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Health

• …state of complete physical, mental, and 
social wellbeing, and not merely the 
absence of disease or infirmityy

WHO 1958

Causes of death 1920

1. Endocarditis and organic heart disease

2. Pneumonia

3 Tuberculosis3. Tuberculosis

4. Acute nephritis and Bright’s disease

5. Cancer

6. Cerebral hemorrhage and apoplexy

7. Diarrheal disease
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Paying for healthcare

• Flexner report - 1910

• Private insurance began 1920’s

• Veterans Health Administration 1946

• Private insurance expanded 1947

• Public assistance coverage 1950

• Kerr-Mills 1960 and Medicare 1965

• Medicaid 1965

• S-CHIPS 1997

• Medicare Part D 2005

Paying for Health Care

• Emphasis on maintaining “private practice” 
model
– VA and IHS exceptionsVA and IHS exceptions

• Emphasis on employer based coverage 
where possible

• Emphasis on consumer choice
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Health Care System Today

• Government direct funds 45% through taxes 
– Direct payments

• Direct payment through salariesp y g
– VA,  Indian Health Service, CHC

• Direct payment through insurance model
– Medicare

• Federal payments to states for care of poor, disabled
– Medicare

Health Care System Today

• Employer-sponsored health care
– 160 million non-elderly  

– Government subsidy reduces cost by 50%Government subsidy reduces cost by 50%
• 15% of total healthcare costs

– 43% of workers had a choice of plans in 2000

Health Care System Today

• Contribution of individuals
– Out of pocket expenditures

• 12% in 2007

– Percent of income
• Medicare-Medicaid eligible spent 35% of income

• Medicare only below poverty line-50% of income
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Percentage of Total Personal Health Care Expenditures Paid Out of Pocket and the Percentage of 
the Gross Domestic Product (GDP) Spent on Personal Health Care, 1960-2002

Blumenthal D. N Engl J Med 2006;355:82-88
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Funding the healthcare system

The uninsured (45 M)

• Most are working families with no access to 
employer-sponsored insurance

• Although most have low-income most areAlthough most have low income, most are 
not Medicaid eligible

• Most avoid preventive and chronic disease 
care

Children without insurance

• 1/3 of children had no coverage at some 
point in 2007

• 91% of these come from households with91% of these come from households with 
employed parents

• Associated with less preventive care and 
care for chronic conditions
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Why worry?

Underinsured

• Refers to medical needs not covered by 
health plans

• Out of pocket amount increasingOut of pocket amount increasing

• Patients on Medicare and Medicaid have 
more stable doctor-patient relationships

Cost and Quality Today
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Causes of death 2008

Paying for Health Care

• Why so expensive
– All nations spend more on healthcare as they 

prosper but US spends more than predictedp p p p
• Consumerism and lack of primary care oversight

• Physicians better paid

• Hospital care is more expensive

• Technology diffuses more rapidly

Health Care Reform (again)
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Presidents who have attempted 
health care reform

More recently…

“I’m absolutely opposed to a national health care plan. I don’t 
want the federal government making decisions for 
consumers or for providers. I remember what the 
administration tried to do in 1993. They tried to have a y
national health care plan, and fortunately it failed. I trust 
people; I don’t trust the federal government. I don’t want 
the federal government making decisions on behalf of 
everybody.” 

George W Bush, 2000

George W Bush’s Health Care 
Legacy

• Began expansion of community health 
centers (2002)

• International AIDS relief (2003)International AIDS relief (2003)

• Medicare Part D (2004)

• Hurricane Katrina (2005)

• Walter Reed scandal (2007)

• Immigration “crack-down” (2007)



9

Candidate Obama

• Providing affordable, comprehensive and portable 
health coverage for every American;

• Modernizing the U.S. health care system to 
contain spiraling health care costs and improve the 
quality of patient care; and

• Promoting prevention and strengthening public 
health, to prevent disease and protect against 
natural and man-made disasters.

Is something different this time?

Drivers of “unnecessary” demand

• Poor physician performance due to an oversupply of physicians in a 
geographical area; the complexities of current treatment modalities and 
the inability of individual physicians to sort through them competently 
enough to understand which test or treatment is appropriate; 

Ad ti t t t d t d th bli th t i t i d ti t• Advertisements targeted toward the public that in turn induce patients 
to demand services from their physicians

• The financial pressure on facilities

• outright greed of a small minority in the medical profession

• the ongoing medical liability crisis and the resultant practice of 
“defensive medicine”; a financing/reimbursement system that gives 
incentives to provide services without regard to outcomes.
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There is a relationship between cost 
and health status improvement:

Cost/ Intensity of Service
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Regional variation is expensive

Medicare Admissions for Ambulatory Care–Sensitive Conditions,
Rates and Associated Costs, by Hospital Referral Regions

Rate of ACS admissions per 10,000 beneficiaries Costs of ACS admissions as percent of all discharge 
costs

Regional variation is expensive

Percentiles Percentiles

See report Appendix B for complete list of ambulatory care-sensitive conditions used in the analysis.
Data: G. Anderson and R. Herbert, Johns Hopkins University analysis of Medicare Standard Analytical Files (SAF) 5% Inpatient Data.

Source: Commonwealth Fund National Scorecard on U.S. Health System Performance, 2008
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Ambulatory Care–Sensitive (Potentially Preventable) Hospital 
Admissions for Select Conditions

Regional variation is expensive

Adjusted rate per 100,000 population

Diabetes*Heart failure Pediatric asthma

^ 2002 data for heart failure and diabetes; 2003 data for pediatric asthma. *Combines four diabetes admission measures: uncontrolled, short-term 
complications, long-term complications, and lower extremity amputations. 
Data: National average—Healthcare Cost and Utilization Project, Nationwide Inpatient Sample; State distribution—State Inpatient Databases; 
not all states participate in HCUP (AHRQ 2005, 2007a).

Source: Commonwealth Fund National Scorecard on U.S. Health System Performance, 2008

Figure 1. Nine of 10 Health Care Opinion Leaders
Think Fundamental Change Is Required to Achieve Gains

in Quality and Efficiency of Care in the United States

“Overall, what is the magnitude of changes in the delivery system (the way providers
are organized and care is delivered) that you believe is necessary to achieve
significant gains in the quality and efficiency of care in the United States?” 

Only modest changes 
are needed—most of 

the U.S. delivery 
system operates well

8%

Not sure
3%

No changes 
are needed

0%

Source: Commonwealth Fund Health Care Opinion Leaders Survey, April 2008.

Fundamental change 
is required in the 
way most of the

U.S. delivery system 
is organized

89%

Figure 2. Policy Strategies to Improve Health Care
Delivery Organization

22

18

68

72

Very important Important

“How important do you think each of these are in improving health system performance?”

Encouraging care coordination, and the 
management of care transitions

Strengthening the primary care system 90

90

35

34

26

32

48

62

Source: Commonwealth Fund Health Care Opinion Leaders Survey, April 2008.

Promoting care management of
high-cost/complex patients

Encouraging the integration/organization 
of providers, both within and across

care settings

Promoting health information
exchange networks/regional health 

information organizations 

88

82

67
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What has been accomplished?

• Expansion of coverage leading to universal access (S-CHIPS already 
passed)

• Expand Indian Health Service (Stimulus package)

• Expand Veteran’s and active duty coverage (Stimulus package)

• Expand primary care training (Stimulus package) 

• Expand National Institutes of Health (Stimulus package)

• Expansion of safety net primary care system (Stimulus package)

• Health information technology development (Stimulus package)

• Expand efficacy evaluation ability (Stimulus package)

What has yet to be accomplished

• Structural changes
– Future of Family Medicine

– Lessons from MassachusettsLessons from Massachusetts 

– Input of business leaders

– Efficacy of existing system

The Patient-Centered Primary Care 
Collaborative 

 ACP

Providers 
333,000 primary care

Purchasers –
Most of the Fortune 500

 AAP

 AAFP  AOA

 ABIM  ACC

 IBM  General Motors

 General Electric FedEx

 Microsoft Pfizer

Examples of Broad Stakeholder Support & Participation

Payers Patients

ABIM ACC

 ACOI  AHI

MicrosoftPfizer

 Wal-mart

 Business Coalitions

 BCBSA

 United

 Aetna

 CIGNA

 Humana

 WellPoint

 HCSC

 NCQA  AFL-CIO

 National Partnership 
for Women and Families

 SEIU

 Foundation for Informed 
Decision Making

The 
Patient-Centered 
Medical Home 80 Million lives

36
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Superb Access 
to Care

•Patients can easily make appointments and select the 
day and time.

•Waiting times are short.
•eMail and telephone consultations are offered.
•Off-hour service is available.

•Patients have the option of being informed and 
engaged partners in their care

Care  
Coordination

•Specialist care is coordinated, and 
systems are in place to prevent errors 
that occur when multiple physicians are 
involved. 

•Follow-up and support is provided.

Team Care

• Integrated and coordinated team care depends 
on a free flow of communication among 
physicians, nurses, case managers and other 
health professionals. 

• Duplication of tests and procedures is 
avoided.

Defining the Medical Home

Patient 
Engagement 

in Care

engaged partners in their care. 
•Practices provide information on treatment plans, 
preventative and follow-up care reminders, access to 
medical records, assistance with self-care, and 
counseling.

Clinical 
Information 

Systems

•These systems support high-quality care, practice-
based learning, and quality improvement. 

•Practices maintain patient registries; monitor 
adherence to treatment; have easy access to lab and 
test results; and receive reminders, decision support, 
and information on recommended treatments.

Team Care

Patient Feedback

• Patients routinely provide feedback to 
doctors; practices take advantage of low-cost, 
internet-based patient surveys to learn from 
patients and inform treatment plans.

Publically 
available 

information 

•Patients have accurate, standardized 
information on physicians to help them 
choose a practice that will meet their 
needs.

8
Source: Health2 Resources  9.30.08

TODAY’S CARE MEDICAL HOME CARE

My patients are those who make 
appointments to see me

Our patients are those who are 
registered in our medical home

Patients’ chief complaints or reasons 
for visit determines care

We systematically assess all our 
patients’ health needs to plan care 

Care is determined by today’s 
problem and time available today

Care is determined by a proactive plan 
to meet patient needs without visits

Care varies by scheduled time and 
memory or skill of the doctor

Care is standardized according to 
evidence-based guidelines

Patients are responsible for 
coordinating their own care

A prepared team of professionals 
coordinates all patients’ care

I know I deliver high quality care 
because I’m well trained

We measure our quality and make 
rapid changes to improve it

It’s up to the patient to tell us what 
happened to them

We track tests & consultations, and 
follow-up after ED & hospital

Clinic operations center on meeting 
the doctor’s needs

A multidisciplinary team works at the 
top of our licenses to serve patients

Acute care is delivered in the next 
available appointment and walk-ins

Acute care is delivered by open access 
and non-visit contacts

Slide from Daniel Duffy MD School of Community Medicine Tulsa Oklahoma 
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The Patient-Centered Primary Care Collaborative recommends a three-part 
payment methodology,

Including:

A) A monthly care coordination payment for the physician’s work that falls outside 
f f f i i d f h h l h i f i h l i d d

PCPCC Payment Model
(February 2007)

of a face-to face visit and for the health information technologies needed to 
achieve better outcomes,

B) A visit-based fee-for-service component that is recognized for services that are 
currently paid under the present fee-for-service payment system, and 

C) A performance-based component that recognizes achievement of service, patient 
centeredness,  quality and efficiency goals. 

39


