Health Stewardship:

The Responsible Path to a Healthier Nation

Tl

s o 3ICA \
lividuals S e =y
rolefamiliesvits . ol
’Sternational resource ‘"tﬁi ; diet

hness improve health¢ imn ‘ne!]tj&ép

'g 3 healthier diet readlng |abe|sli’,’§;§{l‘{§ of he'

*CIOUS resource communities opportL
i

| o libei rotect
HpeRO

L ILh '
~tect healthyo rg an IzaES!’QSiIb?

@ system of care communi
ay,

v

oprovidame I en
‘1 I g *adv
) J

aglabe..
"Mr as

‘_4(".

ASPEN a publication of the
HEALTH aspen health stewardship project

STEWARDSHIP

PR®JECT the aspen institute




Health Stewardship:

The Responsible Path to a Healthier Nation

a publication of the
aspen health stewardship project

Elizabeth Olmsted Teisberg, Scott Wallace, Mark Ganz, Christine Todd Whitman
Joe Hogan, Robert Honigberg, Adam Bosworth, Donald Berwick

Delos Cosgrove, Craig Fuller, C. Martin Harris, James Hill

Michael Porter, Franklin Raines, Franmarie Kennedy

Noah Bartolucci, and Michelle McMurry

THE ASPEN | INSTITUTE

Health, Biomedical Science and Society Program
Michelle McMurry, M.D., Ph.D., Director
Washington, D.C.

2009



To purchase additional copies of this report,
please contact:

The Aspen Institute

Publications Office

P0. Box 222

109 Houghton Lab Lane

Queenstown, Maryland 21658

Phone: (410) 820-5326

Fax: (410) 827-9174

Email: publications@aspeninstitute.org

For all other inquiries, please contact:

The Aspen Institute

Health, Biomedical Science and Society Program
One Dupont Circle, NW

Suite 700

Washington, DC 20036

Phone: (202) 736-5827

Fax: (202) 467-0790

Michelle McMurry, M.D., Ph.D. Noah Bartolucci
Director Communications Director
[o,

Copyright © 2009 by The Aspen Institute

The Aspen Institute
One Dupont Circle, NW
Suite 700

Washington, DC 20036

Published in the United States of America in 2009
By The Aspen Institute

All rights reserved
Printed in the United States of America

ISBN: 0-89843-499-8
Inventory Number: 09-001



FOREWORD ....ooiiiiiiiiiiii i iv

INTRODUGCTION ..cooiiiiiiiitiiitei ittt sttt ettt 11
STEWARDSHIP: A UNIQUE PERSPECTIVE ON HEALTH REFORM ......... 15
AMERICAN ATTITUDES ON HEALTH STEWARDSHIP..........ccovviiiiinnennnens 21
THE LIMITS OF REFORM WITHOUT STEWARDSHIP...........cooviiiiiinninnnens 27
PURSUING VALUE THROUGH EARLY HEALTH MODELS.......ccoocovriiniinnn. 31
GOVERNMENT ROLES IN STEWARDSHIP .....cocooviimiiniiiinriennianiinseecienies 35
CONCLUSION ...ttt ettt ettt ettt ettt s ettt ettt ettt e 45
REFERENCES ...ttt ettt ettt ettt ettt ettt ettt 49
APPENDICES

The Aspen Health Stewardship Project Advisory Board...........ccccoveveiiciniinennnn 50

The Aspen Health Stewardship Project QUeStONNaITe ...........covevvevriveriniiiines 52

The Aspen Health Stewardship Coalition 71

ABOUT THE HEALTH BIOMEDICAL SCIENCE AND SOCIETY PROGRAM.... 72

iii



Foreword

n recent years, growing numbers of Americans have come to
understand that our nation’s approach to health care requires
fundamental changes. Sadly, many pcoplc have learned this the hard
way. More and more Americans have become sick over the past
decade as the rates of obesity and related chronic illnesses have risen.
Meanwhile, f:qually troubling, nf:arly 50 million Americans dont
have health insurance while millions more do but can't get the care
they need. Wich healch care costs rising, our cconomy faltering and
the health of the American people declining, many policymakers and
government leaders have concluded that what is unfolding is nothing

less than a catastrophe, albeit slow moving,

Recognizing the problem — and an opportunity to make progress
against it with the prospect of a new US. prcsident and federal
administration — the Aspen Institute established the Aspen Health
Stewardship Project in October 2007. Consistent with the Instituee’s
history and ideals, the project convened a bipartisan group of thought
leaders to help concentrate the national conversation on the root
problems of the country’s health care system and on making relaced
improvcmcnts that would be both smart and sustainable. Spccifically,
the group was charged to craft bipartisan principles that could inform
the development of any health reform proposal. The members also
were called upon to promote the principlcs and encourage their

adoption in the policymaking process.

The project has been chaired by Mark Ganz, president and CEO of
chcncc BlueCross BlueShield; Joe Hogan, former prcsidcnt and
CEO of GE Healthcare (now CEO of ABB); Elizabeth Olmsted
Tcisbcrg, tenured profcssor at the Univcrsity of Virginia Darden
School of Business and co-author of the book Redefining Health Care;
and Christine Todd Whitman, former governor of New Jcrscy and
founder of the Whitman Serategy Group.



After formulating the Aspen Health Stewardship Principles, the
group released them at an event held at the National Press Club in
Washington, D.C., on February 13,2008. In addition to the principles,
the project issued a series of backgrounders to support them along
with a questionnaire on health care reform that had been provided
to the presidcntial candidates. In the months that followed, Senators
Barack Obama, Hillary Rodham Clinton and John McCain all
complctcd the questionnaire and returned it to the Institute. The
project then commissioned Zogby International, one of the nation’s
leading public opinion research firms, to conduct a national poll on
healch stewardship and health care reform to compare the presidential
candidates’ questionnaire responses to the attitudes and concerns of
the American people. On May 14, 2008, the project held a public
briefing at the Russell Senate Office Building, where the candidates’
responses were released, along with tche po“ ﬁ'ndings, which showed
that the American people strongly agrccd with the Aspen Health
Stewardship Principles.

This report builds on the Aspen Health Stewardship Principles and
other insights from the meetings of the projectadvisory board. It secks to
suffuse health care reform with a long—tcrm perspective while ca“ing for
governmental leadership, individual initiative and immediate, sustained
action and coordination among providcrs, Cmploycrs, health plans and
communities. In short, it urges all stakeholders to play arolein hclping to

bring about a healthier America.

Acknowledgments

As we end the first phase of the Aspen Health Stewardship Project
and transition to new objcctivcs, I would like to express my dccpest
gratitude to those who helped lay its foundation and carry out its
work over the past 18 months. On behalf of the Aspcn Institute,
I'am pleased to acknowledge the contributions of several people

as fO“OWSZ

The co-chairs of our projcct were instrumental to its success. Mark
Ganz providcd the initial vision and critical, indispcnsablc guidancc on

numerous occasions, Cspecially during the projcct’s formative stages.



He has been a tireless advocate for the project from the outser. Gov.
Whitman offered crucial insights on how to navigate the political
realities associated with major reform, and on approaches for making
state-level improvements. Joe Hogan and Dr. Robert Honigberg of GE
Healthcare made countless valuable observations pertaining to the role
of medical technology and innovation. Robert also gencrously shared
his perspective as a physician many times and to the projects great
benefit. Professor Elizabeth Olmsted Tcisbcrg provided  essenial
insights on health care value and quality, themes at the very heart

of the projcct.

Elizabeth Tcisbcrg and Scott Wallace, former presidcnt and CEO of
the National Alliance for Health Information Technology, drafted the
initial versions of this report and helpcd us cxpand our discussion of
the stewardship principles. This report draws on Professor Teisberg’s
pathbrcaking work with Michael Porter, namcly their seminal book
Redefining Health Care. Many others have contributed to the report,
induding Noah Bartolucci and Franmaric Kennedy of the Aspen
Institute. In addition, the projcct adVisory board members have been

trcmendously generous in their time and contributions.

With regard to the advisory board, the projectitself would not have been
possiblc without the time, attention and overall support of the board
members. I thank cach of them for the countless hours they have poured
into our shared endeavor. The full listing of board members is providcd
at the end of the report. Special thanks go to board member Craig Fuller
who helpcd guidc the projectat pivotal moments, shared his experiences
with the political process and made sure we included thoughts on how

new interventions getto patients.

Of course, the project also would not have been possiblc were it not
for the generous support of the Orcgon Community Foundation. The
foundation took an carly interest in the project and Cncoumged our work
throughout. We also received support for our sccond-phasc launch event
from the Eli Lilly and Company Foundation and the Pharmaceutical

RCSC&I‘Ch and Manufacturcrs ofAmcrica, to whom we 3150 arc gratcful.

At cvery stagc OFtl’lC PI’OjCCt wce havc bCCl’l fortunatc to receive assistance

from dCdiC%lth SU.PPOI‘ECFS. | cannot adcquately thank KCH‘y Bamf:tt,

Vi



Jason Daughn and the rest of the Regence BlueCross BlueShicld team
for their considerable heip and great ideas as we carried out our work.
I also am happy to thank Christina Lisi and Nell McGarity of the
Glover Park Group for providing their assistance with our events at the
Senate and National Press Club. Thanks also to Seppideh Sami and
Lee Repasch, who provided rescarch support for the project; to
Sharon Newsom and her colleagues at i3 graphic design for the report
production; to John Zogby and his team at Zogby International for
conducting the poll that plays a key role in our findings: to the George
Washington Univcrsity health poiicy rescarch team led by Christine
Ferguson for their help in drafting the backgrounders to the stewardship
principles; and to Helen Benet-Goodman, Elizabeth, Jason and Robert
for their further rescarch on and editing of several of the backgrounders.
Among many other resources, we have drawn on the backgrounders in

preparing this report.

Finally, I thank my staff and colleagues at the Aspen Institute for their
many contributions to the project. Noah Bartolucci, Alison Drone,
Ty Harris, Franmarie Kcnncdy, and Eleanor “Tcddy” Weiss of my staff
supportcd the project — in ways too numcrous to mention — with
great devotion, demonstrated teamwork and innovative spirit. [ also
am pleased to thank the Insticute’s communications deparement, led
by Jim Spicgciman, for increasing the Visibility of our work. In a related
expression of thanks, I am grateful to Jean Morra and Alexa Law for
their assistance with our Web presence. I also would like to thank Elliot
Gerson and Peter Reiling for their leadership of the policy programs
at the Institute, and ours, in particuiar. Last, I chank Walter Isaacson for
leading the Institute and for giving our project not only his guidance but

also his staunch and ioyai backing.

Michelle McMurry, M.D., Ph.D.

Director

Aspen Health Stewardship Project

Health, Biomedical Science and Socicty Program
\X/ashington, DC.

March 2009

vii






Health Stewardship:

The Responsible Path to a Healthier Nation

Elizabeth Olmsted Teisberg, Scott Wallace, Mark Ganz, Christine Todd Whitman
Joe Hogan, Robert Honigberg, Adam Bosworth, Donald Berwick

Delos Cosgrove, Craig Fuller, C. Martin Harris, James Hill

Michael Porter, Franklin Raines, Franmarie Kennedy

Noah Bartolucci, and Michelle McMurry






he time has come for America to realize that healch is a national
resource to foster and grow, or squander and lose. Stewardship, the
carcful and responsible management of resources, can protect and
preserve the collective well-being of the American people. Every
person, organization and community has a role to play. We must
become better stewards of our health and take bold steps to safeguard
this vital resource, which, across our nation, is becoming increasingly
scarce. At chis critical juncture, with the health status of the American
people faltering and our national economy likewise growing anemic,
there could be no more crucial moment to implement health
stewardship. We must work on many fronts to improve our system of

carc and what it returns to us. \X/C must bccomc a hcalthicr nation.‘

Improving the health of all Americans is nothing less than an
cconomic priority. Our country must have a hcalthy workforce to
enable productivity and maintain its standing in the world. Healch
care spcnding has a dramatic impact on every sector of the cconomy,
and in a service-based cconomy like ours, the consequences of misuse
can be Cspecially pronounccd. In these precarious times, a dollar spent
inc:fficicntly in health care is not just a missed opportunity for better

health. Itis also a dollar denied to other critical national goals.

But our challcngc is much broader than wise use of moncy. Health
is incxtricabiy linked to our quaiity of life and overall stabiiity. Ie
undergirds the energy and richness of our everyday experiences. To
be sure, itis a precious resource for individuals, families, communities,
and the nation. Yer, despite its importance, the health of the American
pcople is declining.l We must rcspond with Vigilancc to the gradual
dcplction of this resource, our efforts rooted in a clear understanding

of what causes it.

Sadly, many Americans do not have the opportunity or information
to take charge of their own health, diminishing their quality of life
and producing a ripplc effect throughout socicty.3 Behavioral choices
are but one of the social determinants of individual health. Other

strong influences include education, housing, and income level
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But behavioral choices cannot be ignored, especially in view of the
fact that even small ones can have a powerful effect on personal and
population health. Everyone can do better, whether doing better
means cxcrcising more frequently, eating a healchier diet, rcading the
labels on one’s medications or asking onc’s doctors questions about
the treatments they prescribe. As a country, we should do more to
empower individuals and provide meaningful choices. In the pursuic

ofhcalth, CaCh O{:U.S must fC&liZC W¢ arc our own bCSt advocatc.

Our health care system, too, is broken in fundamental ways,
notwithstanding the fact that it employs the best technology in
modern medicine and has the treasure of a dedicated workforce.
Among the problems: its errors are untenable, its uneven quality
intolerable, ics inefficicncy inexcusable, and its cost increases
unsustainable. Astoundingly, our system works against itself by
focusing on acute treatment rather than on prevention and wellness.
Routine and acute care, as well as chronic discase management, are
inaccessible not only to the nearly 50 million Americans without
insurance but also to millions with it.> ¢ Health insurance no longer
ensures access to needed care. The care delivered lacks coordination
and varies wildly in quality.”* Hindered by outdated management and
information systems — and overwhelmed by patientload and red tape
— health care providers assume the care they render is good enough,
and yet they at times lack access to or ignorc lessons from clinical

evidence, scientific innovation and quality improvement.

For their part, business and government leaders too often ignore
the health consequences of their decisions, cxacerbating healch
challenges confronting the country. For instance, when deciding
whether to serve processed foods or more nutritious school lunches
that may require slightly higher labor costs to prepare.” or whether to
sell a parcel of land for retail devclopment or to build a park, decision
makers frequently fail to consider whether their choices will foster
or harm healch. Such decisions can be difficult, but we should bear
in mind that every choice we make brings us closer to, or moves us

further ﬁ‘om, our lOﬂg—tC[lﬂ hcalth gO&lS.

[o
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The reform of our health care system is an urgent national priority.
lmplemcntation of rapid and mcaningful changc requires a reliable
compass for widespread action, cooperative effort and shared benefit.
Dcspite obvious failures, the discussion of healch challcngcs rarely
focuses on how to improve health or changc the systems of care
dclivcry. Instead, the national debate centers on how to cxpand
coverage in our overburdened system, on which groups should

CEECCt thC changc, and WhO ShOU.ld bear thC COSts.

Access for all is necessary but is not cnough to fix today’s problcms,
nor is it affordable under our current system. Simply pu, the current
debate fails to acknowlcdgc that health is a national resource and its
stewardship a shared responsibility. The existing preoccupations
with who is rcsponsiblc to bring about the needed changcs, and who
should pay for them, are distractions. They ignore the unique role of
healch in society and mask the systcm’s fundamental shortcomings,
such as its lack of support for preventive and carly stage treatment
of disease, its reliance on expensive care in emergency rooms,
and its endless battle to treat latc—stagc illnesses without effective

coordination or realistic strategics.

Better stcwardship can empower Americans and improve healch.
The stcwardship pcrspcctivc clarifies that good healch, and not
maintaining the status quo with cost reductions, is the primary goal
of reform. Cost reduction as the ultimate goal would imply that pain
killers and compassion could solve the health care challengc. Thcy
will not. Moreover, cost reduction as a singular goal assumes that
today’s health outcomes are good enough, if only they were achieved
at lower costs. But today’s healch care is not good cnough because it
fails to achieve good health overall and yields highly variable resules
among patients with similar medical conditions.!"” The American
pcople arc among the world’s factest.!! The United States lags behind
other developed nations in rates of infant mortality and overall life
expectancy, among other measures.”> " And disparitics in outcomes
among clinical facilities, geographic locations, ethnicities, and gender

of‘paticnts point to an urgent need for improvemcnt.
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While cost reductions won't fix the system, neither will cost increases
without fundamental improvements in health care. As stewards, we
must demand greater value for our health care dollar — better health
for what we spend. We can achieve this goal through improvements
in the organization, delivery and quality of care. A highly effective
system of care is coherent, compassionate, collaborative and centered
on patients, and results in a high-quality product. We deserve nothing

lCSS. Aﬂd, no matter Wl’lO pays {:O[ hcalth care, \VhCﬂ Value and dclivcry

“PROTECTING AND
PROMOTING HEALTH
AND WELLNESS

IN THIS NATION

IS A SHARED
RESPONSIBILITY
AMONG INDIVIDUALS
AND FAMILIES,
SCHOOL SYSTEMS,
EMPLOYERS, THE
MEDICAL AND PUBLIC
HEALTH WORKFORCE,
AND FEDERAL AND
STATE AND LOCAL
GOVERNMENTS.”
-PRESIDENT OBAMA™

of care improve, the nation can afford better quality
health care for more pcoplc. Such goa[s are intrinsic to

health stewardship.

Alas, resources are not unlimited, which makes the
objcctive of achicving greater value a fulcrum as we
seck to leverage improvements to the health care
system. Having limited resources also means that
the various stakcholders must be willing not only to
assume rcsponsibility but also to sacrifice on behalf of

the greater good.

Our nation can do better, and it must. But doing better —
reforming the health care system through implemcnting
health stewardship — will not be achieved by mandating
rcsponsibihty to one group or another. Similarly, playing
the blame game and ignoring our obligations won'
rcmcdy our present situation. Americans take great

pridc in the fact chat we like to solve problcms that other

nations walk away from; indeed, it is a part of our national idcntity.
Rising to the cha“cngc to improve Americas health, everyone must
own the solution. Individuals, families, schools and communities,
doctors and other care givers, health plans, supplicrs, cmploycrs, and
government organizations all have a role to play, With collaborative
effort, high resolve, and a focus on stcwardship, we can become a Vastly

healthier nation.

* All raised quotes in this report can be read in context in Appendix 1.

[o
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. Stewardship:

A Unique Perspective
On Health Reform

Stcwardship isa fundamcntally different approach to health reform.
Borrowed from the environmental movement, the concept calls for
Americans to value and manage our nation’s shared health resources in
the same sense that we seck to be good stewards of the environment.
It is an ethic that embodies shared rcsponsibiiity, individual initiative,
and cooperative pianning and management by providcrs, businesses,
communities and government, among other stakcholders. Founded
upon bipartisan principlcs, the stcwardship approach concentrates on
bringing about enduring solutions, addressing not just the symproms

but thC root causes ofour nation’s b[Ol(Cl] systcrn ofcarc.

Recognizing the need for bipartisan principics — and sccking
ultimately to help build a healthier nation — the Aspen Instituce
established the Aspcn Health Stcwardship Projcct in the fall of
2007. Consistent with the Institute’s history and ideals, the project
convened a bipartisan group of thought leaders and asked them to
developasctof core principles that, transcending political biases, could
help guide any health care reform proposal. As a secondary charge,
the group was called upon to help reframe and broaden the national
conversation on health care reform leading up to and following the

2008 presidential clection.

To be clear, the projects goal was never to develop a new health
care plan, but rather to suffuse reform effores with bipartisan
principics to facilitate smart, sustainable improvcmcnts to the US.

health care system.

The project advisory board has been led by Mark Ganz, prcsidcnt and
CEO ochgcncc BlueCross BlueShield; Joe Hogan, former prcsidcnt
and CEO of GE Healthcare; Elizabeth Olmsted Teisberg, tenured
professor at the University of Virginia Darden School of Business

and co-author of the book Rfdefim’ng Health Care; and Christine
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Todd Whitman, former governor of New Jersey and founder of the
Whitman Strategy Group. Together with the projects 10 board
members, these leaders developed the Aspen Health Stewardship

Principics, which are as follows:

ACCESS IS NOT ENOUGH. Health insurance must be accessible
and affordable for all Americans not only because it is socially just but
also because it will heip our country achieve a system that is effective
and cfficient. Insurance for all is essential so that more care is provided
at carlier stages, when it is most effective and least costly. But we can't
stop there. Access alone will not drive the improvements needed
to increase safety, reduce waste, enable coordination and promote
quality. Consider, too, that in recent years, nearly 40 percent of insured
Americans rcportcd having trouble gctting the care thcy needed.
Providing access to all without a greater focus on prevention and
significant improvements in the dciivery and value of care is neither

affordabic nor sustainabic.

I AM IN CHARGE OF MY HEALTH. Health is not just an
issue of access to care. It is also an issue of access to information and
to the abiiity and resources needed to act upon it. Individuaiiy and
collectively, we are the stewards of our own health. Reclaiming this
power is essencial. All Americans should know thart, uitimatciy, thcy
are their own best health care providers. Going forward, we cannot
ignore the pcrsonai and poiiticai health choices we make. If we, as
individuals, made healthier choices and our leaders enacted poiicics
that supportcd the promotion of health and the prevention of
disease, we could reduce our current rate of illness and disability by
as much as 40 percent.* As a nation, we should treat our health and
health care dollars like goid, conserving and protccting them. We
should each have more control over our own health care and more

rcwards i:OI' bCiI’]g gOOd stewards Oi:OLlf heaith.

VALUE AND QUALITY IN CARE ARE PARAMOUNT. Forany
solution to have a lasting impact, it must drive dramatic improvements
in health care and health outcomes while incrcasing Ci:ficicncy. The
pointis not to reduce costs at the expensc of health. We need to enable

innovations that dl‘iVC Up vaiuc to have thC bCSt hcaith outcomes fOf

[o
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our investment, and that should be our primary

measure of value. We must reduce overuse and “ONE-QUARTER OF ALL
inappropriate care and deepen investments that  MEDICAL SPENDING GOES
truly make a difference to health. The United States 19 ApMINISTRATIVE AND
already spends more per capita than any other  GyERHEAD COSTS AND
nation"” — more than we need to — on health care.  pey 1ancE oN ANTIQUATED

With proper redesign, we can have better individual PAPER-BASED RECORD AND

INFORMATION SYSTEMS
NEEDLESSLY INCREASES
THESE C0STS”
-PRESIDENT OBAMA

health, better health for the population as a whole
and improved efficiency at the same time.
Fundamental improvements  in value will be
accelerated  when  doctors,  nurses, insurers,
researchers, communities and individuals — in a
word, everyone — works toward these aims. The goal

ofimproving value aligns cvcryonc’s interests.

FOCUS ON CULTURAL CHANGE. We haven' paid cnough
atccention to cultural barriers within the health care system to achieving
our health care goal& Mcaningful reform must address more than
the symptoms of a broken system. We must surmount the culture of
the current healch system that protects the status quo and empower
all quarters of our community to producc real changc. Health care
delivcry must be rcorganizcd Lo suit patients, not the industry. Care
should be well coordinated and casy to navigate. Health insurance
plans must be refocused on Cnabling healch racher chan limiting care.
Employcrs, communities and governments must redirect their efforts
toward supporting health. These changes are essential to enable health

stcwardship and needed improvcmcnts in health and healch care.

HEALTH SPAN, NOT LIFE SPAN. Life span is how long we live.
Health span is how long we live with the best possible health. Our goal
is better health, not more treatment. That said, healch care should focus
more on Carly health and less on late disease. To achieve that goal, we
will need a much greater focus on prevention, and this must be brought
to bear cvcrywhcrc: atwork, at school and at home. Incentives must be
changed to support and encourage pcoplc to stay hcalthy. We must
move to a system that prevents illness and protects health for as long
as possiblc and for as many as possible. This should be accomplishcd

through better coordination of care so even individuals with chronic
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illnesses stay healthier longer and have fewer eomplieations. This
alone should decrease health care spending while providing a national

health benefit in the form of increased productivity.

TURN INFORMATION INTO INSIGHT. Information
technology and biomedical rescarch form the backbone of our
health care system. We must minimize barriers to innovation and
use information more effectively to better understand discase and
therefore better treat it. The time has come to use information
technology across the entire health care spectrum and to introduce
tools that will protect privacy while fostering efficiency and improving
health. If we want beteer healch, we must define it. To define it, we must
gain insight by measuring outcomes and identifying what works. And
once better health is measured, we should reward those who achieve it

best. Better information will help us meet our objectives.

AN EFFECTIVE HEALTH CARE SYSTEM IS A
TRANSPARENT ONE. Stewardship and individual health
empowerment require the right information and tools. Health
information should be timely, accessible and user—friendly,
particularly to individuals. It must be available to us at the right
place and at the right time to make the right decisions for our
health. This information must enable individuals and clinicians to
consider and compare the full spectrum of care, not just isolated
procedures. Individuals must have the right to any data on their health
that exist electronically at no charge or nominal cost. Such transparency
needs to extend to health costs and quality as well. Insurers, hospitals,
doetors—allhealthcarestakeholders—shouldsharetheirperformance
and health outcome information so that they can improve and
individuals can make well-informed decisions regarding their health
care choices, espccially when it comes to early healch, wellness and

prevention.

E(LIIITY IN HEALTH, NOT JUST IN HEALTH INSURANCE.
From heart disease and diabetes to cancer and childhood diseases,
Americans face crippling disparities in both the occurrence of discase

16

and cheir successful recovery from it.!® Better Stewardship should

include pathways to reducing these financially unsustainable health

[o
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differences based on ethnicity, gender, income, region and language.
Transparcncy is critical. When outcomes are measured and discussed,

disparities in care will be unmasked and intolerable.

WE SHOULDN'T HAVE TO TELL OUR CHILDREN
THAT THEY WON’T LIVE AS LONG AS WE WILL. It is
almost unfachomable that with our nation’s wealth and technological
prowess, our children face shorter life spans than we do. But thatis what
current trends predict.”” Rising rates of obesity and diabetes are just
part of the brick wall being placcd in the path oflongevity for future
generations of Americans. We must reverse this trend. Our policics
must take into account the overall healch ofpopulations as well as the

healch of cach individual.

HEALTH IN ALL POLICIES. Health is fundamental to every
sector of our economy. Recent rescarch has shown that many factors
outside of health care have ahuge impact on health." From agricultural
policy that influences the food on our dinner table to environmental
decisions that put us ac risk for discase, every choice we make brings
us closer to, or moves us further from, our national health goals.
Therefore, every policy, large and small, and every decision, personal
and political, should take into consideration its impact on healch.
No compromise should be reached without analyzing what we have

termed its “‘healch footprint.”

For more information on any of the Aspen Healch Stcwardship Project
principles, visit the project website, where a series of backgrounders

with accompanying references is postcd.‘

*www.AspenHealthStewardship.org. See “Principles.” Used with permission.
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. American Attitudes on
Health Stewardship

cross the nation, from Anchorage, Alaska, to Zion Hill, Texas,
Americans agree that fundamental healch care reform is needed in the
United States. And, not surprisingly, thcy have some ideas on what it

should incorporatc.

In May of 2008, the Aspcn Healch Stcwardship Projcct commissioned
Zogby International, one of the nartion’s lcading public opinion
research firms, to conduct a national po“ to gauge American attitudes
on health stcwardship and the types of reform that pcoplc deemed
necessary. The poll findings revealed that Americans overwhelmingly

agrccd with the stcwardship principlcs.

Notall of the principles couldbe dircctly translated into poll questions,
but the survey nonetheless incorporatcd the themes undcrlying the
principlcs, presenting questions dcsigncd to shed as much light as
possiblc on American attitudes about related issues and congruent

subjcct matter.

The vast majority of those survcycd called for major reform of the
U.S. health care system. Toa great extent, when Americans report that
thcy want fundamental reform, they align themselves with the very

foundations of the stewardship project. (See Table 1.)

*The online survey of 8,218 people was conducted May 1-5, 2008. A sampling of the adult
population of the United States was invited to participate. Slight weights were added for
region, age, race, gender, religion and political party affiliation to more accurately reflect the
population. The margin of error was 1.1 percent. To download a free copy of the poll report,
titled “Transforming Health Care: American Attitudes on Shared Stewardship,” visit www.
AspenHealthStewardship.org.
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TABLE 1: Agreement with the Stewardship Principles

To what extent would you agree or disagree with the following statements:
N nGREE DISAGREE

I am in charge of my health...| determine my health and well-being
more than anybody else.
93% 22

How long | live a healthy life is more important than longevity.
91% 1)

We must strive for equity in health.
I 30%

We should not have to tell our children that they won't live as long as we will.

3%

SOURCE: Aspen Health Stewardship Project/Zogby International Survey, May 2008

For instance, with regard to the principle I am in charge of my health”
93 percentof those polled said they cither strongly agreed or somewhat
agreed with the assertion that “by making healthy choices, by reading
the labels on my medicines and by asking my doctors questions about
the treatments they prescribe, I determine my health and well-being
more than anybody clse” Similarly, clear majorities agrccd with the
healch stewardship principlcs rclating to Cquity, healch span, and
children’s health. The opinions expressed were largely consistent
across racial and echnic groups, age categorics, gcographic locations,

and OthCI’ dcmographics.

While not all Americans are stecpcd in the Workings of the health
care system, they nonetheless grasp its key failings, the survey showed.
Many of the poll findings demonstrated a broad undcrstanding of
the need to placc greater crnphasis on prevention and the failure of
insurance alone to providc health security, threads that run through all

of the principlcs.

Asked how thcy would measure success in rcforming the health care
system, those pollcd indicated the desire for much more than acute
treatment and chronic disease management. Prirnarily, thcy wanted
increased preventive health care and access to more affordable health
insurance. (See Table 2.)
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TABLE 2: Defining Success in Health Care Reform

PRIORITIES %

Providing preventative health care to all Americans 48 | NN
Having access to more affordable health insurance . 47  [EEEEEEGEG__—

Protecting Americans from cost of catastrophicillness | 38

Keeping as many Americans as healthy as possible | 29

Having access to better quality health care 28

Having health insurance 22 |

Other 12

No reformis needed 9

SOURCE: Aspen Health Stewardship Project/Zogby International Survey, May 2008

Of course, Americans have long viewed the quality of health care in
the United States as among the best the world has to offer. Of those
pollcd, the majority (69 percent) rated che quality of health care in
our country as excellent or good. But nearly half of all respondents
(48 percent) also said they had suffered or knew someone who had
suffered an illness, injury or death that chey believed could have been

prcvcntcd by bettcr health care.

Americanswant high quality health care butalso bettervalue. And many
want payment to be linked to quality of care. Interestingly, scrikingly
few polled said doctors should be paid in the way that they are currcntly
compensated, namely by the number of patients they see, the types of
procedurestheyprovide,and/orthenumberofprocedurestheycarryout.
By comparison, far more people expressed the opinion that provider
compensation should be based on meeting or exceeding accepted

standards of care. (See Table 3.)
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TABLE 3: Basis for Physician Pay

1% Number of procedures 9% Other

2% Level of education\\

5% Number of patients——

28% Exceeding accepted
standards of care

11% Types of ——
procedures provided

17% Success rate in \26% Meeting accepted
patient treatment standards of care

SOURCE: Aspen Health Stewardship Project/Zogby International Survey, May 2008

The American people favor increased transparency in the U.S. health
care system. Seventy-nine percent of those polled thought that
hospitals should be required to publicly report the success rates
of treatments givcn to paticnts, and 73 percent indicated thcy
believed that doctors should be subject to the same public reporting
requirements. Such reporting would encourage improvements to
the US. health care system by enabling providers to benchmark their
pcrformancc against others and by giving patients the information

they need to make informed choices.

And, when it comes to choices, Americans believe that people should
be given incentives to make the right ones for the sake ofgood healch.
The opposite, however, is not true. Most of those surveyed indicated
that thcy did not believe that peoplc should suffer any tinancial penalty
for making unhealthy choices or for otherwise being unhealthy.

(See Table 4.)
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TABLE 4:
Personal Responsibility, Accountability in Health Care

To what extent would you agree or disagree with the following statements:

I scReE DISAGREE

Americans who make poor health choices should be held responsible for them.
A 22%

We should establish financial incentives such as lower health insuance premiums,
deductibles, or co-pays to help people adopt healthier lifestyles.

20%
We should assess financial penalties for Americans who fail to improve their health.
%

If unhealthy behavior is fined, exceptions should be made for family predisposition.

6%

Americans with unhealthy lifestyles should pay more for health care.
ss% 42%

We should restrict foods sold in schools to healthy options.
A 21%

Employers should be able to base hiring decisions on applicant’s health.

7%

SOURCE: Aspen Health Stewardship Project/Zogby International Survey, May 2008

Taken together, the findings in Tables 3 and 4 suggest not only that
Americans are dissatisfied with the way they pay tor health care but
also that they dont want to subsidize their neighbors for living
less hcalthy lifestylcs. All Americans have a financial stake in their
ncighbors cating healthy and exercising regularly, whether they
realize it or not. If such a pcrspcctivc is widely adopted, it could
facilitate a cultural change in the same way that secondhand
smoke promptcd People to realize that thcy had a stake in their

necighbors smoking behavior.

The poll was commissioned with the intention that its resules
could inform the national dialoguc on health care reform and hclp
policymakers secking to chart the wisest course in improving our
nation’s system of carc. It makes clear that Americans realize the
distinction between providing more medicine and achieving better
health. Furthermore, it suggests that many people are prepared to act
as stewards — to make the pcrsonal and financial hard choices needed

to rcach our hcalth gOQlS.
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1v. The Limits of Reform
without Stewardship

rior reform effores have held great promise, some among them
inspiring hope on the part of families struggling to afford healtch
insurance and business owners prcsscd to control costs. Even so, the
clear majority of all efforts have failed to win approval or fallen short of

Cxpcctations. Critical shortcomings have prccipitatcd these failures.

Among the biggest problems of past reform efforts has been the
tcndcncy to placc the burden of changc primarily on the shoulders
of just one of the playc:rs, whether it be health care providers,
health insurers, pharmaccutical companies, government or
consumers. Unfortunately, these efforts typically imposed new
obstacles to good health care and additional costs without providing

corrcsponding benefits.

For Cxamplc, managcd care, emboldened by the enactment of the
Healch Maintenance Organization Actof 1973," gave healch insurers
the authority to set the nation’s health care priorities but failed to
offer incentives to patients or physicians.® The approach rewarded
healch insurers for creating administrative structures that prcsidcd
over treatment decisions and focused on cost containment — but
not on health. In theory, managed care made primary caregivers the
gatckecpcrs of treatment, but these caregivers were not consistcntly
supportcd‘ It soon became apparent to patients and physicians that
health insurers were the ultimate decision makers, and resistance to
the authoritarian role of insurers was swift and intense. l)hysicians
and patients quickly rccognizcd that managcd care was a system in
which some types of care were rcadily available while others were hard
to come by or non-existent. Dcspitc its shortcomings, managcd care
has yieldcd progress in important respects, such as the introduction of
predctcrmincd CO-payments so pcople know ahead of time how much
thcy must pay out-of—pockct for services. Ultimatcly, though, managcd

care, by itself, is not an adequate solution for the very reason that it

exerts downward pressure on the quality of care.”
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More recent initiatives, centering on evidence-based medicine and
“pay—for—pcrformancc,” have also propagatcd the culeure of control
through administrative management of health processes and delivery.
The idea of basing healch care on the evidence of what works best is
eminently logical and needed. But the further that evidence-based
medicine moved toward mandating administrative routines versus
promoting quality healch care, the more it repeated the mistakes of
managed care. Pay—for—pcrformancc has become pay—for—participation
in process. It focuses only indirectly on improving health and fails
to reward innovations that actualiy reduce the need for care or
improve long-term outcomes. Our nation will not attain the health
improvements we seek through administrative control of physicians
locked into the current organizational structures and mindsets. In
like manner, we will not fuiiy achieve the needed improvements by
moving the locus of control from the health insurer to the cmpioycr
or the government. Shifting power, rather than sharing it, is a

fundamcntaiiy ﬂerCd JPPFOZICil.

Other reform proposais have targctcd administrative simplicity

through proposing a govcrnment-sponsorcd singic-paycr system. Such

a changc could streamline the way providcrs interact with insurers.

Even so, the inefficiency of the web of Medicare intermediaries

would soon overwhelm any modest gains.22 As

"\ FEEL THE U.S. SPENDS the oniy payer, the government would have more
700 MUCH MoNEy  bargaining power than health insurers or employers
INEFFICIENTLY IN OUR have now. However, this increase in power and
HEALTH CARE SYSTEM, responsibility similarly would increase the tempration
AND IT'S NECESSARY to pursue rationing, and managed care. Proponcnts of

FOR THE COUNTRY T0 a single-payer system assume that the government, as

REFORM THE HEALTH
CARE SYSTEM SO WE CAN
ENSURE THAT ALL HEALTH
CARE SPENDING IS SPENT
TO BETTER THE HEALTH
OUTCOMES OF THE
AMERICAN PEOPLE.”
-PRESIDENT 0BAMA

a good steward, will resist this temptation and work to
improve care. But the debate about whether replacing
the current  patcchwork of plans  with a new
government burcaucracy would increase or decrease
managed care and i‘ationing fails to address the heart
of the martter: namely, who will ensure the good health

status Oi:tilC popuiation.
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The critical question of how to improve health and the health care
system is not addressed by changing who pays. In short, a single payer
would be a change, but it is not a solution. Even with a single payer,
the nation would need health stewardship by providcrs of care, the
government, individuals, and all other actors in the system if it is to
proclucc change that improves the nation’s health, rather than just

contain short-tcrm COsSts.

Alternatively, calls for consumer-directed care place much of the
onus of reform on patients and families. Such initiatives assume that
consumers take action on an informed basis and that engaged patients
can dircctly changc the healch care system.23 The logic underlying this
type of reform is that, with appropriate and sufficient information on
clinical results and the price of care, consumers will use market power
to reward the best clinicians and punish the worst. To proponents,
Cnhancing individual rcsponsibility is the ultimate healch stcwardship
solution. And yet, individual responsibility alone will not lead to a
comprehensive solution. Consumers must take charge of their own
health, but they cannot bring about many of the needed changes absent
other forces, such as the restructuring of the payment and care delivery

systems. Currently, they simply lack the leverage.

A common denominator of many past reforms is that they failed to
address and ultimately pcrpctuatcd the culture of control in the health
care system, which includes effores to govern referrals, medications,
l:rc:qucncy of use of medical services, and physician and patient choice.
Even so, efforts at control have been largely ineffective. Those who
enact or reinforce controls have not only failed to contain costs, but
also, in many cascs, eroded the trust of the very pcoplc thcy think thcy
are serving. To rcgain that trust, the various stakeholders must broaden

the reform discussion and embrace the concept of healch stcwardship.

Prior reform initiatives have not transformed our health care system,
but thcy have shed light on what doesn’t work and impartcd insights
on what our present circumstances rcquirc. [t is incumbent upon us to

learn from those efforts and take the next step.
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V. Pursuing Value Through
Early Health

ustaining healch calls for more than treatment. It also requires a
strong focus on prevention, carly and accurate diagnosis, carly-stage
treatment and interventions to arrest the progrcssion of chronic
discase. Our nation cannot treat its way out of poor health. Late-stage
interventions are far more expensive than prevention, and often thcy

yield lesser resules.

Treatment associated with seven chronic conditions (cancers, diabetes,
heare discase, hypertension, stroke, mental disorders and pulmonary
conditions) cost the United States $277 billion in 2003.** That same
year, those seven conditions also exacted a price in lost productivity
that exceeded three times their treatment costs, according to rescarch

on absenteeism and diminished work capacity.23

Many chronic disease conditions are prevcntable and can be
managed effectively at modest expense. Identifying the carly onset
of discase and taking action to mitigatc risk factors and symptoms
arc critical strategies for effecting favorable patient outcomes.
Arccent study ofpaticnts from 18 to 30 years ofagc demonstrated that
those with borderline high blood pressure were already developing
symptoms of heart disease and were at Significantly greater risk of
hearc actacks and strokes later in life.* The answer for such patients is
not better treatment after strokes or heart attacks, nor is it medication.
Not surprisingly, the best solutions are lifestyle modifications,
including diet, exercise and smoking cessation, numerous studies

make clear? %

Obesity, too, is largely preventable. One of the biggest threats
to public health in the United States, obcsity remains a failure of
health stewardship at the family and socictal levels. Among minority
populations in this country, the numbers of children suffeing from
obesity are especially alarming. In 2006, the Centers for Discase
Control and Prevention reported that 22.9 percent of non-Hispanic

black boys from 12 to 19 years ofage were obese, aswere 21.1 percent of
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Mexican-American boys in the same age category. The CDC data also
showed that 27.7 percent ofnon—Hispanic black giris and 19.9 percent

of Mexican-American girls of the same ages were obese.” Obesity

affects children’s quaiity of life, iimiting them on the
playground, impeding their school functioning and
undermining their self-esteem. Among ovcrweight
children ages 5 to 17, an astounding 60 percent have
one or more risk factors for hearr discase, such as
high cholesterol, high blood pressure or abnormal
giucosc tolerance.? The cost of inaction is high.
Between 1979 and 1999, hospital costs related
to obesity increased almost four-fold (from $44
million to $160 million in 2006 dollars) for children
ages 6 to 172 And, being ovcrwcight as a child
dramatically increases the likelihood of poor health
in adulthood” Recent estimates predice that the
growth in childhood obesity will cause more than
100,000 additional cases of heart disease per year in
the United States by 2035. %% These concerns also
extend to adult obesity. As adules continue to gain
weight over the course of their lives, they increase
the risk ofprogressing to cach next chronic disease
(ic.. from obesity to diabetes, to heart discase, to
cancer). American adults on average gain one to

two pounds cach year. The link between obesity

“I' WILL WORK WITH
SCHOOLS TO CREATE MORE
HEALTHFUL ENVIRONMENTS
FOR CHILDREN. | wiLL
WORK TO GET JUNK FOOD
OUT OF VENDING MACHINES
IN SCHOOLS AND IMPROVE
NUTRITIONAL CONTENT

OF LUNCHES THROUGH
FINANCIAL INCENTIVES,
INCREASE GRANT SUPPORT
FOR PHYSICAL EDUCATION,
EXPAND FEDERAL
REIMBURSEMENT FOR
SCHOOL-BASED HEALTH
SERVICES, AND PROVIDE
GRANTS FOR HEALTH
EDUCATIONAL PROGRAMS
FOR STUDENTS.”
-PRESIDENT OBAMA

and chronic disease has two big implicationsi First, obcsity rates are
a good marker of the nation’s health. And second, by addressing the
root causes of obesity, namciy lii:estylc, our nation could impact most
chronic discases.* No generation wants to be the first to tell its children
that thcy will have shorter and less heaithy lives than their parents. The
mandate for viewing health differently is clear, and its urgency becomes

magnii‘ied when looking to the future of children.

Health stcwardship suggests a fundamental changc in thinking about
health, away from a single-minded focus on treatment to a much
more comprehcnsivc view ofhcaithy iiving, inciuding the concept of

healch span. Increasing life spans over the last century have masked the
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reality that people are not necessarily living well. The length of time a
person may anticipatc living in good healch, their healch span, has been

subsumed by the quest for a longer life span.

Emblematic of the country’s treatment-oriented culture is the fact
that 12 percent of all US. health care spcnding and 27 percent of all
Medicare spending is incurred for the treatment of people in their
last year of life.”’ Additiona[ly, while pain management and other
treatments case suffering and help people die with dignity, it has
been shown that as much as 30 percent of Medicare spending for
people during their last two years of life is largely inefficient and does
nothing to improve patient health.® Our nation must not cease trying
to provide the best possible care for the poorest and sickest among
us. And yet the focus on and resources devoted to end-of-life care —
among all other types — must be considered in light of our need to

Cmphasize prevcntion and effective disease management.

One can sce compclling evidence of the effectiveness of health
stewardship when examining the differences in end-of-life care
between those who enter later life healthy and those who do not.
Studies show that people who die older and who were healthy as older
adults spcnd less on end-of-life care than those who die following
prolonged illness or after battling multiple chronic conditions.”” In
1argc measure, pcoplf: who livedin good health into their later years, the
healthy aged, dic having endured fewer chronic diseases. They suffer
from fewer healch complications, and thcy and their families tend to
be more accepting of death and seck fewer expensive, life-prolonging
treatments that would have been futile. Health stewardship and good

health are less costly than poor health.

Early detection, accurate diagnosis and rapid treatment of discase
dramatically improve healcth and create value, but the transition
to their increased use is fraught with challenges. Unfortunacely,
the current health care system typically delivers only cpisodic, not
comprehensive, care. Early detection requires more preventive care and
scrccning, which is gcnerally undcrcmphasized and without economic
incentives in the current health care system, even for people with

insurance covcrage. And, VVl'lCn diagnoscs are inaccurate, thCy rcndcr
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the care on which they are based ineffective and risky for the patient,
while wasting precious resources. Additionally, lack of coordination
among clinical teams often imposes on patients and cheir families the
rcsponsibility to navigatc the system of care, coordinate tests and align

the effores of disparate medical specialists. Ies a lot to ask of people.

The change in perspective that stewardship entails invites innovation
across the health care spectrum. For example, improvements in
prevention, diagnosis, and carly stage treatment could resule from
innovation in medical science, in the rcorganization of health care
delivery, or in technological modernization, particularly in the
form of health information technology. As clinicians and supplicrs
turn their efforts to becoming stewards, they will encounter the
necessity to improvc information systems that will foster lcarning and,

ultimately, facilicate care.

Everyone benefits from a system that emphasizes carly detection,
accurate diagnosis and rapid treatment of disease l)y clinical teams
coordinated over the full cyclc of care. Patients realize better health,
better quality of life and less time lost to illness and injury. Physicians
benefit because better health and care outcomes mean that thcy
more el:ficicntly and effcctively achieve their mission of licaling the
sick and injurcd. Businesses benefit because a healthier workforce is
more productivc and less expensive to insure. There is wide agreement
on the latent power of prevention and carly healch models to
improve health and increase value for patients, familics, employers
and socicety, and yet our nation has made only modest advances in this
direction. In striving to make such inroads, government can — and

should — plcly a lCCldC[Sl’llP fOlC.
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vi. Government Roles
in Stewardship

lcvatinghcalthstcwardshiptothclcvclofnationalpriorityand
facilitating its introduction into the health care system are fitting
roles for government — and roles that it alone can play.
Individuals cannot realize many of the needed changcs
unaccompanicd by structural improvements to the system.
Neither can thcy mcaningfu“y take chargc of their own
health without coverage and the information one would
need to make the best choices. Similar[y, businesses and
providcrs sccking to become better stewards of health often
find themselves swimming up financial and rcgulatory streams.
Government, though, has both the ability and authority to
make systemic changcs. \Working togcthcr, federal and state
governments can facilitate stewardship by making, aca minimum,

four critical improvements:

. Ensuring access to affordable care
« Enhancing health infrastructure, including health IT infrastructure
o Combating insticutional barriers to rcducing healch disparities

« Examining the health impact of all polices, not just health policies

Ensuring access to affordable care

Ensuring that every American has access to affordable health
insurance must be regarded as one of governments essential
rcsponsibilitics. The lack of affordable insurance prccludcs effective
health scewardship for tens of millions of Americans and needlessly
increases health care costs.* * Replete with coverage gaps, the nation’s
Cxisting healch insurance system imposes financial strains on physicians
and health care providers that promote inefficiency and trigger
illogical cost reallocations. Federal and state governments will need to
collaborate to ensure that all Americans are able to access the health
care system and that the care they reccive is not only comprehensive

but adcquatcly compcnsated.
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The fact that nearly 50 million Americans, or 16 percent, lack health
insurance is an oft-cited statistic,“’ 3 but less well known are the
consequences of these people not receiving preventive and carly
stage care. Typically, the uninsured wait to seck care until thcy have
succumbed to an advanced stage of illness, meaning it is both more
acute and expensive to treat. Their recoveries are prolongcd, their
productivity compromised and their quality of life diminished.
Uninsured patients are also more likely to seck care in expensive healch
care facilities such as emergency rooms, compounding the costs of
trcating their conditions and cxaccrbating the problcms associated
with poorly coordinated care. Many providers that care for the
uninsured are not able to collect payment for their services and are not
able to absorb the cost of uncompensated care. They often attempt to

transfc:r thC Cost ClSCWhCI‘C.

e nascent statewide effortin Massachusetes, based on che healch care
Th de eff M h based on the health
reform law enacted in the Commonwealth in 2006,* demonstrates
that universal access is politically feasible. Universal access addresses
the major problems that undermine the current system of care. It
promotes effective stewardship by cnabling everyone to take part in
prevention, diagnosis and carly treacment programs, as well as chronic
iscase management and long-term care that reduce the economic
d ¢ d long hat reduce th
consequences of discase. Access also providcs payment for every
patient’s care, thus rcducing provider cost—shifting and other economic
istortions. but to make certain that no state carries an inequitable
d B k h quitabl
burden in ensuring care, nothing short of federal government support

for universal access is required.

Enhancing health infrastructure, including
health IT infrastructure

Health stewardship depends on good information. Knowing what
works and what doesnt, what needs to improve, where value is
created and where it is squandered are all prerequisites to effective
health stewardship. Such information must be accessible to health
care providers, consumers, suppliers, payers and government. The
Agency for Health Research and Quality (AHRQ) and the Institute
of Medicine (IOM), working on parallel tracks, have carried out
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pioneering work to improve the quality, effectiveness and safcty of
healch care and, more broadly, to bolster the health of the American
pcoplc. The federal government can encourage further progress by
expanding the work of AHRQ and IOM to provide clinicians access
to information about what treatments and processes are most effective

and which providcr teams are achicving excellent resulcs.

Mcasuring health outcomes sheds light on what needs to improve
and how to improve it. Such measurement is a vital component of
transparency, giving clinical ceams the ability to understand when and
how they best facilitate good health outcomes, and when and how
thcy may inadvcrtcntly cause medical errors. Historically, government
mandates and private-sector initiatives have fostered the measurement
of health outcomes, with the resulting information often put to good
use. For example, such measurements have helped providers gain
insiglit into, and improvc the treatment of, paticnts with cystic fibrosis,
infcrtility, some types of heart disease, pcdiatric cancers, diabetes, and

certain conditions rcquiring organ transplants.

Government cfforts to measure health outcomes spur the private
sector to cxpand the scope and increase the sopliistication of the
measurements themselves. To satisfy a legal mandate, health care
providers in New York and Pennsylvania began publishing mortalicy
data on heart surgery. Recognizing that multi-faceted outcome
measures were significant, while simple measures of mortality were
misleading, the Socicty of Thoracic Surgcons commitced to dcvcloping
more robust, mult-dimensional measures of heart surgery.® Those
cfforts have continued to expand and are leading to measures of
a broader scope of care for cardiac medical conditions involving
cardiology and surgical teams. Largc patient rcgistrics and databases
have become a powerful method to understand dissemination of
technology and appropriateness of care across geographical regions as
well as a repository for new biomedical markers that can help better

define disease both within individuals and across populations.

Similar evolutions from minimal outcome measures mandated b
Y
government to more comprehensive and sophisticated private sector

measures have occurred in the areas of transplant medicine, in vitro
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fertilization and dialysis. The lesson to be learned is that the reliance
on outcome measures fosters improvement of patients health, as
well as of the measures themselves, presuming thac what is learned is
applied. Outcome measures are not merely report cards for physicians
and hospitals. They hold great potential to catalyze innovation and

healch stewardship.

Electronic medical records are another opportunity lying in wait.
Recognizing the promise that such records hold to increase safety and
reduce costs over the long term, President Barack Obama included

$19 billion in his financial stimulus package, which Congress passed

in Fcbruary. The measure comes not a moment too soon. It is clear

that our nation has reached a point where the lack of clectronic
medical records hurts every aspect of our health care system. Ie
means that doctors and nurses cannot casily track the progress of

their paticnts, cannot rcadily recall which medicines have worked for

them, cannot automatically ensure that thcy don't prcscribc medicines
contra-indicated for their patients, cannot follow their paticnt§ test
results clcctronically rcgardlcss of where and when thcy were capturcd,
cannot get hclp in making sure that thcy are following the most up

to date protocols for their patients and, most importantly, cannot
collaborate with their patients online in a way that is integratcd with

the paticnt—controllcd pcrsonal health record.

It also means that we, as a nation, cannot learn in “I WILL ALSO PHASE IN
aggregate what is working for whom and what REQUIREMENTS FOR FULL
are the most cost-effective strategices for optimal IMPLEMENTATION OF

outcomes, let alone push this lcarning back into HEALTH IT AND COMMIT
the system as it is acquircd. THE NECESSARY FEDERAL
RESOURCES TO MAKE IT
HAPPEN — INCLUDING
INCENTIVES FOR PROVIDERS

providers are rewarded for using electronic TO FULLY SHARE THIS
medical records on behalf of their patients and INFORMATION IN A SECURE
patients are rewarded for actingas stewards of their MANNER... | WILL ENSURE

health by working collaboratively with their healch THAT PATIENTS’ PRIVACY IS
care providers. Such a system should reward both PROTECTED.”

To address the shortcomings, the federal
government must take the lead in dcveloping

a mutual incentive system in which health care

parties more for good outcomes than bad or -PRESIDENT OBAMA
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neutral ones. It also should insist that only clectronic medical records

that support online data sharing with paticnt—controllcd personal

health records and online communication/collaboration with

patients are the ones that receive the incentives. That way, both partics

have an incentive to use electronic medical records integrated with
g

personal health records and thus share the inducement to improve

patients overall health.

Concerns have been raised about security and privacy. The
apprehensions are best addressed by adhering to a simple rule: Let
patients control what data they choose to share with whom and
mandate that pcrsonal health records that intcgratc online with
clectronic  medical records comply accordingly. Furthermore,
clectronic medical records and personal health records both should

be required to be stored with all data encrypred.

Combating institutional barriers to reducing health disparities

There is a crying need in the United States to strive for Cquity, not
just in health insurance coverage, but also in health status. Studies by
AHR(l“/6 [OM,¥ the Commonwealth Fund*® and the Henry J. Kaiser

Family Foundation,**’

among other organizations, have demonstrated
that the disparitics plaguing the U.S. health care system are broad
and pervasive. In a 2003 report on disparitics, the IOM observed
that the majority of health inequality studies found that racial and
cthnic healch disparities persisted even after adjusting for access to
care and socioeconomic differences.’’ Health stewardship calls for
a focus on climinating health disparitics, which increased outcome
measurements can help facilitate. As disparitics become incrcasingly
transparent among those directly impacted and the public at large,

social and political pressures will compel clinical teams and

communities to work to correct these incquitics.

Healch disparitics among racial and ethnic groups are especially
marked when it comes to chronic diseases. Hispanics in the United
States arc one and a half times more likely to have diabetes than are
whites.” Similarly, African-Americans are at highcr risk for diabetes,

hypertension® and asthma® than whites or Hispanics. And, in 2005,
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hcart discasc accountcd fOI‘ 23 pCFCCﬂt more dcaths among African-

American adules than white adules.”®

Disparitics arise in connection with treatment, health and discase
screening and other interactions with the health care system.
According to a study of Medicare managed care enrollees
commissioned by The Commonwealth Fund, significant racial
disparitics were found in rates ofcye exams for diabetic paticnts, beta
blocker use among cardiac patients and mental illness follow-up.*® The
resules were largely unchanged even after adjusting for the age, gender,
income, education, place of residence (rural vs. urban), Medicaid

insurance status and tpr ofhcalth plan Oi:thC paticnts.

Heart disease is a locus of health disparitics, and it finds cxprcssion
within gender and race. Women are less likely than men to receive
diagnostic or invasive cardiac procedurcs and experience worse
outcomes following a cardiac artery bypass graft or a percutancous
coronary intervention (formcrly called angioplasty). Furthermore,
women’s health, on average, is allowed to decline to a greater
extent than men’s before they receive revascularization proccdurcs,
such as those to restore blood flow to blocked arteries.”” Across
both gcnders, African-Americans are much less likf:ly than white
Americans to receive cardiac care to preserve brain function after
a stroke as well as diagnostic and revascularization pi‘occdurcs
to detect or repair damage from coronary artery discase
These gcndcr and racial disparitics contribute to the growing

incidence of heart discase.

Disparitics also exist among popuiations of women with rcgard
to testing and treatment. Against a backdrop of 20 years of modest
overall improvements in breast cancer survival rates for women
diagnoscd with advanccd—stagc disease, the disparity in survival rates
between white and  African-American women continues  to
increase, despite a small improvement in the survival rate for

African-American women.”’

In addition to gender, race and cthnicity, language plays a significanc
role in health disparities. Medicare beneficiaries with limited Engiish

proficiency have reduced access to traditional sources of care and are
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less likely to receive preventive cancer screenings.”’ Because Medicare
beneficiaries gencrally have similar health care plans and economic
backgrounds, this difference is particularly seriking, Language facilicy
can dramatically impact peoplc’s ability to be effective stewards of
their health by limiting their knowledge about access to care, their
ability to communicate with healch care providcrs and their ability to
follow through on treacments. Health agencies and clinics can do their

part to combat dispai‘itics ateributable to language by hiring bilingual

doctors and nurses or professional interpreters.

Dcspitc initiatives to increase the use of
telecommunications in medicine, called telehealch
initiatives, and an array ofprivatc-scctor initiatives
to improvc care in rural areas, Americans in
rural settings suffer a variety of health outcome
disparities.61 Small, critical-access hospitals in
remote or rural arcas typically lack many of the
resources, technology and care available in urban,

academic medical centers.®

Disparities exist  within the lack of shared
information on health care. A l"requently
overlooked benefit of comprehensive outcomes
measurements is that tlicy reveal these disparities.
Physicians and other health care providers, when
made aware ofspccilic outcome clisparitics among
their patients, are empowered to address the causes

of those disparitics and to reduce their frcqucncy.

“MY PLAN WILL REQUIRE
HOSPITALS, HEALTH

CARE PROVIDERS AND
INSURERS TO REPORT
QUALITY OUTCOMES TO
THE GOVERNMENT AND

THE PUBLIC SO THAT THE
AMERICAN PEOPLE, HEALTH
CARE PROFESSIONALS,
CONGRESS AND THE WHITE
HOUSE CAN MONITOR THE
PROGRESS OF THE NATION'S
HEALTH CARE SYSTEM IN
DELIVERING HIGH-QUALITY
CARE TO EVERY AMERICAN.”
-PRESIDENT 0BAMA

Similarly, patients who become aware of disparitics are empowered to

address them rather than simply be silent and unl(nowing victims.

While all of the system’s actors must do their part, government has
the most critical role in the reduction of healch disparities. In addition
to facilitating outcome measurements, government must bear the
responsibility to ensure that no groups encounter undue barriers when
trying to get the care thcy need, and thac all patients receive the same

high quality of care dclivcry.
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Examining the health impact of all
polices, not just health policies

Myriad factors affect health, including peopic’s iiving and working
conditions and the natural and built environments that surround
them. That bcing the case, government must not limit its
interventions  to the health care system. Looking beyond the
traditional boundaries of health care, federal and state governments
should strive to suftuse all poiicics and programs with the principics
and practicai clements of health stcwardship. Poiicymakcrs and
business leaders must contcmpiatc the health consequences of all

decisions, both short and long term.

Environmental policies that promote health are an

obvious first step. Environmental poiicy, for cxampic,

“I WILL TAKE STEPS TO affects health in ways that are well documented, such
ENSURE THAT MY NON- as the demonstrated rciationship between outdoor
HEALTH POLICY DECISIONS air poilutants and asthma. Oil refineries, power and
ARE COMPATIBLE WITH MY chemical piants, and diesel engines all emit particuiates
GOAL OF IMPROVING THE that, togcthcr with certain pcsticidcs, arc known
HEALTH OUTCOMES OF to trigger asthma. Interventions such as rcducing
ALL AMERICANS.”  downtown traffic congestion in Adanta during the
-PRESIDENT OBAMA 1996 Olympic Games decreased traftic dcnsity and
reduced ozone pollution in the mctropolitan region,

tcmpomriiy iowering instances of childhood asthma

there during the period of the Games.®

The United States spends roughiy $55 billion cach year to treac
children with discases attributable to  environmental factors.®
A stunning $434 billion in such Cxpenditurcs result from lead
poisoning.®® Food, marketing, housing and environmental policy
can reduce the threat to children posed by high levels of this metal.
Building on prior government cfforts, the Department of Health
and Human Services has called for the total elimination of elevated
blood lead in children by 2010 Strict enforcement of lead
abatement statutes yicids enormous dividends from both health
and financial standpoints. While the costs of abatement may seem high,

the costs socicty would bear without intervention may be far highcr. o
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Sensible agricultural, food and nutrition-related policies can have
a positive impact on peopie’s diets and, as a consequence, on their
health. Conversely, a lack of access to affordable, healthy food choices
in neighborhood food markets can have a negative effect on diets.
Each additional supermarket in a neighborhood, for example, can
increase a person’s intake of fruits and vegetables by 32 percent.
Access to a supermarket also reduces the fat intake of residents in a
neighborhood relative to those in neighborhoods without such
markets.” Restaurant labeling and food restriction legislation also
can impact heaithy food choices and portion sizes. For exampie, New
York City recently banned all trans fats at restaurants and instituted
food iabeiing guidelines. Efforts such as New York’s serve as a iearning
laboratory and could provide essential information on the best ways to
curb the obesity epidemic.70

Community planning choices, too, have long-term effects on health.
Sidewalks, jogging trails, safe bike paths and parks encourage physical
activity. Higher rates of Waiking and cyciing in European countries
result in much lower rates of obesity, diabetes and hypertension
compared to corresponding rates in the United States.”! And, in
countries with significantly lower rates of obesity, the average healthy
life expectancies are 2.5 to 44 years ionger than in the United States,
despite those countries spending only about half the amount of money

on health per capita as the United States.””

Finaiiy, social poiicy has the potentiai to affect healch. Behaviors
such as smoking, which is widely known to diminish healch, can
be influenced by a variety of factors and poiicies, inciuding tax,
agriculture, clear labeling and marketing restrictions. In 2006, almost
21 percent of adules over the age of 18 smoked reguiariy.'ﬂ3 That year
alone, smoking-related illnesses imposed nearly $90 billion in health
costs on the country.” In May 2007, the Institute of Medicine made
15 recommendations to decrease tobacco use in the United States,
inciuding substantial increases in taxes on tobacco products, using
the proceeds of the tobacco tax on health education and limiting
tobacco advertising to text printed oniy in black and white.”
Using these and other initiatives, consumer  demand  for

cigarettes can be lowered while giving tobacco farmers incentives
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to grow healthier crops or converting land to other uses.

In North Carolina, a growth in wineries has, in some cases,

“THE GOVERNMENT
MUST EXAMINE ITS
OWN POLICIES,
INCLUDING
AGRICULTURAL,
EDUCATIONAL,
ENVIRONMENTAL AND
HEALTH POLICIES, TO
ASSESS AND IMPROVE
THEIR EFFECT ON
PUBLIC HEALTH IN

THIS NATION.
-PRESIDENT 0BAMA

been attributed  to an increasing  number  of
tobacco farmers switching to grapes. With money from
a tobacco buyout, farmers were paid to stop growing
tobacco, and many turned their land to other purposes,

including non-tobacco crops and livestock.™

Health stewardship calls for government leaders to re-
examine policies that harm the health of the American
people. Effective health policy requires that health
consequences be contemplated in all lcgislation, tax
and fiscal policies, as well as in employment settings.
Evaluating the impact on health, what we call a *health
footprint, canlead to saferand more healchful productsas
well as a cleaner, healthier environment, and can idcntify

public policies and business practices that compromise

healch. Rccognizing the effective application of environmental impact

studies, we call on our nation’s Ieaders to make health impact scudies a

standard Olctl'lC lcgislativc and rc:gulatory PI‘OCCSSCS ofgovernmcnt.



ransforming health care in the United States is an urgent national
priority, cicariy rccognizcd by President Barack Obama. Itis important
that reform be done right, but it should not be driven by fears that
history will be rcpeated. The fact of the matter is that the nation has the
capacity to make significant improvements relatively quickly and to
make broad, systemic reforms over a longf:r time horizon. Ultimateiy,
what matters most is that we, as a nation, effect improvements to the
healch care system that are smart and sustainable. Sustainability is the

cornerstone of the stewardship approach.

Now is the ideal time to act. Meaningful cconomic stimulus will
rcquirc not just rebuiiding our national infrastructure, but making
the sometimes painful investments to make American business
more competitive. Bur any health care down payment will need to
realign how cach of us views our rights and responsibilities to make
anything more than a dentin the coming wave associated with an aging
population, the spread of chronic discases into younger and younger
Americans, and the rising cost of treatment. As the national diaioguc
continues and policy proposals are formulated, there remains the need
for principics that encourage participation by everyone, principies
that put the common interests ahead of the special incerests. The
bipartisan principlcs enunciated by the Aspen Healch Stcwardship
Projcct address this need and spcak to individuals, communities,
providcrs, cmploycrs and health insurers. We urge policymakcrs
to adopt these principics as their foundation and build upon them

a healthier nation.

The stewardship perspective calls for all stakcholders to do their part
to hclp bring about mutual benefit for all constituencies. Universal
participation in this endeavor will result in the reaping of greater
benetics. It is not within the scope of this paper to detail what the
various constituencies can and must do to piay their part. That bcing
said, what follows offers a giimpsc at the actions cach party must

undcrtakc O create tl’lC momentum that nonec can achieve alonc.
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Individuals need to recognize that they have primary responsibility
for their health and act upon the knowledge that they are their own
best health care advocates. The individual’s most vital role is to adope
a healthy lifestyle and to support others, particularly family members,
to do the same. Across the nation, some Americans are hampered by
genctics and others by socioeconomic challenges, and many by both.
But this does not negate the fact that the vast majority of us can do a

grcat dcal more to improvc our hcalthi

Communities, including schools, local businesses, community
organizations and municipal governments, can make immediate
inroads by focusing on the rclativcly small changcs that can
significantly improve the healch of their citizens. The public health
community has been advocating many of these changcs for years,
including providing healchy cafeteria food, bike helmets and racks,
sports programs and health education. Many organizations have
alrcady seen such small investments in fostcring licalthy lifcstylcs
result in substantial savings tliougli improvcd healch, reduced
incidence of disease, lowered worker absenteeism and hcightcncd
productivity. The next tier ofimprovcmcnts for communities includes
such clullcngcs as ensuring clean water, safe working environments,
adcquatc public transportation, clcvclopmcnt that encourages pcoplc

to walk or bike, and sufficient access to health services.

Providers have always thought of themselves as health stewards.
But caring about patients and working long hours are not the full
essence of stcwardship. [t also demands rigorous attention to healch
outcomes, preventing discase, improving communication and
rcducing poorly coordinated care. Aclditionally, it calls for innovation
in the dclivcry of care, ensuring that practice is based on current
evidence and not conventional wisdom, rcducing errors and waste, and
encouraging patient engagement and public healch monitoring and
interventions. Evcry providcr can make adjustmcnts or take additional

steps to improve the health of patients.

Given that the pharmaccutical and medical devices and diagnostics
industries account for 12.9 percent and 6 percent of US. health care

COsts, I’CSPCCU'VCly, tl]C manufacturcrs OFKl’lCSC products must assume
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their fair share of responsibility for the impact they have on health
care.”””® So in their role of driving biomedical research and innovation,
as health stewards, manufacturers are obliged to take steps to measure
and improve the value thcy create for patient healtch, particuiariy in
slowing the progression and in fostering the prevention of discase
over time. The stewardship perspective will also encourage healch
care innovation that will lead to more accurate and timely diagnoses,
the appropriate utilization of services and patient selection to optimize
outcomes, and the promotion of preventive and early stage treacments
that allow less invasive treatments and fuller recovery with beteer

quality of life.

Health insurers and employers can demonstrate stewardship by
cnsuring that medical benefits promote better healcth. The usual
approach of managing a health insurance plan from a bottom-line
perspective is shortsightcd. By giving physicians more say in their
patients’ care and by promoting active patient involvement in their
own health decisions, both providcrs and patients are empowcred
to work togcthcr to achieve the paticnt’s optimai healch. Uitimatciy,
health insurance pians and cmploycrs must measure their success in

this joint venture by the healch status of che pian members.

The cxampics of health stcwardship mentioned above are but a
bcginning. In the end, stcwardship’s scif-rcinforcing nature is its
most important value. It enables cvcr—widcning opportunitics, with
the actions of one constituent buiiding upon those of others. Today,
more than ever, we are faced with the rcaiity that resources are in
short suppiy. That bcing the case, stcwardship also must involve
not oniy a wiiiingncss to assume rcsponsibiiity but also to sacrifice
to achieve collective, national health goais. Addrcssing the nation
during his inauguration speech, President Barrack Obama framed
the challenge by saying, “What is required of us now is a new era of
rf:sponsibiiity —a recognition, on the part ofcvery American, that we
have duties to ourselves, our nation and the world, duties that we do
not gi‘udgingiy accept but rather seize giadiy, firm in the i(nowicdge
that there is nothing SO satisfying to the spirit, so dcfining of our
character than giving our all to a difficult task. This is the price and the

promisc of citizenship.”
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Health stcwardship is achievable in our lifetime. There are many
compelling reasons why we must make it an urgent and major
priority, not the least of which is the cconomic urgency we now face.
A bold turn towards stewardship will lead us to both beteer health
for the American people and economic health for our nation. What
is called for is nothing less than decp cultural changc, which is never
a sprin; rather, it is an evolution. This scismic shift will require a high
level of commitment, unfailing courage, lcadership, innovation and,
most important, collaboration across ideological lines. The time to

start is now.
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Appendix 11

THE ASPEN HEALTH STEWARDSHIP PROJECT QUESTIONNAIRE

Submitted to presidential candidate Barack Obama, February 2008
Responses obtained April, 2008

The Aspen Health Stewardship Project (AHSP) was established by
the Aspen Institute in the fall of 2007, and as part of its charge, has
created this questionnaire, which is intended for candidates to dcarly
Cxplain their perspective on the American health care system, how they
characterize its weaknesses, how they intend to reshape the system and

how thcy plan to sustain their program.

Led by adiverse cross-section of national thought leaders, AHSP s work
isan innovative, non-partisan cffort to frame a more multi-dimensional
health care dia[oguc by focusing on the long—tcrm, fundamental issues
that will need to be addressed in order to fix America’s broken health
care system. This effort seeks to educate voters about what it will take
to achieve true reform. And, ultimatcly, it calls on the prcsidential
candidates and policymakcrs to dcvelop plans that will mf:aningfuﬂy
address the barriers that are preventing the nation from successfully

dcaling with health care — our most prcssing domestic problcm.

A major premise of this projectis that surmounting the many barriers
will require changing aculture in health care thatis dcsigncd to protect
and perpetuate the status quo. The current system makes it difficult, if
notimpossible, for Americans to be thoughtful, active and responsible
stewards of their overall health. Cultural change also will require a
shift in the focus of the public dialogue. Only by reframing the health
care debate from one focused on the symptoms of the country’s
broken system to one focused on causes, can the country have a more
substantive discourse about the stcwardship role cach of us play in

creating a healthier America.

Thank you for participating in this important process.
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QUESTION 1

The United States spends more than any other nation on health care,
both per capita and as a percentage of gross domestic product. Even
SO, in a recent study of 18 icading industrialized nations, the United
States finished dead last for the number of deaths that could have been
prevented through effective health care. What three fundamental
aspects of the country’s health care financing and delivery model
would you seck to change to create a more sustainable, just, and

cffective system?

First, 1 believe that we need to ensure that all Americans have
affordable and quality health insurance — 47 million Americans lack
health insurance, and conscqucntly the financial security they need
to visit a primary care physician and proactivcly address improving
their health. My plan will guarantee coverage for every American
through partnerships among employcrs, private healch pians, the
federal government, and the states. My pian both builds on and
improves our current insurance system, which most Americans
continue to rcly upon, and leaves Medicare intact for older and
disabled Americans. Under my pian, Americans will be able to
maintain their current coverage if thcy choose to, and will sece the
quality of their health care improve and their costs go down. My
plan also addresses the iargc gaps in coverage that leave 47 million
Americans uninsured. Specificaily, my plan will: (1) establish a new
public insurance program, available to Americans who neither qualify
for Medicaid or SCHIP nor have access to insurance through their
cmployers, as well as to small businesses that want to offer insurance
to their empioyees; (2) create a National Health Insurance Exchangc
to hcip Americans and businesses that want to purchasc private
health insurance dircctly; (3) require all cmploycrs to contribute
towards healch coverage for their cmployees or towards the cost of the
public plan; (4) mandate that all children have health care coverage; (5)
expand eligibility for the Medicaid and SCHIP programs: and (6) allow

chibiiity for state health reform pians.

Second, [ will work to improve the quaiity of health care by ensuring
the health insurance plans cover essential services that improve

health outcomes, including preventative care and chronic disease

[o
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management. Under my pian, the benefit packagc will be similar to
that offered by the Federal Employces Health Benefic Program
(FEHBP), the program through which Members of Congress get
their own health care. The new pubiic pian will include coverage of
all essential medical services, inc]uding preventative, maternity and
mental health care. Moreover, coverage will include disease
management — programs, self management  training and care

coordination for appropriate individuals.

Individuals will also be able to purchasc separate private insurance as an
alternative to, oras a supplcmcnt to, my pian’s pubiic component. There
is no limit on what services these private pians will provide for, but the
National Health Insurance Exchange will assure that every participating
insurer providcs a common baseline level of benefits that cquais those

providcd by my new pubiic pian,

Third, T will go after the runaway costs in the health care system. My
universal health care pianwiiircducc mcdicaicxpcnditurcs byup t0$2,500
per famiiy by not oniy providing universal health insurance coverage and
increasing the quaiity of health insurance coverage, bur also by making
stratcgic investments to modernize our health care dclivcry system. My
plan will invest $10 billion per year for S years into dcpioying health care
information tcchnoiogy, which will reduce unnecessary spending in the
health care system that results from prcvcntabic errors and inefficient
paper biliing systems; increase insurance industry compctition and
rcducing underwriting costs and proFits, which will reduce insurance
overhead; and providc reinsurance for catastrophic coverage, which will

reduce insurance prtmiums.

QUESTION 2

Ovcrall dO you fCCl that thC Unitcd States SpCIldS too much or too

litcle on health care and why?

I feel the US. spends too much money inefficiently in our health care
system, and it’s necessary for the country to reform the health care
system so we can ensure that all health care spending is spent to better
the health outcomes of the American pcopic. Today, about 100,000
Americans die from medical errors in hospitals cvery year. Prcscription

drug CIrors ’le[lC cost EhC nation more than $ 100 bi“iOﬂ CVny ycar, A[ld
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one-quarter of all medical spcnding goces to administrative and overhead
costs, and reliance on antiquatcd paper—based record and information

SyS[CHlS IlCCdlCSSly increases [hCSC COSts.

QUESTION 3

When people talk about the need for health insurance, they often
ncglcct to idcntify the real problcm: improving the health of Americans.
And health insurance rates alone do not tell us much about insurance
type. affordability or quality of carc. Beyond the number of people
with health insurance, how will you define and measure the success

of your health proposals and their impact on health outcomes?

My plan will require hospitals, health care providcrs and insurers to report
quality outcomes to the government and the public so that the American
pcoplc, health care profcssionals, Congrcss and the White House can
monitor the progress of the nation’s health care system in de]ivcring
high—quality care to every American. By cstablishing and monitoring
a comprchensivc “report card” for the various parts of our health care
system, our nation will be able to idcntify and address flaws in the health
care delivery system ina much more transparent and mcaningful manner

than exists in today’s health care system.

QUESTION 4

While the country has a clear interest in improving the health of its
citizens, the incentives built into the system do notseem to promote that
desired outcome. For instance, physicians are sometimes reimbursed
in a manner that rewards the volume of care delivered without regard
for quality. How would your proposals realign incentives to change
how insurers, providers and patients view their respective righes and

accountabilities for health?

Unfortunately, in today’s health care system, both public and private
insurers tend to pay providers based on the volume of services provided,
racher than the quality or effectiveness of care. I will accelerate efforts to
dcvclop and disseminate best practices, and align reimbursement with
provision ofhigh qua]ity health care. Providers who sce patients enrolled
in the new public plan, the National Health Insurance Exchangc,
Medicare and FEHB will be rewarded for achieving performance

thresholds on physician- validated outcome measures. Insurers will
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be required to spend a reasonable share of money on health care,
not outrageous administrative fees. And Americans will be asked
to take personal responsibility for their health and make the riglit
decisions in their own lives — if they cat the right foods, stay active,

and stop smol(ing,

QUESTION 5

Crcating value in health care is ofparamount importance, however, in our
current system misaligned economic incentives thwart efforts to achieve
this end. Please discuss how your plan will create and measure value
to ensure it is a vital component in America’s health care system. Be

certain to include specific metrics and case examples.

My plan will create a value-based approacll within our current health
care system based on proven health outcomes for various treatments
and processes. One of the l<eys to eliminating waste and missed
opportunities is to increase our investment in comparative effectiveness
reviews and research. Comparative effectiveness studies provide
crucial information about which drugs, devices and proccdurcs are
the best diagnostic and treatment options for individual patients.
This information is developed by reviewing - existing literature,
analyzing clectronic health care data, and conducting simple, real
world studies of new teclinologies. [ will establish an indcpcndcnt
institute to guide reviews and research on comparative effectiveness,
so that Americans and their doctors will have accurate and objective
information to make the best decisions for their health and
Wcll-l)cing, and the health care system can start to prioritize healch

care treatments in a meaningful way.

QUESTION 6

[t is thought that as much as 40 percent of health care costs are related
to behavior, such as smol(ing, cating an unhcaltliy diet, lack of exercise
and alcohol consumption. At the same time, public health experts have
shown that these choices are influenced by policy, the accessibility of
liealthy options, and corporate and social marketing. How will you
encourage healthy choices? Howwill you shape policy and incentives
to encourage businesses to make choices that emphasize early health,

wellness and prevention among their employees and customers?
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[ believe that protecting and promoting health and wellness in this nation
is a shared responsibility among individuals and families, school systems,
employers, the medicaland public health workforce, and federal and state
and local governments. Each must do their part, as well as collaborate
with one another, to create the conditions and opportunities that will

allow and encourage Americans to adopt l]Cletl’ly llfCStleS.

(1) EMPLOYERS An increasing number of employers are offering
worksite health promotion programs and many employers choose
insurance plans that cover preventive services for their employees.
[ believe that worksite interventions hold tremendous potcntial to

lﬂl:lLlCHCC llCaltl’l and Wlll CXP&Hd and reward tl’lCSC effortsi

(2) SCHOOL SYSTEMS [ will work with schools to create more healthful
environments for children. I will work to get junk food out ofvending
machines in schools and improve nutritional content of lunches through
financial incentives, increase grant support for physical education,
cxpand tederal reimbursement for school-based health services, and

PfOVldC grants for health educational programs for StuantSi

(3) WORKFORCE [ will cxpand funding - including loan repayment,
adequate reimbursement, grants for training curricula, and infrastructure
support to improve working conditions — to ensure a strong workforce

that will champion prevention and public health activities.

(4) INDIVIDUALS AND FAMILIES The way Americans live, cat,
work and play have real implications for their health and wellness. My
plan will require coverage of essential clinical preventive services such
as cancer screenings and smol{ing cessation programs in all federally
supported healch plans, including Medicare, Medicaid, SCHIP and
the new public plan. In addition, I will increase funding to expand
community based preventive interventions to liclp Americans make
betrer choices that can help ward off chronic and preventable discases

and improve their health.

(5) FEDERAL, STATE, AND LOCAL GOVERNMENTS The federal
government and state and local governments play critical roles in disease
prevention and healch promotion activities. First, worl(ing together,
governments at alllevels should dcvclop a national and rcgional strategy

for public healch thatincludes funding mechanisms for implementationi
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Second, the field of public health would benefit from greater research
to optimize organization of the 3,000 health dcpartmcnts in this nation,
collaborative arrangements between levels ofgovcrnmcnt and its private
partners, pcrformancc and accountability indicators, intcgratcd and
interopcrable communication networks, and disaster prcparedness and
response. Third, the government mustinvestin workforce recruitment as
well as modcrnizing our physical structures. And finaily, the government
must examine its own policics, including agricultural, educational,
environmental and health policics, to assess and improve their effect
on public health in this nation. As prcsident, [ will prioritize all of these

activities to strcngthcn prcvcntion and public healch.

QUESTION 7

Simply having access to health care is not Cnough to achieve equity in
health outcomes. Income level, race, gcndcr and location are justa few
of the factors that contribute to the health of Americans. For cxamplc,
women are less likcly to receive the cardiac care that thcy neced and on
average have outcomes worse than men. How would your health care
system promotc greater cquity of health outcomes among men and
women of different races, income levels and geographic locales

including, but not limited to, access to traditional insurance?

[ will tackle the root causes of health disparitics by addrcssing differences
in access to health coverage and promoting prevention and public health,
both of which play a major role in addrcssing disparitics. [ will also
challcngc the medical system to eliminate inequities in health care by
rcquiring hospitals and healch plans to collect, analyzc and report healch
care quality for disparity populations and nolding them accountable for
any differences found; divcrsifying the workforce to ensure culturaily
effective care: implcmcnting and funding evidence-based interventions,
such as patient navigatot programs; and supporting and cxpanding the
capacity of safcty—nct institutions, which provide a disproportionatc
amount of care for underserved populations with inadequate funding

and tcchnical resources.
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QUESTION 8

With the riglit information at their disposal, consumers could take
greater charge of their health, wellbeing, and illness. To that end, what
will you do to ensure that healch information is rcadily accessible,
mcaningful, and accurate so that it hclps people make decisions

and take action?

My plan will requirc hospitals, healch care providers and insurers to
report quality outcomes to the government and the public so that the
American pcoplc, health care profcssionals, Congrcss and the White
House can monitor the progress of the nation’s health care system in
dclivering high—quality care to cvery American. By establishing and
monitoring a comprehensive “report card” for the various parts of our
health care system, American citizens will be able to idcntify and address
flaws in the health care delivery system in a much more transparent and

mcaningful manncr than exists in today’s l’lC&ltll carce systcm.

QUESTION 9
FOI’ ycars, llC’dlth carc tcchliology l‘l’dS lJCCH dCVClOPC(l l:Of usc by dOCtOFS

and other healtch care providers. Still, we lack wide scale use of electronic
prcscribing, clectronic medical records and other important health
information technology tools. What spccific incentives would you
favor to enhance the adoption of health information tcchnology?
What will you do to encourage free and secure data sharing among

providers for the benefit of patients?

I will invest $10 billion a year over the next five years to move the
US. health care system to broad adoption of standards-based electronic
health information systems, including electronic health records. 1 will
also phase in requirements for full implcmentation of health IT and
commit the necessary federal resources to make it happcn - including
incentives for providcrs to fully share this information in a secure
manner. | will ensure that these systems are developcd in coordination
with providcrs and frontline workers, including those in rural and

underserved arcas. | will ensure that paticnts’ privacy is protectcd.
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QUESTION 10
Given the rapid changcs in how tcchnology is used to deliver care and

how biomedical brcakthroughs are used to treat and prcdict disease,
health care will need to be provided in innovative ways. What will you
do to encourage innovation in biomedical research, the science of
prevention and the delivery of care? How will you promote the use of

these advanced technologies to improve health?

As a result of biomedical research the prevention, carly detection and
treatment of discases such as cancer and heart discase [are] better today
than any other time in history. [ have consistently supported funding
for the National Institutes of Health and the National Science
Foundation. | strongly support investments in biomedical research, as
well as medical education and training in health-related fields, because
it providcs the foundation for new thcrapics and diagnostics. [ have
been a champion of research in cancer, mental healch, healch disparitics,
global health, women’s and childrens health, and veterans health.
As prcsident, [ will strengthcn funding for biomedical research, and
better improve the cfficicncy of that rescarch by improving coordination
both within government and across govcrnmcnt/privatc/non-profit
partnerships. My administration will ensure that we translate scientific
progress  into improvcd approaches to discase prevention, carly

detection and thcrapy that is available for all Americans.

QUESTION 11
ThC range O{:l“l€alt11 profcssionals ﬂcédCd is Changing. SOIT]C groups have

projt:ctt:d shortagcs in essential health providcrs ranging from nurses
and primary care physicians to allied health profcssionals. What would
you do to encourage entry into and retention within these essential

health fields?

Primary care providcrs and public healch practitioners have and will
continue to lead efforts to protect and promote the nation’s health.
Yet, the numbers of both are dwindling, and the cxisting workforce is
furcher chalicngcd hy inadcquatc training about new health threats such
as bioterrorism and avian flu, antiquatcd funding and reimbursement
mechanisms, and limited access to real-time information and technical

support. [ will cxpand funding—inciuding loan repayment, adcquatc
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reimbursement, grants for training curricula, and infrastructure support
to improve working conditions—to ensure a strong workforce that will

champion prcvcntion and public health activities.

QUESTION 12

Do you teel that portability of health insurance is an important part of
improving health? If so, how would you structure a portable healch

insurance system to make it affordable and effective?

Yes. The public and private health insurance options offered in my health

carce rcform pl?ll’l WIH bC fuliy portablc.

QUESTION 13
There is a great deal of evidence that policy decisions in areas such

as education, taxes, environment and labor can have as much of an
impact on pcople’s healch as policy decisions that address health
dirccely. How will you measure the health impact of your

non-health policy decisions?

I will take steps to ensure that my non-health poiicy decisions are
compatibic with my goal of improving the health outcomes of all
Americans. For cxamplc, [ am committed to restoring scientific
integrity to the White House so that decisions for environmental,
consumer safety and rescarch policics are made to benefit the overall
welfare of the American pcopic, not spcciai intereses. [ will also build
off of my work in the U.S. Senate in this area to ensure that federal
policics assess their potentiai health impact. Among my legisiation
in chis area is the Hea[thy Places Act, which I authored to hcip local
governments assess the healch impact of new policics and projccts, like
highways or shopping centers. Once the healch impact is determined,
the bill gives grant funding and technical assistance to help address
potential health problems. I also introduced the Healthy Communities
Act to cxpand research on toxins and providc the resources to clean

up biightcd communities.
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ASPEN HEALTH STEWARDSHIP COALITION

AARP

Advocacy Alliance — Susan G. Komen for the Cure
American Lung Association

American Public Health Association

Cancer Action Network — American Cancer Society
Disruptive Women in Healthcare (Amplify Public Affairs)
GE Healthcare

KEAS

Eli Lilly and Company

National Association of Community Health Centers
National Medical Association

Partnership for Prevention

PhRMA

Regence BlueCross BlueShield

Susan G. Komen for the Cure

WomenHeart: The National Coalition for Women

with Heart Disease

PLEASE NOTE: The aforementioned lists the coalition members as of March
12, 2009. The coalition was established to encourage policymakers, physicians,
health care businesses and nonprofits, communities and other stakeholders to

embrace the Aspen Health Stewardship Principles as a roadmap to help ensure

smart, sustainable improvements to the U.S. health care system.
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About the Health, Biomedical Science
and Society Program

www.aspeninstitute.org/health

The Health, Biomedical Science and Socicty Program is a venue for academic, government
and industry leaders to cxplorc critical issues in health care and health policy and how thcy may
affectindividual health and that of families, communities, nations and the world. By convening
bipartisan, multi-disciplinary forums, the program facilitates the cxchangc of knowlcdgc and
insights among decision-makers and hclps to forgc networks and other collaborations with

the ultimate goal of improving human health.

ﬂ]rough public programs and strategic dialogut, including roundtables, policy bricﬁngs,
conferences and Internet discussion forums, the program secks to hclp chartthe way forward
on issucs relating to health and medical science by bringing together the foremost experts
in many ficlds. The program’s work routinely incorporates the views of leading scientists,
€Cconomists, physicians, policymakcrs, historians, patients and other committed voices in

hcalth care and hCéllth pOlle The progranfs Pl‘OjCCtS iI]ClUdCZ

The Aspen Health Forum. Born of the recognition that there is exploding interest in the
future of health care, the Aspen Health Forum brings cutting-cdge medical science and health
care discussions to the public square. It is the world's only public gathcring thar offers a lay
audience the opportunity to cxchangc ideas with Nobel laurcates, prominent officials from
the National Institutes of Health, health care industry leaders and other top experts in healch
policy and biomedicine. The next forum will be held at the Aspen Institute campus in Aspen,
Colorado, July 24-27,2009.

The Aspen Health Stewardship Project. Drawing on the expertise of a diverse group of
leaders in health care and health policy, this initiative secks to inform the national conversation
on health care reform and to suffuse related policymaking with non-partisan principlcs to hclp

dfiVC smart, Sustainablc improvcmcnts o thC US hCéllth care SyStCmi

The Aspen Task Force on Global Nutrition and Health. A high-level strategy group, the
task force is slated to launch in July 2009 and will build on the work of the domestic Aspen
Nutrition Initiative. This new effort secks to focus the attention of world leaders and other
influential persons on the root causes of excess caloric intake, inadequate physical activicy and
their adverse affects on health, economies and the environment. It also aims to highlight the
benefics that developed and developing countries receive when they address social factors thac

impcdc health and educate and support their citizens to make hcalthy lifcstylc choices.

The Future Medicine Project. Started in the fall of 2006, the project addresses critical
roadblocks to the implementation and adoption of new health care technologies and aims
to fundamentally change the way business leaders, policymakers and the public think about
technological advancement in health care. The project formed and convened two strategy

groups, onc on personalized medicine and the other on pandemic influenza surveillance.

For more information on our work, please direct inquiries to Noah Bartolucci at
(202) 736-2536 or noah.bartolucci@aspeninstitute.org.
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