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Healthcare Spending Is the
Biggest Driver of Federal Deficits

Source:
CBO
Budget Outlook
August 2012
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Federal Cost Containment
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Policy Choices
Cut Services Cut Fees to
to Seniors? Providers?
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MEDICARE  _ SERVICES X FEES TO
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Rate Cuts, Which is More Likely?
Cut Services Cut Fees to
to Seniors? Providers?
N N
MEDICARE  _ SERVICES X FEES TO
SPENDING B TO SENIORS PROVIDERS

N
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In Medicaid & Private Insurance,
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Cuts In Services AND Fees Likely
Cut Services Cut Fees to
to Patients? Providers?
MEDICAID. \V \V
COMMERCIAL SERVICES , FEESTO
HEALTHCARE = 10 PATIENTS 7 PROVIDERS

SPENDING \/

Cuts in Both Are Likely
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What Healthcare Providers
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Can Do That Pa
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Redesign Redesign
CARE PAYMENT
to Reduce to Make
Spending Good Care
Without Financially
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Reducing Costs Without Rationing:

\\CHQQR
Can It Be Done?




Reducing Costs Without Rationing:
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Prevention and Wellness
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Reducing Costs Without Rationing:
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Avoiding Hospitalizations
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Reducing Costs Without Rationing:
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Efficient, Successful Treatment
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Reducing Costs Without Rationing

Is Also Quality Improvement!
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How Big Are the Opportunities?
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5-17% of Hospital Admissions
Are Potentially Preventable

Source:
AHRQ
HCUP
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Millions of Preventable Events
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\ Harm Patients and Increase Costs
# Errors | Cost Per
Medical Error (2008) Error Total U.S. Cost

Pressure Ulcers| 374,964| $10,288 $3,857,629,632
Postoperative Infection| 252,695| $14,548 $3,676,000,000
Complications of Implanted Device 60,380 $18,771| $1,133,392,980
Infection Following Injection 8,855| $78,083 $691,424,965
Pneumothorax 25,559 | $24,132 $616,789,788
Central Venous Catheter Infection 7,062 | $83,365 $588,723,630
Others| 773,808| $11,640( $9,007,039,005
TOTAL| 1,503,323| $13,019| $19,571,000,000

3 Adverse Events Every Minute

Source: The Economic Measurement of Medical Errors, Milliman and the Society of Actuaries, 2010
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Many Ways to Reduce Tests &

Services Without Harming Patients

American Society of Nephrology
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American Academy of Allergy, Asthma & Immunology

= Choosing
.Wlsely

The American Society of Clini
and defivery of high-quality p
of patiants with cancer. Aftar
use and dlinical value are not
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American Society of Clinical Oncology
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American Society of Nuclear Cardiology

American College of Radiology
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Don't do imaging for low ba
flags are present.
Red flags Include, but are nat limited to, severe or progre|

_\m ibl |_ fc are suspected. Imaging of the lower spine before six weef
cancer trez common reason for all physician wisits.
« Studies show tt
+ Exceptions inch . . .
(2.5, mutation: Den't routinely prescribe an
. implementatior sinusitis unless symptoms |
Don't perf; worsen after initial clinical i
at low risk Symptoms must Include discolored nasal secretions and
« lmaging with P 12 awral Infection that will resalve on Its own. Despite col
evalustion of | percent of outpatient visits for acule sinusitls. Sinusitis ac}
« Evidence does
antigen (PSA) <
+ Unnacessary i Deon’t use dual-energy x-ray
Don't perf for osteoporosis in women
at low risk 70 with no risk factors.
« Imaging with P DEXA s not cost effective In younger, low-risk patients, b
evaluation of I

« Inbreast cance]

individuals withy 5.
. Unnecessary | Don’'t order annual electroc
screening for low-risk patiel
There Is littie evidence that detection of coronary artery s
outcomes. Falso-positive tests are Iikely to lead to harm
harms of this routine annual screening exceed the potent}

Don't perf
bone scan|
curative in|
+ Surveillance te]
cancer that e
tumeor markers

Don’t perform Pap smears d

American Academy of Family Physicians

HYSICIANS

Five Things Physicians

and Patients Should Question

kk pain within the first six weeks, unless

sive neurological deficits or when serious underhing conditions such as osteomyelitis
s does not Improve outcomes, but does Increase costs. Law back pain s the Afth mast

ftibiotics for acute mild-to-moderate
st for seven or more days, or symptoms
mprovement.

oial or dental tendemess when touched. Most sinusitis In the ambulatory setting 15 due
sistent recommendations to the contrary, antibiotics are prescribed in more than 80
ounts for 16 million office wisits and $5.8 billion In annual health care costs.

absorptiometry (DEXA) screening
ounger than 65 or men younger than

15 cost effective In clder patients.

prdiograms (EKGs) or any other cardiac
ts without symptoms.

enasis In asymptomatic patients at low risk for coronary heart disease Improves health
rough unnecessary Invasive procedures, over-treatment and misdiagnosis. Potential
[l benafit

n women younger than 21 or who have
cancer disease.

+ False-positive |
. had a hysterectomy for non
Don't use Vst cbserved ol
N jost obsery In adolescents regress
patients wi addtional esting and cost. Pap smears are not helpful in
+ ASCO guideling improved outcomes.
ragimen, & apd]

+ Excetions sh

therefore Pap smears for this age group can lead to unnecessary andety,
men after hysterectamy (for non-cancer disease) and there Is Ittle evidence for

for this complication (due-to age, medical history, or disesse characteristics).

American College of Physicians

American

Fi

For pharmacological treatment of
I a ERD), long-term

3u11:: inhibitors or histamine2 rec
to the lowest effective dos
The main identiflable risk associated with reducing or discontinuing

Gastroenterological Association

ve Things Physicians

and Platients Should Question

patients with gastroesophageal

cid suppression therapy (proton
ptor antagonists) should be titrated
d to achieve therapeutic goals

decision regarding the need for (and dosage ofj maintenanc therap,
of Iife rather than as a disease control maasure.

Do not repeat colorectal cancer s
after a high-quality colonoscopy i

A sereening colonascopy every 10 years ks the recommended ntorval
years. Published studies indicate the nisk of cancer s low for 10 years
Therefare, following a high-quality colonoscopy with normal results th
nomal colonoscopy.

Do not repeat colonoscopy for at
have one or two small (< 1 cm) adq
grade dysplasia, completely remo

The timing of  follow-up survelliance colonoscopy should be determl
based (published) guidelines provide recommendations that patients:
‘survelllance colonoscopy five to 10 years afier Initial polypectomy. “T!
{such as prior colonoscopy findings, family history, and the preference

For a patient who is diaghosed wi
undergone a second endoscopy t
on biopsy, a follow-up surveillanc
performed in less than three year

In patients with Bamrett's esophagus without dysplasia (ceflular changy
‘exam the esophagus and check for dysplasia no more often than ever

For a patient with functional abdd
IIl criteria) computed tomography
unless there is a major change in

‘There Is a small. but measurable Increase In ona's cancer nsk from x-ray
— equivalent to three years of natural background radiation. Due to thi]
when they are likely to provide useful information that changes patient §

therapy Is an Increased It follows that the
s drnven by the impact of those residual symptoms on the patient's qualty

reening (by any method) for 10 years
negative in average-risk individuals.

for aduits without Increased sk for colorectal cancer, baginning at age 50
fter a high-quality colonoscopy fails to detect neoplasia in this population.
next Interval for any colorectal screening should be 10 years following that

east five years for patients who
nomatous polyps, without high-
ved via a high-quality colonoscopy.

ied based on the resuits of a previous high-quality colonoscopy. Evidence-

pith one or two small tubular adenomas with low grade dysplasia have
prectse timing within this Interval should be based on ofer clinical factors
of the patient and Judgment of the physiclan).”

h Barrett’s esophagus, who has

at confirms the absence of dysplasia
examination should not be

as per published guidelines.

¥s) the nisk of cancer s very low. In these patients, 1t 1s appropriate and safe to
thrae years because If theso cellular changes occur, thoy da so very slowly.

minal pain syndrome (as per ROME
(CT) scans should not be repeated
tlinical findings or symptoms.

exposure. An abdominal CT scan Is one of the higher radiation expasure x-rays

sk and the high costs of this procedure, CT scans should be performed orly
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