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The Health Challenge

What we are facing
 Poor health status nationally – getting worse
 High medical care costs nationally – increasing
 An aging population

2010 Leading Causes of Death
in the United States
1.

Heart disease

2.

Cancer

3.

Lower respiratory diseases

4.

Stroke and related diseases

5.

Accidents

6.

Alzheimer’s disease

7.

Diabetes

8.

Kidney diseases

9.

Influenza, pneumonia

10.

Suicide
CDC.gov

1O most costly medical conditions

Condition
Heart disease

National
Cost
$90.9 B

Cancer

71.4

Trauma-related

67.3

Mental disorders

59.9

Osteoarthritis

56.2

Hypertension

47.3

Diabetes

45.5

COPD, Asthma

44.5

Hyperlipidemia

38.5

Back problems

34.6

Soni, A. Top 10 Most Costly Conditions among Men and Women, 2008: Statistical Brief #331.
July 2011. AHRQ,. http://www.meps.ahrq.gov/mepsweb/data_files/publications/st331/stat331.pdf

Underlying Causes of Death,
U.S. 2000
18.1%

Smoking

15.2%

Poor Diet and Physical Activity

3.5%

Alcohol Consumption
Infectious Agents

3.1%
2.3%

Pollution/Toxic

1.8%

Motor Vehicles

1.2%

Firearms
Sexual Behavior

0.8%

Illicit Drug Use

0.7%
0%

5%

10%

15%

Source: Mokdad A, Marks JS, Stroup DE, Gerberding JL. Actual causes of death in the United
States. JAMA 2004; 291(10):1238-1245. Correction published JAMA 2005; 293(3): 293-294.
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Kansas 2012
OVERALL RANKING:
Kansas is 24th this year It was 25th in 2011
Strengths:
Low prevalence of binge drinking
Low prevalence of low birthweight
High rate of high school graduation
Challenges:
Low per capita public health funding
Limited availability of primary care physicians
High occupational fatalities rate

Kansas 2012
Highlights:
Kansas has one of the highest obesity rates in the U.S., with more than
630,000 obese adults.


In the past 5 years, the rate of preventable hospitalizations decreased
from 80.8 to 66.8 discharges per 1,000 Medicare enrollees.


In the past 5 years public health funding increased from $37 to $45 per
person.


Ten years ago, 13.6 percent of persons under age 18 lived in poverty;
today it is 21.1 percent.


The rate of deaths from cardiovascular disease declined in the last 10
years from 321.1 to 260.3 deaths per 100,000 population.


Kansas 2012
Health Disparities:
In Kansas, sedentary lifestyle is more prevalent among Hispanics at 34.1
percent than non-Hispanic blacks at 26.5 percent and non-Hispanic whites at
22.8 percent;


Smoking is more prevalent among non-Hispanic blacks at 23.6 percent
than Hispanics at 17.1 percent and non-Hispanic whites at 16.9 percent; and




Obesity is more prevalent among non-Hispanic blacks at 39.4 percent

than non-Hispanic whites at 28.9 percent.

Our Health Care System?

“an expensive plethora of uncoordinated,
unlinked, economically segregated, operationally
limited microsystems each performing in ways
that too often lead to suboptimal performance”
(Halvorson, 2007)

The Problem - Restated


The U.S. health care system is expensive, yet not as effective as it
should be.



For all that we spend, U.S. health outcomes lag behind those of other
countries that spend less.



We have a back-loaded system: we spend on treating diseases but don’t
invest resources to prevent.



Access to the medical care system varies greatly



And we have created a system which artificially separates mental and
physical health.



The result? Diseases develop, illnesses worsen, and people die
prematurely.

Current Depression Among Adults --United States, 2006 and 2008


Behavioral Risk Factor Surveillance System (BRFSS) survey data from 2006 and
2008.


9.0% met the criteria for current depression



Including 3.4% who met the criteria for major depression



The prevalence increased with age, from 2.8% among persons aged 18--24 years to
4.6% among persons aged 45--64 years.



Women were significantly more likely than men to report major depression (4.0%
versus 2.7%),



As were persons without health insurance coverage compared with those with
coverage (5.9% versus 2.9%), persons previously married (6.6%) or never married
(4.1%) compared with those currently married (2.2%), and persons unable to work
(22.2%) or unemployed (9.8%) compared with homemakers and students (3.0%),
persons employed (2.0%), and retired persons (1.6%)

MMWR, 59(38);1229-1235

Current Depression Among Adults --United States, 2006 and 2008


Non-Hispanic blacks (4.0%), Hispanics (4.0%), and non-Hispanic
persons of other races (4.3%) were significantly more likely to report
major depression than non-Hispanic whites (3.1%).



Persons with less than a high school diploma (6.7%) and high school
graduates (4.0%) were more likely to report major depression than
those with at least some college (2.5%).



Patterns of prevalence for "other depression" generally were similar to
those for major depression, with some notable exceptions. Among age
groups, "other depression" was highest (8.1%) among persons aged 18-24 years.
MMWR, 59(38);1229-1235

Health Disparities and Health Equity
 Health disparities - differences in the incidence and

prevalence of health conditions and health status between
groups.
 Health equity - when everyone has the opportunity to

“attain their full health potential” and no one is
“disadvantaged from achieving this potential because of
their social position or other socially determined
circumstance.”

Brennan Ramirez LK, Baker EA, Metzler M. Promoting Health Equity: A Resource to Help Communities Address Social Determinants of Health.
Atlanta: U.S. Department of Health and Human Services, Centers for Disease Control and Prevention; 2008.

Health Disparities
 Racial and ethnic minority populations are less likely

to receive a variety of medical services, from routine
procedures to appropriate cardiac medications and
bypass surgery.
 MORE likely to have limb amputations as a result of

diabetes and experience a lower quality of health
services overall.
 Findings held even when controlling for insurance

status, income, age and education level.

Behavioral Health Disparities



poor doctor patient communication (DPC)



persistent stigma around issues of mental illness



Racial and ethnic minority populations initiate medication
treatment at a much lower rate than whites


Low use of anti-depressant medication



more likely to discontinue their treatment without
consulting their physician

What Factors Contribute to Racial and Ethnic
Health Disparities


Socioeconomic status



Residential segregation and environmental living conditions



Occupational risks/exposures



Health risk and health seeking behavior



Differences in access to care



Differences in health care quality
Smedley, 7/21/09

Relationship between Social Determinants and
Mortality (2000)

Galea et al, Estimated Deaths Attributable to Social Factors in the United States ,
AJPH, August 2011, Vol 101, No. 8.

Place Matters
Neighborhood Effects on the Long-Term Well-Being of Low-Income Adults
Moving from a high-poverty to lower-poverty neighborhood leads to long-

term (10- to 15-year) improvements in adult physical and mental health and
subjective well-being, despite not affecting economic self-sufficiency.


Lower levels of obesity, diabetes, and depression

A decline in neighborhood poverty (13 percentage points) increases

subjective well-being by an amount equal to the gap in subjective well-being
between people whose annual incomes differ by $13,000—a large amount
given that the average control group income is $20,000.

Source: Ludwig, et al, Science 21 September 2012

Personal Choice or Healthy Food Accessibility?
 Low income areas have 1/3 fewer grocery stores than higher income

neighborhoods.
 Corner stores and gas stations typically charge 1½ times the price of similar items

in grocery stores.
 Not having automobile or adequate public transportation can reduce access to

affordable, healthy food.
 Less expensive foods are often high in calories and fat.
 Limited time and knowledge of food preparation can increase demand and

consumption of prepackaged or processed foods.

Community Health and Food Access: The Local Government Role; http://icma.org/activeliving

Projected Population (census.gov)

2000

2010

2020

2030

2040

2050

Total Pop

282 M

309 M

336 M

364 M

392 M

420 M

White

69.4%

65.1%

61.3%

57.5%

53.7%

50.1%

Hispanic

12.6%

15.5%

17.8%

20.1%

22.3%

24.4%

Black

12.7%

13.1%

13.5%

13.9%

14.3%

14.6%

Asian

3.8%

4.6%

5.4%

6.2%

7.1%

8.0%

National High School Graduation Rates,
2007 - 2008

Robert Stillwell
National Center for Education Statistics
http://nces.ed.gov.

Education: The Greatest
Predictor of Longevity
 Lower education = unhealthy behaviors
 Lower education = higher death rate
 < 12 years of education: 615.6 deaths per 100,000

for adults 18-65
 >13 years of education: 207.9 deaths per 100,000

for adults 18-65

CDC National Center for Health Statistics, Vital Statistics Vol. 53, #5, Deaths, 2002

Age adjusted death rates among 25-64 year olds
(per 100,000) by educational attainment (2005)

All causes

<12 years

12 years

13 or more

Both sexes

650

478

206

male

821

606

249

female

472

352

165

CDC

Income and Unemployment by Education Level,
2010
Education attained

Median weekly earnings

Unemployment rate

Less than high school

$444

14.9%

High school

$626

10.3%

College, no degree

$712

9.2%

Associate degree

$767

7.0%

Bachelor’s degree

$1038

5.4%

Master’s degree

$1272

4.0%

Doctoral degree

$1550

1.9%

Professional degree

$1610

2.4%

Note: Data are 2010 annual averages for persons age 25 and over. Earnings are for full-time wage
and salary workers
.Source: Bureau of Labor Statistics, Current Population Survey.

Health literacy
“The degree to which individuals have the capacity to
obtain, process, and understand basic health
information and services needed to make ‘informed’
health choices.”

Adapted from Healthy People 2010

Is quality of life correlated
with health literacy ?
Higher health literacy is correlated with lower mortality rates
Definition: Levels of Health Literacy

50%

Mortality Rates by Health Literacy Levels
39.4%

40%

20%

Adequate – understands most reading
tasks; misreads only complex
information.
Marginal – sometimes misreads
instructions and dosages and has
difficulty with complex information.

10%

Inadequate – often misreads Rx
instructions and appointment slips.

Mortality Rate

28.7%
30%
18.9%

0%

Inadequate

Marginal

Adequate

Literacy Level
Note: Based on 3,260 Medicare managed-care who were interviewed in 1997 to determine their demographic characteristics, chronic conditions, self-reported physical
and mental health, and health behaviors. Participants also completed the shortened version of the Test of Functional Health Literacy in Adults (S-TOFHLA) that included
two reading passages and four numeracy items to assess comprehension of hospital forms and labeled prescription vials that contained numerical information. Main
outcome measures included all-cause and cause specific (cardiovascular, cancer and other) mortality using data from the National Death Index through 2003.
Source: Baker, DW., et al. (2007) Health Literacy and Mortality Among Elderly Persons. Archives of Internal Medicine 167(14):1503-1509
Copyright © 2007 American Medical Association. All rights reserved.

Populations at risk for low health literacy


Elderly (age 65+) - Two thirds of U.S. adults age 60 and over have
inadequate or marginal literacy skills, and cannot read or understand
basic materials such as prescription labels.



“Minority” populations



Immigrant, non-English speaking populations



Low income - Approximately half of Medicare/Medicaid recipients read
below the fifth-grade .



People with chronic mental and/or physical health conditions



Low educational attainment

Skills Needed for Health Literacy
 evaluating information for credibility and quality
 analyzing relative risks and benefits

 calculating dosages
 interpreting test results
 locating health information
 knowing how to negotiate and navigate
 appreciating that advertising is marketing (not education)
(nnlm.gov)

Lack of English fluency is an
independent predictor of


poor control of chronic disease



poor quality of primary care,



an absence of a source of care



lack of continuity



lack of patient satisfaction



poor quality patient education and understanding of their disorder



reduced health care use

Other factors that affect access for immigrants and
minority populations


Limited health literacy



geographic inaccessibility



lack of medical insurance



citizenship status



level of acculturation



duration of residence in the U.S.

Cultural competence
 understanding the cultural and historical

experiences of different groups' and
 examining how patient characteristics

influence the utilization of services:


socioeconomic status



ethnicity



health beliefs



attitudes



accessibility to medical care

Chronic disease may lead to depression
Chronic
disease

Increased
depression
and anxiety

Increased risk of
complications,
higher medical
costs

Additional
impairment
in
functioning

Poor
adherence

Increased
perception
of
symptoms

Depression increases risk for chronic disease

Chronic
disease

Depression

Early onset of
diabetes, heart
disease and
other physical
illnesses

Prevalence of psychiatric disorders in low-income
primary care patients
Psychiatric disorder

General Primary
care population

Low-income
patients

At least one psychiatric disorder

28%

51%

Mood disorder

16%

33%

Anxiety disorder

11%

36%

Alcohol abuse

7%

17%

Eating disorder

7%

10%

*35% of patients with a psychiatric diagnosis saw their PCP in the past 3 months.
Mauksch, L. B., et al. (2001). Mental illness, functional
impairment, and patient preferences for collaborative care
in an uninsured, primary care population. Journal of Family
Practice, 50(1), 41-47.

Primary care as the de facto
mental health system


lack of access to mental health specialists



income and insurance issues



stigma surrounding mental illness



trust of the relationship with the family physician

Behavioral Health home for primary care?
 Improved access to primary care services;
 Improved prevention, early identification, and

intervention to reduce the incidence of serious
physical illnesses, including chronic disease;
 Increased availability of integrated, holistic care for

physical and behavioral disorders; and
 Better overall health status of clients.

SAMHSA PBHCI

Why integrate?
Silos of Care

Primary
Care

Psychiatry

Clinical
Social Work
&
Psychology

Social
Services

Community
Based
Services

Unutzer, 2009

There’s No Place Like
[a healthcare] Home

Integrated Health Care

Patient:

 Understands the diagnosis
 Chooses treatment in consultation with

provider(s):
 e.g., medications and / or brief
psychotherapy

Primary care provider (PCP):

 Initiates treatment
 prescribes medications
 Works collaboratively with team

+ Care Manager
+ Consulting Psychiatrist
Unützer et al, Med Care 2001; 39(8):785-99

Integrated Models of Behavioral Health in
Primary Care
 IMPACT (Improving Mood – Providing Access to

Collaborative Treatment)
 Cherokee Health Systems
 DIAMOND (Depression Improvement Across

Minnesota Offering a New Direction)
 Macarthur Initiative on Depression & Primary Care

Toolkit

The Evidence Base
Meta analysis by Gilbody, et al (Archives of Internal Medicine, 2006)

- 37 trials of collaborative care for depression in primary care (US and Europe)

- integrated care consistently more effective than usual care
- successful programs include certain essential elements:
- active care management (not case management)
- support of medication management in primary care
- psychiatric consultation

Models Integrating Substance Use Treatment into
Primary Care
 SBIRT
 Brief intervention: Screening and Assessment
 Brief intervention: Motivational Interviewing
 Brief intervention: Relapse prevention
 Medications
 Referrals and Resources

Behavioral Health Homes for People with
Mental Health Conditions
 The Primary Care Access, Referral, and Evaluation

(PCARE) study:
 Patients with Severe mental Illness
 Care managers provided communication and advocacy

with medical providers
 Health education
 Support in overcoming system level fragmentation and

barriers to primary care

Person-Centered Healthcare Homes
 aka: Patient-Centered Medical Home (PCMH)
 Frequently referenced in the Patient Protection and

Affordable Care Act
 A team-based clinical approach that includes the

consumer, his or her providers, and family members,
when appropriate.
 This approach centralizes care management and

supports individuals as they work toward selfmanagement goals.

Patient Centered Primary Care Homes:
Core Attributes (Oregon office for Health Policy and Research, 2010)

Mauer, B. J. (2010). Patient Centered Medical Homes: Caring for the
Whole Person. National Council Magazine, 2010(2), 64-66.

The medical home model's clinical and economic potential is promising, however the
precise features of an optimally successful program are somewhat elusive.

Deloitte's research further indicates the following:



With significant investment, the PCMH yields results.



Physician adoption is a major challenge.



Health Care information technology (HIT) is the essential
front-end investment.



One size does not fit all.



Access to an adequate supply of primary care service
providers is an issue.



Incentives must be aligned and realistic.
Keckley, P. H., Hoffman, M., & Underwood, H. R. (2010). Medical Home 2.0:
The Present, the Future. Washington, D.C.: Deloitte Center for Health
Solutions.

National Committee for Quality Assurance (NCQA)

PCMH Standards
1.

Enhance Access and Continuity: Accommodate patients’ needs with access and advice
during and after hours, give patients and their families information about their medical
home and provide patients with team-based care

2.

Identify and Manage Patient Populations: Collect and use data for population
management

3.

Plan and Manage Care: Use evidence-based guidelines for preventive, acute and chronic
care management, including medication management

4.

Provide Self-Care Support and Community Resources: Assist patients and their families
in self-care management with information, tools and resources

5.

Track and Coordinate Care: Track and coordinate tests, referrals and transitions of care

6.

Measure and Improve Performance: Use performance and patient experience data for
continuous quality improvement

NCQA Standards
 Standard 1A: Access During Office Hours
 Standard 2D: Using Data for Population

Management

 Standard 3C: Care Management
 Standard 4A: Self-Care Process
 Standard 5B: Referral Tracking and Follow-Up

 Standard 6C: Implement Continuous Quality

Improvement Process

 Federal health legislation may very well trigger dramatic

changes in how health and mental health services are
organized.
 These policy changes create the opportunity to move

forward in addressing the healthcare needs of all Americans
including persons with mental illness.
 Which will change the way mental health services are

funded and delivered.



Mental illness and substance abuse are chronic diseases.



Integrating mental health into primary care practices results in better quality and
outcomes.



Care Managers can fill multiple roles in an integrated care practice.



Incentives can make integration a reality.



Efforts must focus on the specific needs of populations who prefer treatment from
their primary care physician and for whom disparities in behavioral health care
currently prohibit access and result in poorer quality of care.



Of absolute importance is a culturally competent, patient-centered framework that
adequately addresses barriers.

Additional resources


PCARE

http://www.thenationalcouncil.org/galleries/businesspractice%20files/PCARE%20Journal%20Article.pdf


Patient-centered Primary Care Collaborative:

http://www.pcpcc.net/


NCQA PCMH

http://www.ncqa.org


The Kaiser Foundation Health Reform Source:

http://healthreform.kff.org/


Enhancing the Delivery of Healthcare: Eliminating Disparities through
a Culturally and Linguistically Centered Integrated Healthcare
Approach

http://www.hogg.utexas.edu/uploads/documents/FinalReport%20ConsensusStatementsRecommendations.pdf

And we’re off . . .

