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Top Nine 
Health Industry 
Issues in 2009:
Outside forces will disrupt the industry

PricewaterhouseCoopers’ Health Research Institute 

External forces will buffet the health industry in 2009, forcing organizations to react and 
prepare for new fi nancial realities, regulations, and technology. Chief among those forces 
will be the effects of the economic crisis, a new president and Congress, and fi nancial and 
technology companies hoping to extend their reach into health. 

Heart of the matter

As the economic crisis persists, the health industry will seek ways to deliver value in spite 
of market conditions.  In addition to the economic crisis, the industry will see continued 
investment from some unusual players.  In 2008, industry trade journal Modern Healthcare 
recognized three industry outsiders at the top of 100 Most Powerful People in Healthcare: 
Steve Case, co-founder of America Online; Eric Schmidt, chairman and chief executive
offi cer of Google; and Bill Gates, co-founder of the Gates Foundation and board chairman 
of Microsoft Corp.

As these examples show, new entrants are moving into the health industry and disrupting the 
old ways. Health leaders in 2009 must navigate these changes while hedging against risk and 
preparing for disruption. 
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1  The economic downturn requires a 
back to basics approach for health 
organizations

Although the health industry historically has been less 

vulnerable to economic downturns than other industries,1 

the effects of a fi nancial and credit crisis that began in the 

fall of 2008 will reverberate throughout 2009.  According to 

media reports in late 2008, about one-third of consumers 

have either delayed care or skipped a recommended 

test or treatment during the past year, and hospitals 

reported some services have dipped slightly.2 Hospitals 

have reported that elective surgeries, diagnostic tests 

and outpatient procedures have decreased by 1% to 2%, 

versus a 2% to 4% historical growth.3 In the fi rst eight 

months of 2008, the number of dispensed pharmaceuticals 

dropped for the fi rst time in over a decade, and demand for 

fi nancial assistance with prescription drugs is increasing.4 

The disrupted economy is expected to affect the industry in 

a multitude of ways: Hospitals will experience an increase 

in bad debt. Investment portfolios were affected for 

most insurers, providers and pharma companies.  Payer 

mix is shifting away from relatively lucrative commercial 

insurers and toward Medicare, Medicaid, and self-pay. 

Charitable donations and investment income are down, 

and improvement projects involving capital outlays for IT, 

facilities and equipment have been put on hold.  Biotech 

companies have seen their valuations drop, which could 

affect their access to raise additional capital.

Health organizations may need to fi nd new sources 

of capital, and to get that capital, they’ll have to 

demonstrate that they’re improving their core businesses 

and improving effi ciencies. On the plus side, labor 

shortages could ease as more workers look to healthcare 

as one of the most resilient employers around.

Implications:

Higher emphasis on delivering value and service.  

Medicaid programs may become more stingy as state  
economies are pinched by unemployment and lower 

tax revenues.

Financial distress can be an ideal climate for innovation  

as organizations learn to do more with less.

2  Underinsured surpassing uninsured as 
providers’ headache 

The uninsured draw most of the attention from policy 

makers and the public, but the number of underinsured 

is growing even faster. The underinsured have some, but 

not enough, health insurance coverage.  When they show 

up in hospitals, emergency rooms, and doctor’s offi ces, 

they often can’t or won’t pay the high deductibles and 

co-pays for the services they need. In addition, as the 

number of uninsured and underinsured individuals grows, 

we can expect more cost shifting to commercial plans 

and patients delaying and forgoing care. The number of 

uninsured individuals in the United States increased from 

45 million to 45.7 million5 between 2003 and 2007, an 

increase of 1.6%. However, an estimated 25 million adults 

qualify as underinsured, an increase of 60% since 2003, 

according to the Commonwealth Fund.6 

The chart below illustrates the growth in uninsured and 

underinsured patients, which is one factor in the rise in 

uncompensated hospital care costs.

Exhibit 1: Uninsured and Underinsured Patients and 

Uncompensated Care Costs
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To mitigate the growth of bad debt,  hospitals have begun 

to prequalify patients, using credit scores and other 

databases to determine whether they can pay, and how 

much. Use of consumer credit rating companies allows 

hospital business offi ces to sort out patients who can 

pay and those who may qualify for charity care. Hospital 

business offi ces are trying to improve up-front collection 

practices by using estimation tools. However, many aren’t 

able to provide accurate estimates.
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In some markets, hospitals are employing credit card-like 

swipe machines that verify eligibility, estimate insurance 

coverage, and access balance information for health 

savings account balances and health reimbursement 

arrangements. Other hospitals are using credit cards and 

extending their own lines of credit. 

Implications: 

With growing unemployment during the fi nancial crisis  
self-pay is becoming a major part of providers’ revenue 

cycle processes.

Business operations will need to leverage technology  
and processes from the retail, banking and credit 

industries to manage self-pay patients and the 

underinsured.

Not-for-profi t hospitals must tread carefully, as they  
don’t want to be seen as further complicating the credit 

for uninsured and low-income patients.

3  Big Pharma turns to M&A to build the 
drug pipeline

Pharmaceutical companies face pressure on three fronts. 

First, very few new drugs are coming to market. Second, 

existing drugs are going off patent to generic. Third, sales 

and marketing channels are starting to be regulated more 

heavily by government.  The result is a steady decrease 

in revenue. Generics substitution is expected to reduce 

revenue between 2% and 40% over the next fi ve to six 

years.10 The following table shows expected revenue 

erosion between 2008 and 2015 for some of the top 

companies in the industry.

With revenue from existing pharmaceuticals slowing down 

and the decrease of approved new drugs in the pipeline, 

pharmaceutical companies are focusing on acquisitions 

of smaller biotech fi rms to reenergize the drug pipeline. 

As the fi nancial markets continue to hit turbulence, 

cash-rich pharmaceutical companies may be able to 

fi nd bargains in the mergers and acquisition market. 

Even with the weakening credit market, the life sciences 

industry sector had a 10% increase in venture capital 

during the third quarter of 2008 as $2.2 billion was 

invested in 207 deals.12 

Implications:

Use of generics will accelerate, and pharmaceutical  
companies will have to respond by increasing 

effi ciencies in their workforce and production.

Pharmaceutical companies that can bring technological  
innovation in the R&D process will realize competitive 

advantage.

Pharmaceutical companies will seek out ways to  
increase revenues by merging with smaller life science 

companies. 

4  From vaccines to regulation, 
prevention is on the rise 

Prevention gets a boost from drug makers and regulators 

in 2009. While drug makers will see more of their 

prescription drugs go off patent, vaccines will be a 

bright spot for their sales. In the US, vaccines such as 

Prevnar and Gardasil are strong revenue drivers. Globally, 

vaccines continue to benefi t from non-governmental 

organizations that have placed new emphasis on 

immunizations, such as the Gates Foundation and Soros 

Foundation. For example, the Gates Foundation donated 

$75 million in 2008 to the Global Alliance for Vaccines and 

Immunizations (GAVI).13 In addition, vaccine makers are 

working more closely with regulators earlier in the process 

to ensure there is greater alignment of the value received 

in return for the cost of developing the vaccinations. 

10,000

20,000

30,000

40,000

50,000

60,000

P
fiz

er
 ($

14
.5

B
)

A
st

ra
Z

en
ec

a
($

12
.6

B
)

S
an

of
i-

A
ve

nt
is

($
7.

0B
)

M
er

ck
 &

 C
o

($
5.

3B
)

B
ris

to
l-

M
ye

rs
S

qu
ib

b 
($

5.
1B

)

E
li 

Li
lly

 ($
5.

0B
)

G
la

xo
S

m
ith

K
lin

e
($

2.
6B

)

W
ye

th
 ($

1.
8B

)

S
ch

er
in

g-
P

lo
ug

h
($

.4
B

)

N
ov

ar
tis

(+
$5

.2
B

)

Company (revenue erosion)

R
ev

en
ue

 (i
n 

U
S

$ 
m

ill
io

ns
)

2008

2015

Exhibit 2: The impact of generic erosion on Big Pharma’s revenue

Source: Bernstein Research 200811 

Note: These fi gures show each company’s “base revenues” from products that are already on the market.  They exclude any future pipeline contributions.
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On the regulatory side, more state and local governments 

are regulating health-related behaviors, such as smoking 

in public areas and serving trans-fats in foods. For 

example, California recently followed the lead of New York 

City by banning the use of trans-fats in restaurants. The 

state also is considering requiring fast-food restaurants to 

post nutritional information, limiting the locations where 

cigarettes may be sold, and charging fees for sugary 

sodas. Massachusetts also has proposed legislation on 

trans-fats. As shown in Exhibit 3, 35 states ban smoking 

in public places, four have laws banning trans-fats and 21 

states have proposed laws banning trans-fats.

Exhibit 3: States that have enacted laws that limit smoking 

in public places and laws surrounding the use of trans-fats 

in restaurants 

Smoking and trans-fat laws enacted 

Smoking ban only, no trans-fat laws

Trans-fat laws proposed

No trans-fat or smoking laws 

Source: The National Conference of State Legislatures,14 the Kaiser Family 

Foundation15 and PricewaterhouseCoopers’ Health Research Institute.

Implications:

Pharmaceutical and biotechnology companies that  
can focus research and development on preventive 

vaccines and immunization will be able to capitalize on 

these public health trends.

Increasing regulations on healthy lifestyles could benefi t  
employer and insurer efforts to reduce medical costs 

through consumer behavior.

Pressure to spend more government funding on  
prevention could reduce availability of dollars on 

treating disease.

5  Genetic testing reaching price point for 
the masses 

The direct-to-consumer (DTC) market for genetic testing 

will expand as the cost continues to drop. Companies 

such as 23andMe, which was started with funding from 

Google co-founder Sergey Brin, are giving consumers 

unprecedented access to information within their genetic 

code. Brin used the test to fi nd out he has a mutation 

in his genes that has been linked to familial Parkinson’s 

disease.16 DTC marketing of these tests bypasses 

traditional clinicians, raising questions about how the 

information affects diagnosis and treatment. 

Current DTC genetic testing services cost between $39917 

and $2,50018 but focus on single letter mutations in the 

DNA rather than a full genome mapping. This means that 

the companies perform a scan of the patient’s DNA to 

identify markers associated with specifi c diseases. 

Knome of Cambridge, Mass., is offering a full genome 

mapping for $350,000.19 The National Human Genome 

Research Institute has set $1,000 as the target price for 

genome sequencing, saying at that price point; genome 

sequencing will become a routine medical procedure.20 

However, even as prices drop the question remains 

whether consumers will use discretionary spending for 

these tests during an economic downturn.

In 2009, providers, payers and regulators must adhere to 

the Genetic Information Nondiscrimination Act passed 

in 2008. For example, insurers won’t be able to deny 

coverage or raise premiums to individuals based on their 

genetic predispositions to developing certain diseases.21 

With that reassurance, more states may consider allowing 

DTC genetic testing. Currently, 25 states permit DTC 

genetic testing without limitation. 

 Implications: 

Physicians will need to anticipate more patients  
ordering genetic tests and needing guidance regarding 

the results and potential preventive health strategies. 

Research will focus on how genetics can affect  
pharmaceuticals and enable personalized medicine.

Regulations regarding genetics at a state and federal  
level will continue to develop. 

6  Technology is a powerful health extender 

Technology will empower patients in new ways during 

2009. Patients have more access to health information 

than ever through laptops, handheld computers, and 

Internet-enabled cell phones. The increase of patient-

to-patient interactions over social networking platforms, 

often referred to as Health 2.0, is creating a signifi cant 

buzz among consumers and companies. Websites 

such as patientslikeme.com and americanwell.com are 

changing how healthcare is navigated and experienced 

by consumers. Patientslikeme.com is a networking 

website that allows patients to share information about 

and experiences with diseases with other individuals. 

Americanwell.com has the goal of providing access to 

healthcare services in the home through technology such 

as web communications and digital telephony. Biotech 

companies are looking toward harvesting the collective 

knowledge within such platforms to improve their product 

development, enhance innovation, and target their 

advertising. And in 2009, the Centers for Medicare and 

Medicaid Services (CMS) will add more patient consul-

tations to the list of reimbursable telehealth services.

CMS is also pushing technology for prescriptions. 

Starting in 2009, health care providers who used qualifi ed 

e-prescribing systems can earn incentive payments of 
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up to 2%.22 Private health plans are also encouraging the 

move to e-prescriptions. Blue Cross and Blue Shield of 

Massachusetts announced that it will offer doctors bonus 

payments for using e-prescription systems starting in 2011.23 

Electronic health records (EHR) and electronic medical 

records (EMR) are becoming more commonplace, thanks 

to large investments by key players. Microsoft Corp. offers 

HealthVault, and last year, Google launched Google Health. 

Both products allow users to manage their personal health 

records and other information online. Wal-Mart, the nation’s 

largest private employer, is offering employees access to 

personal health records in a partnership with Dossia. The 

company wants all of its US employees and their family 

members to have access to EHRs by the end of 2010.24

Implications: 

Technology companies increasingly will connect and  
intercede between patients and their health records, 

treatments, and clinicians.

Consumers will become more knowledgeable and  
involved in their healthcare as they begin to populate 

and manage EHRs.

CMS bonuses for e-prescribing will further e-health  
progress. 

7  Hospitals must perform to get paid

Medicare, Medicaid, and commercial insurance companies 

are placing additional focus on hospital performance, 

which could affect reimbursements received by healthcare 

providers in 2009. Currently, a hospital’s MS-DRG payment 

is adjusted for market factors through the wage index and 

case mix index. CMS has proposed adding a new index 

starting in October 2009: the total performance score. It’s 

part of Medicare’s move to value-based purchasing (VBP). 

If Congress approves, CMS would replace the current 

quality reporting system with one in which Medicare 

withholds between 2% and 5% of its reimbursements to 

hospitals. As an example, for a hospital that receives 

$150 million in Medicare payments, this could be between 

$3 million and $7.5 million that it would have to earn back 

through performance and progress on quality metrics.

To improve their scores, hospitals will need to focus on 

their performance and quality of facility care scores, 

which are published on the CMS Hospital Compare Web 

Page. These scores focus on areas including surgical 

care, heart attack care, pneumonia care, heart failure 

care and hospital consumer assessment of healthcare 

providers and systems. Points are awarded based on 

how a facility’s score compares with the scores of other 

hospitals. If the facility’s score is less than or equal to the 

average score in a specifi c metric, no points are awarded. 

Partial points are awarded for those not receiving full 

performance scores. If the facility’s score exceeds the 

average score, up to 10 points are awarded. Higher points 

translate to a higher total performance score.

Exhibit 5: Translating Performance Score Into Incentive Payment: 

Example
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This is a lot for hospitals to absorb, particularly on top of 

Medicare’s decision to no longer pay for “never events,” 

which started in October 2008. The “never events” list 

is expected to grow over the next several years. CMS 

announced that in 2009 it plans to include ventilator- 

associated pneumonia and deep vein thrombosis to 

the list.26 The goal is not so much to reduce Medicare 

spending as to reduce unnecessary deaths. With these 

programs underway, CMS is moving from a passive to an 

active purchaser of healthcare services.

Implications:

Healthcare providers will focus on how to improve their  
performance scores.

Seeking out process improvements and documenting  
care will become a priority for healthcare institutions 

that want to avoid “never events.”

Having an adequately staffed and well-trained clinical  
workforce will be more important than ever. 

8  Payers and employers move the needle 
on healthy living through incentives

Incentives to encourage responsible health behaviors 

and participation in wellness and disease management 

programs are gaining interest among employers. According 

to a recent PwC Health Research Institute survey, large 

employers are leading the trend, with more than 60% at 

least somewhat likely to offer incentives as a health strategy 

over the next 12 to 24 months. In addition, half of the small 

employers surveyed are at least somewhat likely to employ 

the strategy.

Wellness programs don’t work if employees don’t 

participate, and most of them don’t. Less than 15% of 

eligible individuals enroll in wellness programs, according 

to human resources directors surveyed by PwC. However, 

participation increases when incentives such as cash or 

gift cards or annual premium savings are used. Employers 

reported that workers are two to four times more likely 

to enroll in programs that help them improve their health 

status if they receive gift cards or other incentives. 
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Exhibit 7: Percent of employees who complete health-risk 

questionnaires by type of incentive offered
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Health plans are in a position to promote wellness and 

prevention by playing a more active role in plan design, 

tools, support, and community education. Health plans 

should advise employers on programs that have been 

effective at other organizations in terms of gaining 

participating members and showing positive outcomes. 

Preventive care has the potential to reduce healthcare 

costs overall. Therefore, in the best interests of both 

parties, preventive services should be included in 

coverage, should be promoted to members, and should be 

monitored for utilization. Wellness is the most highly valued 

non-core service offered by health plans. Health plans can 

start to distinguish themselves among their competitors if 

they are able to help integrate the most-relevant incentives 

for an employer population into benefi t specifi cations. 

Employers are looking for effective wellness programs and 

increasingly believe—and evidence shows—that incentives 

matter. There remains much opportunity for innovation on 

behalf of health plans in this area.

Implications:

Health plans will begin to play a more active role in plan  
design, tools, support, and community education.

Employers will look to health plans to help them  
increase participation in wellness programs. 

Employers will begin integrating incentives and benefi t  
designs under a single vendor.

9  I see the future in ICD-10

The federal government has fi nally put a proposal on 

the table to require healthcare payers and providers to 

convert to the International Classifi cation of Diseases–

version 10 (ICD-10) code sets. With 155,000 codes, 

ICD-10 offers substantially more detail than the 17,000 

codes of ICD-9. Providers and payers will have more 

information about the care process, not only what is 

delivered and paid, but also co-morbidity, disease 

management, prior treatment, post-discharge outcome, 

and inter- and intra-provider differences.

The transition from ICD-9 to ICD-10 will impact all major 

provider and payer processes.  In addition to clinical 

process changes, the entire healthcare system—from 

quality of care, to medical records, to incentive salary 

systems, to reimbursement—will have to adjust.  

Transaction and code set upgrades alone represent a huge 

undertaking; add to that the IT and administrative impact, 

customer and provider implications, vendor readiness and 

compatibility, system testing, process testing, and the need 

to modify or replace service contracts.

When the conversion process is complete, ICD-10 will 

increase the accuracy of reimbursement and quality 

management.  Overall reporting capabilities will also 

improve public health reporting and health services 

research.  However, the conversion will no doubt be 

daunting for the industry during already challenging 

times.  No one can afford the expense of deploying a 

compliance program that does not also deliver a strategic 

business value.

Implications:

Providers and health plans will soon begin the  
long-term process of implementing ICD-10, although 

some will put it off hoping for a regulatory delay.

Healthcare providers and payers can leverage the  
deployment of ICD-10 by fi nding ways to use the 

new, more granular, information to gain additional 

effi ciencies. 

The conversion will likely be costly and disruptive.  

Conclusion
During 2009, the health industry may prove to be a source of profi table growth during 
an economic malaise. As new players continue to enter the healthcare market and new 
technologies develop, the next frontier in healthcare could be hidden from view. In addition, 
heightened focus by regulators will need to be monitored carefully as reducing healthcare 
costs are viewed as a way to stimulate the economy. 



Advertising supplement to Modern Healthcare

Top Nine Health Industry Issues in 2009 7

Endnotes
Behind the Numbers: Medical cost trends for 2009, 1 
PricewaterhouseCoopers’ Health Research Institute, June 2008.

“Kaiser Health Tracking Poll: Election 2008,” The Kaiser Family Foundation, 2 
October 2008.

“Economic Downturn Leads U.S. Residents to Skip, Delay Medical Care,” 3 
The Kaiser Family Foundation, October 23, 2008.  

Saul, Stephanie, “In Sour Economy, Some Scale Back on Medications,” The 4 
New York Times, October 22, 2008, http://www.nytimes.com/2008/10/22/
business/22drug.html?partner=rssnyt&emc=rss.  

“Income, Poverty, and Health Insurance Coverage in the United States,” U.S. 5 
Census Bureau, August 2008 and August 2004.   

“How Many are Underinsured? Tends among U.S. Adults, 2003 and 2007,” 6 
The Commonwealth Fund, June 10, 2008.  

“Income, Poverty and Health Insurance Coverage in the United States,” US 7 
Census Bureau August 2003 through August 2008.

“How Many are Underinsured? Tends among U.S. Adults, 2003 and 2007,” 8 
The Commonwealth Fund, June 10, 2008.  

“American Hospital Association Uncompensated Hospital Care Cost Fact 9 
Sheet,” American Hospital Associations, October 2007.

“Global Pharmaceuticals: Extending Models To 2015 - A Long Term View of 10 
the Generic Cliff,” Bernstein Research, March 20, 2008.   

Ibid  11 

National Venture Capital Association Money Tree Report, Q3 2008, U.S. 12 
Results, October 18, 2008, p.2, available at www.pwcmoneytree.com.

“Cash Received at Q1 2008,” The GAVI Alliance, http://www.gavialliance.org/13 
resources/Cash_recieved_at_at_Q1_2008.pdf.

“Trans-Fat and Menu Labeling Legislation,” National Conference of State 14 
Legislatures, http://www.ncsl.org/programs/health/transfatmenulabelingbills.
htm.  

“Public Place Smoking Bans in States, 2008,” The Kaiser Family Foundation, 15 
http://www.statehealthfacts.org/comparemaptable.jsp?ind=86&cat=2&sub=
24&yr=63&typ=5 

Helft, Miguel “Google Co-Founder Has Genetic Code Linked to Parkinson’s” 16 
The New York Times, September 19, 2008.

23andme, “Beyond genetic testing: Personal DNA analysis and research for 17 
health, family, ancestors,” https://www.23andme.com/

Navigenics “Our Fees,” http://www.navigenics.com/healthcompass/Enroll/;js18 
essionid=5042AEAB0B12AF033D68539C93B260C9.129781-prodapp1.

“Tech.view It’s in your genes - maybe; Peering into your medical future is 19 
risky” Global Agenda, July 18, 2008.

“NHGRI Seeks DNA Sequencing Technolgies Fit For Routine Laboratory and 20 
Medical Use” Press Release for the National Institute of Health, August 20, 
2008

Genetic Information Nondiscrimination Act of 2008, H.R. 493, January 3, 21 
2008.

U.S. Department of Health and Human Services Centers for Medicare & 22 
Medicaid Services, 42 CFR Parts 405, 409, 410, 411, 413, 414, 415, 423, 
424, 485, 486, and 489.  

Krasner, Jeffrey, “Insurer wants to write off prescription pads,” The Boston 23 
Globe, October 28, 2008.

Wal-mart Stores, Inc. Annual Kick-off Meeting, “Wal-Mart Expands 24 
Leadership On Energy Effi ciency, Ethical Sourcing And Health 
Care,” Wal-mart Stores, Inc., http://walmartstores.com/FactsNews/
NewsRoom/7894.aspx. 

US Department of Health and Human Services “Medicare hospital 25 
Value-Based Purchasing Options Paper,” April 12, 2007

CMS Offi ce of Public Affairs, “CMS Proposes Additions To List Of Hospital-26 
Acquired Conditions For Fiscal Year 2009,” Center for Medicare and 
Medicaid Services, April 14, 2008.  

PricewaterhouseCoopers’ Health Industries

PricewaterhouseCoopers Health Industries serves as a catalyst 

for change and as the leading adviser to organizations across the 

health continuum, including payer, providers, and those involved in 

health sciences, biotech/medical devices, and pharmaceutical and 

employer practices in the public, private, and academic sectors. 

With a distinctive approach that is collaborative, multidisciplinary, 

and multi-industry, PricewaterhouseCoopers draws from the broad 

perspective and capabilities across and beyond the health industries 

to help solve the array of emerging complex problems health organi-

zations face, lead cultural and clinical transformation, and create a 

new, sustainable model for care delivery that is quality driven, patient 

centered, and technology enabled.

Our clients

PricewaterhouseCoopers’ Health Industries’ clients include 40 of the 

top 100 hospitals in the United States and 19 of the 19 best hospitals 

as ranked by U.S. News & World Report; all 20 of the world’s major 

pharmaceutical companies; all of the top 20 commercial payers; 

municipal, state, and federal government agencies; and many of the 

world’s pre-eminent medical foundations and associations.

Our people

PwC has a network of more than 4,000 professionals worldwide and 

1,200 professionals in the US dedicated to the health industries. 

Our Health Industries professionals include a cadre of physicians, 

nurses, ancillary health providers, and some of the nation’s leading 

minds in medicine, science, information technology, operations, 

administration, and healthy policy. We are ranked as the number 

one worldwide business consulting provider and the number three 

US business consulting provider by IDC. Forrester named PwC 

a leader in its Risk Consulting Services, Q2 2007, and Security 

Consulting Q3 2007 Waves. 

Our research

PricewaterhouseCoopers’ Health Research Institute (HRI) is an 

unparalleled resource for health industry expertise. By providing 

cutting-edge intelligence, perspective, and analysis on issues 

affecting the health industry, HRI assists executive decision makers 

and stakeholders worldwide in navigating their most pressing 

business challenges. PricewaterhouseCoopers is one of the only 

fi rms with a dedicated global healthcare research unit, capitalizing 

on fact-based research and collaborative exchange among its 

network of professional with day-to-day experience in the 

health industries.

For more information about PricewaterhouseCoopers in the health 

industries, visit us on the Web at www.pwc.com/healthindustries.

About PricewaterhouseCoopers

PricewaterhouseCoopers provides industry-focused assurance, tax, 

and advisory services to build public trust and enhance value for 

its clients and their stakeholders. More than 155,000 people in 153 

countries across our network share their thinking, experience and 

solutions to develop fresh perspectives and practical advice.  

“PricewaterhouseCoopers” refers to the network of member fi rms 

of PricewaterhouseCoopers International Limited, each of which is 

a separate and independent legal entity.

The information contained in this document is provided ‘as is’, 

for general guidance on matters of interest only.  The application 

and impact of laws can vary widely based on the specifi c facts 

involved. Given the changing nature of laws, rules and regulations, 

there may be omissions or inaccuracies in information contained 

in this document. PricewaterhouseCoopers is not herein engaged 

in rendering legal, accounting, tax, or other professional advice 

and services. Before making any decision or taking any action, you 

should consult a competent professional adviser.



Advertising supplement to Modern Healthcare

© 2008 PricewaterhouseCoopers LLP. All rights reserved. ‘PricewaterhouseCoopers’ refers to the PricewaterhouseCoopers LLP or, as the context requires, PricewaterhouseCoopers global network or other 
member fi rms of the network, each of which is a separate and independent legal entity. 

PricewaterhouseCoopers shall not be liable to any other user of this report or to any other person or entity for any inaccuracy of this information or any errors or omissions in its content, regardless of the cause 
of such inaccuracy, error, or omission. Furthermore, in no event shall PricewaterhouseCoopers be liable for consequential, incidental, or punitive damages to any person or entity for any matter relating to this 
information. This report is provided for informational purposes only and does not constitute the provision of tax, accounting, legal, or other professional advice.

This document was not intended or written to be used, and it cannot be used, for the purpose of avoiding U.S. Federal, state or local tax penalties. NY-09-0629

Genevieve Caruncho 
Marisa Daley
Michael Goodson  

Cory Z. McClellan
Victoria Mudro  
Ugo E. Okpewho

Chad Payne  
Jack Rodgers
William Rosenberg 

Robin M. Settle 
Slate B. Taylor  
Christopher Wasden

Julie Weissman  
Mark J. Williams

HRI acknowledges the following participants in the PwC Thought-Wiki program and other contributors:

www.pwc.com/healthcare
www.pwc.com/pharma
www.pwc.com/hri

Contacts

Carter Pate 
Partner, Health Industries Leader
carter.pate@us.pwc.com
703-918-1111

David Chin, M.D.
Principal Health Research Institute 
Leader
david.chin@us.pwc.com
617-530-4381

Sandy Lutz
Managing Director
sandy.lutz@us.pwc.com
214-754-5434

Benjamin Isgur
Director
benjamin.isgur@us.pwc.com
214-754-5091

Serena Foong
Manager
serena.h.foong@us.pwc.com
312-298-3687

Kara Allen
Research Analyst
kara.y.allen@us.pwc.com
312-0298-3687

Lisa Schwartz
Research Analyst
lisa.m.schwartz@us.pwc.com
703-918-3465

Bob Valletta
Partner, Healthcare Providers Sector
robert.m.valletta@us.pwc.com
617-530-4053

Tony Farino
Partner, Pharmaceutical and Life 
Sciences Sector
anthony.l.farino@us.pwc.com
312-298-2631

Brett Hickman
Partner, Healthcare Providers Sector
brett.m.hickman@us.pwc.com
312-298-6104

David Levy, M.D. 
Principal, Healthcare Providers Sector
david.l.levy@us.pwc.com
646-471-1070

Paul Veronneau
Principal, Healthcare Payer Sector
and Insurance Advisory Leader
paul.veronneau@us.pwc.com
860-241-7568

Michael Thompson
Principal, Global Human Resource 
Solutions
michael.thompson@us.pwc.com
646-471-0720

Christine Armstrong
Managing Director, Healthcare 
Providers Sector
christine.m.armstrong@us.pwc.com
213-217-3042

Warren Skea
Manager, Healthcare Providers Sector
warren.h.skea@us.pwc.com
214-754-5406

Health Research Institute         Health Research Institute Advisory Team

Health Research Institute Contributors

Todd Hall
Director, Health Industries Marketing
todd.w.hall@us.pwc.com
617-530-4185

Nadia Leather
Director, Provider/Payer Marketing
nadia.m.leather@us.pwc.com
646-471-7536

Art Karacsony 
Director, Pharmaceuticals Marketing
attila.karacsony@us.pwc.com
973-236-5640

Hindy Shaman
Director, Health Industries Marketing
hindy.shaman@us.pwc.com
703-918-1592


