
More Medicine Can’t Fix Everything
Access to Additional Medical Care Does Not Necessarily Equal Better Health

Americans want access to the best medical care available, and certainly, spending on health care in the United
States reflects this desire.  The U.S. currently spends more than any other nation on health care as a percentage
of Gross Domestic Product.  Money alone, however, cannot always provide all the answers for health care
needs.  In fact, to a certain degree, overspending may actually be harming the nation’s overall health.

Could it be that overspending tends to be more a result of capacity, rather than need? In an earlier white paper
in this series,1 BlueCross BlueShield of Tennessee noted that Roemer’s Law indicates that this may, indeed, be
the case.  The law states that, “The capacity to provide health care drives the demand for health care.”  Simply
stated, Roemer’s Law maintains that health care capacity is usually used, regardless of need.  This premise has
been easily demonstrated by a Dartmouth study which found that where hospital bed capacity was highest, cost
was also high.2

Many people seem to think that if there is even a remote possibility that a medical service may help someone, it
should be used, despite mounting evidence that medical services can also be harmful.3

The Law of Diminishing Returns
The Surprising Outcome of Too Much Health Care

A continuous relationship exists between health status and the level of investment in health care.  The higher the
level of investment, the lower the level of return.   In particular, once health care spending has reached a set
amount of investment ($1,760 per capita—according to information from the World Health Organization) , the
statistics suggest that disability-adjusted life expectancy actually begins to decrease.4   What this means is that,
on average, at the health care spending levels that exist in the United States, the return in life expectancy is either
zero or, actually, negative.

Tennessee’s per capita health expenditures are higher than the United States average and, as might be expected
from the WHO findings, the state also has a lower disability adjusted life expectancy.

For example, there is a significant association between increasing mortality rates when it comes to unintended
injury* and increased access to physicians in Tennessee.5,6 At access levels greater than 200 physicians per
100,000, an increase of 10 physicians per 100,000 is associated with an increase of 0.14 deaths per 100.000.7

Where to Focus Efforts
Education and Emphasis on Personal Behaviors

The four most influential elements for affecting health care seem to be access to care, environment, genetics and
health behaviors.  Access to health care represents a potential influence of only about 10 percent on health
status; yet, this is an area where 88 percent of our national health expenditures are allocated.

Additional investments in education and more emphasis on personal health behaviors both have the potential to
make meaningful changes in health status. Health behaviors have been shown to have the potential to influence
health status by 50 percent.8  In addition, there is also a strong association between changes in mortality and
per-pupil spending for elementary and secondary education, 9, 10 which is of particular importance in Tennessee,
where the state ranks last in education spending per capita among the states.11, 12

Assessing the Value of Health Care in Tennessee
Are We Getting Our Money’s Worth?

*Unintended injury does not include homicide or suicide.



 Answers and Issues
What BlueCross BlueShield of Tennessee is Doing to Help

Educating consumers, working with physicians, and studying the health and habits of Tennesseans are all ways
that BlueCross BlueShield of Tennessee is working to curb the rising cost of health care and maintain
affordability of health plans for Tennesseans.  Ideas and options are presented in an ongoing series of special
white paper reports, including:

• Assessing the Value of Health Care in Tennessee
• Health Plan Affordability in Tennessee
• Rx for Pharmacy Costs in Tennessee

These reports are intended to help inform and educate health care consumers, plan purchasers and key decision
makers statewide on health care trends, pricing and practices that affect the cost of health plan coverage.

The full reports are available on the BlueCross BlueShield of Tennessee Web site at www.bcbst.com.
Additional information also is located at www.TennesseeHealth.com.
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