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Global Magnitude of Chronic
Disease Challenge

B Chronic diseases often go
ignored because they are not
as dramatic as infectious
diseases

More people die every year
from cardiovascular disease
than AIDS, tuberculosis and
malaria combined?*

Chronic diseases account for
60% of glehalldeaths new and
will'acecount for abeut 75% of
all deaths by 20207

*\World Health Organization




i Chronic Conditions in the U.S.
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Health Highlights: May 28, 2008 of chronic conditions
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T — Nearly four in 10 Americans
[ e between 18 and 34 had at least
@ Fat a5, s e Lot O e 10 one chronic condition, as did nine
T —— < off every 10 aged 65 andl elder

H About 77%, of Americans aged 65
and older had twoe or more
chrenic conditions, and about
14956 of those: 18 tor 34 hadl two: or
more conditions

AHRQ News & Numbers
Medical Expenditure Panel Survey (MEPS)
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Disparities and the
Overall Quality of Care

Relationship Between Quality of Care and
Racial Disparities in Medicare Health Plans
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One In Four Americans Has
Multiple Chronic Conditions

In 2004,
26% of all
Americans
had two or
more
chronic
conditions
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Medicall Expenditure: Panel Suvey (MEPS)) 2004




N Nine of the Top 10 Highest-Cost
gid Conditions are Chronic in Nature

(% In Billions: Chronic conditions listed in bold type)

B Heart Disease ($76) B Hypertension ($42)
Trauma ($72) B Diabetes ($34)
Cancer ($70) B Osteoarthritis ($34)
Mental Disorders ($56) B Back Problems ($32)

Pulmonary Conditions M Kidney Disease ($31)
($54)

Center for Einancing), Access and Cest Trends, Agency. for Healthcane Research and Quality:
Medical Expenditure Panel Survey, 2005




Health Care Spending
on Chronic Conditions

Health Care
Spending for
People without
Chronic Conditions

Health Care
Spending| fior
Peeple with
Chrenic Conditiens

Viedical Expenditure Panel Suwey (MEPS) 2004




Change Drives Progress

40.2 million cases of chronic conditions can be avoided and $1.1 trillion
can be saved in 2023 by making reasonable improvements in preventing
and managing chronic disease

Number of cases in 2023 (Thousands) % Cases avoided if

Mental Disorders [AI0OReNI0 ////ﬁ 5,753 glternative path

Is taken
Stroke 2 2,538/ 589

Heart Disease [ETpe: W 0,354
Hypertension, [ W 0,561
Disbetes JECCNE 2791
SR 55,517 _ @hooi
NN 14,122 é?,oeso
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An Unhealthy America: The Econemic Burden off Chronic Disease Milken Institute Octeler 2007




Challenges in Addressing
Multiple Conditions

Interactions
between illnesses

Multiple Interactions between
medications treatments

Multiple providers Tension between
therapeutic goals




Knowledge Transfer:
Elder Learning Networks

AHRQ/AOA/CDC: sponsor two Evidence-based Disability
and Disease Prevention Learning Networks -2006 & 07/8

Elders Learning Networks I/ll — Florida, Maine, Michigan,
Rhode Island, South Carolina, Vermont, lllinois, Maryland,
Massachusetts, New Jersey, Ohio

To facilitate clinical and community linkages for chronic
disease management

GOAL: To proevide evidence-based research/toels and
pPeer-te-peer learning to keep elders healthy: in community.

o support coalition bullding ameng| clinical, public health
and community. erganizations




HHS Hispanic Elders
Learning Network

B Eight communities with large
Hispanic elder populations
— NYC, Miami, Chicago, Houston,

San Antonio, Lower Rio Grande
Valley, L.A., San Diego

B Teams develop community
partnerships to target health
disparities among Hispanic elders gl

AHRQ, AOA, CDC, HRSA and
CMS partnership provides
evidence-hased research and
100]S; Promoies peer-te-peer
leaming

Community fecus 6/ chronic
disease, e.g. diaketes




Care for Patients with
Multiple Chronic Conditions

AHRQ Ambulatory Safety and Quality Program (ASQ)

B RxSafe: Shared Medication Management and
Decision Support for Rural Clinicians — Oregon
Health & Science University

— Oregon Health & Science University Is using previously.
developed technology to support shared medication
management for persens with chrenic conditions

— Type ofi Health/I'T: Clinical/Operational Decision Support
(provider-fecused)

Estimated Total Funding: $1.2 million
Project Start — Sept. 30, 2007
Project End — Sept. 29, 2010




215t Century Health Care

Improving quality by promoting a culture of safety
through Value-Driven Health Care

Information-rich, patient-
focused enterprises

: : Information and
Evidence is \ evidence transform
continually refined 215t Century interactions from
as a by-product of Health Care reactive to
care delivery proactive (benefits
and harms)

Actionable infermation; available — to
clinicians AND patients — “just i time*




P Improving Quality Care

- i and Reducing Disparities

Improving Care Qualiu-mlu..-ing Disparitics - _GrOWing_ demands for i
Information about quality
and outcomes of care
offer an opportunity for
physicians to make sure
the quality enterprise:
Focuses on iImportant
patient outcomes

LDt e S, Incorpoerates the best
el science, and
“ Supplies practitioners with
Infermation needed o

provide superh care in a
timely fashion — every time

C. Clancy, Archives, of Intermall Medicine, June 9, 2008




2008 AHRQ Annual Conference

“Promoting Quality — Partnering for Change”

September 7-10, 2008
Bethesda North Marriott Convention Center Bethesda, MD

Sessions on topics including the following:
- Prevention/Care Management
- Patient Safety’ and Health I

- |Implementation of researnch findings Inte changes In
practice anal policy.

To Register: www.blsmeetings.net/2008ahrgannual




