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Underuse of Effective Medical Care

Underuse repeesents a failuee to provide diagnostic tests, preventive scrvices and weatments
that are proven effective in improving health status. The 1999 edition of the Atlas and re-
lared studies confirm several of the findings of underuse cited in the Roundrable’s report
Among hospital referral regions, there are striking variations in Medicase ensollees’ use of:

B [mmunizations of demonstrated cméq in preventing pncumania (Chapter Four);
B Tests and drugs widely believed to reduce complications in patients wich diabetes
(Chapter Four);

@ Treatments proven effective in lowering mortality rates of patienrs with heas attacks
(below).

For scrvices such as these, there can be lictle debate over the question, Which rate is
tight? The interventions arc known to be effective, and the benefits far exceed associated
risks. Moreaver, Medicare enrollces want these benefits. The right rate — the “besc
practices” benchmark — is the rate when all cligible patients are provided with
appropriatc care. [n actual practice, there is cvidence of oxtensive waste of the
opportunity ta prevent serious illness (Figures 7.1 and 7.2).

Why is there underuse of scrvices that work — and thar patients wane — in 2 nation so
amply endowed with medical resources? Underuse canno be explained by an inadequate
supply of either primary care physicians ot specialists, because underscrvice is prevalenc
in hospital referral regions with borh high and low supplies of all these resoutces. Nor
is underuse related o acosss w physicians or the continuiry of 2mbularary care (Chaprer
Fous). If undersupply is not the cause of underuse, then spending more is not the cure
for the problem (Figuse 7.4). There is lictle consistency in the quality of performance;
regions that approach the standard for "best practice” for one preventive service com-
monly do notably poorly in other measures. Performance scems to vary in an
idiosyncratic way, reflecting local physicians’ opinions and practice styles (Figure 4.9).
The extent of underuse, and the haphazard nature of corapliance with secommended
guidelines, indicare there is substantial opportunity to improve the quality of care by

impraving the process by which preventive and therapeutic services are delivered.
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Screening for Breast Cancer
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The United Staces Preventive Sceviees Task Force recommends routine mammo-
graphic screening every one or two years for women age 50 to 69. Clinical trials
ptovide convincing evidence of the effectivencss of this screening in reducing mor-
tality from hreast cancer. The Task Foroe found chat there was not enough evidence
to recommend universal screening for women over age 69, but opincd that healthy
women age 70 and over might benefit from routine mammography.

The frequency of mammography among female Medicare enrollecs berween 65 and
69 fell considerably short of the Task Force’s recommendation in 1995-96. The two
year rate of mammography in the United Srates was 28.3%, and varied by a factor
of more than four, from lcss than 12.5% to over 50%.

There were intercsting regional patterns of variation: women in che Northeast,
Florida and Michigan were mauch more likely to receive mammography chan
women clsewhere. In cvery hospital referral region in
Michigan, the mammography rate was subsmn:ialiy
higher than che national average. Races were higher than
40% in ten hospital referral regions, six of them in Michi-
gan, including Traverse City (50.1%); Petoskey (45.2%);
and Flint (43.1%). The higher than average rates of mam-
mographic screening in all Michigan hospical referral
tegions mighr be the resuly of local ourreach efforts spear-
headed by the Cenrters for Disease Control's National
« Breast and Cervical Cancer Early Detection Program, in

which a principal aim was to increase the use of mammog:

' Figure 4.2. Percant of Medicars Woman Age

65-69 Who Hag Mammograms at Least Once
in 8 Two-Year Period (1995-96)

The caryet surecming rase of the U.S, Preventive
Services Task Force it one mammogmm every one
v twa years far women bepween G5 and 69.
Actual rares of screaming ranged from lesr than
15% t9 509%. Each pnint represenss ome af the
306 hospiral referral regiony in the United Stater

raphy among the eldetly.
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Map 4.2. Percent of Medicare Women Who Had Mammograms (1995-86) Percent of Medicare Women Age
. . . 65-69 Who Had Mammograms

Ractes of mamimography were high among female Medicare entollees in by Haspual Referral Region (1999-96)
Michigan, in the Northeast, and in Alabama and Florida. Rares of mam- B WorMor (10)

-, . B Vwoddd
mography among eligible women were lower in parts of che Southeast and B 20wl (156
: . . 10c0c20 (13
in several areas in the Southwest. :] Lestnl0 (0

T2 Nox Populared

San Francisco

Detroit



APR-38—-1993 1@:53 HCFA 10A

116

202 690 6262 P.07/40

LAlLUL. L

THE DARTMOUTH ATLAS OF HEALTH CARE 1999

Annual Eye Examinations for Diabetics
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In people with both {nsulin-dependent and non-insulin-dependent diabetes, ran-
domized trials have confirmed that yearly retinal exams and reeatment of eye discase
reduce the risk of blindness. The Diabetes Qualicy Improvement Project recom-
mends annual eye exams. In 1995-96, all hospital refecral cegions feil well short of
the guideline recommendation for annual eye examinations for Medicare enrolleex
who were diabetics. Compliance with the guidclinc varied by a factor of more than
2.5, from 25.1% to 66.1%.

Among the hospital rcferral regions with higher than average rates of annual eye
cxaminarions for diabetic Medicare enrolleces werc Fort Lauderdale, Flarida
(66.1%); Worcescer, Massachusetts (62.1%); Ormond Beach, Florida (60.2%);
Hudson, Florida (59.9%);: and Sarasota, Florida (59.6%).

Among the hospiral referral regions with lower than aver-

: age rates of annual eye exams for diabetic Medicare
,':.,,,::"'Or,_ '_ enrollces were Terre Haute, Indiana (25.1%); Johnson
ool City, Tennessce (27.5%); Pordand, Oregon (28.5%):
mm:.._""' E':S - Bloomington, Illinois (28.5%); and Petoskey, Michigan
IR (89w
L

Figura 4.4, Percani of Diabetic Madicare
Enroliees Receiving Annusl Eye
Examinations {1905-98)

The Diabeses Quality fmprepement Project
recommandy annval eye exams for all disbericy.
Acrual rates of compliance with the guideline
ranged from 25% 10 66%. Each poins represents
one of the 306 hoipical referral regions in the
Unired Staser.
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Capacity of the Health Care System and Use of Screening and
Preventive Services

Whac is the relationship becween the capacity of the healch carc system o provide
preventive services and the outcomes of care, measured by the use of services of
known effectivencss? What is the relationship between measures of access, continuity

of care, and outcomes?

The supply of primary care physicians in 1996 varied from fewer than 34 physicians
per 100,000 residents of the McAllen, Texas hospital referral region, to more than
105 per 100,000 residents of White Plains, New York. Bur the supply of generalist
physicians was essenrially uncorrelated with the frequency of usc for any of the
screening and preventive services tecommended by the United States Preventive
Scrvices Task Force and the Diabetes Quality Improvement Project (Table 4.2). In
simple correlation analysis, there was virtually no association between the level of
the generalist physician workforee and use of mammography (R? = .06); pnieumococcal
vaccination against pneumococcal pneumonia (R* = ,00); or ¢ye examinations for
diabetics (R? = ,05); and lirde relationship with sexeening for colorectal cancer (R? = .13).

The supply of specialist physicians in 1996 ranged from 53 per 100,000 residents
of the McAllen, Texas hospital referral region, to 227 per 100,000 residents of
White Plains, New York. As with gencralist physicians, the supply of specialists was
generally uncorrelated with the frequency of use of preventive services recom-
mended by the United States Preventive Services Task Force and the Diaberes
Quality Improvement Project. There was virtually no association between the level
of the specialist physician workforce and use of mammography (R* = .03), pneumo-
coceal vaceinations (R? = .00), or eye examinacions for diabetics (R? = .08); and only
a modesc relationship berween the supply of specialists and rates of colorectal
screening (R? = .19).
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Access to care, as measured by the percent of Medicare encollees living in a region
who had one or more visits to a doctor in calendar year 1995, was only weakly
rclated co use of mammograms (R? = .18) and pneumococcal vaceinations (R* =

.14), and had very little cotrelation with the frequency of eye examinations among
diaberics (R? = .03).

An index of the continuity of ambulatory care measuses the proportion of patients
who see a single physician for che majoricy of their ambulatory care visits. Conrinu-
ity of care, measured by the percent of patients in a region who receive at least 50%
of their ambulatory care visits from one physician, also bore lirtle relationship to the
rates of usc of preventive scrvices. There was an inverse relationship berween con-
tinuity of care and use of mammography, screening for colorectal cancer, and blood

lipids testing for diabetics.

Immunizgtion oy Pneumococcel Preumonis (1995-94)

Soreening tor Rrsmmt Cancer (Age £5-88) (V09-M) 0.0 0o 0qr
Screaning for Calorects Cancer (1993-98) 0,13 LAl 020
Eye Examination (Disbetics) (1095:4) - " s 008 (RE
NgbAts Teating (Clsbetics) (1996-96) 00 0,04 008
B100d bipida Toeting (Clabwtien) (1963-09) 00 021 0.5

"ndicates inverss #3sociation (negahe comaistion coeflicient)

Table 4.2, The Relatonships Betwesn the Supply of Genaralist and Specialist Physiciens, Access to Care, and
Cantinuity of Care and the Proquency of Use of Recommencied Praventive Servioes (R} Vaives) (1495-96)

There wos litsle relasionship berwern the mpply of specialiss and generailss physicians and eccen i care, comsinuicy
nf care, and the we of preventive services. he sivangert posiewve correlation was berween the supply of specialive
phyticians and the mate of blood lLipids testing (R « 21): ma corvelasion as all was frwnd berween the iupply of
phyticians (gemerglisss ar spevialiser) and the mre of compliance with guidelines for pneumococcal pneumonia
vaccingsuan (R » .00). There war & modarasely sirong inversa correlation berween measwres of consinuity of cane
and tie rate at which diabetics received recommended blood lipids eesring (R = 30).
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More Medicare Spending Does Not Cure Underservice

The Dastmoush Atlas scrics has focused on the wide geographic variations in both
underservice and variations in overall Medicare resources and utilization. But do
areas that have larger per capita expenditurcs also provide better quality care? This
is obviously a complicated and multidimensional question, and we cannot eatirely
resolve it, However, we can ask whether there is a relationship berween areas wich
higher per capita Medicare expendicures and the rates at which enrollees reccive
appropriate and recommended screening teses. Figure 7.4 shows per capita Medicare
spending by haspiral referral regions, adjusted for age, sex, tace, regional price levels,
and illness burden (on the horizontal axis). The vertical axis is an index of
underservice: the average proporrion, by hospital referral region, of Medicare entoll-
ces who (1) received immunizations for pneumocaccal pneumonia; (2) had at lease
one mammogram (women age 65-69); (3) were screened for colorectal cancer; and
(4)the proportion of diabetics receiving annual eye examinations; (5) the proportion
of diabetics receiving glucose (Hgbalc) screening; and (6) the proportion of diabet-
ics recciving LDL blood lipids testing. A scorc of 100 would mean that each eligible
person had received the appropriate screen of tests; a score of zero would mean that
no eligible person recgived the recommended preveative are. A higher index is indica-

tive of better compliance with the guidelines for preventive and screening services.

Figure 7.4 demonstrates that there was no corrclation between overall Medicare
spending in hospital reforral regions and the index of the quality of preventive ser-
vices (R? = .01). It appears that, even in aceas that spent up to $3,000 per capita
more than other regions, the quality of preventive carc was no better (and very
slightly worse) than in regions with lower per capita lower spending.
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The vertizcal axis gives the vaiucs for the qualsy of care tndex (1ev text); the hurisuneal ayts gives the fully adjuised
Mudicare per capita spending, There was litsle aisociation berwesn spending level and the quality of prevensive care
(R =.01).
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The Quality of Care in the Last Six Months of Life

The quality of medical intervention is often moce a matrer of the quality of caring
than the quality of curing, und never more so than when life nears its end. Yer
medicine's focus is disproporrionately on curing, or at least on the ability o keep
patients alive with life-support systems and other medical interveations. This ability
to intervene at the end of life has raised a host of medical and echical issues for

patients, physicians, and policy makers.

The Dartmouth Aclas demonstrates that, to the extent that end of life issucs ar
addressed in practice, they are resolved in ways that depend on where the patient .
happens to live, not on the patient's prefercnces or the power of carc to extend life.

‘The American experience of death varied remarkably from one community to

another in 1995-96:

'l The chance that the decedeat was an inpatient in an acute care hospical at che

time of death varied by a factor of 2.8, from less than 20% to almost 50%.

B The chance of being admitred to an intensive care unic at the time of death
varicd by a factor of 4.6, from 6.3% to almost 30% of all deaths.

B Time spent in intensive cate varied substantially. In some regions, more than
20% of patients spent 2 week or more in intensive care uniw during their last six
months of lifc; in other regions, less than 4% did.

The intensity of care in the last six months of life also varied remarkably in 1995-96:

B The number of visits to physicians varied by a factor of 5.6, from an average of
less than nine to almost 50,

@ The number of physicians involved in patiens’ care varied substantially. In some re-
gions more than 30% of paticnts saw ten or more physicians during their last six months
of lifc; in ocher regions fewer than 3% were treated by chat many differenc physicians.
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B Price adjusted reimbursemencs by the Medicare program for inpacient care dur-
ing the last six months of life varied by a factor of three, from about $6,200 to
almost $18,000 per decedent.

Like other medical decisions, end of life decisions about the use of resources are in-
flucaced by the available supply of acute care hospital resources and by individual
physicians’ practicc styles, Bur is more better? The intensity of care in the last six
months of life is an indicator of the propensity to use life saving technology. The
question of whether mare medical intervention is better must be framed in terms
of the potential gain in life expecrancy for populations living in regions with greacer
intensicy of intervention. Research conducted in conjunction with the Adas project
peovided evidence that populations living in regions with lower intensity of carc in
the last six months of life did not have higher mortality rates

More than 80% of patients say that they wish to avoid hospitalization and inten-
sive care during the terminal phase of illness, but those wishes are ofcen overridden
by other factors. If more intense intcrvention does not improve life expectancy, and
if most patients prefer less care when more intensive care is likely to be futile, che
fundamental question is whether the quality of care in regions with fewer resources
and more conservative practice styles is beteec than in regions where marc aggres-

sive treatment is the norm.
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The Likelihood of Being Admitted to an Intensive Care Unit During the
Last Six Months of Life

The chances that the last six months of a Medicare enrollee’s life included at least
one stay in an incensive care unir varied by a factor of more than chree. In one re-
gion, less than 15% of Mcdicare enrollees who died were admitted onc or more
times to intensive care units (including coronary intensive care) during cheir last six
months of life; in other regions almost one-half of enrollees were admitted to inten-

sive care at least once during their last six months of life.

In18 hosbital referral regions, the likelihood of one or more admiwions to inten-

sive care during the last six months of life was greater than 40%, including Miami

(49.3%); Munster, Indiana (48.7%); Los Angeles (45.8%); St. Petersburg, Florida
' (44.2%); Beaumont, Texas (43.9%); and Newark, New Jersey (43.9%).

- e In ten haspital refeceal regions, the likelihood of admis-
gg . o sion 1o intensive care during the last six montchs of life
25 “s o was less than 20%, including Sun City, Arizona
% a @0 - ..., :_“ , (14.2%); Bloomington, Illinois (15.2%); Bend, Oregon
Eig no ::.-.:. . "f i;&;’;’-’: apeses (16.6%); Wausau, Wisconsin (16.99); Mason City,
§ 5! L eee 3 ”!3!8} 33}:‘:’:’; ose Jowa (16.9%); and Grand Junction, Colorado (17.4%).

L ]
TR
IS
g; e welles :
150 " e

0o

Figure 6.3, Percent of Nedicare Rnroliees
Admitted (o Intensive Care Duting the Last
Slx Montha of Life (1995-96)

The percent of all Medicare decedents wha were
admitted 10 intentive care unist & beast once
during their final six months, afier adjusting for
differences in age, sex, and race, ranged from lesy
than 15% m almost 505. Eack pmns represents
ame of the 306 hospital referral regions in the
Untited Stater.
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Physician Visits During the Last Six Months of Life

Averags Humber of Physicinn Visits Dusing the Lasi
Six Months of Life

500

450

«o

0

300

20

00

130

we

50

Although people in the last six months of their lives are gencrally quite sick, the in-
tensicy of physician care that Medicare enrollees in their last six months of life were
likely to reccive, as measured by the average number of visits to physicians, varied
from fewer than nine visits per decedent to almost 50. The national average was
24.4. About 90% of physician visits in the last six months of life were with eicher pri-
mary care physicians or medical specialists; surgeons were visited much lems frequently.

The average numbet of physician visits during the last six months of life was almost
double the national average among residents of the Miami hospital referral region
(47.9). Races of visits were also high in the New York-Northern New Jersey metro-
poliran area, including Newark, New Jerscy (45.5); Ridgewood, New Jersey (43.0);
New Brunswick, New Jersey (42.4); Paterson, New Jersey (42.2); East Long Liland,
New York (40.0); and Manhattan (39.4).

Dying residents of other hospiral referral regions were

e o much less likely 1o make mulriple visits to doctors during
g : the last six months of life, Hospital teferval regions where
1 rates of visits were low included Grand Juncrion, Colo-
?.‘i:'ﬁ rado (8.5); Ogden, Utah (8.6); Salt Lake City (10.9);

JERTTY Wiharss,, Mason City. lowa (11.0); and Salem, Otegon (11.0).
e [ [ 1]

2"'.'.;":'..'5;?'.":3- ,..‘3_;,. :':'3'-“.

Figure 6.6. Averago Number of Rhysiclan
Visits per Decedent During the Last Six
Months of Life (1985-58)

The number of phyrician visiss during the lass 1ix
months aof Uifé varied by a fucior of aboms five.
from fewer than 10 10 almost 50, after adjusmens
Jor differences in popularian axr, 1ex, and race.
Fach point represents one of the 306 hnpical
referrud regions in the Unuied Staces.
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Map 6.5. Physician Visits During the Last Six Months of Life (1995-96)

Rates of physician visits during the last six months of life were higher than
the national average in the Eastern United Stares, and lower in the West and
Northwest. Rates were at least 30% higher than the national average in 27

hospital referral regions, most of which were in Florida, New York, New
Jersey, Texas and California.
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How Effective is Medicare Spending in the Last Six Months of Life?

There were wide differences in the treatment provided to people who spenc their last
six months of lifc during 1995-96. Did the greater intensity provided in some hos-
pital referral regions actually save lives, or increase the susvival of the elderly sick?
At the very heare of the question is the economics of the end of life, and the ques-
tion, What are we getring for our investment in the very aggressive care provided to
some members of the Medicare population? |

Answering this question is complex, since sicker people might be expecred to account
for more health care spending, and also are moe likely to die. But the treatment of
people in their last six months of life is an excellent marker for the treatment being
given to everyone in the Medicare population who is seriously ill. For example, there
was a strong relacionship between the intensity of inpatient health care speading in
the last six months of life and average per capita Medicare reimbursements for all
entollees (Figure 6.13).

Despite the fact that this indicator of intensity of care is highly correlated with over-
all per capira spending among the Medicare populacion, ir is not closely associated
with standard measurcs of health status, such as population-based rates of acurte
myocardial infarcrion, stroke, and hip fracture, In other words, how peaple are
teeaced in the last six months of their lives is a good indicator of the overall inten-
sity of medical intervention in the population, but it does noc reflect the undertying

level of illness or sickness.

In turn, cthe intensity of care, while raising spending, does not appear to have had
an impact on the overall mortality level of thc communiry. Regions providing
morc intensive levels of medical interventions to the elderly sick yielded no
discernible improvement in life expectancy, suggesting that the Uniced Stares
might be on the “Hat of the curve” in terms of the relacionship becween spending

(inputs) aad survival (outpurs).
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Simply measuring mortality docs not caprure the entite spectrum of passible ben-
efits of end of life spending. The quality of healch care includes more than the
abiliry to prevent ar postpone death; it also includes the capacity to improve the
quality of life, While the extra resources devoted to health care intensity in some
regions might provide comfort, if not lifc cxrension, to the population of peaple
who are near deach. it is unclear by what measurc or mechanism more incensive

acure care per capita resulted in improved quality of carc at the end of life,

10,000 -

8,600

Piice-Adjusted Cverall Medicare
Reimbursesments (1396)
o
8
o

4,000
A 2050
2,000
5,000 10,000 15,000 20,000

Price-Adjusted Reimbursemsmsy for inpatient Cure in the
Lant Six Months of Lite (1904-06)

Figure 6.13, The Ausociation Between Inpatient Medicare Spanding in the Last Six Months of Lite'and
Qverall Per Capita Spending in the Genersl Medicars Papuistion (1995-96)

The intensicy of care in the Lass six monshy of life, measured by Mudicare Part A spending, is closely correluted with
overall Medicare per capita spending (Part A and B) for she ensire Medicare population.
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Capacity, Patient Preferences and the Likelihood of a
Hospitalized Death

Quality medical care includes respect for the patients’ preferences abour the end of
life, There is growing concern in the United States about the quality of how we dic.
In two Gallup polls, one in 1992 and a second in 1996, ninc out of ren Americans
said they would prefer to be cared for at home if they were teeminally ill. Of course,
answers to this hypothetical question might not correspond to the preferences of those
actually facing death. Another study, called SUPPORT (Seudy t0 Understand Prefer-
ences for Prognoses and Outcomes of Treacments) examined preferences abou the
place of death among pacients who were facing death — thosc with very scrious, life-
threatening illnesses. The vast majority — 82% — reported thae if a doctor told them
they had “very little time to live," they would prefer death at home, rather chanina
hospital. [n most cases, however, those who die do not know with certainty that they
will die within a certain timne frame. Different people might place diffetent degrees of
importance on the (perhaps small) chance of surviving, versus the discomforts and
cisks of high-technology interventians. Some peaple die in intensive care units not
because they prefer them ro other sectings, but becausc they were willing to ke the

risk of intense intervention in exchange for the chance of recovery.

“The degrec of regional variation in how many people die in hospirals, and how many
have been admitted to intensive care unics ac least once during the last six moachs of
their lives, howevcr, is surprising, given the almost universal expression of a desire for
death to happen elsewhere, and otherwise, Can this be explained by patient prefer-
ences — are people in somge areas are more willing o take the risks associated with
intcnsive medical interventions than similar people living elsewhere? Probably not.
The SUPPORT  study is uniquc among studics of terminal care and advance directives
becausc it sought to “re-engineer” the clinical setting in order to respect and incorpo-
rate into the care plan the individual paticnty own preferences at the time of dearh.
The core of the intervention was specially trained and philosophically committed
nurscs who “spenc all of their time counscling patients and families, convening meer-
ings with physicians and others, eliciting preferences, making plans for future
contingencies and cnsuring that the best possible information about prognosis and

pseferences was available to the care team.”
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The intervention failed. The majority of patients who had expressed their preference
for dying at home were acrually in the hospital at the rime of death, despite the best
efforts of che SUPPORT group to redirect the clinical pathway.

Why did this happen? Probably the best explanation is that the local supply of hos-
pital resources, and local physicians' practice styles, are far more dominant
determinants of how care is given at che end of lifc than cither patient preferences or
the best clinical stratcgics to avaid unwelcome inrerventions, The SUPPORT study
took place ac five different hospitals in five different hospital referral regions. The per-
cent of study patients who died in hospitals ranged from a low of 29% to a high of
66%. The variations were not explained by sociodemographic characteristics, clinical

profiles, or patients’ preferences.

Among the Mecdicare population, there was a strong, and apparenty prevailing,
association between acure care hospital capacity and the likelihood of a hospitalized
death. Indeed, the supply of acute care hospiral beds per £,000 residents explained 71%
of the variance among sites in place of death, and patient days per 1,000 Medicare
enrollees explaincd 88% of the variance among sites in place of deach. As with mediaal
care and surgical interventions, in death geography is destiny. The place of deach and the
intensity of interventions provided depend much more on the region's patterns of use of
acute care hospical resources than on what dying patients say that they want.

Population-based studies strongly suggest that greater intensity of medical care does
not yield benefits, eicher in terms of longevicy ot in terms of providing patients with
the kinds of deaths that they want, Clearly, below some critical level, less care is harm-
ful because treatable illnesses go untreated or are under-treated; and we might be
unable to identify such groups in population-based studies. Nevestheless, the evidence
presenced in this chapter characterizes a syscem in which large amounts of moncy arc
spent on medical intervention thac provides no benefit, whether that benefir is

measured in longevity or in hanoring patiencs’ preferences.
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Practice Variations and the Quality of Surgical Care
for Common Conditions

Quality in health care means doing the right things right, Traditional efforts o
improve the quality of surgical care have concentrated on improving surgical per-
formance — daing things right. Pecformance quality in sucgery is usually measured
in teems of moreality or complication rates, and problems are indicated by variations
in outcome rates. Efforts to improve quality usually focus on improving processcs
of carc, from how skillfully the operation is performed to how well patients are
cared for after suzgery.

Although performance quality is important, so oo is the quality of dlinical decision
making — doing the right thing. To measure this aspect of qualiry, it is necessary to
ask whether che initial decision ro proceed with surgery was correct. Measuring
decision quality is much more difficult than tracking mortality or complication
rates. However, as with performance quality, variation is an important indicator of
problems in the quality of decision making. From a population perspective, varia-
tion in surgical decision making becomes apparent from the large cegional variacions
in the rates at which populations undergo specific surgical procedures. Population-
based rates of many common procedures vary by as much as a factor of ten
(sometimes cven more) — that is, residents of some parts of the country are as
tmuch as ten times more likely to reccive particular surgical procedures chan people
with the same disease profiles who live clsewhere.

This chapter explores how both these components of quality — decision making
and performance — are reflected in the patterns of surgical care across the United
States. The chaprer first describes the current degree of cegional variation of ten
common surgical procedures, idcntifying the procedures in which there is the great-
est opportunity for improving decision making, The chaprer then profiles two
procedures, surgery for stroke prevention (carotid endarterectomy) and invasive
treaement of coronary arcery diseasc, to describe the tacrors that determine quality
in surgical dccision making and the quality of the surgery being perfocmed — the
outcomes of surgery.
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Variations in the Surgicaf Treatment of Common Diseases

Ten surgical procedures — repair of hip fracture, colecromy for colorecral cancer,
cholecystectomy, angioplasty, coronary artery bypass surgery, hip replacement, lower
extremicy bypass surgery, carotid endarterectomy, back surgery, and radical
prostatectomy — represented approximately 42% of Medicare inpatieat surgery

and accounted far 44% of cimbursements for surgical care in 1995-96.

The ten procedures had very different variation profilcs. For example, races of colec-
tomy for colorecral cancer varied by oaly a factar of two, from 1.5 per 1,000
Mcdicare enrollees in the Harlingen, Texas hospial referral region to 3.2 per 1,000
Medicare residents of the Sioux City, lowa hospital referral region, There were only
ten hospital referral regions with races of colecromy for colorecral cancer less than
25% lower than the nartional average, and only one with a rate more than 30%

higher than the national average.

There was far more variatian in rates of most other common surgical procedures.
Rates of radical prostatectomy for prostate cancer varied by a factor of more than
nine, from 0.5 per 1,000 Medicarc enrollees in the Binghamton, New York hospiral
referral region to 4.7 in the Baton Rouge, Louisiana hospital refesral region. There
were 67 hospital referral regions which had rates of prostatectomy more than 25%
lower than the national average, and 62 hospital referral regions where male Medi-
care residents underwent prostatectomy ac rates more than 30% higher chan the
national average, According to the sysrematic component of variation, rates of radi-
cal prostatectomy were more than 12 rimes more variablc than rates of colecromy
for calon cancer (Table 5.1). Rates of lower extremity bypass surgery for Medicarc
enrollees with inadequate circulation to their legs, carorid endartectomy for steoke pre-
vention, and back surgery were also highly variable among hospiral referral regions.
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Why Procedures

Vary to Different Degrees

Although regional variation in health care is ubiquitous, not all surgical procedures
vary to the same degree. Procedures which are noc very variable are generally applied
to clinical -conditions for which trearment is constriined to a single clinical
approach. For example, there is wide consensus chav surgery is the primary
trearment for both hip fracture and colorectal cancer. The geogeaphic variation in
the use of surgery for these two conditions is largely due to variations in illness rates
— for example, colorecral cancer is slightly more common among residents of the
Mountain statcs and parts of the Southeast than among residents of other parts of
the country (Chapter Three).

The amount of regional variation fer most proccdutes, however, is too large to
attribute to chance or variation in illness rates; the rates of surgery described in Table
5.1 and Figure 5.1 have been adjusted for regional diffcrences in illness rates, but
still vary subscantially. Variations in the rates of the use of these procedures reflect
variations in practice style and in how physicians diagnose and tteat common

clinical conditions.

Tabie 5.1. Quantitative Meaaures of Variability of Ten Common Surgical Procedures by Hospital Reterral Region (1995-96)

Systamatie Component of variation (BCY)

Ty 157 'Y o e I TEAT 1020 1048 1303

Reto to SCV of surgicw rapair of hip Irasture 1.9 1.3 34 ar 6.0 a8 9.3 99 10.2 127

Exiramal Rati& (highest to iowest gon)

Imarcuartie Mallo (75 o 250h peropnule regran) 1.2 13 13 14 18 18 a8 15

Hymber o Hegions wo AR Hah andd !
Ra(08 More than 25% Geiow the naRonal Bverege 1 10 10 19 ) # 5 'Y Y o
Rales 30% or more above the nafienal average 0 ! 9 2N A8 3 LX] 54 » 62

9 22 27 7 (X 5.7 7 L L1 i

v beale




APR-30-1993 18:358 HCFA 10A 202 690 6262 P.26/49

Exhibir 23

PaacTicr VARATIONS AND THE QUAUTY OF Surgical Care for Common Cannimians 143

3.0+
_— : .. - 1
| % 20 , [ ] - v -
& 2 -!- l é s i
a v . R
3
S
€ 1.0
4
8 H
E i ] ¢ F :
3 048+ ' v b ot
: 20 N
b
i

y@g m’ v J‘Qq’qf} ;‘,ﬁf
ﬁa”ﬁ 0&: ,a‘ﬁ?f

Figure 5.1. Profiles of Surgical Varigtian for Ten Common Surgical Procecures (1993-96)

M Variation in diagnostic intensicy. Surgery ratcs might vary because physicians in differenc regions vary in
how aggressively they look for surgically treatable disease. For example, because eatly-stage prostare cancer
frequently has no symptoms, the diagnosis is increasingly being made through a screening rest for prostarc-
specific antigen. Therc is a great deal of regional variation in the frequency of use of this controversial
screening test; as a result, there is also variation in the rate at which men arc diagnosed (screening more men
mcany that more men are diagnased with eazly-stage disease) and variation in how often men undergo surgery
(where more men are diagnosed with early-stage discase, more undesgo sugical treatment for the condition).
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M Problems with medical science. For some procedures, regional variation in the
use of surgery is duc to gaps in medical scicnce and professional uncertainry about
the implications of alternative treatments. For example, vaclation in rates of radical
prostatectomy might be partly attributable to the lack of coatrolled clinical crials
comparing the risks and benefics of surgery, radiation therapy, and wacchful wait-
ing. For other procedurcs, cven the best clinical trials ate often not sufficient to
climinate vasiacion in procedyre rates: physicians vary in how they interpret and
apply findings from the carefully controlled settings of clinical trials to decision
making for individual pacients in ocher sectings.

B Failure to incorparate patient preferences into treatment decisions. Although
medical science is necessary for quantifying risks and benefies, some of the trade-offs
involved in surgical decisions can only be assessed by pacients. For example, the
major risks of radical prostatectomy arc urinary incontinence and impoteace. Only
paticnes themselves can weigh the importance of these side effects against che
potential benefits of surgically removing the prostate cancer. Table 5.2 lists the
treatment options available to parients and the clinical trade-offs patients face in
terms of the risks and benetics for the ten conditions for which che procedures in

Figure 5.1 are commonly performed.
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Table 5.2. Trade-Ofis, Risks and Benafits of Treatment Qptions for Selected Conditions

Clinfeal conditlon Treatment Options TradpOffs Among Attamatives
Hip fracture Surgical repair No allematives
Colgrectal ancw Colectomy N¢ altematives
Chronie chelscynnis Watchfyl waitng Avoids Surgery. But cames 3 fisk of 3 [ater sarous sRack {acutg
(intermdr4nt 80QOMina! pain fram cholecysubs) and tha need for urgent. open surgery
gaksiones)
Cholscystectomy (usually Very affective, bul there are small risks of sencus complicatiany
laparoscapic raingr than apen
surgeny)
Chranic stabie angina Medical treatment Aveids the downsidas of interventions, but is [ses 6ective al mproving
(chest pain or othey symgtermns fram sympiams and sama patients hava sharer survival
coranary artery diseas?) -
Angiplasty Lower procedure nyks than yurgery, bt syrhgtom relied - Nt &s lang
Wsting
Bypass aurgery Efective and durable in relleving symptomy, Dut there arg significant riskes
of mortality 3nd dxabifity, including stroke
Hip osteoarthritts Mgdical lraatmant Low nsi, DUt e very eftactive in relieving symptorm
Hip replacement Very effective, bul here are modest raks of mortality and compications, as
wall a3 a larg recovery period
Claudication Medicsl trestment, exercise Low fisk, but only medestly effectve
{exertional leg pain from perphveral
vascuiar disease)
Agiepiasty Effactive a1 improving symplonts, but there are rshg of complications ang
subsequent IMeventions are oRen NECESSY
Bypask surgery Very effective ang duratte, but there are significam rigks of compiications
and death
Carotid gtgnoals Aspirin Lower shart-tamm risks, bus higher risks of strake over the fang term
(strake riak frorn narrowng of camtd
artery)
Carclid endantersctomy Reduces overall stroke nks, byt there are aignificant rigks of monsity and

of penoperative atrake

Hernlated disc or Spinal Stencele

Medical treatment, duropractic,

Symptoms oRlen resoive wilhout surgery, but migre net

'causing dack pain of othet Cher
. Symptoms)

Back surgery Fraquantly roligves symptorme, but has camplication fsks and i$ Aot aiways

aftective
Enrly-stage proetate concer Watenhi) waiting Many prostyte cancers nevar progresd to affect quakty of (ite or suvival,

but some do

Ragistion {conventional or Shrinks of eliminates cancer in the prostate. dul therg are risks ol side

implam saeds) effects

Radica) prostatectormy Removes prosiate cancer entinely, but thers are substantial rske ot

nconhnence and impolance




APR-38-1939

18:59

HCFA 10A 202 698 6262 P.29/49
Exhibie 2

224 THE DaryvouTH ATLAS OF HealTli CARE 1999

Discretionary Surgery and the Question of Which Rate is Right

Sparing paticars from surgery that cxperts believe is actually harmful obviously
improves the quality of care; and on purely ethical grounds, such care should not even
be offered. However, the overuse of harmful care or care that patients do not want
does nar explain geographic vaniations, and the elimination of overuse would not be
sufficient to define whart care patients actually want,

Increasingly, outcomes rescarchers are documenting the importance of patienty’
prefercnces in deciding which treatment best meers che individual parienc’s needs
and wishcs. A treatment is discretionary precisely because medical practice offers
patients at least one other option. A woman with breast cancer, for example, has a
choice between breast sparing surgery and mastectomy. Extensive clinical trials have
shown that improvement in survival (the main goal of cither treatment) is about the
same for both options, However, other autcomes of the two interventions are not
the same, and the choice berween them involves trade-offs, The patient who unde:-
goes lumpectomy will nced radiation therapy, and faces a risk of local recurrence of
her breast cancer. The patient who undetgoes masrectomy avoids radiation and local
recurrence, but musc deal with the loss of her breast. Individual women differ sub-
stantially in how they evaluate the risks and benefits of chese two treatment options.
Breast sparing surgery is appropriate for some patients, and mascecromy is the right
choice for athers. Since the tradc-offs must be made according to the preferences
and values of individuals, the decision rightfully belongs ta the patient — and not
to panels of experts, managed care companies, surgeons, or patient advocates. The
definition of unnecessary care must be cxpanded to include care thar does not re-

flect what individual paticnts actually want.

Benign prostatic hypesplasia is a common disease in men over the age of 50, and
there is considerable debare about how — and whether — the condition should be
treated. Teaditionally, men with benign prostatic hyperplasia have relied on their
physicians to decide on the course of trearment for them, assuming thar “the doc-
tor knows best.” Outcomes research has clacified the theoretical reasons for
treatment, which is primarily to improve the quality of life by reducing the incen-
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sity of symproms. For most men, surgery does not increase the length of life and,
in fact, might shorten life expectancy slightly because of the risk of aperative mor-
tality. The importance — the necessity — of the patient’s active involvement in the
choice of treatment is illuminated by these outcomes studies, because they have
shown that the most impottant consideration for the patient is the tradeoff between
risks and autcomes. Surgery is superior in improving urinaty tract symptoms; fore-
going surgery is superior to suegery in avoiding surgical complications, including
impotence, incontinence, and retrograde ejaculacion. Individual pacients differ sub-
stantially in how they assess their own situations, including cheir feelings about
sexual activity. There iy nothing in a given patient’y physical examination, clinical
history, ot labaratary tese results that would allow a physician to prescribe the treat-
ment that a patient who was informed and involved in the decision making process
would prefer. The patient must be actively involved in the dcision process.

An observational study of treatment choice for benign prostatic hyperplasia con-
ducted in two health mainienance organizations showed that in a program of shared
decision making, treatment choice was determined by the individual patient’s own
assessment of two subjective factore: how much his symptoms bothered him (not
the severicy of symptoms, bur the extent to which symptoms at any level of sever-
ity were considered bothersome) and his concern about side effects, particularly the
impact of sutgery on sexuality.
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Shared Decision Making and the Right Rate for Discretionary Surgery

If patients were informed about the risks and benefits of available treatments. and
were actively involved in the decision making process, surgical rates would be based
on patient choice among the “appropriate” options, racher than the preferences of
individual physicians ot the recommendations of panels of expercs. The rates of
surgery thar would resule from the incorporation of informed patients’ choices into
the decision making process would then be available as measures of how much suc-
gery is necessary according to paticnrs. We would also know whether the amount
chat informed parients want is less or more than the amounr now being prescribed

by physicians and experts.

Several studies have found thae the level of demand for surgery that resules from
shared decision making is different and sometimes substantially less chan in circum-
stances in which patients are not involved in decisions about surgical options, When
informed abour the risks and benzfits of the alternarive trearments, and invited o make
decisions according to their own preferences, patients with benign prostaric hyperplasia
and coronary artery discase demanded more conservative treatments and less surgery
than was being performad before shared decision making was implemented (Figure 7.5).

Ratcs of prostate surgery in the two health maintenance organizations were already
substantially lower than the national average when the study began. Among men
who participated in the study, races dropped even lower — more than 40% below
the health maintenance organizatian's baseline. There was no reduction in demand
aniong men in the control groups. (A subsequent randomized clinical trial showed
a similar result, but the crial was undcrpowcred and the resule was nac stacistically

significant.)

Current rares of other kinds of surgery mighr, by the same token, be lower than the
rates that would be demanded by patients who were informed and acrively cngaged
in decision making. The poine is that learning which rate is right (and how much
underusc or overusc of surgery there is in the United States) depends on improving the
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quality of clinical decision making. The excreme variations in the rates of most sut-
gical treatments (Chaprer Five) is evidence of the extent of the decision quality aspect

of the problem of overuse, underusc, and misuse of care.
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Figure 7.5, Distridbution of Transurethrsi Prostatectomies for
Benign Prosiatic Hyperplasia Among Hoepital Referral Reglons
{1992-83) Compared to Shared Declalon Making Banehmark tn
Two Stafl Model HMOS

The rars of mrgery fell abows 40% afier impiemensation of shared
devisivn making, althongh the nite prior ta the intervension wat lower
than she nasional average. Rates in the consval weyion il not changy.
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The Shared Decision Making Benchmark:
Patient Demand for Surgery for Benign Prostatic Hyperplasia

The experience of the health maintenance organization in implementing shared
decision making provides a benchmark for addressing the question, Which rare is
right? In 1992-93, the last years of the shared decision making observational study,
the rates of surgery for benign prostatic hypcrplasia among men participatiag in
shared decision making were comparable to the rates in the hospiral referral regions
with the lowest rates in the United Seates (Figure 7.5). If the preferences about sur-
gical treatment of the men who participated in the shared decision making study
ceflect the preferences of most men, then the amount of surgery for benign prostace -
disease being performed in che United Staces in those years subscantially exceeded
the amount that informed men would actually have wanced. In 1992-93, 309,000
operations for benign prostatic hyperplasia were performed among men enrolled in
fee-for-service Medicare. The health maintenance organization benchmark predices
that patient demand was less than half the amount supplied -~ that about 160,000
more procedures were performed on Medicare men than would have been wanted,
had shared decision making been the standard of care in those years.

The quality problem of surgery that patients don't really want has another dimen-
sion: the misapplication of resources. For example, in 1992.93, Mcdicare
reimbursements for hospital care alonc related to surgery for benign prostatic hyper-
plasia excceded $1.08 billion. The level of spending predicted by the health
maintenance otganization benchmark ~ the amount of surgery patients actually
wanted — was $511 million, less cthan half thac amount. More than 1.6 million
days of hospitalization werc allocated to the care of patients having surgery for be-
nign prostatic hyperplasia; had the health maintenance organization benchmark
prevailed throughout the United States, such patients would have used almost
800,000 fewer hospital days.

The health maintenance organization benchmark can be used to estimate the extent
of excess use of surgery for benign prostatic hyperplasia by hospital ceferral regions
(Figure 7.6).
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Figure 7.6. Predicted Overuse of Surgery for Benign Prostatic Hyperpiasia in Selected Houpital Reterral
Regions Azcording to a Shared Decisian Making Benchmark (1962-82)
The figure gives the ratia of the mse of swrgery in the selecved haspital referval regions ta the rate in svo health

mainsenance organizations affer the implemensasion of thared decision making. It also indicares che mmbers of

turgical procedures (in parentheses) und the reimbursements fur hipitalization in exven of char predicred by the
bealsh maincomance organization benchmark. For cxample, in the Borton hospizal reftvoel region, the rase of prostase
curgery in 1992-93 excecded the benchmark rase by 4 fuctor of 2.3, If the rase of surgery had been the came as in
the benchmark heelsh mainkenance organisation, 3,371 fower procedures wauld hive been patformed and Medicare
reimburiements for inpatiens care would have been $15.0 mulion les.
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Summing Up: Inefficiency in the Allocation of Medicare Spending

Per capita Medicare spending varies substancially among the nation’s hospital
teferral regions, even after adjustments for differences in regional prices and illness
rates, buc there is litcle evidence that greater spending brings betrer healch. In che
example of the underuse of services known 1o be effective (Figure 7.4), more
spending does nat tesule in less underservice. [n other words, the “cure” for
underservice, a5 demonstrated by cthe best practice health maintenance
organization benchmark, appears to be better management of resources, rot more
spending. In the ease of spending for discretionary surgery, more does not appear
to be better: in the case of surgery for benign prostate discase, the amounc
provided by fee-for-service Medicare exceeds the amount demanded by informed
parienrs (Figure 7.5). In the case of use of hospitals for medical conditions and for
treatment of the seriously ill, greater use and grearer spending does not appear to
improve life cxpccﬁncy. While populations living in regions with grearter supplies
of physicians have more visits per capita and greater spending per capita for
physician services, more physicians do not assure less underservice (Chaprer Four)
or the participation of pariénu in shared decision making.
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Improving dualltj and Achieving Efficiency

The evidence in this edition of the Dartmouth Atlas confirms the conclusion of the
National Roundtable that “serious and widespread quality problems exist through-
our American medicine.” Some of these problems can be addressed by improving
the management of care, This is parricularly the case for errors of omission, such as
the failure to provide effective care thar patients wanr, including immunizations,
mammograms, eye care for diabetics and the timely use of effective drugs for
paticnts who have had heart attacks. But many quality problems requirc a diffesent
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focus. Those that derive from poor science require improvement in the quality of
clinical science. Those that emerge from inefficiency in medical spending and re-
source use require improvement in the qualicy of resource allocation.
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The Quality of Clinical Science

The evaluarive sciences need to be applied in a systematic way to medical innova-
tion, whether it arises from biomedical research or from the efforts of practicing
physicians to adopr existing technologies to new purposes. We muse assure that
medical theory is tested in an orderly way in order to make accurate prognoses and

to improve the process of care.

The Quaiity of Clinical Decision Making

Qualicy problems thar emerge from failure to base the choice of discretionary care
on the preferences of the patient require improvement in the quality of clinical de-
cision making, The subtle, often unrecognized influences that physicians have on
choices among available treatments is the major cause of variations in the rares of
surgery and of many other common interventions. Discretionary interventions in-
volve trade-offs that only patients can make, and to make good decisions patients
must have access to up to date, evidence-based assessments of the ourcomes that
matter ¢ themn. Mareover, patients must be encoutaged to choose according to their
own preferences, particularly in situations where individuals have very different

attitudes and preferences.

The Quality of Resource Allocation Decisions

For decades, the healch care debate has taken place against the background assump-
tion that more is better; but from che perspecrive of patients and the welfare of
populations, the Atlas provides ample evidence thac this assumption is not necessar-
ily true. )
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THE DARTMOUTH ATLAS Of HealTH Carg 1999

The Ecanomics of Quality

Improving the quality of clinical science, decision making, and r=source allocation
is linked to the problem of growth in Medicate spending, A recent study by dhe
Congressional Budget Office projects a rapid inerease in the proportion of the gross
domestic product invested in medical cage, if Medicare'’s current defined benefit
~ (fee-for-service) program is left unchanged. An increase of this magnitude in rozal
costs of care is widely regarded as politically unsustainable. One propesal for reduc-
ing this increase is to move the age of eligibility for the Medicare program to 67 by
2025 and to 70 by 2032. A second proposal is o change the benefit package from
the present fee-for-service plan to 2 defined contribution plan. Under this option,
spending per capita would increase 4% per year after the baseline year, 2000,

The Congressional Budger Office has examined the effect of these options on pro-
jected increases in the proportion of the gross domestic product allocated to
Medicare. Delaying retirement helps a little, reducing spending by 11% in years
2030 and beyond. Bur the best stracegy for reducing the rate of growth is the defined
contribution approach, which results in 2 38% reduction in the projected increase
in proportion of gross domestic product.

The projections are based on average per capim spending — which assumes that
average spending is somehow the cfficient amount w spend. Buc the national aver-
age has no inherent validivy; it is simply the weighted av-
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erage of all hospital referral regions (Figute 7.7). In 1995, e
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Tue QuALTTY OF MEDICAL CARE IN THE UNITED STATES

Speading projections ace dearly sensitive to the health care marker used as a bench-
matk. When Minneapolis, racher than the national average, is used as a benchmark,
orojections of the percent of gross damestic product allocared to the defined ben-
efit fee-for-service program are very different. Indeed, if all regions in che United

- States were to spend at the leve] of Minneapolis, spending would be lower than the
Congressional Budger Office’s projection for the defined contribution plan ungil lace
in che 2020s (Figure 7.8).

[t is important to link the problem of Medicare spending with the issues of improv-
ing the quality of care. Much of medica] care is not governed by well-arriculated
medical theory, much less by empirical evidence about the outcomes of care. Al-
though our medical culture is dominaed by the assumption that more is better,
greater total per capita spending does not buy bettg};outcnmes. There is no apparent
advantage in terms of life expectancy of spending more on acute hospital cre or
intensive cace, and no relationship berween spending and the quality of ambulatory
- and preventive care.

The implications for the quality debare seem steaightforward, We must pay atten-
tion to the qualiry of medical scicnce, making sure char common ereatments that
now escape systematic cvaluation are broughc under protocol. Likewise. the qual-
ity of clinical decision making should focus on the empowerment of patients to
participate in the choice of their awn treatmnents. Finally, we must review the quality

of resource allocation decisions.
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Tra QuaLTy or MEDicaL Cage iN THE UNITED STatss
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THe DARTMOUTH ATLAS OF HEauTit Care 199Y

Cthtl:r Seven Table

The daca in the uble provide benchmarks for each hospital referral region. The
benchmarks are used to answer the question: If all regions with higher races werc
broughe down ta the rate of the benchmark region, and all regions with rates below
the benchmack remained the same, how many excess admissions to ICUs, hospital-
izations, specialise visits, etc, would there have been in the United States during the
designated year(s)? For example, if in 1996 the suppply of generalists in all regions
with more genetalists per 100,000 residents than were allocated o the Birmingham,
Alabama hospiral refecral region had been reduced to the level of the Birmingham
benchmark, the calculared surplus number of generalists in the United Seates would
be 28,816.

This approach o benchmarking was used in developing the maps and tables in this
chapeer. The benchmark question can, of course, be framed differencly, One strat-
egy poses the obverse question: if all regions with lower ratcs were brought up o the
benchmark (and those with higher rates were lefr che same), how many addirional
visits or physicians or admissions would be required? And the benchmark question
can 3lso be framed in a another way: If all regions with higher rates were broughr
down to the benchmark, and those wich lower rates were brought up 1o the bench-
mark, haw many physicians, admissions, or visits would there be in excess (or

deficic) of the current supply or rate?

The Daremouth Arlas Data Viewer makes it possible to calculate, using any of the
above strategics, the surpluses or deficits in the resources and utilization of any hos-
pital referral region, including such messures as hospiral beds, employees,
physicians, surgical procedures, admissions to hospitals and to inrensive care units,

and the use of preventive and ambulatory care.

TOTAL P.48
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Center for Bencficiary Servicos
Funding Snapshot of FY 1999 Beneficiary Awareness and Education Qutreach Activities
Outreach Topic Total FY 99 M+C User Fee Prognm PRO Fands BPA Fuads | Admin
Fanding Funds Mpe Pands Funds
Educuation Program. $M8.IM V/ 3.M 514.2M
foiary ] ial .
Bducation Programa: Toll | $26M )/ $26M
Free Linc
Education Program: $4. 1M 1/ $3.4M S800K 3100K
Intonat
Education Frogram: $26.TM )/ S15. 7™ SiiM
Commuouty-Based
Outreach
Education Program: $285M U/ SI8 7™ $2.2M $7.6M
Program Suppon Services
Grasroots Righis and $13M ¥
Protections Qutreach
Project
Health Promotion: $1.9M ¥ $1.35M
Prevation Projects
Health Prometion: $218K $218K
Mutzenal Aids Consamor
Information
Spocinl Nursing Hoeme $2.6M R.6M
Initiatives
Spacial QMB/SLMB $2.8M 52.8M
Qutresch Projocts
Health Promezion: Video | 51M SIM
Production
Spocial Y2K Beneficiary | $5.4M (Millenium
Outzaach funding cource)
TOTAL $148.1M
v/ Reapportionmeat requast for funding amounts pending OMBE approval
2/ Punding Source not yet determinad—project peading spproval
¥ Sperific pravestion projects ase Bans Mass Measurcmert, Cervical Cancer Prevention, Colorectal Canser Scresning, Disbetas Salf-

Educatien Infarmation, and Prostatz Cancer Sareaning
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Explanation of FY 1999 Funding Snapshot

CBS is buying the following services and products to support the education program (rcpresented by
the first S lincs on the Funding snapshot, entitled Beneficiary Materials, Toll Frec Line, Internet,
'Community-Based Outreach, and Program Support Services--total $133.4M). The purpose of the
education program is to educate Medicare beneficiaries so that they can make informed h_mlrh
dedisions and protect them from making these decisions based on inaccurate or misleading

information.

Bancficiary Matcrials

3
Sarvices required to support e printing and producsion of ¢ wide azry of wducation
pudlicetions including tha Medicared You Handhook, trgetod pubtications wich a3 @
. Services grivats fao-for-sarvise book and the MEA brochure, Mudicerw il carollment
. Prizeing ‘ peckags, post cardd, snd new publicstion needs that &rice unexpectadly during the
i . yeor

Porage Sevicws ) masp qul:)m“:qmmmm mailing of an sexy af: princod mwkerivls (referonocd

L Spacialty rorvices required to fraratide préwd makyials into differeet Rrmas
(w3 Braille, sudjctapen. largs primi)) and Languages

) Prine Eulgect Muter Expents (SMES) raquicee 1 epeitt HCPA i thoso arcac where
it capaclly dsca not sxisy, ey, developing clussering soenanos

-/ Prirt Support Speeialty print support 3ervios required far decign st compositdon of all primed
Services - matarials reéerenced obove. Also print support sorvicss requined frem the Genera
(c.g. design) Priutiag Olmﬂmom sudvess of print ogutracts ospccially in the quality
alsyrance t

. - Connumee Tasting of all Prituwd matesialp requirad to ansure acoeptadility and
understanding of D printed products produced defore diteibuzion
|

[ 1-800 Cnsice Toll Free Lina _J

!

Supporia the acual opantion of tha call sciter inaluding focilities, sffing, Euining,
, equipment, materidhs, evarsight quality aasiranee hetwork managament, data tucking,
i Call Comer Opcrations - reparting requirmnents, conten quaagemenm, plan disearciimant funcucnality, reference

center nctivitiey, and infarmation sad refermal analyais

ﬁ Sarviews required to suppen beneficiary requests & primod materials e.5. olan

Services to nuppont sl telephone needs, 0.8, local andilang distangs carrier cervics, vaice
madl, ogll rouking, wiring. shene sysems (cumently, theez serviees arc provided by AT&AT)

’

‘ Call Center Sub{‘eu Maget Experty (SMNEs) required to aseist HCFA in the eymblistunent
of the 1o|| fve lina information channel! 4.6, Mohnieal requirumenss thaz must be

Canguling Services ¢
cansidered
Inkmat Design, Intrnee Teehnical Iremet Purtnerships & .
[nzernec - Development, oad Testin Suppar Calfabortions

M (Madicare Compare), Nursing Home Campare, Medigap Cotnptre,
Partnar Site
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Soue Hoelth thaurance
Ansigtance Progmm (SMIP)
Crans Suppont

| Community-Based Outrcach | mup

Tu swvppun e hegionel
Udigsirm Abeat Choicm
In Mosimearw (REACH)
Duign
Knawledge
. . . # cmant Nayuironents Paralopmsens
Program Support Services (inchuding tecknology investaiems) m taattiney Manua

o

> 5

|

INMISP Ayp0isvene Prjoct Plaaming & Inopymioe . cANs “Frometion & Puliaey -
\Chunnsborparifle asessomem Sdosart Prinarey Suvpmrt xpers
w L3t Madeling Suoaon MCBY Juppant " Advly Eosraion Expenies

Cactumear Tasbg Aynpeit of Consnmer sharkm Rawomanh,
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'AlTeg frmsciag ond et nRrmation <& r dah .
biadtialmy (etedy &t Vota) o Fomewi s, gavelopment
snaly s ul ngpraant smployod in ::’:”'l‘:u'ﬂ- »ad Mitigsiinn oFecarwor st
ey camgeigm Prpages chamncis ‘m

"Traak & analyrs Semeficisry Uiguirkey
(rgitlance)

Following is a brief explanation of the remaining line items represented on the fimding snapshot.
+ Grassroots Rights and Protections Outreach Project--$1.3M

The purposc of this project is to promote health care quality through the development of
culturally competent information infrastructures with the Asian, Native American, Indian
and Eskimo population. The objective is to disserninate information to the groups listed
above regarding rights and protections under Medicare/Medicaid in the states of
Washington, Idahoe, and Alaska and the over 85 frail population in arder to improve quality
of care. It includes the creation of and focus testing of culturally competent handbooks in
various languages as a way to empower beneficiarics and developing a £rassroots
raechanism to rcach beneficiaries. Once the infrastructure system is established to carry out
this work, HCFA can use this mechaniem for other information dissemination.

+ Health Promotion: Prevention Projects--$1.39M

Collaborative efforts axe underway with other government agencies to support prevention
rescarch and campaigns.

Bone Mass Measurement $240K: HCFA will participate with CDC and/or the National
Institutes of Health (Intra-agency agreement) oa the development of a health promotion
strategy around osteoporosis and the use of bone mass measurements,

Cervica) Cancer Prevention $400K: To supplement an existing agrecment with the National
Cancer Institute to refine, disseminate, and evaluate current prevention materials related to
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cervical cancer.

Calorectal Cancer Scrcening $350K: To supplement an existing agreement with CDC and
Prevention to continue with the implementation of a campaign to promote colorectal cancer
screening.

Diabetes Self-Education Information $300K: Continuation of an intra-agency agreement
with the National Institute of Digestive, Diabetes and Kidney Discases to conduct a national
media campaign. This effort will include the implementation of media activities nd the
development and dissemination of educational materials on diabetes-related Medicare
benefits to beneficiaries and the health care providers who treat them,

Prostate Cancer Screening $100K: This involves an intra-agency with CDC and Prevention
to perform formative research for launching a health promotians effort focused on the
benefit of screening for prostate cancer.

Maternal Aids Consumer Information—~$218K

A HIV/AID video will be developed to focus on pregnant women and women of childbearing

age. The video will focus on the importance of HIV counseling and testing and the
significant reduction of HIV transmission from mother to child when there is early detection,
viral load testing, “C” section versus normal birth and prophylaxis usage. These efforts aim
to prevent fewer HIV infections among ncwbomns, reduce related infant mortality, improve
the quality of life for families and reduce expenditures for HIV.infected newboms.

Nursing Home Initiatives--$2.6M

HCFA has cmbarked on a campaign of ““Assuring Quality for America’s nursing home
residents” by focusing its attention on the detection and prevention of neglect and abuse.
The integrated components of the campaign fall under the mbric of Enforcement (assures
quality), Education (understands quality), and Empowerment (demands quality). The goal is
to support the development of a system that will foster quality in nursing homes where
residents can live in a safe, clean and home-like envirorment. Products developed and
services purchased include: ingeractive database for nursing home compare information;
social marketing support; printing and dissemination of publications; campaign materials;
poster programs; training programs; intersctive training CDg; consumer testing, and
collaborations with others such as the Administration on Aging.

QMB/SLMB Outreach Projects--$2.8M

In partnership with the Center for Medicaid and State Operations, CBS will conduct
outreach activities relative to Medicare beneficiaries who are dually cligible for Medicaid
benefits. HCFA will develop relationships with other federal and private entitics to conduct
modzl ombudsman projects; produce a counselor training module on QMB/SLMB:
establish, evaluate and promote best practices which have resulted in higher
QMB/SLMB/QI enrollment; develop outreach kits, refresh current brochures, develop CD-
ROMs in both English and Spanish; conduct frail and vulnerable pilots; develop and
disseminate outresch strategies for low-income Asian American and Pacific Islander, Native
American Indian and Native Alaskan populations; and conduct promotion and publicity

3
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efforts around this topic.
Health Promotion~-Video Production--$1M

A contract is being procured for video production and professional and technical support.
Specifically, special use videos will be created such as video news releases, training
programs, health fair promotions, special event use, interactive computer programming, and
other identified and targeted needs. The skills and services 10 be purchased fall into five
distinet categories: video productien; distribution; promotion; monitoring; and quality
assurance,

Y2K Beneficiary Outreach--$5.4M

HCF A has launched a Y2K Beneficiary and General Public Communications Plan. The
primary objective is to provide accurate, reliable information to beneficiaries about Y2X and
to agsurc them that HCFA will be ready; that their benefits are safe, that necegsary health
care services will be available, and that their health care bills will be paid. Many outeach
strategies will be employed including teaming arrangements with other agencies; ¢.8,, SSA,
news media; additions to extant HCFA communications vehicles (such as publications, toll
free lincs); use of external publications; Internet; partner mechanisms, and State activities,

TOTAL P.B6
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ABSTRACT: Yee and Capitman discuss the longevity advantage of women and
its implications for economic insecurity, underinsurance of health care,

health status, functional disability, access to care and service use. A

discussion is offered of the challenges and opportunities presented as

health care reform and the devolution of federal roles continue to unfold.

TEXT:

Headnote: Abstract: The U.S population is becoming increasingly older
due to steady increases in longevity, especially among women. Statistics
show that older women, those 65 and over, outnumber older men by three to
two. It is likely that as this trend in longevity continues, older women
will continue to outnumber older men. The health care system must respond
to these changes in the population by incorporating appropriate
modifications into every aspect of the system, including financing
mechanisms, service organization and delivery, consumer-centered care
approaches,

Headnote: quality assurance mechanisms, and health promotion
efforts. This article discusses the longevity advantage of women
(particularly women of color) and its implications for economic insecurity,
underinsurance of health care, health status, functional disability, access
to care, and service use. The article concludes with a discussion of the
challenges and opportunities presented as health care reform and the
devolution of federal roles continue to unfold.
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Three demographic trends affect both health care access for older
persons in this country and the formation of health policy: (a) the
cultural diversity of elders, (b) the number of women elders, and (c)
steady increases in longevity accompanied by increased disability and
comorbid chronic conditions that lead to long-term care needs.1,2 The 20th
century stands out as an era when a majority of the U.S. population



matured. Increases in the average age of Americans has been accompanied by
rapid growth within communities of African Americans, Latinos,
Asian/Pacific Islanders, Native Americans, and other persons of color.* As
the civil rights generation approaches a new century, America will be
anything but monocultural and monolingual.

The 65 and over age group continues to grow faster than other age
groups, with an increasing number of elders surviving to age 85 and older.
Among elders there is a female majority. Women aged 65 and over are a
heterogeneous group of survivors, born between the turn of the century and
the depression. Older women outnumber older men by three to two. Among the
oldest old (those 85 years and older) women outnumber men by three to one.
It is likely that as longevity increases, older women will continue to
outnumber older men.3,4 Elders are surviving accidents and diseases that
would have been fatal only a few decades ago. Many, however, are living
their extended years with specific health care needs due to chronic illness
and physical disability.4,5

Women experience old age differently than men. Women aged 65 and over
are likely to live their later years alone with substantially lower
incomes, more vulnerability to poverty and more chronic health conditions
and disability compared with men in the same age group.6,7,8 Fewer
financial resources for needed health care and the diminished availability
of informal (family) care resources to assist with personal health,
self-care, and health service access also result in poorer health and
greater functional limitations.3,9 This article discusses women's longevity
advantage and its impact on economic insecurity, underinsurance for health
care, health status and functional disability, and access to care and
service use, particularly for women of color. It concludes with a
discussion of the challenges and opportunities presented as health care
reform and the devolution of federal roles in health and social services
continue to unfold.

Is longevity an advantage?

On average, a woman at age 65 can expect to live 18 more years
compared with a man's expected 14 more years of life. Females have greater
life expectancy at every year past age 65 compared with men. White elders
live longer than elders of color, and white women live longer than white
men and all elders of color. Among the factors contributing to a gender gap
in life expectancy are a higher incidence of fatal disease for men, which
is often linked to occupational and social roles, less healthy lifestyles
and health-seeking behavior, and high-risk or violence-related behavior.
Although life expectancy is often used as an indicator of "life quality,"
there is much data to suggest that longevity also represents women's
exposure earlier in life to fewer favorable chances that support life
quality in old age.5,10

Studies of factors that contribute to older women's challenges in
maintaining their health and independence, such as living arrangements,



economic security health status, and health care access, lend support to
suggestions that women's longevity advantage is not necessarily the best
measure of health or quality of life.6,11-17 Women also enter old age with
different personal and social resources that are the result of life
chances. Most older women live out their lives as widows or single women,
alone or in the homes of others, and in poverty or economic insecurity and
at risk for becoming poor.3,18,19Studies show that living with others
appears to insulate individuals from illness. Living alone and being poor
are risk factors for poor health regardless of gender and race, and they
exacerbate health-related needs for care.20

Risk factors for poor health. Low income and poverty interact with
nutrition, stress, occupational risk, and neighborhood safety in ways that
define one's relationship to the health care system and determine whether
health care needs will be met.10,21,22 Income, assets, and health insurance
are the primary economic resources that elders rely on to meet their acute
health care needs. For older women, especially women of color and the
oldest old, policies that rely on a combination of these resources are not
a viable solution for preventing disease or promoting health. For those
with low incomes, out of pocket expenses can create hardships that result
in postponing care or not seeking care at all.23,24

Women bear a disproportionate burden of poverty and poor health in old
age compared with men. The poverty rate for older white females is about
12 percent compared with almost 7 percent for white males. For older women
living alone, 25 percent of whites and 63 percent of African Americans live
below the poverty line.25 African American and Hispanic women also have
lower median incomes than their white counterparts. Compared with white
women, a larger proportion of African American and Hispanic women receive
public assistance. Among unmarried women aged 65 and over, as many as 33
percent of African American and 35 percent of Hispanic women are on public
assistance, compared with only 8 percent of white women. In the last
decade, at least 60 percent of African American women lived alone and in
poverty.18

Generally, those who are poor and live alone are also in worse health
than those with greater financial resources or those who live with a spouse
or their children. Social security is the most important source of income
for persons over 65, especially for unmarried women, persons of color, and
nonprofessional retirees. It provides 80 percent of their income.
Supplemental Security Income (SSI) supplies only 14 percent of income for
poor elders. In 1988, 31 percent of African American unmarried women aged
65 and older were on SSI, although 45 percent of unmarried African American
women were eligible. 18,26

Underinsured health care. Medicare is a health insurance program that
pays most hospital bills and some doctor bills for almost all persons 65
and over. Despite almost universal coverage for persons 65 and over, many
women face serious financial burdens in meeting their health care expenses.



Medicare is for many an essential but inadequate protection against health
care expenses. Although some elders have access to multiple resources for
hospital care costs, Medicare is the first resource available to 95 percent
of elders 65 and over. Yet it only covers some costs for hospital or
outpatient care. Lack of coverage for prescription drugs, eyeglasses, and
other services, coupled with Medicare deductibles and Medicare Part B
premiums, make the purchase of additional private health insurance (i.e.,
medigap policies) prudent for those desiring to minimize the risk of
spending large amounts of savings, pensions, or social security income on
uncovered care and required cost-sharing. The escalating cost of private
medigap policies, however, make it increasingly difficult for elders to
afford monthly premiums.21,24

While 96 percent of all elders 65 and over are enrolled in Medicare,
only 83 percent of Hispanic elders are covered. Among those covered, only
21 percent of Hispanics compared with 69 percent of all elders purchase
private insurance policies.27 Twenty percent of those 65 and over rely
solely on Medicare for assistance with their medical bills. They have
neither Medicaid nor private insurance and pay for all Medicare
cost-sharing and medical services not covered by Medicare. Almost half of
those with no supplemental insurance have low incomes; 22 percent are poor
and as many are near poor (i.e., their income is within 130 percent of the
poverty line). Only 42 percent of poor elders have private insurance in
contrast to over 72 percent of all elders. Among poor elders, only 29
percent are covered by Medicaid. Lack of Medicaid coverage for the full
population in poverty, coupled with variations in state Medicaid programs
leave over two-thirds of the poor without the safety net supposedly
provided by national health policy over the last 30 years.23

Older women are somewhat less likely than older men to have insurance
to supplement Medicare and are more likely to have Medicaid than older men.
Because older men are generally more affluent and more likely to have
job-related health coverage than older women, they are also more likely to
have private health insurance as part of their pension benefits. Persons of
color are the least likely to have private health insurance and are twice
as likely as older whites to have only Medicare without supplemental
insurance. Only 39 percent of elders of color have private insurance to
supplement their Medicare, compared with more than three-fourths of white
elders who have such coverage.28,29 Underinsurance, for poor and low-income
elders, particularly the oldest old and women of color, continues to be a
key factor in the accessibility and use of health care services.

Health status and functional disability

Gender and race differences in health status and functional impairment
suggest that the benefits of medical and technological breakthroughs in the
last several decades are not equally enjoyed among elders.2,14,22,30-33 It
is unclear whether this is because they do not have adequate access to care
(including not being offered new treatment modalities) or because the



breakthroughs do not substantially treat the kinds of chronic conditions
common in older women. Differences in rates of mortality, morbidity, and
disability between groups persist. Women, compared with men, have higher
prevalence rates for many chronic conditions, experience more
co-occurrences of multiple chronic conditions, and experience more short-
and long-term disability due to health problems. Older women may be in
poorer health than men because they are troubled by daily symptoms (acute
and chronic) and report more difficulty performing social, physical, and
mobility activities.11 The proportion of women with two or more of nine
chronic conditions (arthritis, hypertension, cataracts, heart disease,
varicose veins, diabetes, cancer, osteoporosis, and stroke) is higher than
the proportion of men with two or more conditions.2,5,8,11,30

Elders of color experience higher morbidity and mortality due to three
major causes of death: heart disease, cancer, and stroke. Native American,
Latino, and African American elders have a higher incidence than white
elders of cardiovascular disease, diabetes, hypertension, asthma, and
stroke.31,32,34-36 For some cancers, such as lung and prostate cancer, the
age-adjusted death rates are greater for African American males than for
white males. In 1989, lung cancer and prostate cancer deaths were twice as
great for African American men as for white men. Although the prevalence of
breast cancer among white women is greater than among African Americans,
the age-adjusted death rate for African American women was 14 percent
higher than for white women.34,37 Between 1980 and 1987, breast cancer
mortality rates for African American women were twice as high as those for
white women and for this eight-year period mortality rates increased with
age for both African American and white women.38 Studies have also shown
that even when insurance is controlled as a factor in getting care for
breast cancer, African American women have worse outcomes due both to
over-treatment and undertreatment.33,39 Stroke rates declined for white
males by 58 percent between 1980 and 1989; however, in 1989 the
age-adjusted death rate for African Americans of both sexes remained almost
twice as high as for white women and men.

Data are somewhat inconsistent or unavailable for some groups,
particularly Native American and Asian/Pacific Islanders. Most analysts,
however, conclude that women of color have a disproportionate share of
illness and that gender disparities in health status are widespread across
all ethnic groups. Available health indices and data show that women of
color generally experience greater prevalence of chronic diseases such as
diabetes, hypertension, cardiovascular disease and certain types of cancer,
and lower life expectancy than their white counterparts.34 Such general
trends, however, belie the importance of identifying and understanding
bimodal trends within populations. For example, first-generation Chinese
elders who have lived in the U.S. since the 1920s may have different health
risks than first-generation Vietnamese elders who arrived in the U.S. in
1968. Collecting data on Asian/Pacific Islanders as a group (when done at



all) leads to expectations that all Asian/Pacific Islander elders are

alike. Such information can have negative consequences in planning and
launching health promotion and screening activities as well as

diagnostic and treatment protocols, and can lead to inaccurate measures of
community health and treatment outcomes. Data aggregation and a lack of
data across and within diverse groups of elders in this country are not

only unhelpful and misleading,6,40,41 they can lead to inadequately
targeted interventions.

Functional disability. Death rates and rates of chronic disease are
only part of the story on differences in heath status between older men and
women. Physical and functional impairment generally increase for men and
women with advancing age. These impairments are often accompanied by
frequent illness and hospitalization, in part because they occur secondary
to sustained inactivity and general weakness. For elders this often means,
in the short term, that help is needed following hospital discharge or
prolonged bed stays as much to increase strength, agility, and endurance,
as to continue treatment regimes linked with the specific illness episode.

In the long term, older persons with chronic ilinesses and disabling
conditions often require continued assistance with personal care, a type of
help often provided by family and friends. Over 90 percent of the cost of
short and long-term assistance is borne by elders and their caregivers who
are themselves female and often over 65 years of age. When informal
caregivers are unavailable, though, such care is often not affordable or
difficult to arrange. As a result, many elders go without assistance and
take the risk of complicating existing health conditions.3,19,42 It has
been reported that over five million ill and disabled older persons, mostly
women, live in communities throughout the United States and require some
help with personal assistance and everyday activities. Those needing
assistance were, for the most part, younger than their counterparts in
nursing homes.43,44

Women are slightly more likely to have disabilities at each age level
than men, and elders of color have disability rates that are consistently
higher at every age. A significantly higher proportion of African American,
Latino, and Native American elders have difficulty with "basic activities
of daily living" that include getting in and out of bed, bathing, getting
to the bathroom, and eating, as well as "instrumental activities of daily
living" such as meal preparation, household maintenance, getting around
outside, and money management.45-50 '

Karon and Capitman, 51 using 1984 data from the Survey of Income and
Program Participation (SIPP) conducted by the U.S. Bureau of the Census,
found that for both men and women between ages 65 and 69, nearly ten
percent of the white population had disabilities. African American and
Native American elders reached and exceeded that disability rate at a much
younger age, and Asian/Pacific elders of that age had a lower disability
rate. By age 70, however, all groups of elders of color exceeded the



prevalence of disability found among whites. By contrast, for women,
prevalence of disability is lower for whites than for African Americans at
all ages and for all women of color groups after age 40. Those with
disabilities had lower incomes than those without; persons of color between
the ages of 50 and 65 with disabilities were particularly at risk because
of low income. Among women of color, the rate of disability was greatest in
this age group (i.e., 50-65). Gender and race differences in patterns of
disability and chronic disease have profound implications for health care.
A central challenge is to prevent or postpone disability while sustaining
efforts to care for those who are already disabled.52,53

Data indicate that patterns of acute and long-term care service use
may be influenced by provider behavior and practice patterns. Access and
service use evidence suggest that the primary barriers to health service
use are cost, cultural barriers, convenience, and availability. Once elders
enter the health care system, the factors that influence provider practice
and patient outcomes have been linked to provider attitude and behavior as
well as the financing, organization, and service delivery.51,54-61 Equally
important are patient or consumer health beliefs and practices, as well as
their beliefs about the meaning of old age and aging. These factors can
interact with provider bias and attitudes to create additional utilization
barriers.36,62-67

Health care access and service use

It is well documented that medical services can slow the disease
process and improve the quality of life.22,68 Improved medical services and
disease prevention efforts have been one of the major contributors to
improved longevity in the United States. Yet older women, elders of color,
and the oldest old-who are most in need-often find themselves the least
able to afford these services. They may not know, understand, or be
encouraged to participate in programs and take actions designed to promote
health and well-being and mediate daily problems associated with the
chronic conditions.21,69 This challenge is made more difficult in many
communities by the inadequate supply of providers willing to treat older
women of color and to adequately care for their health needs.

Data describing patterns of health service use (physician, hospital,
and preventive care) and physician behavior and practice patterns provide
evidence that service utilization is associated with gender and
race/ethnicity There is persistent underuse of health services by persons
of color despite higher rates of illness and disability. Although
comparable data on service use patterns between all groups of women of
color are not available, evidence suggests that there are differences by
gender in the use of physician and hospital, in-home, nursing home, and
preventive services.56,57,70,71

Physician and hospital services. Older women tend to have more
physician visits per year than older men. White men tend to use hospital
services more than white women, but when white women use hospitals the




length of stay is longer and they are more frequently discharged to the
care of an adult child.10,72There are also data to suggest racial
differences in the use of hospital services. When compared with white
elders, women of color are more likely to get hospital services and to have
a lower number of physician visits in a given year. Low-income older
African Americans and Hispanics in poor health had fewer physician
contacts, fewer short-stay hospital discharges, but more serious acute
conditions than did whites.37 Available information suggests that African
American and Hispanic women are more likely to get regular sources of care
from hospital outpatient units, emergency rooms, and neighborhood health
centers than from private physicians.73

Preventive care. Participation by elders in early detection and health
screening programs and appropriate follow-up care and health promotion
activities can result in a significant reduction in morbidity and possibly
prevent or postpone functional disability.7,52,74The literature on health
promotion and disease prevention suggests that education, awareness, and
health screening programs to detect risk factors for chronic diseases have
not met with much success in poor and rural communities and communities of
color or among older women. Hispanic and African American women are less
likely to use preventive services such as pap smears, blood pressure
checks, mammography, and routine eye examinations than white women." One
reason may be their inability to pay for preventive care and treatment,
even when both are needed.24,79

Another reason for underuse of preventive services and screening may
be program design, marketing, and service approaches. Participation rates
in prevention and screening programs rarely meet the expectations of
providers, and the prevalence of the risk factors associated with chronic
disease among underserved populations remain constant. Factors affecting
access and acceptability that may impede care are largely ignored,
particularly for older women of color. There is evidence that elders,
particularly older women, are not treated the same as younger patients.
Health care professionals may not discuss the advantages of risk factors
and lifestyle change with older patients and elders of color, and referrals
to educational activities may not be made.80-83

Health promotion and screening programs that have been most
effective in poor and communities of color are those that (a) have gained
the support of the target group; (b) are offered in cooperation with
acknowledged and familiar trusted community members and institutions; (c)
are offered, when appropriate, in nontraditional settings; and (d) take
into account the attitudes, values, cultural norms and language of the
target population.27,68,77,84-91

Provider practices and treatment bias. Provided they seek help and can
access a physician who is willing to provide care, elders who enter the
treatment process may find that the quality of care they receive and the
way care is provided are influenced by their gender and race/ethnicity. One



explanation for differences in physician utilization patterns between men
and women, and between women from communities of color and white women,
focuses on attitudes and behaviors of physicians and other health care
providers. Wingard suggests that physicians diagnose and treat women
differently than men. For example, women are seen as hypochondriacal. As a
result, women receive less thorough diagnostic work-ups and receive more
unnecessary and sometimes inappropriate follow-up care.16

Many medical professionals still regard the complaints of older women
as emotional outbursts rather than potential indicators of physical
disease. Providers may be influenced by gender stereotypes and thus miss an
opportunity to alleviate the pain brought on by a chronic condition or
overlook reversible elements of the patient's condition. Male physicians
may not be receptive to particular needs of older women to have rapport
with their doctors, to report health problems expressively, and to
participate in decisionmaking. While research is limited and inconclusive
on this issue, the American Medical Association's Council on Ethical and
Judicial Affairs92,93 issued directives charging physicians to examine
their practices and attitudes and directing physicians to be sure that
gender is not used inappropriately as a consideration in clinical decision
making. In the same vein, neither should physicians treat women exactly
like men. Much medical knowledge about disease etiology and treatment is
based on male subjects in clinical trials. Due to potential fetal and
pregnancy risks that research sponsors seek to avoid, for example, women
are frequently systematically excluded from studies that test treatment
efficacy. Women's perspectives and experiences are largely absent from much
of medicine's knowledge base, and it is generally assumed that findings of
studies on men can be generally applied to women.94-97

The literature on physician attitudes and behavior toward persons with
low incomes and persons of color more clearly demonstrates treatment
differences. Race, age, and gender stereotypes have been found to affect
physician abilities to diagnose and provide appropriate care. Research
consistently shows that less information from physicians about conditions,
positive lifestyle changes that could improve or modify conditions, and
less communication overall is provided to low-income patients and persons
of color than those with higher incomes.75,98,99 This is a particularly
critical problem for older women of color and those who do not speak
English as their primary language. 100 Physicians and health care
professionals frequently know and understand little about their patient's
living situation, health beliefs, and attitudes toward illness. How care is
provided, information is communicated, and treatment plans are developed
and understood by both the provider and patient is critical.59 The
patient's health beliefs and views on the salience of treatment must be
recognized and incorporated into treatment and care
plans.48,58,62.63,65,67,87,101-103

Physicians' social class is also known to foster inappropriate



judgment. Patterns of behavior and communications may be more similar for
patients who are male and white, that is, when patients are more like the
practitioner 104 The interpretation of symptoms may depend on patients'
communication style. Physicians often ascribe emotional causes to symptoms
reported by patients who have an expressive style.105 There is also
evidence that clinical decisions are being made based on patients' age,
income, race/ethnicity, and gender. For example, Greenfield and colleagues
found that older women with breast cancer often get less treatment because
of their age. In an analysis of 374 breast cancer cases, both patient age
and comorbidity status significantly and independently affected treatment.
It was concluded that physicians may manage patients with highly treatable
disease according to chronological age without regard for physiological
condition and that this age bias may result in a less favorable prognosis
than could be achieved using currently recommended therapy.39

The Centers for Disease Control and Prevention reports that the
survival rates of African American women with cervical cancer are much
lower than of white women, even though they have Pap smears31-raising
questions about appropriate follow-up and treatment. Similar evidence
documenting less aggressive management approaches for coronary disease in
women than in men by physicians, despite greater cardiac disability in
women, was documented by Steingart and colleagues.106 Ayanian and Epstein95
report findings demonstrating that women who are hospitalized for coronary
heart disease undergo fewer major diagnostic and therapeutic procedures
than men. Similarly, it has been found that coronary care unit admissions
are often restricted for older patients.107* Goldberg and colleagues108
studied the difference in rates of coronary artery bypass grafting between
white and African American male and female Medicare patients and found that
sex and race were associated with rates of bypass surgery Fleming and
colleagues" studied patients 75 years or older with acute myocardial
infarction. The findings suggest that physicians may intentionally restrict
access to coronary care for older patients. These examples provide further
evidence that women, elders, and persons of color are disadvantaged because
of gender, age, and race and point to an inadequate attention to diagnosis
and treatment of their health care problems.

Institutional reviews are in place to oversee provider practice
patterns and to assure that outcomes with regard to efficacy are within
professional norms. Patterns of care that present barriers to diagnosis or
treatment differ from policies to ration access to care. While some may
favor chronological age as a criteria for access to procedures, neither
public policy nor standards of professional practice limit access criteria
to age. The effects of race/ethnicity, gender, and age on decisions about
kidney transplantation, cardiac bypass, or chemotherapy, for example, have
not been established by public policy or professional practice standards as
primary criteria for access to care. If a study suggests that these factors
explain differences in access to procedures, questions should be raised



with regard to the adequacy of oversight functions that assure equity and
fairness.

Institutional long-term care service use. No national studies on
long-term care use systematically examine Native American and Asian/Pacific
Islander use of nursing homes.51 Existing studies, however, consistently
predict nursing home use for the general population. White females who are
older, without an informal support network, greater functional impairment,
and deteriorating cognitive function have the highest likelihood of
admission.109,110 The literature also indicates that (a) three out of every
four nursing home residents is a woman who is likely to be white. Women are
also more likely than men to be transferred to a nursing home than home
when discharged from the hospital;, 10 (b) women nursing home residents
appear to be older, have more functional and cognitive impairment, and are
less likely to be married or have children than their male counterparts;

109 (c) African American, Latino, and Asian/Pacific Islander elders are

less likely to use nursing homes than white elders; 110-115 and (d) lower
rates of nursing home use among African Americans are sustained even after
controlling for differences in health status, demographic, and informal
support factors.51

Commonly accepted are the ideas that elders of color are and prefer to
be cared for by family caregivers and are thus not placed in institutions;
and provider practices, including racism, may result in failure to place
elders of color with disabilities in nursing homes when such care is
appropriate and needed. These ideas, though, have not been adequately
tested in the literature.51 Successful efforts at the community and state
level to redirect long-term care dollars (i.e., Medicaid) away from care in
institutional settings toward community-based settings also contribute to
difficulties in developing models to test these ideas, particularly when
elders of color are disproportionately represented among poor/low income
and community-dwelling elders in a community

Community long-term care use. When asked, most elders prefer to live
in noninstitutional community settings. Despite hardships experienced in
getting and affording care, most prefer independence to living in an
institution. Ideally, home- and community-based long-term care services
(HCBS) should be organized in a way that helps elders (with the assistance
of family caregivers) remain as independent as possible for as long as
possible. HCBS, however, is not universally available to those who have the
greatest need. The mechanisms and capabilities of states and local
governments to manage long-term care systems show great and increasing
variability, particularly in large urban and rural communities.1,72,116 It
is estimated that for every elder with disabilities who resides in a
nursing home, two or more equally impaired elders live in the community43
Even with evidence of (a) greater prevalence of chronic conditions
requiring long-term care, (b) higher likelihood of low-income and poverty
and (c) lower nursing home and HCBS use by gender and race/ethnicity,



explanations for these patterns of lower access and service use for elders

of color, especially women, remain inconclusive and problematic. Data, for
example, do not distinguish between home health care services and personal
home care. There is no quantitative data on home care use and the
determinants of service use for groups other than whites and African
Americans.51

Karon and Capitman,51 using 1984 data from the Longitudinal Survey on
Aging, explored the relationship between use of paid formal care services
and informal care assistance by disabled elders. The purpose of the study
was to investigate whether or not gender and race/ethnicity affect informal
care arrangements and affect the probability of using paid health and home
care assistance. They found that using home health services and paid
assistance with household and personal care tasks was contingent upon
medical and functional status, presence of informal support, consumer's
financial resources, and race and gender. The analysis suggested that
women's informal supports do not reduce use of formal services, and formal
services are used by African Americans and other persons of color only at a
most extreme level of need.

Few states use or collect data on race/ethnicity participation in HCBS
waiver or state-funded home care programs that aim to improve access among
those who are seeking and have been determined eligible for care. As more
is known about ways to promote adequate care and foster ongoing improvement
in the delivery of HCBS (including adult day care, transportation
assistance, and assisted living), the identification of race/ethnicity and
gender effects will be of critical importance in measuring program and
practitioner effectiveness and outcomes for all elders.53,117

Other issues. The preceding sections highlight the role of individual
behaviors of patients and practitioners associated with health access and
service use. Structural inequities in Medicare and Medicaid that act as
access barriers for older women are also outlined. Structural factors
include the availability, type, and organization of needed services.

Barriers to service access and use, including opportunities to prevent
disease and promote health occur at interpersonal and institutional levels.
Institutional racism, sexism, and ageism are factors that have been noted
as contributing to the underutilization of health service by elders of
color.58,84,116,118,119

The absence of staff who are themselves from communities targeted for
service delivery, including an absence of multilingual capacity and
multicultural perspectives at administrative and management levels, affect
efforts to promote and sustain the delivery of appropriate services and use
of responsive service delivery approaches. Studies indicate that
multiethnic staff can significantly increase access and service use of
elders of color.120,121, Organizations that disregard the importance of
- responding to multicultural and multilingual needs of consumers by failing
to develop a workforce with appropriate skills perpetuate barriers to



accessible care and discount the importance of developing appropriate
service delivery approaches. Nonaction at the institutional or
organizational level reinforces individual provider behavior that may lead
to postponement of treatment and/or inappropriate service use by elders of
color.722

American society continues to grey and become increasingly female and
ethnically diverse with greater chronic care needs. A health and long-term
care system designed for the treatment of acute illness that is also
inflexible in its responsiveness to culture and gender will fail in its
effort to restrain health costs and make health care delivery more
rational, affordable, and effective.

Challenges and opportunities for reform

This article provides a broad overview of several issues known to
affect health care access and to promote health among diverse groups of
elders, particularly women and the oldest old. The longevity advantage for
women has come to mean greater rates of morbidity and disability and
increased risk of less and inadequate access to care. Underinsurance and
economic insecurity for older women is broadly associated with systemic
mismatches between an increasing diversity of elders and provider/service
delivery policies that promote color-blind, gender-blind treatment
decisions, indicating the need to identify and take actions to assure that
older women of color benefit from health care reform, rather than become
further disadvantaged. Such actions need to be systematic and multifaceted.
They need to address (a) how health care benefits are financed and
packaged, (b) how services are organized and delivered, and (c) the
empowerment of older women to obtain quality care.

These are not new issues. In the midst of radical local and federal
health care reform in the private and public sectors, redoubled efforts are
needed to seek and take opportunities that will improve health status and
health care access for older women and reduce the extent to which their
needs and concerns are marginalized. Consumers, administrators, providers,
and policymakers may be too easily distracted from this priority as reforms
present trade-off strategies that pit the needs of employed childbearing
women against retired women or that pose a choice between treating older
women with chronic illness and disability and children or employed adults.

Financing and packaging benefits. The struggle to implement national
and local health care system reforms that aggressively balance public and
private dollars to control all health care expenditures, particularly for
the poor and old, continues to rage as we enter the 21st century. New
financing and insurance strategies, such as managed care plans, can
underinsure those with chronic conditions by, for example, too narrowly
defining prescription drug, laboratory, or home care benefits.

Managed care organizations may have track records that show efficient
care for relatively healthy groups of salaried employees and their young
families, but these successes may belie a paucity of experience and



know-how needed to manage the care of chronically ill older women,
including persons of color. Health care financing and reimbursement
approaches that do not recognize the differing life experiences of women
and elders of color, such as how their wage-based employment years and
hence their retirement years might contribute to poorer health and under-
rather than overutilization of care, may not adequately incorporate health
education, chronic care interventions, and flexible care management
approaches or assure that such benefits are affordable.123 As a result,
reformed health care may only reinvent the ways in which indemnity health
insurance programs hamper access to appropriate and timely care.

Service delivery organization and approaches. A continued absence of
linkage and continuity between acute and long-term care can also
precipitate a care system that goes from bad to worse for older women of
color. Costcontainment measures that encourage fewer hospital days,
transfers to less costly institutions, or discharge to community settings
with few providers and inadequate home and community-based services will
adversely affect the health and functioning of all elders and persons with
disabilities. Managed care strategies that integrate primary care, acute
care, and long-term care and incorporate explicit linkages to a range of
social and supportive services have been developed and touted, but not
adequately evaluated. 124 Just as attention is needed to manage costs and
create accessible, user-friendly insurance plans, service delivery models
need to incorporate strategies that address the needs of the oldest old and
the most frail. For example, creative ways to respond to nursing and
medical care needs may be developed by the next century that focus less on
the location of care delivery and more on getting care to elders where they
are-at home, in day care centers, and in clinics at congregate housing or
assisted living facilities, as well as inpatient settings. Rigid delivery
approaches in which an older female patient with disabilities is required
to arrange for transportation to her physician's office only to wait an
hour for a 10-minute office visit in which the physician merely reviews an
office nurse's notes, asks about any new complaints, and tells the patient
what treatment or tests he or she is ordering for the patient, may need to
be foregone as a modal delivery approach in outpatient medicine. As the
number of patients who need medical management of chronic conditions
increases, today's alternative and creative approaches, including
multidisciplinary team care management, may become tomorrow's new standard
for care. Evaluation efforts, however, will be needed to test the efficacy
and effectiveness of such approaches, and the extent to which
race/ethnicity, gender, age, and related factors point to approaches that
are more responsive to the needs of older women of color.

Consumer empowerment to promote quality. Responding to diversity is an
essential component of (a) how and whether consumers experience care they
receive as adequate and satisfactory and (b) how providers identify and
implement efforts to improve their effectiveness and efficiency. From this



perspective, health care systems should incorporate continuous improvements
in the quality of care by assessing patient satisfaction with care and
outcomes and movement toward patient-centered care.125

While many research demonstrations target the poor (e.g., Medicaid
eligible persons), they rarely develop sufficient strategies to explicitly
define and reach elders as a heterogeneous group of consumers. Few Medicaid
home and community-based services programs have assessed how the diversity
of program participants (compared with the overall Medicaid population)
affects service use, participation in care plan choices (among various HCBS
and nursing home care), and outcomes (care as well as cost). The addition
of contract language to promote strategies that reach specific subgroups of
consumers may have a major impact on improving health care access, changing
service-use patterns, improving health outcomes, and controlling long-term
expenditures for health care.

Conclusion

For older women of color, information that assists them in making fair
comparisons between health insurance and managed care plan costs and
benefits is essential to engendering informed choices and to empowering
older women of color to "vote with their feet." State insurance
commissioners and health care advocates need to develop educational
programs for consumers in the context of age, race/ethnicity, and gender
diversity. Poor and weak efforts fail to provide impartial consumer
protections in a volatile and reforming health care marketplace and can
exacerbate historic inequities in health care access and health outcomes.

Responsiveness to issues of diversity in the United States should
neither be "add-on" nor even "value-added" considerations to improve market
share. Issues of diversity need to be incorporated in each building block
of a health system infrastructure, including consumers, workers, policy
makers, program administrators, and governing bodies. Those implementing
health care reform need to incorporate diversity issues, not as an
afterthought, but as a demonstrated commitment to improving health care
access and availability for the underserved, particularly for older women
of color.
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