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Section I. Introduction 
 

Background 
 

Rationale 
Health plan conversion regulations first arose in the context of permitting HMOs to 

convert to for-profit status, which began to happen extensively during the 1980’s. Health 
plan conversion regulations aimed at Blue Cross Blue Shield were enacted after Blue 
Cross and Blue Shield Association voted in 1994 to permit their members to convert to 
for-profit status. These statutes were prompted by early Blue Cross and Blue Shield 
conversions that occurred without foundations being created. In California, Georgia and 
Kentucky, foundations were created only after post-conversion negotiations and/or 
consumer-led lawsuits, prompting other states to enact legislation that would ensure 
adequate oversight of such conversions and an appropriate disposition of non-profit 
assets. 

 

Statutory Authority 
Conversion statutes arose under the general authority of states to protect the assets of 

non-profit corporations since “under virtually all state laws, the assets of nonprofit 
organizations must be permanently dedicated to charitable purposes” (Bell 1996). 

 
Key Elements   

These statutes clarify who has authority to oversee transactions, re-emphasize the 
obligation to preserve charitable assets, establish explicit criteria by which to evaluate the 
merits of a conversion, establish procedures to ensure a better informed public and in 
some cases may authorize on-going structures or obligations on the converted company 
(Marsteller, Bovgjerg and Nichols 1998). 

 
Scope   

Most HMOs began as nonprofits and many state statutes initially prohibited them 
from being for-profit. By the mid-1980’s, all states except Minnesota permitted for-profit 
HMOs and some states allowed conversions to for-profit status (Bell 1996). Currently, 
there are 35 states that regulate health plan restructuring in some fashion, including 22 
states that have regulations that govern the process by which non-profit insurers, 
particularly Blue Cross and Blue Shield plans, are permitted to convert to for-profit (FP) 
status.  Fourteen states regulate mutualization or demutualization of health plans, 22 
regulate whether health plans can reorganize as mutual holding companies and 12 have 
special statutes that regulate health plan mergers and acquisitions (i.e., above and beyond 
traditional antitrust enforcement powers).1 

 

                                                
1 All information reported in Blue Cross and Blue Shield Association, “State Laws Regulating Health Plan 
Restructuring” (December 2000).  
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To date, there have been at least 61 conversions of HMOs to FP status, leaving more 
than 100 NFP plans that may convert in the future (Feldman, Wholey and Town 2003).  
There also now are five Blue Cross and Blue Shield plans that are for-profit stock 
companies, but these include firms that have merged or acquired other Blue Cross and 
Blue Shield plans. These include Anthem (8 plans), Cobalt (Wisconsin), Empire (New 
York), Trigon (Virginia) and Wellpoint (3 plans).  Conversion processes are now 
underway in Delaware, District of Columbia and Maryland (Carefirst), Kansas, and North 
Carolina, leaving 33 other states in which Blue Cross Blue Shield conversion might 
eventually become a possibility.   

 
Enforcement  

Most statutes provide for a role by either the Attorney General or Commissioner of 
Insurance with their respective powers and responsibilities articulated in the statute. Both 
in states with and without conversion regulations, the courts play an important role since 
consumers or plan members may sue on grounds that charitable assets have not been 
sufficiently protected and/or that an approved conversion was not in the public interest. 

 

Research Questions 
 
 

This working paper covers two major topic areas framed within six research 
questions, all of which are related to the impact of health plan conversion regulation in 
the U.S. insurance market.  Our primary goal was to identify, review, and evaluate the 
published literature to answer the research questions with the intent of developing an 
interim estimate of the costs and benefits of such regulations; our secondary goal was to 
identify areas where no evidence exists or where the evidence has important limitations 
and then describe the type of data that would be needed to more fully address the 
question. The questions are listed below by topic area, along with a brief description of 
our analytical approach, including outcomes of interest.  
 

Costs of Health Plan Conversion Regulations 
Question 1a.  What is the amount of government regulatory costs related to health 

plan conversion regulation? This includes federal costs to monitor and enforce these 
regulations.  

Question 1b.  What is the amount of health industry compliance costs related to 
health plan conversion regulation? This includes all administrative costs and 
enforcement penalties borne by parties subject to these regulations. 

Question 1c. Is health plan conversion regulation related to use of health care 
services? Apart from the costs of translation services, conversion regulations may lead to 
higher insurance rates and thus less available coverage. Theoretically, decreased access to 
primary care might result in more avoidable hospital admissions or more emergency 
room care.  

Question 1d.  Is health plan conversion regulation related to the cost of health care 
services? Whether conversion regulation had a net impact on cost, positive or negative, 
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would depend on relative changes in use for different types of insurance as well as their 
respective unit costs.  

Benefits of Health Plan Conversion Regulations 
Question 2a.  What is the value of health plan conversion regulation in health service 

use?  To the extent that conversion regulation may increase access to insurance and thus 
increase service use through lower insurance rates, we wanted to measure the benefit 
associated with this.  
Question 2b.  What is the impact of health plan conversion regulation on health 
outcomes?  Without adequate insurance, patients not covered by insurance may not 
receive health care services that those with undisputed access to insurance receive.  In 
theory, improved access to care could result in less avoidable morbidity and mortality, 
along with increased patient satisfaction. 

 
Limitations of Working Paper 

 
Theoretical Impact 

Costs. There is an administrative cost associated with such regulatory oversight. If a 
denied conversion would otherwise have resulted in more efficient plan administration, 
then conversion regulations may impose a cost by either delaying or averting an 
efficiency-enhancing change in operations. Efficiency improvements can take several 
forms, including a) improvements in administrative efficiency (i.e., a lower 
administrative expense ratio) resulting either from economies of scale or stronger 
incentives provided by investors; b) most cost-effective use of health services (e.g., 
improved guidelines); or c) erosion of provider-wielded market power.  

 
Benefits. The benefits of conversion regulations may be tangible or intangible. If a 

denied conversion would otherwise have resulted in enrichment of high level plan 
managers and/or resulted in the newly converted plan exploiting its market power in 
selected markets to raise premiums, then the public would benefit from the conversion 
being turned down. 
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Section II. Methods 
 

Literature Search and Review  

Sources 
Peer-Reviewed Literature  

We performed electronic subject-based searches of the literature using the following 
databases: 

• MEDLINE® (1975-June 30, 2004) and CINAHL® (1975-June 30, 2004) 
which together cover all the relevant clinical literature and leading health 
policy journals 

• Health Affairs, the leading health policy journal, whose site permits full text 
searching of all issues from 1981-present 

• ISI Web of Knowledge (1978-June 30, 2004) which includes the Science 
Citation Expanded®, Social Sciences Citation Index®, and Arts & Humanities 
Citation Index™ covering all major social sciences journals 

• Lexis-Nexis (1975-June 30, 2004) which covers all major law publications 
• Public Affairs Information Service (PAIS), including PAIS International and 

PAIS Periodicals/Publishers (1975-June 30, 2004) which together index 
information on politics, public policy, social policy, and the social sciences in 
general. Covers journals, books, government publications, and directories.  

• Dissertation Abstracts (1975-June 30, 2004) 
• Books in Print (1975-June 30, 2004) 

 
A professional librarian assisted in the development of our search strategy, 

customizing the searches for each research question.  In cases where we already had 
identified a previous literature synthesis that included items known to be of relevance, we 
developed a list of search terms based on the subject headings from these articles and 
from the official indexing terms of MEDLINE and other databases being used.  We 
performed multiple searches with combinations of these terms and evaluated the results 
of those searches for sensitivity and specificity with respect to each topic.  We also 
performed searches on authors known or found to have published widely on a study 
topic.  In addition to performing electronic database searches, we consulted experts in the 
field for further references. Finally, we reviewed the references cited by each article that 
was ultimately included in the synthesis. We did not hand search any journals. This 
review was limited to the English-language research literature.  A complete listing of 
search terms and results is found in Appendix A. 
 
“Fugitive” Literature  

In some cases, relevant “fugitive” literature was cited, in which case we made every 
effort to track it down. We also performed systematic Web searches at the following 
sites:  

• Health law/regulation Web sites 
• Health industry trade organizations   
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• State agency trade organizations and research centers 
• Major health care/health policy consulting firms 
• Health policy research organizations 
• Academic health policy centers 
• Major health policy foundations 

 
These searches varied by site. In cases where a complete publications listing was 

readily available, it was hand-searched. In other cases, we relied on the search function 
within the site itself to identify documents of potential relevance. Because of the volume 
of literature obtained through the peer-reviewed literature, including literature syntheses, 
we avoided material that simply summarized existing studies. Instead, we focused on 
retrieval of documents in which a new cost estimate was developed based on collection of 
primary data (e.g., surveys of state agencies) or secondary analysis of existing data (e.g., 
compilation of agency enforcement costs available from some other source).  We 
excluded studies that did not report sufficient methodological detail to permit replication 
of their approach to cost estimation.                                              

Inclusion Criteria 
We developed the following inclusion criteria: 

• Sample:  wherever results from nationally representative samples were 
available, these were used in favor of case studies or more limited samples.  

• Multiple Publications: whenever multiple results were reported from the same 
database or study, we selected those that were most recent and/or most 
methodologically sound. 

• Outcomes: we selected only studies in which a measurable impact on costs 
was either directly reported or could be estimated from the reported outcomes 
in a reasonably straightforward fashion.   

• Methods: we only selected studies in which sufficient methodological detail 
was reported to assess the quality of the estimate provided.  

 
Where possible, we limited the review to studies using from 1975 through June 30, 

2004 reasoning that any earlier estimates could not be credibly extrapolated to the present 
given the sizable changes in the health care industry during the past two decades.  Other 
exclusions were as follows: 

• Unless we had no other information for a particular category of costs or 
benefits, we excluded qualitative estimates of impact.  

• Estimates of impacts derived from unadjusted comparisons were discarded 
whenever high quality multivariate results were available to control for 
differences between states or across time. 

• Estimates that focused on measuring system-wide impact generally were 
selected over narrower estimates (e.g., per capita health spending vs. cost per 
inpatient day) on grounds that savings achieved in one sector may have 
induced higher spending elsewhere in the system; hence narrower 
comparisons might inadvertently lead to an inappropriate conclusion.    
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Section III. Results 
 

Empirical Evidence 
 

We found both qualitative and quantitative assessments of the impact of conversion: 
• Government Regulatory Costs. In 2002, BCBSNC, North Carolina (12 months) 

CareFirst (12 months) and BCBS of Kansas were in the process of undergoing 
conversions subject to regulatory oversight.  A ruling was made by the Kansas 
Insurance Commissioner in May but this ruling was litigated and then appealed, 
so the process was in effect for the entire calendar year. All three proposed 
conversions have failed; conversions in Kansas and Maryland were denied by the 
Commissioner of Insurance (the former decision upheld on appeal to the state 
Supreme Court and the latter being uncontested) and BCBSNC withdrew its 
application. 

• Compliance Costs: Administrative Costs. In North Carolina, it was reported that 
BCBSNC spent roughly $1 million monthly over approximately 18 months going 
through a state-mandated conversion process (Fisher 2003).  

• Indirect Effects: Premiums.  Several studies have suggested for-profit conversion 
may lower premiums, in which case slowing down or blocking a proposed 
conversion could impose a cost on the general public. 
• A nationwide study focused on HMO conversions from 1987-2001 showed 

that after controlling for a large number of plan characteristics and market 
characteristics (but not benefit quality or state-level regulatory factors), HMOs 
converting to FP status “reduce their premiums immediately by a small but 
statistically significant amount when they convert to for-profit ownership and 
from that point forward, they resemble HMOs that have always been for-
profit” (Feldman, Wholey and Town 2003: 9).   

• A parallel analysis of the Federal Employees Health Benefits Plan for 1997-
2001 (which, to its advantage, included measures to control for quality 
differences across plans) showed that conversion to FP status resulted in a 
decrease of 22 and 24 percent for single premiums and family premiums 
respectively; however, this is related entirely to the experience of a single 
plan, ConnecticutCare, and the entire analysis only included 3 FP conversions; 
hence its generalizability is unclear (Feldman, Wholey and Town 2003). 

• Key informant interviews conducted in California, Georgia, Missouri and 
Virginia found generally that Blue Cross and Blue Shield conversions did not 
result in increases in premiums above market trends; instead, plans generally 
increased their profitability by being more aggressive in rate negotiations with 
providers and adopting tighter underwriting standards (Conover and Hall 
April 2003). 

• Based on an assessment of past trends and profitability levels for BCBSK, a 
consultant to the Kansas Department of Insurance estimated that in the 
individual and small group markets, “it is likely” that “premium rates will 
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increase by 6% to 7% above the levels that might be expected in the absence 
of the Anthem purchase” (PriceWaterhouseCoopers 2002).   

• Consultants to the North Carolina Department of Insurance concluded in a 
worst case scenario, were BCBSNC to seek to achieve an increase in 
profitability from 2.6 percent in 2001 to a premium margin reaching 6 percent 
by 2003 and were they to attempt to attain this purely through premium 
increases, subscribers would pay $562 million in additional premiums over 5 
years (Conover and Hall July 2003). 

• Indirect Costs: Post-conversion Efficiency.  A separate analysis of BC of 
California used the regression results for all HMOs to predict how the company 
“should” have performed post-conversion given its characteristics and compared 
this to actual performance. This analysis showed that BC of California once was a 
low-priced HMO (for 1993-1995, the years immediately following conversion), 
then became a high-priced HMO (for 1996-2000, with 1997 missing) and then 
became low-priced again in 2001 (Feldman, Wholey and Town 2003).  The 
company also generally had higher administrative costs, higher payments per day 
to hospitals and lower profits than predicted by the model. 

• Indirect Benefits: Uninsured.  Consultants to the North Carolina Department of 
Insurance concluded that as a result of higher numbers of uninsured attributable to 
the premium increases described earlier in the worst case scenario, the state would 
experience 5 to 6 additional avoidable deaths among the uninsured annually and 
$50 million in added Medicaid and uncompensated care costs over 5 years 
(Conover and Hall July 2003). 

 

Net Assessment  
 
We have calculated the regulatory costs in the following fashion (minimum and 
maximum parameter estimates are shown in parentheses: full details of methods and 
sources are in Table E-9). 

• Government Regulatory Costs. Absent any formal study of conversion costs, we 
assumed each state spent at least $100,000 (50,000, 500,000) on its own agency 
costs to oversee the conversion process and/or pursue litigation related to this 
process. We multiplied these estimates times the 3 conversions in process during 
the entire 2002 calendar year. 

• Compliance Costs: Administrative Costs. We used the North Carolina figure of $1 
million monthly to estimate costs incurred by BCBS plans undergoing conversion 
oversight in 2002. There is no reason to assert that this cost would be appreciably 
different in other states; unlike most other regulations discussed in this report, the 
annual costs would vary considerably depending on whether any plans subject to 
such oversight were undergoing conversions in any particular year.  Lower and 
upper bounds are estimated assuming that such costs were only half and twice as 
large, respectively.   

• Indirect Benefits: Premiums. Given the mixed evidence on premium increases 
following conversion, we assume no impact positive or negative in the most likely 
case and as a lower bound. For the upper bound, we assume that absent a 
conversion process, conversion would have succeeded, leading to the worst case 
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predictions from North Carolina. However, we assumed these would have 
occurred for one year only (rather than the five projected in the worst case), on 
grounds that any sustained increase in premiums would be offset by competitive 
reactions. We extrapolated these results to Kansas and Maryland adjusting for 
differences in plan membership. 

• Indirect Benefits: Uninsured Risk. We used the same reasoning to estimate the 
effects on uninsured risk, using as our worst case the North Carolina results for 
uninsured deaths (multiplied times the value of a statistical life for the uninsured 
as described under EMTALA) and North Carolina external costs of being 
uninsured.  

• Benefits: Foundation Assets. In light of the substantial publicity now given to 
such conversions, it is not clear that these statutes make any difference in terms of 
the size of the foundations resulting from such conversions (since in principle, a 
vigilant state Attorney General could and arguably should attain the same result 
even in the absence of specific legislation). Moreover, in light of the mixed 
evidence regarding the effects of conversions on both premiums and profitability, 
we assign no cost or benefit resulting from these regulations slowing down or 
inhibiting FP conversions. 

• Social Welfare Losses: Efficiency Losses from Tax Collection.  To account for the 
efficiency losses associated with raising taxes to pay for government regulatory 
costs, we multiply the latter times the marginal cost of income tax collections (see 
Table B-1 for how these costs are calculated). 

• Social Welfare Losses: Efficiency Losses from Regulatory Costs.  All industry 
compliance costs, are presumed to be roughly equivalent to an excise tax, i.e., 
raising prices and reducing demand/output correspondingly. We therefore 
multiply these costs times the marginal excess burden associated with output 
taxes, using 21% (15%, 28%) as the expected value of MEB (see Table B-1 for 
details of how MEB is calculated). 

 
These calculations produced a total estimated cost of $44 million (21, 96) and $0 (0, 

264) in benefits. 
 

 

Acronyms 
NFP  Not-For-Profit 
FP  For-Profit 
HMO  Health Maintenance Organization 
BC  Blue Cross 
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Listing of Excluded Studies  

 
Key for Reasons for Exclusion 
 
1. Studies with no original data 
2. Studies with no outcomes of interest 
3. Studies performed outside U.S. 
4. Studies published in abstract form only 
5. Case-report only 
6. Unable to obtain the article 
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Appendix A. Evidence Tables 
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Appendix B. Search Strategies  
 
 
Database: Ovid MEDLINE(R) <1966 to July Week 4 2004> 
Search Strategy #1: ALL 
-------------------------------------------------------------------------------- 
1     Blue Cross/ or Organizations, Nonprofit/ or health plan conversion.mp. (3452) 
2     (regulation or statute or restriction or limitation).mp. [mp=title, original title, abstract, name of 
substance word, subject heading word] (616047) 
3     1 and 2 (49) 
4     limit 3 to (english language and yr=1975 - 2004) (49) 
5     from 4 keep 1-4,7-9,14-16,22-23,26 (13) 

 
Database: CINAHL - Cumulative Index to Nursing & Allied Health Literature <1982 to May Week 4 
2005> 
Search Strategy: 
-------------------------------------------------------------------------------- 
1     Blue Cross/ or Organizations, Nonprofit/ or health plan conversion.mp. (6147) 
2     (regulation or statute or restriction or limitation).mp. [mp=title, subject heading word, abstract, 
instrumentation] (7723) 
3     1 and 2 (42) 
4     limit 3 to (english language and yr=1975-2004) (42) 
5     from 4 keep 12 (1) 
 
Database: ISI Web of Science <1978 to July 31, 2004> 
Search Strategy #1: ALL  
1 TS=(health plan AND conversion) DocType=All document types; Language=English; 

Databases=SCI-EXPANDED, SSCI, A&HCI; Timespan=1978-2004 (7) 
2 Of these, 2 selected for detailed review. 
 
 
Database: Lexis-Nexis <1975 to July Week 4 2004>  
Search Strategy #1: ALL 
-------------------------------------------------------------------------------- 
1 Full text search for health plan AND conversion (at least 3) AND statute OR law OR regulation (at least 

3) (56) 
2 Of these, 4 selected for detailed review 
 
Database: PAIS <1975 to July Week 4 2004>  
Search Strategy #1: ALL 
-------------------------------------------------------------------------------- 
1 ( health plan )and( conversion ) and (LA:PAIS = ENGLISH) and (PY:PAIS = 1975-2004) (1) 
2 Of these, 1 selected for detailed review 
 
Database: Dissertation Abstracts <1975 to July Week 4 2004> 
Search Strategy #1: ALL 
--------------------------------------------------------------------------------  
1 (kw: health and kw: plan) and kw: conversion and yr: 1975-1984 and ln= "english" (8) 
2 Of these, 2 selected for detailed review 
 
Database: Books in Print <1975 to July Week 4 2004>  
Search Strategy #1: ALL 
--------------------------------------------------------------------------------  
1 (kw: health and kw: plan) and kw: conversion and yr: 1975-1984 and ln= "english" (6) 
2 Of these, 2 selected for detailed review 
 
Database: Health Affairs <1981 to July Week 4 2004>  
Search Strategy #1: ALL 
--------------------------------------------------------------------------------  
1 Full text search health plan conversion ����������	��
������
�������������� 
2 �Of these, 27 selected for detailed review 
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Appendix C. Web Sites Used in I-9 Literature 
Search 
 

Health Law/Regulation Web Sites   
We began searching at Web sites known to specialize in health law and regulation 

generally or specific topics included in this review:  
• American Health Lawyers Association 

http://www.healthlawyers.org/template.cfm?Template=/Ecommerce/ProductDispl
ay.cfm&ProductID=16206  
http://www.healthlawyers.org/template.cfm?Template=/Ecommerce/ProductDispl
ay.cfm&ProductID=16016  

• Findlaw.com—health law  
http://www.findlaw.com/01topics/19health/index.html (no documents found) 

• Health Care Compliance Association 
http://www.hcca-info.org/ (no documents found) 

• HealthHippo 
http://hippo.findlaw.com/hippohome.html (no documents found)  

• National Health Care Anti-fraud Association (NHCAA) 
http://www.nhcaa.org/ (no documents found – member-only site) 

 
Health Industry Trade Organizations 
Health Insurance Regulation  

For health insurance regulation, we searched the following industry and state agency 
trade organization Web sites:  

• American Association of Health Plans (AAHP)  
http://www.aahp.org/ (no documents found) 

• Health Insurance Association of American (HIAA) 
http://www.hiaa.org/index_flash.cfm (no documents found) 

• Blue Cross and Blue Shield Association (BCBSA)  
http://www.bluecares.com/ (no documents found) 

• National Committee for Quality Assurance (NCQA) 
http://www.ncqa.org/ (no documents found) 

• National Association of Insurance Commissioners (NAIC)  
http://disr.washingtondc.gov/disr/lib/disr/information/carefirst/pdf/istext.pdf  
  

State Agency Trade Organizations and Research Centers  
For state agency trade organizations and health policy research centers specializing in 

state health policy issues not accounted for above, we searched the following Web sites: 
 

Executive branch 
• National Governors Association (NGA) 
http://www.nga.org/ (no documents found)  
• National Association of State Budget Officers (NASBO)  
 http://www.nasbo.org/ (no documents found) 
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• Association of State and Territorial Health Officers (ASTHO)  
http://www.astho.org/ (no documents found) 
• National Association of Health Data Organizations (NAHDO)  
http://www.nahdo.org/default.asp (no documents found) 
• National Association of State Auditors, Comptrollers and Treasurers 

(NASACT) 
http://www.nasact.org/ (no documents found) 
 

Legislative branch 
• National Conference of State Legislatures (NCSL) 
http://www.ncsl.org/ (no documents found) 
• Council of State Governments (CSG) 
http://www.csg.org/csg/default (no documents found) 
• National Academy of Public Administration (NAPA) 
http://www.napawash.org/ (no documents found) 

              
State Health Policy Research Centers 

• National Academy of State Policy 
http://www.nashp.org/ (no documents found) 
• Pew Center on the States 
http://www.stateline.org/ (no documents found) 
• State Health Policy Web Portal Group 
http://www.hpolicy.duke.edu/cyberexchange/Whatstat.htm#States  
Rather than search 50 individual sites, we queried by e-mail the directors of all 
centers included in this group for relevant reports/studies their centers had 
conducted or that had been conducted by agencies in their states 

 

Health Care/Health Policy Consulting Firms   
For major health care/health policy consulting firms, we searched the following sites. 

Some of these specialize in human resource consulting, but were included in the event 
they had done industry-wide studies of regulatory costs: 

 
• Buck Consultants Inc. 
http://www.buckconsultants.com/ (no documents found) 
• Deloitte & Touche  
http://www.deloitte.com/vs/0%2C1616%2Csid%25253D2000%2C00.html (no 
documents found) 
• Ernst & Young LLP 
http://www.ey.com/global/content.nsf/US/Home (no documents found) 
• Hewitt Associates LLC  
http://www.hewitt.com/ (no documents found) 
• Milliman USA Inc. 
http://www.milliman.com/ (no documents found)   
• PricewaterhouseCoopers LLP 
http://www.pwcglobal.com/ (no documents found) 
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• Towers Perrin 
http://www.towers.com/towers/default.asp (no documents found) 
• Watson Wyatt Worldwide 
http://www.watsonwyatt.com/ (no documents found) 
 

Health Policy Research Organizations 
.  For major health policy research organizations, including “think tanks” and some 

advocacy groups, we searched the following sites: 
 

• Abt Associates 
http://www.abtassoc.com/ (no documents found) 

• Alliance for Health Reform 
http://www.allhealth.org/ (no documents found) 

• AcademyHealth 
      http://www.academyhealth.org/index.html (no documents found)   
• The Advisory Board Company 

http://www.advisoryboardcompany.com/ (no documents found – member-only 
site)        

• American Enterprise Institute (AEI) 
http://www.aei.org/ (no documents found) 

• Battelle 
http://www.battelle.org/ (no documents found) 

• Brookings Institution 
http://www.brook.edu/ (no documents found) 

• Cato Institute  
http://www.cato.org/ (no documents found) 

• Center for Budget and Policy Priorities (CBPP) 
http://www.cbpp.org/ (no documents found) 

• Center for Health Affairs (Project HOPE) 
http://www.projecthope.org/ (no documents found) 

• Center for Health Care Strategies (CHCS) 
http://www.chcs.org/ (no documents found) 

• Center for Study of Health Systems Change (CSHSC) 
http://www.hschange.com/ (no documents found) 

• Employee Benefits Research Institute (EBRI) 
http://www.ebri.org/ (no documents found) 

• Heritage Foundation  
http://www.heritage.org/ (no documents found) 

• Institute of Medicine (IOM)  
http://www.iom.edu/ (no documents found) 

• Lewin Group 
http://www.Quintiles.com/Specialty_Consulting/The_Lewin_Group/default.htm 
(no documents found) 

• Mathematica Policy Research (MPR) 
http://www.mathematica-mpr.com/HEALTH.HTM (no documents found) 



 16

• National Bureau of Economic Research (NBER) 
http://papers.nber.org/papers/w10127.pdf  

• National Health Policy Forum  
http://www.nhpf.org/ (no documents found) 

• RAND Health 
http://www.rand.org/health_area/ (no documents found) 

• Research Triangle Institute (RTI) 
• http://www.rti.org/ (no documents found) 
• Urban Institute  

http://www.urban.org/ (no documents found) 
 

Major Health Policy Foundations.  For major health policy foundations, we 
searched the following sites: 

 
• California Healthcare Foundation 

http://www.chcf.org/ (no documents found) 
• Commonwealth Fund 

http://www.cmwf.org/ (no documents found) 
• Robert Wood Johnson Foundation 

http://www.rwjf.org/index.jsp (no documents found) 
• Henry J. Kaiser Family Foundation 

http://www.kff.org/ (no documents found) 
• United Hospital Fund 

http://www.uhfnyc.org/ (no documents found) 
                                             

 


