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:Resources Nee or Natij nal'Di etes Preyention and Con | Progr m
(340 mllilon)

In order to fully fund a diabetcs prevention and control program, an dddlti(‘mdl $4O million is
needed. These resources would enable CDC to: :

+ Establish comprehensive diabetes prevention and control programs in all 50 states, with
an emphasis on improving access to, and availability and affordability of quality diabetcs care
throughout the nation. (525 million) -

« lmplement the pubhc health componcnts of the National Diahetes Education Program,
which is a CDC-NIH collaborative effort, to improve the treatment and outcomes for persons
with diabetcs, promote early diagnosis, and ultimately, to prevent the onset of this diseasc.

. (85 million in year 1; an additional $5 million wou]d be nceded in ycar 2)

* Devclop and implement public health surveillance systems, nationally and at the state levei
for identifying the diabetes burden and for mom toring trends (85 mi hon)

» Conduct apphed research in order to understand how to more clFectively apply scicntific
findings in today’s health care system. ($5 million)
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1. Poll on children’s health and tobacco . e
2. Duke study -- Medicare

3. Jerry Avorn (Harvard Medical School) paper on success of program to educate
physicians about appropriate therapies

4. Mark Chassin testimony on scope of inappropriate medical treatments
5. Statements on promise of Biomedical Research and economic impact (Charles
Vest-Nobel Laureate, MIT; Herbert Partis-Dean, Columbia Medical School; James

Howell-Economist) ' :

6. Quality Care Survey
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NATIONAL PH()LLS” L

The Amerrcan Cancer Socrety commlssroned Penn & Schoen Assoc1ates to do 2

-.polls, the first poll was conducted on November 20th, among 1996 Presuienttal o
election voters throughout the U.S.- The second was one month later; as‘a follow- up to‘

the ﬁrst poll asking more specific questions about how the pubhc would spend the
1ncreased revenue if the tobacco tax was raised. :

From the‘" ﬁrst non:. ' ‘

v The key pointsto make frorn the.polls are:

.

‘Seventy -three percent (13%) of the pubhc supports ralsmg revenue from federal A

tobacco excise taxes to pay for health care for all chtldren who need 1t

Flfty nine percent (59%) of the pubhc sard they are not hkely to support a |
polttlcal candidaté in future electlons who accepts money from the tobacco '

o ,1ndustry

From the second poll

coverage for the umnsured

- Two- thirds of Amerlcans want Congress to do somethmg about health care K

¢

If the tobacco tax were to be, rarsed erghty seven percent (87%) of the |

American public would support usmg the revenue to expand health care servrces

. for chtldren

- Erghty four percent (84%) of the American pubhc supports the use of the excise. B

tax'revenue ‘to pay for vouchers to, purchase health insurance for chrldren who ‘
are not 1nsured : : L

- Eighty- frve percent (85%) of the Amerlcan pubhc 1nd1cated that they want to
fmake health care more affordable S

When forced to chose between vanous options for- spendmg the addttronal

- excise tax revenue, 55% of the American public supported using tobacco excise

taxes for children’s health_initiatives -- the highest percentage of any option.
After chrldren s health public education was supported by 20% of the pubhc
and btomedtcal research was supported by 17%. s
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AMERICAN CANCER SOCIETY RELEASES POLL RESULTS

SHOWING PUBLIC CONCERN FOR HEALTH CARE AND SUPPORTING
‘ INCREASE IN FEDERAL TOBACCO TAX

Washrngton DC January 28, 1997 -- :Two tlurds of Amencans want Congress to do B
. somethmg about health care coverage for the umnsured and favor rarsmg the federal exc1se tax .
on tobacco to fund arnproved more accessrble health care and bromedrcal research accordmg to L |
a poll released today by the Amertcan Cancer Socrety The poll also reveals an across- the board
pubhc concem over the quallty of today s managed health care. ‘ ' L " |
i The results are from two recent polls conducted by Penn & Schoen Assoc1ates ‘Inc. for |
'the Amencan Cancer Socrety that show the depth of pubhc suppon for federal fundmg of cancer

control research and preventron programs

“There is great concem amcng the Amencan publrc that with the raprd change to health

: mamtenance crgamzanons and other types cf rnanaged care, qualzty of care is bemg

compromrsed sard Harmon Eyre M.D., executwe vrce presrdent of Research and Cancer
; ‘Control for the Amencan Cancer Socrety “We fear thrs mrght put cancer. panents at nsk of not -
. bemg able to access the specralty care they need na umely manner o ' ‘.
Frfty four percent (54%) were very concerned. about the raprd changes in the health care
system caused by managed care orgamzanons Even more, 74% were concemed about the
qualrty of care provrded by rnanaged care orgaruzatrons if they ora famrly member were.
“'.dragnosed with a serious 1llness | ‘ SRR | A

‘Thts 1S clearly an‘issue Congress needs 1o thmk about,” stressed Dr. Eyre “The federal

govemment must play a key role if we are gomg 10 reduce cancer death rates and maintain
quallty care:’ ' a o o o
' - (more)

. National Homnie O”!(( o ' o \atnonal Media Oflrcr ) e
1599 f 1lton Rd ’\IF . Atlanta CA 303"9 193 T80 —\\enue of the Americas * ‘New York. NY 10036
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. American Cancer Society. Poll - Paég‘e,_Zlf‘ .
There 1s overwhelrnmg support (73%) for ratstng revenue: to pay for health care for all ”
'_chrldren who need it by 1ncreasrng the federal tobaceo excrse tax - whrch at 24 cents per pack

59\

three Amencans would spend hrgher excrse taxes to

has not been rarsed smce 1993

lf forced to choose almost two |
. expand health care coverage for chrldren ‘ ). Stxty-etght percent (68%) would support using
“the funds to educate cluldren and adolescents about the dangers of tobacco use Conservattves

- (61%) support thrs tdea almost-as much as moderates (72%) and ltbera Is (69%)

“Every ﬁve»cent mcrea.se in'the fecleral tobaceo tax would yteld about $3.5-billion in new. . .’

l’lrevenue over seven years and save the lrves of about 60 000 chtldren and adults ahve today,” satd
Dr. Eyre. “A $l 001 mcrease would raxse $84 btllron save l 15 nulhon lwes and reduce the B
j vnurnber of smokers by 45 mrllron | a '
For many years Arnencans have strongly favored an xncrease in the excrse tax on
‘ tobacco For mstance 66% of Amencan voters favored a $2 mcrease accordtng to a Martttla &
“Ki ley poll cornpleted in April 1993 L L ‘ o

' ) An overwhelmtng 69% of Amencans polled would use tobacco tax revenue. 0 fund
btomedtcal research such as research to prevent and cure cancer. - Last November the Amertcan

o Cancer Socrety released new data showmg for. the ﬁrst ttme m lustory, overall death rates have o

‘begun a sustarned declme and predrcts wrth a, renewed commttment to educatton and research

- '. »tlus downtum eould be accelerated srgmf cantiy

C "Comprehensxve Caneer Center

“Thls declme tn cancer death rates has come about by our steady, but uncoordtnated
efforts to apply the know edge | that basrc research has brought us m three main areas cancer
E preventton early detectron and rmproved treatments sard Helene Brown chatr of the Amencan ‘

:'Cancer Soc:ety s Futunng lmt:attve and drrector of Commumty Research at UCLA s .lohnsson

:.» ’

: (more)
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American Cancer Society Poll - Page 3 S

The new data authored by Phrlrp Cole M.D., professor of Eprdennology at the
| Umversrty of Alabama at Btmungham shows that from 1990 to l995 the overall age- adjusted

’cancer mortahty rate declined about 3. 1% in the Uruted States The downturn in cancer death

- ) ' rates was also conﬁrrned by sumlar trend-trackmg by the Natlonal Cancer Instrtute

“However we are not acceleratmg thrs conquest of cancer to the degree we could,” said o
Ms Brown We can, wﬂhm the next 20 years accelerate thrs trend srgmficantly -- perhaps
cuttmg the rate of lives lost to cancer to half t_he current rate = but thrs will. take a hrgher leve] of
urgency,-and coordmatron of eﬂ"orts by the govemment, private sector volunteer and advocacy
o health groups to aehreve this goal Itis clear from these poll results that the publlc supports this
. rededtcatton of our resources and our resolve ' - '
The Amencan Cancer Socrety has identified elght key:steps that are necessary to achreve
an accelerated reductton in cancer mortaltty by the'year 2015: 1) 1mproved access o cancer
| mformat10n screemng and treatment 2) rmproved health and cost savmgs offered by managed
- eare s promotton of preventlve care, early detectton and nsk counsel 1r1g, 3) educatron through -
'commumcatlons programs on cancer preventlon risk reduetxon and early detectron 4) mcreased
ﬁnancral support of biomedical research 5) behavroral research to develop more effectlve cancer
mforrnatlon del:very, 6) consensus on standards of cancer mformatton screerung, treatment and
~.care in all health care settmgs 7) collaboranon and coordmanon of effort and resources by ‘
A government, the pnvate sector and volunteers 8) tobacco control especrally proteetton of
‘chrldren through mcreased regulatton of tobacco “ '
- “The pubhc 1S tellrng us that health care 1s a brg problem and there is a. way to provide

protecnon for chrldren and others who are m need of coverage and to accelerate btomed1cal

research efforts by rarsmg the tobacco tax Dr. ,Eyre stressedf .

. (thore)
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American Cancer Society Poll’- Page 4 ..+ -

,. “Twenty-five years agb, tfle paésagg of the National Cancer Act mobilized the country’s
resources to fight ‘carrlcér. Since that time, we, havé f;;uhd the answers to many questions about
this serious public health issue,” said Dr. ‘kEyre. “Our public officials an'd\govemmem agencies
play an eﬁénnéus role in'the fight é.gainﬁt cancer by supporting research that will help us learn’
more about how to prevent, detect, and treat this disease; and how to énhahcc the quality of life
of those living with canéer all across this nation.” | S
. The American Cancer Society is the nationwid‘e commurﬁty-based voluntary health
‘organiiation dedicated to eliminating cancer as a major health problem by preventing cancer,
: s.aving lives, énd‘diminishing suffering from cancer, through research, education, advocacy and

service.

polirel lwp
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Naw I am going to mk you sombca!tt care related qmuan. |
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N Arewuvaylih&y.mw&uthw mtv«yhkely,ormaunlﬂmlymmppon
polxtwal candidnum ﬁmueiecdomwhowccptmoncy &om tobacco companm?

1) wlikdy
2) mow}mt:kety
. 3) not very likely
4) not at all likely
5 dou't!mow

9%
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T
L35
&

2. Wculdmmngiywma.mmhnnmnmewwmmmmwyoppou
anhcmmm&ammmudseux&f:tmmedloexpmd hoahhcuemca for.

chlldrm?

_ l)mnsiywport
2) somewhat support
3) somewhat oppose
4) strongly opposs
S)don'tknow

'5'8%'
18
L S
4

SMYouvwmme&mwhammd.mhaywmmd,mmtadl

concerned sbout the rapid changes in the hoalth care xystem caused by the changes to

mugadweorgzﬂnﬁommhn%mﬂm

. 1) very concerncd ‘ 54%

2) somewhat concemned. - 27

3) not very concemed 6
.. 4) not et all concerned- B A
fS)doatknow 8

4. Ifyouou&mﬂymnbamdugmsedﬂﬁnmmdhmumhuc&w

would you be very concerncd, somewhat concetned, notvctycormmad.otnmuall

concemed about the qnaligy of care available thxough mamgod cara mgmzancm, such

asHMOu? |
l)vcryccmned . 74%
- 2) somowhat concerned U ©
‘J)notmyoommmd T4
. 4) oot at all concemnad’ 3
~ 5)don'tknow . ts
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Chronic disability trends in elderly United States

Y populations: 1982-1994

(leagitudiaal surveys/oldest~ald/population aging)

KENNETH G. MANTON®, LARRY CORDER, AND ERIC STALLARD

Center for Demographic Studies, Duke Univensity, Durham, NC 27708

Communicated by Burton Singer, Princeton University, Princeion, NI, December 31, 1996 {received for review October 13, 1996)

ABSTRACT  Statistically significant declines in chronlc dis-
abillty prevalence rates were observed In the siderly Unlted
States population between the 1981 and 1989 Natlons! Long

Term Care Surveys (NLTCS). The 1994 NLTCS was used t0 _ -

{avestigate whether disabllity rate declines continued 1 1994,
The 1982, 1984, 1989, and 1994 NLTCS employ the same sample
design and Instrumentation so that trends in disability can be
estimated with minimal sampling and messurement blus. Age
(S-year categories from 65 to >95)-specific rates were caliulated
for the 1982 NLTCS and applied to United States Census Raresu
estUmates of the 1994 population to calculate chronlc disebility
prevalence rates adlusted for aging in the Unlted States popu-
tation aged >65. The 1982 age standardized rates were conipared
with 1994 NLTCS estimates, The prevalence of disability esti-
mated for 1994 (213%) was 3.6% lower than the 1981 age
standardized rate {24.9%)—s highly signlficant reduction {f =

8.5, P <« 0.0001). Of the 3.6 percentage point decline In

revalence, 1.7% occurred (o the 8 years between 1989 and-

1994 —compared with the 1.9% decline in the 7 years between
1982 and 1989. Both declines are significant. Because of the
sborter time period, the per year decline in disablility prevalence
from 1989 tnr 1994 wac greater than that from 1982 to 1989, Clven
the higher acute and long-term care service needs of the dixabled
elderly populstion, Medicare, Medicaid, and private health ex-
penditures mey be dramatlcally lower than If declines had pot
occarred. )

Changes in the prevalence of chronic disability in the United
States siderly population are important for several ressons.
First, many models of health changes in developed socicties

have suggested that industrialized, economically advunced

countries would present social and public heslth problems that
Increase chronie discase and mortality risks (1, 2). When it was
recognized in 1982 that United States chronic disease mor-
tality rates above age 65 had been declining gince at léast (968,
with the consequence that the United States elderly popula-
tion was growing faster than projected by the Social Security
Administration (3, 4), the question was raised of whather
chronic discase and disabiiity rates had changed in a pavallel
fashion. If they had, one might expect the period of life
af{licted with chronic morbidity snd disability to remain
relatively constant—or decline (5, 6). On the other hand, if

onic morbidity and disability incidence remained un-
cfanged, with life expectancy increases above 65 largely due to
Improved medical (reatments, then the period of life spent
dizabled might have increased (7). In this latter case, raising
the normal retirement age for Social Security might not be &
feasible solution to the problem. These questions play:d a

e publication costs of this anicle were defraycd fn part by page charge
payment. This article must therefore de hereby marked “advertiremess™ In
accordance with 18 U.5.C. '§1734 solely 10 (ndicate this {act,
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0027-B424 /97 /942583-652.00/0
PNAS {5 availnbie online at hitp://eww poas.ocy.

major role in the debate about the changes in Social Security
legislation finally passed in 1983. Because of a lack of clear
evidence s to which scenario dominated health changes from
1968 to 1983, and which scenario would be Hkely to dominate
in the future, a mixed strategy of a small increase in the normal
retirement age (from 65 to 67 berween the years 2003 and
2027) and increased payroll taxes was adopted. These policy
options have to be revisited beafore large numbers of post.
World War 11 baby boom cohorts pass the ages of €5 to 67
between the years 2011 and 2030.

Second, chronic disability, especisity for elderly populations,
is 8 sensitive moasure of age-related changes in the health end
biological Hiness of individuals. It is 8 crucial question about
the ege rate of physiological changes, of whether recent
increases in United States life expectancy at ages >65, and

-apparent changes in the manifest lifespan [l.e., the highest age

to which individuals in 8 population are observed to live (8, 9)]
arc associated with not only reductions of chronic diseaze
prevalence, but also increases in the average level of physical
functioning at specific late ages. In this sense, disability is 2
marker of whether life expectancy increases are associated
with changes in the age rate of loss of the everage biological
fitness of @ population—a marker that could be interpreted as
measuring changes in the biological rate of aging (10}. This.
measure would be useful 10 help assess whether changes in the
biological rate of aging, as inferred from models of the force
of mortality [c.g., changes in the shepe parameter of the
Gompere hazard function (11, 12); in some cases changes in
the shape parameter is conditional on risk factor dynamics
(13)], correlate with changes in the biological fitness of the
United States clderly population as reflected in age-specific
disabilify rates calculated from longitudinal survey data.

The arguments for using disability measures to make these
assessments are substantive and methodological. Subatantively,
the dimenslons of chronic dissbility are oot only a product of
chronic morbidity but are, increasingly, at advanced ages, primary
risk factors for discases such as stroke (14), coronary heart
diseass, peripheral vascular disense, disbetes, and cancer (15-18).
Specifically, in middle age, disability is often viewed as a product
of the age-related progression of the teverity of specific chronic
discase processcs. Al late ages (e.g., starting &t 65) chronic
disability will increasingly be a result of {f) the interaction of
multiple diseasc processes (rather than the product of a single -
disease process) and/or (if) the product of more general fosses of
physiological functions due 1o global processes of senescance (19).
For example, declines in immune function with age increase the
risk of pulmonary viral and bacterial infections leading to pncu-
monia, Decreased physical activity will lead to deconditioning of
cardiopulmonary function, general vascular tone, and the fitness
of voluntary muscles thet may impair the efficiency of peripheral
vascular function (10, 18, 20, 21). Thus, current reductions in the

Abbreviations: NLTCS, Nationel Long Term Care Surveys; ADL. -
activitics of daily living; [ADL. Instrumental ADL; LTC, long-term
aure,

*To whom reprint requests should be addressed
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prevalence of chronic disability may affect the future prevalence
of chronic disease and mortality risk in the United States elderly
population.

Changes in chronic disability are very important for th: United
States heaith care system, because persons with chronic disabil-
ities tend 1o have higher per capita Medicare, Mcedicaid, and other
acute and chronic care health costs than nondisabled persons
{22-24). Thus, reductions in chronic disability at latc ages may
have important direct and indirect effects on the future rate of
growth of United States health care expenditures.

Methodologically, longitudinal meagurements of chrunic dis-
ability arc important because they are casier to assess in nationally
represenlalive population surveys than many physiological risk
factors or biomarkers of aging, which require blood drawling or

other physically invasive (and expensive) tests and procadures (25,

26). The information content of longitudinal population moni-
toring can be greatly enhancad by linking an individual’s survey
data 10 his/her continuous records of Medicare Part A &nd B
service ysc. They also provide a temporal matrix for intugrating
ata from specialized health studies—an integration that in-
?ﬁgases the value of that specialized heslth information by helping
1o assess, and possibly enhance, its population and temporal
representativeness (27-29).
ough chronic disability timc series are imporant to
monitor age-epecific changes in population health and biolog-
ical fitness, measgurement of chronic disability, especially in
clderly populations, is complicated by the different types and
degrees of disability manifest (13). There is no universs} “gold
standard” for measuring disability (30, 31). Measurcinent is
less difficult for severe disability, where physlcal manifesta-
tions gre readily obscrved and evaluated. Despite thesc meth-
odologicsl issucs, measurements of disability are surprisingly
robust, with national estimates of the prevalence of chronic,
severe disability in the ciderly shown 16 agree across several
national surveys, even with differences in questionnaire word-
ing, in 2 large federal interagency study (32). If assessed with
the sams ingtiumens over lirne, and veing similarly structured
end coordinated samples, the likelihood of bias in estimates of
prevalence change would be further reduced.

In this study, the prevalence of chronic disability and
institutionalization in the elderly Unites States population was
assessed for 1994 using the 1982 and 1994 National Long Term
Care Surveys (NLTCS). Disability prevalence rates for 1982
were standardized to the July 1, 1994 Unites States population
age distribution (33). The 1982 standardized rates were then
compared with the 1994 observed rates to ascertain the size

d direction of disability changes from 1982 to 1994 in the

ﬁ‘nitcd States elderly populstion. This extends prior studies of
the NLTCS, which documented significant declines in caronic
disability from 1982 1o 1989 (34, 35)

DATA

The data analyzed are individual reports of chronic (lasting, or
expected 10 Jast, >90 days) impairments in acibvities of daily living
(36) (ADL), instrumental activities of daily living (37} (LADL),
and institutiona! residencs from the 1982 and 1994 NLT\ZS. In
cach survey the same disability and medical condition questions
were asked using identical field procedures and by the same
survey organization {United States Census Bureau). This mini-
mizes bias in disability wend estimates by holding constant
ingtrument and field procedure, and related measuremer! arti-

fact. The likelihood of bias is also reduced by the high 953%) -

response rates in all four NLTCS.

The samples (or both NLTCS examined are large (i.c., 10,485
in 1982 and 19,171 in 1994} and designed to represem with
precision the traits of the oldest~cld population aged -85, 3
subgroup with high chronic disability prevalence rates, it cach
year. New samples of ~5000 persons who aftained ajc 65
between cach pair of surveys were drawn fram Medicare tiles in
1984, 1989, and 1994 (o represent-the Unitcd States population

P.3
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aged >65, in cach year. In the 1994 NLTCS, screening is dono of
pervons in the new sample component and of persons who were
not disabled in prior samples, to identify chronic disability
Incident between 1989 and 1994. The samples, being drawn from
Mediaare cnrollment files, are nationglly representative of both
community and institutiona! residents. Persons who receive a
detailed Interview in one survey year are automatically inter-
viewed in all subsequent surveys until death. Because persons are
followed through the Medicare record system, nearly 1009 of
cases can be longitudinally tracked so declines, as well as in-
eascs, in disability in previously dissbled individuals can be
identified, as well as exact dates of death.

In analyses of both the 1982 and 1994 NLTCS, United States
Census Bureau cross-sectional sample weights were used. In
1989, the definition of Institutional residence was expanded by
the Census Bureau so that estimates of change In the instit-
tional population may be conservative.

METHODS
Age (by S-year categories from 65 1o >95)-specific rates were
calalated for persons with chronic disabilities, or who were
institutionalized, in the 1982 and 1994 NLTCS. Disability was
definad as the inability to perform 31 IADL (e g., cooking, doing
laundry) due to health or aging, or the inability to perform at least
one ADL (e.g., bathing, dressing) without using personal assis-
tance of specis) equipment. Because institutional residents report
an average of 4.8 ADLs impalred, they were used 1o define a
separate high disability group. To be identified as chronically
disabled when initially selected for a detailed interview s sample

. person had to have st least one ADL or IADL disability that had

lasted, or wes expectad 10 last, >90 days. Disability was grouped
into five categories, i.c., those with »1 LADL Impaired (but no
ADL impalred), thoss with 1-2, 3-4, or 5=8 ADLs impaired, or
persons residing In institutions reporting disability. All other
persons were defined as not dlsabled.

Age-spocific disability prevalences from the 1982 NLTCS were
applled 10 Census Bureau ag ific population estimates for
July 1, 1994 (33). Standasd errors for the proportions were
calculated from respondent counts. Changes in proportions wese
asseseed using e test of differences in binomial probabilities.

RESULTS
In Table 1 we present the observed distribution of chronic
disability In 1994 and the distribution of chronic disability that
would have ocaurred in 19934 if the 1982 age-specific rales had not
changed.

The proportion of the United States population aged >65 that
would have been chronically disabled or institutionalized in 1994,
had 1982 agesspecific disability rates not changed, Is 24.9%. The
proportion observed o be chromally digabled in 1994 was
A3%.

The United States chronically disabled elderly population in
1994 is 3.6% smaller (§.2., & decline from 24.9 to 21.3%}, than

Table L. United Suates disability prevalence estimates {or 1994
caleviated from 1982 and 1994 NLTCS

1954 prevalence from

1982 rates, 1994 rates.  Difference, 1
Functional status % % % vstue

IADL impaired S.6(20.17)* 43(=014) —13(20.22)f ~59
1-2 ADLs 6.6 (=0.18) $.9(=0.16) ~07 (2024} -3.0
3-4 ADLs 19(=012) 3.2(x0.12) 03(z017) 16
56 ADLs 36(+013) 28(=0.12) ~08(=0.18) =43
Institutional

resident 63 (£0.18) S2(=0.16) ~1.1(=0.24) —45

Total disabled 24.9 (=031) 21.3(£029) ~36(=0.42) -85

*Confidence bounds for proportion based on its SE.
Conlidence baunds of diffcrences in proportisns based on its SE.
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{f the 1982 chronic disability prevalence ratcs had not changed.
This is & relative decline from 1982 of 14.5% in the 1994
disability prevalence rates, The decline of 3.6% it highly
_significant (1 = -8.5; P << 0.0001). The two standaid error

confidence bounds for the decline are 2.8 and 4.4%. Thre lower -

confidence bound (2.8%) is 50% greater than the 1.7% age
standardized decline observed from 1982 10 1989. Tlius, the
declinc in the prevalence of disability {rom 1982 to 1994 is
ystgniﬁcamly larger than the 1982 1o 1989 decline.

1n absolule 1erms, the change in prevalence suggests that there
are 1.2 million fewer disabled persons in 1994 (i.c., 83 million vs.

7.1 million) than U the 1982 rates had not changed. Dleclines .

oceurred at all but one levsl of disability. The disability levei

specific declines are each highly significant (P < 0.0001). The one,

increase in chronic digability prevalence, for persons with 3-4
ADLs disabled (03%), was not significant (f = 1.6; £ > L10),

Changes for persons aged 65-74, 75-84, and >BS are
presented [n Table 2 for the noadisabisd, those with only
1ADLs impaired, and thoge with at least one ADL Impaired,
or who are institutional residents. '

Ditferences between the proponiions of the elderly population
who were not chronically disabled in 1994 and who wewld be
expected not to be disabled in 1994 based on 1982 rates, inireased
with age, i.e., 2.6, 5.0, and 5.4% for ages 65-74, 75-84, and >8S,
respectively, The declines in the proportion with =] JADL
impaired were significant 3t ages 65-74 and 75-84. The decline
(0.79%) at ages >85 was not significant ( = —1.0). The deddine of
the proponion of the population with 1 ADL impaire<|, or in
institutional residence, was significant at sl} ages (i.c, 1.5%.3.3%,
and 4.7% for ages 65-74, 75-84 and >8S, respectively). Often,
long-term care {(LTC) insurance policies require a person 1o have
23 ADLs impalred (not shown) befors qualifying for bonefits.
The proportion with 3 ADLz impaired declined significantly
from 1982 to 1994, both overall (1.6%) and for spedlic age
roups, i.e., declines of 1.0%, 25%. and 2.4% for ages 55-74,

5-74, and >8S, respectively. -

The 5000 person sample drawn in 1994 to represent parsons
passing age 65 between 1989 and 1994 is independent of the
subsample of persons aged 65 to €9 in the 1982 NLTCS.
Disabled survivors to 194, who were aged >65 in 1982, had
1o be st least age 77 in 1994. Thus, declines in disubility
between the group aged 65 10 §9 In 1982, and the same age
group in 1994, are independent of the effects of previously
responding to an inlerview (a measurement effect likely small

- duc to the S-year period between surveys). The proporton of -

pondisabled persons aged 65 to 69 was 88.3% in 1981 and

Table 2. Age-specific estimates of chronic disabllity prevalence in
1994 based on rales estimated from the 1582 and 1994 NLTCS

1994 prevalence based on

Disability and 1982 rates, 1994 rates, Dilference. &
age siatys % ; % % value
Nondissbled
6574 - 85.9(=0.33)° B8S(=037) 26(x050)! 53
7584 - 68.1 (0.56) 73.1(=D47) 50(=074) . 68
85 34.8(=05¢) 402(x088) S.4(=129) 42
Only fADU :
impaired ) .
68574 43(=0.19) 3.1(+0.20) -1.2(=20.28) -42°
7584 2.2(*031) 55(=02¢) -1.7({=040) ~43
8S 19(2053) 1.1(=046) ~07(=070) ~1.0
L impaired
or inslitutional
£5-74 © 9B(=028) 8.4(*032) ~15(7043) =34
75-84 24.7(x052) 21.4(=048) ~35(=0.68) -~48
>85 $7.3(=098) $2.7(z089) ~47({=132) =135

*Confidence bounds for propartion based on its SE.
1Confidence hnunds af the diffarcacs in nrtanamtiane hacsd an ite SE

F.4
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90.3% in 1994—s significant increase of 20% (¢ = 3.4). The
group of persons aged 65 to 74 in 1982 is also independcent of
the group aged 65 to 74 in 1994. The increasc in the proportion
of pogdisabled persons for that age group is larger (2.62%) and
highly significant (1 = $.34). The decline berween 1982 and
1994 (from 4.6to 3.8%) in persons aged 65 10 69 with 33 ADLs
impaircd was significant (1 = ~2.0). Significant declines were
obscrved to the oldest sges examined, ¢.2., the decline between
1582 and 1994 in the proportion of persons aged > 95 who were
chronically disabled was 7.77% (SE = 2.42%; ¢ = -1.2). Thus.
declines in chronic disability were widespregd, being found in
most age and disability levei specific subgroups.

: DISCUSSION :
The NLTCS data show declines in disability prevalence, ob-
served from 1982 to 1989, in the United States elderly popu-
lation, conlinued to 1994, If declines from 1989 10 1994 .
occurred at the same rate as betwesn 1982 and 1989, the
prevalence decline over the § years would have been 1.36%—
compared with the 1.7% observed. Thus, declines In disability
observed from 1982 to 1989 not only continued, but acceler-
ated, from 0.27% per year from 1982 to 1989 10 0.34% per year
from 1989 to 1994. Declines were manifest for all ages, even at
ages of >95, end for the highest levels of disability. This is
consistent with declines in United States mortality observed at
sges of >80 (38), and with the proposition that higher United
Siates expenditurcs on LTC better meet the needs of the very
elderly than the lower LTC cxpenditures, and less complete
LTC service svailability, in Japan (39, 40).

It is useful to examine what the prevalence raic changes from
1982 to 1994 imply for the number of disabled elderly persons
3t specific dates. Thig is shown in Fig. 1,

The 1982 United States pot:ulaﬁcn of 26.9 million persons aged
€5+ had 6.4 million chronically disabled persons (35). By 1989 the
number disabled grew $.4% 10 7.0 million persons—as -opposed
10 the expected {ncrsass of 17.2% (145% duc to the greater
number of persons age 65+, and 2.7% due to the aging of the 65+
popuiation}. By 1994 the number chronicaily disabled had grown
10.9% to 7.1 miilion persons—rather than to 8.3 million persons,
the 29.7% increase expected (25.3% due to the growth of the
United States elderly population and 4.4% to the aging of that
population) if the 1982 rates had not changed. If the 0.34%
decline in digability per year (observed from 1989 10 1994)
continued to 1996, the decline from 1982 to 1996 would be 4.3%.
There would then be 7.3 million disabled persons in 1996 (en
incresse of 14.1%) compared with 8.7 million persons (an in-
aease of 32.8%; 26.8% due to the growth of the 65+ population -
and 6.0% due to its aging) if the 1982 rates had not changed—a
differencs of 1.4 million persons.

Of the 1982 to 1994 decline In prevalence, two-thirds (2.4%) is
due to changes in nonstanderdized rates (i.e., the observed
disability prevalonce in 1982 was 23.7% compared with 213% in
1994). Thiz 2.4% decline is over twice the decline (1.196) in the
nonstandardized rate changes (i.c., from 23.7 to 226%) {rom
1982 1o 1989 (3S5). One-third of the change is due 1o the
standardization ussd to adjust for aging of the United States
elderly population. The sensitivity of the change estimate to the
use of different standard populations was examined. Though the
prevalence rates changed moderately when different standard
populations (e.g., different intorcensal estimates) were uscd, since
ths 1982 standardized and 1994 observed rates reflect the same
1994 populstion distribution, the change estimate is robust (o the
selection of a standard populstion.

In addition 10 2 decline in the number of persons with chronic
digability there was also a small decline (2.0%) in the average
number of ADLs reporied by persons who were ADL-disabled in

~ both years. This reduction of 395,648 ADL impairments reported

by he disabled population suggests that the poputation burden of
disability was further reduced by an equivalent of 111,765 dis-

shiad mamrnc.—rorh with on ousrens nf 1S4 AT«
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" G, 1. Number of chronically disabled Americans aged 65 and over (in millions).

Two related issues of imponance are () that the assosiation
of disability declines with changes in other measures of health
and biological fitness at late ages and (&) the identification of
possible causes of the disability decline.

The declines in chronic disability are related to changesinother

covariates in the NLTCS thought 1o be related 10 the likelihood
p belng chronically disabled at a given age. Bducation has been
negatively related to the age-specific likelihood of being hron-

ically disabled (24). The proportion of the population aged 85to -

B9, with 0-7 years of education, has been estimated (0 decline
dramatically, from >60% in 1980 to 10-15% by the year 2015
{41). It may be that this relation was due to only a seleet portion
of the population receiving high levels of education in the pust. As
high levels of education become more prevalent, uniess there is
- 8 causal relation, the sbility of cducation to predict dieability
might be attenuated. Though such selection is 8 possible 2xpla-
nation, it would have to operate oven though most schooling k
donc early in life (i.c., by age 30), whereas we arc exaniining
digability changes at ages >65. Because aducstion is fargely
completed by age 30 this ralses the question of what intermadiate
health care and biological mechanisms may be reducing the
probability of disability for bener educated persons. There are
many candidate factors, i.e., berter sducated persons tend to morc
readily adopt healthy behaviors (¢.g., maintaining physical sctiw
ity at laic ages, reduding risk factor exposures such as smoking,
improving nutrition). Betier educated persons are also more
likely to have had better medical care both early In life and in
middle age, up o age 65, when qualifying for Medicarc—iti pan
because of highes rates of health insurance coverage up to age 65
for better educated persons (42). Better educsted persons ar: also
better equipped to comply with complex and long-term medical
treatments—especially for chronic condltlons engendering co-
rbidities such as hypertension or disbetes. They are also imore
mly to exhibit fewer disabilities even with a chronic condition
present (43, 4¢). Finally, there is evidence suggesting education is
negatively associated with the incldence of Alzheimer's dis-
case--a prevalent and highly disabling condition (45).
An analysis of changes in disability levels by cohort {cchont
. effects were correlated with cducation) suggests that the age

rate of disability increase (and, inferentially, of the biological

rate of aging) is slower in younger, than older, cohorts. Since
factors related (o cohort membership are, by definition, per-
sistent, this suggests that period differences in chronle disabil-
ity are likely 10 continue past 1994, because those cohorts
succeed one another at late ages where the general leved of
dissbility is high (70, 71).

for 75 years from Civll War veterans evaluated at
~ to Workd War II veterans aged >65 in 1985 to 1988, Lanska and

Analysis of changes in 16 chronic diseases show that there were
large declines in the prevalence of those conditions from 1982 1o
1989 (35). To the extent that the progression of chronk disease

increases chronlc disability after a lag [ssy of 3-5 years for ages
" 75~79 (45, &7)), this It Eonsistent with the continusation of the

disabllity declines observed from 1989 to 1994, The decline in-
chronic diseases observed from 1982 to 1989 is, itself, consistent
with trends in risk factors that ghowed, in the four National
Heslth and Nutrition Examingtion Surveys done from 1960 o
1990, declines in hypertension, cholesterol levels, and smoking for
persons aged &5 to 74 (48, 49), This is in contrast to Germany
where 2 19% decresse in cardiovascular discase mortality from
1984 to 1989 was argued by German researchers to be most likely
due to improved medical therapy, because cardiovascular disease
risk factorz (50) and smoking {S1) showed little or no improve-
ment in studics done from 1970 to 1991,

Chronic disease and disability prevalence may have been
dedlining in the United States for a much longer period of time
than from 1982 to 1994. Fogel (52) found that heart diseasc
prevalence, 8 disabling chronic discase, declined 6% ng dcmds
>65in 191

Mi'(53) found stroke mortality (stroke being & discase engen-
dering significant chronic disabllity) had declined since 1925.
Multiple changes in the questionnaires and samples used in
the National Heslth [ntervisw Surveys over time make long-
term disabllity trends difficult to estimate (54) and compari-
sons with other surveys problemastic (54-56). Waidmana &f al.
(54) sttempted to resalve those difficulties by using a varicty
of survey and epidemiological data sets and making adjust-
ments for known methodological problems. They found that
not only did United States disability decline In the 1980s, but
that apparent increases in disability in the 1970s were likely due
to measurement difficulties with Natlonal Center for Health
Statistics surveys done in that period (54-57). Administrative
data algo suggest that declines In institutional residence ob-

~ served in the NLTCS are consistent with declines in Medicaid
" reimbursed nursing home use by the elderly (49), the tendency

toward shorter nursing home stays with more medically inten-

" sive care, ond the increased use in the United States of hame

heslth scrvices for LTC (58). .
Very long-tesm changes in chronic discase prevalence are less
fikely due 1o medical Innovation than to changes in nutrition and

_public hygiene. A number of long-term trends in these factors

passibly contributed 1o declines in chronic disease and disability.

- One factor is improvement in public hygiene and sanitation. A
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recently discovcféd_‘.palhogcn. Helicobacter pylori, may explain
long-term declines in gastric cancer (since the 1930s)-andl changes
in peptic ulcer prevalence {59). Improvements in water quality

may have reduced exposure 1o this pathogen. A second factor .

possibly contributing to long-term dedlines in stroke and gastric
cancer is the reduced usc of salt as a food preservative as

refrigeration became more widely used (60). Indeed, nalt con- -
sumption and H. pylori infoction may inleract 1o increas« disease

risk, as may salt and increassd nitrate consumption. A third factor
is better regulation of commercial food procassing and Jivestock
managemsnt. Commercial food processing, especially thermal
processing of meats. may have reduced the prevalence of food-
borne pathogens possibly contributing to atherosdlerosis (61).
Food processing expanded repidly afier 1950, Regulation of
livestock feeding and handling may also have reduced foad-bomne
viral pathogens, Fourth, food supplementation was initiated after
the discovery in 1917 of the r:lat&n of cod liver ofl consumption
to rickets. Vitamin D supplementation, either by fish il con.
sumption or the UV radiation of milk, was widcly spread by 1924
n the United States. British studies suggest that aurnitional
deficiencies in preghancy may affect fetal development in ways to
increase the risk of chronic disease in late adult life. . a
number of lifestyle factors could have contributed to changes.
United Statés surgeon general reports in the early 19602 may have
reduced smoking rates in successive birth cohorws (62),

The impact of medical therapy on disability prevalence is hard

to assess because many treatment innovadons for chronic cliseases
are recent [e.g., ACE-II inhiditors to control hypertensian (63,
64)]. There are also relatively old medical interventions whose full

" range of effects on chronic disease and disability are just begin-

ning 1o be understood. Exogenous estrogens were used in 1585 by
3 million United States women 1o treat postmenopausal symp-
toms. By 1995, nearly 10 million United States women were
taking estrogens, which may have benefit for such highly preva-
lent, disabllng conditions as osteoporosis and cardiovascular
disease (65-67). A recent study suggested that exogenous estro-
gens might delay the'onset of Alzheimer's diseass by 5-8 years—
and possibly reduce the prevalence of that highly disabling
condition in females by 50%. Aspirin may reduce the 1isk of
colorectal cencer snd recurrences of stroke and heart disease.
Recent data suggest that nonsteroidal antiinflammatory dry
may also reduce the risk of Alzhcimer’s discase—possibly
25-40%. The effects of aspirin and other nonsteroidal antiin-
flammatory drugs, because of their widespread use, could affect
the health of a large proportion of the United States edderly
pulation, These older nterventions may combine with numer-
Es more recent medical advances 1o cause both chronic disease
d dissbility to continue to decline for a long time—wi:h the
implication of exogenowsly altering basic biological pararieters
reflecting age changes. v 4
Disability declines of the siz¢ in Fig.~1 may have important
implications for national health care costs. For exampls, the
1994 United States institutionsl population was estimated to
be 1.7 million persons. The 1982 rates, after age standardiza-
tion, impiied 2.1 million persons would be institutionslized in
1994, The difference of 400,000 implies, assuming an annual
per capila nursing home cost in 1994 of $43,300 (49), savings
of $17.3 billion in nursing home expenses in 1994. That does

not include additional polential savings for acute care cupen-

ditures (22). Specifically, if sge increase in the prevalence of
chronic disability ic a marker of the rate of loss of biological
function, then decreases in the number of chronically disxbled
-persons implies that persons in “predisabled states are also
losing biological function st a slower rate. Thus, declings in the
number of disabled persons at lste ages may imply better
function and Jower health care needs in s large proportiun of
the younger portion of the United States clderly population. if
many scufe care medical expenditures are due 1o chionic
disability (22), then the decline in the prevalence of disability
rates from 1989 to 1994, which caused the disabled clderly

.who are -chronical

P.6
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' Y
_population to grow more slowly than the total elderly popu-

lation, could portend siower rates of growth |n nationat health
expenditures in the future. A number of factors could affect
this. The interpretation above assumed that the length of time
a persan remaing disabled is relatively constant, In contrast,
prevalence could decline if the same number of persons were
disabled for shorer periods of time. This might seem reacon-
sble in the contemt of declining life expectancy, i.c., that
persons live » shorter period of time after a potentially
disabling chronie disease became manifest. However, United
States life cxpectancy has (ncreased at later ages, If the
prevalence decline were due to shorter disability cpisodes
among the same number of persens this would require, in the
context of increating late age life expeciancy, the. proportion

© of the lifespan spent in nondisabled states to increage. That is,

constraining the standard epidemiologic relation of prevalence
to the incidencs and duration of a chronic health event is an

increasing late age life expectancy.

A change in the relation of disability duration 2nd incidence

could 8lso have important effects on costs by changing the mix of

medical services required, For example, Institutional and infor-
mal care use would increase f the durstion of disability increased.
If duratlon of disability decreased, as health evenls increased In
incidence, this might shift costs to hospital use and other types of
acute health services,

Understanding the effects of chronic disability changes on the
level and mix of health service expenditures is important in that
currently there iz great concem for the fiscal stability of Medicare.
Beginning in 2001, the Medicare Trust Pund is projected 1o go
into negative balance (69?. Concerns about Medicare expendi-
tures will increase untl at least 2028 when the largest post-World
War 11 baby boom cohorts pass age 65.

Unless gross domestic product faster than projected, the
projected Increasss in the sizs of the elderly population relative

- 2597

to the labor force (and taxable payroll base) mulmuixc large

changes in the Medicare program to maintain balance,
However, projections of Medicars expenditures arc based on the
projected growth of the United States clderly population—with
0o assumptions made about how health changes befors death in

the caleulations—even though life expeaancy is projected to

continue 10 incresss &l late gges. Thus, if declines jn chronic
disability continue, the magnitude of changes required in the
Medicare (and Medicaid) bencfits might be reduced because of
two factors. One is the change in the ratio of the size of the United
Steles population aged say, 18—&4, to the population aged >65,
disabled. This differs from the standard
defpendency ratio of the 18—64 to >65 populations in that it would
reflec changes in the aggregate health of the over 65 popula-
tion—changes that could have large effects on Mcdicare and
other heslth expenditures. For sxample, Medicare Part A and B
expenditures are higher for chronically dissbled persons, This i
due to a variety of factors, e.g, persons with severe chronic
disability are likely affected by medical conditions requiting
considerable acute care. To maintain the health of a chronically
disabled person, one thus has to provide large amounts of medical

servics to deal with morbidity engendered by the physiological -
. efieas of disability.

To keep a constant ratio between the United States popu-
lation aged 1B-64 as projected for 2028, to the number of
disabled persons over 65, the disabllity prevalence rate above

ago 65 would have to be reduced 1.5% cach year for 34 years,
i.e., an overall reduction of 1 ~ (0.985%) = 0.402, or 40.2% in -

34 years. The rate of decline from 1982 to 1994 has been 1.2%
per year, so 8 1.5% rate of decline in the disability prevalence
rate is concaivable. However, it is imporiant to recognize that

_after the peak in 2028, the size of the age >65 population

relative 1o the population aged 18-64 declines. Hence. 10
maintain & constant ratio in 2050, the per annum rate of
decline in the prevalence of disability above age 65 required is
Jower—roughly 1.2%, the same rate of decline observed from
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1982 to 1994. Even if such rates of decline are not meintained
over these longer periods, any sizesble decline will reduce the
magnitude of Medicare and Medicaid program changes

needed and possibly smooth out the demands induced &t the -

times of the peak Medicare burden.

A second }:
will grow Is that the per capits annual rate of Medicare's
expenditures declinas with increasing age at death (68). This is
because & large proportion of Medicare costs, at any age, ar:
made in the 2 ycars immediately before death. The per capits
expenditures for deaths at age 70 are $22,590, whercas for deaths
at age >101 they decline to $8300 (1990 dollars; 1989-19
destigh. This age tn{:dnry of expenditures, combined with the
appatent slowing of biclogical age changes over time, may have
important consequances for the future burden of the Medicaru

gram. These were not Bactored into projections of Mediacrs
rust Pund obligations (3, 22, 55, 69).

In summary, declines in the prevalences of chronie disability,
observed up 1o age 95, suggest that there have been statistically
significant and biologically Important changes in the age rat¢
of loss of biclogical fitness in the United States population
agsociated with incresses in life expectancy above age 65. It wil:
be imporiant to monitor these changes in chronic disability t¢
determine how the age rates of loss of biological fitness wil'
behave in the future. These changes may have importani
implications in forecasting the future trajectory of changes in
health expenditures in the Unitcd States elderly population.

.

This research was supporied by the National Instilule on Aging.
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CONTAINING MEDICARE AND MEDICAID COSTS AND IMPROVING
OUTCOMES THROUGH ENHANCED TECHNOLOGY TRANSFER

Jerxry Avorn, MLD.
AsmaatchofmofMedxcme,Ha:mdMedxmlSchool
Director, Program for the Analysis of clinical Strategies

Brigham and Women’s Hospital
Baston, MA

“

Research currently underway at the NIH and in aniversity labaratories holds great
potential for generating long-term savings to Medicaid and Medicare. ‘But more immediate
savings — achievahle within 1-3 years — could be realized through consistently appropriate
- utilization of currently-available therapies. To achieve this, we must be able to disseminate

- current, cost-effective treatment information to practicing physicians as cfficicutly as possible.
Today, this technology transfer is spotty at best, with much current practice driven by less--
than-current data, habit, anecdotal experience, and the promotional efforts of veadors. A high
proportion of physicians do not bave easy access to the information thar could puide them to
the most efficient and up-to-date diagnostic or thexapeutic interventions in a wide varery of

clinical areas.. Solid evidence indicates that in maay areas of medical care, current practice has

not kept up with recent findings for a very wide array of medical problems:

« underuse of anticoagulation in patients with a common form of heart thythm
abnormality (atrial fibrillation), resulting in many prevenmblcand disabling
strokes;’

. -ov:mxcofcoaﬂymgncﬂcmanecimag’ng(hfkl)mfnramieiyof
muscle and joint problems for which their use adds little but expease;

» inadequate coatrol of bigh blood pressure, despite the availability of a large number
of safe and effective medications, resulting in widespread exacerbation of
cmdiac@imscmdrmlfaﬂm,aswdlassuoke;

» underuse of several oomman medications (aspirin, cholesterol-lowezing agents, beta-
blockers, ACE inhibitors) to prevent beart discase, resulting each year in a
- massive burden of preventable heart attacks, disability, aud avoidable deaths;

» continued reliance on outmoded or high-dose tranquilizer medications in the elderly,
resulting in preventable falls and hip fractures.
In addition to the enormous clinical and human toll taken by preventable iliness and
disability, these problems (and many mare like them) also impose 2 large economic burdea an
the bealth care system. If a way could be found to help physicians make better climical

‘
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decisions in each of the areas noted above (and many mare), the clinical and economic toll of
such preveatable illness could be reduced dramatically. Even conservative estimates place the
achievable savings to Medicare and Mediczid in the tens of biltions of dollars annually.

Panofdle;uublunhasmwmaeismorgmizaﬁmindmathe‘pubﬁcapdm
sector responsible for providing disinterested, evidence-hased information to clinicians pro-
actively, on an ongoing basis, once a doctor’s training is completed. Few meaningful .
'wmpdmcyxeqmremmuemaamerfmmedmhmmsImﬁormmbmmby
nsurezs. Enabling practitioners to get access to the most current mformation on cost-cffective
smmg)aformagnogsandmmmtwmldbeomofmemmnksmmmwnﬁonmg
health care expenditures.

mm-dmmmwmamymmwdmmms

“academic detaling,” in which outreach educators meet with physicians 2nd offer infarmatiop

on managing a variety of clinical problems (much as drug company representatives do to
increase sales of their products). Formal cost-benefit amalysis of such programs has
dammstmmdsvmgswhmhmweedmexxcommmmny

Smhprogxamscwldddmmgetedmformamnmm-effwuvcwcwhmhwoﬂd
be updated on a regular basis, made available through educational outreach, on diskette, or
through an online service, as well as in hard copy. Content would focus on recent clinically
relevant findlings, improving patent cutcomes, and cost-effective care. These materials would
be generated and updated by groups of practitioncrs and researcbers independent of
commercial interests and working outside the sphere of any governmental agency, to aveid the
appearamce of creating a massive “Federal Cookbook of Medicine.”

. Initial work by our group at Harvard Medical School in creating the concept of
“academic detailing™ was inspired in part by the agricaltural extension service programs begun
decades ago by the federal government. Earlier this century, it was seea to be in the pational
interest for the Department of Agriculture to send out field workers to meet with farmers ©
present them with the latest information on developmeats in agricultural science, in orxder to
enhance thcir productivity. In that program, a benign and very effective use of minuscule
amounts of public resources was successful in upgrading the productivity of an important
sector of the economy. There is an urgent seed foraami]arpmgmntodayfurhmlmwe
professionals. -

Thezppmpnmc(andmodm)fede:almlemhnnchmgsxhapwgrmwmﬂdbetw&
fold. First, the governmment could inject small amounts of sced moncy necessary to begin
development of such decision-support educational outreach programs. (Within a ycar or two,
the marketplace is likely to help ensure that the best of such programs prevail and become self-
supporting.) Federal support in the initial stages would guarantee that this approach, and 13
mﬂnngsaungs,wwldhmmcar&lnymmhmmmwmﬂdmhumbepo&ﬂﬂa


http:p.rogl3.1D
http:outtea.ch
http:ttaiDi.ng

83/12/1997 11:21 16172328682 QUINICA_ "STRATEGIES - PaGE 84

Jary Avom, MLD. - page 3

Amndmlefmﬁ:cf&algwmanmﬂdhmpmﬁ:mmﬁmiorpbyms
to utilize such educational resources. These might include revenue-neutral differeatial

payment rates for participants, ormmgngmﬂmmmsmmoﬁaswhdocnmlom

" preraium rafes.

mmhmnmmmofmwpemmmummmmm
universities, development of a broad-based effort such as this has been bampered by two.
factors. Until now, pbysicians have had little inceative to practice medicine on the basis of

. cost-cffectivencss or outcomes measurement. The proliferation of mamaged care has provided

the incentive for such concem, but often without the informational wherewithal to guide such
cost~containment —~ often with unfortunate results. Secondly, the further evolution of user-
friendly technology as well as 2 variety of software and on-line tools have never been as
widespread, adaptable, or incxpensive as at present. |

It is not coough in 1997 to tedl physicians we must chanpe our practice pattems to
reduce bealth care expenditures. To do this well, we must have access to the best available
clinical information on effectiveness as well as cost. In the absence of such knowledge,
forcing doctors to utilize fewer health care resources is likely to result m rationing, shortcuts,
and worse outcomes...much of which would prove more costly. Cost consciousness is not

‘adequately addressed in medical schools, and is too rarely discassed in the research Literature.

While the practitioner is urged to “spend less® on patient care, 100 often he or she is not
provided with practical, patient-oriented guidance on precisely bow this is to be done in
specific clinical situations. We are proposing a program that can make cutting edge
information on diagnostic and therapeutic advances, as well as cost-cffective decisionmaking,
available to physicians, throughout their careers and regardless of geographic location. This is
likely to result in less rationing of needed care, less “trial and error” medicine, Jess duplication
of cffort, and fewer adverse effects, hospitalizations, and preventable disability.  Not anly is
the potential for savings apparent, but the positive impact on quality of care would be
considerable.

If implcmented on a large enough scale through evaluable demoustration projects, pilot
programs of this kind could be pot in place within one year of the availability of a very modest
level of support, based on the cxperieace of our group at Harvard and others throughout the
country. Within an additional two years, these demonstration projects could prove their worth
by documenting (in comparison with comparable noq-program settings) an improvement i the
quality and cost-effectiveness of clinical practice for targeted couditions.  This in tumn would
lead to better patient outcomes and reduce expenditures for conditions for which basic science
and dlinical research have already found effective means of preveantion or treatment, if oaly
patterns of care could be brought up to such best practices standards. Ovex time, after such
publicly supported demonstration programs had “primed the pump,” the health care system
itself would, once the way has been shown, beﬁxmcﬁkﬂymadoptﬂnsappmhasa
munncpmtofmedmlcaremmel}.s
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Well-funded biomedical rescarch ia an essential dement of sound national health
care policy. Past federal and private investments in basic biomedical research have
yielded a deep understanding of the molecular structure and function of biological
systems, includtng himan beinga. The Inrmman genome has been mapped. The
biotechnology tndustry has been established. Cellular biology and genetic scence
have made posaible previously undreamed of diagnostic techniques and theraples.
Every day genetically based physical diseases are better understood. and specific
therapies or cures are subsequently developed. We now look forward to an era in
which similar advances can be made against genetically based mental illneas — if
we have the will to support the underiying science.

We must come to understand the importance of increasing our national irvestment
in biomedical acience. We must also understand that advances in biomedical
science depend. in turn. on advances in other flelds of sdentific and engineering
research. The mapping and sequencing of the human genome has been made
feasible byadvanced combinatorial mathematics. computer science, and robotics.
Advmwcsmchemmlmg:nmrmgarerequkedmsmlcupbiotmhnmlmm
produce usable quantities of new medicines and to reduce their cost. Computcr

‘science and engineering must be advanced mqrdertomoddandvisua]becompla

molecular processes and to anmalyze the huge amounts of data required in genetic
studies. Condensed matter physics makes posaible the microscopic probes and
sensors needed by doctors and blomedical sclentists. Materials research is needed
to develop mechardams for precision deltvery of molecular drugs. The ability to
grow new human skin and, someday. replacement argans can be possible only if
several areas of science and technology advance together.

" Modern medicine ts born of scientific research and delfvered by advanced

technalogy. Its human benefits can be realized only through the wise and caring
public policy of a nation willing to invest in the future.

Charics M. Vest
March 12, 1997
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The Natiopal Long-Term National Health Care Survey of health trends among older Americans
by Dr. Kenneth Manton quantifies for the first time the bepefits of the evolution of medical
research, the focus on preventive health care, and their impact on public health and on Medicare
expenditures.

The study suggests that advances in medical science correlate directly with improved quality of
life for senior citizens and with lowering their health care costs. As a result, medical research is
the best long-term investment this nation can make for resolving future problems in the Medicare
Trust Fund.

There are countless examples of areas in which research advances have led to treatments that
forestall costly dysfunction and disability. Many types of congenial heart disease that once
cnppled or killed are now successfully treatable, allowing people to lead independent, productive
lives. More people now understand the role of smoking, diet and exercise. We can effectively
correct vision defects, replace hip joints, transplant organs, control infection and treat psychiatric
- 1llness. Collectively, these kinds of advances have changed the prospects for the average
individual in terms of longer life expectancy, decreased disability and delayed dysfunction. And
they have more than paid for their own cost of development by saving public and private insurers
billions of dollars every year. They are advances that not only improve the quahty of life, but
dramatically lower health costs.

The health care industry recognizes that a powerful R&D effort is critical for delivering more of
these advances that benefit seniors. The Manton study shows us that successfully treafing aging-
related diseases has reaped enormous benefits. Projections by our scientists prornise ever-
increasing control of human disease, which can now be studied at the molecular level, thanks to
the remarkable technological tnnovations of that last decade.

The conclusion is self-evident: It is good sense and good economics to support medical research
in the most vigorous way possible. We must mnsure that medical scientists and the medical
schools, and the teaching hospitals, in which they functior, are well-supported in order 1o
maintain Amencan medicine and American medical research at the forefront among the
industrial nations. The quality of our lives, particularly as we age, and the economic future of
our nation depend on thus support.

LS oD iy

Herbert Pardes, M.D.

J
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The recent findings of a long-term health care survey by Dr. Kenneth Manton of Duke
University clearly suggest that, by reducing chronic disease and disability among seniors,
medical research is contributing to substantial savings in Medicare. The benefits of research
advances, however, go far beyond improving health and saving health care dollars.

Historically, thirty percent of overall economic growth in this country has been attributed to
advances in knowledge — a process that was accelerated by the passage of the Bayh-Dole Act in
1980. And nowhere is the relationship between knowledge advances and economic growth

more visible than in the area of scientific and medical research. ‘ ‘ ‘

In addition to reducing the costs associated with the treatment of disease, continued invesiment
in medical research provides important long-term benefits to the overall economy. These
benefits proceed from the systematic transfer of technology out of the umversity research
laboratories and into the commercial sector, thus leading to the creation of new firms and new
jobs.

Recent studies by the Association of University Technology Managers (AUTM) and the
Massachusetts Institute of Technology indicate the magnitude of the positive benefits of
technology wransfer. The 1995 AUTM survey data show that licensing of university inventions
adds more than $2] billion to the economy and supports 180,000 jobs each year. In 1995 alone,
academic licensing led to the creation of 223 companies; during the 5-year imeframe of the
study, the total number of licenses and options increased by 66% for the US institutions
participating 1a the study.

- The MIT study offers similar evidence, emphasizing the role of rew firms in the job creation
process. Although only 35% of the licenses in the MIT study were granted 1o start-up

companies, those firms accounted for 77% of the investment and 70% of the jobs. l(
We cannot dispute the importance of budgetary reform and fiscal responsibility at the federal '
level, but we must not lose sight of the fact that investment in medical and scientific research

not only contributes 1o moderating he:alth care costs, but also leads to new JObS and g:ceater

wealth in the broader economy.

I M. Howell

~cms it Pracr. 17TH FLOOR. BOSTON, MaNSACHUSETTS 021190
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consensus processes for experts to agree on guidelines for how particular kinds of
care should be provided and under what circumstances, quantitative approaches to
measuring functional outcomes, and methods of risk- adjustment that allow
outcomes for populations with different characteristics to be compared.

Research Assessing the Magnit;udé of Quaiitv Problems

A large number of studies have employed these valid quality measures to assess
the seriousness of various quality problems. These problems come in three
varieties: overuse, underuse, and misuse. Overuse occurs when a health service is
provided in circumstances when its risks outweigh its benefits and, therefore, harm
is more likely to result than benefit.. Underuse is the failure to provide a health
service that would have produced benefit. Misuse occurs when a beneficial health
service 1s provided poorly, the patient experiences a preventable complication and
therefore fails to receive the full potential benefit of the service. The message from
this research 1s clear and compelling. We have serious quality problems in all three
of these areas. C

Proponents of managed care argue that it reduces cost by eliminating unnecessary
services, in other words by reducing overuse. This claim 1s so often repeated that 1t
1s perhaps surprising to realize that it has never been substantiated by rigorous
research. No studies have directly measured overuse in managed care and fee for
service settings and compared the results. Nor do we understand how much of any
cost reduction managed care achieves 1s due to reductions in overuse. . We do know‘,
however, that overuse is rampant in American medicine. -A large volume of studies
has documented substantial amounts of overuse across a wide variety of health
services, from the simplest diagnostic and therapeutic interventions (e.g., ankle x-
rays and antibiotic prescriptions) to the most complex (coronary angilography and
carotid endarterectomy).’

Estimates of overuse from these studies vary over a wide range, from about 10% to
over 40%, but most cluster between 15% and 25%. I believe a conservative reading
of this literature suggests that about 20% of what we do in health care constitutes
overuse. It could safely be ehminated and quality would improve, because patients
would be spared the unnecessary exposure to the risks of these inappropriate
services. '

1
If overuse is common in American medicine, underuse is ubiquitous. Whether the
subject is childhood immunizations, inhaled steroids for patients with asthma, the
detection and treatment of high blood pressure, radiation therapy following breast-
conserving surgery for early-stage breast cancer, or a variety of treatments for heart
attacks, the research is consistent. Large numbers of patients, often as many as
50%, faul to receive interventions that have been conclusively proven to improve
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outcomes. One recent study found that 79% of elderly heart attack patients failed
to receive indicated treatment with beta blockers and experienced a 75% higher
death rate than those who were so treated.® The likely reasons for these failures
are-many, including lack of health insurance and other barriers to access.

We also know that substantial underuse exists in both fee for service and managed
care practice settings. Comparative studies have found high levels of failure
(ranging from 40% to 60%) to diagnose and treat depression, to control
hypertension, to obtain recommended mammograms, and to provide appropriate
eye care to patients with diabetes in both kinds of financial arrangements.*

Misuse problems are also highly prevalent. Injuries from preventable adverse
reactions to medications and avoidable complications of medical and surgical
procedures are the major classes of misuse problems. Recent work from Boston
suggests that patient injuries due to medication use occur at a rate of about 2000
per year even at the best large teaching hospitals, nearly one-third of which are
preventable.® We also know that large numbers of complex and risky surgical
procedures continue to be performed at hospitals and by surgeons with very low
annual volumes, a condition which has repeatedly been demonstrated to result in
worse outcomes, with death rates often more than twice as high, compared with
higher volume providers. We do not know whether misuse is more or less prevalent
in managed care compared with fee for service arrangements

Regulating Managed Care

In the past 2 or 3 years much governmental action at both the state and federal
levels has been directed at regulating managed care, attempting to avoid problems
such as hospital stays that are too brief following delivery or mastectomy,
restrictions on what physicians may tell their patients about treatment
alternatives, and financial incentives that too richly reward physicians for
providing fewer health services to patients. These efforts at regulation may be
1mportant, indeed vital for the purpose of establishing clear due process procedures
for enrollees of managed care plans, demarcating precise rules for what services
must be covered in various kinds of insurance arrangements, and creating systems
for holding managed care companies accountable for their actions. They will not,
however, have a material impact on fixing any important health care quality
problems of the kind described above.

At best, they may have an indirect generic improvement effect, caused by the
overall perception that health care 1s being scrutinized more carefully. At worst,
they will be entirely irrelevant to quality improvement. Referring back to the
definition of quality and criteria for valid measures of quality discussed earlier,
there 1s no evidence that suggests that the kinds of changes embodied in these laws

-4 -
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A nanonall) prolectable teiephonc survey on ammdes touards and percepnons of health U

care was conducted in December of 1996 The sample compnsed adults-18 vears of aae
and older v».hc were selected usmg a random-digit-diali mg (RDD) methodoloa\ The '
interviews and tabu}atlons of resul s were: conduCled b\ Intemauona Commumcanons

Research Medla Pennsvha.ma Lo .-: S T I

- The sample was weighted to: represem the demoeraphxc charactmsncs of 1he total aduit
' populanon (18 vears and over) ofthe Lmted States N B R

The pmpose of thc su.rvev was to deterrnme percepuons of health ca:c m four Spec1ﬁc
. _carecones 1) quahty ’7) cost, 3) coveraoe and 4) the role of OQVemmem

.
po LM
s . ’

'The ﬁndmzs shov. a 1ack of tmst between Amencans ancf the health care. wstem The
g.._”sune& responses reveal . B

. f\ lack of conﬁdence in, the quaht\ ofhealth care, gt
. . Belief that the system is puttmc profits zhead of people and qualm

e Fearthat qualm madxcal care xs becommg unaffordable to Lbe averaee
Amencanand

e Desire for bemer mfomanon in order to: cvaiuate quahtv and dec1sxcns about

EEEI Yt
g[I'ananT ":"" R B
L oo L . . w-.‘“.
. o L
! u, . ‘“.;'
i " b I
B L . .
; 4 B L
- & e ,
RN ' ' B}
: . |
. S 1
’ PR : ;
’ ) " ‘ ’ . o
= o
: s ) 1
o ! X
5 . ) o
. R L . .
N e
» . _ ¢ T
o
B
S
3 . :
-t
K 1 5 -
,“ "
1




"o

How Americans Perceive the Health-Care System -

E\ECLTI\ E SUMM «RY
A nauonal v pro}ectable poll of OII A.merxcan households Conducted December 18
1996, reveals a disturbing lack ofconﬁdenee among the majorm of %mencans with the
" state and dnrectxon of hea th care and concemn about health care quaur\ cost and
© “coverage.. : Lo c :

The telephone po conducted by International Commumcanons Resea:eh was
commissioned by The National Coalition on Health Care. The survey findings, from a.
representam e cross section of '\mencan households have a range of v anauon of no

B greater rhan plus or minus three percentace points.

Their responses 10 a series of statements show that most people have:little conﬁdence in:.

the ability of the system 1o care for people. The vastmajority of Americans (79%) aOree

with the statement “there is something seriously wrong with our health care system,”’

87% agree that “the quaif{}' of medzcal care for the average person needs 1o be'.

zmp: oved, " and only 13% have comp!ete COnf dence " in hospital care. Less than half of
~people (44%) say thew have - co;:f dence'in Ihe health care s;srem 10 take care of me.

- Eightinten Amemcans beheve that the quality of medlcal care is be1numpromlsed in

‘~ _the interest of profit. - They feel that g,;alzg_medzcgjg_ has become una[fo: dable for
“the. average m“(‘i?%’a@tha,t itals have cut corners.to save -money”
(M%Mt(quaho care’is. ofren comproinised-by “healtk insurance compames ta%/é
save noney, (80% agree . zzaWal care has gone down whzle costs
have increased -(64% agres). These views are hield by peop e in fee for-service plans as

- well s those in managed care plans.

o

There is a hunger 10 be better mermed 8;% sav thev “would like to be bewuer mformed
about how: to evaluare qua[m of medical care from doctors and hosprfals. ‘and 72%

would like | mo;e mfarmanon so [they] would feel more conf ident abour deczszons about
medical care.’ : :

3

[

People are fnzhlened b\ stories. the'» ve hea.rd of medxcal care m:smkes macz’e thaz hme
hurr or even Az!ledpeopfe (7)%)

More than half the respondents( 7%) agree that ‘hospital-care is not very oood and
the\ risk being - made sicker or more injured by mzstakes made by poox Iy tramed or
- overworked s:aﬁ

. Whilethe majority feel confident Ihat thev could get quality medical care For themsel\ es
the\ also belle\e there are serious problems \\uh the qua ity of healrh care. ‘
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 How Americans Perceive the Health Care Svstemn

: Cc«ntrar\' 10 the widely publxcxzed view that ﬁqy,emmshouldjza\ out Dfmea th care;
the vast majomv of —‘\mencans feel tha@g’g’ al government can pla} an important

 Fole T imaking health care betier” (69%)knd “more affordable” (72%). These beliefs

T(Ere s?i*ed by Republicans. Democrats and Independents ‘ ‘

'E'he po 1l rev ea]: a dutded pOpuIauon reaardmc' peace of mmd and satisfaction of health
. care. About two-fifths of Americens are strongly 2 lienated from the health care system. .
Mam of those with annual household incomes of $25.000° or less are hxghl\' troub]ed by
<. their e\penences \Mth cost cov eraoe and réatment. . e
- Even though thex consider thelr current health care satisfactory, 2 large proportion of
" middle class respondents are also strongly troubled bv what thex see as serious ﬂaws in
the sy stem rclated 10 qualm costs and access o
Four of every ten people polled have’ had reducnons in co»eraze and are “worried thar
'fhe_y may Iose rhgzrheairh m:ura:;ce ‘ and_ u:el they " cannoz afford mea’:cal insur ance.

On 2 posmue notc four in every ten pco;ﬁe suonalv aoree that their ° medzcai plan
" makes good health'care affordablé and over one-thzrd (:6%) “strongly agree” that'they
are safzsfea’ with the qualiry oj’[{heu] health care,” Qver one- quarter (28%b) “strongly
agree” that-they “like the way their medical plan works “and that [lhezr] medzca! pfan '
prowdes Ihe bes: quahzy care z}zev could ant.”

‘In general, people ove' 51xtv-ﬁve vears of age. and therefore co»ered by Medicare, are
more satisfied with quahtv and coverage than are those in their thirties.and forties. Not.

» ;surpnsmel hwher income families (350, 000 annual income) express more: conﬁdence

~ and satxsfacuon with 1 thetr health care than do those from households wn.h middle or

‘ lower mcomes *

Edur ’in ten A.m"ericans report having had a "bad” ¢xperience with treatment or care, don's
ha\ e confidénce in the system to 1ake r*ood care of them. or bchch hospua s.have cut :
comers to sa've money. thus endanaenng pamerﬁs - '
. Focus zroup mtemev\s recently completed in ﬁve cmcs pnor 10 zhe survey amphf:v the
findings of the polls. They reveal a depth of anger, fear and betraval combined with &
sense of frustration and pessxrmsm for the future of health care.. _The prevailing view..
“expressed in these intervisws was that improvements in the hea th care system were. l:emg ,
held hostage by partisan politics. Respondents in the focus groups dxsp]aved grcat :
*cx nicism about the, mouves and aoals of the hea!tb care s\ szcm N L

~
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The rcspoadems showed lmpatxence w:th the lack of procfess in controil no costs _
improving quality and access. Many of those who felt they were adequately protected by
their insurance expressed concern and dismay at the plight of meny people who they felt
were unprorected and poorly cared for. Man\ had friends, nexghbors and close relames

~ who lost their health insurance and were strug gling to pay for or receive good health care.
 Their anxieties were underscored by-the belief that even though they were currentl}
protccted the; could soon join the ranl\s without access-10 quahty medxcal care ‘

b,‘. . .



