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Good morning and thank you for inviting me to testify on the important topic of disease management in Medicare.  I am Dr. Gerard Anderson, Professor of Public Health and Medicine at Johns Hopkins University, and Director of a Robert Wood Johnson Foundation  project, Partnership for Solutions: Better Lives for People with Chronic Conditions. 

My role today is to provide this Committee with information about chronic conditions in the Medicare population and talk about some aspects of disease management that are particularly important to consider for Medicare.

Chronic Conditions in Medicare

The top five chronic conditions in the Medicare population overall are: hypertension, diseases of the heart, diseases of the lipid metabolism, eye disorders, and diabetes.
  There is not a great deal of variability by age or eligibility status in the top disease rankings although there is some variation by age and eligibility status.

· Senility and organic mental disorders are most prevalent in the 85 years and older population. They begin appearing among the top 15 conditions in the 75 – 79 year old group.

· Affective disorders are the fifth most prevalent group of conditions for the disabled population but rank 13th for the general Medicare population. Other conditions related to mental health appear more prevalent in the disabled population than in the aged Medicare population.

· Asthma is one of the top 15 most common conditions among disabled Medicare beneficiaries but asthma is not otherwise very prevalent in the Medicare population. 

General Prevalence and Cost

About 78% of the Medicare population has at least one chronic condition while almost 63% have two or more. Of this group with two or more conditions, almost one-third (20% of the total Medicare population) has five or more chronic conditions, or co-[image: image1.wmf]Average Annual Prescriptions by Number of Chronic 
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morbidities.

In general, the prevalence of chronic conditions increases with age – 74% of the 65 to 69 year old group have a least one chronic condition, while 86% of the 85 years and older group have at least one chronic condition.  Similarly, just 14% of the 65-69 year olds have five or more chronic conditions, but 28% of the 85 years and older group have five or more.  Fourteen percent of the people with disability-related eligibility have five or more chronic conditions but 46% of the ESRD patients have five or more.  

Average per beneficiary spending increases gradually with age but the variation in average costs related to number of chronic conditions is more significant.  In 1999, the average per person costs for people with no chronic conditions was $160 (including the under 65 entitled), while the average per person cost jumps to $13,700 for people with five or more chronic conditions.  The average per beneficiary spending across all ages and eligibility groups is $4,200.  Per beneficiary spending increases more than 2 ½ times between two and four chronic conditions, and nearly [image: image2.wmf]Percent Cases by Number of Chronic 
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chronic conditions.

People with one chronic condition are 15% of the Medicare population but only 3.5% of the spending.  People with 3 chronic conditions are also 15% of the population but 10% 
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of the spending.  People with 5 chronic conditions are 20% of the population but 66% of program spending.
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Key Utilization

There is strong pattern of increasing utilization as the number of conditions increase.    Fifty-five percent of beneficiaries with five or more conditions experienced an inpatient hospital stay compared to 5% for those with one condition or 9% for those with two conditions. 19% of Medicare beneficiaries have an inpatient stay.  Inpatient days per thousand beneficiaries jumps from 335 days for those with one condition to over 7000 days per thousand among those with 5 or more conditions.  The average days per thousand across all beneficiaries was 1944. 
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In terms of physician visits, the average beneficiary has just over 15 physician visits annually and sees 6.4 unique physicians in a year.
  There is almost a four-fold increase in visits by people with five chronic conditions compared to visits by people with one chronic condition.  The number of unique physicians seen increases almost two and half times for people with five or more chronic conditions relative to those with just one chronic condition. 

The average Medicare beneficiary fills almost 20 prescriptions.  Within this average, the under 65 year old population fills on average 26.3 prescriptions and those 65 years and older fill 19.1 on average.  We found that beneficiaries with no chronic conditions fill an average of 3.7 prescriptions per year while those with any chronic conditions fill an average of 22.7.  

There is a strong trend in utilization of prescriptions when examined by number of chronic conditions.

· Average annual prescriptions filled jumps from 3.7 for all people studied with no chronic condition to 49.2 for people with five or more chronic conditions.

· Growth in usage between those with no chronic conditions and those with one chronic condition is over 180 percent – from 3.7 to 10.4 prescriptions filled.

· Usage grows 72% between one and two chronic conditions, from 10.4 to 17.9 prescriptions filled.

· There is a 48% growth in average annual usage between four and five chronic conditions (33.3 to 49.2).
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Implications

So what does all this information mean for beneficiaries, the providers that serve them and the program overall.  There are indications in the data that there is a lot of care provided to beneficiaries with chronic conditions – particularly those with multiple chronic conditions. There are also indications that the care may not be well-coordinated and that for beneficiaries with multiple chronic conditions there are adverse outcomes.
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For instance, we have found that as the number of chronic conditions increase, so too do the number of inappropriate hospitalizations for illnesses that could have received effective outpatient treatment (Ambulatory Care Sensitive Conditions).  Per 1,000 beneficiaries, these hospitalizations increase from seven for people with one chronic condition to 95 for beneficiaries with five chronic conditions, and jumps again to 261 for people with 10 or more chronic conditions.
  

These poor outcomes are likely a result of poor care coordination among the many services used and providers seen.  It may be that different providers are recommending conflicting treatments that result in poor outcomes including adverse drug events.  It could be that one condition is receiving treatment, while other chronic conditions go unattended and then become acute episodes.

There is other information to support this theory.  In our surveys of people with chronic conditions and people with serious chronic conditions, we know that care coordination is a problem.  

We hired Gallup to conduct a national survey people with serious chronic conditions: 

· 26 percent report receiving contradictory advice from different doctors in the past year 

· 20 percent report they were often or sometimes sent for unnecessary or duplicate tests or procedures

· 23 percent report that they often or sometimes received conflicting information from different health care providers

· 25 percent report that they were often or sometimes diagnosed with different medical problems for the same set of symptoms from different providers

Our work at Partnership for Solutions shows that physician think that care coordination is both important and difficult to do.  We conducted a national survey of physicians who provide more than 20 hours of direct patient care during the week.  Almost two-thirds of these physicians reported that their medical education training was not adequate to the task of caring for people with chronic conditions and 17 percent reported that they had problems coordinating care with other physicians.  Most importantly, physicians in our survey think that poor care coordination leads to poor outcomes. 
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What Can Be Done to Change the Situation?

I believe policymakers, payors, and providers are increasingly attentive to the issue of chronic conditions.  The Centers for Medicare and Medicaid Services (CMS), for example, is becoming more actively engaged in the issues of chronic care in Medicare, in part thanks to the efforts of Congress in the Balanced Budget Act of 1997 and more recent legislation.  

As you know, CMS is implementing a 15-site Medicare Coordinated Care Demonstration that will provide case management and disease management services to different Medicare populations.  An important aspect of these demonstrations is coordination with community-based services. There is also a more recent CMS call for proposals for a demonstration testing disease management strategies and the benefit of prescription drugs for beneficiaries with specific diseases (congestive heart failure, diabetes, and coronary heart disease). 

These demonstrations are important and will test the idea of integration and coordination in larger health care settings.  I think there are issues in traditional disease management that need to be explored and addressed in order for them to be successful in the Medicare population whether these programs are applied only in demonstration or directly into the larger program. 

Disease management programs in Medicare must be able to demonstrate that they are equipped to handle Medicare beneficiaries with multiple chronic conditions.  In the working age population, multiple chronic conditions are the exception, in the Medicare population they are the norm.  Unlike the working age population, it is more common in Medicare to have patients who cannot adequately self-manage their care because of dementia or other problems.  Many disease management programs rely on improving self-management. Any disease management program should have the information capacity to allow physicians to know what other physicians are doing to treat a shared patient, which can be particularly challenging in a program where the average beneficiary sees slightly more that six unique doctors in a year.  Finally, disease management programs need to have protocols for handling people with multiple, complex chronic conditions. 

 Beyond disease management, there are other options worth exploring that will improve care for Medicare beneficiaries with multiple chronic conditions.   These options would be interim, modest steps in for Medicare program.  We know a great deal about Medicare beneficiaries and their conditions, as well as the lack of coordination within the system that affects them.  

Unlike the traditional method of disease management, which targets enrollees with particularly high cost conditions, it may be useful to look at some of the people who are having the most difficult time with multiple medical conditions (whatever those conditions may be).  We should focus on people with four or five chronic conditions who, for whatever reason, have difficulty self-managing one or more of their conditions.  These are people who typically see many physicians, who fill a large number of prescriptions, who need an array of health care services, and who are at risk of poor outcomes if the clinical care and other care is not well-coordinated.  

For this group of  target beneficiaries, there could conceivably be a physician payment adjustment that compensates physicians for the additional visit and other office time necessary to work with these patients.  This type of adjustment could be available to all physicians treating any Medicare patient who meets the criteria.

Unlike a broad-based payment available to all physicians, a more targeted approach could also be considered.  Again, the target beneficiary population would be those with four or five conditions who have difficulty self-managing one of their conditions. This approach is modeled roughly on Medicaid Primary Care Case Management programs and would reimburse certain providers for complex clinical care management and coordination.  In this model, a treating physician accepts added responsibility to coordinate the clinical care provided by all treating physicians. Beneficiary enrollment would be voluntary. 

Physicians could participate to the extent that they agreed to follow certain administrative procedures to track and monitor all aspects of a beneficiary’s care, act as a referral, receive and coordinate clinical reports from others involved in the patient’s care, maintain a comprehensive medical record and be available to provide greater consultation time surrounding a qualified beneficiary’s care. 

There are a number of payment options that could apply to this clinical care management model, two of which are used in Medicaid.  One would be a monthly per patient management fee which is separate and apart from billing for specific services rendered.  Another option is a monthly capitation to the physician for a range of primary care services and the care coordination activities.  

There are a number of design issues that would have to be considered in applying a PCCM-type approach to Medicare. Under either payment structure, the model would require some sort of provider designation such that participants would have to meet certain standards for care, quality, and administrative capabilities.  Because only one provider can be paid for the clinical care management of a particular patient, more administrative capabilities may be required of the carriers.

Another possible modest step for Medicare would be to develop a modified home visit benefit.  The current home health benefit is for people in need of extended home nursing and personal care services and who meet a technical definition of “homebound.”  The current 60-day episode of care payment reflects the extended nature of the benefit.  There seems to be need, however, for another type of benefit that is not as extensive or intensive as the current home health benefit. 

Although current rules require direct physician supervision of staff seeing Medicare patients, direct supervision is not always practical.  Physicians have said it would be helpful to clinical care if they could authorize their office nurses or physician assistants to periodically conduct home visits to check on patients.  This benefit would be limited in scope to infrequent medical monitoring when a patient is not able to come to the office due to temporary or otherwise acute health conditions but allows the physician more direct knowledge of health status and functioning than a service delivered through a separate agency.

There could be limits built into the design of any new benefit such as limiting the number of visits per beneficiary per year, defining the qualifications of practitioners who might make such home visits, restricting services within the benefit, and having the visits related to patient-specific events such as acute exacerbations of chronic conditions, or times when a patient’s treatments have been altered due to a change in health status.

One other option, that is not mutually exclusive with anything else discussed here has to do with physician training and physician ability to care appropriately for people with chronic conditions.  I note that the Medicare program is providing almost $8 billion in direct and indirect medical education support in 2002.  For this money Medicare could ask the training programs to emphasize care coordination as part of their curriculum.  The Medicare program could encourage analysis of the appropriate treatments for people with multiple chronic conditions, given that most Medicare beneficiaries have multiple chronic problems, this should be a priority.

Summary


Chronic care in Medicare is an important issue although a difficult one.  Chronic conditions affect both program beneficiaries and program financing in significant and growing ways.

It is important for the program to begin to take steps to address the growing disparity between what the program is currently designed to do and the changing needs of its beneficiaries.

I have proposed some ideas today that we are working on at Partnership for Solutions.  Indeed, there are many other ideas as well that need to be debated and refined.  In general, I would ask Members to think about solutions to the current problems keeping in mind a few key principles or goals.

· Care coordination for people with multiple chronic conditions should be a top priority.

· Any new benefit or service should address the common problems of beneficiaries with multiple chronic conditions rather than address similar needs disease by disease.

· Any new benefit or service should be accessible to all beneficiaries and not be designed such that it only can be provided in special settings or by providers who are not widely available to beneficiaries.

I thank you for this opportunity and will be happy to answer any of your questions.
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�  The top 15 most common chronic conditions in Medicare are: hypertension; diseases of the heart (including coronary atherosclerosis and congestive heart failure, cardiac disrhythmia, among others); disorders of the lipid metabolism (including hyperlipidemia and pure hypercholesterolemia among others); eye disorders (including senile nuclear sclerosis, senile cataract, glaucoma among others); diabetes mellitus; non-traumatic joint disorders (including osteoarthritis and rheumatoid arthritis among others); thyroid disorders (including hypothyroidism and thyrotoxicosis among others); COPD and bronchiectasis (including chronic airway obstruction and chronic bronchitis among others); diseases of the male genital organs; diseases of arteries, arterioles, and capillaries (including peripheral vascular disease, atherosclerosis of extremities or aorta, among others); senility and organic mental disorders (including Alzheimer’s and senile dementia among others); spondylosis, intervertebral disc disorders, and other back problems; affective disorders (including neurotic depression, major depressive disorder among others); osteoporisis; diseases of the urinary system; viral infection (chronic); chronic ulcer of the skin; other connective tissue disease; other nutritional, endocrine, and metabolic disorders; other endocrine disorders; nutritional deficiencies; anemia, schizophrenia and related disorders; anxiety, somatoform, dissociative, and personality disorders; other nervous system disorders; cerebrovascular disease (including cerebral atherosclerosis among others); asthma.


�  This number of unique physician visits is 6.7 when people who died are included and is 4.6 when only outpatient settings among the age-entitled are included in the analysis.


� This analysis includes only age-eligible beneficiaries. 
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