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PROCEEDINGS

MR. BERLIN: Good morning and welcome back to
the Department of Justice's and FTC's Joint Hearings on
Health Care and Competition Law and Policy. My name is
Bill Berlin. I'm with the Department of Justice. Today,
we begin our sessions addressing health insurance-related
issues. We'll continue this week through Friday
afternoon and then pick up again, I guess, two weeks
after that on May 7 and May 8 with more sessions on this
topic.

Generally, this week -- today and tomorrow
morning -- we'll be dealing with issues involving the
market downstream from insurers to purchasers of health
insurance. At the end of this week we'll be dealing with
the monopsony market, the purchase of provider services
by plans, and on May 7 and 8, we'll have some sessions on
MFNg, PHOs and countervailing market power, and all
that's in the agenda that's been on our website and I
think there are some handouts out on the table.

This session, as well as all the other ones,
the morning sessions will start at 9:15 and run until
approximately 12:15 and we'll be starting up at 2:00 in
the afternoon, including today, and that will run until

about 5:00.
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4

And I'd also like to note, as we've been doing,
that interested parties may submit written comments in
response to this or any of the other topics and the
procedures and deadlines for doing so are on both
agencies' web sites.

At the outset, I'd like to thank our colleagues
at the FTC for letting us use this extremely nice and new
conference facility. Originally, we planned to have or
hoped to have these sessions in the Great Hall at Main
Justice, but due to, not surprisingly, recent security
issues, we just couldn't do that. And I'd also like to
thank our panelists for being with us here this morning
and all the future panelists in these sessions.

Let me just briefly describe this morning's
format and then we can get started. Before I do that,
though, I'd like to first introduce my co-moderator,
Sarah Mathias, from the FTC. She's not only my co-
moderator here today, but she's also been a key part of
the joint team from both agencies that have been putting
these hearings on, as most of you know.

We'll begin today with a framing presentation
by Paul Ginsburg. Paul is the President of the Center
for Studying Health System Change. I think this is an
appropriate place to note that, as most of you probably

have in your laps already, we have full biographies of
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all our panelists out on the table. So, I won't belabor
their impressive backgrounds here today.

Dr. Ginsburg will provide us with an overview
of changing market trends and his conclusions based on
the Center's ongoing research on competition in health
insurance, and this should provide a backdrop for all of
our sessions going forward, not just today's or this
morning's session.

Then Sarah and I will probably have a few
questions for him to hopefully turn the focus a bit to
today's topic, which is defining product and geographic
markets for health insurance. Then we'll turn to
presentations by each of our panelists, exploring the
relevant economic and legal principles for defining the
relevant markets in a health insurance setting.

Once everybody has given their presentation,
we'll take approximately a 10-minute break, as we've been
doing, and then we'll come back for a moderated
roundtable discussion. Sarah and I will pose guestions
to the panelists, but the panelists are also free to ask
qguestions of each other. A practice that we have also
been following that seems to be working is that if any of
you have a question, turn your tent or your placard
sideways and we'll try to take note and give you the

opportunity to comment on any of the issues that are
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raised. And, again, as I said, we will end around 12:15
this morning.

Before we start with Dr. Ginsburg's
presentation, let me just briefly introduce the other
panelists and we'll ask them to speak in the order that
they're sitting at the table.

First we have Henry Desmarais, who's the Senior
Vice President of Policy and Information at the Health
Insurance Association of America. Dave Monk is an
Economist and Vice President with NERA, the National
Economic Research Associates, and one of his areas of
focus is antitrust.

Professor Roger Feldman is a Professor of
Health Insurance and Economics at the University of
Minnesota. And Art Lerner, is a partner with the law
firm of Crowell and Moring, practicing in the health law
field.

And I'd also like to note, as you see on the
agenda, that Barry Harris was going to be here with us
today; unfortunately, couldn't be here due to a last-
minute and unforeseen issue. But Sarah and I talked to
him on the telephone in our preconference calls and heard
him out on some of his views and we plan to try to
introduce and inject some of that into the roundtable

discussion.
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So, without me jawing on any further, Dr.
Ginsburg.

DR. GINSBURG: Thanks, Bill. I'm really
pleased to have the opportunity to share our findings
with the Department of Justice and the FTC as they look
at competition in the health field.

I'm going to make three points today. One is
that we perceive some increase in insurance concentration
due to the withdrawal of weak competitors in some
markets. We also perceive that hospital market power has
grown more than insurer market power, in a sense this
leverage has changed in the past few years. And then the
final point is that the key to performance by health
insurers is really the direction that they get from
employers, and I think the problems we have now often
stems from the type of directions or absence of it that
insurers are getting from employers, their customers.

Briefly, this is my organization. We're a
research organization focusing on providing objective
information to policy makers and we're funded by the
Robert Wood Johnson Foundation. And what makes us
different from other Washington research organizations, I
believe, is our emphasis on health care markets, and
there's our web site.

Much or all of what I'm going to talk about
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today is from our community tracking studies site visit
projects, which is now just about to complete the field
work for its fourth round. We do this every two years to
look at market changes and we visit 12 randomly selected
sites every two years. They're all urban areas with
population 200,000 and above, and I'm sorry this is
getting a little old when I say our recent visits, 2000,
2001. We have done 11 visits in 2002 and 2003. And we
tend to conduct a lot of interviews at each site. We
send a large team and we cover a broad cross section of
the leaders of local health care systems and we
triangulate the results, meaning we don't take anyone's
word for it. If Hospital A says something, we'll want to
compare it with what Hospital B and Insurance Company A
or B says about that particular development before we
have confidence in it.

Here are some thoughts of mine about the
framework to think about for analyzing insurer
performance. Insurers have responsibilities that are
beyond the classic insurance function of managing risk or
in health care, paying claims as well as managing risks.
They have to negotiate prices with the providers of
service. They have mechanisms to constrain utilization
of services, given the fact of the moral hazard and

health insurance. People who buy health insurance -- at
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least the people who are paying for it -- usually want
insurers to do things to constrain the utilization of
services to get closer to what they wvalue.

Also, today, insurers do disease and case
managements and perhaps in the world of tomorrow, they'll
be providing a lot of information for enrollees about
both prices and quality of care or even the effectiveness
of alternative medical procedures.

In a sense, health insurers are really one of
two intermediaries between consumers and providers. The
other intermediary is really the employer. And the
employer plays this role imperfectly, often, as an agent
in a sense, because employers can obtain health insurance
coverage for their workers at far more favorable terms
than the workers could get it as individuals. So, in a
sense, the employers, at least in the perspective the
economists have, are really spending the employees' money
in order to produce something that's worth more to them
than if they just paid them more in wages.

And we've seen, over the past, say, 10 or 15
years, some very sharp swings in the signals from
employers to health plans that in the early 1990s, the
signal from employers to health plans was we just have --
you have to save us money. Managed care looks promising,

do that. And employers weren't worried at that time
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10
about if workers didn't like it, but then when health
care costs slowed, the economy boomed, labor markets got
tight, the signal was different and the signal was, don't
do the things the employees don't like. And this has
produced profound changes, not only in what health
insurers do, but in how the entire delivery system has
adjusted.

When we look at the 12 markets that we studied,
we perceived three categories that we can sort most of
the markets into, and I think this might be instructive.
I call them Type 1. There are four markets in our sites
that we'd call Blue Cross/Blue Shield dominant markets,
and I list the markets. All of the smaller markets have
this. And when I say dominate, I'm talking about, say,
roughly two-thirds of the commercial markets. And this
large market share has been long-standing. I'm sure it
goes back decades that these are Blue Cross areas.

In recent years in some of these markets, we
have seen unsuccessful entry by national firms. What I
mean is that national firms entered these markets, often
in the mid-'90s or a little bit later when insurers were
being very aggressive in entering new markets, and in
many cases, those national firms did not succeed, did not
get the share needed to be successful in the market, and

in recent years, they've been leaving some of those
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11
markets. We also perceive in these areas informal public
utility pressures on plans. Plans are seen as very
important parts of the community and they have
responsibilities.

So, in Syracuse, the Blue Cross/Blue Shields of
Central New York, there's a major hospital in Syracuse,
New York that's been bankrupt for about two years, and it
seems, we have the sense from our last visit, that in a
sense that Blue Cross/Blue Shield is not bargaining as
hard as it could with that hospital because the community
would like to see that hospital continue and eventually
emerge from bankruptcy.

Actually, in Lansing, Michigan, and through
Michigan, Michigan Blue Cross/Blue Shield has actually
explicit regulatory responsibilities. 1It's actually a
real public utility. But in a recent dispute with a
major hospital in Lansing, the business community in
Lansing, both the automobile manufacturers and the United
Auto Workers, pushed Blue Cross hard saying, we don't
want you to give in, we're going to back you up.

And we also have similar examples in Little
Rock where Arkansas Blue Cross/Blue Shield thinks in
terms of community issues, perhaps doesn't use its clout
as much as it could if it were, say, maximizing profits.

It will do things that it perceives the community would
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12
like it to do.

Another type of market is when the market is
concentrated into three or four major plans. Examples
are Orange County, California, Boston, Seattle, and
actually, in each of those three markets, and I don't
know whether it's critical to this model, there is a
long-standing local plan. Kaiser Permanente in Orange
County, Harvard Pilgrim Health Care in Boston and Group
Health Cooperative in Seattle. And, actually, in two of
those markets, probably contributes to this. There are
separate Blue Cross and Blue Shield plans which compete
with each other gquite vigorously. Again, the
concentration is long-standing.

A third type of market that we encounter is
what we call the more fragmented markets, Phoenix, Miami,
Northern New Jersey. These markets are characterized by
rapid population growth, national employers and the
absence of strong local plans. In these markets, there
has been some increased concentration from mergers, and
national plans are important players in these markets.

So, this might be a context for thinking
through the different structures that can be encountered
in different areas.

Well, first, let me talk about what's been

happening with the plans relationships with hospitals.
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13
Well, in some of the Type 1 markets, these smaller Blue
Cross/Blue Shield dominated markets, we've seen quite a
number of exclusive contracts between the Blue Cross/Blue
Shield plan and often the dominant hospital and sometimes
exclusive contracts between the lesser plans and the
lesser hospitals as well. These contracts seem to be in
decline now.

I can imagine they were very valuable when the
model of managed care was narrow provider networks and
recently was looking at Little Rock where Arkansas Blue
Cross/Blue Shield has long had an exclusive arrangements
with the dominant, I think it's the Baptist Hospital in
Little Rock and this actually seemed to have been a
business strategy because you see it all over the state
with exclusive arrangements in Arkansas. And given that
this was the best hospital to be able to keep your
competitors from offering that hospital in your network,
I could see, was very valuable. But with the change in
the shape of managed care, the emphasis on broad networks
-- I think these exclusive contracts are on the way out.

We've seen many situations, in my terms, and
I'm not an expert in this area, called bilateral monopoly
and they call it that way because you have -- you know,
the insurer needs all two or three hospitals in their

network and the hospital needs all insurers. Often, the
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attitude of employers has been critical in the outcome of
these negotiations and these bilateral situations.

And T recall probably about three, four years
ago how when, in Boston, there was a dispute between
Partners Health Care and TUFTS Health Plan. I think
lawyers basically beat on TUFTS and said, you better keep
partners in your network or we'll drop you. Certainly,
that had something to say as far as the outcome of those
negotiations.

We've seen cases where employers now are -- see
the effects on their future premiums and are, in a sense,
encouraging the plans to push back to the hospitals, and
that's the basis of my point that employers matter in the
bilateral monopoly relationship as to who's going to
blink.

Also, some of the fragmented insurance markets
do face concentrated hospital markets and it's likely
that insurers are paying more as a result of that type of
structure.

What are the factors important to plan hospital
negotiation? Well, certainly concentration and that's a
real issue with the FTC and Department of Justice. I
would say some other factors which may not be as readily
apparent is the demand for broad networks, that when

employers or consumers insist on networks that all the
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prominent hospitals are in, obviously, that gives those
prominent hospitals more power in negotiating with
insurers.

One thing that I hadn't thought about until
having done some interviews is that excess capacity is
very important and that's a big change from, say, the
mid-1990s when utilization was very much constrained from
managed care and there was ample excess capacity in
hospitals. There's a situation today where capacity is
much tighter. Part of that tightness is that some
facilities have been closed, facilities that seemed not
to be needed and perhaps were obsolete and, also,
utilization has been growing very rapidly in the last two
or three years, and this really makes a difference in
planned hospital negotiation as to whether the hospital
is worried about having a lot of empty beds if it can't
contract with a particular plant.

And I think this is what I mentioned before,
that there are community pressures on dominant health
plans and, actually one I didn't mention before, which I
should mention, is that in many communities, that are
pressures on the dominant health plans to discourage non-
hospital specialty facilities, such as a heart hospital
owned by MedCath. For example, in Little Rock, Arkansas

Blue Cross/Blue Shield will not reimburse care performed
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16
in the Arkansas Heart Hospital.

In Lansing, Michigan, this goes back a few
years, there were some physician-owned ambulatory
surgical centers that were opened. Under pressure from
the employers and the union customers of Michigan Blue
Cross/Blue Shield, they would not pay for care in the
ambulatory surgery centers.

Sometimes the pressure actually comes from a
dominant hospital which, in a sense, will press the plan
not to pay for care in their competition, and sometimes
it comes from the purchasers, the people paying the
bills. But that's been a very significant issue with
dominant health plans in some sites.

There have been important developments on the
product side in recent years. Certainly, the trend now
is to have products with more patient cost sharing and I
would say that plans -- one of their competitive
challenges today is to innovate in benefit designs.
Certainly, consumer directed plans is one of the new
areas for innovation that many plans have pursued. I
used to never know what consumer-driven things were, but
now I know. Consumer-directed health plan, I believe,
has a personal savings account and a substantial
deductible. I think the field is finally settled on

that.
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Other new benefit designs, tiered hospital
networks, one of the responses to loss of leverage with
health plans and, perhaps, a desire to direct enrollees
to more efficient facilities is within the network to
establish separate tiers and, in a sense, provide
financial incentives to direct enrollees to those
hospitals that are either less expensive or, perhaps,
perceived to be more efficient, better quality, et
cetera.

I would envision that we're going to see a lot
of sophistication in cost sharing. 1It's not just going
to be, you know, 20 percent co-insurance or this
deductible. I could see insurers differentiating co-
insurance by the service it's applied to, and sometimes
even having positive incentives. For example, free
diabetic supplies for those diabetes patients who enroll
and participate in the diabetes disease management
program that the plan is offering.

Another trend that we're seeing is a lot of
customization of products. Insurers have always
customized for large employers and they're customizing
for smaller and smaller employers. Not complete
customization, but often, a lot of different varieties of
things that say a smaller employer can choose.

A lot of emphasis on customer service and maybe
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this is an aspect of you don't want the insurer to
interfere with too much care, but you want your employees
to get really good service.

Disease management and case management, these
are new areas and some companies are pursuing it in a
more sophisticated way. Interestingly, this is a risk of
entry that insurers face, because employers don't have to
hire their insurer to do disease management. They can
hire a disease management vendor. They can, in a sense,
pay separately for those services and when the employer
is self-insured, you know, they can benefit directly from
it.

You know, I think the whole pharmacy benefits
management industry could be seen as, in a sense, entry
into the insurance. There was a function that insurers
could have done, but, in a sense, they either willingly
or unwillingly lost it to specialized pharmacy benefits
management firms. So, there are, and I think always have
been -- mental health services has been another service -
- management service which can be carved out. A lot of
mental health is managed not by the primary insurer, but
by a specialized behavioral mental health service
management provider.

Some comments on recent merger activity in the

health insurance industry. Most of it that we've
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perceived has been cross-market mergers and it's been
intertwined with conversions of Blue Cross/Blue Shield
plans to for-profit status. The stated reasons for these
mergers are to get better access to capital and to
achieve scale economies which presumably could come from
the use of information technology and marketing and the

same promotional programs and in-care management and how

to do it.

I think there are some additional factors that
often aren't mentioned. One is, in a sense, expand the
reach of strong managers. I would imagine that some,

say, Blue Cross/Blue Shield plans are ran a lot better
than others. And I've actually seen some of the mergers
in the past as really being a well-run Blue Cross/Blue
Shield plan taking over a not-so-well-run one, and then
seeing -- like in the corporate sector -- an opportunity
to run it better and gain from that. And, certainly,
with our local issue about CareFirst/Blue Cross/Blue
Shield, there's always this issue of, is it really being
done for the executives to either enrich the departing
ones or enrich the ones coming in.

What are the implications for competition from
these cross-market mergers of Blue Cross/Blue Shield?
Well, I think one thing is that to the degree that the

acquired plan becomes a stronger competitor, that
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certainly could increase competition in the markets. On
the other hand, it may be a situation where you have a
Blue Cross/Blue Shield plan that, you know, fairly has
some real advantages and somewhat dominant. If you run
them better, they can be even more dominant and that
could reduce competition and lead to higher
concentration.

Premium trends is, I guess, one of the reasons
we focus on health insurance. And, you know, some of the
factors behind the very rapid increase in premiums,
certainly part of this is the insurance underwriting
cycle leading to wider margins at the moment.

You know, my best read on where we are, I guess
there are two ways to see where you are in the
underwriting cycle. You can either look at Wall Street
reports to see whether margins are going up or down from
insurers or the other thing is you can look at what's
happening in exit and entry from markets. And during the
stage of the underwriting cycle when premium trends are
exceeding cost trends, you expect to see exits from
markets rather than entry, and from our on-the-ground
sense at 12 sites, we are still seeing some exits, we're
not seeing any entry. So, by that indicator, the
underwriting cycle hasn't turned yet and, perhaps, isn't

about to turn that quickly.
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Of course, probably the major factor behind the
rising premium trends has been rising utilization in
response, I believe, to the loosening of managed care.
Reduced authorization requirements, a very sharp decline
in the use of capitation to pay providers. So, there's
been a return to fee-for-service. And, actually, as
capitation has declined, it's probably also declined in a
way that's raised prices because some of the capitation
contracts that the providers hated, they hated them
because they agreed to a price that was effectively lower
than they thought. And so, part of the withdrawal from
capitation is a way to get the prices back up to where
they think they can get them and not be -- have this
distortion from, perhaps, their overly optimistic
expectations of what they could do to control utilization
that they're responsible to.

Easier access to specialists, you know, a major
change, throwing out the gatekeeper model. These are
some of the factors behind utilization rising.

Certainly, it's always important to mention the
most important driver of costs, both long-term and short-
term, is always new technology. Something that's wvery
difficult to get a handle on quantitatively. The
research on the role that technology plays in rising

costs really just looks at a residual and calculates it
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in a residual. I just don't know if there's a way to
assess the impact of technology on costs other than doing
it as a residual, other than going, you know, condition
by condition, service by service. There doesn't seem to
be a way to do it in the aggregate.

Rising prices to providers has been not that
important share, but it is increasing and some of that
comes from the factors I mentioned before about hospitals
and, in some cases, specialty physicians having more
leverage vis-a-vis health plans. But other factors that
are important are shortages of nurses and other labor,
such as radiology technicians, pharmacists.

Now, when you look at BLS data, starting in
2001 you started seeing very steep wage increases for
hospital employees in the aggregate and presumably even
steeper for some of those groups.

Another thing that's more controversial among
economists -- and I don't know how Roger feels about this
-- but cost-shifting from Medicare and Medicaid. Many
people believe that when Medicare and Medicaid squeeze
their payment rates that, in fact, there has been some
ability to raise prices to private insurers that
hospitals had not pursued before, but in response to
lower Medicare or Medicaid payment rates, they will.

I think the outlook for Medicare is, you know,
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relatively stable, perhaps slightly declining prices in
relation to cost. But, certainly, there are prospects to
sharp declines in Medicaid payment rates because of
states' financial difficultly.

What can turn the trend towards rapidly rising
premiums? Well, for one thing, a turn, the underwriting
cycle, will happen at some point and that will make some
difference. But I think the key thing is when employers
take an increased interest in cost containment and pursue
it more vigorously than they have in recent years.

Here are some policy implications. When the
performance of insurers involves more than margins, that
we want insurers to have more than margins that do not
represent excessive monopoly power, we want insurers to
innovate and to take steps and cut costs and also -- but
part of this, I think, is the nature of the signals that
they get and will get from employers.

Provider market power has grown rapidly in
recent years. Sometimes it's been caused by mergers;
often caused by employer insistence on broad networks.
And insurer market power, in its monopsony market, can be
a counterweight that's positive in some cases. And some
markets appear to have only limited prospects for
effective competition.

You know, think of markets that have dominant
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Blue Cross/Blue Shield plans. It's probably very hard to
envision really effective insurance competition in
markets that have dominant hospitals. I think there are,
as I mentioned, informal pressures, at least in the
smaller communities often at work to, in a sense, move
these situations toward the outcome of a more competitive
direction, but it really is wise to start talking about
in these markets where the prospects for competition
aren't that great, what else can be done really to
protect consumers against paying prices that are too high
and not having the innovation and cost-cutting that we
associate with competition.

Thank you.

MR. BERLIN: I have, I guess, what is a
multiple compound question. If you'd rather stand or
sit, I'll throw it out there.

DR. GINSBURG: I believe I can see you from
here.

MR. BERLIN: Okay. My understanding from the
calls that we've had to the panelists setting up these
topics and reading some of the presentations is that
there are three dimensions, at least, to the market
definition issue. One is, is there a separate market in
the distinction between HMOs, PPOs, POSs, et cetera?

That's one. Two, the sort of self-funded versus fully
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funded dichotomy, and third, the scope of the geographic
market.

And I'm wondering, based on your observations
regarding the managed care backlash, the proliferation of

the trend to broader networks, product innovation and

customization, do you see the lines -- you know,
addressing the first one first -- the lines between HMOs,
PPOs, et cetera, blurring in the last -- choose your time
frame -- the last several years? And then the same

question sort of on the self-insured/fully insured.

DR. GINSBURG: Sure. Well, you know, I think
from a customer perspective, the line is somewhat
blurred, or at least will be soon once we get past the
era that HMO is a dirty word, which, you know, is still
in a lot of media type discussion. But because the HMOs
have broadened their networks and, of course, they have
the POS version where you can get some coverage. One
distinction between HMOs and PPOs is the HMOs used to do
a lot more as far as managing care. Since they're doing
less, that makes them similar. So, yeah, I would say
they're probably pretty close substitutes now and I would
certainly think as both of them as part of a market.

Do you want me to get into the second and third
part?

MR. BERLIN: Actually, yeah, the second part as
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well.

DR. GINSBURG: Sure. Now, the second part, you
were saying for self-insured?

MR. BERLIN: Well, do you see, again, the line
between employers that are self-insured versus those that
are fully insured as blurring perhaps for certain size
employers or any other criteria?

DR. GINSBURG: Well, vyeah. I've, you know, for
a long time always felt that the distinction between
fully insured and self-insured was not very important for
many things. You know, in a sense, there's been this
very long-term trend of increasingly small firms moving
to self-insured status and a re-insurance industry having
developed to assist those small firms -- smaller firms in
becoming self-insured. And I think actually by self-
insured coverage being an option to more and more
employers, this actually broadens the range of
competitors in the insurance markets because now you have
the TPAs with the PPO rentals as perhaps a more effective
competitor to health insurance companies because there's
more of the market that they can potentially compete for.

MR. BERLIN: Okay. Sarah?

MS. MATHIAS: One of the questions that I have
is -- and it's more of are you beginning to see this --

is we keep hearing there's going to be an entry into the
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insurance market from the Internet, the Internet sales of
insurance. Have you begun seeing that in any of the
cities that you have been looking at and how do you
foresee that affecting the competition between the
insurance companies and reaching the consumers and the
employers who are self-funded?

DR. GINSBURG: Yeah. Well, actually, I haven't
seen that in particular, but I would think that this
would be like consumer-directed plans that -- you know, a
few years ago when Definity Health became very visible,
you know, some people asked about what -- you know, is
this a threat to the insurance industry. And I said,
absolutely not because it would be so easy for an
insurance company to do what Definity is doing and, in
fact, that's what's happened. I think it was a year or
two ago, Aetna introduced a product and Humana introduced
a product.

And I would think the same would go for
Internet sales of insurance. To me, the real advantage
in today's market of an existing insurer is having a
provider network, you know, having the administrative
capability of processing claims and, you know, to me, the
Internet is really more of a threat to brokers than to
insurers that, in a sense, it could displace the brokers

or the brokers may actually just use the Internet as
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their tool.

So, I think it's definitely going to have the
very positive effect of reducing selling costs, but I
don't see this likely to have an effect on competition in
health insurance because I just don't see it threatening
the major insurers.

MR. BERLIN: You, in your description of your
three types of insurance markets that you've used to
categorize the 12 total that you've looked at, in your
Type 1, the Blue Cross/Blue Shield dominant markets, as
you characterized it, you noted unsuccessful entry by
national firms, and I'm wondering to what extent you've
seen that phenomenon in your Type 2 or Type 3 markets?

DR. GINSBURG: Certainly, some of it. But they
-- say in a market like Miami, which I'm not sure that
I'd put in the thing because we have a couple of markets
that weren't clearly in one type or another. Certainly,
a market like Miami has had successful national entry,
United Healthcare, and it's had unsuccessful entry of
firms that left. So, yeah, I would say there has really
been a mix.

I would say, in recent years, though, that the
only -- the successful entry of national plans into
markets has come from purchasing hospital-owned health

plans, and now that the hospital-owned health plans are
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mostly gone, I would not be surprised if we wouldn't --
certainly, in the short term, I wouldn't expect to see
much national plan entry. But then I have to remind
myself of what stage of the underwriting cycle we're in.

But I think that that actually -- the most
successful -- I mean, I think early on in my work we
would see entry by acquiring a smaller local health plan.
But I think the most successful ones have been acquiring
some of these large hospital-owned plans. It's really
striking that even though, you know, most people thought,
and I think correctly, that this doesn't make sense,
hospitals going into the health plan business, and they
will lose money and certainly many hospitals did lose
money. But there were some that actually were, you know,
successful enough. They weren't ragingly successful.
And that once it became clear -- often, it's not that it
became clear they shouldn't be in the business, but that
they needed the money for something else mayb