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Multi-Stakeholder Consensus on 4 Ethical Obligations

niversal

| Every member of society must have an adequate array of
core health care benefits

ustainable
| The health care system must be sustainable

ccountable

| The health care system must ensure that its stakeholders
have clear responsibilities for which they are accountable

| The contents and limits of health care benefits must be
established through an ethical process




The Elephant in the Room:

I'm right there in the room, and no one

even acknowledges me.”

The Quality of Care
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2003
The First National Report Card on

Quality of Health Care in America

Key findings:

¢ Overadll, adults received about half of
recommended care.

* The level of performance was similar for

chronic, acute, and preventive care.

* Quality of care varied substantially by

condition.

Elizabeth A.McGlynn
Associate Director, RAND Health

¢ Performance was also similar in each of
the metropolitan areas studied.

* No community had consistently the best or
worst quality.




Rating the U.S. Health System

Long, Healthy & Productive Lives
Quality
Access
Efficiency
Equity

OVERALL SCORE

0 100

Source: Commonwealth Fund National Scorecard on U.S. Health System Performance, 2006.




EXHIBIT 3
Percentage Decline In Mortality From Amenable Causes And Other Causes Of Death
Among Males Ages 0-74 In Nineteen Countries From 1997-98 To 2002-03

B Amenable causes

Other causes
Austria
Ireland
Norway
UK
Australia
Finland
Portugal
NZ
Italy
Neth.
Germany
France
Sweden
Canada
Denmark
Japan
Spain
Greece
us

10 15
Percent decline in mortality

OURCE: Authors’ calculations based on data from the World Health Organization mortality database.
NOTE: Denmark: 2000-02; Sweden: 2001-02; Italy, US: 2002.

Ellen Nolte and C. Martin McKee,
Measuring The Health Of Nations: Updating An Earlier Analysis,
Health Affairs, Vol 27, Issue 1,38

Copyright ©2008 by Project HOPE, all rights reserved.



How Does the Quality of U.S. Health Care Compare
Internationally?

Timely Analysis of Inmediate Health Policy Issues

August 2009

Elizabeth Docteur and Robert A. Berenson
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information available on technical
guality and related aspects of health
system performance is a mixed bag,
with the United States doing relatively
well in some areas such as cancer
care? and less well in others such as
mortality from conditions amenable to
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the findings from studies showing that
U.S. health care is not clearly superior to
that received by Canadians, and that in
some respects Canadian care has been
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Incompetence is Not the Problem

7-23 O Jim Ungen'dst by Unitad Media, 2002

“Your pulse is very, very weak!”




Age-Adjusted Mortality Rates per 100,000 Persons by

Race/Ethnicity for 3 Health Focus Areas: U.S., 2005 Mortality Amenable to Health Care by Race,
National Average and State Variation
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* Age-standardized deaths before age 75 from select causes; includes ischemic heart disease
Note: Top 5 states refer to states with smallest gap between national average and black.
Bottom 5 states refer to states with largest gap between national average and black.
DATA: Analysis of 2002 CDC Multiple Cause-of-Death data files using Nolte and McKee
SOURCE: Commonwealth Fund State Scorecard on Health System Performance, 2007

ethadology, BMJ 2003,

Figure 4

Fair or Poor Health,
by Race/Ethnicity, 2004

Percent with fair or poor health
20%

White Hispanic Afi ] American  Twoor
(Non-Hispanic) American Only* Indian/Alaska More
(Non-Hispanic) Native Races

NOTES: Respondents assessed their health status as excellent, very good, good, fair, or poor. *The sample
size for Native Hawaiian/Pacific |slander was not large enough for reliable estim: 3

DATA: National Center for Health Statistics, National Health Interview Survey, 2004

SOURCE: Health, United States, 2006, Table 60.




Of all the forms of
Inequality, injustice In
health is the most
shocking and the most
Inhuman.

Rev Martin Luther King, Jr., Chicago, March 25, 1966




2006
National
Healthcare
Disparities

2006 National Healthcare Disparities Report—At A Glance

For most core quality measures, Blacks (73%), Hispanics (77%), and poor
people (71%) received worse quality care than their reference groups. For most
measures for poor people (67%), disparities were increasing, for most measures
for minorities, significant changes in disparities were not observed.

Increasing disparities were especially prevalent in chronic disease management.
Compared to their reference groups—

Blacks had 90% more lower extremity amputations for diabetes.

Asians were restrained in nursing homes 46% more often.

American Indians and Alaska Natives were hospitalized from home health
care 15% more often.

Hispanics had 63% more pediatric asthma hospitalizations.
Poor people were 37% less likely to receive recommended diabetes care.

All of these disparities were increasing over time. However, better and
improving quality was also observed for at least 1 measure for eve rv population.

For most core access measures, Hispanics (83%) and poor people (100%) had
worse access to care than their reference groups. Disparities were increasing for
most measures for Hispanics (80%) and poor people (60%).

Better access was only observed for Asians compared with Whites, although
improving access was observed for at least 1 measure for eve ry population.



Demographics

Culture
C ost
Poverty
AcCCess
Language
Race

Ethnicity




Poverty Rate by
Race/Ethnicity, U.S. (2008)
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