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October 27, 1994

Ms. Carol Rasco

The White House

1600 Pennsylvania Avenue, NW
Washington, D.C. 20500

~ Dear Carol:

Robert D. Cabe
Senior Vice President,
External Services
320 W, Capitol, Suite 1100
P.0O. Box 1489
Little Rock, Arkansas 72203-1489
(501) 378-2436
FAX (501) 378-3366

ocT

281994

We are delighted that you will be able to join us for a portion of the
evening’s festivities in connection with the annual board meeting of the National

Institute for Health Care Management. -

I am enclosing for your information a package of materials which were
prepared and distributed in connection with an NIHCM national teleconference
in which we participated. It will provide some information about the NIHCM

and about that particular event.

We are also looking forward to meeting with you at 5:00 p.m. on Tuesday,

immediately before the NIHCM reception.

With best regards, I am

RDC:baj
Enclosure

¢c: Mr. Robert Shoptaw
Mrs. Sharon Allen

Talk To People Who Listen.

Cordially yours,

Robert D. Cabe

Arkansas Blue Cross and Blue Shield, A Mutual Insurance Company
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Arkansas
BlueCross BlueShield

An Independent Licansoe of the Blue Cross and Biue Shield Association

Fact Sheet

Formal Name: Arkansas Blue Cross and Blue Shield,
AMutual Insurance Company
Address: - 601 Gaines Street

Little Rock, AR 72201
Telephone Number:  501-378-2000

President and CEO: Robert L. Shoptaw

Spokesperson: Robert D. Cabe, Senior Vice President, External Affairs
Office Phone: 501-378-2436
Home Phone: 501-661-9516

fFounded 'm 1948 Arkansas{'Blue Cros‘ nd Blue Shaeld
‘;Cross is the Iargest health care msurer Arkansas; emy
}:Qcompanys maln ofnce |s Iocated |n Lm Rock Blue Cro

Main Office: 601 Gaines, P.0. Box 2181, Little Rock 72203-2181

District Offices: El Dorado - 1920 North College, 71730 .
Fayetteville - 2011 Green Acres Road, 72703
Fort Smith - Superior Federal Tower, Suite 408, 5000 Rogers, 72903
Hot Springs - Rix Professional Center, 1401 Malvern, Suite 110, 71901
Jonesboro - 2512 South Culberhouse, Suite C, 72403
Pine Bluff - 2007 West 28th, Suite 2, 71613 '
Russellvifle - 1110 West B, Suite H, 72801

- Harrison - Security Plaza, P. 0. Box 2446, 72601
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Arkansas :
BlueCross BlueShield

An Independent Licensee of the Blue Cross and Blue Shield Association

Fact Sheet
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. STANDARD & POOR’S INSURANCE RATING. ANALYSIS
"~ LIFE/HEALTH

__ Arkansas Blve Cross & Blve Shield

RATiNﬁ'A+'(GﬁOD)' ’rnAn‘nNAL'E' SR T
rors rated /A’ offer good financial -

: ;;,3::{,;’,?g‘;:gﬁ;','g;ggxggg;fgcep " The ‘A+’ clalms -payirig abxhty ratmg of Arkansas Blue Cross & Blue Shield
% tible to adverse economic and under- ~(ABCBS) is affirmed. The rating is based on improved operating results, ex- -
virfing condiions. cellent capitalization, and significant local competitive advantages. Offsetting
these strengths is the uncertainty of the healthcare environment. :
- ABCBS operates as a mutual insurance company, which has enabled it
* to compete with other commercial insurance companies. The company .
has been able to improve earnings over the past five years, primarily . -
through improved underwriting practices and cost controls- resulting
" from the implementation of managed care programs or based on price:
~ . negotiations with providers. An- emphasis on’preventive measures and
< utilization review have also contributed. Also, the company’s claims-
" processing system is more efficient'and has enhanced the company’s
ability to detect invalid claims earlier in the process ‘As a result of
these programs, net income increased to $28 million in 1993 from $18.
© million-in 1992. In-1994; income is expected-to slightly decrease due to
" .contintied systems expansion and the stablhzatlon of rate mcreases in
the Medicare supplement business:
- ABCBS. benefits from an excellent capital pos;tlon relative to the com-
pany § busmess rmx and asset quahty Operatmg Ieverage (premx—'

l“ well as. unproved subsndlary earmngs :

' S&P believes-that:the health insurance mdustry faces sxgmflcant rlsks in
adaptmg to healthcare reform. However, despite the uncertainty, ABCBS
.is well-positioned in. Arkansas ‘due. fo good relatlonshxps wnth regulators ,
and healthcare prov1ders - . . .
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. MEETIHG RURAL KEALTH CARE NEEDS
THROUGH INTEGRATED DELIVERY SYSTEMS
A Live, Interactive Video Conference
Moderated by Sander Vanocur

Friday, July 15, 1994

KARK-TV Channel 4
201 W. Third Street
Little Rock, Arkansas

Program

8:00-8:30 a.m. -- Breakfast Refreshments
8:30-10:30 a.m. -- Live Broadcast

10:30 a.m. -- Local Follow-up Discussion

" National Broadcast Sites

Des Moines, lowa
Little Rock, Arkansas
Waslington, D.C.

~ Arkansas Panelists

Stan Grise, VP of Finance, Munro & Company, lnc

Michael Mackey, M.D., Director, Area Health Education Clinic, UAMS
Charles McGrew, Director. Health Facility Services, AR Dept. of Health
Randy Spicer, Pres. & CEO, First Pyramid Life Insurance Company

Sponsored by
National Institute for Health Care Management

Hosted by
Arkansas Blue Cross and Blue Shield

RSVP Information
Seating is limited for our KARK studio audience. Please respond with your attendance plans to Peggy
Houser at Blue Cross, 378-2223.

For complimentary parking, please park in the USAble Parking Deck, 4th and Spring Street, and bring
your ticket with you for stamping. We will have greeters at the door of KARK to escort you to the
studio. Coming and going during the two-hour broadcast is possible, but we recommend you arrive
prior to the 8:30 a.m. start time and enjoy the breakfast refreshments.



RURAL HEALTH TELECONFERENCE PARTICIPANTS

Thomas H. Boyer, Jr.
Legislative Assistant
Office of Representative Blanche Lambert (D-AR)

As Legislative Assistant, Mr. Boyer is responsible for Rep. Lambert’s activities on the
Committee on Energy and Commerce in the primary issue areas of health care, energy, trade,

- labor, finance, telecommunications and education. Mr. Boyer has previous experience analyzing
Medicare, Medicaid, social security and veterans’ issues for The Honorable Don Riegle (D-MI).
Mr. Boyer serves on the American Diabetes Association, DC Board of Directors and holds a BA in
Political Science from Hope College.

Dr. Andrew Coburn
Associate Director for Research
Maine Rural Health Research Center

Dr. Cobumn'’s extensive research has addressed the problems of health insurance coverage, rural
health, health care access and utilization, physician payment and long-term care financing. In
addition to holding the position of Principal Investigator at the Maine Rural Health Research
Center, Dr. Cobum also is a member of the RUPRI Rural Health Reform Expert Panel which has
been analyzing the impact of federal health care reform legislation on rural health systems. Dr.
Cobum is an active member of the National Academy for State Health Policy. He received his
Ph.D. in Health Policy from the Heller School at Brandeis University.

The Honorable Dennis A. Dellwo
Washington State House of Representatives

Mr. Dellwo is an 11-year member of the Washington State House of Representatives. He serves
as Chair of the Health Care Committee and was actively involved in the recent major Washington
State health reform effort. He is also a member of the House Appropriations, Financial
Institutions and Insurance Committees and a partner in the law firm of Winston & Cashatt in
Spokane, Washington. Mr. Dellwo has a Law Degree from Arizona State University. .

Edmund Gray, M.D.
Director (Retired) of Northeast Washington Medical Group
Chairman, Washington Basic Health Plan Advisory Board

Dr. Gray has been a physician and surgeon in Washington State for 40 years and during that time
has received numerous awards and recognition for his work. His professional affiliations include,
among others, Member of the Board and Chair of the Medicaid Committee for the Washington
State Medical Association; Member and former Chief of Staff of Mt. Carmel Hospital; Founding
Member and former President of NorthEast Washington Medical Group; Medical Director of
ALCOA,; and Chairman of Washington Basic Health Plan Advisory Committee. His publications
include “The Un- and Under-Insured Patient & Basic Health Care — The Washington State
Experience.” Dr. Gray earned his M.D. from the University of Washington in Seattle.



Stan Grise
Vice President of Finance
Munro & Company, Inc.

As Vice President of Finance for Munro & Company, Mr. Grise is responsible for the firm’s
accounting, finance and information systems. He also manages benefit plans, including health care
and group insurance, for Munro’s 2,500 employees and is a trustee for the company’s pension
plans. Among his affiliations, Mr. Grise is Secretary/Treasurer on the Board of the local YMCA
and Second Vice President of the United Way of Garland County.

Duane Heintz
President
McNerney Heintz, Inc.

Mr. Heintz formed McNermey Heintz, Inc., a consulting and management firm providing services
to purchasers and providers of health care services, specializing in the evaluation, development and
operation of managed health care delivery systems. Prior to forming McNemey Heintz, he
managed the health care services for Deere & Company, responsible for designing, implementing
and coordinating non-occupation health care delivery system alternative programs focused on cost
containment. He has held positions with the lowa Hospital Association, Lutheran Hospital
Society of Southern California, California Hospital Medical Center, American Public Health
Association and the Walter Reed Army Medical Center. Among his affiliations are Founder and
Chairman of the Board of the Midwest Business Group on Health, Iowa Governor’s Commission
on Health Care Costs, Iowa Foundation for Medical Care and National Committee on Quality
Assurance. Mr, Heintz received his BS from Iowa State University and MA from the University
of Minnesota,

. Michael Mackey, M.D.
Director, Area Health Education Clinic, N.E.
University of Arkansas Medical Sciences

Dr. Mackey has been in private practice in Jonesboro, AR since 1978, specializing in Internal
Medicine/Nephrology. Since 1981 he has served as Assistant Professor in the Department of
Medicine, University of Arkansas Medical Sciences (UAMS). He is Director of the Area Health
Education Center-NE which is a regional campus in Jonesboro, providing off-campus rotations for
medical, nursing, pharmacy and other allied health students of the University. Dr. Mackey
graduated from and completed his Internship and Internal Medicine Residency as wellasa
Fellowship in Nephrology at the University of Arkansas Medical Sciences.

Charles McGrew
Director, Section of Health Facility Services and Systems
Arkansas Deparmment of Health

Mr, McGrew has 25 years of experience in all areas of public health and health systems
development, ranging from directing the Bureau of Public Health Programs in Arkansas to serving
as the Director of the City-County Health Department in Missoula, Montana. He has been
heavily involved with health care reform at the national, state and community levels and has
developed conferences in Arkansas and lowa addressing rural health issues. Mr. McGrew is a full-
time consultant for the Governor’s Task Force on Health Care Reform and provides support for the
Arkansas Health Resources Commission and the Legislature’s Rural Health Subcommittee. He
holds a BS from Arkansas Tech University and a Masters in Public Health from the University of
North Carolina.

Mecting Rural Health Care Needs Through Integrated Delivery Systems « Conference Participants « Page 2



Dr. Ira Moscovice
Professor and Associate Director
Division of Health Services Research Policy, University of Minnesota

Dr. Moscovice has nearly 20 years' experience in the health services field, having held positions
with the University of Washington, University of Minnesota and the Hadassah Hebrew University
Medical Center. Among his affiliations are the Medicare Beneficiary Access to Care Panel,
National Review Committee for Health Care Financing and Organization Initiative, National Rural
Technical Advisory Panel and the National Advisory Committee for Demonstration and Research
on Health Care Costs. Dr. Moscovice has written numerous articles and papers addressing rural
health care issues. He was honored as a Distinguished Researcher by the National Rural Health
Association in 1992. Dr. Moscovice holds a BSEE from City College of New York, an MS from
Columbia University and a Ph.D. from Yale University.

Paul Pietzsch
President
Health Policy Corporation of Iowa

Mr. Pietzsch leads the Health Policy Corporation of Iowa (HPCI) which is a private, non-profit
organization formed to develop and support initiatives which relate 1o cost containment, quality

. and access of health services in Jowa. HPCI has been recognized nationally as an effective
coalition, developing health care purchasing initiatives; conducting meaningful research, data
collection, analysis and education; and providing leadership in setting community health goals.
Mr. Pietzsch received his Bachelors Degree in Business Administration from the University of
Towa and a Masters Degree in Public Health from the University of Minnesota.

Robert D. Ray
President and CEO
IASD Health Services Corp.

Formerly Governor of Iowa from 1969-1983, Governor Ray now serves as President and CEO of
IASD Health Services Corp. which provides coverage for more than 1 million citizens. He is Co-
Chairman of the National Leadership Coalition on Health Care Reform and Chairman of the
National Advisory Committee on Rural Health Care. While Govemnor, he established the
Governor’s Commission on Health Care Costs which served as the blueprint for many of the cost
containment programs of the 1980s. Among other affiliations, Governor Ray is a member of the
Towa Business Council; serves on the Board of Governors of Drake University; and is a trustee for '
the Herbert Hoover Presidential Library Association. Governor Ray eamed degrees in Business
Administration and Law from Drake University and holds honorary degrees from 13 colleges and
universities. :

Mary C. Selecky
Administrator
Northeast Tri-County Health District

As Administrator of the Northeast Tri-County Health District in Washington State, Ms. Selecky
supervises the activities of the three county public health district. She is a member of the
Washington Rural Health Commission, Chairman of DSHS Medicaid Advisory Committee,
member of the Board of Directors of Northeast Washington Rural Resources and Past President and
Current Legislative Chair of the Washington Association of Local Public Health Officials. Prior
to joining Tri-County, Ms, Selecky was Acting Director of the Stevens County Counseling
Center; an Administrator of Trico Economic Development District and Assistant Dean of Students,
University of Pennsylvania. Ms. Selecky holds a degree in History and Political Science from the
University of Pennsylvania.

Meeting Rural Health Care Needs Through Integrated Delivery Systems « Conference Participéms * Page 3



Randy Spicer
President and CEO
First Pyramid Life Insurance Company of America

Prior to being named President and CEO of First Pyramid Life Insurance Company of America (a
subsidiary of Arkansas Blue Cross and Blue Shield), Mr. Spicer was with the Prudential Insurance
Company of America for 21 years. At Prudential, he held various positions including National
Director of Cost Containment, Vice President of Group Marketing, Vice President of Managed
Care Operations and Vice President of Enterprise Planning. Mr. Spicer eamed a Bachelor of
Science in Business Administration and Masters Degree in Business Administration from the
University of Arkansas. B

Mary Swetnam
Legislative Director
Office of Congressman Rick Boucher (D-VA)

As Legislative Director for Rep. Boucher who serves on the House Energy and Commerce
Committee, Ms. Swetnam is responsible for health care reform, senior citizen’s, environment and
appropriations issues. Prior to joining Congressman Boucher’s staff in 1989, she worked for
Senator Bill Bradley (D-NJ). Ms. Swetnam holds a Bachelor’s Degree from the College of
William and Mary.

Ted Totman
Legislative Assistant
Office of Senator Charles Grassley (R-IA)

As a member of Sen. Grassley’s staff, Mr. Totman has been responsible for Finance Committee
health issues, private pensions, social security and veterans affairs. He served as Staff Director of
the Subcommittee on Aging during the 99th Congress and as a professional staff member of the
Subcommittee, Mr. Totman worked on the Public Health Service Act, pension issues and older
Americans issues. He holds a BA from Union College and an MA from the University of
Chicago.

Robert Van Hook
Special Assistant, Office of the Assistant Secretary for Planning and Evaluation
Department of Health and Human Services

Currently serving the Clinton Administration, Mr. Van Hook has over twenty years’ experience in
health policy and management, working at the local, state and national levels, including a key
health position in the administration of former Governor Jay Rockefeller. Following his work in
West Virginia, Mr. Van Hook served as executive director of the National Rural Health
Association where he championed the cause of rural health at the national level and helped build
the NRHA into a national force in health policy. Mr. Van Hook is a graduate of the University of
South Florida and holds a Masters Degree in public health from the University of North Carolina
in Chapel Hill.
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‘David Vellinga
: President
North Iowa Mercy Health Center

Prior to becoming President and CEO of North Iowa Mercy Health Center, Mr, Vellinga was
President and CEO of St. Joseph Mercy Hospital in Mason City, Iowa. He is a member of the
Healthcare Forum, the American College of Healthcare Administrators and the Board of Directors
of the Iowa Hospital Association. Among his affiliations, Mr. Vellinga is a member of St.
Joseph Community Hospital Board, Mason City Chamber of Commerce Board of Directors and
Chair of the Mercy International Health Programs Board of Directors. He holds a BA degree from
Northwestern College and a Masters Degree in Hospital and Health Care Administration from the
University of Towa. ‘

Dan Winegardén
First Deputy Insurance Commissioner
lowa Health Care Reform Council

Mr. Winegarden was appointed by Governor Branstad to lead Iowa’s comprehensive health care
reform initiative which is expected to deliver a legislative proposal to fairly remedy cost, access
and quality issues, with bipartisan involvement and support from major interest groups, especially
the average health care consumer. Concurrently, he serves as First Deputy o Iowa’s Insurance
Commissioner with responsibility for the Division’s Special Projects and Initiatives. Mr.
Winegarden holds a degree in Economics and Political Science from Iowa State University and a
Law degree from the University of lTowa College of Law, ‘
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MEETING RURAL HEALTH CARE
NEEDS THROUGH INTEGRATED

DELIVERY SYSTEMS

EXECUTIVE SUMMARY
Issue/Background

Many health reform bills propose delivering care through competing private health plans
that are accountable for access, quality, and cost management. However, some policy
makers question whether rural needs can be met through private mmanves to mtegratc
health care financing and delivery.

The National Institute for Health Care Management (NIHCM) Video Conference and
Roundtable Discussion is intended to provide information from the field (sites in Arkansas,
Iowa, and Washington) and from national experts about models for integrated health care
delivery and insights into federal policies that would allow creative initiatives to meet rural
health needs.

In preparing for the conference, NITHCM commissioned two papers from prominent
national experts in rural health care. Ira Moscovice, Ph.D. prepared a report reviewing
integrated delivery and financing approaches in rural areas (Moscovice, 1994) and Andrew
F. Coburn, Ph.D. and Keith J. Mueller, Ph.D. prepared a report on integrated service
networks and the impact of health reform proposals (Coburn and Mueller, 1994).

These papers, along with other relevant papers and a NIHCM fact sheet on rural health care
(NIHCM, 1994) are available at the conference. This executive summary provides an
overview of the experts' review of the current situation, paradigms for integrated networks
and managed care, and policy issues and approaches.

Current Situation and Paradigms of
nteor i works an n

H

Current situation and potential for networks and managed care

About one-fourth of Americans live in rural areas — areas that comprise about three-
fourths of the nation's counties. (NITHCM)

o The rural population tends to be older, and slightly more likely to be uninsured,
~ than their urban counterparts. ‘



o Rural areas tend to have fewer health professionals serving the population:

— more than 20 million Americans live in a "Health Professions Shortage
Area" — an area with a primary care physician to patient ratio of 1 to 3,500
or more;

— providers in rural areas tend to be older, and confront a greater workload
and lower remuneration than urban physicians.

o While there are a large number of rural hospitals (45 percent of the nation's
hospitals and 22 percent of the nation's hospital beds), the hospitals are struggling
to attract and retain insured patients, and physicians, who often bypass them to go
to more modern urban hospitals.

Moscovice suggests that the current climate is receptive to network formation in rural areas,
and Coburn, Mueller cite a widespread view that:

"the development of integrated service networks (ISNs) offers substantial
potential for helping rural communities overcome longstanding problems in
the availability and accessibility of essential health services."”

Rural health networks

Moscovice provides alternative definitions of integrated rural health networks, and reviews
the current status of their development.

o Rural networks "that provide the full range of acute inpatient and outpatient services
to rural communities are relatively rare” and are confined to a small number of rural

health maintenance organizations (HMOs).

o Existing networks "tend to be groups of similar primary care, and sometimes
secondary care, providers that form to address common problems or to respond to
reimbursement opportunities..."

Rural managed care

Moscovice also reviews rural managed care arrangements, noting that the development of
such organizations is likely to pose special challenges in rural areas. He summarizes
current information about rural managed care.

o Current penetration of managed care in rural areas is low, but is likely to increase.

o Limited capital and technical expertise are deterrents to development of managed
care. '

o Physicians are of mixed views: those without managed care experience generally
have negative views; those with experience are more positive "or at least neutral.”
Rural physicians in the future may be willing to trade autonomy for a more secure
patient base. 4

o Rural hospitals see managed care as a potential opportunity to maintain their patient
base (and fill beds), but utilization increases "are likely to be fleeting." :
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o Non-physician providers may be used extensively by managed care plans because
of the primary care provider shortages.

Moscovice goes on to review managed care models in rural areas, which until recently were
usually HMOs. He cites three models of HMO development in rural areas:

o Urban-based independent practice association (IPA) HMOs expanding into rural
markets (the market in Minnesota is an example of this model), ,

o Rural-based group/staff model HMOs (Geisinger Health Plan in Pennsylvania is an
example);

o Rural-based IPAs sponsored by consumers or providers in the rural area (HMO
Wisconsin is an example).

Policy Issues and Approaches
Coburn and Mueller review three essential preconditions for the development of integrated
services networks that could pose "significant challenges" for rural communities and "lend

themselves to policy intervention:" an appropriate market/service area; a stable financial
base; and the need for capacity building. :

Appropriate market/service area
Market area definitions are important to the success of networks in rural areaS in two ways:
the population base included, and the degree of overlap with "natural markets" that cross
state lines. Five policy issues embodied in current legislative proposals are discussed:

o appropriate definitions of boundaries for group purchasing areas;

‘0 participation in plans purchased through regional purchasing groups;

o inclusion of Medicare and Medicaid beneficiaries in purchasing groups;

o requirements that health plans serve underserved, rural areas; and

o risk adjustments‘ to premiums for underserved rural areas and populations.
Stable financial base

A stable financial base is critical to the viability of rural integrated services networks. Two
policy issues are discussed:

o adequate insurance covefage and benefits; and
o adequate provider reimbursement.
apacity buildin
Underserved rural commumucs face numerous barriers to the development of networks.

Policy issues and approaches for capac:1ry building are discussed by Coburn and Mueller,
and by Moscovice. A
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o Financial support, including assistance in capital investments for network
formation, is discussed by both papers. Moscovice also suggests provisions to
limit the financial risk of individual rural health practitioners under managed care
arrangements. '

o Technical assistance and support in planning, developing and operating new
systems, is discussed by both papers.

o chulatory flexibility, balancing antitrust enforcement with network establishment,
is suggested by both papers. Moscovice also suggests flexibility in the form of
modified solvency standards for rural-based health plans.

o Expansion of provider supply is suggested by both papers, especially primary care
professionals likely to participate in rural networks, along with the protection of
existing programs such as community health centers and rural clinics.

Coburn and Mueller review the status of federal legislation in addressing these policy
issues and approaches. A review of some of the key Congressional Committee health
reform bills as they pertain to rural issues is also available at the conference.

Endnotes

Ira Moscovice, PB.D.. "Integrated Health Service Delivery and Financing Approaches in Rural
Environmenits," June, 1994,

Andrew F. Coburn, Ph.D., and Keith J. Mueller, Ph.D., "Rural Integrated Service Networks: the Impact of
Current Health Reform Proposals,” July 15, 1994,

National Institute for Health Care Management, "Facts About Rural Health Care,” July, 1994.
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FACTS ABQUT RURAL HEALTH CARE

Rural Demographics

»  Rural America is quite diverse, ranging from remote "frontier towns” to bedroom communities of
large cities. Rural is defined as: (1) frontier areas with six or fewer people per square mile; (2)
remote rural areas with greater than 30 minutes of travel time o a population center of 10,000 or

more people; and (3) less remote rural areas with 30 minutes or less of travel time to a population
center of 10,000 or more (Berman, 1994).

+  About one-fourth of Americans live in rural areas; more than three-fourths of the nation's counties
are rural (Bureau of the Census, 1993).

Insurance Coverage

+ In 1993, 18.6% of the nonelderly rural population was uninsured versus 17.1% of the nonelderly
urban population (EBRI, 1994},

+  In 1990, 14.5% of rural residents were enrolled in Medicare compared to 13.5% pen:ent of urban
resident (Health Care Financing Administration, 1992).

« In 1993, 12.2% of rural residents and 11.4% of urban residents were covered under Medicaid.
However, only 45% of rural residents with incomes below 100% of poverty were covered under
Medicaid, compared to 51% of their urban counterparts (EBRI, 1994).

+  Employer-sponsored health insurance covered 59% of rural residents in 1992 compared w0 63% of
urban residents. Rural Americans rely more heavily on non-group sources of health insurance. In
1993, about 9% of insured rural residents were covered by these private policies compared 1o 7% of
urban residents (EBRI, 1994).

» In 1992, 13.5% of the population in rural states was 65 or older compared to 12 6% in urban states
(Bureau of the Census, 1993),

EBoverty

«  States with predominately urban populations had an average poverty rate of 11.5% in 1990, while
those with mainly rural populations had an average poverty rate of 15.4% (Bureau of the Census,
1993).

Employment

*  Rural employment grew by only 6.9% between 1979 and 1986, compared with a national rate of
10.8% (Korczyk, 1994).

»  One's chances of dying from accidents in a rural area are 40% higher than in urban areas. Rural

residents are more likely to be self-employed, work in seasonal or temporary jobs, and be employed
in farming, underground mining, or other hazardous industrics (Fuchs, 1994). ‘
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Health Services Capacity

Physician_Short

+  Asof December 1992, more than 20 million rural Americans were living in federally designated
Health Professions ShortageAreas: areas that have a primary care physician-to-patient ratio of 1 to

3
P

,500 or worse. In rural areas, 35% of the population lived in communities with a primary care
hysician shortage compared to 10% in urban areas (Federal Office of Rural Health Policy, 1993).

«  Over 400,000 Americans live in counties where there is not a single physician, and 34 million live
in places where there are 100 few physicians (Pushkin, 1994),

Physician I

»  Many special issues face rural physicians: (1) provider workload is 20 - 30% greater in rural than
urban arcas; (2) remuneration is 10 - 20% less; (3) over 50% of rural physicians are on call every

)
6

ther night while urban physicians participate in call groups; and (4) 13% of physicians are over
Syears of age versus 9% in urban areas (Berman, 1994). -

Hospitals ‘
=  Forty-five percent of all community hospitals in the U.S. are in rural areas, but these hospitals

contain only 22% of all hospital beds. In 1992, urban hospitals reported occupancy rates of 68.6%,
compared to 57.4% in rural hospitals (AHA, 1993).

»  Hospitals are struggling because insured patients often bypass them to go to more modern urban

h

ospitals, Similarly, rural hospitals have difficulty recruiting primary care physicians due to

inadequate facilities. Escalating technological advancements encourage the concentration of advanced
medical services in large urban complexes (Pushkin, 1994).

" Trends

Growth in Rural Integrated Health Care Systems

«  Rural America participates in "managed care" in the sense that the primary care physician is typically
the gatekeeper to the entire system. While there are a few long-term examples of rural integrated
health systems , rural areas have recently seen increases in integrated financial and delivery systems
(Pushkin, 1994). '

HMO Penetration
+  In 1990, 301 HMOs served both urban and rural counties and 15 more served rural counties only
(GHAA, 1994).

»  Thirty-six percent of rural counties had at least one HMO providing services to their residents in
1992 (Wellever, 1994). Bedroomcommunities were twice as likely as other rural areas to have an
HMO (Pushkin, 1994).

(Reference Sheet Attached.)
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INITIATIVES IN RURAL HEALTH
IN THREE STATES

WASHINGTON, ARKANSAS, AND
IOWA

LVILLE, WASHINGTON

The town of Colville, Washington, serves as the hub for a very rural area in northeast
Washington State, extending from the Canadian border south to Chewelah, Washington,
and from the Idaho border west to Republic, Washington. This region covers parts of
three counties, and has a population of about 30,000 spread across more than 1000 square
miles. Like many rural areas, this region suffers from higher than average unemployment
and per capita income levels that are significantly lower than state and national averages.
In 1988, the state created the Washington Basic Health Plan (WBHP)—designed to serve
the working poor by providing subsidized health coverage through private, capitated
integrated delivery systems. Residents under age 65 whose families earn less than 200
" percent of the federal poverty level are eligible to enroll in the program. Some local
employers-also contract with WBHP to provide coverage to their employees.

The area surrounding Colville was approved as one of 17 pilot sites for the
Washington Basic Health Plan in 1988, and the physicians of the NorthEast Washington
Medical Center in Colville developed an integrated delivery system—in partnership with
the local hospital, Mt. Carmel—to serve the local population eligible to enroll in the
Washington Basic Health Plan in 1991. Local enrollment in the WBHP program stands
steady at approximately 1,000 enrollees—the maximum allowed by the state at this point.
The Washington State Health Services Act of 1993 will extend the ‘WBHP program to an
additional 195,000 enrollees.

The program places a strong emphasis on enrollee education and prevention
programs. Each enrollee is screened as they enter the program and meets with their
primary care provider or a member of an intake team. During this initial meeting,
enrollees are educated about the benefits and limitations of WBHP and how to access and
use the integrated delivery system. They are also educated about nutrition, lifestyle



factors and care of any chronic illnesses the patient might have. The primary care
physician then evaluates the patients medical needs and acts as case manager, arranging
any necessary diagnostic testing, referrals, or hospital care. The hospital and health
department each sponsor an ongoing series of educational programs on health related
topics that are open to the community in addition to the activities of the clinic.

The physician-hospital partnership has since expanded to serve the Healthy Options
program for AFDC recipients in Washington State. Like WBHP, Healthy Options is a
capitated program. The system’s experience with these programs has been a valuable
practice ground for dealing with capitation. The system intends to move toward a more
formalized structure and begin offering their services to local employers and other
private-sector purchasers. At this point, about 20% of the physicians’ reimbursement is
capitated. They expect this percentage to grow to 50% by July 1995 and 95% by 1999.
Blue Cross of Washington and Alaska (through its subsidiary, NCAS) is the carrier that
assumes risk for WBHP. Medical Service Corporation of Eastern Washington (a Blue
Shield plan) assumes risk for the Healthy Options progrém. Both of these risk contracts
are renewed on an annual basis. o

This initiative is not only an example of a successful effort to serve a previously
underserved population, but may also be representative of the community-specific
relationships that often develop in rural areas. The current integrated delivery system
builds upon commmunity-centered cooperation among health care providers which began
in response to health planning activities in the 1970’s. For fifteen years, the physicians |
offices have been located on the campus of Mt. Carmel Hospital—a Dominican hospital -
since WWIL The NorthEast Washington Medical Center was formed in 1979 with seven
physicians (all but one of the physicians in the area). There are now 26 providers
belonging to the Center: 10 Family Practice physicians, 3 Internal Medicine subspecialist
physicians, 2 general surgeons, 2 orthopedists, 1 urologist, 1 radiologist and 5 physician
assistants. The program also houses two full-time Family Practice residents. Local |
physicians claim that such integrated systems may work better in rural areas than urban -
areas, because local primary care and specialist physicians interact much more frequently
and cooperatively on an ongoing basis than is typical in many urban practices.

All of the local health care providers—the hospital, the physicians and the public
health department—<cite a strong sense of partnership and focus on community needs as a
critical contributor to the success of the plan. The relationship between the hospital and
physicians to serve Basic Health Plan enrollees is executed largely by handshake and
exhibits a degree of fluidity which makes it responsive to éhanging reimbursement
streams and public policy. Both the hospital and the medical group also enjoy a solid
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working relationship with the local public health department, which is viewed as a
“connector” filling in with specialized clinical services (e.g., well-child immunizations
and treatment of STDs) and referring patients into the conimunity medical system as
appropriate.

The State of Washington’s overall health system reforms build on the State’s
experience with its Basic Health Plan. The Basic Health Plan successfully required that
only capitated health plans participate and qualify for the program’s subsidies. In Colville
and other areas, providers and health plans successfully developed new integrated plans
to serve these enrollees. The Washington State Health Services Act of 1993 requires that
by July 1, 1995 all health coverage in the state be provided through certified health plans
(CHPs) which will be integrated, capitated systems offering a uniform set of benefits.

ARKANSAS

With only about half (54 percent) of the population living in urban areas of 2,500
people or more and 71 of 75 counties designated as medically underserved, Arkansas is a
state that faces difficult challenges in providing access to health care for people in rural
areas. Several notable efforts to meet this challenge are being made by the University of
Arkansas and Blue Cross and Blue Shield of Arkansas.

University of Arkansas

As part of a long-standing effort to improve access in rural areas, the University of
Arkansas’ Area Health Education Centers (AHEC) program is taking steps to help
provide physician services for rural communities and community health centers in very
rural areas. These areas are sufficiently remote that they may never be able to attract a
physician to live permanently in the community, yet physician services are needed in the
area. To meet this need, the AHEC program has begun to associate with (and in at least
one instance, purchase) thriving physician practices in nearby small towns, with the hope
of expanding these practices so that their physicians can commute on a parttime basis to
the more rural health centers. -

The approach seems promising as a way to recruit additional physicians to serve rural
areas because they would be joining a stable practice and would be assured of having
colleagues and backup coverage, rather than having to serve alone. The attraction for
physicians in the existing practice is that they will become members of the medical
school faculty, being paid on a salary plus incentive basis. Their practice will also be a
site for residency training for medical school graduates, with the hope that some will
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choose to stay on and join the practices. (The first practice to enter into this arrangement
with the AHEC is a three-physician primary-care practice group; all of these physicians
served as residents in the area before deciding to establish their practice there.)

These primary care physicians will also serve as care managers in the University’s
evolving integrated managed care company, QualChoice of Arkansas, which will provide
a point-of-service managed care plan across the state, including rural areas. The plan is
contracting with panels of 5 to 20 primary care physicians who will serve as the first
point of access for patients entering the medical system. Each panel’s physician payments
are partially based on the cost of services provided to patients who use the group for

primary care.
Arkansas Blue Cross and Blue Shield Primary Care Network

The Primary Care Network (PCN) program, administered by FPL/USAble
Administrators, a subsidiary of Blue Cross and Blue Shield of Arkansas, is a managed
care program to serve rural areas. This program, which now includes 44 rural sites, was
initially started in rural areas where a self-insured émployer of at least 100 employees
(typically 500 to 600 employees) showed interest in establishing a managed care system
that promised to give the employer some control over costs. (These employers are often
national employers that have a plant in a rural Arkansas site—for example, Kodak and
Emerson Electric.) FPL/USAble Administrators aids in forming a cooperative
arrangement between the employer and primary care physicians in the community to start
the PCN; they also serve as the third-party administrator and provide managed care
expertise as well as data and other information to help the employer and participating
physicians monitor cost and utilization patterns.

The employers select the physicians who will participate initially in the plan. A board
made up of equal numbers of physician and employer representatives oversees the
activities of the PCN. Each year, the physicians and employcrs' negotiate a budget for the
full gamut of medical services covered under each employer’s health plan. The board
meets regularly to monitor use and cost patterns and discuss how unacceptable
performance can be changed. Participating physicians are at partial risk for the cost of all
covered medical services: 20 percent of the physician fee (based on the Blue’s standard
fee schedule) is withheld, and if expenditures come in under target, physicians receive the
withhold and, in some cases, an additional bonus that represents a portion of the
employer’s savings. ‘ ‘

The participating primary care physicians serve as gatekeepers for other medical
services: patients selecting the PCN option are required to go through the primary care
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physicians as a condition for having the cost of the service paid by the medical plan. One
reason that local physicians are willing to participate is that they see the PCN as a
mechanism for ensuring that people seek medical services within the community rather
than going to nearby larger communities. They also recognize that a medical system
which delivers good medical care at a predictable cost aids in keeping the larger local
employer in the area. : ‘
Once a PCN has been established, other self-insured employers in the community can
participate. In addition, a plan is being considered that would permit small rural insured
“employers who have coverage with Blue Cross and Blue Shield to participate as well. The
Blues, representing these insured employers, would serve on the PCN board that oversees
the network operations, and they would have responsibility for negotiating a budget for
these insured employers. This stage of the program might be available later this year.
Some small community hospitals have expressed interest in being participants in the
PCN and have suggested that they might be willing to accept a form of capitation
payment. In some cases, the PCNs have established referral patterns to physicians and
facilities that are part of the Blue Cross and Blue Shield statewide PPO, an arrangement
which allows the PCN to get these services at discounted rates.

IOWA

There are a variety of initiatives underway to develop integrated health delivery
systems that serve rural areas throughout Iowa. These include efforts by providers, health
plans, and employers, both as individual and collective purchasers. Employers in
particular have been a driving force in the development of an efficient health care
infrastructure to support their employees in rural areas.

At the. same time, state government in Iowa has been working cooperatively with
purchasers to design poliéy supporting the development of cost-effective private plans
within a model encouraging the use of price-sensitive consumer choice to drive the
market. For example, Jowa has recently created the designation of “Organized Delivery
| System” (ODS) as an alternative to licensure as either an insurer or an HMO. Dan
Winegarden, First Deputy Insurance Commissioner in Iowa, says this new designation is
appropriate because both of the existing designations “are limited to a specific corporate
_ organizational structure that is far less flexible than is possible within a PHO. Both have
deficiencies from the viewpoint of buyers (primarily employers) trying to encourage
health care providers to share incentives to deliver high value care—to do it better for
less, while living within a budget defined by the buyer.” In another example, state
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policymakers have demonstrated that they are also sensitive to local health referral
patterns by pursuing innovative service area definitions which facilitate flexible
alternatives to serve rural health needs.

Employer Initiatives

In one employer-sponsored initiative, Health Policy Corporanon of ITowa (HPCI), a
voluntary employer coalition on health, has several purchasing initiatives underway. In a
model similar to the Business Health Care Action Group in Minneapolis, their larger
employers have banded together to purchase collectively and encourage the development
of one or more “benchmark” plans. These benchmark plans will involve integrated health
delivery systems, initially serving urban as well as rural areas in central Iowa and
expanding to other areas over time. It is intended that these benchmark plans will also
form the core offerings of a voluntary health insurance purchasing cooperative for small
employers éponsored by HPCI. Health plans and providers are responding to these
employer initiatives by developing new integrated financing and delivery systems. For
example, the Unity Choice Health Plan described below is one of the new systems
applying to serve as a benchmark plan through HPCI's purchasing initiatives.

In a small town initiative, local employers in Pella, Iowa, have recently cncnuraged
local physicians and the local hospital to form an integrated dcliirery system where the
providers also bear financial risk for health care delivery. This rural integrated system
then chooses the tertiary care centers with which they wish to affiliate. The employers
will hire a single third-party administrator and pool their health care data, thus usiﬂg their
combined market strength to create incentives for greater accountability on the part of the
health plan.

In another employer-sponsored initiative, John Deere built Heritage HMO in a move
to secure cost-effective health care for Deere employees. Deere has also created a series
of family health centers which provide comprehensive primary care, laboratory services,
and pharmacy for Deere employees. This effort is part of a strategic alliance with the
Mayo Clinic, which helped them design the centers and their clinical guidelines and
guarantees center patients access to Mayo specialists for problems that cannot be treated
locally. Deere and Mayo are now pursuing a strategy to develop and operate clinics in
other areas for non-Deere employees. ’

Unity Choice Health Plan |

Unity Choice Health Plan is a new statewide integrated health plan. Unity Choice is a
partnership among physicians, hospitals and Blue Cross and Blue Shield of Iowa. Rural
physicians that are part of the plan may belong to one of three physician-hospital
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organizations (PHOs) distributed throughout the state or contract directly with the plan.
The PHOs are each owned 50% by the hospital and 50% by the physicians. Each PHO
contracts with 8 to 20 physician practices. Since physicians, hospitals and the insurer
share in the ownership, they also share financial responsibility for health care delivery
and risk management. The intent is to align the financial incentives of all of the partners
toward efficient use of medical resources. '

Unity Choice is organized around a primary care case management model—meaning
primary care providers are responsible for oversight of all of a patient’s medical care,
including assuring appropriate referrals to specialists and monitoring the care received
from specialists. If a rural primary care provider refers to a specialist in an urban area, an
urban primary care provider acts as interim case manager. This provides for more *hands-
on” management of specialty care than would a long distance relationship between the
primary care physician and the specialist. ' |

The plan uses several strategies that should serve to bolster primary care capacity in
rural areas. First, they are supporting physicians financially. In rural areas where volume
may not be great initially, physicians in the network are guaranteed a minimum level of
income from the plan. Second, the benefit plan design is structured so that patients pay a
lower coinsurance if they receive primary care from a local provider, rather than traveling
to more urban areas for primary care. (This variationv on benefit plan design was inspired
by the Iowa Farm Bureau, which wanted to encourage members to receive routine
primary care in local areas, thereby helping to ensure on-going availability of health
services in rural areas.) Third, they are placing the technology for automated medical .
records and automated office management in rural physicians’ practices to reduce their
administrative costs and improve their interface with the health plan overall. It is
anticipated that these efforts will improve the ability of rural areas to recruit and retain
primary care providers. ; |

The use of computerized systems is also imiportant for medical management and
continuous quality improvement within the plan. Information collected as a by-product of
these systems is used to profile pfovider practice patterns and support a decentralized,
peer-review oriented medical management and continuous quality improvement system.
Most quality management is conducted face-to-face within the PHOs, not retrospectively
or by telephone. Utilization review nurses are on-site, rather than located in a central
urban area.

All of these initiatives are examples of the ways in which employers, health plans and
state policy in Iowa are coalescing to support a model of “value purchasing.” Such a
model establishes a structure in which price-sensitive consumers are provided a choice of
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competing health plans, and can choose based on the plans’ pﬁces and ability to best meet
the consumers’ individual needs and circumstances.

Prepared by Elizabeth Hoy and Elliot Wicks
Institute for Health Policy Solutions
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Association for Health Services Research T

ORGANIZATION BRIEF
The Natlonal Institute for Health Care Management

Background

There is a growing need for better answers and solutions to
health care delivery and financing. The National Institute for
Health Care Management (NIHCM) was established in 1993
to find workable solutions to these problems, NIHCM ful-
fills its mission by e sponsoring high quality, nonpartisan,ob-
jective rescarch; e acting as a clearinghouse for research on
health care management and state managed care data; and
s providing members with a forum to continue to build man-
aged care expertise.

Mission
The mission of the institute is to:

® Support research and analysis of health care issues, partic-
ularly those that involve management, financing and deliv-
ery of health care.

» Develop a research program to assist consumers, health
care professionals, government, its member companies and

health care industry in an overall effort to deliver high qual-
ity, cost effective care to all residents of the United States.

# Promote innovation to continuously improve the health care
system. It is the purpose of the institute to identify, analyze
and disseminate best practices to its members, others in the
industry, the government and the public.

Organization

NIHCM is a non-profit organization founded by 11 of the na-
tion’s leading health care companies from across the coun-
try, each of which has made an initial three-year funding com-
mitment to NIHCM. NIHCM member experience provides
a solid foundation for identifying and implementing practi-
cal solutions to problems in the health care system. The in-
stitute’s members include:

¢ Arkansas Blue Cross and Blue Shield

o The Associated Group

® Blue Cross of California

¢ Blue Cross and Blue Shield of Georgia
* Blue Cross and Blue Shield of Towa

e Community Mutual Insurance Company
e Blue Cross and Blue Shield of Texas

e Veritus, Inc.

# Blue Cross and Blue Shield of Virginia

-mentation expertise -- defining

e Blue Cross of Washington and Alaska
e Blue Cross and Blue Shield United of Wisconsin

NIHCM receives counsel from an outstanding advisory
board including:

John Cogan, Ph.D. - Senior Fellow, The Hoover Institution,
Stanford University; Former Deputy Director, Office of
Management and Budget (Reagan Administration); Former
Member, Pepper Commission

John Iglehart - Founder and Editor, Health Affairs, Nation-
al Correspondent for The New England Journal of Medicine;
Former Editor, The National Journal

James J. Mongan, M.D. - Executive Director of Truman
Medical Center; Dean, University of Missouri at Kansas City
School of Medicine; Former Assistant Surgeon General and
Associate Director for Health & Human Resources (Carter
Administration)

Uwe Reinhardt, Ph.D. - James Madison Professor of Polit-
ical Economy, Woodrow Wilson School of Public and In-
ternational Affairs, Princeton University; well-known au-
thor, fecturer and expert on national and international health
economics issues

Mark Warner - Managing Partner, Columbia Cellular Cor-
poration/Capital Cellular Corporation; Chairman, Virginia
Health Care Foundation; Chairman, Council for Democracy

Gail Wilensky, Ph.D. - Senior Fellow, Project HOPE; For-
mer Administrator, Health Care Financing Administration in
the Department of Health and Human Services; Former
Deputy Assistant to the President for Policy Development
{Bush Administration)

NIHCM Initiatives

Current Research Projects
NIHCM will fund research that fo-
cuses on two research themes: (1)
building health care reform imple-

workable solutions to health care
manggement in a reformed environ-
ment, and (2) identifying the char-
acteristics of successful managed
care delivery -- which practices dis-  ygpey Clchle
tinguish outstanding managed care Evecutive Director
plans. Findings of sponsored re- NIHCM

Association for Health Services Research
1350 Connecticut Ave., N.W., Suite 1100, Washington, DC 20036 e (202) 223-2477



search will be shared with the public and used to lmprov
health care hnancmg and dehvery
NIHCM is currently sponsoring a project that offers a

unique and integrated examination of the implementation of

health care reform at the state and local levels. The work
product will provide both an analytic framework for under-
standing reform, as well as a blueprint for policymakers to
help in decisionmaking.

NIHCM has also funded a study that examines the new

generation of managed care as it is being developed in local
markets. This study highlights examples of creative managed
care approaches to health care delivery, including health plan
efforts 10 measure and market quality, employer.initiatives
for more effective purchasing decisions, data collection ef-
forts, new relationships between health plans and providers,
and the regulatory environment within which managed care
must function.

NIHCM will fund only research that fu fll Is specific crite-
ria. Research must be:

¢ high quality, objective and nonpartisan;
¢ of national importance given health care reform;
« relevant to managed care;

¢ useful to policymakers, consumers and the managed care
industry;

e timely given the progression of the health reform debate;
e achievable within a reasonable time frame; and
e able to contribute to improving managed care delivery in
general and member plan practices in particular.

Beyond research, the institute will be sponsoring other pro-
jects and awards, These include:

s White Papers - NIHCM will publish t‘wo‘white papers in

1994 on important issues related to health reform and man-
aged care. The [irst is on health plan solvency under health
care reform and will be published in the spring. NIHCM is
accepting proposals for the second white paper to be pub-
lished this fall on topics related to its research themes. These
are intended to be thoughtful analyses and essays that will
inform the policy community and policymakers in the health
care field. .

& Surveys - Atits initiation, NIHCM sponsored a Louis Har-
ris Survey, which indicated that policymakers want and need
much more data in order to make informed decisions about
health care reform. NIHCM will continue to sponsor peri-
odic surveys.

o Awards for Excellence - NTHCM will be sponsoring three
awards forexcellence in reporting and research on health care

reform implementation and best practices in managed care
issues. The awards will offer $5,000 for best published, aca-
demic orientation article and best newspaper article or series
(large circulation and small circulation publications).
Awards will be presented at a reception during NIHCM's
meetings in November 1994 and July 1995, Authors are en-
couraged to contact NIHCM for further information.

e Public Forums on Managed Care and Implementing Re-
SJorm - NIHCM will sponsor public forums to examine real
world experience with solving problems in health care de-
livery. These one-day events will focus on implementing re-
form, e.g., how states and the private sector can advance rur-
al network development.

e Clearinghouse - NfHCM acts as a clearinghouse to dis-

. tribute relevant research on managed care issues and reform

related topics. The clearinghouse primarily serves policy-
makers and the media. NIHCM has also developed a com-
prehensive state-level database that combines a variety of re-
sources that will be published in a book in the fall of 1994.

o Member Workshops on Best Practices - NIHCM spon-
sors member workshops on strategic planning issues, in
which members share expertise as well as learn from experts
in the field.

NIHCM Board and Staff

The chief executive officers of member plans serve on the
board and direct activities of the institute. NIHCM''s board
chairman 1s Leonard D. Schaeffer, chairman and CEO of
Blue Cross of California and former president, Group Health,
Inc, of the Twin Cities, as well as former administrator of the
Heatlth Care Financing Administration during the Carter Ad-
ministration.

NIHCM’s day-to-day opcmtlom are headed by executive
director Nancy Chockley. Ms.Chockley, formerly with Mer-
cer Management Consulting, has considerable expertence in
business consulting and strategic planning for health organi-
zations. This experience brings a practical perspective to mak-

" ing market and governmental reforms work. Other key staff

include Kathy Eyre, senior rescarch director, and Andy
Bressler, director of policy. Ms. Eyre is a former Pew Career
Development Fellow and federal health care antitrust prose-
cutor. Mr. Bressler was formerly with Mercer Management
Consulting.

Information -
Questions regarding the National Institute for Health Care Man-
agement and its research agenda, awards and other activities
can be addressed to: Nancy Chockley, Executive Director, Ni-
HCM, 1818 N Street, NW, Suite 300, Washington, DC 20036;
TEL 202/296-4426; FAX 202/296-4319.
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Draft response. for POTUS
and forward to CHR by:

Draft response for CHR by:

Please reply. directly to the w ter St
{copy to CHR} by B :

Please adwse by:

Let’s discuss:

For your information:
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Qﬁe D\Catwna[ Institute for .‘f{ea[tﬁ Care Management o

corzfzalfy mmtes you and gour spouse to attend

Q’ﬁe NI:?{CM 1994 Annial QBoarc{ Dinner ana’
‘ Rf:searcli ﬂ{waraf Kgceptwn LR,

‘Tueszfay, Novemﬁer 1, 1994

- The l)ec_atur ﬂogzse ,
748 Jackson Place, NW
- Washington, DC

. 5:30-6:30 - Cocktails
. 6:30- 7 00 - Remarks BySﬁa[a ‘.‘Bur@
7:00- 7:30 - Remarks by Bruce. ’I/Yad’ecl'(
7:30-9:00 - Award Ceremony ¢ Dinner
9:00-10:00 - Performance by the ‘Capitol Steps "

RSP, (202) 296-4426 | . Business Attire |
" by October 21, 1994 | |
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EXECUTIVE OFFICE OF THE PRESIDENT
24-0ct-1994 03:37pm
TO: MILLER RA

FROM: Geraldine E. Covington
: USSS Waves Center .

SUBJECT: - Read Receipt for Appt. request - Cabe, Robert and others

Geraldine E. Covington read your message titled .
Appt. request - Cabe, Robert and others on 24-Oct-1994.



EXECUTIVE OFFICE OF THE PRESIDENT
24-0ct-1994 03:36pm

TO: ~ Geraldine E.'Covingtoh

FROM: "Rosalyn A. Miller.

Economic and Domestic Pollcy

SUBJECT: Appt. request_— Cabe, Robert and others

Date - © Appointment with

01-Nov-1994 - RASCO, CAROL H
Room No. Bldg. Requested by ‘Phone “#

2FL/WW WH . Rosalyn A. Miller . 456-2249
Comments:

TIME VISITOR’S LAST, FIRST NAME " BIRTHDATE SOC. SEC. #
05:00pm Cabe Robert ' - -
05:00pm Allen : Sharon _ , - -

05:00pm  Shoptaw . . Robert Pel0I® L= -




