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Is this your patient? Is this your patient?

Inequities: Career Choice Inequities: Self-Employment

Inequities: US versus Canada Inequities: Coverage Choices
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High Cost
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Why is U.S. cost higher?
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GROWTH OF PHYSICIANS & ADMINISTRATORS
1970-2004

GROWTH SINCE 1970
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Source: Bureau of Labor Statistics; NCHS; and analysis of CPS

E
Why is our cost higher?

ks Open-ended funding

— Countries with public funding set budgets to
stay within

« Less social support for poor
— 12-15% Americans live below poverty level
— Sicker on average
— More ER and hospital care than outpt care

« Many more malpractice suits
— Expensive defensive medicine
— Expense of liability insurance

E
Why is our cost higher?

More uninsured
— Cost passed on to everyone else

American lifestyle
— Sedentary; obese; tobacco; seat belts.

Disease care rather than health care

— Best at complex, advanced, expensive “rescue”
care once ill

— Poor at preventive service and chronic disease (@

High ratio specialists:primary care
— Canada 50:50
- USA. 70:30

Do more of expensive tests/procedures
— MRI tests per capita 3x higher than Canada

More standby capacity
— 4.5x as many MRI machines as Canada

— Competing medical centers each pay for ":f’_ 2
staffing and machines to offer all things all the g
time.

o

E
Why is our cost higher?

B Higher drug pricing

— 50-100% higher pricing than same drug in
other countries

» Higher incomes for health professionals

E
Why is our cost higher?

« Duplicity of care in competing systems

« Avoidance of end-of-life realities

— Extravagant care that will not improve quality
« B.H. receives depot octreotide injections monthly

($2500) for her carcinoid, despite few symptoms and no
change on CT in prior 2 years

— Expensive therapies with little survival benefit
« Prophylactic brain radiation increases median survival .
for advanced small cell lung CA by 1.3 months (P
« Sorafenib increases median survival for advanced HCC\/
by 2.7 months (but not time to symptom progression) |
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“I'm better off if my neighbor is insured.” Summary

Is health care for everyone? . Is health care for everyone?
itizens Citizens

Is health care for everyone? . Inequities: Luck of the Draw
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Health Care Reform 2009

A Scripps Round Table

by
Laura Nicholson
& Santosh Rao

147000 Americans/day/ losing insurance :
46" million~uninsured (6.7 mill in California)
= (2) We think we can do a better job
Payment structure values quantity over quality
Focus on Prevention and Wellness
Physician dissatisfaction —defensive medicine
=(8)We pay.too.much for healtiicare
Avglcost'orhealth care/family = $16,771
Half of bankruptcies due to medical expenses
Slowing Economic growth

&Hii ose:

= Reduce long-term:rgrowth of costs
= Protect families from bankruptcy or debt

= Affordable, quality coverage for all
Americans

" Mgintain coverage when youchange/lose
jobs

=sEnd barriers to coverage ferpre-existing
conditions -

"SGUarantee choice of doctors and plans

= |[nvest in prevention and wellness

= I[mprove patient safety and quality of care
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m.m m “_~ (SouthAfrica)

Industrialized countties without NHI?

only one ...

Decreases per/personi cost of health care.

Uninsured show up disproportionately to
ER, often in late stages of disease.

Lost wages and free medical care estimated
to cost $100 billion/year.

Public Health —i.e. Swine Elu
Eimitsthankrtiptcies from illness
Focus on Prevention

= Senate: 2 billsfrem HELP committee
(Health; Education, Labor, Pension) and
Finance Committee (bi-partisan bill, unlikely
to include public option). Senate needs to
merge bills and vote.

= House: 3 committees (Ways & Means,
Education & Labor, Commerce) — HR 3200
—must still vote on and passhilli(slatedfor
SEpiembEr)

="Atfter bills finalized, house and'senate
conference, merge bills, vote again before it
gets to Obama.
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EVeryorne

= Getting healthrinsurance is mandatory
Individual and employer fines
Medicaid is expanded to 133% poverty level
Subsidized insurance for those who qualify

Estimated 97% of non elderly' would be
covered vs. current 81%

HalfFefthese uninsured are illegal
immigrants

= |ncreased training
—Increase in ambulatory care training in
community/non hospital settings
— Unfilled GME residency spots preferentially:to
those interested in training in primary care
=_Fipancial Incentives

= Attempisitepenhance, priman/icare Workiorce by
inereasing payments through Medicare and
Medicaid and by providing loan forgiveness to
those working in underserved areas.

— New Models to enhance primary care income

= Expands primary’care workforce
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o

How does it increase coverage and access
to care?

How does it reform the insurance industry?
— Health Insurance Exchange

— Public Option

='Medicare Reforms

How do we pay for it?

How does this affect health care providers?

— Allied Health Provider’s roles may expand

= Increases funding for National Health

Service Corp

= |pvests in Community Health Centers
= Invests inieiferts teraddress

racial/ethnic and regional health
disparities

Limits out of pocket spending for health insurance
and’ preventive services

Health plans would be required to spend a certain
amount of premiums on health related expenses
rather than overhead and profits. (85%)

No denial based on pre-existing conditions.

Eorbids, insurance rating basediengenderor
healthstaiis

No lifetime/annual cap on benefits.
Guaranteed renewability
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fsurerice EXCrIarge

A governmeh_t reg'ula&ed_rﬁarke'tﬁl‘ace =[nitially limited! to uninsured and' small®
for-people to buy public or private business-employees who don’t qualify for
coverage in a region that meets Medicaid, and people who can’t afford their
minimum criteria employer offered health plan

= Regulated by Advisory Committee of = Likely' 30 million partigipgiie

experts.and commissioner that = Subsidies for individuals/families making up

recommendibasicisenvices that need: to

be included in both public and private =AMnUalcaps on cost sharing
plans in exchange. = Eventual inclusion of larger employers

16:400.%, of poverty.

=" Available only within the Health
Exchange

= Basic services — to be decided by
panel

= Premiums based on local market

= Ipitially.Jinked to Medicare rates
— Primany proyvidersipaidis/e=

*"Can see out of network providers

= | arge pool of patients could help = [ evel playingffield — same rules
control premiums = Limited to Health Exchange Participants
= Give a choice to patients vs private = Physicians need not participate
insurance in locations previously — Reimbursements need to be competitive.
lacking competition = Financially self-sustaining, repay start up
silower administrative costs EOSLS,

- - " Protectsicompetitionandichioice
= Publicieption could compete for lower P

] tos draweT =Not single payer
IS EMLIOT AR STt el = Experts conclude only 10 million

participants
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Mandated healthrinsurance
— Only' 2% uninsured
Commonwealth plans subsidized for low

income people

Cost dramatically increased with higher than
expectediconsumption

= limitedicost’savings and msurance reforms
Access difficulties with primary care
shortage

Figure 2

Standard Medicare Prescription Drug Benefit, 2009

Enrollee { Plan Pays 15%;
Pays 5% Medicare Pays 80% ¢ 6,154 in Total
Drug Costs
(84,350 out of pocket)
Enrollee

Pays 100%

<= 52,700 in Total
Drug Costs

(8896 out of pocket)

Enrollee

Pays 25%

Plan Pays 75%

$295 Deductible

$364 Average Annual Premium
MNOTE: Annual premium amount based on $30.36 national average monthly beneficiary premium (CMS, August
2008). Amounts for premium, coverage gap, and catastrophic coverage threshold rounded to nearest dollar.
SOURCE: Kaiser Family Foundation illustration of standard Medicare drug benefit for 2009 (standard benefit
parameter update from Centers for Medicare & Medicaid Services April 2008).

The Cout of Extending Coverage and Virious Ways of Paying for It
Cont e Revenue Source 2019 2010-2019
Bilkoen of dofian
290 sl
age -1 -140
Cutlay reductions {roughly icare payments 10 previdees) =50 218
Taw increases (mastly incomse surtan on highincome filers) -85 83
Total et increase in the deficit & m
Administration proposals [*reserve for health care reform|
Medhicare and Medaid wvings. 1 619
Capping value of iemized deductions 19 269
Other tas-increase options
Cappg reclusion of empleyer financed health inysrsne peemumy
From income and payro tax at $0th percentile, unindexed n 1,142
From income tax only at 7ith percentile, indexed accordeg o the consemes price indes 101 256
from iy at Pich e, indeed dical - &
Increasing alcohol taves bo $16 per peoof gallon 6 41
Taing swestened beverages 3 cents pev 1700 can -4 -0
Coliecring 2 1% value-added 1art 5 1,004
* Pusitive values Indicate increases in spending or eduttioms in faves; negative valors indicate reductions in spendeg or increases in tases
Vakues may not sum to the stated totals becase of rourding. Data are from the Urban Brookings Tax Polcy Center, the Censer on Budget

and Policy Pricsities, the Dffice of Management and Budget, and the Congressional Budget Cffice
1 Value added is the difference between the value of a business’s sales and its purchases from other companies. This estimate is based on
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Prohibits co-pays for preventive services

Closing the doughnut hole for Medicare part
D while increasing premiums

Pilots for efficient and cost effective

coordinated care programs

—accountable care organizations

— patient centeredimedicalfhomes

=pundling of acute and post-acute provider
payments.

End' of life counseling stricken from bill now

= \Without reform, Medicare on course for-
bankruptcy in 8 yrs.

= Erases existing SGR (Sustainable Growth
Rate) debt — $229 billion

= Cuts in Medicare moving forward:
— Decrease in updates for reimbursements

—.Payment.incentives for “preventable” readmissions
to hespitallandidecreased hospital reimbursements

= Administrative simplification and efficiency:
— Levels Medicare Advantage payments

www.scripps.org/conferenceservices



Tony Moore Internal Medicine Conference
Health Care Reform Round Table
Sept. 3, 2009

Ho illye ect

= [ncrease in Insured Patients - Likely Influx of = Aging workforce
Patients

: : » 48% physicians > 50 yo
= |[ncreases primary care providers’

reimbursement. = Difficult practice environment

— Looking at new models of care. = Severe primary care shortage
w=n\Viay adversely affect specialists’ salanies

_and reimbuirsements forprocedures/imaging = _Ca“f(_)rr_“a Medicare payment
ediCare Cuts locality boundary to match

Metropolitan Statistical Areas

e estions

iy YS SELiE E ) = Can we Cover everyone and control costs?
= Z:]Jgd;rnglor Sl bnas reseog = [s-Medicare an efficient model on which to

base a national strategy of increased
government influence?

= How much money can we save by changing
our.billing, system?
=o' dojwerapproachiendiofilifercare?

"\What are Americans’ expectations from their
health care system? Will we eventually “ration”
health care?

Coordination of Care
Less Fee for Service, more Pay for Perfermance
Focus on Prevention
~= N Liability: Reform. in Bill. —s -

= Ehamarhas stated he expects liability reform to
be part of health care reform.

— No caps on malpractice at present

=W, HealthRefornm. GOV,
CBO Health Reform
NEJM Health Care Reform 2009

www.drsforamerica.org
AMA and ACP websites

hanks teilfaueiNichelsenDan Dworsky,
Ken Serio and Steve Poceta

www.scripps.org/conferenceservices





