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Report of the Chairman

NINETEEN NINETY-SEVEN WAS A BANNER YEAR
for the Hartford Foundation. Due to a favorable
economic and investment climate our assets passed
the half-billion dollar milestone. The closing valuation
represents an increase of $63.7 million after grant
payments and administrative expenses of $20.6
million. Fueled by solid economic growth, low
inflation and record low interest rates, the bull market
roared ahead. For an unprecedented third consecutive
year, large capitalization stock indices had returns in
excess of 20 percent. Looking ahead, we remain
optimistic and are confident that the Foundation’s
portfolio will contint(e its excellent long-term growth

to supporta strong grants program.

We also point with pride to the Foundation’s record of simultaneously helping to

improve health care services and educating current and future physicians, nurses,

and other health professionals to care for the elderly. This year's major grant initiative

was the Centers of Excellence in Geriatrics program. The Trustees committed a total

of $8,345,000 to twenty-six medical centers across the country with strong geriatric

education and fellowship programs. The major purpose of these grants was to address

the critical shortage of geriatric faculty members. With more and better trained

physicians we will reach our ultimate goal of increasing the nation’s capacity to

provide effective and affordable care to its rapidly growing elderly population.

We also made an important grant of $8,037,369 to
continue the Paul Beeson Physician Faculty Scholars

in Aging Research Program. Named in honor of

Dr. Paul B. Beeson, an early proponent of geriatrics,
this initiative makes a substantial investment in helping
outstanding junior faculty to conduct research on a

wide range of topics relevant to aging Americans.




Support of this program will assure the development
of a new cadre of geriatrics leaders from among

today's most L'.\'i:cptii.}nu] young academic physicians.

We continue to wind down our Health Care Cost
and Quality program. The final payments under this

program will end in 1999,

At our Annual Meering last June, Norman H. Volk,
Vice Chairman of the Board, was elected President.
Norm became a Trustee in 1979. He is currently
serving as Chairman of the Grants Committee and
has also chaired the Finance Committee. With grear
sadness, | must report the death in January 1998 of
our retired Trustee William Corbus. Bill joined our
Board in 1977, and served with great distinction

until his retirement in 1992,

After twelve years as the Foundation's Executive
Director and Treasurer, Stephen C. Eyre retired on
December 31, 1997, We are deeply grateful for his
outstanding leadership and wish him a healthy and
fulfilling retirement. Steve will be succeeded by
Corinne H. Rieder, who joined the staff in 1996 as
Associate Executive Director. We are pleased to have
her on board.

In closing, | would like to thank all of my colleagues on
the Board and our staff for their accomplishments and
dedication this past year. They are a superb group and

[ look forward to another productive vear.

7

James D FarLey
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Executive Summary

Our Aging Society:

CONVERGING TRENDS ARE CREATING A
WATERSHED MOMENT IN U.S. HEALTH CARE.

It is a time of transition, a time of opportunity, a time
to rethink, reimagine and reconfigure how we provide
— and increase — affordable, quality health care to
our rapidly increasing population of elderly citizens.
New ideas, new programs, and new models are being

tried, tested, replicated, disseminated and discussed.

o
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Executive Summary




Given the ferment and flexibility of the environment,
successful small-scale initiatives have the potential,
as never before, of resonating nationally. For those of
us dedicated to improving the health care landscape
for the elderly, this period offers a unique window of
opportunity to improve a system that is fragmented

and unprepared for the task that lies ahead.

As a nation, we must recognize that caring for those
elderly who are most in need is everyone's responsibility.
Given the diversity of our people, as well as the diversity
of today’s health care options, it is a complex task.

We need to re-examine our attitudes rowards the elderly
who, by and large, are healthier and contribute more to
society than ever before. We need to confront a range

of financial, manpower and quality issues — including
what constirutes “good health” for the elderly — mindful
of the elderly’s contribution to society as well as their
cost. The John A. Hartford Foundation looks forward to
continued active participation in the on-going national
challenge. It will continue to focus with intensity on
training and service strategies and initiatives that make

a difference.



National Overview and l"erspcc[iu-'c

The U.S. health care system is in the midst of dramatic change. A confluence of eco-
nomic, political and demographic trends and events are transforming the landscape.
They include:
» public disenchanrment with big government solutions
to social, healch and welfare problems, which has
precipitated a devolution of health care funds and

responsibility from federal to state and local programs;
= incentives and constraints of the Balanced Budger Act;
= the increased political intluence of roday’s rapidly
growing elderly;

= concerns and debate about the solvency of the

Medicare Trust Fund and Social Security in light of

the |~111|1Li|1]_: tidal wave ni-atging i‘l,iilj. boomers:
= 4 dramatic shift from ];n'gv. muiti-gvnvr.uim1:ﬂ
tamilies to small, geographically dispersed, two-

income families with fewer people available to care

for the elderly.




To BETTER UNDERSTAND THE HEALTH CARE
NEEDS OF TOMORROW, let us briefly examine where

we are today, and how we got here.

Looking back, there is much to celebrate. To begin
with, Americans are living longer than ever before.

A testament to the miracles of modern medicine,
today’s elderly are the first generation to benefit from
post-World War I1 advances in drugs, technology,
public health and preventive care. Some 13 percent
of the population is now past 65, in sharp contrast to
the scant 7 percent who were in the 1940s, and the

minuscule 4 percent at the turn of the last century.

Equally impressive, we are remaining healthier far
longer. Eighty-nine percent of Americans between
ages 65 and 74 are active with no disabilities;

40 percent over 85 are fully functional. In fact,
Americans 85-plus are the nation's most rapidly
growing population segment. More and more
Americans expect to enjoy vital, productive lives well
into their eighties and beyond. Today, 56,000 living
Americans are over 100 years old. That figure is
expected to surge to more than 2 million over the next
70 years.! In fact, the U.S, Census Bureau estimates a
more than doubling of Americans 65 and older by the
year 2050.

o Aggingg faro the pran Contairy, National Aging Information Cestier, May, 1956
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The Aging Baby Boom Juggernaut OVER THE NEXT THREE DECADES, 76 million
Americans born between 1946 and 1964 will turn 65,
a demographic juggernaut of unprecedented size and
scope which will profoundly alter America’s economic,

social and political landscape.

Paradoxically, while the prospect of living longer, healthier lives is good news for
individual Americans, for U.S. society as a whole, the aging of America poses a
complex challenge. How we meet the opportunities and responsibilities of that

challenge will reflect who we are — our core values — as a nation.

Perhaps, in part, because we are a youth-oriented
culture, we are largéely in denial about the aging of
America. That is, as a society we have yet to grapple
fully with the implications of this massive shift,
especially when it comes to financing health care for
Americans over 65. A key issue still facing this nation
— a political powder keg threatening Social Security,
Medicare and Medicaid — is who will pay for the
medical and social service needs of an increasing

number, and growing proportion, of our population?

To some extent, we are the victims of success. That is,
the remarkable achievements of the past century —
which improved health and longevity for more
Americans regardless of cost — sowed the seeds of

present and furure health care dilemmas.




BEGINNING IN THE MID-1980s, with costs spiraling
out of control, those largely footing the health care bill
— government and corporate America — demanded
fundamental reform. Our failure to arrive at a national
consensus left us without a national health care reform
strategy. Instead, a variety of state-by-state, community-
by-community, company-by-company solutions are

emerging or being proposed.

Some states have received Federal approval to experi-
ment with pilot programs which use a managed care
model to provide a continuum of care, including
preventive and long-term services, drawing on both
Medicare and Medicaid funds. There are, however,
potential conflicts between Federally-funded Medicare,
which covers acute care needs, such as hospitalization
and physician visits, and Federal and State funded
Medicaid, which underwrites long-term care, such as
nursing homes, as well as gaps in medical health care

and support services for elderly poor people.

Simultaneously, the nation’s health care system is
changing in many ways, moving towards managed care
and for-profit institutions, and towards increased

vertical integration of the system.

Health Care in Transition

“Acknowledging

the truth about aging in
America is critical...

if we are to move ahead
toward successful aging
as individuals and as

a sociely.”

John W. Rowe and
Robert L. Kahn,

“Successful Aging”
Random House, NY, 1998



Health Care Oppertunities THE GOOD NEWS — WITHIN THIS COMPLEX AND
FLUID PICTURE — is the opportunity for states,
localities, health care professionals and organizations ro
think more innovatively about how money is spent on
behalf of the elderly.

For the first time, budgetary incentives exist, within the framework of less restrictive
regulation, to mix social service and medical dollars. Most health care experts expect
to see an increase of programs whose goal is to keep the elderly at home longer, a
strategy both the elderly and their families prefer, which is often a less costly solution

to institutionalization,

This era of innovation and change also provides the
health care system with an opportunity to improve
the coordination of comprehensive geriatric services.
It is as critical to improving health care outcomes and
system performance as increasing knowledge about

chronic diseases and the basic processes of aging,

In the past, when medicine was simpler and physicians
enjoyed life-long relationships with patients and
families, it was less problematic. Today, however,
despite the fact that health care is fragmented and
medical options complex (even, at times, contradictory),
typically, no single physician or family member is
charged with the conductor’s role of orchestrating the
health care players or the patient’s treatment. The
results, frequently, are less than ideal during the long

duration of chronic illness or the final stages of life.




Finally, there is the opportunity to examine large moral
and medical issues affecting treatment of the elderly,
including end-of-life health care goals. A society which
regards its elderly as a valuable asset, and which takes
seriously its responsibility to nurture, support and

enhance that asset, needs to debate such questions as:

= what is our vision of “good health” for the elderly,

and how can we better provide it?

« what is too much or not enough medical intervention

and how is that decision made?

= do we care as much abour psycho-social well being as

physical health? If so, how do we ensure it?

= how do we attract more professionals to the field of
geriatrics and, at the same time, suffuse general medical
education and training with an understanding of

wellness and illness in the elderly?

= how do we shift from an acute-care mentality to an
integrated view which incorporates a comprehensive,
long-term framework; how do we measure success and

reward performance?

“We need a befter
consensus on what
Medicare should be in
the twenty-first century,
about what health care
for the elderly should look
like. We need to bring all
the players together —
employers with retirement
coverage, delivery systems,
Medicare, Medicaid,
community-based agencies,
and consumers — to get
a better feel for what they

are all working towards.”

Mancy Whitelaw, Ph.D.
Aszoctate Director

Center for Health Syster Studies,
Henry Ford Health System



Community Responsibilitics

DIRECTLY AND INDIRECTLY, IS5UES REVOLVING
ARDUND THE AGING OF AMERICA are driving
societal change. Sooner or later, they will affect each
and every American’s quality of life. As one economist
observed, “If Americans were prepared to let retired
baby boomers subsist on Spaghettios, the savings issue
could be ignored. But most of those future retirees

are somebody's parents. And the fact that they are
currently squirreling away just half of what lhl."_'.‘ need
o sustain their current living standard will 200n be

cveryone's prul:ll:m.':

What is everyone's problem is also everyone's
responsibility. Clearly, responsibility begins with

us. Each has an obligation to plan for his or her future,
to save and imvest for retirement and old age. We can-
not cut taxes and agitate to reduce government inter-
vention in our lives, yet expect services 1o remain
uncut and government programs to take care of us
after we turn 65 Yer, as a nation, we still appear to be
maore focused on what others should do for us than on
what we should do for ourselves and each other.

In the past, a sense of shared, intergenerational respon-
sibility was a natural part of communiry life. In good
times and bad, family, friends and neighbors looked
out for and teok care of onc another, as did an array of
volunteer and charitable organizations. Community
mindedness has not altogether vanished. This year, for
example, a small lowa town rallied to support a couple
who were about 1o give birth o septuplets. There was
much talk of “our babics™ and everyone pitched in.

2 *Hiddew im the Glitter nf o Bowatiied Fromemy, Problom Rrsaie,* Proee Pasirll,
Thar Mnwr Wik Themarn, Dicimmbsre 15, 1T



In a sense, as more and more 85-plus Americal

long lives, the equivalent of septuplets are being
every day at the other end of life. Should we not \
the job of caring for “our elderly septuplets” asa
similar community task? Especially in view of the fi
that, traditionally, there are some activities, such as
law enforcement and fire fighting, we do better on a
shared individual and community basis. Health care
for elders should be among them. Moreover, given
the regmnal and ethnic diversity of the elderly, as

lexity of health care optig

nger be solved patient-by-
- -doctor. It takes all of
Imsp:tals. families, social sup .




A New Vision

BEYOND NEW PROGRAMS, SYSTEMS AND POLICIES,
improving health care for the elderly requires a new
vision. It means replacing out-of-date stereotypes of
infirmity and rapid decline with positive images of the
elderly as valuable, vital citizens who, collectively, are
among our greatest social assets. It means spending less
time, money and thought on relegating the elderly to
nursing homes and more on building a network of
support services which enable them to enjoy the last
years of life with dignity at home. It means appreciating
what the elderly give the community instead of how
much their medical and social needs cost. It means
welcoming the aging of America, both its opportunities

and responsibilities.

The John A. Hartford Foundation is committed to

that vision,




Mission and Philosophy: 1983-1997

The Hartford Foundation:

THE JoHN A.HARTFORD FOUNDATION HAS
BEEN INVOLVED IN HEALTH CARE ISSUES FOR
ALMOST 70 YEARS. However, it was only during the
early 1980s that its prescient Board of Trustees,
alarmed by the country’s enormous unaddressed and
unrecognized health care needs, decided to focus its
primary attention on health and aging. Its broad
mission: to increase the nation’s capacity to provide
effective and affordable elder care, and to concentrate
on the practice of health care as the point where policy

becomes reality for every older American.




Mission and Philosophy: 1983-1997

For over a decade, the Foundation has pursued its
mission on two fronts: training health professionais
to become more effective in providing elder care,
and improving and integrating the service systems
in which they operate. It has also sought to turn
negative attitudes, treatments and approaches
within the health care community into more enlight-
ened views of “healthy aging,” as well as broader

goals and options for elder care,

Overall, the Foundation sees itself as a national
catalyst, bringing people, institutions and groups
together — creating layers of interactive communities
— to focus on and coordinate a range of research,
training and service issues. Thus, beyond augmenting
and improving training and services at sites through-
out the country, it seeks to launch movements, foster
networks and build communities of people who can
create a lasting legacy, one which will continue long

after a single project or series of projects is over.

From the beginning, the challenge has been — given
the now trillion-dollar U. S. health care industry —
how to effect national change with a small staff and

modest investment dollars?







Pro-active Processes and

Strategies

THE FOUNDATION'S APPROACH is a strategically-
driven, pro-active process. In other words, it does not
simply respond to grant requests. Instead, Trustees and
staff, knowledgeable about national health care issues
and players, and drawing on the best minds in the

field, develop broad initiatives to address critical needs.
Within those initiatives, such as increasing geriatric
training among primary care physicians, it creates a
series of programs to test new ideas and models,

and invites leading academic and service institutions
throughout the country — balanced regionally as

well as with respect to other factors, such as rural vs.
urban populations — to create projects which best

implement and test those models.

The Foundation also believes thart relarively small sums
— seed money for new and innovative programs —
invested with the right institutions at the right time,
can profoundly influence and significantly alter the
trajectory and outcome of national policies and debate.

This is particularly true because the Foundation:

* builds partnerships into grant programs — with
communities, with institutions, as well as berween and
among programs and projects — to further leverage

Foundation dollars;

= requires grantees to disseminate new knowledge and
lessons learned to other institutions and communities
— through such efforts as national resource centers,
regional and national forums, and the creation of
replicable models, so as to generate an ever widening

and powerful ripple effect throughout the nation.




Overall, creating synergy among grantees in a specific
area — be it academic geriatrics or family health

care — increases the staying power and influence of

a project, and is the linchpin of significant social

change.

Finally, the Foundarion uses its evaluation process as a
feedback system to enrich existing projects and point
the way to future projects. Each grant is analyzed for
its immediate success as well as lessons learned and
what they imply for future grants. For example, if it is
discovered that post-hospital family support is critical
to the recovery process in the elderly, a subsequent
program will include procedures to make certain such
support exists before patients are discharged. In short,
each project raises new issues, reveals new gaps and

presents new opportunities.

Since the 1980s, the Foundation has built a body of
knowledge and expertise which, like savings invested
over a long term, has compounded and grown
exponentially. Today, the Hartford Foundation is
recognized as the number one national foundation

in aging.

Top Ten Foundation Contributors
to Aging, 1995 Aging

1. The John A. Hartferd Foundation ﬂ.ﬂ.“.ﬂl 44392400
3. Harry & Jeanette Weinberg Foundation 5411985 -

iy

5. Marty & Dorthy Siverman Foundation 4,743,700 o
1. Commonwealth Fand 2000686 1782255
9 Kate B Royaolds Chartable Trust 1478020 96,005

Sowrce: Aging Educaniom and Traiming:
Priowipies for Crrantmanlking Fomndagion
The Association for t'nfmnmﬁlp-in
Higher Educanion



Major past achievements and lessons learned

At the Hartford Foundation, each program initiative raises new issues, reveals new
gaps and leads to new ideas and opportunities. Therefore, looking back at the past
to better understand the future mirrors an important component of the internal
strategic planning process by which the Foundation builds its knowledge, evolves

new programs and increases its efficiency and effectiveness.

At the same time, over the years, lessons learned on the training side often inspire

fresh thinking and new initiatives on the services side and vice-versa — a kind of

positive echo effect — as this section will amply demonstrate.




AN ALARMING SHORTAGE OF GERIATRICIANS
existed twenty years ago. In 1977, for example, a mere
715 doctors, out of an overall physician population of
almost 364,000, specialized in geriatrics. Moreover, as
recently as 1983, only 250 full-time medical school
faculty taught geriatrics in fewer than a dozen
programs throughout the U.S. This critical shortage
of physicians to care for the elderly as well as to create
new knowledge and techniques for improving care,
prompted the Foundation to focus on increasing
geriatric education and training as its primary strategic
objective. To date, the Foundation has committed
about $70 million to capacity-building on behalf of

education and training.

In 1983, the Foundation launched its first academic
training program, The Hartford Geriatric Faculty
Development Awards, to support one year geriatric
re-tooling for mid-career medical school faculty at four
training sites. A successful first step designed to rapidly
increase available leaders for new geriatric programs,

it was followed, in 1987, by the Academic Geriatrics
Recruitment Initiative, which fostered innovative
methods of recruitment to a field traditionally viewed
by many young medical students as unglamorous, with
limited opportunities for research, and unattractive

settings for clinical care.

“The 1993 Institute of
Medicine Report recom-
mendations regarding
the need for improved
education in geriatrics
included the following:
..increased geriatrics
medicing exparience in
internal medical and
family practice residency
programs...cembined
training programs, and
the development of a
high-quality clinical
scholars-type program
in geriatrics. In addition,
the report supported an
increase in expertise in
geriatric medicine by
those in non-primary
specialties.”

Institute of Medicine

“Training Ploysivians to Care

Jor Clder Americans: Progress,

Obstactes, and Future Directions,
1994



As part of that effort, the Foundation launched its first Centers of Excellence (CoE)
program. An ambitious $6.5 million, six-year initiative, it addressed the critical shortage
of faculty members by concentrating Foundation resources on 10 (later expanded to 13)
leading academic programs — in geographically diverse public and private universities
— with outstanding facilities and strategies for training geriatric faculty. So positive
were follow-up evaluations that, in 1997, the Foundation renewed its Centers of
Excellence initiative, providing on-going support for the strongest of the original centers

as well as new grants for additional institutions.

An added feature of the second CoE initiative was

a Coordinating Center, administered and run by the
American Federation for Aging Research (AFAR),

to share successful new teaching ideas and provide
fellowship support for academically oriented trainees,

chosen on a competitive basis.

The CoE program has yielded positive results on many
fronts. Today, for example, a “Center of Excellence”
designation is viewed as a “seal of approval” for high-
quality academic geriatrics training and research
centers. The CoEs have produced hundreds of expertly

trained scientists, teachers and clinicians.

Equally significant, they have elevated geriatrics
as a discipline and helped to establish geriatricians
as attractive role models and mentors for new

generations of students and residents.




Today, about 8,000 out of our physician population of
some 700,000 specialize in geriatrics. Many got their
start — or received support along the way — through a
variety of Hartford programs, including, in addition to
the above, the John A. Hartford Foundation-American
Federation for Aging Research (AFAR) Medical
Student Geriatrics Scholars Programs, and the more
recent Paul Beeson Physician Faculty Scholars in

Aging Research Program,administered through AFAR.

The Foundation's impact on academic training is widely
recognized, Says Dennis W. Jahnigen, M.D., President
of the American Geriatrics Society, “I think it has done
a tremendous amount in terms of enhancing physician
education — for students, for residents, for fellows —
which we all felt was a primary deficiency. And the
Foundation’s Trustees have really been sustained in
their commitment.” David Reuben, M.D., Director of
UCLA's geriatrics program, concurs. “1 think the
Foundation is the single most important, most effective

organization to have helped education in geriatrics.”

While the Foundation is pleased with the progress
made to date, expert predictions are that there will be
fewer geriatricians by the year 2010 than there are
now. So, despite every effort to attract physicians to

geriatrics, the U.S. still has a long way to go.

AGS President
Dennis W. Jahnigen,
M.D., presents

John A, Hartford

Foundation

Board President
Norman H.Volk
with the society's
Special Recognition
Award at its annual

meeting in Atlanta.
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In fact, a key lesson learned by the Foundation from
its carly training programs was that increasing the
number of geriatricians and srengthening the quality
of geriatric programs was not enough. Other steps
necded to be taken to prepare the health eare commu-
nity for serving America’s growing elderly population.
They included:

» suffusing general medical education and training
with geriatric knowledge, and reinforcing its impor-
tance by secking inclusion of geriatric knowledge in

relevant certification examinations:

» developing new training programs to reach specialists
and subspecialises, such as orthopedists and emer-
gency room physicians, cardiologists and oncologists,
and others who routinely deal with the elderly;

* broadening the educational :J.gf:ndam other bealth
professionals in such dis.c'ip!inc:i as nursing, social
wark, rehabilitation therapics, pharmacology, etc.;

= reaching out o educate the approximately 600,000
practicing physicians trained before formal geriarric
education existed in medical schools.

In 1994, the Foundation launched a £5.1 million
Geriatrics in Primary Care Residency Training
Initiative (GRTI), to increase the periatric content of
primary care residencics (tomorrow’s internists and
family physicians) funded ar seven sites throughour
the U5, and also including a coordinating center.

The Program’s two-fold objective was:




{ 1} to awaken educators to the need for new and beteer
curricula in residency training. including new instrue-
tional materials, examinations, rotations, training
exercises, faculty, and strategics for moving trainecs
out of hospital settings into community setrings;

{2) o develop solutions to mect those needs in the
form of training “products” and strategies raphdly
transferable to sites around the country,

GRTI sites have developed specific “products.” Among them are: computer-based
learning modules, which eliminate the probloms of distance and time in training;
videotapes on patient-physician communication, which provide feedback by the elderly
on the performance of residents conducting interviews and examinations; and pocket
cards which physicians can carry with them lor quick reference that contain essential
information on a variety of diagnostic and treatment issues particularly relevant to

the elderly.

GRTIalso included an award 1o Stanford University
v serve as the program’s resource and coordinating
center. “The Center was the glue that held together the
seven sites and offered them a chance for cross-fertil-
ization,” says Georgette Stratos, Ph.D., the Center’s
Direcror. In 1996 and 1997, renewal awards supporved
Further dissemination and macketing by the Stanford
Center of these “products.” Explains Dr. Stratos,

“The Hartford Foundation impressed upon us the fact
thar wharever they fund is intended 1o have a national
impact. So while each of the sites™ ‘produces’ were
developed and tested locally, they wanted them to be
widely useful o Improve gerlatric training in residency
programs around the country.”
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The program’s dissemination strategy has created a
unique family espric among participants. Dr. Stratos
has watched it develop. *1 use the term family nor just
to describe the family of products thar we've developed
bur this consortium we've formeed o foster the
dissemination of these materials and seevices. It feels
like a family effort, a community consortium. You
might not expect thar outcome in a multi-institutional
collaboration involving many highly competitive
institutions and individuals. and yet the dedication,
common mission and vision were very important

threads in these projects”

The Foundation also supported creation of a model
faculty development program in geriatrics for primary
care physicians based on one Stanford had successfully
developed. “It uses a “reain-the-trainer’ model,” says
Dr. Stratos, “We bring faculty to Stanford who have
no advanced geriatric training, and prepare them to

g0 home and serve as local, regional and national
resources for conducting geriatric faculty development
programs.” They go back supplied with a series of
seven seminars and use multiple instructional methods
{didactic, role playing exercises, case discussions,
brainstorming, etc.) to teach their peers. The “teain-
the-trainer™ model has a ripple effect because those
trained can train others over and over again at meet-
ings and conferences. “What we've learned through
the years,” notes Stratos, “is that having a peer as the
diffuser of the content turns out to be a really critical

pim;n of the pmgr:lm.“

il



The Foundation continues to create peer partnerships
and build information-sharing into its initiatives as
the quickest and most effective way to leverage local
innovation and bring abour national transformation.
In 1997, for cxample, Stanford received a two-year
grant to further accelerate the dissemination of GRTI
educational products, With the input of the seven
GRTI resident training projects, it has created a
catalogue which will be mass mailed to almaost 1.0GD
internal and family medicine residency directors and

geriatrics program leaders around the country.

These days the spotlight is often on biomedical breakthroughs and high-tech medi-
cine. As important as these are, the Hartford Foundation continues to focus on the
challenging, often neglected but critical service side of health care. It secks to raise
the medical community’s consciousness about everyday service issues involved in
working with vulnerable elders; continuing to support innovative service initiatives
which improve care, and its coordination, whether at home, in hospitals, physicians’
offices or other sites of care. Since 1985, the Foundation has committed to service-
oriented awards a total of about $31 million.




Improving patient care within a hospital scoting and irs
integration with care beyvond its walls, is another key
component of comprehensive care for the elderly.

[n 1989, under the Foundation's Hospital Qulcomes
Program for the Elderly (HOPE), University Hospitals
of Cleveland {affiliared with Case Western Reserve
University's School of Medicine], designed and tested
a program, Acule Care for Elders (ACE), which
resengineered how care is delivered on an inpatient
rasis o acutely ill elders. *Hospitals are characterized
as a service industry, yet they're generally not seruc-
tured as service w patients but to everyone else,” notes
C. Seth Landefeld, M.D., who led the ACE project,
ard novw heads up a new division of geriatrics at the

University of California at San Francisco.

Key elements of the program changed that service perspective. They included:
creating a therapeulic physical hospital environment; developing an interdisciplinary
approach to patient-centered care; scrutinizing medication and diagnostic procedures;

emphasizing and marshaling resources to improve the discharge process without

delaying if.

“In a randomized trial of 651 patients, our acute
in-paticnt intervention had a clinically and statistically
positive effect ar discharge and three months later,”
reports Dr. Landefeld. “Older folks don't bounce back
from an insult as guickly as younger people,” he adds.
“ACE facilitaved and zccelerated the bounce-back
effect.” A large number of hospitals have started up
ACE Units since then but, says Landefeld, “We still
have a long way to go to change the culware of hospitals
to focus more fully on the concerns and interests

of patients.”




In 1992, prompred in part by the recognition that
Generalise Phwsicians (G Ps) are often frustrated in
their ability to care for frail elders and Frequently
hampered by reimbursement policies and resource
constraints from doing the best possible job, the
Foundation launched its Generalist Physician
Initiative (GP1}, designed to improve the trearment of
elders in their primary care physicians” offices.

Projects within the HOPE initiative had turned up
additional insighrs, including the realization thar
tunctional decline during hospitalization of elderly
patients is as much a result of what happens before
and after hospitalization as what happens during

the increasingly abbreviated stay in the hospiral.
Therefore, it seemed more urgent than ever to find
ways (o help physicians better integrare the medical
and non-medical components of health care delivery.
Sp-wiliv::"}'. the Initiative Focused on:

1) supporting the development, implementation and
evaluation of innovative models of office partnering
with other health practitioners, such as nurses and
social workers;

2} expanding the capacity of gencralist physicians
practices to cncompass a broader set of psveho-social,

clinical and family issucs.

Since then, nine institutions have created a varicty of
models and approaches appropriate to a diversity of
situations and locations — urban, rural, managed care,
fec-for-service, high income, low income — for a mix of

kealthy, ill, disabled and recently-hospitalized patients.
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A Coordinating Center at the Arizona Stare
University, much like the GRTI Center at Stanford
and the CoE Center now at AFAR, has been charped
with creating and disseminating “best practices™

and replicable models throughout the country.

Frank G. Williams, Ph.D., Professor, School of
Heazlth Administration and Policy at Arizona State
University's College of Business in Tempe, heads up
the Center. He and his colleagues believe so much has
been learned from the Initiative thae they are editing a
book about it. * We still find,” says Williams, “that
outside of those who are periatricians, it's very
challenging to convince people who have grown up in
our youth-oriented culture to develop a real apprecia-
tion for taking care of elderly. where vour successes
are often measured in maintaining function or slowing
decling rather than in cures, and where your rewards
take much longer and come in smaller increments.
Manv doctors, oo, don't appreciate the proportion of
their Medicare patients who would, in face, benefit

from geriatric in.r.ighrs."

Williams also underscores the reality thar elderly
people with more chronic problems require *a totally
different approach to providing care. In the long-term
madel, you try to get patients to do things for them-
selves, you need more psycho-social elements in their
rreatment, and vou need more follow up after they are
discharged from hospitals 1o make sure they are taking

their medications, and so forth”




Today. physicians who have used GPl models of
working with others in their offices o share the care
of elderdy patients are delighted with the system. They
see thar patients are doing berrer and that physicians

can do better for their patients.

Bradford Whitney, M.D., a South Carolina geriatrician
generalist associated with the Spartanburg Regional
Healtheare System, is a GPI participant and has
become “a raving advocate” of the GPI comprehensive
care system. “One of the reasons we're experiencing
such frustration treating chronically ill and frail elderly,”
he notes, “is that we're trying o utilize systems
primarily built for vounger people with acure cpisodes
and full recovery as an expected outcome. We have wo
build a system thar deals with managing long-term care
and that comes up with new measurements for success.
I think that’s what the Hartford Foundation has done.
I've not really seen anybody else paying attention to this
kind of issue with full understanding of the complex
interactions necessary o make a good encounter

among physicians and beeween physician and patient.”

A key lesson learned from GPI was that health care providers, educated and trained
to work autonomously, lack the skills — even if they possess the will — to work well
together in teams. Therefore, this prompted the Foundation to extend its efforts to
improve physician training in geriatrics by developing a new initiative, the Geriatric
Interdisciplinary Team Training Program (GITT), to train multiple health care profes-
sionals, including physicians, in teamwork and collaboration. The $10 million program
has provided grants to develop eight models which will use clinical setlings that
mirror the diversity of services needed by elders.
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They include: for-profit and not-for-profit

managed care organizations, hospices, inpatient
units, academically-based primary care clinics, and a
variety of medical pracrices, GITT has just completed
its fiest vear nl’{mph:-mq-nt:lrinn after o rhree-smp
grant-making process which included $1.3 million in
planning year funding,

The Henry Ford Health Care System, in Detroir, isa
GITT site, and had also developed a GP service model
under a previous award, Nancy Whirelaw, Ph.1.,
Associate Director of Ford's Center for Health
Svstems Studies, was instrumental in developing its
GP model, which focuses on nurse practitioner-
physician reams for high-risk geriatric patients.

“It isn’t possible for me to express in strong enough
terms what the Foundation's support has meant for
the rransformation of care of the elderly within the
Henry Ford Health System,” sayvs Whirelaw., “We have
made huge strides caring for the elderly and the
Foundation's support has been a major partof it

Of course, the transformation from a physician-based
practice to a team-based practice docsn’t happen in
one year or even in hve. But,” she adds, “we're
moving down the road, tackling the barriers. Now,
our physician-nurse-case manager model is in place
at about 20 of our clinics and becoming the standard
practice of care for high risk elderly patients. I still
needs a lot of work but nobody now questions that
integrating services is the right way to go.” Under
GITT, their partmerships with Uniﬂ:r:it}' Hospitals
of Cleveland and Case Western Reserve University,







1997 Grant Descriptions/Aging and Health

Academic Geriatrics and Training

Gonters of Excellence

Im L9858, the Foundation initiated
its first Centers of Excellence (Cok)
program, the Academic Geriatrics
Recruitment Inliatve, 1o address
the critical shortage of gerialed
Faculty members in Amenican med:
ical sehaals. The purpose of the
program was 1o enfancs academe
geratric programs and training,
wath the uitimate goal of incréasing
tha natign's capacity to provide
affectave and affordable care bo s
rapadly growing alderdy populaton,
This peaject yislded axtromaly
positive results, including the pro-
duction of hundreds of geriatrically
knowleganble scientists. teachars,
and clinicians and the higher level
of recognition and appracation

of the discipline threughout the
rmedical canler, university, and
affiliabed clinical service ssilings.

Following &n internal strategic
planning process in 1997, the
Foundation's Trusteas decided 1o
rinew and expand the previous
CoE concept by inergasing the geo-
graphic range of the Foundatian's
CoEs and axpanding training
capacity, particularly in dealing with
the country’s incréasingly diverse
alders, Usas of funds intlude
protected time for research, faculty
suppert and mentoring, tuitien,
research oxpenses.

Baylor College of Medicine
Heustan, TX

Fobert J. Luchi, M.D.
$525.000

Three yoars

Beston University
Boston, MA

Fatrickn P. Barry, M.D., MP.H,

3525.000
Three years

Duke University
Durham, NC

Harvay J. Cohan, M.D.
300,000

Tt yaars

Harvard Medical Schosl
Boston, MA

Lewis A, Lipsitz, M.D.
3300000

Twd yEars

Johns Hopking Unlversity
Baliimore, MO

John B. Burton, #M.D.
§.300,000

Twe yirars

Mount Sinal Maedical Conlor
Mew Yok, NY

Christing K. Cassel, M.D.
$300,000

Tweo years

Horthwestern Waiversity
Evanston, IL

Janice B, Schwartz, KD,
525,000

ThHese wears

.
&)

Southeast Center of Excallence
in Gerlatric Medicine

a. University of Alnbama
Birmingham, AL
Richard M, Allman, .0,
412,500

Three yesrs

b, Emary University
Atlanta, GA

Jostph G. Ouslander, KD,
£a12 500

Thiea years

Unakversity of California, Los Angeles
Los Angeles, CA

Cravid B. Reuban; M.D,

300,000

Two yoars

University of California, 5an Francisce
San Franciso, CA

C. Seth Landeieid, M.D.

525,000

Three yirars

University of Colorade
Danver, CO

Dennks W, Jahnigen, B0,
Andrew Kramer, M.D
£525,000

THedE yEars

Unlversity of Hawali
Hanolulu, HI

Patricia L, Blanchette, M.D.
$525,000

Thrée years



University of Kansas

Kansas City, KS

Stephanie A. Studenski, M.D., M.P.H.
$525,000

Three years

University of Michigan
Ann Arbor, M|

Jeffrey B. Halter, M.D.
$300,000

Two years

University of Rochester
Rochester, NY
William J. Hall, M.D.
$525,000

Three years

University of Texas, San Antonio
San Antonio, TX

Michael S. Katz, M.D.

David Espino, M.D.

$525,000

Three years

University of Washington
Seattle, WA

Itamar B. Abrass, M.D.
$400,000

Two years

Yale University

New Haven, CT
Mary E. Tinetti, M.D.
$525,000

Three years

The CoE program also includes an
award to the American Federation
for Aging Research (AFAR), Inc., to
serve as its Coordinating Center.
This center will organize meetings
for trainees, prepare and circulate a
newsletter, maintain a website on
behalf of the program, and monitor
current and previous trainees’
career developments. |n addition,
funds were set aside for limited
fellowship support at some of the
designated centers.

American Federation for Aging
Research (AFAR), Inc.

New York, NY

Stephanie Lederman
$1,027,020

Two years

Finally, seven institutions received
“Designation Awards,” as Centers
of Excellence, acknowledging their
high quality of geriatrics training
and research.

Bowman Gray School of Medicine
Winston-Salem, NC

William R. Hazzard, M.D.
$10,000

Two years

Case Western Reserve University
Cleveland, OH

Jerome Kowal, M.D.

$10,000

Two years

Stanford University
Palo Alto, CA

Peter Pompei, M.D.
$10,000

Two years

St. Louis University

St. Louis, MO

John E. Morley, M.D,, B.Ch.
$10,000

Two years

University of Arkansas

Little Rock, AK

David A. Lipschitz, M.D., Ph.D.
$10,000

Two years

University of Connecticut
Farmington, CT

Richard W. Besdine, M.D.
$10,000

Two years

University of Pennsylvania
Philadelphia, PA

Risa Lavizzo-Mourey, M.D., M.B.A.
$10,000

Two years



Academic Geriatrics and Training

Geriatric Interdisciplinary Team
Training (GITT)

Geriatric Interdisciplinary Team
Training, launched in 1995, is a
major Foundation initiative. These
innovative programs are designed
to develop models for geriatric inter-
disciplinary team training, involving,
at a2 minimum, nurses, social work-
ers, and physicians.

In 1996 the second phase of the
GITT effort was funded. Nine sites
received implementation awards,
from among thirteen who received
one-year planning grants in 1995,
In 1997, several additional awards
related to this initiative were made,
including:

Kaiser Foundation Hospitals
Oakland, CA
Richard Della Penna, M.D.

Training of Trainers in Inter-
disciplinary Team Managed Care

While managed care providers are
advancing interdisciplinary team
care of frail elders, their capacity to
serve as effective student training
sites is less well developed. Building
on curriculum piloted under a 1995
GITT planning award, Kaiser will
create an inservice team training
mode! designed to improve clinical
care to older enrollees. By utilizing a
“Training of Trainers” model to cre-
ate a sustainable infrastructure, this
program serves as a role model for
geriatric training in interdisciplinary
team work,

Grant awarded: $490,426
Duration of grant: Two years
Start date: April 1, 1997

University of California, Los Angeles
Los Angeles, CA

David B. Reuben, M.D.

Janet C. Frank, Dr.P.H.

GITT National Program Evaluation

The National Program Evaluation
project with UCLA serves to com:
pare and contrast factors related to
individual sites’ successes and fail-
ures, and to evaluate the overall
GITT initiative. UCLA will design
evaluation instruments and guides
to assist in data collection and will
conduct site visits to all of the
initiative’s grantees. The project will
be accomplished in cooperation with
nine individual sites that are imple-
menting the Geriatric Interdiscipli-
nary Team Training model, and New
York University's National Resource
Center, which coordinates activities,
meetings, data collection and dis-
semination for the overall initiative.

Grant awarded:  $1,323,047
Duration of grant: Three years
Start date: April 1, 1997

University of North Carolina
Chapel Hill, NC
Jan Busby-Whitehead, M.D.

Fostering Interdisciplinary Approaches
to the Care of the Rural Eiderly

Currently, 12.5 million elders live in
rural communities, where there is
an inadequate supply of health
practitioners to meet their needs,
and few programs in place to attract
future practitioners to such set-
tings. This project will demonstrate
ways to provide excellent geriatric
care and minimize professional iso-
lation. It will also develop and test a
training model to enhance interdis-
ciplinary geriatric teams in rural set-
tings to serve as training sites for
health professions students.

Grant awarded:  $598,000
Duration of grant: 27 months
Start date: April 1, 1997



Academic Geriatrics and Training

American Federalion for Aging
Research (AFAR), lne,

Mew York, NY

Stephanie Lederman

T. Franklin Wilkams, M.D.

Physician Facully Scholars in Aging
Research (Beason Scholars Program)

This award, which will double the
number of Beeson awardess, is a
cantinuation of & previous grant to
thd Armerican Fedaration for Aging
Reseasch (AFAR), Inc. in 19594, The
program s designed to develop a
new cidre of geriatric léaders and
o provide overall program direction,
including recruitmant, selection,
and maonitoring of Beeson Scholars.
in coflabaration with the Alliance
for Aging Ressarch and Tha
Commonwealth Fund, this funding
will bring to 54 the number of
scholars to receive throe years of
funding as members of six annually
selected coharts,

Grant awarded: 38,037,309
Duration of grant: Six years

The American Geriatrics Society, Inc.
New York, NY
Patricia P, Barry, M.D., MPH.

Enbaneng Garating Cane Thiough

Practicing Physician Education:
Phasza Il

Most of teday’s primany care
physicians, & major sudience
regquiring special attention due to
its impartance n the care of alders,
had little exposure to genalrics in
midichl schodd or residency train.
ing. To address this issus, the
Amdrican Ganatrics Sochaly will
impament & plan for Practcing
Physician Educalion using the
“Train-tha-Trainar.madel,” in which
skilled teachars are developed to
train peer practitionaers, and the
*Dpinion Leader™ (OL) modsl. an
educational madel which buidlds on
recent research on the way practic.
ing physicions learn, and how
innovations spread via a medical
community’s naturally cocurring
cpinicn leaders. Opinion leader
activities may include formal
presentations, informal interactons,
and comimunity level activibies,

but most impartantly, this madel
encourages leaders of the kacal
physician community to becme
involved in the quality of care dekv.
ared by their peers and empowers
therm to work jointly toward its
improvameani.

Grant awarded: 51.992.957
Duration of grant: Four years
Srart date: January 1, 1538

Tha American Garlatrics Society, Inc.
Mew York, NY

Dannis W. Jahnagen, M.D.

David H. Selomon, MD.

Incroasing Gesatrics Expartiss [n
Non-Primary Care Specialtes

This award is a continuation of &
1953 grant fo the Amercan
Geriatrics Society, which was
designed to increase gerialric exper-
tise In five non-primary carg special
ties (general surgery, Dynecology.
orthopedic surgery, urology, and
emengancy madicing), Funding will
extend the original program o
focus on Mve additional non-primany
care specialies (anasthasiology,
aphthalmaology, ololanyngology,
physical medicineg and rehabilita
then, and thoracic sungery). The
developmant of & cone ganiatne
eurriculism, to be cuslomized by
inserting discipline-specific contant,
is atso planned.

Grant awarded: $1.523.217
Durateon of grant: Four years
Stort date: May 1. 1997



Academic Geriatrics and Training

In ting and Improving
Health Services

The Amarican Gerlatrics Society, Inc.
Mew York, NY

Willkwm B, Hpzzard, M.D.
integrating Geriatrics into the
Subspecialiras of Internal Medicing
Responding to a 1993 Institute of
Medicine report that recommended
increased attention to genatrics in
the training provided to relevant
subspaciaiists in internal medicine,
an award to the American Geriatrcs
Society. Ing. supporied geriatnc
sducation retreats (GERS) for six

of the subspeciaities of internal
medicing (endocrinology, cardiclogy.
onccliogy, arthnitis frheumatology,
infectious dizense, nnd immunalo-
gy} Through this amended award,
the remaining subspeciallies of
internal medicing (pulmonalogy,
nephrobagy, and gastroanteroltgy)
and also general internal medicing,
will be addressed, Such follow-up
nctivities as geriatric/subspecialty
meatings and colloquin, and efforts
to increass genatnc content an
examinatiens and in subspecially
journals will alsa be supporied,

Grant swarded:  $1.998.545
Duiration of grant: Thres years

Staniord University
Pao Alto, CA
Georgetbe A, Stratos, PhD,

Entancing Dissemmation of
Innovations in Garatrie Education

A continuation of a 1954 Gerlalrics
in Primary Case Residency Tradning
Inriative (GRTI), thes mward is to
1} continue disseminatien of GRTI
products developed by the seven
sites participating m the original
program, through a national
resournce centarn, 2) provide consul:
tation to assist individual residency
programs; and 3) continue 1o offer
a “Train:the Trainer™ module on
teaching perfaboics. which £ &
component af Stanford’s highly
regarded natisnal faculty develop-
manl program.

Grant awarcled: 51,570,465
Duration of grant: Three years
Start date; January 1, 1958

Seatile Institute lor Biomedical and
Clinical Retearch

Zeaitle, WA

Susan G Hednck, Ph.D

Clrent Certegmas i Community
Residantial Sotirags i bha Stabe of
Washington

In 1590 the U5, population above
tve age of 85 numbered 3 millcn
and is projecied to grow (o abeut
7 million by 2020. These numbars
will couse elder resideniid options
with health service capacity or
linkage to grow rapsdly, Through
this project, Seattie Biomedical's
Canter for Outcomes Reseanch

in Older Adults will analyre the
resuits of relocating selected
nursing home residents covered by
Medcmd insurance i the siate of
Washington. The project will provide
process and gutcome infarmation
about leng-term care clhonts who
recaive services in adult fnmily
homes (up to s residents),

adult residential care (3 to 100
residents) ond assisted fiving
{20+ residents) settings.

Grant ewarded: $511.577
Duratson of grant: 43 months
Start date: June 1, 1957



Aging and Health Other

George Washington University,
Matienal Health Policy Forum
Washington, DC

Judith Milier Janes

Advancing Aging and Health Policy
Undarstanding

Through this project, the National
Health Policy Forum seeks to bropd:
en its audiences and expand under:
standing of aging Issues and ways
o improve elders” health care
services. It will divelop mestings
and workshops, create a private
rmarket technical advisory group
and assemble a chartbaok which
will docurmént relationships batwean
aging, frailty, poor health and
probable needs for dependance an
governmant programs by thoss with
rmajor health care neads.

Grant awarded: §464.070
Duration of grant: Two years
Start date: July 1, 1997

The People-to-People Health
Foundation, nc.
Washington, DC
John K. Iglehart

Hpalth Affyirs Thematic issve an
Modicare's Fulure

Efforts abound to change hosptal
or medical education reimbursement
rates and slep up pudt surveillance.,
In gedar to ensure (he integrity

of Medicara trust funds and related
government spanding for today's

37 millien Medicare beneficianes
and their SUtcassors, oy decision
makers, acadsmics, and thi
educaled public must also consider
damagraphic and economic iLues,
housing options, and medical and
ather technaologies. The People-to-
People Health Foundation will
craale o spocial thematic issue of
its journal, Haalth Affairs, which is
scheduled to appear lafe in 1998,
This rssue will address such areas
redevant to Medicare a5 graduaie
medical education, ulilization of
home care, adeguacy of resmburse
ment for such genatric imperalives
a5 comprehensive assessment

and team care, and such related
government programs as Social
Security, housing and transportation.
This awasd 5 in partnarship

with the Henry J. Kaiser Family
Fourdation and The Commonwealth
Fund.

Grant swarded: 575,000
Duwration of granl: 15 manths
Start date: Octobar 1, 1997

Unkversity of Maryland
Coflege Park, MD
Danked Laviton, Ph0.

Expanding the Nalkonal Network for
Frforgonerational Healbh

A grewing numbaer of elders wtilize
health and social support systems
which arg undergoing dramabic
changes and budgetary presiures,
The University of Mandand's Aduli
Health and Development Program
(AHDF) i an intergenarational
healih promotion and rehabilitation
project that trains high school and
unversity studenis and sdult
volunteers (0 work on a one-10-0ne
basis with older adults to mprove
the lhster's health status. This
awand will buikd upan the Unaeruly
of Maryland"s AHDP. extending il

to an additional sixtesn colleges and
univarsities. The project will follow
the “Train the Trainer model™ and
is commitied to sorving & diverss
population, including. but not
limited to, older adults who are from
varied ethaic and racial backgrounds,
who have limited resources to cope
with physical disabiiities. AHOP

is an exciting and effective madel
thal inspires and trains voluntesrs,
especially young adults, (o make a
sgnificant difference in the hes of
oider people in their communities.
Yolunteers will develop and
strengthen transferable interpersonal
and garcntological skills in a
mentonng enyinsmmsnt.

Grant owarded: $306814
Duration of grant: Thres years
Start dafle: Detober 1, 1997



1997 Grant Descriptions/Other

Matiomal Foundation lor Facial
Reconstruction

Mew York, NY

Michael T. Longaker, M.D.

Fatal Wound Healing: The Polential to
Heal Without Searring

This award is & continuation of 2
pravicus oword (o the National
Foundation for Facial Reconstruction
in 1993, which studied factors
inmvolved In the regulation mecha:
nism of cells imoleed in wound
repair and the blochemical envinon:
ment which promotes scarkess
repair. Throwgh this project, the
Hational Foundation for Facial
Reconstruction 1eeks to confinue
stusdy in this area and ultimatidy o
dévalop theraples using gene
manipulaticn and the application of
the associated products.

Grant awarded: 5565000
Duration of grant: Thres years
Start date: September 1, 1937






Financial Summary

THE ANNUAL FINANCIAL STATEMENTS, which
have been audited by Owen |. Flanagan & Co., appear
on pages 56 to 76.

On December 31, 1997 the Foundation's assets were $497.5 million, an increase of
$63.7 million for the year after cash payments of $20.6 million for grants, expenses
and Federal excise tax. Total return on the investments, income plus realized and

unrealized capital gains, was 19.7 percent. In 1997 revenues totaled $11.9 million,

a yield of approximately 2.5 percent for the year.

The Foundation’s investment objective continues to
be securing maximum long-term total return on its
investment portfolio in order to maintain a strong
grants program, while assuring continued growth of

its assets at a level greater than the rate of inflation.

During 1997 the domestic equity market continued its
unprecedented advance; for the third consecutive year
large capitalization stock indices had returns in excess

of 20 percent.

Recognizing that it was not likely that such perfor-
mance would continue and that the probability of a
market correction was increasing, the Foundation
followed through on efforts begun in 1996 to reduce
its exposure to the financial markets. In 1997 it funded
previous commitments and made a new investment

in ‘event-driven’ strategies that historically have high
absolute returns and low correlation with the public
markets. In addition, as technological change has been
and will continue to be a major engine for economic
growth, the Foundation placed about 4 percent of

its portfolio with two new technology managers in
order to achieve greater diversification and potentially

higher returns.




At the end of 1997 the Foundation's asset mix was
63 percent equities, 27 percent fixed income, and a
combined 10 percent in venture capital, private equity,

real estate and event-driven funds.

As of December 31, 1997 the Foundation's
investments were managed by Capital Guardian Trust
Company, Sound Shore Management, Piper Capital
Management, William Blair & Co., T. Rowe Price
Associates, S Squared Technology and Dawson-
Samberg Capital Management. In addition, the
Foundation is an investor in venture capital funds
managed by Oak Investment Partners, Brentwood
Associates, the Mayfield Fund, Middlewest Ventures,
Tullis-Dickerson and William Blair Capital Partners.
Private equity partnerships are managed by GE
Investments and Brentwood Associates. Real estare
investments consist of funds managed by TA
Associates Realty and Heitman/JMB Advisory
Corporation. Event-driven investment managers are
Halcyon/Alan B. Slifka Mangement Co., Whippoorwill
Associates, and Angelo, Gordon & Co.

The Finance Committee and the Board of Trustees
meet regularly with each of the investment managers
to review their performance and discuss current
investment policy. The Chase Manhartan Bank, N.A.
is custodian for all the Foundation's securities.

A complete listing of investments is available for

review at the Foundation offices.




Independent Auditors' Report

The John A. Hartford Foundarion, Inc.
55 East 59th Street
New York, NY 10022

Ladies and Gentlemen:

We have audited the balance sheets of The John A. Hartford Foundation, Inc.
(a New York not-for-profit corporation) as of December 31, 1997 and 1996
and the related statements of revenues, grants and expenses and changes in
net assets and cash flows for the years then ended. These financial statements
are the responsibility of the Foundation's management. Our responsibility is
to express an opinion on these financial statements based on our audits.

We conducted our audits in accordance with generally accepted auditing
standards. Those standards require that we plan and perform the audits to
obtain reasonable assurance about whether the financial statements are free
of material misstatement. An audit includes examining, on a test basis,
evidence supporting the amounts and disclosures in the financial statements.
An audit also includes assessing the accounting principles used and signifi-
cant estimates made by management, as well as evaluating the overall financial
statement presentation. We believe that our audits provide a reasonable basis
for our opinion.

In our opinion, the financial statements referred to above present fairly, in all
material respects, the financial position of The John A. Hartford Foundation,
Inc. as of December 31, 1997 and 1996 and its changes in net assets and
cash flows for the years then ended in conformity with generally accepted
accounting principles.

Our audit was made for the purpose of forming an opinion on the basic
financial statements taken as a whole. The data contained in pages 65 to 76,
inclusive, are presented for purposes of additional analysis and are not a
required part of the basic financial statements. This information has been
subjected to the auditing procedures applied in our audit of the basic financial
statements and, in our opinion, is fairly stated in all material respects in
relation to the basic financial statements taken as a whole.

Respectfully submitted,

ﬁs/%f‘-*‘-

Owen |. Flanagan & Company
Certified Public Accountants
New York, New York

March 6, 1998



The John A. Hartford Foundation, Inc.
Balance Sheets December 31, 1997 and 1996

Exhibit A

1997 1996
Assets:
Cash in operating accounts $ 4943 % 5,857
Interest and dividends receivable 1,748,459 1,802,667
Prepaid Federal excise tax 26,744 187,095
Prepayments and deposits 74,177 32,041
1,854,323 2,027,660
Investments, at market or adjusted cost
(Notes 2 and 3)
Short-term cash investments 53,301,070 59,281,953
Stocks 310,523,627 270,968,858
Long-term bonds 80,988,087 77,612,820
Investment partnerships 35,968,991 13,689,393
Real estate pooled funds 10,186,995 8,419,477
Total Investments 490,968,770 429,972,501
Office condominium, furniture and equipment
(net of accumulated depreciation
of $2,454,542 in 1997 and
$2,243,102 in 1996) (Note 5) 4,719,134 1,810,345
Total Assets $497,542,227 $433.810,506
Liabilities and Net Assets
Liabilities:
Grants payable (Note 2)
Current $ 16,907,452 $ 11,791,113
Non-current (Note 7) 22,329,845 15,071,750
Accounts payable 955,352 468,318
Deferred Federal excise tax (Note 2) 940,955 737,718
Total Liabilities 41,133,604 28,068,899
Net Assets - Unrestricted:
Board designated (Note 2) 3,296,882 1,948,484
Undesignated 453,111,741 403,793,123
Total Net Assets (Exhibit B) 456,408,623 405,741,607
Total Liabilities and Net Assets $497,542,227 $433,810,506

The accompanying notes to financial statements are an integral part of these statements,



The John A. Hartford Foundation, Inc. Exhibit B
Statements of Revenues, Grants and Expenses and Changes in Net Assets

Years Ended December 31, 1997 and 1996 1997 1996
Revenues
Dividends and partnership
earnings $ 4,062,714 $ 4,532,746
Long-term bond interest 5,528,394 5,297,397
Short-term investment earnings 2,358,245 1,791,150
Total Revenues 11,949,353 11,621,293

Grants and Expenses
Grant expense (less cancellations
and refunds of $9,210 in 1997

and $54,105 in 1996) 28,316,909 19,632,975
Foundation-administered projects 151,957 627
Grant-related direct expenses 79,818 78,160
Excise and unrelated business

income taxes (Note 2) 97,033 97,934
Investment fees 2,040,428 1,701,853
Personnel salaries and benefits

(Note 6) 1.466,642 1.338.893
Office and other expenses 737.240 577.063
Depreciation 211,440 205,043
Professional services 146,246 94,791
Total Grants and Expenses 33,247,713 23,727.339

Excess (deficiency) of revenues
over grants and expenses (21,298,360) (12.106,046)

Net Realized and Change in
Unrealized Gain on

Securities Transactions (Note 3) 71,965,376 58,550,989
Increase in Net Assets 50,667,016 46,444,943
Net Assets, beginning of year 405,741,607 359,296,664

Net Assets, End of Year (Exhibit A) $456,408,623 $405,741,607

The accompanying notes to financial statements are an integral part of these statements,



The John A. Hartford Foundation, Inc. Exhibit C
Statements of Cash Flows
Years Ended December 31, 1997 and 1996 1997 1996
Cash Flows Provided (Used)
From Operating Activities:
Interest and dividends received $ 11,406,123 $ 11,443,258
Cash distributions from
partnerships and real estate
pooled funds 2,370,249 3,749,242
Grants and Foundation-
administered projects
paid (net of refunds) (16,091,991) (16,645,945)
Expenses and taxes paid (4,530,488) (4,550,854)
Net Cash Flows Provided (Used)
by Operating Activities (6.846,107) (6,004,299)
From Investing Activities:
Proceeds from sale of
investments 198.686.143 262,699,593
Purchases of investments (194,912,934) (229,074.015)
Purchase of fixed assets (3,112,630) (45,552)
Net Cash Flows Provided by
Investing Activities 660,579 33,580,026
Net Increase (Decrease) in Cash
and Cash Equivalents (6,185,5628) 27,575,727
Cash and equivalents,
beginning of year $ 59,055,685 31,479,958
Cash and equivalents, end of year $ 52,870,157 $ 59,055,685
Reconciliation of Increase in Net Assets to
Net Cash Used by Operating Activities
Increase in Net Assets $ 50,667,016 $ 46,444 943
Adjustment to reconcile increase
in net assets to net cash used
by operating activities:
Depreciation 211,440 205,043
Decrease in interest and
dividends receivable 54,208 76,875
Decrease (increase) in
prepayments and deposits (42,136) 4,277
Increase in grants payable 12,374,435 2,997,044
(Decrease) increase in
accounts payable 466,396 (38,759)
Net realized and change in
unrealized gain on
securities transactions (71,965,376) (58,550,989)
Other 1,387,910 2,857,267
$ (6.846,107) $ (6.004,299)




The John A. Hartford Foundation, Inc, Exhibit C
Statements of Cash Flows
Years Ended December 31, 1997 and 1996 1997 1996

Supplemental Information:

Detail of other:
Investment partnerships and
real estate pooled funds:

Cash distributions $ 2,370,249 $ 3,749,242
Less: reported income 597,438 254,909
1,772,811 3,494,333
Tax expense 97,033 97,934
Less; Taxes paid 481,934 735,000
Excess (tax on realized gains and
change in prepaid) (384,901) (637.066)
Total - Other $ 1,387910 §$ 2,857,267
Composition of Cash and Equivalents:
Cash in operating accounts $ 4943 % 5,857
Short-term cash investments 53,301,070 59,281,953
Unrealized (gain) loss on
forward currency contracts (377,088) (232,125)
Unrealized (gain) loss on short sales (58,768) -

$52,870,157 $ 59,055,685

The accompanying notes to financial statements are an integral part of these statements.



The John A. Hartford Foundation, Inc. Exhibit D
Notes to Financial Statements
December 31, 1997 and 1996

1. Purpose of Foundation

The John A. Hartford Foundation was established in 1929 and originally funded with bequests from its founder,
John A. Hartford and his brother, George L. Hartford. The Foundation supports efforts to improve health care in
America through grants and Foundation-administered projects.

2. Summary of Significant Accounting Policies

Method of Accounting
The accounts of the Foundation are maintained. and the accompanying financial statements have been prepared, on
the accrual basis of accounting.

The preparation of financial statements in conformity with generally accepted accounting principles requires manage-
ment to make estimates and assumptions that affect the reported amounts of assets and liabilities at the date of the
financial statements and the reported amounts of revenues and expenses during the reporting period. Actual results
could differ from those estimates.

All net assets of the Foundation are unrestricted.

Investments

Investments in marketable securities are valued at their fair value (quoted market price). Investment partnerships
where the Foundation has the right to withdraw its investment at least annually are valued at their fair value as
reported by the partnership. Investment partnerships, real estate partnerships and REIT's which are illiquid in nature
are recorded at cost adjusted annually for the Foundation’s share of distributions and undistributed realized income or
loss. Valuation allowances are also recorded on a group basis for declines in fair value below recorded cost. Realized
gains and losses from the sale of marketable securities are recorded by comparison of proceeds to cost determined
under the average cost method.

Grants

The liability for grants payable is recognized when specific grants are authorized by the Board of Trustees and the
recipients have been notified. Annually the Foundation reviews its estimated payment schedule of long-term grants and
discounts the grants payable to present value using the prime rate as quoted in the Wall Street Journal at December 31
to reflect the time value of money. The amount of the discount is then recorded as designated net assets.

Definition of Cash

For purposes of the statements of cash flows, the Foundation defines cash and equivalents as cash and short-term
cash investments. Short-term cash investments are comprised of foreign denominated cash, master notes, money
market mutual funds and discounted short-term notes. Short-term cash investments also include the unrealized gain or
loss on open foreign currency forward contracts and short sales.

Tax Status

The Foundation is exempt from Federal income taxes under Section 501(c)(3) of the Internal Revenue Code and has
been classified as a "private foundation.” The Foundation is subject to an excise tax on net investment income at either
a 19 or 29% rate depending on the amount of qualifying distributions. For 1997 and 1996 the Foundation's rate was 1%.

Investment expenses for 1997 include direct investment fees of $2,040,428 and $131,000 of allocated salaries, legal
fees and other office expenses. The 1996 comparative numbers were $1,701,853 and $126,000.

Deferred Federal excise taxes payable are also recorded on the unrealized appreciation of investments using the
current year’s excise tax rate.

The Foundation intends to distribute at least $18,965,000 of undistributed income in grants or qualifying expenditures
by December 31, 1998 to comply with Internal Revenue Service regulations.

O,



The John A. Hartford Foundation, Inc. Exhibit D
Notes to Financial Statements
December 31, 1997 and 1996

Tax Status (continued)

Some of the Foundation's investment partnerships have underlying investments which generate “unrelated business
taxable income.” This income is subject to Federal and New York State income taxes at “for-profit” corporation income
tax rates.

Fixed Assets

The Foundation's office condominium, furniture and fixtures are capitalized at cost. Depreciation is computed using the
straight-line method over the estimated useful lives of the assets (office condomimum-20 years; office furniture and
fixtures-5 years).

3. Investments

The net gain on investments in 1997 is summarized as follows:

Fair
Cost Value Appreciation

Balance, December 31, 1997 $396,873,309 $490,968.770 $ 94,095,461
Balance, December 31, 1996 $356,200,725 $429,972,501 $73771,776
Increase in unrealized appreciation

during the year, net of increased

deferred Federal excise tax of $203,237 $ 20,120,448
Realized gain, net of provision for excise

and unrelated business taxes of $558,291 51,844,928
Net realized and change in unrealized

gain on securities transactions $ 71,965,376

For 1996, the unrealized gain was $12,711,663, net of increased deferred Federal excise tax of $128.401. The realized
gain was $45,839,326 net of a provision for Federal excise tax of $463,023.

Receivables and payables on security sales and purchases pending settlement at December 31, 1997 and 1996 were
as follows:

1997 1996
Proceeds from sales $ 878,091 $ 1,414,106
Payables from purchases (1,745,831) (2,313,781)
Net cash pending settlement $ (867.740) $ (899.675)

At December 31, 1997, the Foundation had received $286,734 of proceeds from open short sales. The cost to cover
those sales would be $227,966.

The net amounts have been included with short-term cash investments in the accompanying balance sheet,

The detail of the Foundation's investment in long-term bonds is as follows:

1997 1996

U.S. Government $12,729,098 $13,981,254

U.S, agency 10,719,490 7,464,991

Corporate 44 597,175 43,297,229
Commingled fund 1,483,110 -

Foreign denominated 11,459,214 12,869,346

$80,988,087 $77,612,820

(=)



The John A. Hartford Foundation, Inc. Exhibit D
Notes to Financial Statements
December 31, 1997 and 1996

The Foundation is a participant in ten investment limited partnerships. As of December 31, 1997, $34,129,991 had
been invested in these partnerships and future commitments for additional investment aggregated $9,870,009.

In addition, the Foundation is a participant in four other investment partnerships which are either in liquidation or have
reached the completion of their original term and are winding down. The recorded value of these investments is
$678.661.

Two of the Foundation’s investment partnerships permit withdrawals at least once a year. These are valued at their fair
value, $14,935,065 (adjusted cost $13,925,645).

Real estate investments included one limited partnership and four real estate Investment trusts. The Foundation had
invested $10,850,000 at December 31, 1997 and future commitments for additional investment aggregated
$1.150.000

4, Foreign Currency Forward Contract Commitments

The Foundation uses foreign currency forward contracts as a hedge against currency fluctuations in foreign denominat-
ed investments. At December 31, 1997 the Foundation's open foreign currency forward sale and purchase contracts
totaled $3,689,426. Total foreign denominated Investments at the same date were $39,979,185,

5. Office Condominium, Furniture and Equipment

At December 31, 1997 and 1996 the fixed assets of the Foundation were as follows:

1997 1996
Office condominium $3.616.815 $3.616,815
New office condominium - in progress 3,070.860 -
Furniture and equipment 486,001 436,632
7,173,676 4,053,447
Less: Accumulated depreciation 2.454 542 2,243,102
Office condominium, furniture
and equipment, net $4,719,134 $1,810,345

As a result of the growth of the Foundation, additional office space was needed. In July 1997, the Foundation
purchased a larger floor in its current building. The cost of the new space, as well as fees incurred through December
31, 1997 to begin preparation of the space have been capitalized and shown as "in progress” above. Approximately
$80,000 of real estate taxes and maintenance incurred since taking ownership were expensed as part of regular office
expenses.

In February 1998, the Foundation signed a contract for the office construction in the new space. The contract will cost
$1,160,000 and calls for completion by May 1998, As of the date of this report, work had begun.

In December 1997, the Foundation signed a contract for the sale of its existing condominium for $2,224,590. The
closing for the sale must take place by July 1, 1998.



The John A, Hartford Foundation, Inc. Exhibit D
Notes to Financial Statements
December 31, 1997 and 1996

6. Pension Plan

The Foundation has a defined contribution retirement plan covering all eligible employees under which the Foundation
contributes 14% of salary for employees with at least one year of service. Pension expense under the plan for 1997
and 1996 amounted to $100,972 and $114,647, respectively. The Foundation also incurred additional pension costs of
approximately $35,000 in 1997 and 1996 for payments to certain retirees who began employment with the Foundation
prior to the initiation of the formal retirement plan.

In 1997 the Foundation adopted a deferred compensation plan to compensate certain employees whose retirement
plan contributions were limited by IRS regulations.

7. Grants Payable
The Foundation estimates that the non-current grants payable as of December 31, 1997 will be disbursed as follows:
1999 $13,596,496

2000 7,534,929

2001 2.966.498

2002 1,038,696

2003 490,108

25,626,727

Discount to present value 3,296,882
$22,329,845

The amount of the discount to present value is calculated using the prime rate as quoted in the Wall Street Journal.
The prime rate for 1997 and 1996 was 8.5% and 8.25%, respectively.

8. Non-Marketable Investments Reported at Adjusted Cost

As previously mentioned, the Foundation values the majority of its investment partnerships and real estate investments
at cost adjusted for the Foundation's share of distributions and undistributed realized income or loss. If a group of
investments has total unrealized losses, the losses are recognized.

Income from these investments is summarized as follows:

1997 1996

Partnership earnings $ 666,676 $ 258,932

Realized gains - net of taxes of $8,157 and $23,708 738,968 2,347,019
Unrealized gain - recovery of valuation allowance -

net of deferred excise tax of $7,024 and $2,765 695,330 273,758

$2,100,974 $2.879,709




Summary of Active Grants Balance Due Grants Amount Balance Due
Jamuary 1, Authorized FPaid December 31,

1997 During Year During Year 1997

AGING AND HEALTH
Academic Geriatrics and Training

The American Academy of Family $ 101,029 $ 101,029
Physicians Foundation

Kansas City, MO

“Improving Geriatric Medicine Education

in Community Hospital Family Practice

Residency Programs”

Gregg Warshaw, M.D.

American Federation for Aging 5,452,475 $ 8,037,369 $ 2,231,064 11,258,780
Research (AFAR), Inc.

New York, NY

“Physician Faculty Scholars in Aging Research”

Stephanie Lederman

American Federation for Aging 1,027,020 258,543 768,477
Research (AFAR), Inc.

New York, NY

“Centers of Excellence Coordinating Center”

Stephanie Lederman

American Federation for Aging 1,132,235 289,955 842,280
Research (AFAR), Inc.

New York, NY

“Medical Student Geriatric Scholars Program”

Odette van der Willik

The American Geriatrics Society, Inc. 465,657 1,998,545 505,159 1,959,043
New York, NY

“Integrating Geriatrics into the

Subspecialties of Internal Medicine”

William R. Hazzard, M.D.

The American Geriatrics Society, Inc. 89,096 89,096
New York, NY

“Enhancing Geriatric Knowledge of

Practicing Physicians through

Continuing Medical Education”

Patricia P. Barry, M.D., M.P.H.

The American Geriatrics Society, Inc.
New York, NY

“Enhancing Geriatric Knowledge of
Practicing Physicians through
Continuing Medical Education, Phase 11"
Patricia P. Barry, M.D., M.P.H.

1,992,957 230,719 1,762,238



Balance Due
January 1,
1997

Grants
Authorized
During Year

Amount
Paid
During Year

Balance Due
December 31,
997

The American Geriatrics Society, Inc.
New York, NY

“Increasing Geriatrics Expertise in
Non-Primary Care Specialties”
Dennis W. Jahnigen, M.D.

Baylor College of Medicine
Houston, TX

“Center of Excellence”
Robert J. Luchi, M.D.

Baylor College of Medicine $ 82011
Houston, TX

“Competency-Based Curriculum in

Geriatrics for Residency Training in

Internal Medicine and Family Medicine”

Robert J. Luchi, M.D.

Baylor College of Medicine 508,944
Houston, TX

“Geriatric Interdisciplinary Team Training”

Nancy Wilson, L.M.S.W

Boston University

Boston, MA

“Center of Excellence”
Patricia P. Barry, M.D., M.P.H.

Bowman Gray School of Medicine
Winston-Salem, NC

“Center of Excellence Designation Award"”
William R. Hazzard, M.D.

Case Western Reserve University
Cleveland, OH

“Center of Excellence Designation Award”
Jerome Kowal, M.D.

Duke University
Durham, NC

“Center of Excellence"
Harvey Jay Cohen, M.D.

Emory University

Atlanta, GA

“Southeast Center of Excellence in
Geriatric Medicine”

Joseph G. Ouslander, M.D.

Harvard Medical School 76,069
Boston, MA

“Hartford Primary Care/Geriatrics Initiative”

Thomas S. Inui, Sc.M., M.D.

()

$ 1,523,217

525,000

525,000

10,000

10,000

300,000

412,500

$ 376,428

87,500

82,011

123,794

86,450

10,000

10,000

75,000

68,750

76,069

$ 1,146,789

437,500

385,150

438,550

225,000

343,750



Balance Due
January 1,
9y7

Granis
Authorized
During Year

Amount
Paid
During Year

Balance Due
December 11,
1097

Harvard Medical School
Boston, MA

“Center of Excellence”
Lewis A. Lipsitz, M.D.

Henry Ford Health System $ 454,716
Datroit, Mi

“Great Lakes Geriatric Interdisciplinary

Team Training”

Nancy A. Whitelaw, Ph.D.

Johns Hopkins University
School of Medicine

Baltimore, MD

“Center of Excellence”

John R. Burton, M.D.

Johns Hopkins University 86,119
School of Medicine

Baltimore, MD

“Geriatrics in Primary Care Training

Initiative at Johns Hopkins”

John R. Burton, M.D.

Kaiser Foundation Hospitals

Los Angeles, CA

“Training of Trainers in Interdisciplinary
Team Training”

Richard Della Penna, M.D.

The Mount Sinai Medical Center 500,000
New York, NY

“Geriatric Interdisciplinary Team Training"

Christine K. Cassel, M.D.

The Mount Sinai Medical Center
New Yark, NY

“Center of Excellence”

Christine K. Cassel, M.D.

New York University 922,788
New York, NY

“Geriatric Interdisciplinary Team Training

Program: Resource Center”

Terry T. Fulmer, R.N., Ph.D.

New York University 4,186.538
New York, NY

“The John A. Hartford Foundation

Institute for the Advancement of

Geriatric Nursing Practice”

Mathy Mezey, R.N,, Ed.D., FAAN

490,426

300,000

5

75.000

112,663

73,442

86,119

237,082

125,000

74,848

442451

771,153

$

225,000

342,053

226,558

253,344

375,000

225,152

480,337

3.415.385



Balance Due
January 1,
1997

Grants Amount
Authorized Paid
During Year During Year

Balance Due
December 31,
1997

Northwestern University
Evanston, IL

“Center of Excellence”
Janice B. Schwartz, M.D.

On Lok, Inc. $ 501,148
San Francisco, CA

“Geriatric Interdisciplinary Team Training"”

Jennie Chin Hansen, R.N., M.S.

Rush-Presbyterian-St. Luke's 500,000
Medical Center

Chicago, IL

“Geriatric Interdisciplinary Team Training”

Denis A. Evans, M.D.

Stanford University 214,333
Palo Alto, CA

“Geriatrics Educational Resource and

Dissemination Center”

Kelley M. Skeff, M.D., Ph.D.

Stanford University

Palo Alto, CA

"Center of Excellence Designation Award"
Peter Pompei; M.D.

Stanford University 148,332
Palo Alto, CA

*Enhancing Dissemination of

Innovations in Geriatric Education”

Geargette Stratos, Ph.D.

St. Louis University

St. Louis, MO

“Center of Excellence Designation Award”
John E. Morley, M.B., B.Ch.

University of Alabama at Birmingham

Birmingham, AL

“Southeast Center of Excellence in Geriatric Medicine”
Richard M. Allman, M.D.

University of Arkansas for Medical Sciences
Little Rock, AK

“Center of Excellence Designation Award"
David A. Lipshitz, M.D., Ph.D.

University of California, Los Angeles 85,035
School of Medicine

Los Angeles, CA

“Increasing Geriatrics Training for

Primary Care Residents”

Alan M. Fogelman, M.D.

$ 525,000 $ 87,500

125,106

125,000

214,333

10,000 10,000

1,570,465 148,332

10,000 10,000

412,500 68,750

10,000 10,000

85,035

§ 437,500

376,042

375,000

1,570,465

343,750



Balance Due
January 1,
997

Girants
Authorized
During Year

Amount
Paid
During Year

Balance Due
December 31,
1997

University of California, Los Angeles
School of Medicine

Los Angeles, CA

“GITT National Program Evaluation"

David B. Reuben, M.D.

University of California, Los Angeles
School of Medicine

Los Angeles, CA

“Center of Excellence"”

David B. Reuben, M.D.

University of California, San Francisco
San Francisco, CA

“Center of Excellence"

C. Seth Landefeld, M.D.

The University of Chicago $ 87,090
Chicago, IL

“Geriatrics in Primary Care Training"

Greg A.Sachs, M.D.

University of Colorado

Denver, CO

“Center of Excellence”

Dennis W.Jahnigen, M.D. & Andrew Kramer M.D.

University of Colorado 500,000
Denver, CO

“Geriatric Interdisciplinary Team Training”

Dennis W. Jahnigen, M.D.

The University of Connecticut 84,449
Center on Aging

Farmington, CT

“Geriatrics in Primary Care Training Initiative”

Gail Sullivan, M.D.

The University of Connecticut
Center on Aging
Farmington, CT
“Center of Excellence Designation Award”
Richard W. Besdine, M.D.

University of Hawaii

Honolulu, HW

“Center of Excellence”

Patricia L. Blanchette, M.D., M.P.H,

University Hospitals Health System 305,678
Cleveland, OH

“Great Lakes Geriatric Interdisciplinary

Team Training”

Shirley Moore, R.N., Ph.D.

$ 1,323,047

300,000

525,000

525,000

10,000

525,000

$ 375,770

75,000

69,815

87,090

98,430

125,000

10,000

80,669

76,251

$ 947277

225,000

455,185

426,570

375,000

444 331

229,427



Balance Due
January 1,
1997

Grants
Asithorized
During Year

Amount
Paid

During Year

Balance Due
December 3,
rays

University of Kansas

Kansas City, KS

“Center of Excellence”

Stephanie A. Studenski, M.D., M.P.H.

University of Medicine and Dentistry $ 728,503
of New Jersey

Hackensack, NJ

“Expansion of Home Care into

Academic Medicine”

R. Knight Steel, M.D.

The University of Michigan
Ann Arbor, M|

“Center of Excellence”
Jeffrey B. Halter. M.D.

University of Minnesota 513,896
Minneapolis, MN

“Geriatric Interdisciplinary Team Training”

Robert L. Kane, M.D.

University of North Carolina

Chapel Hill, NC

“Fostering Interdisciplinary Approaches to
the Care of the Rural Elderly”

Jan Busby-Whitehead, M.D.

University of Pennsylvania

Philadelphia, PA

“Center of Excellence Designation Award"
Risa Lavizzo-Mourey, M.D., M.B.A.

The University of Rochester 89,829
School of Medicine and Dentistry

Rochester, NY

“A Program to Improve the Geriatric

Content of Generalist Physician

Residency Programs”

William J. Hall, M.D.

The University of Rochester
School of Medicine and Dentistry

Rochester, NY

“Center of Excellence”

William J. Hall, M.D.

University of South Florida Foundation, Inc. 500,000
Tampa, FL

“Geriatric Interdisciplinary Team Training”

Eric Pfeiffer, M.D.

©

$ 525,000

150,000

5%.@

10.000

525,000

$

72,149

264,198

75.000

125,886

272,492

10,000

89.829

79,003

125,000

$ 452851

614,305

225,000

388.010

325,508

445,997

375,000



Bulance Due
January 1,
997

Giranty
Authorized
During Year

Amount
Paid
During Year

Balance Due
December 31,
1997

University of Texas, San Antonio
San Antonio, TX
“Center of Excellence”

David Espino, M.D. and Michael S. Katz, M.D.

University of Washington
Seattle, WA

“Center of Excellence”
Itamar B, Abrass, M.D.

Yale University

New Haven, CT
“Center of Excellence”
Mary E. Tinetti, M.D.

$ 525,000

400.000

525,000

$ 87,266

100,000

62,500

$ 437,734

300,000

462,500

Subtotal

$18.315,970

$27,056,046

$9,928,149

$35,443,867

Integrating and Improving Services

Arizona State University

Tempe, AZ

“Enhancing Generalist Physician
Program Impact”

Frank G. Williams, Ph.D.

Dartmouth Medical School
Hanover, NH

“Replication of Community Centers
of Excellence in Aging”

John H. Wasson, M.D.

Johns Hopkins Bayview Medical
Center, Inc.

Baltimore, MD

“Johns Hopkins Home Hospital”

John R. Burton, M.D.

Mount Sinai Hospital of
Greater Miami, Inc.
Miami, FL

“Intervention Pathways to Integrate Eldercare

Through Generalist Physician Offices”
Gloria B. Weinberg, M.D.

National Chronic Care Consortium
Bloomington, MN

"Using SASI to Advance System Integration”

Deborah Paone

New York University

New York, NY

“Nurses Improving Care to the
Hospitalized Elderly”

Mathy Mezey, R.N., Ed.D., FAAN

$ 908,297

157,091

125,242

58,176

184,040

214,133

$ 542,029

157,091

125,242

58,176

75,457

107,067

$ 366,268

108,583

107,066



Balance Due Granis
January 1, Aushorized
1997 During Year

Amount
Paid
During Year

Balance Due
December 31,
1997

On Lok, Inc. $ 781,357
San Francisco, CA

“Integrated Chronic Care Information System”

Catherine Eng, M.D.

Seattle Institute for Biomedical and $ 511,577
Clinical Research

Seattle, WA

“Client Qutcomes in Community Residential

Settings in the State of Washington”

Susan C, Hedrick, Ph.D.

South Carolina Department of Health 129,727
and Environmental Control

Columbia, SC

“Integration of Care in Rural South Carolina

Generalist Physician Practices”

Michael Byrd, M.S.W., M.P.H.

$ 299,181

122,418

129,727

$ 482176

389,159

Subtotal 2,558,063 511,577

1,616,388

1,453,252

Aging and Health — Other

Brandeis University 625,000
Waltham, MA

“National Policy and Resource Center on

Women and Aging”

Phyllis H. Mutschler, Ph.D.

Cold Spring Harbor Laboratory 569,998
Cold Spring Harbor, NY

“The Biology of Long-Term Memory"

Timothy P. Tully, Ph.D.

The George Washington University 464,070

National Health Policy Forum
Washington, DC
“Advancing Aging and Health Policy
Understanding”
Judith Miller Jones

The People-to-People Health 75,000
Foundation, Inc.

Bethesda, MD

“Health Affairs Thematic Issue on

Medicare’s Future”

John K. Iglehart

University of California, Los Angeles 75,033
School of Public Health

Los Angeles, CA

“Development of an Elder Health Risk Appraisal”

Lester Breslow, M.D., M.P.H.

@

250,000

126,146

115,561

37,500

75,033

375,000

443,852

348,509

37,500



Balance Due
January 1,
1997

Granits
Authorized
During Year

Amount
Paid
During Year

Balance Due
December 31,
1097

University of Maryland

Baltimore, MD

“Exploring Opportunities to Advance
Mental Health Care for an Aging Population”
Howard H. Goldman, M.D., Ph.D.

University of Maryland

College Park, MD

“Expanding the National Network for
Intergenerational Health"

Daniel Leviton, Ph.D.

Vanderbilt University
School of Medicine

Nashville, TN

“Improving Pharmacotherapy in
Home Health Patients”
Wayne A. Ray, Ph.D.

§ 125644

523,194

$ 306814

$ 125644

57,122

159,813

$ 249692

363,381

Subtotal

$ 1.918.869

$ 845884

% 546,819

$ 1,817,934

Total Aging and Health

$22,792,902

$28,413,507

$12,491,356

$38,715,053

HEALTH CARE COST AND QUALITY

Community Health Reform

Foundation for Health Care Quality

Seattle, WA

“Health Care Quality Measurement
Advisory Service"
Richard D. Rubin

Institute for Health Policy Solutions
Washington, DC

“Heaith Plan Purchasing Cooperative
Resource Center”

Richard E. Curtis

National Business Coalition on

Health, Inc.

Washington, DC
*Expanding and Strengthening the
Community Health Reform Movement”

$ 1,880,858

1,354,627

811,581

$ 991,490

485,640

308,222

$§ 889,368

868,987

503,359

Subtotal

$ 4,047,066

$ 1,785,352

$ 2,261,714




Balance Due Grants
fanuary 1, Authorized
1907 During Year

Amount
Paid
During Year

Balance Due
December 1,
1947

Community Health Management
Information System (CHMIS)

Foundation for Health Care Quality
Seattle, WA

“Implementing the Washington State
Community Health Management
Information System (CHMIS)"
Richard D. Rubin

Foundation for Health Care Quality
Seattle, WA

“Community Health Management
Information System (CHMIS)
National Resource Center”

Richard D. Rubin

Minnesota Institute for Community
Health Information

St. Paul, MN

“Implementation of MedNet: A Statewide

Public/Private Electronic Health Care

Information Network in Minnesota”

Walter Suarez

Ohio Corporation for Health
Information
Columbus, OH
“The Ohioc CHMIS Demonstration Project”
John Richards

$ 699,466

745,626

290,000

95,000

$ 349,876

161,531

175,000

95,000

$ 349,590

584,095

115,000

Subtotal

$ 1,830,092

$ 781,407

$ 1,048,685

Total Health Care Cost and Quality

$ 5,877,158

$ 2,566,759

$ 3,310,399

New York Fund

The American Jewish Committee
New York, NY

American National Red Cross
New York, NY

The Boys’ Club of New York, Inc.
New York, NY

Children’s Defense Fund
New York, NY

Cornell University Medical College
New York, NY

Creative Arts Team (CAT)
New York University
New York, NY

The Hospital for Special Surgery Fund, Inc,

New York, NY

@

s 5.@

1.000
20,000

2,500

2,500

$ 5,000

1,000

20,000

2,500

20,000

10,000

2,500



Balance Due Grants Amount Balance Due
Janitary 1, Authorized Paid December 31,
19g> During Year During Year 1997
Memorial Sloan-Kettering Cancer Center ‘$ 1.000 $ 1,000
MNew Yark, NY
The Mount Sinai Medical Center 20,000 20,000
New York, NY
New York Hospital-Cornell Medical Center 25,000 25,000
New York, NY
The New York Public Library 10.000 10,000
New York, NY
The New York Academy of Medicine 5,000 5,000
New York, NY
Parkside School 10,000 10,000
New York, NY
Turtle Bay Music School 15,000 15,000
New York, NY
United Hospital Fund 2,500 2,500
New York, NY
Total New York Fund $ 149,500 $ 149,500
Other
Association for Health Services Research $ 2,500 $ 2,500
Washington, DC
The Foundation Center 8.000 8,000
New York, NY
Gateway Rehabilitation Center $ 37,988 17,536 $ 20452
Aliquippa, PA
Grantmakers in Aging 5,000 5,000
New York, NY
Grantmakers in Health -B,000 8,000
Washington, DC
National Foundation for 565,000 107,500 457,500
Facial Reconstruction
New York, NY
New York Regional Association of 9,000 9.000
Grantmakers, Inc.
New York, NY
Overlook Hospital Foundation 102,125 71,350 30,775
Summit, NJ
Matching Grants* 514,010 514,010
Total Other $ 140,113 $ 1,111,510 $ 742,896 $ 508,727
Grants Refunded 1,174 (9,210) (8,036)
Discount to Present Value (1,948,4384) (1,348,398) (3,296,882)
Total (All Grants) $26.862,863 $28.316,909 $15,942,475 $39.237,297

*Grants made under the Foundation's program for matching charitable contributions of Trustees and staff.

@



Expenses Expenses
Authorized, Projects Expenses Authorized,
Not Incurred Authorized Incurred Not Incurred
January 1, 1997 During Year During Year December 31, 1997
FOUNDATION ADMINISTERED PROJECT
Aging and Health
“To Pursue Selected Activities Identified in $ 400,000 $ 151,957 $ 248,043
the Strategic Plan"
Totals $ 400,000 $ 151,957 $ 248,043

ADDITIONAL ACTIVE GRANTS
Aging and Health

Dartmouth Medical School

Hanover, NY

"A Program to Improve Treatment of
Depression in the Elderly”

James E. Barrett, M.D.

1995; $2,000,000; 4 years

Society for Academic Emergency Medicine
(The University Association for
Emergency Medicine)

Lansing, Ml

“Emergency Care of the Elderly:

Meeting the Needs"”

Arthur B. Sanders, M.D.

1993; $861,552; 5 years, 6 months

Health Care Cost and Quality

Columbia University

New York, NY

“The Washington Heights-Inwood Community
Health Information System (WHICHIS):

A Demonstration Project”

Paul D. Clayton, Ph.D.

1994; $1,049,500; 4 years



Application Procedures



Grant Proposal Submission

http:| [wwwijhartfound.org

THE FOUNDATION NORMALLY MAKES GRANTS
to only two types of organizations in the United
States: those having tax exempt status under Section
501(c)(3) of the Internal Revenue Code, which are not
private foundations within the meaning of Section
107(c)(1) of the code, or state colleges or universities.

The Foundation does not make grants to individuals.

Due to its narrow funding focus, the Foundation
primarily makes grants by invitation only. After
familiarizing yourself with the Foundation’s program
areas and guidelines, if you feel that your project falls

within this focus, please submit a letter of inquiry.

Initial inquiries should be made at least six months
before funding is needed. The proposed project will
be reviewed by members of the Foundation's staff and
possibly by outside reviewers. Those submitting
proposals will be notified of the results of this review
in approximately one month and may be asked to

supply additional informartion.
Foundarion staff can be reached at the following:

The John A. Hartford Foundation
55 East 59th Street

New York, NY 10022

Phone: 212-832-7788

Fax: 212-593-4913

email: mail@jhartfound.org

Or through our Web site:
htep:/ [www.jhartfound.org

Please do not send proposals by fax or e-mail.




