
The Economic Burden of Chronic Disease on OHIO

2006 Population
11,478,006

L

Current Toll on Ohio TODAY
Over 6.7 million cases of seven common chronic diseases — cancers, diabetes, heart disease, hypertension, stroke, mental
disorders, and pulmonary conditions — were reported in Ohio in 2003. These conditions shorten lives, reduce quality of life,
and create considerable burden for caregivers. The following map shows how states compare based on the prevalence of
the seven common chronic diseases.

Cancers: 377,000 (3.4%)

Diabetes: 595,000 (5.3%)

Heart
Disease: 875,000 (7.9%)

Hypertension: 1,549,000 (13.9%)

Stroke: 113,000 (1.0%)

Mental
Disorders: 1,432,000 (12.9%)

Pulmonary
Conditions: 1,835,000 (16.5%)

* As % of non-institutionalized population. Number of
treated cases based on patient self-reported data from
2003 MEPS. Excludes untreated and undiagnosed cases.
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Milken Institute State Chronic Disease Index
States in the top quartile have the lowest rates of seven common chronic diseases.
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And while the human cost is enormous, the economic cost also is great. The cost of treating these conditions — without
even taking into consideration the many secondary health problems they cause — totaled $13.5 billion in 2003. These conditions
also reduce productivity at the workplace, as ill employees and their caregivers are often forced either to miss work days
(absenteeism) or to show up but not perform well (presenteeism). The impact of lost workdays and lower employee productivity
resulted in an annual economic loss in Ohio of $43.4 billion in 2003.

Lost Productivity
76%

Treatment Expenditures
24%

Treatment Expenditures: $13.5

Lost Productivity: $43.4

Total Costs: $56.8

Economic Impact in Ohio 2003
(Annual Costs in Billions)

From: DeVol, Ross, and Armen Bedroussian, An Unhealthy America: The Economic Burden of Chronic Disease, Milken Institute, October 2007.
Report prepared with support from the Pharmaceutical Research and Manufacturers of America. Report available at www.milkeninstitute.org.

Figures may not sum due to rounding.



The Economic Burden of Chronic Disease on Ohio (continued)
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Two Paths, Two Choices — Chronic Disease in Ohio TOMORROW
On our current path, Ohio will experience a dramatic increase in chronic disease in the next 20 years. But there is an
alternative path. By making reasonable improvements in preventing and managing chronic disease, we can avoid 1.5 million
cases of chronic conditions in 2023.
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$57

$87

$12

$111

$40

Costs Avoided if
Alternative Path
is Taken

Reasonable improvements in preventing and managing chronic disease could reduce future economic costs of
disease in Ohio sharply, by 27% ($40 billion) in 2023. $32 billion of this would come from gains in productivity, and
$9 billion would come from reduced treatment spending.

Avoidable Costs in 2023 (Billions)

And the impact on economic output compounds over time.
These improvements in health will increase investments in human
and physical capital, driving additional economic growth a generation
from now. By 2050, reasonable disease prevention and management
efforts could add $151 billion to the state’s economic output, a boost
of 18%.

GDP in 2050, Current Path: $854

GDP in 2050, Alternative Path: $1,005

Potential Gain in GDP: $151 (18%)

Real GDP in 2050
(In billions 2003 dollars)

Number of Cases in 2023 (Thousands)

Projected Annual Economic Costs 2003-2023 (Billions)

Figures may not sum due to rounding.

Treatment
Expenditures

Lost
Productivity

Total

Current
Path

$32 $120 $152

Alternative
Path

$23 $88 $111

Costs
Avoided

$9
(27%)

$32
(26%)

$40
(27%)
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Executive Summary 

Purpose 

We report on the current physician workforce in Ohio, its sources, future 
supply/demand, and workforce needs in specific regions. It is framed to address 
questions posed by the Ohio Board of Regents Commission and to provide additional 
information to aid the Commission’s purpose. 

 

Methods 

In this study, we review existing physician workforce and population data relevant to 
the State of Ohio’s Medical Education System.  We summarize recent findings from 
national and regional workforce analyses, describe demographic trends that may 
impact the Ohio physician workforce, project trends for current physician workforce 
production and for nationally proposed growth, and map potential holes in Ohio’s 
health care safety net. 

 

Background 

Health care workforce policy debate is frequently reduced to the single issue of supply 
and even this focus is often confused around whether it should deal with need or 
demand. Since good or even reasonable measures are not available, the research and 
advocacy has recently turned to satisfying consumer demand, which is projected to 
grow so long as the US economy continues to grow.  There is also concern that an aging 
population of baby boomers will increase overall health care needs, particularly 
between 2010 and 2020.  It is largely based on these two factors—a growing economy 
and an aging population—that the pronouncements of a physician surplus made over 
the previous two decades turned right round to pronouncements of an impending 
shortage.  It is in this context that many state leaders and policy makers are asking 
questions about the current state of their physician workforce, the return on their 
investments in producing this workforce, and the policy options for ensuring the health 
care needs of the people in their state.   

 

The focus on supply misses two other important issues that are particularly important 
to this discussion: composition; and, distribution.  With an aging population, it will be 
important to understand which types of health care workers and skills are needed to 
meet population needs. Policies that increase physician production are not likely to 
improve specific problems with its composition without careful planning. For instance, 
geriatricians—physicians trained to care specifically for older patients—are in very 
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short supply. Ohio has just 91 geriatricians who spend most of their time caring for 
patients, one for every 126,000 citizens, and 80% of these came from other states or other 
countries. Geriatricians face a failing business model because their patients are very 
complex, do best with team‐based care, and are dependent on Medicare and Medicaid 
which typically offer the lowest reimbursement rates. It will be difficult to fix this 
specific composition problem without tailored policies. Few other compositional needs 
are as clear, but we have highlighted them here for your consideration. 

 

Principal Findings: 

The main findings of this report are: 

1) Ohio has approximately 38, 701 physicians, 25,258 (65%) of whom spend the 
majority of their time caring for patients – that is one direct patient care 
physician for every 454 people in Ohio 

2) 40% of Ohio physicians in direct patient care trained in Ohio medical schools; 
35% trained in medical schools in other states; and, 25%  trained outside of the 
US 

3) Nearly 43% of graduates of Ohio medical schools remain in state, but there is 
considerable variation in retention across the six Ohio schools (29‐62%) 

4) Nearly 55% of the physicians in Ohio graduated from an Ohio residency 
training program. The retention rate for Ohio primary care residency programs 
is 50.8%, and that for subspecialty training programs is 40.4% 

5) Of the 24 largest physician specialties, 8 have a majority of Ohio graduates, 7 
have a majority of other state graduates, and 9 have a majority of international 
medical graduates (IMGs) 

6) Ohio benefits by importing residency graduates to its workforce.  15.4% of the 
Ohio physician workforce did their residency training in New York, 
Pennsylvania, Michigan and Illinois 

7) Physicians from other some states, Canada, and foreign medical schools tend to 
practice in rural or underserved areas at higher rates than Ohio graduates 

8) While the physician workforce grew by 45% over the last 20 years, the Ohio 
population only grew by 7%;  The 65+ year‐old population will increase by 
240% in the next 15 years while the overall population growth rate declines 
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9) 88% of direct patient care physicians are allopathic physicians (MD) and 12% 
are osteopathic physicians (DO); Osteopathic physicians are more likely to be 
primary care physicians, be in direct patient care, practice in rural areas, and 
physician shortage areas 

10) While the definition of ‘need’ remains with the Commission, there are a 
handful of physician specialties whose numbers are well below very 
conservative estimates of sufficiency: Geriatrics and psychiatry are the most 
notable 

11) 35.4% of Ohio direct patient care physicians are Primary Care (General Internal 
Medicine, General Pediatrics, FP/GP) and 64.6% practice in a subspecialty (the 
subspecialty physician population has grown faster) 

12) Almost 20% of the Ohio population lives and works in rural areas, but only 
10% Ohio physicians in direct patient care practice in a rural area 

13) The two specialties that distribute most like the population are FP/GPs (18% 
rural) and general surgeons (16% rural) 

14) Ohio has 98 Primary Care HPSA counties, areas, populations, or centers 
including 9 whole‐county HPSAs; there are two counties that may be eligible 
for this designation; there are eight counties that are both HPSA and Physician 
Shortage Area (PSA) but lack a Federally Qualified Health Center—these may 
be the most severely underserved areas in Ohio 

15) Ohio is not substantially different from peer states in most regards and enjoys a 
relative ‘trade surplus’ with regard to physician migration from peer states, but 
a deficit with regard to some coastal states 

16) The ‘footprint’ of most Ohio medical schools includes more counties outside of 
Ohio than in (except OUCOM) 

17) There are probably more than 4000 nurse practitioners and physician assistants 
in Ohio (3900 in 2000) 

18) There are specific gaps in the distribution of the physician workforce, 
particularly in areas with underserved and uninsured populations; and there 
are specific areas of the state that could be aided by assistance with federal 
shortage designation and community health center resources 
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Conclusions: 

If the end goal of investment in medical school expansion is the production of a 
workforce that meets the health and health care needs of Ohio’s taxpayers, the entire 
training pipeline must be considered.  The growth rate of the physician workforce in 
Ohio has been seven times the rate of population over the last 20 years but still has 
obvious shortages.  There is substantial variation between medical schools in Ohio in 
retention in state, primary care physician production, service in rural and underserved 
areas that likely signals important differences such as mission, culture, and student 
selection. There are some concerning holes in the health care safety net that we have 
attempted to make more obvious with maps. 

 

Policy Ideas: 

There are strategic options all along the physician production pipeline that have been 
shown to improve the size, composition and distribution of the physician workforce. 
We have included some evidence and options that may help all along the pipeline of 
physician production to influence distribution. These include targeted state and 
federally funded support of education in medical school and residency, school and 
residency partnerships with safety net clinics, loan repayment, practice start up cost 
support, and programs that increase minority and rural‐born student participation in 
medical education.  Ohio policy makers can also help facilitate shortage area 
designations and safety net clinic development with local community leaders. A 
facilitation role can overcome local leadership problems, meet specific needs, and create 
infrastructure to attract physicians and federal support.  Ohio has been very successful 
in meeting care needs in underserved areas by importing physicians more likely to 
serve those communities and could consider more active recruitment of physicians 
from other states and take full advantage of J‐1 visa waiver options. 
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Briefing is to examine strategies states can use to recognize 
and support practices that function as a medical home. This 
is the second in a series of briefs produced by The National 
Academy for State Health Policy (NASHP) in partner-
ship with the Patient Centered Primary Care Collaborative 

(PCPCC).

Recognizing High 
Performing Medical Homes
In order to support medical homes, payers must define what 
they expect practices to do and how they will know when 
practices are meeting those expectations. According to the 
PCPCC, a medical home is “a physician-directed medical 
practice that provides point-of-entry, enhanced primary care 
in a continuous fashion, across the health care spectrum, 
and is comprehensive, coordinated and delivered in the con-
text of family and community.”3 The PCPCC recommends 
that practices go through a “voluntary recognition process 
by an appropriate non-governmental entity to demonstrate 
that they have the capabilities to provide” PCMH services. It 
should be noted that most of the initiatives fostered by the 
PCPCC are using the National Physician Practice Connec-
tions® - Patient Centered Medical Home (PPC-PCMH™) 
tool developed by National Committee for Quality Assur-
ance (NCQA).

According to Dr. Ann O’Malley of the Center for Study-
ing Health System Change, a variety of tools are available to 
measure practice performance. Currently, no single tool has 
been identified as ideal, but there is general agreement on 
what the tools should measure:

First Contact Care ensures that there is a designated, person-
al, provider point-of-entry or “gateway” for new problems.

Strategies States Can Use to Support 
the Infrastructure of a Medical Home

IN THIS BRIEFING:  PATIENT CENTERED MEDICAL 
HOME. MEDICAID, SCHIP, PERFORMANCE 
MEASUREMENT

Mary Takach and Neva Kaye, NASHP
Rohan Beesla, The ERISA Industry Committee

State Health Policy Briefing provides an overview and analysis of 
emerging issues and developments in state health policy.  

“Strategies States Can Use to Support the Infrastructure of 
a Medical Home,” State Health Policy Briefing, Vol. 2, No. 9 
(Portland, ME: National Academy for State Health Policy) May 
2008.

MAy 2008Briefing
a  p u b l i c a t i o n  o f  t h e  N a t i o n a l  a c a d e m y  f o r  s t a t e  h e a l t h  p o l i c y

policy
statE health

Many people in the United States do 
not have access to high quality, point-of-
entry primary care.1 And, there is substan-
tial evidence indicating that “sufficient 
access to high quality primary care results 
in lower overall health care costs and lower 
use of higher cost services, such as spe-
cialists, emergency room, [and] inpatient 
care.”2 As a result of these factors, private 
and public payers are interested increas-
ingly in developing new models of service 
delivery that better support the provi-
sion of effective, patient-centered pri-
mary care, including the Patient Centered 
Medical Home (PCMH) model. The 
PCMH model calls for establishing pri-
mary care teams that attend to the multi-
faceted needs of patients, and provide 
whole person, patient centered care.

The purpose of this State Health Policy 

Strategies States Can Use to Support the Infrastructure of a Medical Home      [  �  ]  
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Strategies for Supporting 
Practices
During the project that the National Academy for State 
Health Policy (NASHP) is conducting on advancing pa-
tient centered medical homes in Medicaid and SCHIP, we 
are seeking to identify strategies that can be used by state 
Medicaid and SCHIP agencies to support medical homes. 
We are searching out strategies that can be used within each 
of the major types of systems states use to deliver primary 
care: capitated systems in which states contract with MCOs, 
Primary Care Case Management (PCCM) programs in which 
states contract directly with primary care providers (PCPs), 
and fee-for-service. While we have already identified a wide 
variety of strategies, they can be placed into three broad 
categories. 

1 - States can provide primary care providers with three sets 
of information that helps PCPs function as a medical home

Information about their individual patients’ 
needs and utilization. Illinois, for example, uses 
Medicaid claims data to provide PCPs with 
information on their patients’ prescription drug 
use, emergency room visits, inpatient care, and 
more. The state also uses Medicaid claims data 
to identify which of the PCPs patients are due for 
preventive care services.5

Information about their own performance, 
including comparisons to that of their peers or 
objective benchmarks. Alabama, for example, 
gives each PCP an individual profile on their 
performance in critical areas, including: EPSDT 
periodic screening rates, immunization rates, 
and specialty care visit rates. This profile shows 
both the PCP’s rates and that of the provider’s 
peers.6 
Information regarding best practices and continuing 
education. North Carolina, for example, works 

a.

b.

c.

Structure (capacity) measures should include: geographic 
access, phone access, ease in making an appointment, after-
hours care, and language and cultural orientation.
Process (performance) measures look at utilization and cap-
ture information at both the population level and practice 
level to measure patient input and data on the first visit for a 
new problem at the PCMH.

Longitudinality is a principle that values ongoing patient 
care over time.
Structure (capacity) measures can include the use of patient 
list/registry and mutual recognition of the PCMH by both 
the physician and patient.
Process (performance) measures capture the extent to which 
patients’ care occurs at the PCMH for all problems except 
for those for which a referral is indicated. 

Comprehensiveness is a principle that ensures that the 
provider arranges for services across all of a patient’s health 
care needs.
Structure (capacity) measures evaluate if the PCMH provides 
services to meet all common health needs and arranges for 
services that are uncommon.	
Process (performance) measures use chart audits/records 
to gather utilization information on types of problems and 
diagnoses seen and the extent to which care occurs in the 
PCMH or gets referred out.

Coordination is a principle that values the integration of care 
across a person’s conditions, providers, and settings.
Structure (capacity) measures look at continuity from two 
perspectives: visit continuity with a qualified practitioner or 
medical record continuity from visit to visit.
Process (performance) measures capture “problem recogni-
tion” from previous visits, including information on care 
received outside of the PCMH. Referrals are coordinated and 
tracked by PCMH.4

O’Malley advises states to consider several questions 
when selecting a measurement tool, including:

Do the measures in the tool capture the medical home 
concepts properly?
Is there evidence that the concept being measured is 
associated with improved processes and outcomes for 
patients?
Is using the tool burdensome for practices or the state 
agency? 
Does the tool incorporate provider and patient input as 
well as some clinical data?
Does the tool measure achievement rather than mere 
potential?
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with PCPs to help them understand and 
incorporate best practices in treating conditions 
such as asthma and diabetes. The state also 
provides educational material that PCPs can 
distribute to patients.

2 - States can use two strategies to help PCPs coordinate 
their patients’ care

Provide resources (usually funding) to the practices 
that they can use to pay for care coordination. 
Rhode Island Medicaid, for example, pays 
providers participating in its PCCM program who 
have a nurse case manager more than those who 
do not have a nurse case manager.
Pay for care coordination through a separate 
system (or contract) that is designed to support the 
PCPs and is linked to their practice. Oklahoma, 
for example, has dedicated state staff who 
accept referrals from PCPs (and others) and are 
tasked with assisting providers and program 
participants in accessing and coordinating care.8

 
3 – States can advance and support Health Information 
Technology
Health information technology (HIT) that supports health 
information exchange holds the promise of connecting all 
the dots – from patients to providers to purchasers – with 
the goal of transforming health care by providing timely, 
relevant information. Many states are utilizing Medicaid 
Transformation grants and Medicaid Information Technol-
ogy Architecture (MITA) to do this. Eight states (Alabama, 
Arizona, Hawaii, Minnesota, Oregon, Rhode Island, West 
Virginia, and Wisconsin) are using Medicaid Transformation 
grants to support medical home practices. Many others are 
promoting access to electronic registries to support physi-
cian practices. For instance, Louisiana Medicaid provides 
access to the state immunization database and rewards 
providers who access the information and who achieve 
specified immunization performance.

SYNERGY WITH THE PRIVATE SECTOR
The private sector is also engaged in efforts to support prac-
tices in functioning as effective medical homes. This situ-
ation creates opportunities for synergy – both private and 
public payers may accomplish more if they work together. 
In Rhode Island, there are initiatives working to bring these 
payers together to support medical homes.9 In addition: 

Several national health plans, including Aetna, MVP 
Health Care, and UnitedHealthcare are planning a 
demonstration project in the Mid-Hudson region of 

a.

b.

¥

New York. The project will include approximately one 
million covered lives and 500 providers. Participating 
practices will employ electronic health records, 
ePrescribing, online provider portals, and adopted 
standards for continuity of care and care coordination 
per PPC-PCMH™ guidelines. The practices will continue 
to receive their regular reimbursement for the services 
they provide to patients. They will also receive additional 
reimbursement based on their performance and the 
outcomes they produce. The project is funded by the 

New York Department of Health and the health plans.10

In early 2008, UnitedHealthcare will launch pilots in 
Colorado, Rhode Island, and Florida. These pilots will 
use a randomized design, assigning 24,000-30,000 
patients to intervention and control practices, focusing 
on adult practices, and lasting 24 months. Intervention 
practices will receive education, tools to meet key 
qualifications, access to health information technology 
tools such as the physician dashboard, an assigned 
mentor to provide consultation based on need, and 
opportunities for peer group learning and ongoing 

assistance.11

Putting the Pieces 
Together: How Illinois, 
Pennsylvania, and Arizona 
are Combining Strategies to 
Support Medical Homes
The remainder of this Briefing examines how Arizona, Il-
linois, and Pennsylvania are supporting practices that serve 
as medical homes for Medicaid and SCHIP beneficiaries. 
These three states were selected because of the diversity of 
their approaches: less intense support for beneficiaries with 
a broad range of needs through a PCCM program (Illinois); 
intense support for children with special health care needs 
established through an MCO delivery system (Pennsylva-
nia); and the development of health information technology 
infrastructure to support plans and practices (Arizona).
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