical assistance meet-
ings for potential vendors are expected to
begin this month.

The state’s plan is described in an
updated wavier application submitted in
October to the Health Care Financing
Administration (HCFA). The update
reflects the elimination, through the
1997 Balanced Budget Act, of Medicaid
waiver requirements in place when the
program first was proposed in June 1997.

The revisions also propose risk adjust-
ment and partial capitation reimburse-
ment strategies carried out under a
three-way contract among HCFA, the
state, and vendors, all of which will test
Massachusetts’ bureaucratic and technical
skills in caring for the frail elderly. State
officials do not expect to enroll partici-
pants before July 2000.

“This is a new approach,” acknowl-
edges Kate Willrich, program develop-
ment director for the state’s Division of
Medical Assistance. Senior Care Options
is a voluntary program available statewide
to virtually all of the 106,000 residents of
Massachusetts over 65 years of age who
are eligible for Medicaid or the state’s

community-based waiver program. Of
these, about 92% also are eligible for
Medicare, Ms. Willrich says. By the fifth
year of the program, the state hopes to
enroll about 40% of those eligible, or just
over 40,000 people.

Just northeast of Boston, Greater
Lynn Senior Services (GLSS) for the past
three years has been serving clients in its
federal Program of All-Inclusive Care for
the Elderly (PACE). With a successful
track record and a current caseload of
240 clients, GLSS Executive Director
Vince Lique says his agency has a “clear
interest” in participating in the integra-
tion project and thinks it could offer
“another tool” to serve the elderly in his
community.

But he has questions, particularly
regarding the capitalization requirements
that will be imposed. To provide com-
munity and health care services under
PACE, Greater Lynn Senior Services
teamed with a community health center
to form a third corporation, Elder

Massachusetts plunges into new territory again 
with innovative plan to manage dual-eligibles
Reimbursement based on enrollee health status gets providers’ attention



Services of North Shore. Elder Services
has taken on responsibility only for com-
munity-based, primary care and nursing
home services. It does not have the capi-
talization or expertise to assume risk for
inpatient care.

“If they require high-risk reserves, we
won’t be able to go it alone,” Mr. Lique
says. “We’re not rich. We don’t have deep
pockets.”

So-called senior care organizations
(SCOs) in the integration project will be
required to be licensed under state law as
risk-bearing entities, be operated by a
Medicare+Choice entity, or be deter-
mined by a selection committee to meet
modified solvency standards for
Medicare provider-sponsored organiza-
tions (PSOs). HCFA and state officials
hope that, while the SCO will receive
funding separately from Medicare and
Medicaid, the organization will have the
flexibility to integrate the financing and
provide the most cost-effective care for
enrollees.

The Fallon Community Health Plan
also responded to the state’s announce-
ment about the integration project.
Fallon Community Health Plan already
has about 33,000 members in its
Medicare risk product, Senior Plan, and
146 members in its PACE project, the
federal model for state-level
Medicare/Medicaid integration projects
in Massachusetts and elsewhere.

“We’re obviously concerned about
providing new and better ways of car-
ing for the elderly,” says Linda
Fitzpatrick, director of Fallon’s senior
health services. “What’s exciting about
the Massachusetts plan, if it works, is
the risk adjustment.”

For Medicare reimbursement, the
senior care organizations may choose to
be fully capitated or elect to be reim-

bursed a fee based on a blend of capita-
tion and fee-for-service methodologies.
The fully capitated approach will provide
the rates given to other Medicare risk
contracts. It is an option that is not likely
to attract many takers; research has
shown that those who are eligible for
both Medicare and Medicaid use services
at a rate several times that of average
Medicare enrollees.

More intriguing for potential vendors is
the second option. Medicare reimburse-
ment for those choosing the blend is based
on a Medicare Choices demonstration
project at the University of California at
San Diego (UCSD) that incorporates
both partial capitation and risk adjust-
ment. For physician services under
Medicare, HCFA calculates a capitated
amount using an existing methodology
that determines a particular county’s
adjusted average per capita cost (AAPCC).
To determine the hospital payment,
HCFA calculates two separate amounts.
The first is half of the hospital component
of the AAPCC; the second is half of what
the hospital would have received under a
fee-for-service methodology.

Finally, physician and hospital pay-
ments are adjusted to account for the

severity of illness among enrollees in the
plan.

The risk-adjustment model uses ICD-
9 diagnosis codes gathered from hospital
inpatient, hospital outpatient, and physi-
cian services during a base year to predict
costs for the following year. Using the
ICD-9 data, enrollees are assigned into
one or more of 100 “disease-based
groups” that describe both the disease and
future cost implications of that disease. In
the event a person is assigned to more
than one disease-based group—to the
groups for simple and complex diabetes,
for example—the highest-cost group
determines the payment HCFA will pay.

Medicaid capitation amounts will be
based on historical utilization and set sep-
arately for enrollees in the community
who are well, community residents who
are frail, and those who are institutional-
ized. Program officials will adjust the
Medicaid capitation to reflect their
expectation that the program will “alter
service utilization patterns” and thus
lower overall costs.

Contact Ms. Willrich at (617) 210-
5466, Mr. Lique at (781) 599-0110, and
Ms. Fitzpatrick at (508) 799-2100.  ■
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the so-called “high-risk” protocol of
monthly visits did not deter women
from seeking WIC services altogether.

As it turned out, women both inside
and outside the high-risk protocols
tended to have the same participation
rate in WIC. When people dropped out,
they tended to do so for the same rea-
sons. The findings allay the fears that the
increased frequency of visits in the high-
risk protocol would prove to be a hassle.

“Parents were really appreciative if
they were approached the right way,”
Ms. Shefer says.

The biggest roadblocks to broader
implementation of the program appear
to be lack of money and officials’ fear of
migrating too far from WIC’s primary
mission.

The annual labor costs for monitoring
immunizations for about 17,000 chil-

dren in Chicago was $271,000. Both
staff members and their supervisors
worked exclusively for the immunization
project, a strategy that researchers feel
was crucial to its success.

But the success of WIC in protecting
the health status of women and children
may be part of its problem. Ms. Shefer
notes that because “whatever they do,
they do very well,” WIC program offi-
cials often have to fend off requests to
extend their activities beyond their tradi-
tional focus.

Some state WIC directors are less sup-
portive of this approach than others, Ms.
Shefer says. “That’s made it hard to
implement, even if local WICs are inter-
ested,” she notes.

With immunization rates for 2-year-
olds stuck at around 70% in the mid-
1990s, public health officials in
Tennessee’s Hamilton County were more
than ready to try the WIC intervention.

Improving immunization rates
Continued from page 1
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They already had run through a disap-
pointing laundry list of interventions to
boost immunization rates in the
Chattanooga area.

“We tried incentives, we had devel-
oped a local registry, we ran publicity
campaigns, tried to raise community
awareness, and still weren’t seeing the
response we had hoped we would see,”
says Donna Needham, RN, BSN, immu-
nization outreach coordinator in
Chattanooga.

Depending upon how coverage was
measured, immunization rates for chil-
dren 24 to 27 months old improved
from 7.1% to 17%. Weekly staff sessions
dropped the rate of administrative errors
and “missed opportunities” for immu-
nizations from about 21% to negligible.
At the same time, WIC participation
remained level at about 5,000 clients.

“Our main concern was, we did not
want people not to come back to WIC
because of what we were doing with
immunizations,” Ms. Needham says.

“We tried to be very patient with
them,” she says. “We even put a couple
of special staff members in the clinic to
explain to parents what we were doing
and how we were doing it. We would call
doctors’ offices and get immunization

histories if we
needed to. Our
WIC clients were
not used to bringing
i m m u n i z a t i o n
records with them
to WIC appoint-
ments, and many of
them didn’t even
have immunization
records.”

Public health
officials in Nashville
and Memphis are
considering imple-
menting the WIC
intervention. Rural
areas, by compari-
son, seem to have
less of a problem
with immunization
than do cities, Ms.
Needham says.

“Our rural areas
in Tennessee already
have fairly high

immunization rates, in the upper 80s or
90%,” Ms. Needham says. “The smaller
the county, the more tightly knit the
community—they seem to have higher
rates.”

In Milwaukee, more than half of the
babies born in each year participate in
WIC. After a measles epidemic hit the
city in 1989-91, public health officials
saw WIC intervention as a way to pre-
vent a recurrence. Not only did the inter-
vention boost the children’s
immunization rate, it also significantly
increased the average number of well-
child visits and screenings for lead, tuber-
culosis, and anemia. (See chart depicting
Milwaukee WIC vaccination coverage,
above.)

“It’s pretty exciting because it’s a strat-
egy that improves not just one aspect of
their health care, but improves other
aspects,” says Ms. Shefer.

In addition, she says, the strategy of
focusing on underimmunized children
targets those who are most likely to have
other health problems.

Increased interest in the WIC-linked
intervention has led Wisconsin state offi-
cials this fall to develop a protocol for
implementation on a local level. WIC
programs must complete basic and addi-

tional immunization activities before ini-
tiating a monthly visit schedule.

“It’s a last resort,” Wisconsin WIC
director Patti Herrick says.

In Tennessee, public health officials
provided immunizations on-site or
referred the parents of underimmunized
children to their primary care provider.
The system worked well there, in part
because the WIC program brought area
pediatricians into the program early. But
Ms. Shefer at the CDC warns that over-
laps and gaps in care can occur when
WIC and private providers both provide
immunizations, and generally recom-
mends that underimmunized children
are referred back to their primary care
physicians for care.

When Tennessee children are immu-
nized according to protocols other than
the health department’s, state health offi-
cials will consider the children’s immu-
nization to be up to date as long as the
standards meet the guidelines of the
CDC and the American Academy of
Pediatrics.

The WIC intervention is a part of a
larger public health strategy to eradicate
measles in the United States. “The inci-
dence of measles in general has been
really low in the last few years,” Ms.
Shefer acknowledges, “but you never
know when there’s going to be an out-
break.”

Contact Ms. Shefer at (404) 639-8233
and Ms. Needham at (423) 209-8190.  ■
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implementation of immunization activities in WIC, Milwaukee,
1995-1997. Presented at the 126th annual meeting of the
American Public Health Association. Washington, DC; November
1998.

“It’s pretty exciting

because it’s a strategy

that improves not just

one aspect of their health

care, but improves other

aspects.”

Abigail Shefer



Even hobbled by legislative leg irons,
Florida’s purchasing alliances have
spurred competition and helped

keep down health insurance premiums in
the small-group market. That’s the good
news.

On the other hand, five years into
their experiment with managed competi-
tion, Florida officials also conclude that
the alliances have done little to expand
coverage to the state’s 2.8 million unin-
sured residents. At least that’s the word in
a recent report by the Office of Program
Policy Analysis and Government
Accountability (OPPAGA), the policy
analysis arm of the state legislature.

“They’ve had a small impact, based on
my analysis,” says Monica Rutkowski,
the OPPAGA senior policy analyst who
conducted the study.

But others in state government and
Florida’s business community say the
community health purchasing alliances
(CHPAs) have had a very positive
impact. The alliances have held down the
cost of all small-group insurance policies
and thus made coverage more accessible
even to businesses that don’t choose to
buy through them, supporters say.

Alliance of paper tigers
The purchasing alliances were set up

along the lines proposed in the Clinton
health care reform proposal, with boards
made up of local government officials,
consumers, and business owners. By
pooling participating businesses’ employ-
ees into larger groups, the alliances would
have the ability to attract insurers and get
better prices, at least in theory. But in set-
ting up the CHPAs, the Florida legisla-
ture decided against giving them the
ability to negotiate premium prices with
insurers, largely because the insurance
industry lobbied against doing so.

The lack of negotiating ability, two
OPPAGA reports have since concluded,
is a key stumbling block to getting more
people insured through the purchasing
alliances. 

“CHPAs’ inability to negotiate or
select health plans that provide the most

competitive products and prices among
various health plans” limits their effec-
tiveness, the October report found. As it
had two years earlier, OPPAGA recom-
mended giving that authority to the
alliances. But key legislative staff says
that’s not something lawmakers have
even seriously considered.

Agency calls for changes
The larger and more serious problem

is that employers in the alliances are not
allowed to pool their purchasing power,
says an official response to the OPPAGA
report from the Agency for Health Care
Administration (AHCA), which has
administrative oversight over the CHPAs.

“Even worse,” AHCA director Doug
Cook wrote to OPPAGA director John
W. Turcotte, “[CHPAs] break already
small groups into smaller ones.” Under
the CHPA structure, a single employer
may offer several plans, all of which are
treated by insurers as separate employer
groups.

“This has the effect of skewing actuar-
ial studies and reducing agent commis-
sions. Neither of these outcomes is
productive in expanding coverage for
small businesses. Therefore, you can see
that any statutory change to allow nego-
tiation must be accompanied by lan-
guage to pool CHPA enrollments and
make changes in the commission struc-
ture,” Mr. Cook wrote.

As of last March, according to the
report, about 90,000 people were cov-
ered by CHPA insurance policies, half of
them individuals who had never had
health insurance before. This represents
only 1.6% of the 2.8 million Floridians
who do not have health insurance,
according to the study. 

“The OPPAGA report made it sound
like a bad thing that half the people cov-
ered through CHPAs had insurance
before,” says Connie Ruggles, AHCA
senior management analyst. “We were
looking at it the other way: Half of them
never had insurance before.”

Marjorie Silberman, executive director
of the District 9 CHPA in West Palm
Beach, agreed: “One hundred thousand
people is nothing to sneeze at.”

But just north of West Palm Beach,
officials at the Orlando CHPA are cop-
ing with the defection of several insurers.
Executive director Terry McCorvie called
for legislators to allow CHPAs to pool
employer groups in order to better spread
risk and reduce plans’ administrative
costs after four plans announced their
departure in late November.

Companies announcing they will not
renew policies as they come due are
Aetna, Foundation Health, and United
HealthCare Corporation. Blue Cross and
Blue Shield of Florida says it will pull its
preferred provider organizations out of
the alliance next April but will continue
to offer its health-maintenance organiza-
tion.

Thirteen insurers, including Humana
and Prudential Insurance Company of
America, remain in the Orlando CHPA.
The 11-county CHPA area that includes
Orlando and Jacksonville has about
18,600 enrollees. The departure of the
four plans affects about 3,500 people.

Information forces competition
Both Ms. Silberman and Ms. Ruggles

argue that CHPAs have been very effec-
tive in one critical area: By compiling and
distributing information about what
insurers who sell to purchasing alliances
charge in premiums, they’ve also forced
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all small-group insurers to keep prices
down to compete.

“We’ve been influential in raising
awareness,” Ms. Silberman says.
“Whether people signed up with us or
not is not the issue. We’ve helped further
development of the market. A lot of peo-
ple signed up and got coverage outside
the CHPAs because thanks to our pro-
viding information, they woke up and
saw, ‘There’s hope for me. I can afford
this.’”

The head of the state organization
that represents small business agrees
that you can’t judge the CHPAs just by
how many people they’ve signed up for
coverage.

“They’re a new competitive force in
the market, and from that perspective
they’re successful,” says Bill Herrle, state
director of the National Federation of
Independent Business. “Every carrier that
wants to sell through the CHPAs must
sell a standard, basic, identical policy. 

“For the first time, small businesses
can shop apples to apples and oranges to
oranges. That was absolutely impossible
before, because an agent would always be
able to point to some bell or whistle to
justify charging $10 more.”

While most small businesses don’t buy
the basic CHPA policy, Mr. Herrle noted
that they use it “as a litmus test for what
every policy should have, and then they

buy upscale from that.”
While it seems very unlikely that the

legislature will approve OPPAGA’s pro-
posals for expanding the number of peo-
ple covered through the purchasing
alliances, Mr. Herrle and government
officials say it is equally unlikely any
action will be taken to eliminate the
CHPAs—especially since they’ve been
financially self-sufficient since June 1997.
State expenditures for administration of
the CHPAs since their inception in 1993
through 1997 were $8.1 million.

Contact Mr. Cook and Ms. Ruggles at
(850) 922-5871 and Ms. Rutkowski at
(850) 488-0021.  ■

19 states consider mandating contraceptive coverage 
Former welfare recipients lose contraceptives under private insurance

As thousands of women leave 
the welfare rolls and enter the
work force, they may be lucky

enough to get employer-sponsored
health insurance. But many are finding
that a basic benefit they took for
granted under Medicaid is not available
through commercial insurance: coverage
for contraceptives.

Today, only Massachusetts has man-
dated contraceptive coverage for these
women, but another 19 states are devel-
oping legislation that would follow
Massachusetts' lead.

Little more than half of the commer-
cial managed care plans in five states with
heavy managed care penetration offer
members a choice of all five federally
approved contraceptives, and 10%
offered no coverage at all, according to a
recent study by a reproductive health pol-
icy organization.

“What we’ve found is that women
enrolled in Medicaid are, in fact, better
off than women enrolled in some forms
of private insurance,” says Rachel Gold,
Alan Guttmacher Institute (AGI) assis-
tant director of policy analysis and a
coauthor of the study.

The five common forms of birth con-
trol—oral contraceptives, intrauterine
devices, Norplant, diaphragm, and
Depo-Provera injections—are covered by
79% of commercial HMOs and point-

of-service plans, and 29% of PPOs,
reports the AGI.

Some 57% of PPOs and 15% of
HMOs/POS plans paid for some ser-
vices. Among PPOs, 14% offered no
coverage, compared to 6% of
HMOs/POS plans that did not pay for
contraceptive services or medications.

Even within the plans that covered
contraceptive services there was variation,
the report found. For example, while
97% of HMO/POS plans covered IUD
insertion, 78% covered the device itself,
and 89% paid for removal.

“We do know that in terms of cover-
age for family planning, private insurance
has more flexibility about what 
they will cover. They might say, ‘We’ll
cover pills, but not other methods,’” says
Lourdes Rivera, a staff attorney in 
the Los Angeles headquarters of the
National Health Law Program (NHeLP).
She points out that even legislative man-
dates for coverage will not affect self-
insured plans, which are exempted from
such state requirements under the 1974
federal Employee Retirement Income
Security Act.

In contrast, the Medicaid plans sur-
veyed all covered the five methods, as
required by law. The study revealed,
however, that two plans reported charg-
ing women to contribute toward contra-
ceptive care—a violation of federal law.

Researchers studied managed care
plans in Colorado, Massachusetts,
Michigan, and parts of California and
Florida and reported their findings in the
September/October issue of Family
Planning Perspectives, an AGI publication.

“In these mature markets, coverage is
more extensive than we had found in the
past,” Ms. Gold says, “but there are still
some very serious problems.” She says the
first step to expanding coverage is to
ensure that women who have commer-
cial contraceptive coverage are at least
aware of the benefit. “It was quite dis-
tressing to find the number of women
who didn’t know what sorts of coverage
that were available,” she says.

Women’s health advocates contend
that few leaders have come to grips with
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the public policy implications of
restricted access to contraceptive care, but
the issue could prove difficult to ignore
in the coming years as more women join
managed care plans. Women leaving
Medicaid for private insurance are part of
the 74% of U.S. women ages 15 to 44
who have some form of private insur-
ance. Coverage for women in their repro-
ductive years is dominated by managed
care plans.

State efforts
The first step in expanding access is

making women aware of the full range of
benefits already available to them. Then
coverage must be made available to those
who do not have it, Ms. Gold and others
say. While individual states can mandate
that commercial insurers provide such
coverage, only one—Maryland—has
imposed such a requirement. As of Oct.
1, Maryland required that plans with a
pharmaceutical benefit cover the five
FDA-approved contraceptive methods
and associated services.

A number of states have tried to pass a
similar law. During this year’s legislative
session, the concept was discussed in 19
states and got as far as a legislative com-
mittee in 10: Alaska, Connecticut,
Florida, Georgia, Indiana, Missouri, New
York, Ohio, Oklahoma, and Utah.

Florida Rep. Elaine Bloom (D-
Miami), a strong supporter of mandatory
contraceptive care coverage, plans to
introduce a bill revisiting the issue in the
1999 session, according to an aide in her
office.

A handful of other states—Hawaii,
Montana, New Mexico, Texas, West
Virginia, and Virginia—already have
some regulation governing contraceptive
benefits, although they are generally less
ironclad than Maryland’s, according to
AGI.

In California, a mandate for contra-
ceptive coverage was passed but vetoed
several times by Republican Gov. Pete
Wilson, but advocates aren’t giving up,
says Ms. Rivera, the NHeLP staff attor-
ney. Mr. Wilson did not run for re-elec-
tion and was succeeded Nov. 3 by
Democrat Gray Davis.

While NHeLP hasn’t attacked the
issue head-on, it is working “in a round-
about way” to ensure women have access

to family planning services, Ms. Rivera
says. NHeLP is lobbying the Health
Care Financing Administration, for
example, to ensure that states make tran-
sitional Medicaid benefits available to
women who lose eligibility for
Temporary Assistance to Needy
Families; redetermine eligibility as
required; and maintain eligibility when
appropriate.

The AGI study found that Medicaid
and commercial plans both have room to
increase outreach and improve access to
contraceptive coverage. Among those
surveyed, 33% of commercial members
and 28% of Medicaid enrollees reported
some problem in obtaining contraceptive
services. For example, having to wait four
weeks or longer for an appointment for
contraceptive care was reported by 13%
of women in commercial plans and 7%
in Medicaid plans. In addition, only half
the commercial plans and a third of the
Medicaid plans said they routinely pro-
vided members with information about
what kinds of contraceptive services and
methods they covered. Such information
often was given only to the employee,
and not directly to his or her spouse or
dependents.

Wanted: A national champion
Plans also need to have better links to

community family planning agencies,
which might have prior relationships
with some current and former Medicaid
recipients, the report says. Slightly more
than one-quarter of the plans surveyed
had contracts with community-based
family planning agencies for contracep-
tive services. 

Nationally, the disparity between
what Medicaid covers and what insur-
ance pays for can be leveled only
through the passage of federal legislation,
and women’s advocates are hoping that
happens next year. “We think it very
much needs a national champion,” Ms.
Gold says.

As part of the 1999 omnibus budget
law, Congress in October mandated con-
traceptive coverage for about 1.2 million
women insured through 374 health plans
in the Federal Employees Health Benefits
Program (FEHBP). Before the mandate,
only 19% of the plans covered all five
birth control methods and 10% had

offered no coverage at all.
The amendment was a last-ditch

effort to increase reproductive coverage
for women following the failure of the
Equity in Prescription and Contraceptive
Coverage Act, which would have
required insurers who cover prescription
drugs and outpatient medical care in
general to cover all FDA-approved 
contraceptives and associated outpatient
services.

U.S. Rep. Nita Lowey (D-NY), who
sponsored the contraceptive amendment,
will introduce a bill in the 1999 session
that would extend that benefit to all
women who are insured, according to a
spokeswoman in her office. Even without
further legislation, Congress’ action
“should be a model for insurers,” the
spokeswoman says.

No way, says AAHP
Both the Health Insurance

Association of America and the
American Association of Health Plans
(AAHP) oppose federal benefits man-
dates, generally calling them costly and
unnecessary. “This [contraceptive care]
is a widely available benefit among
HMO members,” says Don White,
AAHP spokesman. Mr. White cites a
Kaiser Family Foundation study from
1994 that found nearly 90% of plans
covered IUDs, diaphragms, and oral
contraceptives.

A mandate to cover all federally
approved prescription contraceptive cov-
erage would cost $21.40 a year per
employee, the AGI estimates. Of that
amount, employers would pay $17.12
annually, or $1.43 per member per
month. The employee share would be
$4.28 per year, or 36 cents a month, for
the added coverage.

Contact Ms. Gold at (202) 296-4012,
Ms. Rivera at (310) 204-6010, Ms. Lowey
at (202) 225-6506, and Ms. Bloom at
(305) 864-8648.  ■
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States and the Health Care Financing
Administration (HCFA) are steeling
themselves to meet a Jan. 1 deadline

for submitting Medicaid data in a format
consistent with the federal Medicaid
Statistical Information System (MSIS).
It’s a deadline the Health Care Financing
Administration knew would be tough for
everyone to meet.

“It simply takes a while to get the sys-
tems working together correctly,” says
Sue Dodds, a senior researcher with
Princeton, NJ-based Mathematica Policy
Research. 

Despite the looming deadline, only
about 30 states are in compliance with
the MSIS requirement, says Rachel Block,
acting deputy director of HCFA’s Center
for Medicaid and State Operations.

“We view this as sort of a rolling imple-
mentation effort for next year,” Ms. Block
says. “Until now, it’s been a voluntary sys-
tem. The first thing is to get all the states
in, and that takes some work, particularly
for states that had not participated before.
The second part is to figure out how
encounter data fits into that system.” 

The Balanced Budget Act (BBA) of
1997 requires that states submit
encounter-level data, beginning with
claims filed on Jan. 1, 1999. The require-
ment particularly affects states providing
Medicaid services through managed care
contracts.

“The encounter data really requires a
lot more work for us and also for the
states. That’s another reason why I think
it’s going to take a little while before we
have a complete approach to encounter
data collection through that system,” Ms.
Block notes.

A proposed rule would require states
to require their health plans to have an
information system that describes utiliza-
tion, grievances, disenrollments, solvency,
and other areas. HCFA also wants health
plans to submit enrollee and provider-
level data to states through an encounter
data system or some other mechanism.

There are enormous bureaucratic and
technical problems to be overcome before

states can collect and submit encounter-
level data from managed care companies.
Even the adoption of sophisticated deci-
sion support systems in the past few years
has not always helped state Medicaid pro-
grams break through the data firewall that
separates them from such information.
Because states typically pay for managed
care services on a capitated basis, they do
not always have easy access to encounter-
level Medicaid managed care information
that is collected at the plan level.

Managed care a roadblock
For example, an 18-month-old decision

support system in the Georgia Medicaid
program provides unprecedented access to
information on the utilization and costs
associated with virtually all of the state’s 1.2
million Medicaid recipients. It’s possible in
part because Georgia’s managed care popu-
lation is only a “tiny” portion—20,000
recipients—of the Georgia Medicaid pop-
ulation. Encounter-level managed care
information remains beyond the scope of
Georgia’s Medicaid program.

“To get these encounter claims into a
format [our software] can use would
require us introducing an additional third
party, whoever is processing these claims,
or perhaps receiving them from our
HMO providers,” says Phil Harris, statis-
tics team leader in Georgia’s Medicaid
program. “It creates the potential for a lot
of confusion, so we’re having to approach
it very carefully.”

Getting good encounter-level data
requires more than making it a contrac-
tual requirement, says Shelby Solomon,
senior vice president and general manager
of Lansing, MI-based MedStat, which
installed Georgia’s system. Mr. Solomon
recalls that in the early days of Tennessee’s
Medicaid managed care implementation,
many health plans ignored a contractual
requirement to supply encounter-level
data, finding it more economical to pay
hefty fines instead.

Instead, health plans and states should
work together prospectively to develop sys-
tems that provide data at the level of detail

needed for programming planning and
analysis, says David Pedersen, a director in
First Consulting Group’s Chicago office.

“The struggle is that many of these
[health plans] who took on capitated risk
did so not anticipating that they would
have to bear the administrative cost of cap-
turing and maintaining and forwarding
encounter-level, claim-level data to these
state organizations,” says Mr. Pedersen,
who leads First’s health plan lines.

Instead of requiring massive amounts
of potentially unusable data, HCFA
should narrow the requirement to a few
“critical” areas of concern, says Donna
Checkett, chief executive officer of the
Missouri Care Health Plan in Columbia.

HCFA officials point out that states
can use strategies in addition to
encounter-level data to provide the
descriptive statistics on Medicaid man-
aged care as required in the proposed
rule.

“Although encounter data is certainly
one method by which states and health
plans could comply with the BBA
requirements, it’s not the only one,” Ms.
Block says.

Furthermore, the lack of encounter-
level data is a “limitation,” but getting it
is not the be-all-and-end-all to managing
Medicaid programs, says Mathematica
senior fellow Marsha Gold.

“It is a limitation, but if you solve
that, you still wouldn’t have gone the full
route to figuring out how you oversee the
system and what you do with the data,”
says Ms. Gold, who has studied
Medicaid managed care extensively.

She cautions that a more pressing
need is to develop the appropriate “ana-
lytic infrastructure” to recognize and
explore the issues that will improve the
quality and delivery of care.

Contact Ms. Dodds at (805) 964-
6548, Ms. Gold at (202) 484-9220, Ms.
Block at (410) 786-3870, Mr. Harris at
(404) 657-5763, Ms. Checkett at (573)
441-2100, and Mr. Pedersen at (312)
706-0200.  ■
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States face deadline for Medicaid computer interface
and submission of encounter-level data to HCFA
But feds take tolerant view of technological, administrative hurdles



Each month, this column features selected short items about
state health care policy digested from publications from around
the country.

Improving Medicaid services for the disabled to be
focus of HCFA technical advisory group

BETHESDA, MD—Fixing shortfalls in caring for the dis-
abled under the Medicaid program is the focus of a two-year
technical advisory group being organized by the Health Care
Financing Administration (HCFA).

“It’s not going to be an easy task, but it’s a task we need to
be about,” Sally K. Richardson, director of HCFA’s Center for
Medicaid and State Operations, recently told Medicaid direc-
tors at an October meeting in Bethesda, MD.

Medicaid policy has not kept pace with the increasingly
complicated technology of caring for the disabled, nor with the
move of the disabled into the workplace, she says.

“As they move into employment, they endanger their eligi-
bility,” Ms. Richardson says.

The workgroup will be asked to address problems surround-
ing the Americans with Disabilities Act and other issues.
Membership will include state and federal officials as well as
advocates for the disabled, says Ann Wedgeworth, an assistant to
Ms. Richardson.

—Staff reports

Chicago files suit against gun industry, 
seeks millions from public nuisance

CHICAGO—Reasoning that the gun shops are like fac-
tories that pollute or bar owners who serve minors, city offi-
cials in mid-November filed suit to collect $433 million in
damages from what Mayor Richard Daley called a “public
nuisance.”

The suit against gun shops, manufacturers and distributors
is of dubious legal merit, says University of Chicago Law
School fellow John Lott Jr. It could have the desired effect nev-
ertheless, he says, because the gun industry may not have the
resources to support a drawn-out legal defense.

Mr. Daley planned a trip to Washington, DC, after the
announcement to continue his campaign against guns.

“If money is the only language they understand, then
money is the language we will use to make them understand
that they have no business in Chicago,” Mr. Daley declared.
“We’re going to hit them where it hurts — in their bank
accounts — and we won’t stop hitting them until they stop
flooding our streets with guns.”

The suit was widely denounced by the those in the gun and
recreational sports industries, but drew the support of
University of Arkansas at Little Rock professor Andrew
McClurg, who noted that taxpayers assume about 80% of the
$20 billion expended annually in caring for gunshot victims.

The suit filed in Cook County Circuit Court charges that

the 22 manufacturers and four distributors listed as defendants
in the suit “saturate the market . . . knowing that persons will
illegally bring [weapons] into” Chicago.

This way, they “maximize their profits while disclaiming
any knowledge of or responsibility for where their products
end up or how they are used,” the suit charges.

Mr. Daley announced plans for new state laws to crack
down on gun ownership, including annual limits on the pur-
chase of guns.

—Chicago Tribune, Nov. 13

Womens health information available 
through federal Internet clearinghouse

WASHINGTON, DC—The National Women’s Health
Information Center (NWHIC), a combination Internet site
and toll-free hotline for women’s health information, is avail-
able through the U.S. Public Health Service.

The address for the Web site is www.4woman.gov; the toll-
free number is (800) 994-WOMAN.

The Web site links to all federal agencies and publications
on women’s health, and to hundreds of government-screened
private sector organizations. NWHIC also provides answers to
frequently asked questions on top health issues of concern to
American women.

The toll-free number connects the caller to a health infor-
mation specialist who will refer the caller to the right source of
information. Women and their health care providers also can
order fact sheets, brochures, and other printed materials by
phone.

NWHIC hyperlinks to more than 1,000 Web sites,
including more than 300 federal sites, and to more than
2,700 federal documents on women’s health, 1,800 of which
are already on-line. It organizes resources in a subject index
to facilitate searches, links to databases and Web search
engines by topic and agency, and offers graphical and text
versions to accommodate all users. Information specialists
are available on its toll-free telephone service from 9 a.m. to
6 p.m. Eastern time.

—U.S. Public Health Service release, Nov. 16

For more Americans, regular care is found 
at hospital outpatient departments or not at all

WASHINGTON, DC—A growing number of people do
not have a regular source of medical care, and those who do
have a “medical home” are more likely to rely on a hospital
outpatient department than a physician’s office, according to a
study published in the Journal of Health Care for the Poor and
Underserved.

From 1987 to 1992, the number of Americans who did
not have a regular source of care rose from 30 million to 39
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million, or from 17% to 21% of the population, according to an analysis of data
from the National Health Interview Survey.

Every population group experienced declines in access to regular care, with the
most pronounced reductions found among Hispanics, people with less education or
lower income, those in worse health, and residents of the South or rural areas.

People with a regular source of medical care are more likely to have better access to
care and more likely to receive needed services, particularly preventive health services.

—Agency for Health Care Policy and Research release, Nov. 11

Study says nursing homes dispense unnecessary, harmful drugs; side
effects mistaken for symptoms

ST. LOUIS—Nearly one-third of nursing home residents receive at least one drug
that is at best unnecessary for their condition or at worst can be potentially harmful to
them, according to a study presented by the American College of Clinical Pharmacy
in St. Louis.

Researchers investigated charts on 500,000 residents in five states over a five-year
period living in Medicare- or Medicaid-certified homes in Kansas, Maine, Mississippi,
New York, and South Dakota.

The most common drug being improperly dosed was Darvon (propoxyphene),
which the study notes was given without a rational medical reason or could be
deemed harmful in approximately one of eight residents studied. Along with other
drugs given improperly, the study found that nearly one in three residents receive a
drug that doesn’t help their condition, while one in 10 are dosed with drugs “likely” to
cause undesirable side effects.

“It’s not unusual for a new problem to be treated by an additional drug, and not be
recognized as a side effect of a drug the patient is taking already,” says Kate Lapane,
PhD, an epidemiologist at Brown University. “Misuse of drugs in the elderly popula-
tion is of concern because the elderly can react differently to a drug due to the effects
of aging, and can experience more side effects,” she says.

—Drug Utilization Review, January 1999
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