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002, 003 The cost of Care — National Geografic —OECD Health data 2009
Néklady na starostlivost — National Geografic — OECD zdravotné tdaje 2009
http://blogs.ngm.com/.a/6a00e0098226918833012876674340970c-800wi

POPIS K OBRAZKU: Udaje v doldroch odrazaju vietky verejné a sukromné vydavky na starostlivost od navitev
lekdra po nemocniént infrastruktaru. Udaje st z roku 2007 alebo z posledného roku.

Modro-zelenou farbou st linie, ktoré reprezentuju krajiny s univerzalnym zdravotnym pokrytim
poskytovanym verejnymi a sikromnymi poistovatelmi (poistoviiami)

Cervenou liniou st krajiny, ktoré nemaju univerzalne pokrytie.

VYSVETLIVKY:

Health care spending per person in U.S. Dollars = vydavky na zdravotnu starostlivost na osobu v US dolaroch
Average number of doctor visits a year = priemerny pcet navstev lekara za rok

Avarage life expectancy at birth = priemerna ocakavana dizka Zivota pri narodeni

Priemer tvori UK (Velka Britania) — od nej nahor su krajiny nadpriemerné (= above average) a pod riou
podpriemerné (= below average)


http://blogs.ngm.com/.a/6a00e0098226918833012876674340970c-800wi

United States $7,290

Health care
spending per person,
in U.S. dollars
Switzerland $4.417
Luxembourg 4,162
Canada 3895
Austria 3763
France 3601
Denmark 3512
A Sweden 3323
ABOVE
AVERAGE Australia 3,137
$20B6------~ UK 2992
BELOW Finland 2840
AVERAGE
w Spain 2671
Japan 2,581
New Zealand 2510
Portugal 2,150
South Kerea 1,688
Czech Republic 1626
Slovak Republic 1555
Hungary 13838
Poland 1,035
ALL 30 0ECD
COUNTRIES
HOT SHOWN Mexico 823

Average number
of doctor visits a year

Dollar figures reflect all public
and private spending on care,
from doctor visits to hospital
infrastructure. Data are from 2007
or the most recent year availablte.
GRAPHIC: OLIVER UBERTI, NG STAFF. SOURCE:

“OECD HEALTH DATA 2008," ORGANISATION FOR
ECONOMIC CO-OPERATION AND DEVELOPMENT
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004 Country Clusters: Health Professional Supply and Child Survival

Skupiny krajin: ,,zasobovanie” zdravotnickymi profesionalmi (t.j. odborné fudské zdroje v zdravotnictve)

a prezivanie deti (detska umrtnost)

VYSVETLIVKY: Density (workers per 1000) = hustota (pocet pracovnikov na 1000)

Child mortality (under 5) per 1000 live births = detska umrtnost (pod 5 rokov) na 1000 Zivo narodenych

Low density = nizka hustota, moderate density = stredna hustota,
high density (low mortality) = vysoka hustota (nizka Gmrtnost)
low density (high mortality)= nizka hustota (vysoka mortalita)

* hodnotenych 186 krajin

Country® Clusters: Health Professional

supply and Child Survival

*186 countries
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005 Primary Care and Specialist Physicians per 1000 Population, Selected OECD Countries, 2007
Pocet lekarov v primarnej starostlivosti a pocet lekarov-Specialistov na 1000 obyvatelov, vybrané krajiny
OECD, 2007

Country Primary Care Specialist
krajina Primarna

starostlivost Specialisti
Belgium 2,2 2,2
France 1,6 1,7
Germany 1,5 2,0
us 1,0 1,5
Australia 1,4 1,4
Canada 1,0 1
Sweden 0,8 2,6
Denmark 0,8 1,2
Finland 0,7 1,6
Netherlands 0,5 1,0
Spain 0,9 1,2
UK 0,7 1,8
Norway 0,8 2,2
Switzerland 0,5 2,8
New Zealand 0,8 0,8
OECD average | 0,9 1,8
Priemer OECD

Source OECD Health Data 2009 Zdroj: OECD zdravotné tidaje 2009

006 Why Is Primary Care Important?

eBetter health outcomes
e Lower costs
e Greater equity in health

Preéo je primarna starostlivost doleZita ?
e |epsSie zdravotné vysledky
e nizsSie naklady

e  vidsia rovnost, o sa tyka zdravia



008 Primary Care Strength and Premature Mortality in 18 OECD Countries

Sila primarnej starostlivosti a predéasna umrtnost v 18 OECD krajinach

Primary Care Strength and Premature
Mortality in 18 OECD Countries

10000
PYLL
Low PC Countries*
5000
High PC Countries*
0 h T T T I
1970 1980 1990 2000

Year

*Predicted PYLL (both genders) estimated by fixed effects, using pooled cross-sectional time series design. Analysis controlled
for GDP, percent elderly, doctors/capita, average income (ppp), alcohol and tobacco use. RZ(within)=0.77.

Starfield 11/06
Source: Macinko et al, Health Serv Res 2003; 38:831-65. 1C 3496 n

Predpokladana PYLL (obe pohlavia) odhadovana podla fixnych efektov, pouzitim dizajnu pooled cross-
sectional time series. Analyza ukazuje zavislost od HDP (hrubého doméaceho produktu), mnoZstva ludi
v déochodkovom veku, poctu pacientov na 1 lekdra, priemerného prijmu, pozivania alkoholu a tabaku.

VYSVETLIVKY: Low PC countries = krajiny s nizkou primarnou starostlivostou,
High PC countries = krajiny s vysokou primarnou starostlivostou

010 Conclusion

Althout sociodemographic factors undoubtedly influence health, a primary care oriented health
system is a highly relevant policy strategy because its effect is clear and relatively rapid,
particularly concerning prevention of the progression of illness and effects of injury, especially at
younger ages.

Zaver

Aj ked' socialno-demografické faktory bezpochyby ovplyviiuju zdravie, zdravotny systém orientovany na
primarnu starostlivost je vysoko efektivnou politickou stratégiou, pretoZe jeho vysledky su jasné a relativne
rychle, najmi €o sa tyka prevencie progresie ochorenia a nasledkov trazov, obzvlast u mladych ludi.



012, 007 Primary health care oriented countries

eHave more equitable resource distributions

eHave health insurance or services that are provided by the government

eHave little or no private health insurance

eHave no or low co-payments for health services

eAre rated as better by their populations

eHave primary care that includes a wider range of services and is family oriented
eHave better health at lower costs

Sources: Starfield and Shi Health Policy 2002: 60:201-18 van Doorslaer et al Health Econ 2004 :13 629-47 Schoen et al Health Aff 2005
W5 509-25

Krajiny orientované na poskytovanie primdarnej zdravotnej starostlivosti

- maju rovnomernejsie rozlozenie prostriedkov

- maju zdravotné poistenie alebo sluzby poskytované vladou

- maju malo alebo Ziadne sikromné zdravotné poistenie

- nemaiju Ziadnu alebo len mali spolutéast na platbach za zdravotné sluzby
- st hodnotené ich obéanmi ako lepsie

.....

- maju lepsie zdravie za nizsiu cenu

Zdroj: Starfield and Shi Health Policy 2002: 60:201-18 van Doorslaer et al Health Econ 2004 :13 629-47 Schoen et al Health Aff 2005 W5
509-25

013, 009

Many studies done WITHIN countries both industrialized and developing show that areas with
better primary care have better health outcomes including total mortality rates and infant mortality,
and earlier detection of cancers such as colorectal cancer, breast cancer, uterine/cervical cancer and
melanoma. The opposite is the case for higher specialist supply which is associated with worse

outcomes

Sources: Starfield et al Milbank Q 2005 83 457-502
Macinko et al  Ambul Care Mnage 2009 32 150-71

Vela studii vykonanych V RAMCI (t.j. vo vniitri) priemyselnych aj rozvojovych krajin ukazuje, Ze oblasti s
lepSou primarnou starostlivostou maju lepsie zdravotné vysledky; vratane celkovej umrtnosti a detskej
umrtnosti, aj skorsej detekcie rakoviny, ako napr. kolorektalneho karcindmu, rakoviny prsnika,
maternice/kréku maternice a melanému. Naproti tomu stoja oblasti s vysokym podielom $pecialistov, ¢o je
asociované s horsSimi vysledkami.

014, 084 Strategy for Change in Health Systems

eAchieving (dosiahnutie) primary care

eAvoiding (vyhnutie sa) an excess supply (nahradeniu) of specialists
eAchieving equity in health

eAdressing (adresovanie, zameranie) co- and multimorbidity
*Responding( odpovedanie na) to patients” problems
eCoordinating care

sAvoiding adverse effects



eAdapting payment mechanisms

*Developing information system that serve(aby slizili) care functions as well as clinical information

ePrimary care-public health link(prepojenie): role of primary care in disease prevention

Stratégia na zmenu zdravotnych systémov

dosiahnutie primarnej starostlivosti

vyhnutie sa prebytku Specialistov

dosiahnutie rovnosti v zdravi

adresovanie komorbidity a multimorbidity

odozva na pacientove problémy

koordinujlca starostlivost

vyhnutie sa neziaducim uc¢inkom

adaptadcia platobnych mechanizmov

vytvorenie informacnych systémov, ktoré sltzia starostlivosti, aj klinickym informaciam
prepojenie primarnej starostlivosti a verejného zdravia: tloha primdrne;j starostlivosti v prevencii
ochoreni

015-017 Primary Care Scores by Data Source, PSF Clinics
Skérovanie primarnej starostlivosti, PSF Clinics

VYSVETLIVKY:

Access = pristup

Longitudinal

First Contact = prvy kontakt

Comprehensive = komplexnost

Coordination = koordinacia

Family focus = orientacia na rodinu

Community = komunita

Resources available = dostupné zdroje

Total score = celkové skodre

Zelenou PSF (pouZzivatelia)

Cervenou PSF (poskytovatelia)

Modrou PSF (manazéri)



Primary Care Scores by Data Source, PSF Clinics

Access

Total Score}_.f\-\--

Resources /
Available |

Family focus “Coordination

== PSF (users) == PSF (providers) == PSF (managers)
Source: Almeida & Macinko. [Validation of a Rapid Appraisal Methodology for
Menitoring and Evaluating the Organization and Performance of Primary Health Care Starfield 05/06
Systems at the Local Level]. Brasilia: Pan American Health Organization, 20086. WC 3421 n

018 A study of individuals seen in a year in large health
care plans in the US found:

Studia jednotlivcov videnych pocas jedného roka, ktori boli stiéastou rozsiahlych zdravotnych planov (USA)

Elderly non-elderly
dochodcovia nedochodcovia
percent who saw a 95 69
specialist
percento tych, ktori navstivili Specialistu
average number of 4,0 1,7

different specialists seen priemerny poéet
réznych navstivenych Specialistov

average number of visits 8,8 3,3
to specialists
priemerny pocet navstev u Specialistov

total visits to both 11,5 5,9
primary care and

specialists

celkovy pocet navstev u lekarov primarnej
starostlivosti aj u Specialistov

Source: Starfield et al ) Ambul Care Manage 2009 32 216-25



019 A study of individuals (ages 0-79) seen over two years in Ontario, Canada, found:

Stadia jednotlivcov (vo veku 0-79 rokov) videnych poéas 2 rokov v Ontariu (Kanade)

percent who saw a specialist 53,2
percento tych, ktori navstivili Specialistu

Median number of visits to 1,0
specialists
priemerny pocet navstev u Specialistov

Total visits to both primary 7,0
Care and specialist

celkovy pocet navstev u lekarov primarnej
starostlivosti a u Specialistov

Source: Sibley et al Med Care 2010 48 175-82

020

The US has a significantly higher proportion of people (compared with Canada, France, Netherlands,
New Zealand, United Kingdom) who see two or more specialists in a year-27% and 38% among
people with chronic illness. Even these figures, obtained from population surveys, understate the

heavy use of multiple physicians seen in a year in the US.
Sources: Schoen et al Health Aff 2007 26 W717-34 Schoen et al Health Aff 2009 28 w 1-16

Zélandom a Velkou Britaniou), ktora navstivi 2 alebo viacerych Specialistov pocas 1 roka — 27%, respektive aZ
38 % pacientov s chronickym ochorenim. Dokonca aj tieto udaje, ziskané popula¢nymi prieskumami,
informuju o znacnom vyuzivani mnohych lekarov navstivenych pocas jedného roka v USA.

021, 022 Percent of Patients Reporting Any Error by Number of Doctors Seen in Past Two Years
Percento pacientov udavajucich pochybenie lekara v suvislosti s po¢tom navstivenych lekarov v priebehu
poslednych dvoch rokov

Country One doctor Jeden 4 or more doctors
Krajina lekar 4 alebo viaceri lekari
Australia 12 37

Canada 15 40

Germany 14 31

New Zealand 14 35

UK 12 28

us 22 49

Source: Schoen et al Health Affairs 2005 W5 509-525

023

In the United States, half of all outpatient visits to specialist physicians are for the purpose of routine
follow-up. Does this seem like a prudent use of expensive resources, when primary care physicians
could and should be responsible for ongoing patient-focused care over time?

V USA, polovica vsetkych ambulantnych navstev u Specialistov bola za i¢elom rutinnej kontroly (follow-up).
Nezd3 sa byt toto roz$afnym mifianim drahych zdrojov, ked' lekari primarnej starostlivosti by mohli a aj mali
byt neustdle zodpovedni za starostlivost orientovanti na pacientov ?



024

In New Zealand, Australia, and the US, an average of 1,4 problems( excluding visits for prevention)
were managed in each visit. However, primary care physicians in the US managed a narrower

range: 46 problems accounted for 75% of problems managed in primary care, as compared with 52 in
Australia and 57 in New Zealand.

Na Novom Zélande, v Australii a v USA, bolo pocas kaZdej navstevy (okrem preventivnych prehliadok)
zmanazovanych v priemere 1,4 problémov. Avsak, lekdri primarnej starostlivosti v USA zmanaZovali mensi
rozsah: 46 problemov prispelo k 75 % problémov zmanaZovanych v primdrnej starostlivosti, v porovnani s 52
problémami v Australii a 57 na Novom Zélande.

025

Comprehensiveness in primary care is necessary in order to
avoid unnecessary referrals to

specialists, especially in people

with comorbidity.

Komplexnost v primarnej starostlivosti je nevyhnutna na to, aby sa vyhlo nepotrebnym odportéaniam
k Specialistom, najma u pacientov s komorbiditami.

026, 027, 028

30% of PCPs and 50% of specialists in southwestern Ontario reported that scope of primary care
practice has increased in the past two years. Physicians in solo practice or hospital-based were more
likely to report an increase than those in large groups. Family physicians were less likely than general

internists or pediatricians to express concern about increasing scope

Source: St. Peter et al. The Scope of Care Expected of Primary Care

Physicians Is It Greater Than It Shold Be? Issue Brief 24. Center for Studying

Health System Change( http://www.hschange.com/CONTENT/58/58.pdf ) 1999 http://www.hschange.com

30 % lekarov primarnej starostlivosti a 50 % Specialistov v juhozapadnom Ontariu udavaju zvacsenie rozsahu
primdrnej zdravotnej starostlivosti pocas poslednych 2 rokov. Lekari pracujtici sami (sélo-prax) alebo lekari
majuci ambulanciu v nemocnici ¢astejsie udavali zvdcSenie rozsahu akolekari pracujlci vo vacsich skupinach.
Rodinni lekari menej casto ako vseobecni internisti alebo pediatri vyjadrili svoje pochybnosti o zvySujicom
sa rozsahu starostlivosti.

032-legenda

- nemochnica hospitalizujuca pacientov
- telefonaty domov

- pohotovost

- domovy osetrovatel'skej starostlivosti
- porodnictvo

- anesteziologia

- len kancelaria



http://www.hschange.com/CONTENT/58/58.pdf
http://www.hschange.com/

029 The Declining Comprehensiveness of Primary Care

Klesajica komplexnost primarnej starostlivosti

1ga 304 190495 199586
Year

3 comprehensiveness of primary care. C! W

=

030, 033 Comprehensiveness in Primary Care

Komplexnost v primarnej starostlivosti

Warts removal
Odstranenie bradavic

IUD insertion

IUD removal

Pap smear

Inzercia IUD

Odstranenie IUD

Onkoster z krécka maternice (PAP)

Suturing lacerations
Sutdra trZznyc ran

Hearing screening
Skrining sluchu

Removal of cysts
Odstranenie cyst

Vision screening
Skrining vizu

Joint aspiration /injection

Foreign body removal(ear, nose)
Sprainded ankle splint

Punkcia kibu/intraartikuldrna injekcia
Odstranenie cudzieho telesa (ucho, nos)
Dlaha na podvrtnuty clenok

Age-appropriate surveillance

Family planing

Immunizations

Smoking counseling

Surveillance (sledovanie) primerané veku
Planovanie rodiny

Imunizacia

Poradenstvo pri fajceni




Remove ingrowing toenail
Odstranenie zarastajiceho nechtu

Home visits as needed
Navsetvy doma podla potreby

Behavior/MH counseling
Poradenstvo behavioralne /MH?

Nutrition counsling
Poradenstvo vo vyZive

Electrocardiography
EKG

OTHERS?
INE?

Examination for dental status
Vysetrenie stavu chrupu

Unanimous agreement in a survey of family physician experts in ten countries(2008)

Jednomyselny stihlas v prehl'ade expertov - rodinnych lekarov v 10 krajinach (2008)

031, 034 Comprehensiveness: Canadian Family Physicians

Komplexnost: kanadski rodinni lekari

Advanced procedural skills
Pokrocilé znalosti (zru¢nosti)

Basic procedural skils
Zakladné znalosti (zru¢nosti)

eSignoidoscopy

eInsertion of IUD

e|ntensive care/resuscitation

eBiopsy

eNerve blocs

Crypterapy

eMinor fractures

eElectrocardiogram

eChalazion eInjection/asperation of joint
eTumor excision eAllergy/hyposensitization test
eVasectomy eExcision of nail

e\aricose veins

*\Wound suture

*Rhinoplasty

*Removal of foreign body

eFractures

e|ncision abscess etc.

sigmoidoskopia Inzercia IUD
Intenzivna starostlivost/resuscitacia Biopsia
Blokady nervov Kryoterapia
Drobné fraktury EKG

Chalazion (hordeolum)

Punkcia kibu/intraartikuldrna injekcia

Excizia tumoru

Testy na alergiu/hyposenzitizacia

Vazektomia Excizia nechtu

Varixy Sutdra rany

Rhinoplastika Odstranenie cudzieho telesa
Fraktury Incizia abscesu atd'

NOTE thar British Columbia family physicians are more comprehensive than their counterparts in

other provinces

Source:Canadian Institute for Health Information the Evolving Role of Canada’s Fee-for-Service Family Physician 1994-2003 Provincial

Profiles 2006

CAVE Rodinni lekari v Britskej Kolumbii s komplexnejs$i ako ich protajsky v inych provinciach




036, 037 Provincial Participation Rates of Canadian Fee-for- Service Family Physicians in: Advanced
and Basic Procedural Skills

Podiel participujucich prevencii kanadskych lekarov pracujicich na baze platby za sluzby — pokrocilé
a zakladné znalosti (zru¢nosti)
Adv Proc = pokrocilé znalosti (zru¢nosti)

Basic Proc = zakladné znalosti (zru¢nosti)

038 The Appropriate Management of Multimorbidity in Primary Care

Vhodny manaZment multimorbidity v primarnej starostlivosti



039 Percentage of Patients Referred in a Year: US vs. UK

Percento pacientov odoslanych pocas jedného roka: USA versus Vel'ka Britania

Healthier = zdravsi Sicker = chorsi

040 Top 5 Predictors of Referrals, US
Top 5 prediktorov odosielania (odporucenia k Specialistovi), USA
Collaborative Practice Network, 1997-99

Siet spolupracujucich praxi, 1997-1999

All referrals
Vsetky odoslania

Discretionary referrals”
volitelné odoslania

High comorbidity burden
Uncommon primary diagnosis
Moderate morbidity burden
Surgical diagnoses
Gatekeeping

Vysoky vyskyt komorbidit
Vzacna primarna diagnodza
Stredny vyskyt komorbidit
Chirurgické diagnozy
Gatekeeping (,,strazca brany“)

Patient ages 0-17*

Nurse referrals permitted

Northeast region

Physician is an internist
Gatekeeping with capitation**

Vek pacienta 0-17*

Povolené odosielanie zdravot. sestrami
Severovychodny region

Lekar je internistom

Gatekeeping s kapitaciou**

NOTE
*No pediatricians included in study
**Specialist not in capitation plan

+ Common conditions + high certainty for diagnosis and treatment + lox cogency+only cognitive




assistance requested Constitited 17% of referrals
Source: Forrest et al Med Decis Making 2006 26 76-85

POZNAMKA

* do studie neboli zahrnuti pediatri

** $pecialisti neboli v kapitacnom plane

+ beZné podmienky + vysoka istota diagndzya lie€by + nizka zdvainost + pozadovana len kognitivna
asistencia tvorili 17% odoslani

041
The more common the condition in primary care visits, the less the likelihood of referrall, even after
controling for a viariety of patient and diseasa characteristics.

When comorbidity is very high, referral is more likely, even in the presence of common problems.

IS THIS APPROPRIATE? IS SEEING A MULTIPLICITY OF SPECIALISTS THE APPROPRIATE STRATEGY

FOR PEOPLE WITH HIGH COMORBIDITY?
Source: Forrest & Reid J Farm Pract 2001 50 427-32

Cim beZnejsi je problém, s ktorym pacient navstivil lekara primarnej starostlivosti, tym mensia je
pravdepodobnost odoslania pacienta k 3pecialistovi, dokonca i po zobrati do tGivahy rozmanitosti
charakteristik pacientov aj ochoreni.

Ak je velmi vysoka komorbidita, odoslanie k Spcialistovi je viac pravdepodobné, aj vtedy, ak ide o bezné
problémy.

JE TO ADEKVATNE ? JE NAVSTEVOVANIE MNOHYCH SPECIALISTOV VHODNOU STRATEGIOU PRE LUDI

S KOMORBIDITAMI?
Zdroj: Forrest & Reid J Farm Pract 2001 50 427-32

042 Percent Distribution by Degree of Comorbidity for Selected Disease Groups, Non-elderly
Population

Percentudlna distribtcia v zavislosti od stuprfia komorbidity pre vybrané skupiny ochoreni, populacia nie
v déchodkovom veku

Disease Group Morbidity Burden Level (ACGs)
Stupen vyskytu morbodity (ACGs)

Skupina ochoreni Low Mid High
Nizky stredny vysoky

Total population 69,0* 27,5 4,0

Celkova populacia

Asthma 24,0 63,8 12,2

Astma

Hypertension 20,7 65,4 13,9

Hypertenzia

Ischemic heart failure 3,9 49,0 47,1

Ischemické srdcové zlyhavanie

Congestive heart failure 2,6 35,1 62,3

Kongestivne srdcové zlyhavanie

Disorders of lipoid metabolism 17,6 69,9 12,5




Poruchy lipid. metabolizmu

Diabetes mellitus 13,9 63,2 22,9
Diabetes mellitus

Osteoporosis 11,1 50,0 38,9
Osteoporodza

Thrombophlebitis 12,2 53,8 33,9
Tromboflebitida

Depression, anxiety, neuroses 8,1 66,3 25,6
Depresia, anxieta, neurdzy

*About 20% have no comorbidity Okolo 20 % nema Ziadnu komorbiditu
Source ACG Manual

043, 044 , 045 Comorbidity Prevalence

Prevalencia komorbidity

1.The percentage of Medicare beneficiaries with 5+ treated conditions increased from 31 to 40 to 50
in 1987, 1997, 2002

2.The age-adjusted prevalence increased for

eHyperlipidemia: 2,6 to 10,7 to 22,2

eQOsteoporosis: 2,2 to 5,2 to 10,3

*Mental disorders: 7,9 to 13,1 to 19,0

eHeart disease: 27,0 to 26,1 to 27,8

3. The percentage of those with 5+ treated conditions who reported being in excellent or good health
increased from 10% to 30% between 1987 and 2002

1. Percento prijemcov Medicaru s 5 a viacerymi ochoreniami stuplo z 31 na 40 a na 50 v rokoch
1987,1997,2002
2. Na vek prisposobena prevalencia stupla pre

e hyperlipidémiu: z2,6 na 10,7 a 22,2

e osteoporézu:z2,2na5,2a10,3

e mentalne poruchy: zo 7,9 na 13,1 a 19,0

e ochorenia srdca: z2m,0 na 26,1 a 27,8
3. Percento tych, ktori mali 5 a viac ochoreni a citili sa byt vo vybornom alebo dobrom zdravi stiplo z 10% na
30% medzi rokmi 1987 a 2002

MESSAGE: , Discretionary diagnoses” are increasing in prevalence particularly those associated

with new pharmaceuticals. How much of this in appropriate?

Source: Thorpe & Howard Health Aff 2006 25W378-W388

ODKAZ: Stupa prevalencia ,lubovolnych diagnéz“, najma tych, ktoré stvisia s novymi farmakami. Kolko
z toho je adekvatne?

046 Differences in Mean Number of Chronic
Conditions among Enrollees Age 65+ Reporting Congestive Heart Failure, by Race/Ethnicity,
Income, and Education:1998

Rozdiely v priemernom pocte chronickych diagnéz medzi prihlasenymi vo veku 65 rokov a viac, ktory udavali
kongestivne srdcové zlyhavanie, podla rasy/etnika, prijmu a vzdelania: 1998

VYSVETLIVKY:

All = vsetci



Non-Hispanic Black or African = nehispanci, ¢ernosi alebo Africania
Hispanic or Spanish = Hispanci alebo Spanieli

Less than a High School Education = menej ako stredoskolské vzdelanie
Poor: Less than $ 10.000 Income = prijem mensi ako 10.000 $

Non-Hispanic
Black or African
American

047, 0,48 Comorbidity, Inpatient Hospitalization, Avoidable Events, and Costs

Komorbidita, hospitalizacia pacienta v nemochnici, prihody, ktorym sa bolo mozné vyhnot
a naklady * (Pozn: * vek 65 rokov a viac, len chronické diagnozy)

VYSVETLIVKY:

Rate per 1000 beneficiaries = pocet na 1000 prijemcov (ti, co maji narok na Medicare)

Number of types of conditions = pocet druhov diagnéz

Complications = komplikacie

Costs = naklady

4 or more conditions = 4 a viac diagnéz



049 Controlled for morbidity burden*:

Kontrola incidencie ochoreni*:

Cim viac RGINYCH vieobecnych lekdrov pacient vidi: tym vyssie celkové naklady,
medicinske naklady, diagnostické testy a intervencie.

Cim viac vieob. lekdrov pacient vidi, tym viac RGZNYCH $pecialistov vidi ten pacient, ktory
ma vela ochoreni. Efekt je zavisly od poctu navsetev vseob. lekdra. Z toho vyplyva, ze
najvacsi benefit z primarnej starostlivosti majo fudia s najvyssim vyskytom ochoreni

* PouZzijuc prispésobené klinické skupiny podla Johna Hopkinsa (ACGs)

The more DIFFERENT generalists seen: higher total costs, medical costs, diagnostic tests and
interventions.

The more different generalists seen, the more DIFFERENT specialists seen among patients with
high morbidity burdens. The effect is independent of the number of generalist visits. That is, the
benefits of primary care are gratest for people with the greatest burden of illness.

*Using the Johns Hopkins Adjusted Clinical Groups(ACGs)

Source: Starfield et al J Ambul Care Manage 2009 32: 216-25



050 Resource Use, Controlling for Morbidity Burden*
VyuZivanie zdrojov, kontrola vyskytu ochoreni*

The more DIFFERENT specialists seen, the higher total costs, medical costs, diagnostic tests and
interventions, and types of medication.

*Using the Johns Hopkins Adjusted Clinical Groups(ACGs)
Source: Starfield et al ) Ambul Care Manage 2009 32: 216-25

Cim viac R6ZNYCH s$pecialistov pacient vidi, tym su vyssie celkové naklady,
medicinske naklady, diagnostické testy a intervencie, a typy medikacie

* Pouzijuc prispésobené klinické skupiny podla Johna Hopkinsa (ACGs)

051, 052 Summary of Predictability of Year 1 Characteristics with Regard to Subsequent Year’s (3
or 5) Costs

Sumar prediktability parametrov roku 1 s ohfadom na ndklady v nasledujicich rokoch (roky
3 alebo 5)

Rank for Under- Over-
relative risk | predictive* predictive
pozicia ?“nad-
pre relat. ? ,pod- predpovedanie*?
riziko predpovedanie**
?7??

1+hospitalizations 5 90% 40%

1+hospitalizacie

8+morbidity types (ADGs) 2 64% 55%

8+ typy morbidity (ADGS)

4+major morbidity types (ADGs) 1 75% 30%

4+ hlavné typy morbidity (ADGS)

Top 10th percentile for costs (ACGs) | 4 96% 70%

Top desiaty percentil pre naklady

(ACGs)

10+ specific diagnoses 3 82% 40%

10+ Specifické diagnozy

*Underpredictive % of those with subsequent high cost who did not have the characteristic *

»pod-predpovedané % z tych, ktori mali nasledne vysoké naklady, ktori nemali dané

parametre*

Overpredictive % with characteristic who are not subseuently high cost

“Nad-predpovedané” % s parametrami, ktori nemali nasledne vysoké naklady

053 Influences on Use of Family Physicians and Specialist, Ontario, Canada, 2000-1

Vplyvy na pouZivanie rodinnych lekarov a Specialistov, Ontario, Kanada, 2000-1

Primary care visits
Pocet ndvsetev v

Specialty visits

Pocet ndvestev $pecialistov




primarke

Type of influence Mean | Median | One or | Mean Median | One or

Typ vplyvu more more
1 1 alebo
alebo viac
viac

#different types of 1 1 1 1 1 1

morbidity (ADGs)
#réznych typov
morbidity (ADGS)

Morbidity burden 2 2 2 2 2 2
(ADGs)

Vyskyt ochoreni
(ADGS)

Self-rated health 3 3 5 3 - 5
samo-hodnotenie
zdravia

Disability 4 4 4 4 4 4
Hendikep (invalidita)

#chronic conditions** 5 5 3 - - -

# chronickych
stavov**

Age 65 or more - - - 5 3 3
Vek 65 rokov a viac

*top five in order of importance
* fop 5 ¢o sa dolezitosti tyka
**from a list of 24 including , other longstanding conditions”

** 70 zoznamu 24 vratane ,,inych dlhotrvajucich stavov*
Calculated from Table 2 in Sibley et al Med Care 2010 48 175-82

054, 055 Expected Resouce Use (Relative to Adult Population Average) by Level of Comorbididdty,
British Columbia, 1997-98

Oc¢akdavané vyuZivanie zdrojov ( pomerne k priemeru dospelej populdcie) podla Urovne
komorbidity, Britsk& Kolumbia, 1997-97

None Low Medium High Very High
Ziadne nizke stredné vysoké | velmi vysoké
Acute conditions only 0,1 0,4 1,2 3,3 9,5
len akutne stavy
Chronic condition 0,2 0,5 1,3 3,5 9,8
chronicky stav
High impact chronic 0,2 0,5 1,3 3,6 9,9
condition
chronicky stav s velkym
dopadom (= s velkym
vplyvom = s velkymi
nasledkami)

Thus, it is comorbidity, rather than presence or impact of chronic conditions, that generates
resource use. Z toho vyplyva, Ze komorbidita generuje vyuZivanie zdrojov viac ako pritomnost

alebo vplyv chronického stavu.
Source: Broemeling et al Chronic Conditions and Co-morbidity among Residents of British Columbia Vancouver BC University of British
Columbia 2005



056 Results: Case-mix by SES- ACG  Vysledky: Case-mix SES-ACK

Mean ACG weight = priemerna vaha ACG, Q su kvintily, pri€¢om Q1 je najnizsie, Q5 je najvyssie

057, 058 Results: Capitation Fee and Morbidity by SES Vysledky: poplatok za kapitaciu a morbidita
podla SES




Index Standardizovanej morbidity a poplatku za kapitaciu

modra ciara - poplatok za kapitaciu podla pohlavia a veku

cervenda c¢iara - vaha ACG

INCOME QUINTILE = kvintil prijmu Q1 az Q5, pricom Q1 - najnizsi, Q5 najvyssi kvintil

059 Methods(l)

Metody (1)

eRepresentative sample of 66,500 adults (age 18 or older) enrolled in Clalit Health
Services(Israel’s largest health plan) during 2006

Reprezentativna vzorka 66.500 dospelych vo veku 18 a starSich zaradenych do Clalit Health
Services (lzraelsky najvacsi zdravotny plan) pocas roka 2006

eData from diagnoses registered in electronic medical records during all encounters (primary,
specialty, and hospital), and health care use registered in Clalit’s administrative data warehouse

Udaje z diagnoz registrovanych v elektronickych medicinskych zaznamoch poéas vietkych
stretnuti (primdrna zdravot. starostlivost, Specializovand starostlivost a nemocnica)
a vyuzivanie zdravotnej starostlivosti v administrativnom sklade Gdajov Clalitu

Source: Shadmi et al Morbidity pattern and resource use in adults with multiple chronic conditions presented 2010

060 Methods(ll)

Metody (11)

*Morbidity spectrum : ADGs* were used to classify Spektrum morbidity: na rozdelenie
populacie do 3 skupin boli pouzité ADGs*
the population into 3 groups:
— Low(0-2 ADGs) nizke
— Medium(3-5 ADGs) stredné
— High(=6 ADGs) vysoké
¢Clalit’s Chronic Disease Registry (CCDR): Clalitsky register chronickych choréb
— ~180 diseases. Based on data from diagnoses, lab cca 180 chorbb: zalozené na udajoch z
diagnoéz, laboratérnych vysetreni a RTG
tests, Rx
eCharlson Index: Charlsonov index
—Based on data from the CCDR zaloZeny na datach z CCDR
—Range 0-19 rozsah 0-19
*Adjusted Diagnostic Groups (ADGs) from Adjusted Clinical Groups Prisp6sobené diagnostické
skupiny (ADGSs) z prispdsobenych klinickych skupin

Source: Shadmi et al: Morbidity pattern and resource use
in adults with multiple chronic condition presented 2010

061 Methods (lll) Metody

Resource use: vyZivanie zdrojov

eCosts: total, hospital, ambulatory naklady: celkovo, nemocnica, ambulancia
(Standardizovana cena x jednotka) (standardized price X unit)



eSpecialist visits navstevy Specialistov

*Primary care physician visits navstevy u lekarov primarnej starostlivosti

eResource use ratio: mean total cost pomer vyuzivania prostriedkov : stredna celkova cena pre
dand morbidity skupinu delena priemernou celkovou cenou

morbidity group divided by the average total cost

Source: Shadmi et al: Morbidity pattern and resource use in adults with multiple chronic condition presented 2010
062 Resource Use in Adults with No chronic Condition
Vyuzivanie zdrojov u dospelych bez chronickych choréb

14% of persons with no chronic condition have an average resource use ratio higher than that of
some of the people with 5 or more chronic conditions.

14 % os6b, ktori nemaju ziadnu chronickd chorobu ma priemerné vyuzivanie zdrojov vyssie
nez niektoré osoby s 5 a viac chronickymi chorobami

That is, resource use in populations is not highly related to having a chronic condition, in the
absence of consideration of other conditions.Znamena to, Zze vyuzivanie zdrojov v populaciach

nie je vysoko vzfahované k pritomnosti chronickej choroby, ak nezvazujeme aj iné okolnosti
Source: Shadmi et al: Morbidity pattern and resource use in adults with multiple chronic condition presented 2010

063 Resource Use by Spectrum of Morbidity: Adults with No Chronic Conditions (N=28,700)

Pouzitie prostriedkov podla spekira morbidity : dospeli bez chronickych choréb

total cost = celkové naklady

hospital cost = nemocni¢né ndklady

specialist visits = navstevy Specialistov

primary care visits = navstevy v primarnej ZS

na zvislej osi : standardized costs = Standardizované naklady



064 Resource Use in Adults with Chronic Conditions
Pouzitie prostriedkov u dospelych s chronickymi chorobami

*Some people with as many as 6 chronic condition have less than average resource use
ePrevalent conditions in persons with 6 chronic diseases and below average resource use:

—60% hyperlipidemia

—32% diabetes

—27% obesity

—10% hypertension

—10% depression

That is resource use is more highly related to the types of co-morbidity than to specific chronic
conditions.

Niektori l'udia so 6 chronickymi chorobami vyuzivaju prostriedky menej ako je priemer.
Casté choroby, ktoré maju ludia so 6 chronickymi chorobami s podpriemernym vyuzivanim
prostriedkov:

60 % hyperlipidémia

32 % diabetes

27 % obezita

10 % vysoky krvny tlak

10 % depresia

Znamend to, Ze poviitie prostriedkov sa viac vzfahuje k typu komorbidity ako k 3pecifickym

chronickym chorobam
Source: Shadmi et al: Morbidity pattern and resource use in adults with multiple chronic condition presented 2010

065, 066 Resource Use by Spectrum of Morbidity: Persons with 3 Chronic Conditions (N=4,900)

Pouzitie prostriedkov podla spektra morbidity : osoby s 3 chronickymi chorobami




067 Morbidity Spectrum Explains Health Care Resource Use (R? )

Spektrum morbidity vysvetluje pouizitie prostriedkov zdravotnej starostlivosti

Total Hospital
cost* costs*
celkové | nemocni¢né
naklady | naklady
Age, sex vek, pohlavie 12% 6%
Chronic condition count. age, sex | 20% 9%
pocet chron. chorob. vek,
pohlavie
Charlson, age, sex Charlson, 22% 12%
vek, pohlavie
ADG, age, sex ADG, vek, 42% 27%
pohlavie

*Total costs Hospital ambulatory and Rx costs trimmed at 3 standard deviations above the mean

* Celkové ndklady nemoniéné, ambulantné a RTG zbavené 3 standardnych odchylok nad
priemerom

Source: Shadmi et al Morbidity pattern and resource use in adults with multiple chronic condition preserved 2010
068 Chronic conditions and Use of Resources

chronické choroby a vyuZivanie zdrojov

eImplications for care management:

— Care management based on selection of patients based on chronic disease counts (e.g. persons
with 4 or more chronic conditions) will include many ,false positives” ( i.e. persons with low
morbidity burden and low associated resource use) and will miss many who could benefit from such
interventions.

Implikacie pre manaZzment starostlivosti:

- manazment starostlivosti postaveny na vybere pacientov postaveny na pocte chronickych
ochoreni (napr. ososby so 4 a viacerymi chronickymi stavmi) budé zahriat vel'a ,falosne
pozitivnych* (t.j. osoby s nizkym vyskytom ochoreni a s tam spojenym nizkym vyuZivanim
prostriedkov) a nepostrehne mnohych, ktori by mohli maz z takychto intervencii benefit.

eImplications for research:

— Adjustment for morbidity based on chronic condition counts or the Charlson score fals to capture
the morbidity burden of 40-60% of the population

— Adjustments using chronic condition counts or the Charlson score explain only half or less of the
variance explained by ADGs (morbidity spectrum).

Source: Shadmi et al: Morbidity pattern and resource use in adults with multiple chronic condition presented 2010

Implikacie pre vyskum:

- prisposobenie na morbiditu zaloZzené na chronickych stavoch sa pocita alebo Charlsonove
skore ... zachytit vyskyt ochoreni 40-60% populacie

- pouZijuc chronické stavy sa pocita alebo Charlonovo skore vysvetluje len polovicu alebo aj
menej variancie vysvetlenej ADGs (morbiditné spektrum)



069 Applications of morbidity-Mix Adjustement
Aplikacie morbidity-mixu prispésobenia
1. Physician/group oriented

¢ Characterizing and explaining variability in resource use
Understanding the use of and referrals to specialty care
Controlling for comorbidity
e Capitation payments
¢ Refining payment for performance

1. Orientované na lekara/skupinu

- charakterizujac a vysvetlujuc variabilitu vo vyuZivani zdrojov
- chapajuc vyuzivanie a odosielanie k Specialistom

- kontrolujuc komorbidity

- kapitaéné platby

- refining? platbu za vykon

2. Patient/population oriented
¢ |dentifying need for tailored management in population subgroups
¢ Surveillance for changes in morbidity patterns
e Targeting disparities reduction

2. Orientované na pacienta/populaciu

- identifikujic potrebu na mieru usittho manazmentu u populaénych podskupin
- surveillance zmien v morbiditnych vzoroch

- cielena redukcia nerovnosti

070 Multimorbidity and Use of Primary and Secondary Care Services

¢ Morbidity and comorbidity (and hence multimorbidity) are increasing.

¢ Specialist use is increasing, especially for routune care.

* The appropriate role of specialists in the care of patients with different health levels

and health needs is unknown.

Multimorbidita a vyuZivanie sluZieb primarnej a sekundarnej zdravotnej starostlivosti

- morbidita a komorbidity (a teda multimorbidita) stipaju

- stOpa vyuzivanie specialistov, najmad na rutinnv starostlivost

- adekvatna uloha $pecialistov v starostlivosti o pacientov s réznymi Uroviami zdravia
a réznymi zdravotnymi potrebami nie je znama

071, 072 We know that

1. Inappropriate referrals to specialists lead to greater frequency of tests and more false positive
results thanmappropriate referrals to specialists.

2. Inappropriate referrals to specialists lead to poorer outcomes than appropriate referrals.

3. The socially advantaged have higher rates of visits to specialists than the socially disadvantaged.

4. The more the training of MDs, the more the referrals.

A MAIJOR ROLE OF PRIMARY CARE IS TO ASSURE THAT SPECIALTY CARE IS MORE APPROPRIATE

AND THEREFORE, MORE EFFECTIVE.
Source: Starfield et al. Health Aff 2005 W5 97-107 van Doorslaer et al. Health Econ 2004 13 629-47

Vieme Ze,

1. Nespravne odoslanie k §pecialistom vedie k vaésiemu indikovaniu diagnostikych vysetreni
a k castejsim falosne pozitivnym vysledkom ako spravne odoslanie k Specialistom.

2. Nespravne odoslanie k Specialistom vedie k horsim vysledkom ako spravne odosielanie.



3. Socialne zvyhodnené skupiny pacientov maju vyssi podiel navstev Specialistov ako
socialne znevyhodnené.

4. Cim v@csi je tréning lekdrov, tym Eastejsie je odosielanie k $pecialistom.

HLAVNOU ULOHOU PRIMARNEJ SFERY JE ZABEZPECIT, ABY SPECIALIZOVANA STAROSTLIVOST
BOLA PRIMERANEJSOU A TYM PADOM AJ EFEKTIVNEJSOU.

Zdroj: Starfield et al. Health Aff 2005 W5 97-107 van Doorslaer et al. Health Econ 2004 13 629-47

073 What is the right number of specialist?

Aky je spravny pocet Specialistov?

What do specialist do?

€o robia $pecialisti?

What do specialists contribute to population health?
Ako prispievaju Specialisti k zdraviu populacie?

074 What We Do Not Know

The contribution of specialists to

¢ Unnecessary care (due to overestimation of the likelihood of disease)

¢ Potentially unjustified care (due to inappropriateness of guidelines when
there is comorbidity)

¢ Adverse effects (from the cascade effects of excessive diagnostic tests)

€o nevieme

prispevok Specialistov k

- nepotrebnej starostlivosti (kvoli preceneniu pravdepodobnosti choroby)

- potencialne neopravnenej starostlivosti (kvoli neadekvatnosti odporucani, ked' je zistena komorbidita)

- vedlajsie ucinky (z kaskadovych efektov vyplyvajucich z nadmerného mnoiZstva diagnostickych vysetreni)

075 What We Need to Know

*What specialists contribute to population health

*The optimum ratio of specialists to population

*The functions of specialty care and the appropriate balance among the functions
*The appropriate division of effort between primary care and specialty care

*The point at which an increasing supply of specialists becomes dysfunctional

Co potrebujeme vediet

Ako Specialisti prispievaju k zdraviu populacie

Optimalny pomer poctu Specialistov k populacii

Funkcie Specializovanej starostlivosti a adekvatne vyvaZzenie medzi funkciami
Adekvdatne delenie prdce medszi primdrnou starostlivostou a starostlivostou specialistov
Bod, kde sa zvysujlci pocet Specialistov stGva nefunkénym



076, 077,078 Aspects of Care That Distinguish Conventional Health Care from

People- Centred Primary Care

Aspekty starostlivosti, ktoré rozlisuju konvenént zdravotnt starostlivost od starostlivosti

orientovanej na pacienta

Conventional ambulatory
medical care in clinics or
outpatient departments
konvenénd ambulantnéd
medicinska starostlivosf
alebo ambulantné
oddelenia

Disease control programmes
Programy kontroly choréb

People-centred primary care
Starostlivost orientovand na
pacienta

Focus on illness and cure
zameranie na chorobu a
vylieCenie

Focus on priority diseases
zameranie na prioritné
choroby

Focus on health needs
Zameranie na zdravotné
potreby

Relationship limited to the
moment of consultation

Vztah ohrani¢eny len na
moment konzultacie

Relationship limited to
programe implementation
vzfah ohrani¢eny len na
implementaciu programu

Enduring personal relationship
trvacny osobny vztah

Episodic curative care
epizodicka kurativna
starostlivost

Programme-defined disease
control interventions
programom definované
intervencie kontroly
ochorenia

Comprehensive, continuos and
person-centred care
komplexnd, kontinualna

a na pacienta orientovana
starostlivost

Responsibility limited to
effective and safe advice to the
patient at the moment of
consultation

zodpovednost limitovand na
efektivhu a bezpeént radu
pacientovi v momente
konzultacie

Responsibility for diseasa-
control targets among the
target population
zodpovednost za ciele
programu kontroly ochorenia
v cielovej populdcii

Responsibility for the health of
all in the community along the
life cycle; responsibility for
tacling determinants of ill-
health

Zodpovednost za zdravie
celej komunity pocas
Zivotného cyklu;
zodpovednost za tacling?
determinanty zlého zdravia

Users are consumers of the
care they purchase
Pouzivatelia su
konzumentami starostlivosti,
ktoru si kupia

Population groups are targets
of disease-control interventions
populacéné skupiny sU cielmi
intervencii na kontrolu
ochoreni

People are partners in
managing their own health and
that of their community

lfudia sU partnermi

Vv manazovani ich vlastného
zdravia a zdravia ich
komunity

Source: World Health Organization The World Health Report 2008
Primary Health Care — Now More than Ever Geneva Switzerland 2008




079 Conclusion (1)

Virchov said that medicine is a social science and politics is medicine on a grand scale.
Zaver (1)

Virchov povedal, Ze medicina je socialna veda a politika je medicina vo velkom

Along with improved social and environmental conditions as a result of public health and social
policies, primary care is an important aspect of policy to achieve effectiveness, efficacy, and equity
in health services.

Paralelne so zlepSenymi socialnymi a enviromentalnymi podmienkami ako vysledkom
verejného zdravia a socialnej politiky, primarna starostlivost je délezitym aspektom politiky
na dosiahnutie efektivnosti, efektivity a rovnosti v zdravotnych sluzbach.

080 Conclusion (2)

Although socioeconomic factors undoubtedly influence health, health services are a highly policy-
relevant influence because their effect is clear and relatively rapid, particularly concerning
prevention of the progression of illness and effects of injury, especially at younger ages.

Zaver (2)

Aj ked socidlno-ekonomické faktory bezpochyby ovplyvnuju zdravie, zdravotné sluzby vysoko
ovplyvAuju vnimanie politiky, pretoze ich efekt je jasny a relativne rychly, obzvI&st Co sa tyka
prevencie progresu ochoreni a nasledkov zraneni, Specialne v mladom veku.

081 082 083 084 Strategy for Change in Health Systems

eAchieving primary care

sAvoiding an excess supply of specialists

**Achieving equity in health

e*Addressing to patients’problems

eCoordinating care

**Avoiding adverse effects

eAdapting payment mechanisms

**Developing information systems that serve care functions as well as clinical information
¢ Primary care-public health link: role of primary care in disease prevention

Stratégia na zmenu zdravotnych systémov

edosiahnutie primarnej starostlivosti

evyhnutie sa nadmernému zapojeniu Specialistov

edosiahnutie rovnosti zdravia

erieSenie problémov pacienta

ekoordinujuca starostlivost

evyhnutie sa vedlgj§im UCinkom (javom)

eadaptacia platobnych mechanizmov

evyvoj informacnych systémov, ktoré budu slUZit rovnako pre zdravotnu starostlivost a aj pre
klinické informacie

eprepojenie primarnej starostlivosti s verejnym zdravim: tloha primarnej starostlivosti
Vv prevencii chordb



