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Objectives

m To explore evidence regarding rising costs of
health care, chronic disease, and health behavior

m To explore the evidence regarding coordination
of care, primary care, a medical home

m To discuss personal responsibility related to
health behaviots, cost effective use of health
care services and health literacy, and
contribution to the cost of health insurance.




Rising health care costs
and the burden of chronic

disease




Institute of Medicine’s Top 10
Concerns re: the US Health System

B The number of uninsured

m The rising costs of care and increases in health
care EXpenses

m Deficient quality and safety

m [nadequate evidence about value performance,
cost of intervention and insufficient reliance on
available evidence

m Dysfunctional competition, perverse incentives,
inefficiency and waste

Dr Fineberg, President of IOM, National Governor’s Association Meeting, July 2007




Institute of Medicine’s Top 10
Concerns re: the US Health System

m [nsufficient use of Health Information

Technology
m Underinvestment in prevention

m Workforce shortages, low morale, and
mismatches to current and future needs

m Disparities in access and outcomes

m [.ow health literacy and poor accommodations
to patients




Building a better
health system

“30 to 40% of every dollar spent in the
US on health care 1s spent on overuse,
underuse, misuse, duplication, etc™

Dr Fineberg, President of IOM, National Governor’s Association Meeting, July 2007
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U.S. Firms Losing
Health Care Battle,
GM Chairman Says
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Washington Post Staff Writer
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U.S. Trade Deficit Soars Past $617 Billion

American manufacturers are losing their ability to
compete in the global marketplace in large measure be-
h care costs, Gen-

Al4 YT

THE NEW YORK TIMES NATIONAL TUESDAY

Nation’s Health Spending Slows, but It Still Hits a Recoi

By ROBERT PEAR

WASHINGTON, Jan, 10 — The tor-
rid pace of growth in national health
spending cooled a bit in 2003, but the

spending, at $1.7 trillion, gmged 15

percent of the gross domestic prad-
ugt for the first time, the government
said on Monday.

Total health spending rose 7.7 per-
cent in 2003, compared with an in-
crease of 9.3 percent the year before,
in part because of state cutbacks in
the Medicaid program and a slower

omist at the Department of Health
and Human Services, said that “at
least 34 states took measures to con-
trol Medicaid costs in 2003, typical-
ly by tightening eligibility or restrict-
ing benefits.

Factors contributing to the slow-
down in the growth of drug spending
included a staller increase in the
number of prescriptions; greater
use of low-cost generic drugs; higher
co-payments, which tend to discour-
age use of some drugs; and the con-
version of Claritin, the popular aller-

American manufacturing base and a concurrent loss of  are,
jobs. The annual report showed that the United States lost
ground last year, not only in manufacturing but also in ad-

an pharmacies, estimated at $1.1 bil-
lion in 2003, were not counted in
health spending for the United
States. American sales of generic

drugs grew at twice the rate of

brand-name drug sales in 2003.
“When offered a choice, consumers
opt for a generic drug almost 90 per-

cent of the time in chain drug.

stores,” the report said.

President Bush, campaigning for
limits on malpractice lawsuits, said
last week that “we have the best
health care system in the world.”
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care tab
ready to
explode

Costs could be 19%
of economy by 2014
st

'Ihe nation's tab for health care — already the highest

person in the industrialized world — could hit

6 U'lfhm bly 2014, or nearly 19% of the entire US.

economy, up from 15.4% now, a sobering government
projection says.

Growth in health care spending will outpace eco-
nomic growth through the next decade, and the gov-
ernment will pick up an increasing share of the tab.

By 2014, the nation’s spending for health care will
equal §11,045 for every man, woman and child, up
from $6,423 each this year, says the report released
Wednesday Tﬁosy the Centers for Medicare & Medicaid
Services. Those numbers are not adjusted for inflation.

While the Ei§'rm.'.l‘r of health insurance premiums will
continue to the annual increases will still exceed
growth in workers' disposable income. More could be-
come uni.nsureg as a result. !

And as spending rises, public health programs such
as Medicare and Medjca::?u will c];];ay an #lrcreamg 'pro
portion, hitting 49% of all spending by 2014, up from
45,6% in 2003: “That coul have important implica-
tions for the budget as a whole," says the government.

billion, following an increase of 8.5
percent in the prior year.

Many states, wrestling with budg-
et problems, froze Medicaid pay-
ments to hospitals. Medicaid spend-
ing on hospitals grew 5.3 percent in
2003, about six percentage points less
than the year before.

Medicaid and Medicare alike
curbed spending for nursing home
care. Medicaid payments to nursing
homes grew just 1 percent in 2003, to
$51 billion, following an increase of
8.1 percent in 2002

Likewise, the government said,
Medicare payments to nursing
homes “increased only 1.3 percent in

2003. following three vears of rapid

ef executive G.
he called on cor-
1 “some serious
medicine”  for
the nation’s ail-
ing health sys-
tem, -

In a speech at
the Economic
Club of Chicago,
the auto execu-
tive, who is re-
sponsible  for
providing health
insurance  for
more  people
than any other
private employ-
er in the nation,
graphically de-
tailed how ris-
ing medical bills
are eating into
his company’s
bottom line and
nost U.S. firms.
isis would be the |

WOTSL KINQ 01 procrasunanon, yvagoner said, “the kind
that places our children and our grandchildren at risk
and threatens the health and global competitiveness of

our nation’s economy.”

After spending several years on the health policy
sidelines, Wagoner is launching a mini media blitz, hop-
ing the competitiveness argument will be the one that fi-

See HEALTH, E2, Col. 1



What accounts for growth in
health care spending ?

Medscapes www.medscape.com

Components Underying Estimated parcent
Causes of growth in
health cane
spanding

Obesity, stress,
Rising pop. factors oTone

Rise in Hypertension
treated . '
Changing treat- diabates, hyper

disease
prevalence ment thresholds lipidemia, osteo-
porosis

53 percent

Inrowation Pharmacologias,
53Rk, statins,
rising income

Treatment of
o low-birthweight 37 parcent
Riza in spanding Innovation batvies, heart
for treatad cases attacks
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Secretary Bremby, KHPA Board Retreat, 2007




Health Care Costs Concentrated in Sick Few—
Sickest 10 Percent Account for 64 Percent of Expenses

Distribution of health expenditures for the U.S. population,
by magnitude of expenditure, 2003
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Source: The Commonwealth Fund. Data from S. H. Zuvekas and J. W. Cohen, “Prescription Drugs and the
Changing Concentration of Health Care Expenditures,” Health Affairs, Jan./Feb. 2007 26(1):249-57.




Health Expenditure Growth 2000-2005
for Selected Categories of Expenditures

Average annual percent growth in health expenditures, 2000-2005

20 -
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Total Hospital care Physician & Nursing home & Prescription  Prog. admin. &
clinical services home health drugs net cost of
private health
insurance
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Source: A. Catlin et al., “National Health Spending in 2005: The Slowdown Continues,” \ >
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Health Affairs, Jan./Feb. 2007 26(1):142-53. S



Health Care Expenditure per Capita
by Source of Funding in 2004

Adjusted for Differences in Cost of Living
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Source: The Commonwealth Fund, calculated from OECD Health Data 2006.



Prevention, Health
Behavior, Personal

Responsibility




Health Factors

Genetic Medical

Make-Up Care
17% 10%

"

Environment
22%

Source: USDHEW, PHS, CDC. “"Ten Leading Causes of Death in US 1975.”
Atlanta, GA, Bureau of State Services, Health Analysis & Planning
for Preventive Services, p 35, 1978




Causes of Death United States, 2000

Leading Causes of Death™* Actual Causes of Deatht

Heart Disease Tobacco
Cancer Poor diet/lack of exercise

Stroke Alcohol

Chronic lower

respiratory disease Infectious agents

Unintentional Injuries Pollutants/toxins
Diabetes Firearms

PneumoniaZinfluenza Sexual behavior

Alzheimer’s disease Motor vehicles

Kidney Disease Illicit drug use

0 5 10 15 20 25 30 35 0 5 10 15 20
Percentage (of all deaths) Percentage (of all deaths)

+ National Center for Health Statistics. Mortality Report. Hyattsville, MD: US
Department of Health and Human Services; 2002
T Adapted from McGinnis Foege, updated by Mokdad et. al.




Obesity Trends™ Among U.S. Adults

(*BMI1 =230, or about 30 Ibs overweight for 5’4" person)

1996

| INnoData B <10%  i0%-14% [ ]15%-19% 20%-24% | ]=25%




Prevalence of Diabetes in Adults
United States, BRFSS: 2000




Percentage of U.S. High School
Students Who Did Not Attend
Physical Education Classes Daily
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YRBS National Surveys, 1991-2001

Centers for Disease Control & Prevention




EQUITY

Lack of Recommended Preventive Care by Income and Insurance

Percent of adults age 50+ who did not receive recommended preventive care

100 — By income 100 = By insurance
[l More than 200% of poverty [] 200% of poverty or less M Insured [ ] Uninsured 87
78
76
71
65
61 59 60
54 54
50 48 50 -
0 0
National Top 5 states Bottom 5 states National Top 5 states Bottom 5 states
average average average average average average

Note: Top 5 states refer to states with smallest gap between national average and low income/uninsured.
Bottom 5 states refer to states with largest gap between national average and low income/uninsured.
DATA: 2002/2004 BRFSS

SOURCE: Commonwealth Fund State Scorecard on Health System Performance, 2007




Where are the Opportunities for
Population Health Management?

9000 -
8000 - -8 Serious disease
7000 -
6000 -

-4~ Minor Disease

5000 - No Disease Disease Management

Health Promotion Opportunity

e Opportunity
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Coordination of care and
a primary care medical

home




Chronic Care Model

Environment Medical System

Family Information Systems
School Decision Support
Worksite Delivery System Design

Community Self Management Support




Adults with a Medical Home Are More Likely
to Report Checking Their Blood Pressure Regularly
and Keeping It in Control

[0 Does not check BP
[0 Checks BP, not controlled
B Checks BP, controlled

Percent of adults 18-64
with high blood pressure

100 -
75 - 56 48 58
50 -
25 -
O ) )
Total Medical home Regular source of care, not

a medical home

=
R
Note: Medical home includes having a regular provider or place of care, reporting no difficulty contacting provider by phone
or getting advice and medical care on weekends or evenings, and always or often finding office visits well organized and COMMONTEALTH
running on time. . FUND
Source: The Commonwealth Fund 2006 Quality of Care Survey \ y

Source: Commonwealth Fund 2006 Health Care Quality Survey. S



The Majority of Adults with a Medical Home
Always Get the Care They Need

Percent of adults 18-64 reporting always
getting care they need when they need it

100 -
74
7S -
52*
50 - 38*
25 A
O — T
Total Medical home Regular source of No regular source of
care, not a medical care/ER
home
Note: Medical home includes having a regular provider or place of care, reporting no difficulty contacting provider by phone or “H-a\
getting advice and medical care on weekends or evenings, and always or often finding office visits well organized and running '
on time. COMM;:\E&'EALTH
* Compared with medical home, differences remain statistically significant after adjusting for income or insurance. FUND
Source: The Commonwealth Fund 2006 Quality of Care Survey \ y

e

Source: Commonwealth Fund 2006 Health Care Quality Survey.



Adults with a Medical Home Have Higher Rates
of Counseling on Diet and Exercise Even When Uninsured

Percent of obese or overweight adults 18-64 who
were counseled on diet and exercise by doctor

B Medical home
[0 Regular source of care, not a medical home

[J No regular source of care/ER

100 -
75 4
] x*
50 39 34*
25 H
0 H T l
Insured all year Any time uninsured

Note: Medical home includes having a regular provider or place of care, reporting no difficulty contacting provider by phone or
getting advice and medical care on weekends or evenings, and always or often finding office visits well organized and running
on time.

* Compared with medical home, differences are statistically significant.

Source: The Commonwealth Fund 2006 Quality of Care Survey

Source: Commonwealth Fund 2006 Health Care Quality Survey.
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Following Treatment Regimens for Chronic Diseases

Percent of privately insured adults 21-64 with chronic conditions
who strongly/somewhat agree that they follow their treatment regimens
very carefully

B Comprehensive O HDHP U CDHP

100 -
_ (n=74)
5 s
7S 67 65
51 51
50 A
25 A
O I I I I I ]
Allergies Arthritis Depression High Hypertension
Cholesterol or Stroke

Comprehensive = health plan with no deductible or <$1,000 (individual), <$2,000 (family).
HDHP = high-deductible health plan with deductible $1,000+ (individual), $2,000+ (family), no account.

CDHP = consumer-driven health plan with deductible $1,000+ (individual), $2,000+ (family), with account. e

*Difference between HDHP/CDHP and Comprehensive is statistically significant at p < 0.05 or better. COMMONWEALTH
FUND

Source: EBRI/Commonwealth Fund Consumerism in Health Care Survey, 2006.



Went to ER for Condition That Could Have Been Treated
by Regular Doctor, Among Sicker Adults, 2005

Percent of adults who went to ER in past two years for condition that could have been treated
by regular doctor if available

International comparison United States, by race/ethnicity,
50 7 | income, and insurance status
41
36
29
26
25 - |23 24 23
15
12
9
6
0 | T ] T T ] ] T T T T ] 1
GER NZ UK  AUS CAN us White Black Hispanic  Above Below Insured Uninsured

average average
income income

GER=Germany; NZ=New Zealand; UK=United Kingdom; AUS=Australia; CAN=Canada; US=United States.
Data: Analysis of 2005 Commonwealth Fund International Health Policy Survey of Sicker Adults; ",
Schoen et al. 2005a. COMMONWEALTH

FUND




Adults Without Insurance Are Less Likely
to Be Able to Manage Chronic Conditions
Percent of adults ages 19-64 with at least one chronic condition*
B Insured all year 0O Insured now, time uninsured in past year U Uninsured now
75

58 59

50 A

35

27

Skipped doses or did not fill prescription for Visited ER, hospital, or both for chronic
chronic condition because of cost condition

*Hypertension, high blood pressure, or stroke; heart attack or heart disease; diabetes; asthma, emphysema, or lung disease.

Source: S. R. Collins, K. Davis, M. M. Doty, J. L. Kriss, A. L. Holmgren, Gaps in Health Insurance: An All-American THE

COMMONWEALTH

Problem, Findings from the Commonwealth Fund Biennial Health Insurance Survey (New York: The Commonwealth FUND
Fund, Apr. 2006).




Kansas specific data on
health behavior and

chronic disease




Risk Factors for Coronary Artery Disease &
Stroke in Kansas

m Tobacco Smoking - 2003

m 20.4% of adult Kansans currently
smoked cigarettes.

m 1 in 5 high school students and 6.0% of

middle school students reported

smoking cigarettes.

Source: 2003 Kansas Behavioral Risk Factor Surveillance System. 2002 Kansas
Youth Tobacco Survey. Office of Health Promotion, KDHE.




Risk Factors for Coronary Artery Disease &
Stroke in Kansas

m Physical Inactivity - 2003

m 25.9% of adult Kansans reported that they did
not participate in any leisure time physical
activity.

m [.ow Fruit and Vegetable Consumption - 2003

m Only 1 in 5 adult Kansans attained the goal of

eating at least 5 fruits and vegetables per day.

Source: 2003 Kansas Behavioral Risk Factor Surveillance System.




Risk Factors for Coronary Artery Disease &
Stroke in Kansas

m Overwelight & Obesity - 2003

m60.5% of adult Kansans were
overweight or obese.

m22.6% of adult Kansans were obese in
2003 compared to 13.0% in 1992.

m The highest prevalence of obesity was

seen among non-Hispanic blacks

(32.8%).

Overweight or obese = body mass index > 25.0 kg/m? Obese = body mass index > 30.0 kg/m?
Source: 2003 Kansas Behavioral Risk Factor Surveillance System. Office of Health Promotion, KHDE




Childhood Overweight and Obesity
Statistics in Kansas

® In 1999-2000, 15% of 6-19 year old children & teens
were overweight.

Over 10% of pre-school-aged children (ages 2 -
5) are overweight (up from 7% 1n 1994).

Another 15% of children and teens are
considered at risk for becoming overweight

Childhood obesity has increased 36% in the past
20 years

Source: Kansas Department of Health & Environment

Office of Health Promotion




Risk Factors for Coronary Artery Disease &
Stroke in Kansas

m High Blood Cholesterol - 2003

m Almost one-third (29.4%0) of adult Kansans

who had ever been tested for serum
cholesterol levels were told by their health

care provider that they have high serum

cholesterol levels.

m Prevalence was higher for whites as compared

to blacks (30.5% and 25.1%, respectively).




Risk Factors for Coronary Artery Disease &
Stroke in Kansas
m High Blood Pressure - 2003

m Almost 1/4% (23.3%) of adult Kansans had
high blood pressure.

m Prevalence of high blood pressure increases

with increasing age. 50% of adults aged 65
and older had hypertension.

= Non-Hispanic blacks had the highest
prevalence (29.2%) ot hypertension.

Source: 2003 Kansas Behavioral Risk Factor Surveillance System.




Risk Factors for Coronary Artery Disease &
Stroke in Kansas

m Diabetes - 2003

m6.0% of adult Kansans had been
diagnosed with diabetes.

m Prevalence of diabetes increases with

increasing age. 14.5% ot adults aged 65
and older had diabetes.

mThe highest prevalence of diabetes was
seen 1n non-Hispanic blacks (10.1%b).




BREFSS Trends Data: Kansas

Adult Percent Overweight By BMI
BMI 25-29.9

40.0% 39.2%
39.0%; 37.9%

38.0%- 37.1% 37.2%
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— 33.8%34.1%

Source: Kansas Department of Health & Environment

Behavioral Risk Factor Surveillance System




BREFSS Trends Data: Kansas

Adult Percent Obese: By BMI
BMI > 30
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Kansas Department of Health & Environment

Behavioral Risk Factor Surveillance System




Adults in Kansas Reporting No Leisure Time
Physical Activity

45.00%
40.00%
35.00%
30.00%
25.00%
20.00%
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5.00%

0.00%

38.30%

38.30%

34.50%

36.40%

28.90%

30.90%

30.40%

PASAO

22.509

1992 1993 1994 1995 1996 1998 2000 2001 2002

Source: Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention
and Health Promotion. Behavioral Risk Factor Surveillance System Trends Data: Kansas




Current Cigarette Smokers in Kansas 1992 - 2003
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» Prevalence of cigarette use among adults in Kansas has remained relatively unchanged.
This trend is similar to the trend in the United States.

» Prevalence of cigarette us in Kansas is highest among individuals of low education (36.4%
for less than high school) and low income (28.6% for < $15,000 annual household income)

Source: 1992-2003 Behavioral Risk Factor Surveillance System , Office of Health Promotion, Kansas Department of Health and Environment

National data : 1992-2003 Behavioral Risk Factor Surveillance System , Centers for Disease Control and Prevention.




Tobacco Use in Kansas — Key Indicators

Reduction in the Number of High 5chool Tobacco Users
3

= | .-'I'”l.l

Any Tobacco Lse

——

Cigarettes

2000 2002

* Youth rates have declined in the recent past, leveling out at approximately the
adult prevalence rate. Youth rates are used to measure youth access and
initiation.

« Adult quit attempts in the past 12 months by adult Kansas smokers have
remained consistently in the 40-50% range since 2000. Cessation attempts are

used to gauge community norm changes as well as short/intermediate term
outcome objectives.

Source: 2000-2003 Behavioral Risk Factor Surveillance System , Office of Health Promotion, Kansas Department of Health and Environment

2000 and 2002 Kansas Youth Tobacco Survey, Office of Health Promotion, Kansas Department of Health of Environment




Recommendations




Getting Value for Money: Health System Transformation

Transparency; public information on clinical quality, patient-centered care,
and efficiency by provider; insurance premiums, medical outlays, and
provider payment rates

Payment systems that reward quality and efficiency; transition to population
and care episode payment system

Patient-centered medical home; Integrated delivery systems and
accountable physician group practices

Adoption of health information technology; creation of state-based health
Insurance exchange

National Institute of Clinical Excellence; invest in comparative cost-
effectiveness research; evidence-based decision-making

Investment in high performance primary care workforce
Health services research and technical assistance to spread best practices

Public-private collaboration; national aims; uniform policies; simplification;
purchasing power

Source: The Commonwealth Fund




Transformation Is Possible

"What you would see as both an achievable and
a desirable goal or target for policy action within the next 10 years?"

Percent
100 A

O Current BE Goal
80

510)

40

18 16 16 17
10

L [ [T

Proportion of under-65  Total cost of health Proportion of Proportion of Proportion of
population that has no care as a percentage households spending recommended recommended
health insurance of GDP >10% of income on preventive care adults preventive care
OOP costs and receive children receive
premiums*

Note: Goal percentages represent median responses.
* Or 5% of household income for low-income households; OOP = “out-of-pocket”.

Source: Commonwealth Fund Health Care Opinion Leaders Survey, Jan. 2007.




State Ranking on Overall Health System Performance

State Rank
[ ] Top Quartile
[] Second Quartile
B Third Quartile
B Bottom Quartile

THE
COMMONWEALTH

ISOURCE: Commonwealth Fund State Scorecard on Health System Performance, 2007 | row




Health Care Opinion Leaders:
Views on Controlling Rising Health Care Costs

“How effective do you think each of these approaches would be
to control rising costs and improve the quality of care?”

Percent saying “extremely/very effective”

Reduce inappropriate medical care

Use evidence-based guidelines to determine if atest,
procedure should be done

Increased and more effective use of IT

Increase the use of disease and care management
strategies for the chronically ill

Reward providers who are more efficient and provide
higher quality care

Allow Medicare to negotiate drug prices

Reduce administrative costs of insurers, providers

Establish a public/private mechanism to produce,
disseminate information of effectiveness, best practices

Have all payers, including private insurers, Medicare,
and Medicaid, adopt common payment methods or rates

Consolidate purchasing power by public, private
insurers working together to moderate rising costs of

Note: Based on a list of 19 options.
Source: The Commonwealth Fund Health Care Opinion Leaders Survey, Jan. 2007.




Elements of State Based Reforms

m Extract as much from the federal government as
you can

m Build on existing private and public schemes

m Extend participation by employers through

incentives and requirements

m Facilitate insurance markets

m Apply income related fees, deductibles, and
copays

Dr Fineberg, President of IOM, National Governor’s Association Meeting, July 2007




Elements of State Based Reforms

m Define basic coverage

m Encourage disease prevention and health
promotion

B Correct for adverse insurance selection

m Promote quality improvements, efficient disease

management, and use of evidence




