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Why compare MEPS to
NHEA?

B NHEA and MEPS provide the two most
comprehensive estimates of health care

spending In the U.S.

B Reconciling estimates frem both sources
Serves as an iImportant guality assurance
exercise for both.

B [his reconclliation SUpperis the
development offa “cembineadr data set

— MEPS data are adjusied upwards; o
PEnchmark with comparanierNHEA
estimates yielding an “acdjusied* MEPS




Adjusted MEPS

B Combining MEPS & NHEA brings the
strengths of both data sets together to
create greater power

— Consistency, accuracy of NIHEA at
aggregate level

— Person and family level detaillof MEPS

B This combination is critical to accurate
measurement of costs at natienal level

N Adjusted MEPS data yields a consistent
“Paseline” for policy simulation; studies




One application:
Cost of Disease

B One additional important application
when using the adjusted MEPS data Is
measuring the costs of treating various
llinesses

B Comprehensive nature off MEPS allows
Simultaneous measurement ofi the costs
off treatingl many. Imperiant diseases.




NHEA v. MEPS, 2002

B NHEA ($1.3 trillion)
— More Inclusive population & expenditures
— Aggregate, facility-based data

B MEPS ($811 hillion)
— Non-institutionalized, civilian pepulation
— Detalledl data fren heusenolds & providers
— Behavioral analysis possible




Adjustments to NHEA

Adjust NHEA to make them consistent with

MEPS concepts:
B Align service and payment categories

B Adjust scope of iIncluded population and

Senvices

B Adjust for non-patient care revenues




Step 1. Align Service
Categories

For example, shift hospital-based services:
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Shift NHEA hospital-based home health ($13 billion),
hospital-based nursing home care, etc.




Step 2. Adjust Included
Population and Services

Out-of-scope population for MEPS:
B Active duty military ($10 billion)
B Foreign visitors ($1.7 billion)

B |nstitutionalized

— [ong-term care facllity’ expenditures
($140 hbillien)
— Acute care expenditures ($52 billion)




Step 3. Adjust for Sources of
Payment

Remove NHEA non-patient care
revenues, such as:

HOS[C glit SNOE

LCA

B Hospitall parking



$ billions

Comparison by Major
Sources of Payment, 2002

N r H =
Total OOP PHI Medicare | Medicaid
B NHA 968 143 440 200 129
O MEPS 809 154 330 179 91

B NHA O MEPS




$ billions

Comparison by Major

Service Categories, 2002

Total Hospital |Physician | Oth Prov RX
B NHA 970 352 235 68 166
O MEPS 809 305 189 48 151

B NHA O MEPS




Create “Adjusted” MEPS

B Apply adjustment factors to MEPS
that align estimates to NHEA 2002

B For projected MEPS data:

— Age baseline MEPS population using
Census proejections

— Apply NHEA expenditure grewth rates




Simulation Studies/Models
Using MEPS Data

B \alue of coronary heart disease care:
— Rosen, Cutler, et al (2007)

B Costs of covering the uninsured:
— Hadley and Holahan (2003)
— Miller et all (2004)

B Size of tax subsidy:

— Selden (2006)

B Effiects of medical/healin savings accounts:
—  zahinski et al. (1999)

— Gliedland Remler (2005)
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