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The following paper comprehensively discusses the effects of chronic diseases on health care delivery system; strategies on how to reduce health care cost system. The paper analyzes in depth, the health care cost of treating chronic diseases and why it is important in healthcare management. Moreover, the paper points out the impact of healthcare management of chronic disease on healthcare managers.

Chronic diseases are those that continue after a long period of time. It is not possible to vaccinate people against chronic diseases. It is not easy to cure these diseases. Age, behaviors that are risky to health like smoking tobacco and poor dieting are some of the factors that contribute to chronic diseases. Examples of these diseases and conditions are: diabetes mellitus, hypertension, arthritis and depression (Prince, Wu, Guo, Robledo, O'Donnell, Sullivan, & Yusuf, 2015).

Chronic conditions and diseases are ever increasing, especially among the adult population. Research indicates that more than half of the adult population suffers from these conditions. This increase has severe cost implications to both private and public insurance companies and the families of the sick people. For example in 2012 alone, the cost of diagnosing diabetes was $245 billion while that of cardiovascular diseases was at $316.1 billion between 2012 and 2013 (Bauer, Briss, Goodman & Bowman, 2014).

Some forms of chronic diseases and complications are preventable. It is upon the people themselves to change their individual choices. People should practice healthy eating habits and do more exercise. Smoking tobacco and excessive drinking are risky behaviors that contribute to chronic conditions. These are preventive mechanisms that can collectively reduce the costs associated with chronic conditions and diseases (Shield, Parry, & Rehm, 2014).

The healthcare cost on chronic conditions is relatively high. Insurance companies pay a lot of money to cater for expenditures associated with chronic diseases. Moreover, individuals who are affected and their families use a lot of out of pocket money to address the same. The cost is even higher when an individual suffers from multiple chronic conditions (MCC). This condition refers to when a patient suffers from two or more chronic condition, for instance diabetes and congestive heart failure (Bauer, Briss, Goodman & Bowman, 2014).

Patients with more than one chronic condition need complex healthcare system. The elderly people suffering from renal failure, spinal cord problems, heart failure, diabetes and other chronic conditions incur greater expenditure on healthcare than non-elderly people. Healthcare apparatus and communities incur a lot of expenditure trying to manage illnesses. Moreover, these patients have to incur indirect costs since they are not productive (Prince, Wu, Guo, Robledo, O'Donnell, Sullivan & Yusuf, 2015).

To reduce costs associated with chronic conditions in United States, patient-centered medical homes, abbreviated as PCMH and Accountable Care Organizations (ACO) must be strengthened and sustained. These models are supposed to replace the traditional ones. These models are patient-centered, and their advantages outweigh models that are disease centered. Although these models may have some shortcomings, the government can adopt policies that ensure they give ongoing care to patients with chronic conditions (Shield, Parry & Rehm, 2014).

In a nutshell, chronic diseases and conditions have profound impact on healthcare costs. Insurance payers, communities, families and individuals incur direct and indirect costs. Incidences of chronic conditions and diseases are on increase. To reduce the cost, government must implement policies that encourage healthy lifestyles. It must encourage adoption of patient-centered and Accountable Care Organizations that support people with chronic conditions. The government has to increase its expenditure on chronic diseases and use science based evidence when approaching the issue. Most importantly, people must make healthy choices since some of these conditions are preventable.

Patient-centered Medical Homes (PCMH) and Accountable Care Organizations (ACO)

In accordance to Greenwood & Nash (2009), part of the strategies of making better the health care cost system is by making use of healthcare models such as the Patient-centered Medical Homes (PCMH). PCMH is considered to be an effective way of offering Chronic Illness Care at a lesser cost, specifically the vulnerable within the society such as the aged. Basically, the PCMH is designed on the basis of various principles, which make it facilitate the delivery of care at affordable costs. Some of the aforementioned principles are the primary care physician-center care, as well as, coordination, along with integration of care.  Under the primary care physician-centered care, every practice is typically physician directed, whereby patients are provided personal physicians, with who they establish long-lasting relationship. The aforementioned physicians offer not only continuous but also comprehensive first-contract care.   

The other principle is the coordination together with integration of care. In reference to the just mentioned principle, the medical homes are designed in such a way that they enable the making of decisions regarding individual patient care in unison between the primary care physicians along with other specialty care providers (Jackson et al., 2013).  Development of a “healthcare team” that is personalized, which comprises of doctors, nurse practitioners, social workers, dieticians, in addition to other healthcare professionals, turns out to be a vital PCMH component, whose objective is to enhance care. For purposes of offering healthcare services more effectively, the PCMH model makes use of cutting-edge technology, patient registries, as well as, health information exchange systems, which streamline the navigation of patients among the healthcare providers. 

Most importantly, PCMH also puts emphasis on patient self-care that is specifically of great essence for the patients who have of a single or multiple chronic diseases. Medical practitioners have since realized that the said patients in most cases are their personal principal caregivers. Besides, it focuses on patient advocacy, as well as, patient education, which could drastically, minimize overall healthcare costs (Jackson et al., 2013). 

Above all, quality together with safety happen to be the PCMH hallmark. Every medical home is expected to meet a certain outlined eligibility criteria that is developed, as well as, governed by NCQA (National Committee for Quality Assurance). The aforementioned criteria was established in order to ensure that every medical home practices are not only up-to-date but also evidence-based medicine so as to minimize the degree of variability within patient care. Furthermore, each physician that takes part within the PCMH is expected to assume collective responsibility and accountability for the patients’ wellbeing while observing openness and transparency in practice (Blackstone & Fuhr, 2016).    

On the side of Accountable Care Organizations (ACO), they have been introduced with the objective of making better patient care, enhancing population health, as well as, reduce costs. In particular, Medicare has directed its focus on ACOs as the primary device of not only facilitating the realization of better quality care but also bringing the health costs at control. In that perspective, it is outright that patients affected by multiple chronic diseases can greatly benefit from the ACOs (Greenwood & Nash, 2009). Basically, the ACOs are provider/payer arrangements that are put in place in order to improve care coordination among primary care medical practitioners, hospitals, specialists in addition to private or public health payers. It is anticipated that ACOs have the potential of reaching the quality improvement objectives and minimization of the costs incurred in the provision of medical services by advocating for the putting of emphasis on population health management, which is a great plus for the lowering of costs of care for the victims of chronic diseases. 

Recommendation

It is without doubt that primary care us within a continuous state of revolution. In that regard, the PCMH concept should be embraced within the healthcare sector by all stakeholders for purposes of ensuring that healthcare services are affordable to the vulnerable such as those ailing from chronic diseases. Even though, additional research is required to establish as to whether the PCMH will completely revitalize primary care (Longworth, 2011). Nonetheless, the available post-implementation data exhibits that the PCMH model may turn out to be the upcoming evolutionary step within primary care. Either way, it is of great essence that the PCMH be implemented within a national scale in order to make better patient outcomes and minimize the overall healthcare costs. 

It has also been established that the biologics industry has the potential of greatly benefiting from the restructuring of primary care. Through the alignment of the biologics objectives with the ones of the PCMH. This is due to the fact that the utilization of biologics for not only health maintenance but also disease prevention could get more widely embraced by the parties that bear the increased costs. Imperatively, the biologics industry, employers, as well as, medical homes prioritize on the opportunity of creating a synergistic relations, in addition to continuing with the exploration of the effect of early biologic intervention within patient outcomes together with healthcare costs (Greenwood & Nash, 2009).


On the other hand, it can be argued that the employers along with the third-party payers have in some way reached the proverbial fork within the road. The population of patients ailing from chronic illness has been on constant rise, and in that regard their colossal contribution to the increasing healthcare costs cannot be overlooked at any circumstance (Blackstone & Fuhr, 2016). In order to succeed in recognizing a positive Return on Investment (ROI), as well as, regain international market competitiveness, the various stakeholders should establish a healthcare investment strategy, which encompasses the overall costs (indirect, direct, in addition to other expected costs). As the relevant authorities rebuilt the healthcare system, the other stakeholders such as both the small and large business should seize the chance of leadership by making investment within an effective, evidence-based healthcare model.

The reason as to why it is not advisable to advocate for the ACOs is that they are associated with diverse antitrust issues. Even though ACOs fully support the consolidation of hospitals, traditionally mergers of that nature have led to increased prices (as a result of increased market power), not reduced costs (due to culture conflicts, in addition to lack of synergy). For instance, in the case of countries such as the United States, has a well-known history of hospital mergers that have failed. In that perspective, it is outright that for ACOs to turn out to be successful, there will be the need to undertake extra investment that should encompass the expansion of the palliative care (Longworth, 2011). This is because that is the on the only that the ACOs can contribute to the minimization of healthcare costs and the realization of improved quality of life for the patients ailing from chronic diseases.  As at present, the present ACOs are associated with several positive aspects, although they also have numerous flaws that can contribute to the failure to realize the intended objectives of reduced healthcare costs and improved healthcare to the chronic health patients.                  
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