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as nursing homes. This is an important point. As a result, our data analysis
understates the number of people with chronic conditions, as well as health
care spending on their behalf. More information about the survey process and

instrument can be found at >.

The commissioned an analysis by researchers at the
RAND Corporation using the MEPS data to produce projections of growth in
the population with chronic conditions at five-year intervals, 1995 to 2030.

We also used the MEPS data to examine spending on prescription drugs.
The data and analysis include spending and utilization information for
prescriptions filled—which includes refills and free samples. The Household
Component does not capture information about dosage strength and form,

and the data is not disaggregated into unique prescriptions.

We have also relied on data from the 2007 Medicare Standard Analytic

File. This is a nationally representative sample of 5 percent of Medicare
beneficiaries and all their associated service claims for Medicare-covered
benefits. Our analysis includes all beneficiaries in the sample, including the
aged, disabled, and end-stage renal disease beneficiaries. Our analysis excludes
people from the file who died during the survey year in an effort to separate
costs associated with end-of-life care. There are some important caveats
about this data source as well. First, Medicare+Choice (M+C) spending and
the Medicare beneficiaries enrolled in managed care are not included in

the sample because these payments are not claims-based. It is not clear how
these omissions would affect the analysis, although reports by the General
Accounting Office and others have highlighted how M+C enrollees are in
better health than the Medicare fee-for-service population. M+C enrollment
was about 16 percent of total Medicare enrollment in 2007. Total spending
represented by the sample will not total to all Medicare spending in 2007
because some important spending components that are not claims based

are absent from the file: graduate medical education, Medicare+Choice,

and administrative spending are examples. It is unlikely, however, that this
spending would greatly affect the analysis in this chartbook since most of it is
not for beneficiary-specific services. We have also not included spending for

drug benefits because that information is not available.

We also use data from three opinion surveys commissioned by the
. All three surveys were designed by researchers at Johns Hopkins.
The first was a telephone survey conducted in 2000 by Harris Interactive, Inc.
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A total of 1,663 people were interviewed to ascertain their perceptions and
knowledge of chronic conditions. Of those surveyed, 983 people either had a
chronic condition, cared for someone with a chronic condition, or both.

A second telephone survey, conducted by Mathematica Policy Research, Inc.
from November 2000 to June 2001, interviewed 1,236 physicians with 20

or more hours per week of patient contact. The survey was designed to

learn about physician attitudes and problems treating people with chronic
conditions and about the adequacy of physician training relative to caring
for this population. The third telephone survey, conducted by the Gallup
Organization from November 2001 through January 2002, interviewed 1,200
people with serious chronic conditions, as defined above. The survey was

designed to learn more about their experiences and perceptions.

Another data source used in developing our chartbook is The Lewin Group’s
analysis of the 1996 Survey of Income and Program Participation (SIPP) data
for characteristics of family caregivers (those who provide care to family and
friends without remuneration). This survey identifies and interviews self-
reported caregivers to people in need of assistance with daily activities due to
a disability or long-term illness (routine child care was not part of the caregiver
identification). This sample results in a lower estimated number of caregivers
nationally than other surveys of caregiving in the United States. However,
the reported average hours of caregiving provided is slightly higher than that
derived from several other surveys. This may, in part, result from interviewing
the caregivers directly rather than the recipients of care as is done in those

other surveys.
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