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~esources Needed tOt' National Diabetes Prcyenlion and Control Program 

($40 million) 

In order to fu11y fimd a diabetes prevention and control progralll, an additional $40 million is 
needed. The51e resources w:ould enable CDC to: 

• 	 Establish cODlI)rehensive diabetes Jl.'evention and control programs in all 50 states, with 
an emphasis on improving access to, and availability and affordability ofquality diabetes care 
throughout the nation. ($25 miHion) 

• 	 Implement the public Jlealth components of the Nation~1 Diabetes Education PI'ogretm. 
which is a CDC-NiH collaborative c:ftorl, to improve the treatment and outcomes for persons 
with diabetes, promote early diagno!'lis, and ultimately, to prevent the onset of this disease. 
($5 million in year I ~ an additional $5 million would be needed in year 2) 

• 	 Develop and implement public health surveilfance systems, nationally and at the state level, 
for identifYing the diabetes burden and for monitoring trends. ($5 million) 

• 	 Conduct a)plied research in order to understand how to more effectively apply scicmific 
findings in today's health care system. ($5 million) 



---
MATERIALS 

1. Poll on children's health and tobacco 

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 P.oLLS 

.i 'TheAmerican Cancer Society commissioned Penn &.$choen .t;.ss09iates to do2 
'polls, the first poll was conducted (m Novell1ber 20th, among) Q96 Presidential' " 
election voters throughout the U.S. The second was on'e month later; as'a follow-up to 
the first poll, asking more specific questions about how the public would spend th~:'" 
increased revenue, if the tobacco tax was raised~, '. ,,",", ; : , , " 

The key points to make from the, polls are: 	 ,, 

From the" first poll: ' 
, 1.' 

• 	 Seventy-three 'percent (73% )of the public supports raising revenue fro?1, federal' 
tobacco excise taxes to pay for health, care for all children who need it 

" ,,' 

" . Fifty-nine l~ercent (59%) of the ,public' said they ate not likely 'to support a ",' 
politIcal candidate 'iIi future elections whQ accepts money 'from the' tobacco " ' 

,. jndustry~ ',' 

From the second poll: , " , ' ' ,,' ':"" 
• 	 , Two-thirds of Americans want 'Congress to do ',something '~bout health' care 


coverage for the uninsured. ,',' ", " 


. !" . 

, , If the tobac~ota~ were to;b,e:raised, ~ighty-seyeri percen((87%) of the 
Amer~~anpublic would support using the revenue',to"exp~uld ,healthcar~ services 

" for children. ' , ',.' '" ' 
',' , , 

'. 	 Eighty-four percent (~4%) of the' Ame~ican public supports the use 'of the excise 
tax' revenue' to Vay for vouchers· to; purchase healt'h, insurance for children who 
are not insure( " ,: " ' " ' 

.. Eighty-five perce'nt (85%) of theAm~rican puhii'b'indicated that they' ~antto , 
:make health care more aJfordable. "',' ',' . ,", ' ,.' '.".' , ", 

I," 

• 	 Whell forced to chose between various options for spending the additional 
'excise tax revenue, 55% of the American pub,lic supported using 'tobacco excise 
taxes. for children's health. initiatives -- the highest' pertentage of any' opti9n: 
After childrer(shealth; public education 'was supported by 20% of the pubiic, 

.'~ "and biomedi~al research was supported by 17%. ". '. 

:-- ' ' 

.' ~, 

, " 

'. '. 

. ,'" " .. _,I , 	 ";,,"! 
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AMERICAN
.<J2 CANCER . 
,.~ SOCIE1Y~ 

'. Co~tact: SheHey Bu~kipgham 
.',' 

'20i.~S46-4011 ext: 115' 

." AMERICAN.CANCER SOCIETY ~LEASES POLL RESULTS 
.. SHOWIN.G PUBLIC CON,CERN FOR HEALTH CARE AND SUPPORTING 

" ' INCREASE IN FEDERAL TOBACCO TAX ' 
, ,', 

W~hington, DC ,JanuMy 28; 1997 -.'1wo ttll;ds of Amencans waoi COrlgressto do 
, " . ' , , ',' ' .' . , - ',". 

,someWflg (tbout health c~e coverage, fOOhe unin'suni:d 'and favor raising the' federal <;,!xcise, taX 
. "'" " '.,' , ",'.' \ , ., 

on tobacco tofundimpro'ved, more accessible he3Jth care and biomedical research, according}o 

a pollieleaseltoday by the Affierican C~cei'Society. The poll also reve,~ls an across-the.boar~ 
" ,,' 

public concern over the qu~lity of today' s managed health care, . 
" .' "';";', " . , ' " 

',Th,e .results ru-efror:n two recent polls conducted by PelUl & Schoen Associates:' Tnc .. for. 

the' An:erica:n Cancer Society that show the depth of public 'support 'for ,feder~l funding'of~ancer 
, ,'. . I' 

control, research':~d,prevehiion programs.,
,I, ,'. • - , 

,"Ther~, i~ great 'cqnc~~ am9rlg the Arperican public; that 'with the rapid change to heanh 
, 1 ' •• ,", .' , <" , , 

maintenance organizatlons,an,d other types o(~anaged car~, quality of C(ire is being :,<' ' 
, . . , . . .' ' . ­

compromised," said Harmon Eyre, M.b.,exe~titive vice'president of ResearcQ and Cancer 

Co~trol for theAmericanCancer ~iociety.: "We fear tlllsr:night put canc;~rpatient~at ri'sk ~f not· 
e, 

. being aple to access the sp~cialty care'th~yneedin atiindy manner."· 
" • ,< r 

. Fiftydour percent (54%) were very concerned,about the'rapid Ghan'ges in the ,health care 

"systt!m caused 'by miinaged c~e organizatio~s. Even more, 74% were concern.ed about the 

, qualirY,',of cire provided b'y ~'~aged care otgaruzatio'~s if they or a fariIily:~em'ber were. 
, ~ , ' , " :. , , . \'" :.. :, ','. ' , ,,", . ,", - .' 

. " . diagnosed with a serious illness:' . 

..... "This is Clearly an'issue Con~ress needs to ,think about,'; st~essedDr. Eyr~: "The fe<:ieral 

gove~ent must playa key role if we are going to redUCe. canc~/death rates and maintain 
• •• 1 ','., 

" .' \ • " '< 

quality care:" '. 

I:' 

, "". 

'. ' '. 
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j ,,' 

" 	 ' , " 	 .' 

;,,' , 

. ,',Th~re is overwhelming s~pp6rt (73%) f~rraisirigrevenlle to. pay Jor; health care for~ll 
, 	 ;' ,-', . 

. . ~hPdr~n »,ho' n~~d it by i~srea!)i,ng ~e; ft;deraJtobacco excise ~ ~-'whicl{'~ti4 cents pe,r pack, 
• • '. '. ,. ,'I "', : ' " • , ' , ,,',' • 

, 	 has neit been raised since 1993, . " '~"'?~' \~, . ',; ':,'. " " , . , 
, 'If forced to choose, ,almost two' three"Americans would ~pend highe~ exciset~es to , 

. expan4, health care' co~~r~~e f6rchildren :' 0"", ~ixty-eight perce~t (68%) 'would support· using 
• 1,1,' '" ", ',' " 

the funds to edu~atechildrenand ,adolescents, about,the dangers 6f tobacco' ~~, Conservatives' 

(61 %) support 'this ide~ almost,as much~:m~derates (7~%) arid'liberals (69%). 

":Everyflve-:eent iricrease' in the federal tobacco ~. would yield about $3.5biltion in new, . 

'Je~~nue?verseve~ye~ andsavelhelives'qfabout 60,060''cllil&~n and aduits alive tOday,"'Sai~ 
DL Eyr~, "A $1.00 increase would rtti~~"$84 billion, save 1..'1 5 million lives' and reduce the .. 

, 	 ' , '.' 
, . " . . 

.. " 
'nuniberof s~okers by 45 'million.:" 

. ,Ji, 

,.t' 
'" For"m.my years, Am~ricans have strongly favored aniric~~ase'iri the' excis~tax on 

,". , t·. 	 • .,. ,:', ' 
" ,. ­

tobacco. For l~~tance; '66% of Americ~ vot~rs favor~d a $i1ncrepse 
-~ 

ac~o'rding to aMamila & ' 
, ','. ". 	 " .', . . , ' 

'Kiley poll completed in April 1 99J. 
',. 	 ' 

.,. An o~erwheiming 69% of Americans polled would use tob(icco taX,reyenue,to fund 
• ',' '. ' . ", .' ' . .-.. t ' ". ',". " 

biomedi,c'al' rese~ch, such as research to prevent aild ctiie cancer. ,Last November, 'the American 


.' C~cerS~ciety ~el~~~d new data ~hbwing for. the. f~st time in history, 'overall death rates have .' .... 

, '. 	 ,,, 

begWla sustained decline, and predicts, with'a:renewedtommitrnent to education ~dr~search, , 

,this do Wnturnco'uld be ~cceleratect'significantly ... " .','; " " ';", '" ',', .,..., ,.' 

".': "This d~cli~e in canc~rde~th rates has'come aboutoy Our steady;' but Wlcoc;>rdinated,' . 
• 	 'T • '. , • 

, ,r ",' 

efforts to apply the'knowledge that basiC research has brought us in three main area,s: 'cancer 

prevention, early.,detection and improved treatrnents,~~',saip Hel.en~ Brown; 'chair of the American 
.' ., • j " • .' :' ',,' , 

Cancer So~iety'~ Futuring initiati~e and director 6fC(;rrmllinitYR~search at WCLA's JO~~S()h
• 	 ". , "-,' , - I • : ' 

" ' 

Coinprehensive Cancer Center: .':' 	 , " 

,',I 

,I 	 " 

(more)' . ", '. 
," . 

.. 	 " ,
',. 

,. '.,;. 
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American Cancer SoCie~ Poll - Page 3 
,',. ,,', 

The new data, authored by Philip Cole, M.D., professor of Epidemiology at the 


, UniversitY ofAlabam~at Birtn1ngham, show~ that from'(9~Oto 1995, the ov'erall age-adjusted 


cancer mortality, rate declined about 3.1 % inthe United, States. The ~bwntumin canCer death 


, rates was also confirmed by simil~ trend-tracking by the National, Cancer In,stitute. 

"However, we ~e not acCelerating this conquest of ca.rlcer to the d~gree we could," said' 
, ' . ,', , ' 

Ms. Brown. "We can, within the next 20 years, acCelerate this trend sigruficimtly -- perhaps 
, .,' 

cutting the rate oflives lost to cancer t~ half th,~ current .rate.:~ but this will. take ahigherlevel of 
, "" " ,I, " I 

urgensy"and coordination of efforts by the govenunent, private sector, volunte~r and advocacy 

, health groups to achieve this go~. It is clear ,fro~ these poll results that the public s~pp~rts this 

rede~ication of our resources and our resolve. ", ' ' 

, ''The American Cancer Society has identified eight key: step~ that are ne~~ssary to achieve 

an accelerated, r~duc'tion in cancer mortality by the year 2015: I) improved' access 'to cancer 

informaticm, screening and treatrnet1t;2) improved h~alth and90st savings offered by man~ged 
c~e's promotion of preventiv~ care, early detection and riskcouns'eiing; 3)education through, 

co~unicati.ons programs on cancer prevention, risk reduction and ~~ly detection;4) increased 
'~. ' 

fin~c,ial ~upportof biomedical resear~h;5) beh~vioral research to devdop more'effectivecancer 
'," 

information delivery; 6) consensus on standards.of cancer information, screening, treatment and 
, " . , 

,care in all health care settings; 7) collaboration and c:oordination of effort and resources by , 
" """",' .. ,: '" " 

gove~ent, the private sector and volunteers; 8) tobacco con~cil, especially protec~ion of 
'. ". ' 

children through increased regulation of tobacco. ' " '.,i:, 

"The public is telling us thathealth care isa'big problem, and there is a,way to provide 

': protection for children and others who are in need of coverage, and to accelerate, biomedicaL 
., ' , . ' " 

research efforts by :raising the tobacco tax,," Dr.~yre stressed; , ' 

\ '", , 

"" 

"',' 
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American Cancer Society Poll'~ Page 4 '. 

"Twenty-five years ago, the passage of the National Cancer Act mobilized the country's 
. . . . 

. resoUrces to fight cancer. Since that time, we have found the answers to many questions about 

this serious public health issue," said Dr. Eyre. "Our public officials and government agencies 

play an enormous role in the fight against cancer by suppoiting'research that will help us learn 

more about how to prevent, detect, and treat this disease; and how to enhance the quality of life 

of those living with cancer all across this nation." 

The American Cancer Society is the nationwide community-based voluntary health 

organization dedicated to eliminating cancer as a major health problem by preventing cancer, 

saving lives, and diminishing suffering from cancer, through research, education, advocacy and 

service. 

# # # 
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National Exit AnWnis 

. ~U ~O:f1~ 
'. 

~. ArB You very Uhly. ~ litdy. not vtJliy iikefy, Of notal aIl1.lJcc~to 6Upport 

politiQ! can4iciatlll,m ftUUnI ~l«tioDi who aCoc:pt money thxn tobIeco COfrIJIal1i"1, 


.' ,- , 

1) vory likely " " , ' 13% 
2) ,IOII1dNbIt Hkely 16 

, 3) not very likely 24" , I' 

4} 'not at aUtikely , , 35, 
'5) b'tknow '~, 

2. Would you stn:msly eVpPon.lOmeWbat ~,~hac Qppo8e. Or: strongly oPPO~ 

aa.1DCtcue in the cigarcae excl&o Ell. itit ~ use4 lOexpand hcddl cUe scmCe. for

cb11drea7 ' , 

, 1) ItrODgiy IUppOI'i ", , 58%' 

2) &OUlCWbat suppoct IS 

3) IOmcvdIat oppo6O 7 


'.> " 

4) Itroagly opposa , 15 
S) dod't know " 

" 3. Are you very oonca:ned., ISQDlaWhat ,cotJteaiCd.no&vay ~Or oOt uall 
, couo:medahoat the rapid cbaDact ~ the hcalfb eve ~eaused~ tM ehanp to 

manapd cue Orgmlzationr mOb,a HMOa Il1d P~' , 

" 1) vcty co.accmcd ' \54% 

,1) ~c0cu:cmC4, ' 27 

3) DDt'ver:y cOncerned 6 


,4) noc Gall coac:crned" ' , ' Sf' ','< 


, ' 5) dan', kaDw ' a 

. ' '. . 

4. I!you or a,famUy lt1CInbcf were dit.;aoeed 'ftith uarious ill:ncsa, such sa~, ' 

would you be verv oonCcmccl. Somewhat coneefned. not vory COt'ICCItIII!d. or t10t it aU 

concemed about the quality oreare available through m.anagCd eitO ~ such 

uHMo.?, ' 

" , . 

; 1) v«y CQaComal 74%' 


2) somewhat ooIKancd 14 

3) ~;wrY oonarmed " ~ 


4) not II aU oan.cemQ!' j " " , 


5) d<ul't know " '5 


1" 



i 

',", " 

, " 

" ';'. " 

.' .. 
.. ' 

t ", 

,t' 

CM4mua,~' 

D4tCcd>e~· %1'., l~i6-~· 

.I 
T:"'Ier.;'ia..:JtrO:1q s'jpport' Eor ,["ar~'i:lg t:..,~ exc:i.:Je tax 0:1 
tOb3CCO prod·oJet... I am 'goi:\g 'to .read a.Elveral 'Hays t:ut t:,a 
:"Ie",' ceVB:rJ'! or mO:l@Ys trom.· l:1Craaoed to,bacco tax€!3 cO'oJld 
be spe:lc. Pleas'!;! .t211 me- if·Yo'-.J "a.re-2xttemely f"avorabie, 
50meV~1.a,t favocable,.' :iot vac-r favorablB r at: ~ot, at all 

. f.:wnr",plf, r.nWRrd :!i;t'l) t'1~ 'P,\.l.. rp'vA"Y./!i!!'I frnmi 'f:r~ft.:;p.<t 
'J' .

tQbacco·.'taxes ,for t::ti3 ce~so:l.·" ".... 

~." . pr:lvide hea~ th.' ca.ceC:lV9ra~&· f~l! '.ill]!' c:hil:iren '.m::l are 
;:'lot t'eceivi:'g :"'Iealt:'l. car~;"- are.yo'...textremely,~avorable,

"1 " 

3.::>me...,;'at E.svoc3ble~:1dt ver.y favorable,.. 01: :'lot at: all 
f3vo,cable t:oJal:lg:lg.", reve:r.H33 front i:"t,c.['~aaad tobacco: 
".1X~;:i for:. t,t.; rJ:/rpO'nP.? 

. " .~ , . ~ 

~xtr~m:ly favorabla 
sbrtUJW~iat:. favot"ilble- . 
:1,ot: vecy favorab~~~ 
:'I.::>t::.a t:. a·l.l. 
f3v,orabla.. 


. " ';0-:"1' r: hoW': . 


. 2. bi~~e::iical. resaarctt,.. such.: aa.:.'research:: t.:-1 orevent an:i' 
.coJce C3:lCer 

.., 
extreme-ly favorable , 69. "".' , . 
.:;nm~:\"w·'-'lt:f"lvori'lh.1,~ J?, 
:-lot vetY" ravorabl~ .3 

,,< ' 

*1',:-lot at all 4 (,' 
,','., ' 

Eavor3ble' 
,jO:l' r:. '<--1CJ.lr L 

3 . c::)Vera~e.· f;)r prevent1 V8 heaith' sGrv1ces such .35 
m,mm~'Jr.1m!'i or ':It:r1, r! n", COT,,'!!"l; 'I). 

t, :' 

~xti~m~ly fiv~r~bl; '.563 
• ,I • sqm·e....... at" f3.;r·:)[".3bl~ , 23 


:l'Jt:,;v~cy. c3vor'able, 3 

l'Jt2 t ~li.. . . 7 

f ,3;r,=> C3 b L.3 

,,101.' .t", k,,,'H' 
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; , 

',,' 
,.,', 

,: ." ',' ,"', . " ' 

f:e~e.r:aljeflcl t: reduct! :',('l 
" ' 

~xcr~mely favorable i7$ 

'.aome.,{~at:: f3vocable -.ll- ;, 

, "'lor: v~rv F.:tvcir~b!,~ 11 . 


:1-< . 

')4;'lot at: all 
'favorabi.'e: 

, dO:l t t k:lo,"" 

-. 
'~,." v::JucheI:B, td pu.r:chcis'e. 'he!3,ltti-iri~ui::ance f:::>t chi'l:::.lren' ,- "

", 

",,:10 '.:Ire" :l'ot i:1a'.lced ' 

eK~'remelv"f'aVo~able 59i'. '. 
" :" SOIl'le",;'at.favorable- " 2S 

:iot:' vecy', 'favorable', 6,: ., 
:10t: at alL '"" ... 3' 

, favorabl'e 
: ", 

.,'; 

6. ' public ejucat:i:::lrt e!t":::lcts-t:t, In!:>rm. chllirenan;1. 

adole3ce~t.s; abo';-lt: t:;te di:':lge:r~ oE, t;obaccQ. 'l8tt' ., , 


ext.t:'eme1v fa~ot:able~' 

36me:w~'a.t:, favorable 


, " 
,::-lot very favorable: 3 

,ot: ~t: ;t}l., , 7 

favorable, ' 

dO::l' t k..,ow:: '1 


I", 

" , 
, " 2 
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.Chronic disability trends in elderly United States 
r populations: 1982-1994 

(Ioagltudloal lurvcysjoldesl-old/populatfOIl qlQ&) 

KENl'Ilmt G. MANToI'I·, LARRY CoRDER, AND ERIC SrA.l.J..AJlD 

CelltU tor Demolr&ph~ Slvdiea, Duh Ul'ltvenily, OutbiD!, lie 271D& 

ComMllfliulcd by BUf1fN1 Siltgtr, Prince#fNI U"iw:n.iJy. Pritt,elfNI, HI, D«urrlxr J/. JP96 (recti-..cd lor review OClobcr,13, 1996) 

ABSTRACI' Slallsdcalf;y slgnlrlCIIIII declines In chroDlc dJ.t. major role in the debate about the changes in Social Security 
ablUty preYale.nC2 raw wen! oblen-lid III the elderly UDlted legillation finally pwed in 1983. Beau" of a lack of clear 
Stales populatioD ~ &be 1982 and 1$189 Nadonal ~ evidence IS to which scenario dominated health change& from 
Term Can SUf"\ltys (NLTCS). The 1994 NLTCS "-S UHd 10 . ' 1968 to 1983. and which scenario would be likely to dominate 
ID'feStigate wbether disabUIty rate dedhw:s conlJDued fa) 1994. in tha wt""", a mixed suategy of B amall inaease in the normal 
The 1981, 1914, 1989, and 1994 NLTCS eraplollbe ..me a.aipIe retirement age (Crorra 65 to 67 between the yean 2003 and 
deslen aad IRJtnu:neatatioD 50 that trends 1ft dJNWUi1 CIlIl be 2027) and inc:rea5ed payroll taxes was adopted. Theae policy 
emmat.ed with minimal sampling aad rneasuremeot bill&. Age option. have to be revisited before . large numben oC post· 
(S-yur cat.eeorles from 65 to >9S)-sPedfic mles Mn cali:uJaIed World War II baby boom cohorn pass tha age& of 65 to 67 
for the 1981NLTCS IUId applied to Uutted StiteS Census KGreIlI between the yean 2011 and 2030. 
esdmaw of the 1994 populaUon to calcuJale chronk dllablUcy Second, chronic disability, C$peci.Jly for elderly populations. 
prevalence rates acijumd for aelna; in the United Stata popu­ i.& a "Milive meuure of age-related changes In the heallh lind 
laUon Ilea! >65. The 1981 ace standan:llzed tales wue comparee! biological fitneu oC Individuals. It II a aucial quesllon aboul 
Iorlth 1994 NLTCS esdmats. The prevaleace of diSAbility e:stJ­ Che age rate ot physiological changca. of whather recent 
mated tor 1994 (21')~) wu 3.6CJo lower than the 190 8.ee increa", in United States life expectsncy at age& >65, and 
rtandardlz.ed rate (l.4.9'I.}-a hlghb' slgnlncant ndUcrJOII (I == apparent changes in the manifc$t lifespan [i.e., the hlghe&t age 
~8.S: p ex: 0.00(1). or the 3.6 perceutage polat decllae La to which Individuals in a population are observed to live (8. 9)] 
}fIrnalence, 1.'" ocC\lrn:d III the $ years between 1989 and are assoc;ialed with not only rcd.uCliom of chronic dl$t\lI&e 
1994~mpared with the 1.~ decUne In tbe 1 rears bt:tweeD preyalence, but allO inaeues in the average level of physical 
1982 lind 1989. Both dedlnes are sl:n1Ik:anL BEcause of lb. func:tioning at spcdfie late ages. In this sense, disability is a 
shorter tl~e period, the flU' year decline In dlsabUity p~1eoce marker of whether life expeetancy Increases are associated 
!'rom 198Cj til 1994 WIU Emller than wllroD'l 1982 lD 1989. G_ with changC$ in the age rale Df loss of the average biological 
the hleber acull and lona;-lU1n can ,en'lce needs of the dlJabled fitness 01 a population-a marker that could be interpreted as 
elderly population, MedICllre, MedJca.Id, and prtvate health a· measuring changC$ In the biological rate Dr aging (10). Thil 

meuure WCluld be useful to help assess whether changes In thependltures mil)' be dl'amaUc:aIb' lower than It ded1nes had aot 
oc~md . bioloeical rate of aging. as inferred Crom models of the force 

of mortality [e.g.. c:bangea in the shape paramaler of the 
Oompertz hazard function (11. ,12); in &ome cases changes inChang~, in the prevalence of chronic disability in Ihe United 
the shape parameler is conditional on risk (actor dynamicsSIllies elderly popularion are important for "vera! rcuons. 
(13)], correlate wllh changes In the biological fitness of theFirst. many models of health changes in developed societll!lli 
United Stalu elderly population as reflected ill age'5pecifichave sugguted that Industrialized. economically advl(nced dlsabilily rates calculaled from longitudinal survey data.countries would present social and public heallh problem~ that The arguments for using wbiJity measures to make theseInaease chronle di.Clue a'nd mOrl&lIty risb (1. 2). When It wu a.sow;mena are subst.anti~ and methodologieal. Sub£tantivcly,re<:ognizcd in 1982 that United States ehronic disease mor­ the dimensions of chronic diJability are not only a produa of

tality rate5 above age 6S had be8n declining Aina alleast 1968, chronic morbidity but are,lnatIJ1IIlngty,at advanced ages. primary
with the consequence that the United StatC$ elderly popula­ rislc. i'aaon for d~ 8uch as srroke (14). coronary heart
tion was growing (aster Ihan projected by the Social Security disease, periphml V&5Qllar diseue, diabetu, and cancer (15-18).
Administration (3, 4), the question was raised of whJ/.ther Specifically, in middle age. disability is often viewed as a product 
chronic disuse and disability rilles had changc:d in a parallel otthe age-related progression of the &everity of specific chroniC 
fashion. If they had. one might expect the period of life di5Ca$C ~. AI late &gCil (e.g., "aning 11.1 65) chronic:
lIfrJic;ted with chronic; morbidity and disability to ra~ain disability wUl increasingly be a result of (f) the interaction of 
relatively Constant-or decline (S, 6), On the othel harld, jf multiple disease proc:ezcs (rather than the produCt of a singlc . 
~nic morbidity and disability Incidence remained un· disease proc:ess) and/or (Ii) the prodUd of m<lrc general losses of 
~,.nged, with life expectancy increase1l1bo.... e 65 largely dlJa to physiological funclions due 10 global proa:.ueli ofsenescence (19).
Improved mediCiI lre8rments, then the period o( li(e spent For example, declines in immune fundion with age inaease the 
diubled might have increased (7), In thi6 laller Clse, raising mk. of pulmonary vlra! and bacterial infections laading to pneu·
the normal retirement age (or Social Security might not be a monia. Decreased physical flaM!)' will lead to deconditionlng of 
feasible solution to the problem. These quc.stions play~ a eardiopufm<lnary function, general wscular lone, and the fitness 
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prevalence of chronic dis.abili?, may ~ffect the future prevalence 
of chronic diiease lll1d mortality nsk In the United Stalu elderly 
populalion. 

Olanges in chronic disabilicy Ire very impo~ant fur t~,: ~nil~ 
States health care syslem, becawe perwns with chronic: dlsabl~ 
iries lend fO have higher pucapilli MediClllc, Mediaid, and other 
acute and chronic care he.ahh emu than nondi&ablcd penon6 
(22-2.4). Thw. redudions in chronic dis.abiliry at lale ages may 
have important direC'l and indirea etfedJ on the future: rate of 
growth of United Stales health care expenditures. 

Methodologically, longitudinal meASUrements of chrtmic di&­
ability arc important becauSe they are easier to ILSSeM in nntionally 
representative population surve:ys than many phyi;iologieal risk 
rlidon or biomarkcl1 or aging. which require blood drawing or 
other phy6ically invasive (and expensive) I~ts and procedures (lS•. 
26). The information content of longitudinal IXlPulation monI­
toring can be greatly enhanced by linking an individual'l; survey 
data to his/her continuous records of Medi<:aR Part A and B 
service use. They also provide a temporal matrix for intllgrating 

Jatl from s~dalizod health studie.s-an integration ~hat In­reaJ>eS the value ofthat spedalizcd health information by helping 
10' a.&&eSS, and poS&ibl)' enhance, its popUlation and temporal 
representativeneM (27-29). 

Though chronic disability time 5cries are imlXlr.:ant to 
monitor Ilge·speciOc changca in population health and biolog­
ical 0lnl:55, meuurement of chronic: disability, especially in 
elderly populations. is complicated by the differe.nl types and 
degrees of disability manifest (13). There is no universaJ "sold 
6landard" for meuurina disability (JO, 31). Measurement is 
lw difficult Cor severe disability, where physical mAnifesta­
lions are rClidilyobserved and evaluated. Despite these; meth­
odological issues, measurementl of disability are $urp\~isin~ly 
robust, ...ith national estimates of the prevalence of cbronlc. 
severe disabililY in the elderly shown to agree across ""eral 
nalional surveys, even with dl!ference.s in questionnaire word­
ing. In a large federal interagency study (32). If 8sses$(.d with 
th: 5arr.: ;:"l&ti;Jme:l~ Cy::~ tir.:e. and I.!!lng similarly s!r:.actltrcd 
lind coordinated samples, the likelihood of bias in estimates of 
prevalence change would be further reduced. 

In this study. 'he prevalence of chronic disabililY and 
institutionalization in the elderly Unites States populati-ln was 
assened for 1994 using the 1982 and 1994 National Lont: Term 
Care Surveys (NLTCS). Disability prcvalencc:ratc.s for 1982 
were standardized 10 [he July I, 1994 Unites Stlltes population 
ll.ge distribution (33). The 1982 uandardized rates were then 
compared wilh the 1994 observed rates to ascertain die siu 
~d direction o( disabIlity changes from 1982 to 1994 in the: 
r.:.nited Stales elderly population..Th.is ~xtend, prior.,tu.:liel ~( 

the NLTCS, whieh documented SignIficant declinel an CQ.fOnlC 

disability from 1982 to 1989 (34. 35) 

DATA 
The data analyz.ed arc Individual reports of chronic ~astmg, or 
expected to 1"L. >90 days) ImpairmenLS in aatvitiesof dailr living 
(36) (ADL). irulIumenu.l aaiviliel of daily living (37) (L\'oL). 
and instilutional residenco rrom the 19S1 and 19941 NLTl::S. In 
each survey the sarne di5ability and medical condilion qut'.litioll& 
>Nere asked using identical field pr\X.edlUes lind by the s.ame 
survey organiz.alion (United Stales Census Bureau). This mini­
mizes bi" in di~ability trend C5timates by holding C(Jnslllnt 
instrumenl lind field procedure, and related mea.suremel'l 8rti­
faa. The likelihood of biu is also reduced by the high ';95%) 
resfXlnse rales in all four NLTCS. . 

Proc.. NaIL Acad. Sci. USA 94 (1997) 

aged >6.5. in each year. In the 1994 NLTCS, ,aeening is dono of 
persoN in the new sample componenr and of persons Who were 
notdis.abled in prior wnples, to identify chronic disability 
In~denl between 1989 and 1994. The &amples.l>eing drawn from 
Mediare enrollment files, are nationally representative of both 
community and Institutional residents. Pen;ons who receive a 
detailed Interview in one survey yw are automatically inler­
viewed in all subsequent surveys until death. Beause pel'iOn6 .arc 
followed through the Medicare record system, nearly 100% of 
ca&es can .Pc longitudinally tnlck.cd so decline:&, as well as in­
Q'easc&, in disability in pRwiously disabled individuals can be 
identified, II wen as exaa date5 of death. 

In ana/ysClofboth the 1982 and 1994 NLTCS, United States 
Census Bu~au aoss-sedional umple w~ighu Were used. In· 
1989, the definition of Institutional I'Csidence was expanded by 
tbe Census Bureau.&o that estimates of change In the institu­
tional population may be conServative. 

METHODS 
Age (by S-yc:.a.r categories from 6S to >95)-specific rates were 
caJc:u.lated for pel'5OIU with duon;c disabilities, or who were 
iftStilutionaliz:ed. in the 1982 and 1994 NLTCS. Disability wu 
defined u the inability to perform OIiIllADL (e.g., cooking, doing 
laundry) due to health or aging. or the inability to perform alleast 
one AOL (c.g.• ba!.hing. dreulll8) without using personal wi&­
lanee or apedalequlpment. BoQw;e institutional re.sidena report 
a.n averag& of 4.8 ADLs impaired, they were us.ed 10 define a 
separate high disability group. To be identified a.s duoniC!lIy 
disabled when initially ilele.c1ed for a detailed interview 8 sample 

. 	penon had to have at least one ADL or IADL disability that had 
lasted. or was expect8d 10 wt, >90 days. Disability wu grouped 
into five categories. i.e.. thos.e with l:ao 1 lADL Impaired .(bU! no 
AnL impaired), tho&e with 1-2, 3-4, or 5-6 ADLs impaired. or 
penona ruiding in Institutions reporting disability. All other 
persons WCr! defined as not dlaabled. 

Ap-spccifiedisabt1ily prevalences from the 1982 NLTCS wen 
applied to Census Bwuu ag~cpopula1ioo estimates tor 
July 1. 1994 (33). Standard erroR for the proportiON were 
ca.laJlllted from ~ndent counts.. Changes in proportiON were 
we.s&ed using a tc8( of differences in binomial probablIIdes. 

RESULTS 
In Table 1 we pruent the observed distribution of chronic 
disability In 1994 and the distribution of chronic disability that 
would have ocamed In 1994 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 age-specific disabiliry rates nof changed. Is 24.9%. The 
proportion observed to bcc.hronically disabled in 1994 was 
2l.3~. 

The United State& chronically diSllbled elderly population in 
1994 is 3.6% smaller (I.e .• a decline from 24.9 to 21.3%). than 

Table I. Uniled SIal=: dislIbility prevalence estimlllcJi for 1994 

c.alculaled Crom 1982 and ]994 NLTCS 


1982 rates, 1994 rille;. Difference. /­

Functional statUI .. ~ '3t value 

IAnL impaire4 5.6 (:1:0.17)' 4.3 (:0.14) -1.3 (:!:O.22)t -59 
1-2 ADLs 6.6 (::0.18) S.9 (:0.16) -0.7 (::0.24) -3.0 

The ~mple.s (or both NLTCS examined are large (i.e .. :!.O.4&5 
in 1982 and 19,171 in J994) and designed to repre.sem with 
precision the traits of the oldest-old IXlpullltion aged >85, II 

subgroup with high chronic disabiliry prevalence rales, ir each 
year. New samples of "'S!X() persons who anaincd a~e 6.5 

3-4 ADLs 2.9 (:0.12) 12 (:!:O.l2) OJ (:rO.17) 1.6 

5-6 ACu 3:6 (=0.13) 2.8 (:0.12) -0.8 (:::0.18) -0 

Instilutionll 
-4.5raidenl 6.3 (2:0.18) 5.2l:0.16) -1\ (!:O.24) 


TOlil disabled 24.9 (:0.31) lU (=0.29) - 3.6 (::0.<12) 
 -6.5 

between each pair of surveys were drawn from Medic.are lile& in ·Con!idcnc.c bounds IOf proponion bued on iI& SIS. . . 
19&4.1989. and 1994 to represenl·the United Slates fXlPulalion 'Conlidencc bound, cf differenc.e& In proportlon5 ba\.l:.d on Its SE 
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If the 1982 chronic disabiliry prevalence rate, had nOI changed. 

This ii a relative decline from 1982 of 14.5% in the 1994 

disability prevalence. rales. ,The decline of ,3.6% iI highly 


. 5ignificant (r e -8.5; P « 0.0001). The twO standard error 

confide/lc.e bounds for the decline are 2.8 lind 4.4%. n.e lower 

confidence bound (2,8% ) i5 SO% greater than the 1. ~% age 

5Isndardized decline ob$crved from 1982 to 1989. 1l1U5. the 

decline in the prevalence of disability from 1982 to 1994 is 


f SignificantlY larger than the 1982 to 1989 decline. 
In absolute terms, the change in prevalence Juggua Ifllt there 

are 1.2 million fewer disabled pen.ons in 1994 (i.e.• 8.3 million VIi. 

1.1 million) than If rhe 1982 rale& had not changed. ,[Iedines . 
OCCJ1Ted at &11 but one level of disability. The dlaabilicy le~l. 
Ipecific declines are each highly ,lgniS,",nt (P <:: O.()X)l). 111e one, 
increase in chroni, disability prevalence, lor penoN with 3-4 
ADLs djsablcd (0.3%), was not sign1licant (t =1.6; P > 0.10). 

Changes for penons aged 65-74. 75-84, and >85 are 
presenled In Table 2 for the nondisable.d, thoee whhonly 
IADl..6 impaired. and thoae with at least one AnL Impaired. 
or who arc institutional rcaidenu. . 

Differences berween the proponions of the elderly population 
who were not chronic:a.lly diuble.d in 1994 and who welllid be 
expe.ct.ed nOllO be disabled in 1994 based on 1982 rates. imn:ased 
wilh age., i.e.., 1.6, 5.0, and 5.4% for ages 65-74, 75-84, and >85, 
respectively. The dedines In the proportion with ;DIll lADL 
impaired ,",crc significant at ages 6S-74 and 75-84. The riecline 
(0.7%) alage.! >8Swas not significant (/-= -1.0). Thedel~ine of 
the proponion of 1he (XlpuhJlion with ... 1 ADL Impaire<I, or in 
institutional residence, was slgnificanr at all ages (i.e., 1.59&,3.3"', 
and 4.7% for ages 65-74, 75-84 and >8S, respectively). Orten, 
long'term c:.ue (LTC) inJurance policies require it pcr50n 10 have 
..3 ADl...s impaired (not shown) beforc qualifying for bElnefits. 
The proponion with ;a:3 ADl.Il impaired dedined significantly 
from 1982 to 1994, both overall (1.6%) and for lSpc:dlie age 
rups. i.e., decline& ot 1.0%, 25%, and 2.4% for age& -55-74,
1'>:74. and >85, respec:t.lvely.. 

The 5000 penon ,ample drawn in 1994 to represent p<:rJON 
paning age 6S between 1989 and 1994 is independent ;,f the 
subsample of persons a8ed 6S to 69 in the 1982 NLTCS. 
Disabled survivors to 1994, who were aged >65 in 198:!, had 
10 be at least age. 77 in 1994. Thus, decline.s in disability 
between the group agtld 65 to 69 in 1982. and the same age 
group in 1994, are independenf or the effects of previously 
responding 10 an interview (ameuuremenf effect likely small 

. due to the 5'y~r period between surveys). The proponon of 
D.Q1ldiubled persons aged 65 to 69 was 88.3% in 198:2 and 

Table 2. A~e·sp«ific c.5t1male.s of chronic disabUlly prevalence In 
1994 based on ralu ulimaled from 'he 1982 and 199' NLTCJ 

1994 prevalence bued on 
,.Disability and 1982 ralc&. 1994 rales. Difference. 

age SIlIIIS % 'I. ~ value 

Nondi~bled 
65-74 . 85,9 (::0.33)' stU (::0.37) 2,6 (::0.50)' 5j 
15-84 68.1 (::0..56) "3.1 (:0.• 7) S.O (:0.74) 6.8 
>85 3'-.B (::0.94) 40.2 (:XO.88) 5.4 (: 1.29) 4.2 

Only fADl..& 
impaired 
6.$-74 4.3 (~O.19) J,I (:!:O,20) -1.2 (:to.2.8) -4.2 
75-84 7.2 (::0.31) 5.5 (::0.24) -1." (::0.40) -4.3 

7.9 (!.0.S3) 7.2 (!.0.46) -0,7 (::0.70) -\.0~8S 
L impair'" 

or instil uliOl\aj 

65-74 9.8 (!:O,28) 8.4 (=0.32) - \.5 (:!:Q.43) -3.' ­
75-84 20 (:0,S2) 21.4 (::0,44) -3.5 (~O.~) -4,8 

>BS 51,3 (~0.98) 52.7 (::0,89) -4.7 (:!.l.32) -3,5 

'Confidence bounds (or proportion based on ilS Sf. 

TC...onfirknct" Munrl<" ("If Ih,.. riirr~'r.(\r... ;'" ",nf"'W"'lr1;nf'\< h1:lcI"rt I'\n 11(' ~): 


P.4 
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90.3% in 1994-a 5ignificant increase o( 2.0% (I = 3.4), The 
group of persons aged 65 10 74 in 1982 is al50 independent of· 
the group aged 65 to 74 in 1994. The increase in Ihe proportion 
of1I.QIldiubied persons tor that age group is larger (2.62%) and 
highly signific:anl (I '" 5.34). The decline berwcen 1982 and 
1994 «(rom 4.610 3.8%) In persons aged 65 to 69wilh --3ADLs 
impaired Willi lignlficant (I = -2.0). Signlficanl declineto were 
ob5erved to the oldest ages examined, e.g.• the decline. between 
1982 a.nd 1994 in the proportion of person, agMl >95 who were 
chronically dinbled wal 7.77% (SE =2..429&; I = -3.2). Thus. 
declines In chronic disability were widClpreld, being found in 
most age and disability level specific 5ubgroups. 

DISCUSSION 
The NLTCS data d\ow dedines in diublllry prevalence, ob­
served Cram 1982 to 1989, in the United Statu elderly popu­
lation. conlinued to 1994. If declines from 1989 fO 1994 ' 
ocwrred at the same rale as between 1982 and 1989, the 
prevalence decline over the S years would have been 1.36%­
compared with the 1.7" observed. Thus. declines In disability 
ob&crved from 1982 to 1989 not only continued, but acceler­
aled, from 0.27% per year from 1982 10 1989 to 0.34% per year 
from 1989 to 1994. Oeclifle~ were manifest for aJlages, even at 
age&of >95, and for the highest levels of disability. This Is 
consistent wirh dedine.s in United Slates monality observed at 
ages of >80 (38), and with Ihe proposition thaI higher United 
Slates expendltuTCI on LTC bener meet the needs of Ihe. "ery 
elderly than the lower LTC expenditures, and len complele 
LTC service availability, in Japan (39, 40). 

. [( is usefI.Jl to examine what the prevalence rate changes from 
1982 to 1994 Imply for the number of disabled elderly persons 
lit specHie dates. This iii shown In Fig.!. 

The' 1982 Uniled StatCl8 popUlation 0(26.9 million peoons aged 
65+ had 6.4 million chronically c:lisabl«l persons (35). By 1989 the 
number di$2.bled grew 9.4% 10 7.0 mlJlion persons-tLSopposed 
1.0 the eJtpected Increase of 17.2'* (14.5% due to the gruler 

number of persons age 6S + , and 2..7% due to the aging of the 65 + 

population). By 1994 the number chronically disabled had grown 

lo.9~ to 7.1 million pcrsons--rather than 10 8.3 million persons, 

the 29.7% incrca&e expec:led (2S.3t;i, due 10 the growlh 01 the 

United Statu elderly population and 4.4% to the aging of that 

JXlpulation) if the 1982 raCes had not changed. If Ihe 0.34% 

decline In diubiUty per year (observed from 1989 to 1994) 

continued to 1996, (he decline from 1982 to 1996 would be 4.3%. 

There would then be 73 million dis:abled pemons in 1996 (an 

increase cif 14.19&) compared with 8.7 million persons (an in­

crease of 32.8%: 26.8% due to the growth of the 65 + population 

and 6.0% due to ir.s aging) If the 1982 rates had nOI changed-a 

dif(erena of l.4 million petsons. 


Of the 1982 to 1994 decline In prevalence, two-thirds (2.4%) is 
due 10 changes in nonstandardized rates (i.e., the ob&erved 
disability ptcV8lena in 1982 W88 23.7% compared with 213% in 
1994). This 2.4911 decline 1$ over twice the decline (1.1%) In the 
nonslsndudlzed rate ehanges (I.e., from 23.7 to 22.6%) from 
1982 to 1989 (35). One...lhird of the change is du~ to Ihe 
standardization used to adjWli far aaing of the. United Sta.ICS 
elderly JXlPulation. The senllitivity of the change estimate to the 
use of dlfCerem standard populationi was uamined. Though the 
prevalena: rale& changed moderately when different standard 
populations (e.g., different interc:eMS.! eslimates) were used, Bince 
the 1982 ,tandardiud and 1994 observed rates reflect the same 
1994 population dlstnbution, the change estimate 1& rebusl to Ihe 
selection of a standard (Xlpulatlon. 

In addition to a decline in the number of persons with chronic 
disability there WQli Illso a small decline (2.0%) in the average 
number of Al)l...& reported by perrons who were ADL-disablcd in 
both years. This reduction of 395,648 ADL impairmentJ reported 
by !he di!.Rbted populalion suI7,ge;15 that the population burden ,of 
disability was fun her reduced by an equivalent of 111,765 diS­
~hlpt1 "'P'f"IICI"1~~ ... o,.h UtI:'), un ~v,.,.r'lUJp. ,.,f ~ (.4 Ant c 
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, FIG. 1. Number of chroniClily disabled Americans lied CiS and OYer (in millions). 

Two related issue$ of imponance are (i) that the a,tso.datio.ft 
of disability declines with changes in other measures of heallh 
and biological fitness al lste ages and (ll) [he, identificaUon of 
po"ible causes of Ihe disability decline. 

The deClines In chronic disability are related to chan,c:.s'in olher .. 
c;ovarlates in the NLTCS [hought to be n:1ated to the likelihood 

• being chronically disabled at I given agc. Education hu been 
r~gatively related to the age·speafic likelihood of being:hron­
IaIly disabled (24).. The proportion of thc population age« I85 to 
89, with 0-7 yean; of educ:ation, has been estimated to decline 
dramatic:a.lly, from >~ in 1980 to 10-159(, by the ye.a:r 2015 
(41). It may be that this relation Will due to only a &clea pol1ion 
of (he population reeeiving hl&h Icvds ofeducation in the pw.sl. As 
high le'r'Cls of eduC'B1ioo become more prevalent. Wlless there is 

. 	 I c:ausal relation, the abiUt)' of education to predict c:1Iubility 
mighl be attenuated. Though sud! selection Is 8 pogJible -:xpla­
nation, it would haY!! to operate t\Yeft though most liChooling 1s 
done early in life (i.e., by age 30), wherea.s we arc exantinlng 
disability changes al ages >65. Be<:aUK edUQltion is hu'gety 
completed by age 30 this raIses the question ofwhat inlermlldiate 
health care and biological med1anisms may be reducing t~e 
probability of disabilil)' for better edUQlted pel1'Ons. There 8IlI 

many andidate factol"&. i.e., bener educated penons tend to morc 
rudily adopt healthy behaviol"& (e.g., maintaining physical Ktfv.. 
it)' a[ laIC ages, reducing risk fador exposures such as rm(,king. 
improving nutrition). Better educated persons ate also mOre 
likely to halle had bener medic:al care both early In life and in 
middle :age, up to age 65. When qua.lifying for Medic;arc-ill part 
because of higher niles of health insWllJ10e ~rage up to age 6S 
for betlcr edual.1ed pencIlS (42). Better educated pencIlS ar,also 
beuer tsquippedlo comply with complex and long-term m~;C1ical 
[reatments-especially for chronic condlliom engenderin~ co­
wrbidilies &uch 11$ hypertension Or dillbelel. They are also rnore 
lJlely to exhibit fewer disabilities even with a chrOnic conG1tion 
present (43,44). Finally, there is eVidencesuggating educ:ation is 
negatively associated with the incidence of Allheimer', dis­
ease-a prevalent and highly disabling condition (45). 

An anal)'liis of changes in diSllbility 1~lIel& by cohort (cchort 
effecl5 were correlated with education) suggests Ihat the age 
rate oC disability fnCTea&~ (and. inf~rentially. of tho biolo~ic:.al 
rate of aging) 15 slower in younger. than older, cohom. Since ' 
iactors related to cohon membershIp &re., by definilion, per­
,iSle nt, this luggests that period differences in chronic dhabil­
ity arc likely \0 continue pll.!il 1994. beca.use those cot-ort$ 
SUCCeed one another al late ligeJ where the geneul lelld of 
diubility is high (70, 71). 

Analysis ofc:hanga In 16 chronic disea5e5 &how that there were 
large dccllnea in the prlMlenc:c of thoK COnditioN from 1982 to 
1989 (35). To the C1'lCnt that the progresdon of dU"onlc dIae.a.se 
ina'C11Je8 chronic disability after a Jq [say of 3-5 years for ages 
7s.:-71J (046, 47)]. thllr, lOriiiStcntwlth the COntinuallOn -of 'the' 
disabUlry dedinca observed from 1989 to 1994. The decline In 
chronic diseases obset'\1ld from 1982 to 1989 is, itself. consiRent 
with trends in risk faaors ,that showed. In the four National 
Health and Nutrition ExamInation Surveys done from 1960 to 
1990., decline; In hypertension. cholCt>teroilevels, and Imoklng for 
pelSOtt& ap:I6S Ie 74 (48, 49). This ia in con~t to Oerma.rIy 
where a 199i deausc in cardiovascular d~ mol1ality from 
1984 to 1989 Will atgued by German researchers to be most JI.Itely 
due 10 imprCl't'ed medical therapy, bec:lIusc cardiovascular disease 
risk faaor& (SO) a.nd smoking (51) showed little or no improve­
mentin 5Ndic:s done from 1970 to 1991. 

Ovonic disease and disability prevalence may have been 
declining in the United Stalal Cor 8 much longer period of lime 
than from 1982 to 1994. Fogel (52) found thAI hean dile&&e 
prevalence, a disabling chronic di&ca&e, declined 6% per decade 

, for 7S)'ea.t'1 from Ovll War veterans evutuaUld at age >65 in 1910 
, to World War nvetc.ra.n8 IlgCd >65 inl98S to 1988. lalli" and 

Mi'{S3) found £trOke mortalIty (stroke being 8 disuse engen­
dering lignlfiesnt chronic disablUt)') had declined since 1925. 

Multiple change.s in the questionnaires and samples used in 
the National Health Interview SurvcY' oyer time make long­
term disability trend, difficult to utimate (54) and compari­
sons with other surveys problematic (5~-56). Waidmann eJ ai. 
(54) attempted to resolve Ihose difficulties by uaing a variety 
of survey and epidemiological datil sets and making adjust­
ment, for known methodological problems. They (ound thai 
not only did United States diubllity decline In the 1980s, but 
thaI apparent incruses in disability In the 1910s were likely due 
to measurement difficulties with National ~ter for Healtb 
Statistics surveY' done in that period (54-57). Administrative 
dllta abo suggest that declines In institutional residcnce ob· 
~rved in the NLTCS are consistent wilh declines in Medicaid 

, reimbursed nun;ing home ~ by the elderly (49), the tendency 
toward shorter nursing home stays with more m.edic:a\1y inten­
live c:.arc, lind the in'creased use in the United Slatc.s or home 
health ,ervlces for LTC (58). 

Very long-term chlUlgC5ln chronic disease prevtllen!X are. less 
likely due to medica.llnnovalion than to changes in nutrition and 
public; hygiene. A number oC Ionl-term trends in these ra~rs 
possibly contributed t.o declines in chronic disease and di$3b.hty. 
One factor il improvement in public hygiene and r.anilation. A 
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rec.enlly discovc.rid .. pathogen, Hdkobru:J.u pylori. ma)' eJtplain 
long-term declines in gastriccana:r (5ince the 19~)an(leh.anges 
in peptiC ulcer prevalence (59). I.mprovemenLS in water quality 
may havc reduced exposure 10 this pathogen. A seeolld fac:Ior 
possibly cormibutlng to long-term declines in sttolccand gastric: 
cancer is the reduced use of sail as a food prCMn'stivc IS 
refrigeration became more widely used (60). Indeed, l;alt con· 
sumplion and H py/Dri infection may Inleraa 10 inac.U4! disease 
risk.,;u; may sail and increased nittale colUumplion. A third factOr 
is better regulation of commercial food processing and ~i""toek 
management. Commercial food prooes&ing. Cipedally thermal 
pm::e.Wng of mc:aG. may have reduced the prevalenoc of food... 
borne pathogens possibly contributing to atherosderosil (61). 
Food pror.:cssing expanded rapidly after 1950. Regulation of 
livelitoCk feeding and handling may also have reduocd foad-borm 
viral pathogens, Founh. food ,upplementatlon was initialed after 
the discovery In 19170C the rdatlon ofaxlliVer oil consumption 
to ri<:kel.5. Vitamin D supplementation, either by fish '311 con. 
5umption or the UV radiation of milk., WEIS widely Ipread by 192A 

~n the United States. British 'studies suggest that nur.ritional 

!

r deficiencies in pregnanc:y IMy affect fetal development in waX' to 
increase the risk of chronic disease in late adult life. Fina1ly. Ii 
number of lifestyle fac::tol'5 could have contributed to cha•. 
United SlalClS ,urgeongcneral reporu in the early 19CiOs may have 
reduced smoking rates in suc:c:euive binh cohoru (62). . 

The impact of m~dlcal therapy on disabiliry prev&lence is hard 
to assw bcg~emany treatment innovadons for chronic cUuase.s 
are recent [e.g., ACE-U inhibiton to control hypertcnsj.)I\ (63. 
64)]. There are also reb.tivetyold medical interventions whose fuU 
range of effea.o on chronic: disease and disability are ju&l belin- . 
ning to ~ undel'5tood.E.xoglmou$ estrogens were used in )985 by 
3 million United Silites III'Omen to treat postmenopausalsymp­
tom&. By 1995, nearly 10 million United States ~mell were 
taking estrogen'. which may have benefit Cor ~uch highly preva­
lent, disabling conditiol'lS as osteoporosis and wdiovASCUlar 
disease (65-67). A recent slUdy suggcsled thaI eJtOg8noW estr0­
gens migh! delay theon5Ct of Alzheimer's disease by 5-8 years-­
and possibly reduce the prevalence of that .hlghty di~bUng 
condilion in femllles by 50%. Aspirin may reduce the Ii&k of 
colorecul cancer and recurrences of stroke and heart disease. 
Recent data suggest that nonsteroidal antiinflammatory drup 
may &Isoredu~ the risk of Alzheimers d~ibly by 
2.5-40%. The effects o( aspirin and other nonsteroidal ¥lliin­
flamm:lll0ry drugs. beGause of their widespread usc, could affc:cI. 
the health of I large prop:mion of the United Stales f~derly 

PUlation, These older Interventions may combine with numer­
s more recent m'edlcal adVSllw to cause both d\ionie dise.ue 
d dls.abiliry to continue to decline for a long tim~i:h the 

implication of exogenou.sly altering basic biological parar.1etert 
rc(lecting age changes. v . 

Dilability declinss of the size in Fig.-t may have impurtant 
implications fOr national heal[h care costs. For examp":, the 
1994 United States institutional populAtion was estimaled to 
be 1.7 million persons. The 1982 rales, after age standardiza· 
tion, implkd 2.1 million persons would be inlltilulionali2cd In 
1994. The difCerence of 400,000 implies. assuming an annual 
per capilli nurSing home COSI in 1994 of $43,300 (49), savings 
of $17.3 billion in nursing home. eJ.penses in 1994. That doe.s 
not include addilionalpotential Sllvings for aeute care etpell­
dilures (22). Speci/iully. if IIge increase in the prevalence of 
chronic disability i6 a marker of the rate or loss of biol<lglc.al 
function, then decreuc.s in the number of chroniCilly dL!~bled 

. pllt80nS implies that persons in "predi68bled" slateli a~ also 
lo~ing biologic.al function at II slower nlc. Thus, declines h the 
number oC disabled persons at late ages may imply b:Ucr 
function :and lower health Care needs in a .large proportleon of 
the younger portionoI the United Slales elderly populati(,n. If 
many acute care medical expenditure. are due 10 ehlonic 
disability (22), then the dec.line in the prevalence of disahiliry 
rates from 1989 to 1994, which .caused the disabled elderly 

P.b 
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· population to grow more slowly than Ihe tOlal elderly popu­
larion, c:.ould ponend slowor rares of growth In national health 
expenditurca In the future. A number of facton; could atreci 
this. The Interpretation above aSoSumed that the length of rime 
a per&On remains disabled is relatively constant. In contrail. 
prevalence could decline If the same number of persons were 
disabled for shoner periods of·time. This mighl seem reaGon­
able in }he context of declining life expectancy. i.e.. that 
per&ons live 1\ ,honer period of time afttlr a potenliall), 
disabling chronic diseuc became manifest. However. United 
States life e.xpeaancy hal (ncreased at later ages. If the 
prevalence decline were clue to shorter disability opisodes 
among Ihe same number of person5 this would require. In Ihc 
context of increasing late 3ge life cxpedanc:y, the. proportion 
of the !tCupsn spent in nondisabled Slates to increase. That is. 
constralnlng lhutandard epidemiologic relation of prevalence 
to the incidence Rnd duration of a chronic health evenl is an 
increasing late age life expectancy; . 

A change in the relation of disablUty dUration and incidence 

could al$O have Important efTec:tI on costs by changing the mix of 

medical serv.ic:es required.. Por e.:umple. Institutional and infor­

mal care we would lnau.sc It the duration of disability increased. 

U duration of disabIlity deacased, lIS health evenl1 increased In 

I.neidcna:, this might shift 00&= to hospital use and other types of 

acute health servicz&. 


Undcrttanding the effects of chronic:: disability chanses on the 

level and mix of health service expenditures is important in that 

currently there Is great concern for the filSC4l stability of Medicare. 

BegiMIng in 2001, the Medica.n: nUS\ Fund Is projected to go 

into negative balance (69). Conc:erm about Medicare expendi. 

tures will inc:re.e..se until at least 2028 when the largest po't-World 

War II baby boom cohona pu& age 65. 


Unlea grO;s domestic product gW.w faster than projected, the 
projected Inc:tcas:s in the size or the elderly population relative 
10 the labor force (and taxable payroll base) could require large 
changci In the Me&c:a.re progr3m 10 maintain .flJcaI billanoc, 
However, projections o£ Medicaro eJtpenditures are based on the \ 
projecu:d growth ot the United StalC& elderly population-with \ 
no usumptions made about how health ch~nae$ before death in 
the alc:ularion&-even though life expeaancy is projec:t«l to 
continue 10 inae.ase al lale agea. Thus, if declinu in chronic 
disability continue, the magnitude of cllanges required in the 
Medicare (and Medicaid) ~nefits might be reduced because of 
t:\IoIb facton. One is the chanse in the ratio of the siz.e of the United 
Slllle.s pOpulation aged my. 18-:-64, to the population sgcd >65. 

·	who are . chronically disabled. This differs from the Btandard 
dependt\tlC.Y ratio ofthe 18-64 to >65 popuilltions In thaI it would 
reflect change$ in the aggregate health of the over 65 popula. 
lion-c.hange$ thatc:ould have large effec:tson Medicate 8I1d 
other health expendituru. For e.xample, Medicare Part A ilnd B 
e:tpcnditures are higher for chronically disabled persons. This is 
due to a variety of fiCton;. e.g.. persons with severo chronic 
disability are Ukely affected by medical conditions requiring 
considerable acute Q/'C. To maintain Ihe health of a chroniOlliy 
di$8bled person,onc.thus; has to provide large amol.lnLS of medical 
&ervK:e to deal with morbidity engendered by lhephysiolollieal . 

· effects of disablJiry. 
To keep a constant ratio between IneUniled States popu· 


ISlion aged 18-64 as projected for 2028, .10 the number of 

~ persons over 65. the disability prevalence rate above 

.ago 6S would have to be reduc:cd 1.5% each year for 34 yelln, 

i.e., an overall reduction of 1 - (0.985lO) "" 0.402. or 40.2% in . 

34 yean. The rate of decline from 1982 to 1994 hll5 been 1.2% 

pcr year, so a l.S% rile of decline in the disability provalence 

rale is conc.eivable. However, it is impoflan! to recognize l11at 


· after the peak in 2028,the size of the age >65 population 
relative to the populalion aged 18-64 declines. Hence. 10 
mainlain a congtant ratio in 2050, rhe per annum rate oC 
decline In the prevalence of disability above age 65 required is 
lower-roughly 1.2%, the same rate of decline observed from 
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1982 fo 1994. E"M if such ratc.s of decline an: not maintained '7. 

over thcu longer periods. any siuable decline will reduce the 
magnitude of Medicare and Medicaid program c:hangtS :2!. 

needed and po48ibly smooth oul the demands induced at the 
times of the peak Medicare burden. . 29. 

A second factor determining how rapidly Medicare's burde" 
will grow Is thai the per capila annual rate of Medicare', 
upenditurell declines with increasing age at death (68). This 15 30. 

beQuse a large proponJon of Medicare costs, at any sge.. &/'I: 

made in the 2 yean immediately before deam. The per capil;' 31.
e.xpendirures for deaths at age 70 are 522.590. whereas for death I 
It age >101 they decline tel $8,JOO (1990 dollar&; 1989-1~1 32. 
deat". Thi.G age trajectory of expenditures, combined with thr. 
app~nl slowing 0( biological age changes over tirnc, may hllVl) 33.\lImponanl consequen<:t:S for the futwe burden of the Medicaru 
program. These were not bctorod Into projections of Medlac::ru 
Trust Pund obligations (3, 22. S5. 69). 

34. 

In summary, declines in the prevalence of chronle diSAbility, !s. 
obterved up 10 age 95. suggest thul there have been stlitilliCBI~' 
slgnlticanr and biologically ImportanI changes.in Ihe: age ratc, 36. 

of loS' of biologial fitna55 in the United Slates populatior, ". 
3&.

u,ocIated lIIith increue. in lila expectancy above: age 65. It wlL 
be imponanl 10 monitor Ihese chao~a in chronic di,abilitytc· 39. 
delermine hOIll the age rales of loss ofbiologicul titnw wi!' 40. 
btoh.ve in the fulure. Theu changet may have imponanl 41. 

implir:alions in forecasting Ihe fulure trajectory of change.s in 42. 

heahh e~penditure, In the United States elderly population. ~3. 
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CONTAINING MEDICARE AND MFJ)I~ COSTS AND 1MPROVING 
OUTCOMF.S nlROUGB ENBANCm TECHNOLOGY"IR.ANSFER 

lerry Avom, M.D . 

.AssocW.e Professor of Medicine, Harvard Medic:al School 

Director, Program for the Analysis ofclinical Suategies 


. Brigham and Women·! Hospital 
Bmton:r MA 

.Research c:urrently underway at the NIH and jn aniversity ~ holds great 

potential for generating Iong-ta:m savin,gs to Medicaid and Medicare. But more ilJJ1Jlet'li8fp 

savings - ad1iev.ahJe wiIhin 1-3 years - could be realj7fti through amHiSlr.21tly appropriaIe 

utilization of cu:m:ntJy-avai1ab1e therapies. To adJicve this, we must be able to disseminate 


. CUIIeIl1, cost-effective treatmeot infurmatioo to pxacrlc:iDg physicians as cfficiaItly ~ possible. 
Today, this tec:ImoJogy tIansfer is spotty at ~ with much c:um:rrt pr.ac:tice dri:w:n by Ic:s.s- . 
tban-cw::rent data, habit, ancaJotal e;qr.ric:ncx., and the promotioo:al efforts of'VCDdors. A high 
proportion of physicians do DOt have easy ac:uss to the information that c:oultt guide them to 
tbe most efficie:Dt and up-to-date diagnostic or therapeutic intcrVentioos in a wide var.iety of 
clinical areas.. Solid evideru::e indicates that in many areas of medical caIC, cu:tIeDt practice has 
not kept up with nxent findings for a very wide array of m.edit'.al problems: . 

• undcruse of antic:oagulationD1 patients with a common fonn of heart Ihythm 
abnonnafuy (atrial fihri11atioa), resultiDg in many p.teYentahlc and dixabling
saokcs; . 

• ovc:ruse of costly JIJagDdic r:aouance imaging (MlU) tests for a variety of 
muscle andjoint problems for which their use adds IiII1.e but expense; 

• inadequate control of high blood pressure, despite the availability ofa large number 
of safe and elfeaive mMicatioDs. resultillg in widespn:ad exaa:tbalion'of 
cardiac disease and rcmd failure, as well as stIoke; 

• under:use of sevcn.l oommau medications (aspirin, choleSerol·lowm.ug agents, bes:a­
blockers, ACE iDbibitors) to prevent bcart diY35e, ~ each )'ear in a 
ma.s..mreburdco of pm-entable bean attacks. disabilityt and avoidable dcatbs; 

• rontinued mianre on ontmOOcd or high-dose tnmquili.zer medicatioos in the e1dcdy, 
RSUlting in prevent.able falls and hip ftactures.. 

hi addition 10 the enormous clinical and hl1.lDaJl lOl1 taken by preventable illness and ;, 
disability, these problems (and mao} mare IDee them) abo impoae a large economic burden an ~ 
the health care system. Ifa vns.y could be found to help physicians make betIC' clinic,] 
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Geci.si.oas in eacll of the areas DOted above (and many more). the clitrical and economic toll of 
such preventable iD.uess could be reduced dtamatically. Even a:mservali:ve estimates plaCe the 
acbievable R'riDgs to MedicaIe and MMicaid in the tens of billions of doll3:ts mmuiny. ' 

Part of the problem bas bt.en that there is DO organizatioo in either the-public or private 
sector lapIUsib1e for pmvidiD& disin~ ev.idence-based info.rmation to clinicians pm­
aaivdy" on an ongoing basis, once a docrot's ttaiDi.ng is compJctcd Fe\\' meardogful 
-colIlJ.ldency xequiIemcDts exist eitbu :for medkallicensc renewal 01' for :reimbu:rXmcm: by 
insureI:s. EDabliDg practitioncn TO get access to tile most cum:m in.f'ormation on mst"'Cffective 
stratq.ics for diagnosis and treatment would be ODe of the most painless romes to controlling 
health care expenditUR:s. 

ODe type- of informa1it:m-sb.a.ri:ng system already documented. to be effective is 
"aCJdemic ddaDing~· in wbich outtea.ch educators meet with physicians and offer informatioo 
OIl managing a variety of cJ.init:al prob1ems (much as drug company n:pres.eutItive do to 
ioaease sales of their prod.ucts). Formal c:ost-bcnc:fit aualysis of sudl progmms bas 
dcmoost:lafed savings which ~~ costs substantially. 

Such programs could delivez tugt.ted information on cost--effedive cate wbicb would 
be upda1ed on a regular basis, made awi1ab1e through educational oatrcach, 00 diskette, or 
tluougb an online service, as well as in bani copy. Contall would focus on :rec:cnt cljojcaDy 
xetevant- findings" improving patient outcomes, aDd. c:os1-effective care. These materials would 
be gcD:tated and updaral by gIOUpS ofpxactitioocn and ~ indcpeodmt of 
commcrcia.l intcrcsrs and WOJ.tiDg outside the sphere of any go'Y(;IunlOltd agency" to avoid the 
~ of cremng a massive "F~~k of.Me.dicine..· 

Initial work: by our group at Harv.ml Metical School in crcaEing the axx:ept of 
-acWemic detailing- was inspired in part by the a,grlcultm:al aJPnsion se.rvice progra.tns begun 
decadc:s ago by the fcdcral govemment. F..aIfu::r this century. it ~ seen to be in the naIiODal 
interest for the Depanmeat of Agriculture to send out fickt workers to meet with fanners to 

present them with the lateSt inf011Dl1XmOll devclopments in agricultmal science, in Older w 
enhanc:e tIxi:r productivity. In thal p.rogl3.1D, a ~ and very effective use of minuscule 
amow:tts. of public ICSOQ1'CfS was successful in upgmding tbe pmductiv.ity of an imponant 
~ of the economy. There is anmgent need for a similar progxam today far health <:are 
professioJJals. . 

The appropriate (and modest) ftderal role in launching such a prOgram would be tw0­
fold. ~ the goyemment could i:njed small amounts of seed maoey n~ 10 begin _ 
dcvdopment of sucb decisioo-suppot educ:atioaal 0trD:clK:h programs. (Within a yr:;a or two, 
the markl:tpJace is likc1y to help ensure that the best of such prng1Am s prevail a:od become self­
suppaning.) Federal support in the inirial stages would sua;ran= that !his approach, aod its 
resulting RVings., would bcp:Jmc a reality much sooocr than would ~ be pos!ib1e. 

..f.' 
11; 

i 
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A second ~ for the federaJ gQ\'Cr1'UDCDt could ,be to provide. i.nce.o:ti\ICS for physicians 

to uti.lize such educational resoun::cs. 'These might include ;revenue--aeut.ral differeuti3l 

payment rata for participants, or enc::om:aging ma1pr.actice iDstrrers to offer such dodOrs lower 


. praaium rates. 

AltI:lough smaJl-scale projects of tbis type have been initiated in seve13l bospiJals and 

univetsi~ ctevelopment ora bmad-based effort such as this bas been hampered by two, 

factors. Until now, physidaDs have had little iDcent:i've to practice mediciuc on the ba3is of 


. 	cost-effeaiv=ess or outcomes measuremcot. The proliferation of marragai care has proVided 
the iDc:enti:ve for such cooa:m, but often without the info.rmational wIlcI:ewitbal to guide such 
cost<ODtaiillnent - often with unfoJ:tuna.tc~. Secoodly., the further evolurioo ofuser- .' , 
frleudly tedmolDgy as well as a variety of software aDd on-line tools have never ~ as 
widesptead, adaptable, or inapcmive as at present ' 	 ' ' 

It is not coough in 1997 to tell physiciaDs we must change our practif;:e pat1emS to 

reduce health care expenditures. To do this well, we must have at':ICeSS to the best avai1able 

cljnic:a1 infol:marion 011 eff~ as well as cost. In theabscDce of sucb knowledge, 

forcing doctors to lIIilize fewer bcalth care ~ is likely to result in ra.tiooing, sbortcuts, 

and wone outcomes.. _much of wbidl would prove more costly. Cost consciousness is DOt 


adequa1e1y add.tessed in medical 5ChonI'S~ and is too mely disamed in the research 1iteraflJre. 

'Wbile tbe practitioner is mged to -spend ~ OIl patient are, too often he or 'she is not 

pmvidfd with practical. patient-a::iented goidanceon pm:isely how this is to be done in 

specifiec1jnical si1:Dations. We are propasi:ag a pIOgIml th3.t can make cutting edge 

iDfonoatioo on <tiagnosrlc and tbcrapelriC acivana:s, as well as cost-c.ffec:tive decUiomnaJring, 

available to physician~, tb.xougbout their c:ar='S and regardless of geog:rapbic 10CItinn This is 

likely to resuh in less nrtioaUJg of Deeded care, less "'trial and errot' 1'TV'dicine, less duplic:atioo , 

of cffOJ:t, mel fewer adverse effects, hospitalimious. and pievemable disability. ,Not only is 

me poteotial for s::lvings apparent, but the positive jmpact on quality of care would be 

coo.sideable. 	 ' 

If implemented on a large enough scale through evaluable demoustJ:atioo projeas, pilot 

programs of this kind couJd be put in place within oue year of the availahiJ.ity of a very modest 

levd of ~ based on the c:xperiezIce of our group at Harvard and others thmugbout the 

COUIltty. Wlthin an additional two ~ 1he3e demoost:t2tion projects cou1d prove their 'WOrth 

by doc:u.marti:ng (m compari8Oll with compa:cable noo-ptugram setftags) an improvement in the 

quality and cost-dfectiveness of cJimc:al praaice fur ta.cgete.d couditinns.' This in tum would 

lead to ~ patient 0alc0meS and ~expeDditule:s for conditions for which basic science 

~ clinical resea:rcla have already found effective means of ~ or treatment., if only 

patterns of caxe could be brought up 10 mcllbc:st ptacticcs standards. Ovr:.r time, after such 

publicly suppom:d demonstm.tion programs bad "primed 1bc pump,• the beahh care system 

itself woul~ once the way bas been shown, be far m.orc J.ihly to adopt this approach as a 

routine part of medkalcare in the U.S. 
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Well-funded bJornedfcaJ n:::sc:arc:h is an esscnt:I.al dement of BOUDd natlooal health 

care policy. Past fede:al and prlvate tnvestmmts in basic biomedical n:8earch have 
yfdded a deep understanding d. the molecular st:ructure and ftmctlon ofbtolog1cal 

systems. lDdudtng hmmm brings. The buman gmome has been mapped. The 

blotcc.hnologf Industry haS been ertab1Isbed. Ce11u1ar biology and genettc sdencr 
:h;:m: made poemble prev10uSly undreamed·ofdtagnosUC techn1ques and tbern.plea. 

EreIy da;y genetically based phystcal diseases are bd.ttr understood. and spcdflc 

tbera:pies or cu:res are subsequently developed. We now look forward to an era in 

wbk:h gjJDllar advan.ces can be made agaInst geo.etica1ly based mental Ublesq - if 
we bave the Will to support the underl;ytng SdeJ)Ce 

We IJl1l5t come to u.nderstand the 1mportance of1ncrea.SIng our nat1anal trorestmen1 i 
in biomedical adence. We must also understand that advances In bifJlI'H'd1cal 

8d.ence depeo.d. in tum.. on advances in other fields of sdentlftc and eng1nen1ng 

n:search. The mapp1Dg and sequenc:lI1g of the human genome bas been made 
feasible by advanced rombfnatOE1a.l mathematics. computer science, and robotics. 
Advances in cheimcaJ eng!neerlng are required to scale up biotecbnJcal ~ to 

produce usable quant1tles of new medfdnes and to reduce their cost. Compu~ 
adena: and cugfneedng must be advanced in Qrder to xnodd and VisUalize complex 
molecul:ar p:rocesses and to analyze the huge amounts of data rr:qWred in get'1C:tlc 

stud1cs.. Condensed matter pbys1cs makes passfble the IIl1Cr'OScoptc probes and 

sensors needed by doctors and bIomedlcal sdentlsts. Mata1a1s research is nttdod 
to devdop IDf'Charrlsms for preds10n delivery of molecular ~ The ability to 

gIlWi new human skin and. somecJay. replacement organs can be poss1b1e only If 
sevaal areas of sd.ence and technology advance together. 

Modem medidne Is bam ofsdent1flc research and deltvered by advanced 
teclmo1ogy. Its human benefits can be realized only through the wise and cartng 

pubhc policy of a nation wtll1ng to tnvest to the futu.re. i 

Cbarlc:s M. Vest 

Man:b 12. 1997 
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The National Long-Term National Health Care Survey ofheaIth trends among older Americans 
by Dr. Kenneth Manton quantifies for the first time th~ benefits 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 
crippled 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 illfection and treat psychiatric 

. illness. 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 quality 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 treating aging­

related diseases has reaped enormous benefits. Projections by om scientists promise ever­
increasing control of human disease, which can now be studied at the molecular level, thanks to 
the remarkable technological innovations of that last decade. 

The conclusion is self-evident: It is good sense and good eronomics to support medical research 
in the most vigorous way possible. We must insure that medical scientists and the medical 
schools, and the teaching hospitals, in which they function, are well-supported in order to 
maintain American 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 this support. 

i 


i 
" 

WcJh 

Herbert Pardes, M.D. 
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The recent findings ofa 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 ofoverall economic growth in this COWltry has been attributed to 
advances in knowledge - a process that was accelerated by the passage of the Bayb-Dole Act in 
1980. And nowhere is the relationship between knowledge advances and economic growth 
more visible than in the area ofscientific and medical research. 

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

Recent studies by the Association ofUmversity Technology Managers (AUlM) and the 
MassachuSetts Institute ofTechnology indicate the magnitude of the positive benefits of 
technology transfer. The 1995 AUTM survey data show that licensing of university inventions 
adds more than $21 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 timeframe of the 
study, the total number of licenses and options increased by 66% for the US institutions 
participating in the study. 

The MIT study offers similar evidence, emphasizing the role of new fInns in the job creation 
process. Although only 35% of the license.s.in the MIT study were granted to start-up 
companies, those finns accounted for 77% of the investment and 70% of the jobs. 

We cannot dispute the importance of budgetary reform. and fiscal responsibility at the federal 
level, but we must not lose sight of the fact tha! investment in medical and scientific research 
not only contributes to moderatlng health care costs, but also leads to new jobs and greater 
wealth in the broader economy. 
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consensus processes for experts to agree on guidelines for how particular kinds of 
care should be provided and u'nder what circumstances, quantitative approaches to 
measuring functional outcomes, and methods of risk-adjustment that ,allow 
outcomes for populations with different characteristics to be compared: 

R~search Assessing the Magnitude of Quality 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 thanbenefit.. U nderuse is the failure to provide a health 
service that would have produced benefit. Misuse occurs when a beneficial health 
service isprovided poorly, the patient experiences a preventable complication and 
therefore fails to receive the full potential benefit of the service. The message from 
this research IS clear and compelling. We have serious quality problems in all three 
of these areas. 

Proponents of managed care argue that it reduc~s cost by eliminating unnecessary 
services, in other words by reducing overuse. This claimisso often repeated that It 
is 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 is due to reductions in overuse.. We do know: 
however, that overuse is rampant m 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 angiography and 
carotid endarterectomy). 2 

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 readmg 
of this literature suggests that about 20% of what we do in health care constitutes 
overuse. It could safely be eliminated and quality would improve, because patients 
would be spared the unnecessary exposure to the risks.of these inappropriate 
serVIces. 

If overuse is common m A~erican 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%, fall to receive interventions that have been conclusively proven to improve 

-.3 ­
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outcomes. One recent study found that 79% of elderly heart attack patients failed 
to receive mdicated treatment with beta blockers and experienced a 75% higher 
deathrate than those who were so treated. 3 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 Qepression, to control 
hypertension, to obtain recommended mammograms. and to provide appropriate 
ey.: care to patients with diabetes in both kinds of financial arrangements.4 

Misuse problems are also highly prevalent. Injuries fr'om 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. s We also know that large numbers of complex and risky surgical 
procedures continue to be performed at hospitals and by surgeons wlth very low 
annual volumes. a condition which has repeatedly be€!n demonstrated to result in 
worse outcomes, with death rates often more than twice as high, compared with 
higher volume providers. We do not khow 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 
important, indeed vital for the purpose of establishing clear due process procedures 
for' enrollees of managed care plans, demarcating precise rut'es for w hat 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 is 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 is no evidence that suggests that the kinds of changes embodied in these laws 
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A natl~na.llyprcije~table reiephopesill'\'ey 6natii!U~cs tbv,-ards"cipd"per,ceptions'of healili;' 
carc was conducted in December of199,6. The sampl~;comprised adults J8 year's of age" 
and ol,derwh~were s~lecied'usinga random-digit-dialing(RDD) method~logy: Th~,' 
interyiewsand tabulations of results were conducted bv'lnten1:ationaJ Conununicarions 
Research, Mepia~'pennsyl\'ania. ';, "".,', ' 

' , 

Th~sample \\'as weigh~ed [b:r~present ,thedemographictharact'eri~·[id of th~':tb'talapult 
population (18 'ye'ar~'an'd Over)6fth~lJnite:d ~tates'::" "" , ,,' ", " ",!' , 

I, , ' .. • ", " ' ," ,:.,' ,.: ,'., , : ' " ' 

• 'j' 

, The pUrpose of the' surve:y was;t~ determin~ pe'rceptioru,of'1:e~th ~ate in:Jour,spedIic 
, , caregories: 1) quality, 2) cost, 3) cbverage;,and4)'ilie roleofgoverruneni . .:" ":" ' 

, . " - .1 , , I" i, , 

! ::"',1 ,'j\,,: ," 

'The findin2sshowallack oftrus(b~twee~ A~~ricaOsa:nd'the'health care,svstem.
surVey responses i~~'~al: ," ",." ''',.,~,,;, " ',', ,',," ',' ," , 
_... " ", <,,' I:, 
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• Alack ofconfidence in,thequa]ity,ofh~a,lth;care';;'" " , ,:;' 
.' Belitfthat th~systern1s pu;ting'profits ahead ofpeople ,and q'uallry, , 

Feanhatqualit:~ f!ledicalcare,is bec9ming llrlaffordabl~ to the average' 
American, and, ,"" , ';:," :,~ " " " :,'~" "':.,' "',' "'. 

• ',' Desire for"?e'tt~r i?Iormation in order toe,:~lu~te qu~lltYand decisions about" 
,treatment,""",,' ' ,',,' "', , , '", " 
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EXECUTIVE SUMMA.RY 
.; 

, A nation~iry proj~c:tab[e pail of I,D II, ,~eric:l!l'households conducted December 18-2.2.. 
1996~ re\'eals a disturbing lack of confidence among the majority of .:Uneric~s v"ith the 

. state and direction of healrh care and concern about health"care qua!irY.,cosl 'and. 
co~'er:age." : . 

The telephone poll. conducted by International CommuniCations Research. '\."'as . 
commissioned,by The NationalCoaJitionon Health Care, The'sur.,ey findings. fr~m a 
representathe cross section of American households have a range of'l.·a.riation-bfno 
greater than' plus or minus three percentage points, ". 

.' . 
Their responses to a series of statements show that most pe'~ple haveJinle, confidence in' 

," "1', .\ the ab~li[y of thesyst~m to care forpeople, The 'fast majority ofAmerltans (79%) agree 
with the statement "ihere is some(hing seriously wrong wirh o';r health care system.". 
87% agree that "the qualiry o/medical care for the averageperson needs ro be'" 
Improved. " and only 15%have "complete confidence~' in hospital care, Less:than halr'of 
peop!1! (4:4%) say they ha:ve "colif/den'ce' in the' health cJre sj:stemro 'take care ofme,'" 

·'1,". I 

'. i"" . 

I 

I 

. , .... " t, 

• '1' 
I 
! • ' 

There is a hunger to be bettl!r infonned: 83% .sa:' they ;'y,,:ould like to bebeuer informed" 
.. 'about 110\\0' [0 e\'aiuG[e qLI~liry ojm~dical care from dottors and hospitals, "'and 72% 

I· ,,"would like j'l101'~ i1iforrnation so [lhe}}wouldfeel more cOl1fident about decisiol1s,aboUf , 

medical care, " . ' 

" , 
. People are ftightened bystories.they·ve heardor'medical care "mistakes made thal have 

. ,:hUN or e\'en killed peopie" (73%). .' .' 
.. 1 

More than ~alfthe resPRndents (.57%) agree that'hospitalcare is nor l'U} goo.d" and 

. they risk being" riTcuje sickel' or more {nju,.edbyn!is[ak~s Inade by poorly [rained or 

ovel:\I'orked slOff" . " , 


Whi.le~he majdrityJeel confident that th~y could get qualit: medi~al care f6rthemseh'es. 
the: also belie\'e there 'are serious problem5 ~\ith the quality ofhealrh que, ". '" I' 

',." , 
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How Am~rica.ns Percf!i\'~ the Health Care System. 

, ",, , 

Con~rary to the wiqely publicized'\"ie\\: that g9~~~uldsta;·'o·utDJltdttEsare~ "':', 
thevast majoritY~(:~!!leric@~'feel tDa_ lhr: fedel'al gOl'~nmeiu can plafa!7 imp~:!f1n( 

. role 1I{;,liikli"ig7;e-alchcal;e befler" (69~l!.n ,"more affordable (72%), Thcsebeli~Js . 
,\\'er~ snared by Repub-licans. Democrats, and Independents.. 

, I ,",', , .' " ' 

Thetl0ll re~'~als a divided pop~IDtior regarding peace of:~ind and,satisfaction of health 
care, AbouHwo-fifths of Amencansare strongly alienatc'd from the health care system, 
Monv.of those with annual household incomes of S25.0000r i~ss are high!\' troubled bv' 

'their'experiences with' cost: coverage and m~atment. ',',.' • . , . . . 
, '. " ' ," . 

. Even though th~y consiper th,eir current healtQ caresa,tisfaciory','alarge proppni'on 'of 

. middle class respondents are' also strongly lro'ubled by what they . see as serious flaws in 

the system related to quality, cos'tsand' acc~ss, '", .. 


. "" 
. , . ," ", . '. ',t' , . 

Four of e\'ery ten people polled have had reductions in coverage '?Jld are "·'f'.:orrled c~at 
(h~X mo.\' lose rh~ir:healdi insul"an.ce ': and, feel they "Cal1nOl ajfor.c1medica/ insuJ'ance, :' 

", "', ,.. -", ,', . ,. 

~n a'p.ositive,nore,four in aver:: ten people ':strongly agre~:: that their "medid:z(plan 
.makes good health'Care afforqabtF' and. over one~~rdC?60/0) ','strongly agree" thatthey 
are "scllisfie'ci Yl'ilh lnequality' oj(their) healrh care. ,. Ov~r, one-quarter (28~o) "strongly 
agr~e·'tn~l.t,they "like the wayfheir m?dical pian works"; and't]:lat O[/heirJ medical'plan 
provide's thebesrqualirycare, they could wam . .. " "", ' ,". 

In general, people 9ver sixty-five years.of age, and therefore coveted by, Medicare, are 
more satisfied v.ith: quaiity and' coverage than' are those in their thirties. and 'forries. Nor 

. surprisingly ,higher inc'orn~ famHies,(S50,060annual income) express more confidence . 
"'and satisfaction' v.i1th their h~alth care than do those,from households 'With middle or 
lower incomes. . ".. " . 

,", " 

Fciur:{nten .A.m~ncans report ha\'i~g had'a"bad" experi~nce ~ith tieaunem or care, d9n'r . 
havecon,fiden,ce'in the .s)'stem to take goodcah: ofthem. or believt::'hospita]shave cut 
corners to saVe money~ thus endangering patients,' .:, . 

. , " , . ~ 

, ..'.' . " ,~, ''', '" ., ',. '.' , , ' 

,Focus:,group inte~'iev:'s recentlfcompieted' in five Citi'espriqrtothe's'urvey ~plify.the 
findings of the pOlls. They reveal a depth of anger, fear ali:dO,be trayal com bined with a 
.. ". 

sense of frustration and pessimism for the furureof health car'e:. The prevailin2 view..: 
expressed in these inte~'id~·s was th~t impro\'ernentS'in the health,c,are systeni.-~ere. being, 
held hostag~ by pmisan politics. Responden~s in the' focus groups d1splayed great. . 

'c\'nicism about the motives and l2oa15 of:rhe health cafe s\'stem, . '",-,".. , -,. " , . ' 
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The respondents sho~~d impa[ie~ce with the lack'ofprogress in comrolIi~g ~6'sts,' . 
improying quality and access, Many of those who felt they were adequatelyprbtectedby 
their insuranc'e expres~ed coo'cern .and disrn,ay at the plight ofmany people whq they felt, 
\....efe unprotected a.nd poorly cared for: Many had friends, n,eighbors and ~lose relativ~s, ' 
~-riolost their health insurance and were struggling to pay for or re,ceive good heal~h care. 
Their a,nxietie,s were ,underscored byrne belief ~ha(even though they were cWTently , 
protected; the)' could,soon jqin th~ ranks v.ithout access·toquality medical'care. 

,. ,..' ..,' ',I ' 

. ';' ,I 

. " 
,;, 

, ,i 

",', . ,',' 

I',' 

:. 

\' . \ 

;!.' , 

<'J 

'1" .. ;.'" 

(I". ' .... ': 
',,': 

" , 
"I , 

'I' "I' 

, . 
',\," , 

"j " 

,"'" 

"I,: 

',;, '.. 

" 

",' ' t,: 

",I, 

" , 
.,' t', 

,', " 

," " I 

',' 
'~ 

.J. 
, " 


