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Every year in the Un i ted States som e
s even mill i on indivi duals su f fer from
work - rel a ted inju ries or ill n e s s e s . Th a t’s
a bo ut 5% of the working pop u l a ti on .
Yet until the last few ye a rs , very little
a t ten ti on was paid to the qu a l i ty of
m edical care provi ded thro u gh the
s t a te - reg u l a ted workers’ com pen s a ti on
s ys tems that cover these cases.

In 1995 The Robert Wood Jo h n s on Fo u n d a ti on

p i tch ed in to help ch a n ge the situ a ti on . Amidst growi n g

con cerns over the co s t , qu a l i ty, and access to health

s ervi ces for work - rel a ted ailmen t s , the Wo rkers’

Co m pen s a tion Health In i ti a tive was launch ed .

“We wanted to encourage some new thinking about

ways to organize the system and improve the quality of

care and access to care,” says James Knickman, PhD,

vice president for research and evaluation at RWJF.

Some of that new thinking is being done by

em p l oyers , health care sys tem s , and labor groups wh o

a re reassessing their approaches for providing high -

qu a l i ty medical servi ces to inju red em p l oyee s .

“Th ere is a growing understanding that both occ u p a-

ti onal inju ries and ch ronic disabi l i ties affect produ c-

tivi ty,” s ays Jay Hi m m el s tei n ,M D, n a ti onal progra m

d i rector of the Wo rkers’ Co m pen s a tion Health In i ti a tive,

wh i ch is housed at the Un ivers i ty of Ma s s achu s et t s

Medical Sch oo l . “And the re sult has been an evo luti on

tow a rd en h a n ced disabi l i ty managem ent progra m s .”

A SYSTEM WITH PROBLEMS

One of the bi ggest probl ems with the

workers’ com pen s a ti on sys tem is that it

opera tes under a set of com p l ex ru l e s

that sep a ra te it from other forms of

health covera ge ,s ays All a rd Dem be ,S c D,

the initi a tive’s dep uty director. To qu a l i f y

for workers’ com pen s a ti on covera ge ,a n

i n ju ry or illness must be determ i n ed by a

physician to be work - rel a ted . Th e

tre a ting physician also dec i des wh en and

to what kind of j ob duties an inju red

worker may retu rn , and wh a t ,i f a ny,

perm a n ent disabi l i ty re su l t s . Th e

phys i c i a n’s dec i s i ons in these matters can

a f fect how mu ch mon ey a worker

receives in wage rep l acem ent and

d i s a bi l i ty ben ef i t s .

The rules are su ppo s ed to en su re

prom pt and appropri a te tre a tm en t , but

of ten they simply del ay or deny care to

workers who must wait for ru l i n gs by
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Lessons from Workers’ Compensation:
DISABILITY PREVENTION AND MANAGEMENT

CAN IMPROVE THE QUALITY OF HEALTH CARE
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N e w s l e t t e r

Wo r ke rs’ Compensation Employer Costs 
and Benefits Pa i d
(in billions of dollars, not adjusted for inflation)

Employer Costs include costs to employers who purchase insurance from private
carriers, state funds, federal programs, and who are self-insured. These costs are the
aggregate of benefits paid and administrative expenses.

Benefits Paid are the cash and medical benefits paid to injured workers through
employer workers’ compensation insurance programs.

Source: Workers’ Compensation: Benefits, Coverage, and Costs, 1997–1998 New
Estimates, National Academy of Social Insurance, Washington, D.C.:May 2000. See Lessons — page 2
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i n su rers or ad m i n i s tra tive ju d ge s ,

Dem be note s . Fu rt h er com p l i-

c a ting the access issue are low

s t a tutory fee stru ctu res in som e

s t a te s , wh i ch some physicians say

a re inadequ a te to cover the ti m e

t h ey spend tre a ti n g, doc u m en ti n g,

and even te s ti f ying in workers’

comp cases.

All of this tends to breed an

exce s s ively advers a rial rel a ti on s h i p

in wh i ch inju red workers of ten

con sult an attorn ey before seeing a

doctor, s ays Peter Ba rt h ,P h D, of

the Un ivers i ty of Con n ecti c ut , wh o

s erves on the Na ti onal Advi s ory

Council for the initi a tive . “Th e

pre s en ce of an attorn ey early on

can affect the way a worker uses

health servi ce s . It’s not som et h i n g

you run into with regular health

i n su ra n ce .”

Q u a l i ty of c a re is another issu e .

“Th ere is less good scien ti f i c

b ack ground on occ u p a ti on a l

i n ju ries than for the most com m on

gen eral medical probl em s . We

k n ow high bl ood pre s su re should

be tre a ted a certain way, but there

m ay be significant disagreem en t

a m ong physicians abo ut how to

treat work - rel a ted back pain,” s ays

Liza Green ber g, M PH , of t h e

Am erican Acc red i t a ti on He a l t h

Ca re Com m i s s i on (also known as

U RAC) in Wa s h i n g ton , D. C . , wh i ch

received a grant to devel op qu a l i ty

m e a su res for workers’ com pen-

s a ti on managed care plans.

Tracking qu a l i ty in workers’ comp 

is also com p l i c a ted by the low

vo lume of cases in a given net work

rel a tive to gen eral health insu ra n ce ,

she points out .

Not su rpri s i n gly, a ll of this lead s

to high er co s t s . Workers’ comp in

the early 1990s dw a rfed even the

h i gh overa ll health care inflati on

ra te . Th a t’s what re a lly go t

em p l oyers to focus on it.

AN APPROACH WITH

LARGER LESSONS

Some soluti ons to these probl em s

s eem cl e a r. More outcom e s

re s e a rch , pro tocol devel opm en t , a n d

best practi ces dissem i n a ti on for

s pecific occ u p a ti onal medical care

a re major goals of the initi a tive ,a s

is devel opm ent of m echanisms to

el i m i n a te barri ers impeding acce s s

to ti m ely and appropri a te care for

i n ju red workers .

But the soluti on to workers’

comp probl ems is not to make the

s ys tem look and act more like the

rest of health care . In fact , workers’

com pen s a ti on’s focus on retu rn i n g

workers to full functi on — a

process that integra tes the health

c a re they receive with an ex a m i-

n a ti on of t h eir work requ i rem en t s ,

envi ron m en t , and activi ty dem a n d s

— is proving a va lu a ble approach

to improving health care gen era lly,

s ays Ma rilou Calasanz of t h e

Minnesota Health Pa rtn ers h i p.

“G en eral health plans have been

good at con tro lling overa ll

uti l i z a ti on and workers’ comp plans

h ave been good at eva lu a ting and

reducing disabi l i ty. We’re hoping to

ben efit both by com bining the be s t

of both worl d s .”

The partn ers h i p, a coa l i ti on of

Mi n n e a po l i s - a rea health plans and

em p l oyers repre s en ting abo ut

11,000 workers , is te s ting a

program in wh i ch pati ents at

gen eral medical clinics receive

d i s a bi l i ty eva lu a ti ons and

co u n s el i n g. P hysicians are coach ed

to ask more qu e s ti ons abo ut

p a ti en t s’ everyd ay functi oning and

to tailor tre a tm ent to maximize

f u n cti on i n g. For ex a m p l e ,a n

el derly pati ent might receive

t h era py to re s tore mobi l i ty lost 

a f ter an ex ten ded ill n e s s .

As with many of the initiative’s

projects, the Minnesota Health

Partnership study is not yet

complete. But Calasanz says the

preliminary data show a signif -

icant improvement in functional

status among patients who have

received the intervention over

controls who h ave not.

The Wo rkers’ Co m pen s a ti o n

Health In i ti a tive also is su pporti n g

ef forts to stren g t h en the focus 

of health care on everyd ay

f u n cti on a l i ty by devel oping case

m a n a gem ent pro toco l s . Un der 

the pro toco l s , nu rse managers are

tra i n ed to go beyond eva lu a ti n g

worker disabi l i ties using standard

te s t s . Th ey go into the work p l ace

to assess what can be done to hel p

i n ju red workers fully recover and

prevent futu re inju ri e s , s ays

Mi ch ael Feu rers tei n , P h D, of

G eor getown Un ivers i ty.

Nu rses look at ad m i n i s tra tive

ch a n ge s , su ch as sch eduling more

breaks or re a rra n ging sch edules to
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In light of recent liti ga ti on aga i n s t

the tob acco indu s try, t h e

preven ti on landscape has dra m a ti-

c a lly ch a n ged . Su d den ly, m i ll i on s

of do ll a rs in set t l em ent mon ey are

ava i l a bl e , and local or ga n i z a ti on s

h ave a ra re opportu n i ty to advoc a te

using a porti on of these funds for

tob acco con tro l . Unless tob acco -

con trol groups are ef fective in

raising public aw a ren e s s ,h owever,

mu ch of this mon ey may be spen t

on other pri ori ti e s , su ch as roads or

pri s on s , and an historic oppor-

tu n i ty to adva n ce tob acco con tro l

m ay be lost.

“Th ere are people and or ga n i z a-

ti ons in all states that are very

p a s s i on a te abo ut this issu e . A lot of

t h em just need assistance to get

or ga n i zed ,” s ays Ka ren Gerl ach ,

P h D, M PH , program of f i cer at Th e

Robert Wood Jo h n s on Fo u n d a ti on .

“The SmokeLess States Na ti on a l

Program Office can help them pull

toget h er appropri a te groups in the

s t a te and formu l a te a plan to

m obi l i ze public op i n i on in favor of

tob acco con tro l .”

The Fo u n d a ti on recen t ly aut h o-

ri zed $52 mill i on over the nex t

t h ree ye a rs in ren ewal of t h e

Sm oke Less St a tes: St a tewide Toba cco

Preven tion and Co n trol In i ti a tive s,

to of fer su pport to more state coa l i-

ti ons to ad d ress tob acco po l i c y

i s sues within their state s ,i n clu d i n g

the use of s et t l em ent funds for

preven ti on and health. Th e

progra m , wh i ch curren t ly inclu de s

27 states and two cities (Tu c s on

and Wa s h i n g ton , D. C . ) ,h elps loc a l

coa l i ti ons set up tob acco - con tro l

i n i ti a tive s . To qu a l i f y, a pp l i c a n t s

must be able to mobi l i ze a broad -

b a s ed statewi de coa l i ti on , fo s ter

p u blic aw a reness of the issu e ,a n d

advoc a te tob acco - con trol po l i c i e s

within their state . Si n ce 1993,

SmokeLess States has provi ded $39

m i ll i on to state - l evel priva te or ga n i-

z a ti on s . Ca p ac i ty - building and

i m p l em en t a ti on grants ra n ged

f rom $500,000 to $1.5 mill i on ,

while small er grants of $45,000 to

$60,000 were made for spec i a l

opportu n i ti e s .

In areas with SmokeLess States

proj ect s , a gre a ter percen t a ge of

s et t l em ent mon ey has been

a ll oc a ted for tob acco preven ti on

than in states wi t h o ut the

progra m’s su pport . For ex a m p l e ,

Hawaii all oc a ted 25% of i t s

s et t l em ent funds for tob acco

con tro l , an esti m a ted $294 mill i on

over 25 ye a rs . Si m i l a rly, Ma ryl a n d

e a rm a rked $300 mill i on for

preven ti on over 10 ye a rs . O f the 23

s t a tes that have set aside at least $10

m i ll i on for tob acco con tro l , 18 have

been SmokeLess States gra n tee s .

Those 18 states have set aside a

total of $3.3 bi ll i on for tob acco

con tro l , according to the SmokeLess

States Na ti onal Program Office .

In Maryland, for example,

the SmokeLess States program

helped grantee Smoke Free

Maryland and local groups forge

an alliance of tobacco-control

advocates that was able to gain

credibility and bring a strong,

consistent message to the policy

debate. SmokeLess States staff

members helped the Maryland

activists anticipate the

opposition’s public relations

strategy and formulate ef fective

re s ponses and media message s .

Th eir work paid of f : Th e

Ma ryland state legi s l a tu re agreed 

in Decem ber 1999 to set aside $30

m i ll i on per year for tob acco

preven ti on over the next dec ade .

Th ro u gh o ut the campaign ,s ays

Ka ri App l er, proj ect manager for

Sm o ke Free Ma ryl a n d ,t h ey kept

focusing public atten ti on on thei r
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SmokeLess States® Seize Tobacco
Settlement Opportunities

SmokeLess States Grantees

See SmokeLess States — page 10

Trustee Emeritus Wins Presidential Medal of Fre e d o m
RWJF Trustee Emeritus Jim Burke (left,with Richard Bonnette, president and

CEO of the Partnership for a Drug-Free America) was awarded a Presidential

Medal of Freedom,the nation’s highest civilian honor, by President Bill Clinton at a

White House ceremony August 9. Burke, chairman emeritus of Johnson & Johnson and

founding chairman of the Partnership for a Drug-Free America, was one of 15 recipients

of the award this year.

The common bond among the honorees, a diverse group including Holocaust survivor

Simon Wiesenthal and Children’s Defense Fund President Marian Wright Edelman,

President Clinton said, is that they have all “helped America to achieve freedom . . . t o

secure the blessings of liberty by acts of bravery, c o n s c i e n c e, and creativity.”

President Clinton commended Burke for his “years and years and years of

passionate devotion”to raising awareness about the risks of illegal drug use. Burke’s

“willingness to make the tough call in times of crisis and to put the public interest

above all else has placed a higher premium on candor and corporate citizenship in the

business world,” the president said. “In an age when many look only to the bottom

line, he draws his values from a deeper well.”

Burke spent 37 years at Johnson & Johnson,where he was named president in 1973

and chairman and CEO in 1976. Upon his retirement in 1989,Burke signed on as

chairman of the Partnership for a Drug-Free America,where he continues his work

today. Burke was elected to the RWJF Board of Trustees in 1987 and assumed the

position of trustee emeritus in January 2000.

President John F. Kennedy established the Presidential Medal of Freedom by

executive order in 1963.

—  M A U R E E N C O Z I N E
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and head aches doe s n’t tell the

doctor abo ut HIV infecti on or

i n j ecti on drug use, the doctor co u l d

fail to order nece s s a ry te s t s .

Most of us have heard a doctor’s
o ffice manager go over the details
of a patient’s bill in a voice loud
enough to be overh e a rd by
e v e ryone in the waiting ro o m .
How can you convince pro v i d e r s
and their staffs to respect all
aspects of a patient’s privacy, both
on- and off - l i n e ?
LO — O r ga n i z a ti ons need to take

con f i den ti a l i ty seri o u s ly. In our

cl i n i c , we have signs sayi n g, “We

re s pect your privac y. Please wait

behind the red line,” so other

p a ti ents can’t overhear wh a t’s bei n g

s a i d . Just in the co u rse of

explaining wh ere to get a te s t ,

con f i den tial inform a ti on may be

p a s s ed on . It’s not just doctors and

nu rses who need to think abo ut

con f i den ti a l i ty; i t’s also cl erk s ,

s ec ret a ri e s , ph l ebo tom i s t s ,a n d

l a bora tory tech n i c i a n s . Th e s e

health care workers not on ly need

to keep their voi ces down , but also

n eed to be vi gilant abo ut not givi n g

o ut their com p uter password s ,a n d

not using their access to com p uter

i n form a ti on to satisfy thei r

pers onal curi o s i ty. Health care

or ga n i z a ti ons need to train thei r

workers abo ut the import a n ce of

con f i den ti a l i ty, and en force thei r

con f i den ti a l i ty po l i c i e s .

Do computer hackers pose a
significant threat to the confiden-
tiality of medical re c o rd s ?
LO — I think most bre aches of

con f i den ti a l i ty are inside job s ,

s om eone who sees that a fri end or

n ei gh bor is in the hospital and

t h i n k s , “G ee , I won der why they ’re

h ere .” Wh en a cel ebri ty ch ecks into

a hospital, lots of people run to

t h eir terminals to find out wh a t’s

wron g. In the pre - com p uter days ,

s n ooping was harder to do. Even if

s om ebody ru m m a ged thro u gh

p a per medical record s , it was on ly

one pers on at a ti m e , and it was

h a rd to find inform a ti on . Th e

s trength (and the threat) of

com p uteri zed records is that yo u

can retri eve large amounts of i n for-

m a ti on on a lot of p a ti en t s . If I

h ave access to a com p uteri zed

record sys tem , I can easily

down l oad the names of a ll the

people who are on anti depre s s a n t s ,

a ll the people with HIV — unless

the com p uter sys tem is set up to

prevent me from doing so.

In an emerg e n c y, re l i a b l e
knowledge about a patient’s
medical history can be lifesaving.
How do you balance the clear
medical advantage of an easily
accessible re c o rds database with
the concern that those re c o rd s
might be misused?
LO — Com p uteri zed med i c a l

records are terrific in many ways .

Wh en I’m on call and a pati en t

ph ones in at nigh t ,h aving access to

m edical records from my hom e

a ll ows me to provi de bet ter care

and advi ce . However, the com p ut-

eri zed records sys tem needs to

t a i l or access to the job de s c ri pti on .

If I ’m a doctor in an em er gen c y

room , I have to be able to swi f t ly

access any clinical inform a ti on on

the pati en t . Wh ereas if I ’m a cl erk

ch ecking insu ra n ce el i gi bi l i ty or

s ending out bi ll s , I don’t need to

k n ow clinical det a i l s , just what type

of s ervi ce was ren dered and on

wh i ch date s . We have the com p uter

tech n o l ogy to limit access appropri-

a tely. Every time som eone tries to

access inform a ti on that they do not

n eed for their job tasks, t h e

com p uter sys tem can gen era te a

m e s s a ge that warn s : “ If s t a f f acce s s

p a ti ent inform a ti on that they do

not have a legi ti m a te re a s on to see ,

it may be grounds for dismissal.”

The or ga n i z a ti on needs to let

em p l oyees know that it is not

accept a ble to look at pati en t s’

records if that is not nece s s a ry 

to carry out their job.

What do medical org a n i z a t i o n s
need to do to assure patients 
that their medical information is
s e c u re ?
LO — We need to make it just as

con f i den tial as making purch a s e s

on the In tern et . I con du ct a lot of

m edical tra n s acti ons with my

p a ti ents thro u gh e-mail. It’s more

ef f i c i ent than the tel eph on e .

Un fortu n a tely, that e-mail may 

be vu l n era ble to intercepti on .

We need to put in sys tem - wi de

en c rypti on progra m s , so that 

e-mail is safe . But that’s going to

cost a lot of m on ey that many

or ga n i z a ti ons don’t have . Af ter

p ut ting in place those con f i den-

ti a l i ty pro tecti on s , health care

or ga n i z a ti ons need to explain them

to pati en t s , just as e-com m erce

companies explain to custom ers

h ow they keep inform a ti on sec u re .

Some consumer advocacy gro u p s
have opposed all federal privacy
legislation, because none of the
p roposed bills provide absolute
s a f e g u a rds.  What should be done
to ease their concerns and win
their support ?
LO — Ab s o lute pro tecti on is a

f ruitless goa l . We are never goi n g

to get there , except at the pri ce of

making inacce s s i ble the infor-

m a ti on that’s needed for med i c a l

c a re . The qu e s ti on is: “ How can

we improve the current situ a ti on ? ”

Th ere’s got to be som ething bet ter

than what we have now — state-

by - s t a te reg u l a ti ons that are

i n con s i s ten t , p i ecem e a l , and don’t

provide meaningful penalties.

We need comprehensive, sensible

federal legislation that protects

confidentiality while also allowing

access to medical information in

ways that improve the quality

and efficiency of health care.

—  I N T E RV I E W B Y

E L I Z A B E T H A U S T I N

E D I TORIAL NOTE:  As a co n d i tion of

its gra n t s , RWJF re q u i res that gra n te e s

co n du cting re se a rch involving human

su bje cts certify they have appl i ed the

ethical standards and the cri teria fo r

a pproval of grants set fo rth by the US

Depa rtm ent of Health and Hu m a n

S ervi ce s , wh i ch include measu res to

prote ct indivi dual priva c y. Fu rt h er, t h e

Fou n d a tion re q u i res that any pu blic use

data tapes from funded proje cts be

co n s tru cted in a way that assu re s

i n d ivi dual priva c y.

At the to u ch of a key or the cl i ck of a mouse,

a pati en t’s records can be immed i a tely

acce s s ed by an em er gency room nu rse — or

an inappropri a tely curious records cl erk . Too

m a ny con f i den tial medical records are lef t

u n pro tected ,s ays Bern a rd Lo, M D, a n

i n ternist and medical ethicist at the Un ivers i ty

of Ca l i forn i a – San Fra n c i s co Sch ool of

Med i c i n e . If doctors , health care sys tem s ,a n d

hospitals don’t move qu i ck ly to safeg u a rd

priva te inform a ti on ,t h ey risk losing thei r

p a ti en t s’ tru s t . Lo is nati onal progra m

d i rector for The Robert Wood Jo h n s on

Fo u n d a ti on’s Stren g t h ening the Pa ti en t -

Provi d er Rel a tionship in a Changing He a l t h

C a re Envi ro n m en t, wh i ch is, a m ong other

t h i n gs , examining the In tern et’s impact on

m edical care . In this intervi ew with ADVA N C E S

he talks abo ut the import a n ce of keep i n g

m edical records safe and sec u re .

B E R N A R D L O ,  M D P R O F I L E

How does privacy — or the lack of
it — affect the quality of medical
c a re a patient re c e i v e s ?
LO — Privacy and con f i den ti a l i ty

a re very important to pati en t s .

Pa ti ents may talk to their doctors

a bo ut very sen s i tive top i c s , su ch as

d rug and alcohol abu s e , s ex u a l i ty,

and psych o l ogical and em o ti on a l

i s su e s , wh i ch they may not discuss

with anyone el s e . If p a ti ents are

a f raid to talk to doctors abo ut these

probl em s ,t h eir health may su f fer.

On the one hand, i f a pati ent with a

s pra i n ed ankle doe s n’t reveal his

p s ych i a tric history, the qu a l i ty of

c a re is unlikely to su f fer. On the

o t h er hand, i f a pati ent with fever
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The US Nursing
Workforce:
Aging and Shrinking

More than 2 million st rong,

registered nurses (RNs) make up

the largest group of health care

professionals in this country.

Because of their numbers and the

vital role RNs play in health care

delivery, changes in the supply or

composition of the nursing

workforce are felt throughout the

industry. Data from the US

Census Bureau’s annual Current

Population Survey (CPS), a

national survey of households

that includes employment

questions,indicate that America’s

nurses are getting older. In fact,

since the early 1980s, the average

age of employed RNs increased by

more than 4 years to age 42 and

the proportion of the RN

workforce under age 30 dropped

from approximately 30% to 12%.

Why is the RN workforce aging

and what does it mean for US

health care?  This study identified

the factors contributing to the

change in the age distribution of

the nation’s nurses and discussed

the implications. The investi-

gators combined employment

data from the CPS for the last 25

years with US Bureau of the

Census population projections.

They examined how changes in

the US population and the aging

of employed nurses affect the

overall composition of the RN

workforce.

Looking at the size of the RN

workforce that was or will be age

45 in each year, they estimated

that the number of 45-year-old

RNs would peak around the year

2000, “reflecting both the effects

of the baby boom (i.e., a large

overall population aged 45 years)

and the high propensity of

women born around 1955 to

choose nursing as a career.” After

2000, the estimated number of

45-year-old RNs drops because

fewer individuals born after 1955

chose nursing as a career. In

2015, the number of 45-year-old

RNs is estimated at about 35%

less than in 2000, although there

will be about as many individuals

age 45 in the p opulation as there

are in 2000.

The authors point to important

factors that contribute to the

aging of the RN workforce. The

baby-boom era produced a

disproportionately large number

of college-age women for nursing

schools to tap in the 1960s and

1970s. In succeeding years the

number has been smaller.

Expanded career opportunities in

fields other than nursing also have

reduced the pool of potential new

nurses. These trends translate

into an aging RN workforce in the

short term and a shrinking one in

the long term. In 2010, more

than 40% of RNs are projected to

be older than 50. In addition, the

investigators’ projections show

that the number of full-time RNs

per capita will peak in 2007 and

then decline through 2020. In

2020, the authors estimate that

S e l e c t e d

Summaries 

of Recently

P u b l i s h e d

R e s e a rch by

RWJF Grantees

Registered Nurses (Full-Time Equivalent) by Age Group 

Source: US Census Bureau’s annual Current Population Surveys.



the RN supply will be nearly 20%

less than what is needed to serve

the US population.

Because the aging and

shrinking of the RN workforce

are predicted to coincide with the

baby boomers’ first wave of

retirement and enrollment in the

Medicare program, the authors

urge “policymakers [to] under-

stand, and develop appropriate

responses.”

Buerhaus PI,Staiger DO, and Auerbach

DI. Implications of an Aging Registered

Nurse Workforce. The Journal of the

American Medical Association 283 (22):

2948–2954,2000.

Charting the Dying
Experience of Cancer
Patients

Each year, cancer kills more than

500,000 Americans. Only heart

disease takes more lives. Despite

cancer’s heavy toll, few studies

have documented the overall

dying experience of people with

cancer, focusing instead on more

circumscribed aspects of the end

of life, like pain. In fact, most of

what is known about dying with

cancer is anecdotal – contained in

stories passed on by word-of-

mouth, in newspapers, or in the

medical literature.

To improve the quality of care

for people dying with cancer,

physicians and patients need

more accurate information about

the dying process. This study

examined cancer patients’ last 6

months of life to characterize the

dying experience.

The researchers collected

data from medical charts and

interviews of patients enrolled

in SUPPORT (Study to

Understand Patient Prognoses

and Preferences for Outcomes

and Risks of Treatments) — 316

people dying with colon cancer

and 747 with lung cancer.

(SUPPORT was a study that

examined the care preferences

and outcomes of seriously ill

patients at 5 academic medical

centers to improve quality of care

and clinical decision-making.)

To describe the progression

toward death, the investigators

separated the last 6 months of life

into 4 “observational windows,”

moving backward from the date

of death: 3 days before death; 3

days to 1 month before death; 1

month to 3 months before death;

and 3 months to 6 months before

death. For each window, they

looked at a variety of measures,

including days spent in the

hospital, prognosis, severity of

illness,ability to perform

common daily activities such as

eating and walking, pain,

emotional symptoms, preferences

for care, and the financial impact

on families. Information about

the last 3 days of life was gathered

through after-death interviews

with patients’ families or

caregivers.

Within one year after

SUPPORT enrollment, 61% of

colon cancer patients and 80% of

lung cancer patients had died.

Over the last 6 months of life,

patients with lung cancer spent

an increasing percentage of their

days in the hospital: 3 to 6

months before death they were

hospitalized on average 11% of

the time, and spent 27% of the

time in the hospital during the

last month before death. In

contrast, colon cancer patients

spent less time in the hospital the

closer they came to death.

Until the last month before

death, most cancer patients were

highly functional — able to use

the toilet,walk, move from a

sitting to a standing position, and

bathe,dress, and feed themselves.

During the last month of life,

patients’ functional capacity

dropped precipitously: on

average they could perform

only 2 of these activities and by

3 days before death, they could

perform none.

Pain and confusion were

common complaints among 

the cancer patients. More than

40% were in severe pain during

the last 3 days of life and about

28% of patients experienced

severe confusion during this 

same time period.

Patients’ care preferences

changed as their health declined.

Patients increasingly preferred

comfort care to life-extending

care. They did not want to b e

resuscitated — and were more

likely to document this in writing

— as death approached.

The authors suggest that there

are many important opportu-

nities for improving the care of

cancer patients at the end of life.

“An important first step is using

these data to counsel patients

about what to expect as death

approaches,” they write.

McCarthy EP et al. Dying with Cancer:

Patients’ Function, Symptoms,and Care

Preferences as Death Approaches. Journal

of the American Geriatric Society 48

(May):S110–S121,2000.

Health Insurance
Declines for People
with Mental Illness

People with mental illness often

are in danger of becoming

uninsured,not only because they

may be unemployed or unable to

afford employer-sponsored health

insurance, but because insurance

coverage for mental health care

itself has declined over the past

decade. Health plans continue to

impose more limitations and

higher payment rates for mental

health than for physical illness

covera ge . Legi s l a ti on in some 30

s t a tes has attem pted to equ a l i ze

physical and mental health

covera ge , but it has had little

ef fect on pati en t s’ ben efits or thei r

access to care . Th ere also is

con cern that the ad d i ti onal cost of

su ch policies could cause som e

em p l oyers to drop medical or

m ental health covera ge altoget h er.

For a better understanding of

how these developments in

insurance coverage have affected

persons with mental illness,the

investigators examined data from

Healthcare for Communities, a

1998 national household survey

sponsored by RWJF that tracks

changes in the health care system

for mental health and substance

abuse treatment. Clinical

screening questions identified

individuals likely to have major

depression and dysthymic

disorder, generalized anxiety

disorder, bipolar disorder, and

psychotic disorder.

The researchers compared

individuals who did not screen

positively for a mental disorder

with those in 3 other categories:

individuals with probable

depression, those with any one of

the other mental disorders, and

those with a high level of psycho-

logical stress.

In these different comparisons,

the researchers examined whether

insurance status changed

(insured to uninsured, no change,

or uninsured to insured); if the

individuals felt their insurance

coverage was better, worse, or the

same as 2 years ago; and whether

they felt it was easier, harder, or

about the same to get good health

care as compared to 2 years ago.

The results showed that,

compared to people without a

mental disorder, individuals with

mental illness were more likely to

have lost health insurance in the

previous year, to report that their

health insurance had deterio-

rated, and to feel that access to

care had become more difficult.

In contrast,in the general
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population, the percentage of

uninsured persons did not

change appreciably over the same

time period, and most people felt

that their insurance coverage had

improved.

The investigators contend that

while more aggressive case

management for mental health

care may contribute to the feeling

that the quality of insurance

coverage and the availability of

care for mental health has

declined, people with mental

illness have, in fact, experienced

greater declines in their insurance

status than the general public.

Sturm R and Wells K. Health Insurance

May Be Improving — But Not for

Individuals with Mental Illness. Health

Services Research 35 (April):253–262,

2000.

See related article by the authors in the

same issue: Mental Health Parity

Legislation: Much Ado About Nothing,

263–275.

Underage College
Students Find Alcohol
Cheap and Easy to Get

College campuses in the United

States are often settings for heavy

drinking among students,about

half of whom are under the legal

drinking age of 21. Studies have

shown that underage drinking on

college campuses is widespread,

even though the minimum legal

drinking age was established in

1984. Legislation enacted in 1989

required colleges to publish

information on the legal drinking

age and establish penalties for

violators.

Researchers know that heavy

drinkers on campus are most

likely to be white, male, under

age 23, and a fraternity or

sorority house resident. But they

know less about “environmental”

factors linked with student

drinking – alcohol prices,

proximity of bars to campus, and

promotions that lower drink

prices. If the ways in which these

factors influence underage versus

of-age students to drink were

better understood, more effective

prevention strategies could be

developed.

Researchers reviewed data

from their 1997 Harvard School

of Public Health College Alcohol

Study, which surveyed students at

116 colleges about their drinking

habits, to try to identify some of

these environmental factors.

They compared drinking patterns

among 7,061 underage students

with those of 4,989 students ages

21 to 23 and found important

differences between the two

groups. Compared to the

students who could legally drink,

fewer underage students drank

alcohol, and those who did so

drank less frequently. While they

drank less often, underage

students drank more at each

setting than the of-age students –

nearly half of those under the

legal age had five or more drinks

on a single occasion. The

underage students experienced

more alcohol-related health and

behavioral problems than their

older peers, with one notable

exception — they were less likely

to drive after drinking.

Almost all of the underage

students said it was easy or very

easy to obtain alcohol. Beer was

the drink of choice. Most of the

underage students (80%) got

their alcohol from older students,

but half got it from other

underage students. About one

quarter got it without proof of

age, and about one fifth obtained

it by using a fake identification

card. Underage students got free

drinks more often than legal-age

students (25% vs. 5%), and they

also paid much less,through set

prices for unlimited drinks.

Among the underage students,

binge drinking (defined as five

or more drinks in a row for

men, four for women) was most

strongly related to several factors:

living in a fraternity or sorority

house; having easy access to

alcohol; drinking beer; and

getting unlimited drinks for a 

set price or paying under $1 for

a drink.

The authors feel that the

environmental factors identified

in this study are important areas

for interventions. Among their

recommendations: closer

monitoring of fraternity parties

and stricter enforcement of the

laws requiring proof of age at off-

campus bars; eliminating low-

price incentives such as happy

hours and the sale of beer in large

volume; and stopping the

common custom at private

parties of charging an admission

fee and providing guests with

unlimited drinks, which is tanta-

mount to selling alcohol without

a license.

Wechsler H et al. Environmental

Correlates of Underage Alcohol Use and

Related Problems of College Students.

American Journal of Preventive Medicine

19 (1):24–29,2000.

Men and Women
Physicians: How Are
They Different?

During the next decade, many of

today’s seasoned, mostly male

physicians will retire. In their

place will come a greater

proportion of women physicians.

Although men and women go

through the same professional

socialization — “a long and

intensive process of learning how

to become a physician by

instilling knowledge, values, and

a set of occupational norms” —

research suggests that their

practice styles differ. As women

physicians increase in number,

their unique practice style will

likely affect both the makeup 

of medical specialties and health

care delivery. To identify these

gender differences,this study

surveyed practicing physicians 

in family practice, general

internal medicine, pediatrics,

and internal medicine and

pediatric sub-specialties.

The investigators mailed an 

8-page questionnaire to a sample

of physicians that proportionately

represented the overall physician

population by gender, ethnicity,

work setting, and level of partici-

pation in managed care. Some

2,326 physicians com p l eted the

su rvey; 735 (32%) of wh om 

were women.

Wom en physicians were more

s a ti s f i ed than the men with thei r

rel a ti onships with pati ents and

co lleagues but less sati s f i ed wi t h

t h eir auton omy at work ,t h e

re s o u rces ava i l a ble to them (e.g. ,

su pp l i e s , exam room s , s t a f f) ,a n d

t h eir pay. On avera ge , fem a l e

physicians in the same spec i a l ty,

practi ce type ,a ge gro u p, a n d

ethnic group reported earn i n g

a bo ut $22,000 less annu a lly than

t h eir male peers . Wom en

perceived that they had sign i f i-

c a n t ly less con trol than male

physicians in sel ecting phys i c i a n s

for referra l s , the length of t h ei r

p a ti en t s’ hospital stay, t h eir pati en t

l oad , and clinic or of f i ce sch edu l e s .

Female and male phys i c i a n s

practicing in HMOs reported the

l owest levels of con trol over these

a s pects of t h eir practice.

Women physicians cared for

more female patients and greater

numbers of “frustrating” and

psychosocially complex patients,

and they reported feeling greater

time pressure than did men

physicians. Female physicians felt

that they needed 36% more time

than allotted for new patient

evaluations in order to provide

quality care. Women physicians

were 60% more likely than men
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to report feeling “burned out.”

For each additional 5 hours

female physicians worked a week,

over and above the normal 40

hours, their likelihood of experi-

encing burnout increased by 12%

to 15%. For younger female

physicians — who are often

balancing career and children —

support from colleagues and

spouse provided protection from

burnout.

The authors say their study

demonstrates that gender differ-

ences exist in how physicians

practice medicine, and in how

satisfied they are with their

practices. They conclude:

“Appreciating and addressing

these differences will allow

physician practices and policy

makers to create a medical

workplace that is equitable,

rewarding, and effective.”

McMurray JE et al. The Work Lives of

Women Physicians: Results from the

Physician Work Life Study. Journal of

General Internal Medicine 15 (June):

372–380,2000.

Nicotine Gums and
Patches Reduce Sales
of Cigarettes

Cigarette smoking has been

declining since the 1980s under a

variety of influences, including

widespread publicity about the

dangers of smoking. The contri-

bution to this trend of nicotine

gums (introduced in 1984) and

patches (introduced in 1992) has

not been examined. Sales of

these products have doubled

since 1996, when they changed

from prescription drugs to over-

the-counter products. If nicotine

replacement products play any

significant role in smoking

cessation, their promotion could

be strategically incorporated into

future tobacco control policies.

These researchers evaluated the

relationship between nicotine

replacement product sales and

cigarette consumption. They

used data provided by the US

Bureau of Alcohol, Tobacco, and

Firearms on overall cigarette

consumption from 1976 to 1998,

and sales figures for the gums

and patches (Nicorette Gum,

Nicoderm Patch, and Nicotrol

Patch). They also devised a

method to measure the effect of

the change from prescription to

over-the-counter status,and they

factored in the price of cigarettes

during this time period.

They found that increased sales

of nicotine gums and patches

reduced the sale of cigarettes. A

10% increase in the sales of gums

and patches will reduce cigarette

sales by .04%. When the impact

of nicotine replacement products

is measured over 15 years,

however, researchers estimated

that the products reduced

cigarette use by about 8%, which

is substantial.

This report concluded that

“additional efforts for promoting

sales of nicotine gums and

patches will be another effective

alternative to discouraging

cigarette consumption.” These

efforts could supplement existing

strategies, namely, higher

cigarette taxes, antismoking

campaigns, and bans on smoking

in public places. The extent to

which consumers will adopt the

gums and patches may depend

on their price, effectiveness,and

relative cost versus the cost of

cigarettes. From the public

health point of view, however, it

would make sense for insurance

programs to cover these

products.

Hu T-w et al. Cigarette Consumption and

Sales of Nicotine Replacement Products.

Tobacco Control 9 (Suppl II):ii60–ii63,

2000.

Medical Schools Are
Weak in Teaching
Cultural Issues

As ethnic and racial diversity

increase in the United States and

Canada, research shows that

culture has a profound effect on

health care, influencing access,

health status, rates of screening

and immunization,and doctor-

patient communication. Yet little

is known about the extent to

which medical schools have kept

pace with these changes in their

teaching of cultural aspects of

medicine. To gain some insights,

researchers surveyed all 126 US

and all 16 Canadian medical

schools about this subject.

They telephoned each school,

reaching a dean of students or the

director of courses on cultural

issues in all but nine. They asked

the school whether it offered a

separate course on cultural sensi-

tivity or multicultural issues, and

if it did, they asked about its

format, content, timing, and

ethnic groups covered. The

researchers defined a course of

this type as one that discussed

culture, cultural differences,

ethnicity, race, or language in

relation to health care.

Only 8% of US medical schools

and none in Canada teach a

separate course on cultural issues.

Most provide just a couple of

lectures. Schools usually offer the

course in the first 2 years of

medical school, before students

begin to see patients.

In both countries, most of the

course content doesn’t discuss the

dominant nonwhite ethnic

populations. In the United

States, two-thirds of the schools

omit reference to African

Americans, three-quarters don’t

mention the Latino population,

and 80% leave out Asians/Pacific

Islanders and Native Americans.

In Canada, two-thirds of the

schools fail to consider the

country’s two largest nonwhite

groups, Native Canadians and

Asians/Pacific Islanders.

This is inadequate and

disturbing, the researchers assert.

They say the state of cultural

sensitivity training in US medical

schools has deteriorated from a

decade ago, when 13% of schools

offered such courses.

To correct this situation, the

authors recommend that medical

schools require students to take a

separate semester-long or longer

course devoted to cultural issues,

preferably during the clinical

years. They believe that “greater

cultural understanding might

help to eliminate the often

dramatic ethnic disparities in

health and use of health services

that exist in both countries.”

Flores G,Gee D, and Kastner B. The

Teaching of Cultural Issues in US and

Canadian Medical Schools. Academic

Medicine 75 (May):451–455,2000.

Dr. Flores is a fellow in the Robert Wood

Johnson Foundation Minority Medical

Development Program and a former Robert

Wood Johnson Clinical Scholar.

CORRECTION: The summary “Can the Chronically Ill Get Adequate Insurance
Coverage?” in ABridge, Issue 3, 2000, stated that: “HIPAA prevents insurers from
charging higher premiums to sicker individuals and limits insurers’ ability to
permanently exclude preexisting conditions from coverage.”  That summa-
rization over-simplified the provisions of HIPPA, the Health Insurance Portability
and Accountability Act.  According to the original article, “HIPPA limits an
insurer’s ability to impose permanent preexisting condition exclusions on
individuals who already have health insurance and move into a new group.  In
addition, HIPPA prohibits insurers from charging higher premiums to individuals
within a group due to their illness.”  We apologize for any confusion this may
have caused.
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Consider a 64-year-old man with

adult onset diabetes; a 55-year old

woman with rheumatoid arthritis;

and a 36-year-old woman with

endometriosis, pelvic pain, and

infertility.

What could they have in

common? 

They’re all struggling to deal

with the physical, psychological,

and financial aspects of living

with chronic illness, says Tom

Delbanco, MD, Koplow-Tullis

Professor of General Medicine at

Harvard Medical School and Beth

Israel Deaconess Medical Center.

And each of these patients has

been among the more than 50

cases featured in the monthly

“Clinical Crossroads” series in The

Journal of the American Medical

Association (JAMA), directed by

Delbanco and supported by The

Robert Wood Johnson Founda-

tion since its beginning in 1994.

Each “Clinical Crossroads”

report focuses on a specific case

and has its origin as a live

discussion that includes physicians

and patients in a grand rounds

style at Beth Israel Deaconess. A

leading expert in that month’s

topic takes part, offering a critical

review of the evidence-based

treatment options for the patient

and engaging in a discussion with

the audience.

What distinguishes “Clinical

Crossroads” from other grand-

rounds style discussions in

medical journals is its focus on

typical chronic illnesses and its

inclusion of patients — and

sometimes family members — 

in the discussion, says Rosemary

Gibson, RWJF senior program

officer.

“In creating this series, we

wanted to look through the

patients’ eyes,” Delbanco says.

“And patients, no matter what

their circumstances, rich or poor,

old, young, or middle-aged, never

fail to offer us gold in terms of

what they have to say and what we

learn from them.

“Their experiences with illness

help move us away from the

narrow ‘what test do we do now,’

and move us toward looking at

the broad picture,” says Delbanco.

“The patients’ participation

reminds us that factors such as the

patient’s emotions, lifestyle,family

relationships, and work life all

affect how chronic illness can be

managed.” The patients’

involvement also highlights the

inescapable connection between

the treatment approach and what

the patient’s insurance will cover.

Based on reader surveys, “Clinical

Crossroads” ranks in the top half

of all articles in terms of

readership, usefulness, and impor-

tance, according to JAMA.

“These cases are the kinds of

real-life dilemmas that occur in

primary care physicians’ offices

every single day,” Delbanco notes.

“There are unexpected twists and

turns, and, unfortunately, the

outcomes are not always happy.

We print follow-ups about each

patient a year after the original

report, and the JAMA audience

finds them fascinating.

“The more we discuss these

scenarios and the more we include

the patients’ perspective,the more

we,as physicians, can improve the

way we provide care,” says

Delbanco.

–  L A U R I E J O N E S

JAMA Series Focuses on
Options for the
Chronically Ill 

Phillip R. Lee, MD, emeritus professor at the Institute 
for Health Policy Studies, University of California at San Francisco, received the fifteenth

annual Gustav O. Lienhard Award from the Institute of Medicine (IOM) in Washington, D.C.

Mr. Lienhard was the first chairman of RWJF’s Board of Trustees, serving from 1971 to 1986.

Lee is pictured below with RWJF President Steven A.Schroeder, MD, (left) and IOM

President Kenneth I. Shine, MD (right).

The Lienhard Award — a medal and $25,000 — recognizes individuals for outstanding

achievement in improving health care services in the United States.

Lienhard Award recipients have typically “devoted much of their life to improving the

quality, accessibility, and humaneness of health care delivery,” says IOM’s Shine.

Lee, who established the National Center for Health Services Research,created the health

policy program at the University of San Francisco, and twice served as the nation’s assistant

secretary of health, was honored for his work as a practitioner, advocate, researcher, policy-

maker, administrator, and public leader. Eighteen people — among them leaders in medicine,

nursing,health policy, elder services, women’s health,and community health — have received

the Lienhard Award since 1986.

For more information about the RWJF-funded Lienhard Award and the nomination process,

contact the Office of Health Policy Programs and Fellowships at the Institute of Medicine 

(202-334-1506;hppf@nas.edu) or visit their Web site, <www.iom.edu/lienhard>.

break up strenuous activi ti e s , a n d

er gon omic ch a n ge s , su ch as

raising or lowering ch a i rs or

get ting special equ i pm en t , to

i m prove the work envi ron m en t .

Feu rers tein says these kinds of

ch a n ges not on ly redu ce work p l ace

s tre s s ,t h ey direct ly ad d ress one of

the bi ggest con cerns inju red

workers have , wh i ch is retu rn i n g

to a work envi ron m ent they

perceive as unsafe .

Some corpora ti ons are alre ady

p i cking up on this approach to

health care . This year Ma rri o t t

In tern a ti on a l , wh i ch em p l oys

150,000 workers in the Un i ted

S t a te s , ex ten ded the use of i t s

occ u p a ti onal nu rse managers to

workers on short - term disabi l i ty

with the goal of i m proving thei r

f u n cti on and retu rning them to

work ,s ays Robert Steggert ,

Ma rri o t t’s vi ce pre s i dent of c a su a l ty

cl a i m s . “Our nu rses have del ivered

re sults in occ u p a ti onal med i c i n e

that we co u l d n’t match by ju s t

h i ring a net work of provi ders .”

The ef forts of the Wo rkers’

Co m pen s a tion Health In i ti a tive a re

beginning to shed new light on the

n eed to con s i der peop l e’s occ u p a-

ti onal ex peri en ces and work p l ace

health programs as a cri tical part

of i m proving the health and health

c a re of a ll Am eri c a n s .

—  H O W A R D L A R K I N

From Lessons — page 2
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Creative Solutions to Combating Substance Abuse

• An academic takes on
Hollywood for glamorizing
cigarettes in movies.

• A researcher helps to
understand the cultural
aspects of smoking.

• A scientist breaks new
g round in the pharmacology
of nicotine addiction.

• An anthropologist explores
the relationship between
rap music and drinking.

• An advocate scrutinizes the
effectiveness of anti-drug
campaigns.

These are today’s trailblazers

— and the recen t ly named

In n ova tors Combating Substance

Abuse. The new award program

is part of The Robert Wood

Johnson Foundation’s Developing

Leadership in Reducing Substance

Abuse program, headed by John

Slade,MD, professor of medicine

at Robert Wood Johnson Medical

School, New Brunswick,N.J., and

a prominent researcher and

advocate in the tobacco-control

field. Each of the Innovators

receives a $300,000 award over

three years to advance their work.

“Historically, many innovators

have worked on tobacco and

alcohol-related issues as a sideline

to their regular work, due to lack

of funding and lack of strong

public or professional recog-

nition,” says Slade. “We want to

recognize individuals who have

made outstanding contributions

to the substance abuse field —

and to reward them with the

resources necessary to take their

efforts a step further.”

This year’s Innovators are:

Stanton Glantz, PhD, professor

of medicine, University of

California, San Francisco. Over

the past 20 years,Glantz has made

numerous contributions to

tobacco control. He founded

Americans for Nonsmokers’

Rights (1980), co-authored the

first comprehensive guide to

passing local clean indoor air

ordinances, and led the first

scholarly analysis of a major

cache of internal documents from

the tobacco companies. Glantz

will use the Innovators award to

oppose the widespread use of

tobacco in Hollywood films.

Sandra Headen, PhD, executive

director, National African

American Tobacco Prevention

Network, Raleigh, N.C. Headen is

widely known for her work on

how race and gender influence

teens’ motivations to smoke or

not smoke. Her culturally

focused preventive program

targeted at African-American

youth has helped to put tobacco

on the political agenda in black

communities throughout North

Carolina. She plans to use the

Innovators award to expand the

program beyond that state.

Jack Henningfield, PhD, vice

president for research and health

policy, Pinney Associates,

Bethesda, Md. Henningfield’s

work on the pharmacology of

nicotine helped lay the

foundation for the modern

understanding of nicotine as an

addictive drug and nicotine

replacement as a treatment

strategy for tobacco dependence.

He was one of the scientific

editors for the 1988 Surgeon

General’s Report on Nicotine

Addiction and is expert at

distilling scientific information

into more easily understood

language. Henningfield will use

the Innovators award to continue

fostering the use of science to

inform public policy on tobacco-

related issues.

Denise Herd, PhD, associate

professor, School of Public

Health, University of California,

Berkeley. Herd’s research has 

led to a greater awareness and

understanding of the drinking

patterns and problems in African-

American populations. Her most

recent efforts are directed at

popular music — specifically

rap — and whether rap music

leads to increased drinking,

violence, and use of illicit drugs

among youth. She will use the

Innovators award to conduct

interactive workshops and 

forums and to explore the

relationship further.

L a w rence Wa l l a c k ,P h D,

profe s s or and director, S ch ool of

Com mu n i ty He a l t h , Portland State

Un ivers i ty, and fo u n der, Berkel ey

Media Studies Gro u p. Over the

ye a rs , Wa ll ack has hel ped to

broaden soc i ety ’s understanding 

of the causes of a l co h o l - rel a ted

probl ems and how they can be

preven ted . Th ro u gh com mu n i ty

or ga n i z i n g, con s ti tu ency bu i l d i n g,

and stra tegic planning, he has used

m edia advoc acy to cre a te ch a n ge .

He wi ll use the In n ova tors aw a rd

to examine the federal govern -

m en t’s anti - d rug adverti s i n g

c a m p a i gn , and wi ll ex p l ore factors

that have en h a n ced the ef fec-

tiveness of preven ti on agen c i e s .

—  S H A R I M Y C E K

m e s s a ge . “This mon ey came to the

s t a te because of the damage caused

by the tob acco indu s try in the

p a s t ,” she says . “We need to en su re

this doe s n’t happen again in the

f utu re . To do that, we need a good

tob acco preven ti on progra m .”

The Sm oke Less St a te s Na ti on a l

Program started in 1993 with an

i n i tial all oc a ti on of $10 mill i on for

19 state s . In the early ye a rs ,t h e

grants were given to proj ects su ch

as Tu c s on’s Fu ll Co u rt Pre s s , wh i ch

i nvo lved Tu c s on teens in peer-

l e adership programs and publ i-

c i zed events to spre ad the word

that smoking is not coo l . As more

s t a te health dep a rtm ents devel oped

t h eir own preven ti on progra m s ,

h owever, Sm oke Less St a te s s h i f ted

its focus to po l i c y.

For ex a m p l e , wh en tob acco -

con trol groups set out to advoc a te

an increase in the excise tax on

c i ga ret tes in New York ,t h e

Sm oke Less St a te s program hel ped

t h em launch an inten s ive , 1 8 -

m onth public edu c a ti on campaign

a bo ut the ben efits of tob acco

preven ti on . New York approved an

i n c rease in the excise tax to $1.11

per pack (the highest in the nati on )

in Decem ber 1999, with the ex tra

tax revenue earm a rked to redu ce

yo uth smoking ra tes and of fer 

su b s i d i zed health covera ge to

u n i n su red families. One of t h e

ch a ll en ges Sm oke Less St a te s

su cce s s f u lly faced in su pporti n g

this campaign was to provi de the

va lu a ble con t act s , re s e a rch ,a n d

su pport to tob acco - con trol ef fort s

while avoiding pro h i bi ted lobbyi n g

and gra s s roots lobbyi n g.

“We were able to access all kinds

of ex pertise and learn from the

ex peri en ce of o t h er people in other

s t a te s ,” s ays Ru s s ell Sciandra ,

d i rector of the Al b a ny - b a s ed

Cen ter for a Tob acco Free New

York . “This would not have

h a ppen ed wi t h o ut the Sm oke Le s s

St a te s progra m .”

Even after states successfully

enact policy changes or negotiate

a significant settlement, there’s

no time to rest, says Donna

Grande, co-director director

of the SmokeLess States National

Progra m , wh i ch is head qu a rtered

at the Am erican Med i c a l

Association in Chicago. Policy

decisions can always be reversed

if public opinion changes. “The

tobacco industry has gotten a lot

more sophisticated,” Grande says.

“We have to be stronger, louder,

and more vocal.”

—  M E L I S S A K N O P P E R

From SmokeLess States — page 3
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P rojects to Promote Health and Reduce the
Pe rs o n a l , S o c i a l , and Economic Harm Caused
by Substance Abuse — To b a c c o, A l c o h o l , a n d
Illicit Drugs

❯ For researching the service and treatment needs of
injection drug users, $339,261 to Boston University
School of Social Work.

❯ For improving alcohol and drug treatment services
for people with disabilities, $622,865 to National
Association on Alcohol, Drugs, and Disability, San
Mateo, Calif.

❯ For efforts to revise and evaluate DARE, a renewal
award of $704,204 to The University of Akron, Ohio.

❯ For an evaluation of office-based treatment of
addiction, $398,292 to Treatment Research Institute,
Philadelphia.

❯ For an employer leadership initiative on alcohol and
drug abuse, a renewal award of $500,000 to
Washington Business Group on Health, Washington,
D.C.

❯ A Matter of Degree:  Reducing High-Risk Drinking
Among College Students. One award of $2.3 million
for A Matter of Degree Communications Program to
American Medical Association, Chicago. 

❯ Fighting Back:  Community Initiatives to Reduce
Demand for Illegal Drugs and Alcohol. Renewal
awards to Kansas City, Mo., and Santa Barbara, Calif.,
totaling $2 million.

❯ Innovators Combating Substance Abuse. Awards to
two sites, totaling $600,000.

❯ Research Network on the Etiology of Tobacco
Dependence.  A renewal award of $1.6 million to
University of Kentucky Research Foundation,
Lexington.

❯ Smoke-Free Families:  Innovations to Stop Smoking
During and Beyond Pregnancy. Awards to 14 sites,
totaling $5.5 million.

❯ SmokeLess States:  Statewide Tobacco Prevention and
Control Initiatives. Renewal awards to eight sites,
totaling $925,458. 

❯ Substance Abuse Policy Research Program .  Awards
to four sites, totaling $399,683.

❯ For strategic planning and infrastructure devel-
opment, $400,000 to the California Mentor
Foundation, Tiburon, Calif. 

P rojects to A s s u re That All Americans Have
Access to Basic Health Care at Reasonable
C o s t

❯ For promoting health and physical activity in a rural
community, $139,998 to The Wray Rehabilitation and
Activities Center, Wray, Colo.

❯ For promoting early childhood literacy as a health
intervention, a renewal award of $300,000 to Boston
University School of Medicine.

❯ State Health Leadership Initiative. One renewal
award of  $919,485 to the National Governors’
Association Center for Best Practices, Washington,
D.C.

❯ Turning Point:  Collaborating for a New Century in
Public Health. A renewal award of $410,437 to State
of West Virginia Department of Health and Human
Resources, Charleston.

❯ For researching models to expand health insurance,
$162,046, to Columbia University, New York, N.Y.

❯ For an evaluation of Supporting Families After
Welfare Reform:  Access to Medicaid, SCHIP, and
Food Stamps, $398,400 to Bryn Mawr College, Bryn
Mawr, Pa. 

❯ Southern Rural Access Program. Renewal awards to
three sites, totaling $2.4 million.  

P rojects to Improve the Way Services A re
O rganized and Provided to People with
C h ronic Health Conditions

❯ For the Pittsburgh Regional Healthcare Initiative, 
$1 million to The Jewish Healthcare Foundation of
Pittsburgh.

❯ For implementation and evaluation of the Chronic
Care Networks for Alzheimer’s disease project, 
$1.3 million to Alzheimer’s Disease and Related
Disorders Association, Washington, D.C.

❯ Targeted End-of-Life Projects Initiative. For research
on intensive care units and end-of-life care, $660,217
to Rhode Island Hospital, Providence.

❯ For disseminating research findings in chronic disease
management, $174,678 to Henry Ford Health System,
Detroit, Mich.

❯ For improving the quality and capacity of safety-net
organizations to deliver chronic care, $150,000 to
Institute for Healthcare Improvement, Boston. 

❯ For expanding family-centered care principles in
medical education, $154,860 to Parent to Parent of
Vermont, Winooski, Vt. 

❯ For state policy fellowships in long-term care,
$586,681 to University of Minnesota School of Public
Health, Minneapolis. 

❯ For evaluating the impact of medication algorithms
on people with chronic mental illnesses, a renewal
award of $634,628 to The University of Texas
Southwestern Medical Center at Dallas.

❯ Clinical Care Management of Depression in Primary
Care:  Linking Clinical and Systems Strategies.  Award
of two grants, totaling $115,531.

❯ Managing Pediatric Asthma:  Improving Clinical Care
in Vulnerable Populations. For tools and training to
improve pediatric asthma management by clinicians,
$2.4 million to University of Michigan School of
Public Health, Ann Arbor.

❯ Medicare/Medicaid Integration Program. For the
Medicare/Medicaid Integration Project — New
England States Consortium — Phase II, a renewal
award of  $834,918 to State of Maine Department of
Human Services, Augusta.

Other Pro g rams and Those That Cut A c ro s s
Foundation Goals

❯ To help construct a children’s hospital at the Robert
Wood Johnson University Hospital, $8 million to
Robert Wood Johnson University Hospital
Foundation, New Brunswick, N.J. 

❯ For raising public awareness of global infectious
diseases, $714,135 to Global Health Council, White
River Junction, Vt.

❯ For identifying and communicating public health
implications of new and emerging infections,
$300,000 to The Johns Hopkins University School of
Medicine, Baltimore. 

❯ For using the Dartmouth Atlas to address practice
variations in health care, $325,074 to Healthcare
Education Foundation of West Virginia, Charleston.

❯ For examining the impact of molecular medicine on
health care and society between 2000 and 2050,
$359,999 to Brookings Institution, Washington, D.C.

❯ For developing a multidisciplinary health care
workforce collaborative, a renewal award of
$509,000 to Medical College of Wisconsin,
Wauwatosa.

❯ Health Tracking. For tracking changes in alcohol,
drug abuse, and mental health care, a renewal
award of $200,000 to Rutgers, The State University;
Institute for Health, Health Care Policy, and Aging
Research; New Brunswick, N.J.

❯ Investigator Awards in Health Policy Research. For an
analysis of the history of race, racism, and American
medicine, $246,704 to Association of American
Medical Colleges, Washington, D.C. 

❯ State Forums Partnership Program. For the State
Forums Partnership Project, $125,000 to Kansas
Health Institute, Topeka. 

❯ For a survey of the market for The Robert Wood
Johnson Clinical Scholars Program, $273,574 to
University of California, San Francisco.

❯ Changes in Health Care Financing and Organization.
Awards to two sites, totaling $351,262.

❯ Local Initiative Funding Partners Program .  Awards to
20 sites, totaling $7 million.

❯ For improving New Jersey’s community health
centers, $500,000 to Community Foundation of New
Jersey, Morristown.

4 T H Q U A RT E R S E L E C T E D G R A N T S
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P E O P L E

Thirty-five Grant Results Reports

and one National Program Report

have been posted on The Robert

Wood Johnson Web site

<www.rwjf.org> under Grant

Outcomes & Related Publications.

These include:

• Development of Technical

Assistance Materials for Free

Clinics. The Volunteers in

Medicine Institute, Hilton Head

Island, S.C.,has developed

technical assistance materials

for volunteers interested in

creating free health clinics. The

institute is the originator of a

free-clinic model that uses

retirees, many of them medical

providers, to deliver health care

to the medically underserved.

RWJF provided $99,480 from

December 1996 through May

1998. Project personnel

produced a guide on how to

start a clinic and a manual on

how to run a clinic, both of

which are available in hard

copy and on disk; as well as a

10-minute videotape, “Culture

of Caring,” featuring interviews

with patients and clinic volun-

teers; a book, A Circle of Caring,

which chronicles the creation of

the first clinic on Hilton Head;

and a brochure about the

institute. Project personnel also

provided paid consulting

services to 22 communities that

either opened a free health

clinic or are in the process of

developing one. Contact:  

Jack B. McConnell, MD,

843-681-6612.

• Survey of Undocumented

Hispanic Immigrants’ Access

to Health Care Services.

Researchers at The People-to-

People Health Foundation (also

known as the Project HOPE

Center for Health Affairs)

conducted in-depth interviews

of 440 households in Houston

and El Paso, Texas, to find the

barriers undocumented

immigrants faced in getting

care, and the likely effects of

denying services to these

people. The RWJF grant of

$451,207 ran from February

1996 through May 1999. The

survey found that the

population of undocumented

Latino immigrants, most of

whom emigrated from Mexico,

was relatively young. No

respondent reported coming to

the United States for health or

social services. Their use of

ambulatory health care services

was very low compared to the

overall US population, and

their rates of hospitalization

(except for pregnancy) were

similar to overall Latino and US

populations. The researchers

concluded that excluding

undocumented Latinos from

receiving government-funded

health care services is unlikely

to reduce the level of immigra-

tion and may affect the well-

being of children who were

born here and are US citizens

living with their immigrant

parents. The findings were

published in the July/August

2000 issue of Health Affairs.

Contact:  Mark L. Berk, PhD, or

Claudia L. Schur, PhD, 301-656-

7401, cschur@projhope.org. Web

site:  <www.healthaffairs.org>.

• Tobacco Policy Research and

Evaluation Program. This

National Program, authorized

by RWJF’s Board of Trustees for

up to $5 million in January

1992, has allowed investigators

from diverse disciplines, such as

medicine,health economics,

political science, public health,

sociology, psychology, criminal

justice, and law, to conduct

policy research aimed at

helping public and private

policymakers adopt policies to

reduce tobacco use, especially

among children and youth.

Some 22 research projects

received grants under the

program.

Contact:  Robert L. Rabin, JD,

PhD, 415-723-3073,

rrabin@leland.stanford.edu or

David G. Altman, PhD,

910-716-9556,

daltman@wfubmc.edu.

A total of nearly 700 grants are

covered by the reports available at

RWJF’s Web site <www.rwjf.org>.

New Grant Results Reports
Posted on RWJF Web Site

WE L C O M E

GR E G O RY HA L L, M C P, joined

the Fo u n d a ti on in August as a

program of f i cer in the Progra m

O f f i ce . Previ o u s ly, he worked wi t h

the Fo u n d a ti on’s Grant Re su l t s

Reporting Unit and served as a

con sultant in Philadel phia on

s pecial proj ects for the Pew

Ch a ri t a ble Tru s t s , the Al z h ei m er ’s

As s oc i a ti on , and Sm i t h Kl i n e

Beech a m’s Com mu n i ty Pa rtn ers h i p

i n i ti a tive . Ha ll

e a rn ed his

Ma s ter of Ci ty

Planning degree

f rom the

Un ivers i ty of

Pen n s ylva n i a .

KE L LY HU N T, M P P, joined the

Foundation in August as a research

associate in the Research and

Evaluation Unit. Prior to joining

RWJF, Hunt

held the

position of

Health and

Welfare

Consultant

for Towers

Perrin in

New York City. She earned a

Master of Public Policy degree

from Georgetown University.

PR O M OT I O N S

CA LV I N BL A N D, M S, was

a ppoi n ted interim director, He a l t h

Ca re Gro u p, in Au g u s t , su cceed i n g

Jack Ebel er. Bland had served as

s en i or program advi s er to the

Fo u n d a ti on since Febru a ry. Pri or to

t h a t , he was pre s i dent and ch i ef

exec utive of f i cer at St. Ch ri s toph er ’s

Hospital for Ch i l d ren in

P h i l adel ph i a .

MA R C O NAVA R R O, M C R P,
was promoted to program 

officer in the Program Office in

Sep-tember. Navarro, who joined

the Foundation as a financial

officer in 1995, holds a Master of

City and Regional Planning degree

from Rutgers University.

FA R E W E L L

JAC K EB E L E R, M PA , left the

Foundation in September to

pursue other opportunities closer

to his Washington, D.C., area

home. Ebeler served as senior vice

president and director of the

Health Care Group from early

1999.


