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Executive summary

Total health care spending
Health care spending in the United States consists 
of that reported by the National Health Expenditure 
Accounts (NHEA) and the “hidden costs of health care” 
– spending that occurs outside of the NHEA and is not 
routinely or completely captured. This study provides 
a more comprehensive estimate of U.S. spending on 
all health-related goods and services by taking a broad 
view of direct and indirect costs as well as specific 
items such as alternative medicines, functional foods, 
and the imputed cost of providing supervisory care to 
a family member or friend.

In 2010, total U.S. health-related expenditures 
were an estimated $3.2 trillion or 23.9 percent 
higher than reported in the NHEA. This translates 
to $10,392 per person. 

An additional $621 billion in direct and indirect costs 
was estimated for goods and services above what is 
captured in the NHEA. 

Of this additional amount, $492 billion (79 percent) 
is the imputed value of unpaid supervisory care given 
to individuals by family or friends. 

Other additional costs were identified in areas 
not conventionally reported in the NHEA, such as 
nutritional products/functional foods/supplements 
(43 percent of expenditures in additional areas).

U.S. health care spending is dominated by “necessary 
expenditure” items of hospital care, physicians and clinical 
services, and prescription drugs. These are customarily 
considered “non-discretionary” expenses, although certain 
elements are elective procedures and tests which may not 
be not considered “necessary” to treating a condition  
or disease.

60 percent of total expenditures are “necessary 
expenditures” including: 

 – Professional care (i.e. physician and clinical services, 
other professional services, dental, etc.): $829 billion 
(26 percent of total expenditures)

 – Hospital care: $814 billion (25 percent of total 
expenditures)

 – Prescriptions: $259 billion (8 percent of total 
expenditures)

The remaining 40 percent of total expenditures are in 
long-term care (LTC), retail products, supervisory care, 
and direct administrative costs.

Total direct and indirect out-of-pocket costs for health 
care. Total discretionary costs for health care (direct and 
indirect) totaled $2,898 per capita in 2010. This consisted 
of $969 for NHEA categories and $1,929 (inclusive of 
imputed cost of supervisory care) for categories additional 
to the NHEA.

Major categories included out-of-pocket (OOP) spending 
by consumers on professional services (24 percent), retail 
products and services (19 percent), long-term care (10 
percent), prescription drugs (8 percent), and hospital 
care (4 percent).

The imputed value of supervisory care provided to a 
friend or family member, an indirect cost, was estimated 
at $1,592 per capita.

The average growth of total health care spending per 
year slowed to just under 4 percent in both 2009 and 
2010. Prescription drug and professional services spending 
slowed considerably between 2009 and 2010. Retail 
services saw a moderate increase in spending this year, 
driven by spending on durable medical equipment. Actual 
NHEA data showed 3.9 and 3.8 growth in 2010 and  
2009, respectively. 

Government spending accounted for 40 percent of the 
estimated $3.2 trillion in health care spending in 2010. 
Of this, Medicare accounted for 16 percent ($527 billion); 
Medicaid, around 13 percent ($404 billion); and other 
public spending just under 11 percent ($346 billion). 
Private insurance paid for 27 percent of expenditures 
($861 billion); OOP expenses covered 13 percent  
($402 billion).

Higher impact of health care expenditures on Seniors, 
small families, and low-income groups. 

Health care costs for Seniors (65+) dominated health 
expenditures in 2010, comprising 37 percent ($1.19 
trillion) of total health care spending. Baby Boomers’ 
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health care costs were 27 percent ($860 billion); those 
aged between 25 and 44 years were 17 percent ($539 
billion); and those aged 25 or under were 19 percent 
($625 billion) of total health expenditures. 

Direct and indirect OOP spending is highest among 
Seniors, at $440 billion or 37 percent of the total 
spending in this age group. Under-25 year olds spent 
$157 billion (25 percent ); those aged 25–44 spent $121 
billion (22 percent); and 45-64 year olds spent $179 
billion (21 percent). 

35 percent ($1.12 trillion) of total health care 
expenditures are attributed to individuals living in 
families with annual incomes of <$25,000. By contrast, 
highest-income families with annual incomes of 
$100,000 or more account for 17 percent ($534 billion). 
Hospital care is the largest expenditure for all income 
groups (26 percent) with the exception of the highest-
income group (20 percent).

Indirect and direct OOP costs comprise a higher 
percentage of health care spending for lower-income 
individuals than higher-income individuals. 32 percent 
of health care spending for the lowest income group 
is paid OOP compared to 24 percent of spending for 
highest-income families.

Supervisory care* 
79 percent (an imputed $492 billion) of costs for health 
care goods or services additional to the NHEA were for 
the key area of supervisory care. Supervisory care is the 
contribution made by family members and community 
caregivers – caring for individuals with chronic health 
problems or disabilities at home – which replaces care 
that might have otherwise been performed by paid 
professionals such as nurses or home health  
care workers.

The total imputed value of the provision of supervisory 
care ($492 billion) is more than three times the total 
spending on nursing homes ($143 billion) and on home 
health care ($70 billion).

Almost all supervisory care is provided to individuals 
living in lower-income families and those living in 
two-person family units. Supervisory care is most evident 
in the Seniors age group.

Implications
OOP direct costs may be a considerable burden on 
the average household. With average household income 
around $50,000, a per-capita amount of $1,300 weighs 
heavily on household spending. 

Consumer price sensitivity about providers, prescription 
drugs, and health insurance plans is likely to increase as 
costs continue to rise and more of the burden is borne 
by the consumer through OOP spending. 

Rising costs may induce consumers to avoid or defer 
care, potentially leading to poorer health and more 
expensive outcomes in the future. By understanding 
where consumers are potentially deferring care (or 
spending less), hospitals and health plans can  
better manage population health/risk and contain 
medical costs.

Higher expenditures are incurred by Seniors, 
two-person families, and low-income families. Seniors 
account for 37 percent of health care costs yet make up 
13 percent of the current population – and that number is 
projected to grow to 19 percent by 2030.1 

Continued population-driven growth in the utilization 
of health care services such as hospitals, physicians 
and clinical services, LTC, and supervisory care is 
expected and technology-based home monitoring and 
telemedicine solutions are expected to play an important 
part in coordinating, delivering, and monitoring care for 
this population.

The importance of targeting these populations for 
improved health outcomes and decreased costs is likely 
to continue as the Baby Boomers age into Seniors and if 
average U.S. income levels remain low or static. Clinical 
effectiveness and quality improvement strategies by 
providers and consumer engagement with health plans 
will be especially important in these populations.

Improving quality and achieving better health outcomes 
in these populations, and all health consumers, are likely 
to be of particular importance as health systems move to 
coordinated service models, including accountable care 
organizations (ACOs), where physicians are rewarded for 
high performance. 

*  Refer to Appendix B for 
methodological changes in 
estimating the imputed value of 
supervisory care in 2010. These 
changes (and not an actual 
increase) are responsible for the 
increase in value of supervisory 
care (from $199 billion in 
2009 to $480 billion in 2010) 
between the 2009 and 2010 
published reports of this study. 
Any 2009 supervisory care 
values mentioned in this report 
reflect the new methodology.

1  A Profile of Older Americans. 
Administration on Aging. 
Department of Health & Human 
Services. 2011.
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The hidden burden of supervisory care is substantial 
and has significant implications for employers, 
consumers, and the health care sector. Demand for 
supervisory care in the U.S. is particularly high among 
Seniors and those with chronic diseases, and the need  
for supervisory care is anticipated to rise as the  
population ages. 

As more delivery systems shift focus to community-based 
care models, an effective transition from acute settings 
to informal caregiving is essential to reduce readmission 
rates, decrease costs, and improve quality of care. Nearly 
one in five Medicare patients discharged from a hospital 
is readmitted within 30 days, at a cost of over $26 billion 
every year.2 

To improve the effectiveness and outcomes of chronic 
care management for this high-need population, health 
providers, life sciences, and health plans should consider 
how to target the populations utilizing supervisory care. 
There is a need to support home-based carers to provide 
quality care, focus on safety and to engage and train the 
families of the individuals receiving supervisory care. 

States focused upon transforming their health 
care sector and LTC services will need to focus on 
the critical components of successful home-based 
care including the use of mobile health (mHealth) 
monitoring technologies, the homecare workforce, care 
coordination models through patient-centered medical 
homes, consumer safety, and service quality. 

Employers of caregivers should be aware of the 
potentially high cost of lost of productivity and 
high medical costs related to stress and depression. 
Awareness of the prevalence and the potential  
health impacts of caregiving can inform employers' 
decisions for worksite wellness programs and flexible 
work arrangements.

Consumers purchase a wide variety of alternative 
and supplemental health products (i.e. the nutrition 
industry, vitamins and health supplements). Spending 
has increased in these categories over previous years and is 
anticipated to continue.

To remain competitive by delivering the best “customer 
experience," hospitals and physician groups may 
consider including alternative health products into their 
offerings– as the utilization of alternative products 
appears to be growing. 

For health plans, increasing membership through 
product development and innovation involving 
alternative providers and products will continue to  
be important. 

OOP spending shifts among types of health care 
services. Understanding trends in consumers' spending for 
health care services could provide insights for opportunities 
of investment and innovation for stakeholders. 

Consumer OOP spending demonstrates interest in 
health/wellness products and health maintenance. 
Increasing involvement of consumers in their health care 
decisions and growing interest in such products suggests 
opportunities exist to target retail products and services 
to tap into discretionary choices made by consumers. 
These consumer choices can assist health plans seeking 
to understand the changing consumer landscape in 
addition to informing personalized product development 
at life science companies.

Considerations
Policy-makers and industry stakeholders should be 
sensitive to and address the intended and unintended 
consequence of direct and indirect health costs.

Explicit efforts should be made to inform consumers 
about their OOP exposure for traditional purchases (i.e., 
those covered by third-party or government insurance 
requiring co-payments or deductibles).

Attention to models and policies that support 
appropriate supervisory care services for lower-income 
households is necessary. Policy-makers and employers 
should innovate around programs that reduce workplace 
absences and lost income for employees adversely 
impacted by this added responsibility.

The government should capture and report the full 
impact of direct and indirect OOP costs. 

2 CMS. http://www.innovations.cms.gov/initiatives/Partnership-for-Patients/CCTP/index.html?itemid=cms1239313 
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Objective, methodology, and study description

Overview
According to National Health Expenditure Accounts 
(NHEA), health care consumed 17.9 percent of the U.S. 
gross domestic product (GDP), or $2.6 trillion in health care 
expenditures in 2010.3 Health care costs were estimated 
at $8,402 per capita and are expected to increase at an 
average annual growth rate of 5.8 percent for the next 
decade.4 This annual growth is anticipated to exceed that of 
the economy by 1.1 percentage points; by 2020, national 
health spending is expected to reach 19.8 percent of GDP, 
at $4.6 trillion in health care expenditures.5

However, the official NHEA reports do not capture all 
health-related spending. Deloitte’s study aims to provide 
a more comprehensive estimate of U.S. spending on all 
health-related goods and services. This study adopted a 
broad view of health care expenditures that includes both 
direct and indirect costs, as well as items such as functional 
foods and nutritional supplements, complementary and 
alternative medicine (CAM) goods and services, and the 
imputed value of unpaid supervisory care provided to 
individuals by family members and friends.

Methodology
NHEA data from 2010 was examined to estimate costs 
within the following categories: hospital care, prescription 
drugs, professional services, retail products/services, 
administrative costs, and long-term care. Spending 
categories are defined later in this report. 

Of note, the NHEA does not capture, or only partially 
captures, other health-related spending. Sources used 
to estimate additional expenditures include: Medical 
Expenditure Panel Survey (MEPS),6 Nutrition Business 
Journal7 data (for complementary and alternative medicine 
and nutrition costs), 2010 Services Annual Survey8 and 
2009 Non-employer Statistics9 (for other ambulatory, homes 
for the elderly, health publications, and weight-reducing 
centers), and the 2009 National Alliance for Caregiving 
(NAC) Caregiver Survey10 (for the indirect imputed costs of 
supervisory care) (Table 1). Additional detail on supervisory 
care methodology is contained in Appendix B. 

Expenditure estimates were further examined by 
demographic variables (age, family income, family size), 
insurance source, and payment source. The Health 

Retirement Study11 was utilized to provide estimates on 
income and family size for supervisory care costs. Estimates 
in this study of Complementary and Alternative Medicine 
(CAM) may be slightly over-stated, as CAM is counted 
partially by NHEA and was further analyzed with additional 
data from Nutrition Business Journal. The extent to which 
this item may be over-estimated in this study is considered 
to be minimal.

Table 1. Data sources 

NHEA
costs

CAM/
nutrition 

costs

Services 
Annual 

Survey + 
Non-employer 

Statistics 

Supervisory 
care 

(Imputed) 
costs

Payment 
source

NHEA N/A

2010 Services 
Annual Survey 

+ 2009 
Non-employer 

Statistics 

N/A - unpaid

Age MEPS MEPS MEPS
NAC 2009 
Caregiver 
Survey

Family 
income

MEPS MEPS MEPS
Health and 
Retirement 
Study*

Family 
size

MEPS MEPS MEPS
Health and 
Retirement 
Study*

Insurance 
source

MEPS MEPS MEPS N/A

3   Centers for Medicare and Medicaid Services, Office of the Actuary, 
National Health Statistics Group,!National Health Care Expenditures 
Data, January 2012. 

4  Ibid. 
5  Ibid.
6   Medical Expenditure Panel Survey. Agency for Healthcare Research 

and Quality. U.S. Department of Health and Human Services. http://
meps.ahrq.gov/mepsweb/ 

7  Nutrition Business Journal. www.nutritionbusinessjournal.com 
8    Annual Services Report. U.S. Census Bureau. http://www.census.gov/

services/ 
9    Non-employer Statistics. U.S. Census Bureau. http://www.census.gov/

econ/nonemployer/ 
10  National Alliance for Caregiving in collaboration with AARP. 

November 2009.
11  Health and Retirement Study. Sponsored by the National Institute on 

Aging. http://hrsonline.isr.umich.edu 

* Note: collects household income and household size.
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Categories of health care costs

Category Definition

Hospital care

Covers revenues received for all services provided by hospitals to patients, including: revenues received 
to cover room and board, ancillary services (such as operating room fees), services of resident physicians, 
inpatient pharmacy, hospital-based nursing home care, hospital-based home health care, and fees for any 
other services billed by the hospital.

Professional services
Includes physician and clinical services, other professional services, dental services, CAM practitioner costs 
(naturopathy, massage therapy, acupuncture, etc.), ambulance services, all other ambulatory, weight-reducing 
centers, and mental health/substance abuse facilities.

Long-term care (LTC) Includes home health care, nursing home care, and homes for the elderly.

Prescription drugs
Includes retail sales of human-use dosage-form drugs, biologicals, and diagnostic products. Covers drug 
purchases in community pharmacies (chain and independent pharmacies), grocery store pharmacies, mail-
order establishments, and mass–merchandising establishments.

Retail products and services
Includes durable medical equipment, other nondurable medical products, nutrition/supplements, CAM 
products, and health publications.

Supervisory care
Unpaid care at home provided by a family member or friend to someone limited in their capacity to self-care 
due to illness, advancing years, or disability.

Direct administrative costs

Items related to the operation of the health care system, including government administration and public 
health activity, the net cost of private insurance (premiums) and investment in research, structures, and 
equipment. Expenditures are not directly connected to the treatment and/or prevention of a specific 
condition or disease in a specific person. 

Throughout this study, health care expenditures are divided into the seven major categories below. Sub-categories within 
each category are defined in Appendix A.
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Health care spending in 2010

In 2010, U.S. health care costs, including “hidden” costs, totaled an estimated $3.2 trillion, 24 percent 
($621 billion) higher than spending reported by the NHEA.

In 2010 total health care expenditures were an estimated 
24 percent higher than what is reported by NHEA. 

 – $129 billion in additional direct costs
 – $492 billion in imputed costs of supervisory care

This translates to 24 percent ($10,392 vs. $8,402) more 
per capita and 35 percent more in OOP costs ($404 vs. 
$300 billion).

Total health care spending as a share of GDP ($14,526.5 
billion) was estimated at 22 percent compared to 17.5 
percent of GDP when using NHEA estimates. 

2010 NHEA health care spending

Additional spending not calculated by NHEA

Supervisory care (imputed cost)
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Source: Deloitte analysis including  NHEA and additional health care 
data sources. 
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Spending category

Costs estimated in NHEA 
categories (in billions)

Costs estimated with sources other than NHEA  
(in billions) 

Total

Direct Costs Direct Costs
Indirect/  

Imputed costs

Hospital care Hospital care $814   $814

Professional services Physician and clinical 
services

$516   

$870

Dental services $105   

Other professional services $68   

Other personal health care $129   

  All other ambulatory $19 

  CAM practitioner costs $31 

  Weight-reducing centers $2 

Long-term care (LTC) Home health care $70   

$230Nursing home care $143   

  Homes for the elderly $17 

Prescription drugs Prescription drugs $259   $259

Retail products and 
services 

Durable medical 
equipment

$38   

$143

Other non-durable medical 
products

$45 

CAM products $2 

Health publications $2 

  Nutrition/supplements $56 

Direct administrative 
costs 

Total non-personal health 
care 

$408   $408

Supervisory care   Supervisory 
care

$492 $492

Total $2,594 $129 $492 $3,215

Source: Deloitte analysis utilizing NHEA and additional health care data sources. 

Note: Figures may not add to totals due to rounding.

 

79 percent of the $621 billion in additional health care costs are the imputed costs of supervisory care.
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The past four years have seen a gradual slowing in health care expenditure annual growth rate. The percentage change 
from the previous year slowed between 2007 and 2010: 5.9 percent in 2007, 4.7 percent in 2008, and 3.7 percent in 
2009 and 2010. 
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Source: Deloitte analysis utilizing NHEA and additional health care data sources. 

Between 2006 and 2010, total health expenditures increased by 19 percent.
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Category 2006 to 2007 2007 to 2008 2008 to 2009 2009 to 2010

Hospital care 6.2% 5.3% 6.4% 4.9%

Professional services 5.9% 5.6% 3.6% 3.0%

Long-term care 8.1% 5.2% 5.2% 4.4%

Retail products & 
services

6.3% 4.5% 2.6% 4.6%

Prescription drugs 5.3% 3.1% 5.1% 1.2%

Supervisory care 
(imputed)

4.2% 4.2% 3.3% 2.5%

Average annual percent change in health care spending, 2006 to 2010

Spending growth has slowed in each category measured from 2006 to 2010. 

Growth in prescription drug spending slowed to 1.2 percent from 2009 to 2010. A 4 percent decline in OOP spending 
on prescription drugs contributed to this slowing of growth. 

The hospital services spending growth rate from 2009 to 2010 marked the lowest rate in the past 4 years. 

Expenditures in retail products and services grew between 2009 and 2010 – primarily attributable to an increase of 
spending in durable medical equipment.

Source: Deloitte analysis utilizing NHEA and additional health care data sources. 

Slowing health care spending is most evident in the formal health care system, most notably  
prescription drugs. 
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Professional services (27 percent) and hospital care (25 percent) account for more than half of per-capita costs.

The imputed cost of supervisory care is the third highest among the seven spending categories – higher than admin 
costs, prescription drugs, long-term care, and retail. 

Per-capita costs grew 2.8 percent between 2009 and 2010, from $10,105 to $10,392.

Distribution of per-capita expenditures and imputed costs 2010

2010 U.S. per-capita health care costs are estimated to be $10,392; $8,800 in direct costs and $1,592 in 
imputed costs for supervisory care.

Source: Deloitte analysis utilizing 
NHEA and additional health care 
data sources.

 $2,808
(27%)

$2,631
(25%)

$1,318
(13%) 

$1,592

(15%)
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Long-term care Retail products & services  

Prescription drugs  Supervisory care (imputed cost) 

Direct administrative costs  
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Health care spending: demographic trends

Total health care costs of Seniors are more than double that of 25-44 year olds. This is driven by higher use of hospitals, 
long-term care, and the imputed cost of supervisory care. 

Overall, health care is least used by those aged 25-44 years. However, this group spends more on retail products and 
services and on prescription drugs than do those aged 25 years and under; and more on retail products and services 
than do those aged 45-64 years.

Direct and indirect OOP spending is highest among Seniors at $440 billion or 37 percent of the $1,186 billion in 
spending for this age group. Under-25 year olds spent $157 billion (25 percent of $626 billion); 25-44 year olds spent 
$121 billion (22 percent of $541 billion), and 45-64 year olds spent $179 billion (21 percent of $862 billion ). For both 
Seniors and under-25 year olds, the majority of the costs were in the imputed cost of supervisory care for adults and 
special needs children, respectively. 
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Source: Deloitte analysis utilizing NHEA and additional health care data sources. 

Seniors and Baby Boomers account for 64 percent of health care costs, but comprise only 40 percent 
of the U.S. population. The imputed cost of supervisory care and hospital care dominate health care 
expenditures of Seniors 65+.
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Consumers are the primary source of payment for retail products and services (85 percent). Consumers’ OOP payments 
covered 19 percent of prescription drugs and professional services in 2010.

Private insurance is the principal source of payment for hospital care, professional services, and prescription drugs. 

28 percent of total health care costs are paid for by discretionary spend: direct (out-of-pocket) 13 percent and indirect 
(imputed) 15 percent.

Total health care costs in 2010 by payment source

Note: Figures may not add to totals due to rounding

Source: Deloitte analysis utilizing NHEA and additional health care data sources. 

$0

$200

$400

$600

$800

$1,000

Imputed costsOther publicOther privateOOPPrivate insuranceMedicaidMedicare

H
ea

lth
 c

ar
e 

co
st

s 
 

(b
ill

io
ns

) $492

$345

$186

$404

$854

$529

$405

$49

$492

$85
$38
$58

$80

$103

$31

$65

$137

$227

$326

$286

$152

$124

$73

$117

$20
$30

$11
$59

$73

$122

$56

$151

$164

$10$1

$9

$14

$26

$4

$5

$18

Hospital care Professional services Long-term care Retail products & services

Prescription drugs Supervisory care Direct administrative costs

Government spending covered 40 percent of health care costs in 2010. Consumers spent the same 
amount OOP (direct costs) on health care as what Medicaid expended (13 percent of total health  
care costs). 
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Total spending for prescriptions is lower among individuals from the largest families (6+ people) at 4 percent compared 
to 7 percent in three and four-to-five person families and 9 percent among singles and two-person families. Conversely, 
total spending for hospital care is highest among large families at 31 percent compared to about 25 percent in families 
between two and five persons and 27 percent among singles.

Singles and two-person families account for 61 percent of spending on retail products - 24 and 37 percent, respectively. 

Overall, one-person family units make up 23 percent of total health care spending, with two-person families accounting 
for 36 percent. Three-person families have 16 percent, four- to five-person families have 20 percent, and the largest 
families have a 6 percent share of the total spend.

Hospital care Professional services Long-term care Retail products & services

Prescription drugs Supervisory care Direct administrative costs
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Two-person families account for the highest share of health care costs – particularly in professional 
services, hospital services, and the imputed cost of supervisory care. Singles account for the next  
highest share.
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Hospital care accounts for 26 percent of health care spend in individuals from families of all income levels, except for 
the highest income group, where it accounts for 20 percent. 

Middle-income (34 percent) and highest-income (35 percent) groups spend more on professional services than did 
lower-middle (25 percent) and lowest (20 percent) income groups.

Indirect costs (supervisory care spend) account for (23 percent) of lowest-income group spending and 18 percent of 
low-middle income group ($25,000 to $50,000) spending.

Direct OOP spending is higher, as a percentage of total spending, among lower-income groups. OOP costs account 
for 31 percent of the $1.1 billion spent in the lowest-income group and 30 percent of the $772 billion spent in the 
low-middle income group. Middle- and high-income groups spent 25 percent and 24 percent, respectively. 
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Prescription drugs Supervisory care Direct administrative costs

Total health care costs in 2010 by family income 

Source: Deloitte analysis utilizing NHEA and additional health care data sources. 

Note: Figures may not add to totals due to rounding.

$1,121 billion or 35 percent of costs are attributed to individuals from families with an annual income of 
less than $25,000. Individuals from high-income ($100K+) families incur less than half the costs of lower-
income (<$25K) families ($0.5 vs. $1.1 billion).
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Where do consumers spend?

 
Spending category

NHEA categories Additional to NHEA categories

(in billions) 

OOP (direct 
cost per 
capita)

(in 
billions) 

OOP (direct cost 
per capita)  (in billions)

Indirect cost per 
capita (imputed 

value)

Hospital care $25.90 $83.73     

Professional services      

Physician and clinical 
services

$49.25 $159.21    

Other professional services $17.70 $57.22    

Dental services $43.27 $139.87    

Other personal healthcare $7.11 $22.98    

CAM practitioner costs   $30.71 $99.28   

All other ambulatory   $0.97 $3.12   

Weight-reducing centers   $1.97 $6.36   

Long-term care      

Home health care $4.98 $16.10     

Nursing home care $40.43 $130.70     

Homes for the elderly   $10.65 $34.44   

Prescription drugs $48.75 $157.60    

Retail       

Durable medical equipment $20.55 $66.44     

Other non-durable medical 
products

$41.76 $135.00     

Nutrition/supplements   $56.11 $181.39   

CAM products   $1.87 $6.04   

Health publications   $1.93 $6.25 

Supervisory care 
(imputed value)

   
$492.42 $1,591.78

Total $299.70 $968.85 $104.21 $336.88 $492.42 $1,591.78 

Source: Deloitte analysis utilizing NHEA and additional health care data sources. 

Note: Figures may not add to totals due to rounding.

Per-capita discretionary expenditures totaled $2,898 in 2010. OOP expenditures (direct costs) totaled 
$1,306 ($969 NHEA + $337 additional to NHEA) per capita. In addition, the imputed costs of supervisory 
care were $1,592 per capita.



Distribution of 2010 OOP direct costs per capita not captured by NHEA 

*  Vitamins, Minerals, Specialty/
Other Supplements, and Functional 
Foods compose the Nutritional 
Supplements category used in this 
study’s taxonomy.

Source: Deloitte analysis utilizing 
NHEA and additional health care  
data sources. 
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More than half (54 percent) of OOP direct costs additional to the NHEA consist of expenditures on nutrition and 
supplements such as vitamins, minerals, specialty/other supplements, and functional foods.

This equates to $181.39 per capita and is a 3.8 percent increase over the per-capita spending in 2009 ($174.69) on 
nutrition/supplements.

More specifically, consumers spend OOP on: 

 – Functional foods ($126.31 per capita)
 – CAM practitioners ($99.28 per capita) 

Functional foods, vitamins, minerals, supplements, and CAM practitioners account for 83 percent of the 
direct OOP costs not captured by NHEA categories.
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Source: Deloitte analysis utilizing NHEA and additional health care data sources. 
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Prescriptions and retail products (medical equipment and products) are a substantial outlay for Seniors. Boomers mostly 
spend on prescription drugs and professional services.

Prescription drug outlays are about the same for Boomers (45-64 years) and Seniors (65+ years) on an aggregate 
level ($19 billion OOP for Seniors, $18.3 billion OOP for Boomers), but on a per-capita basis weigh heavily on Seniors. 
Boomers make up 26 percent of the population and Seniors make up 13 percent. 

Seniors’ (65+) OOP expenditures on prescription drugs and retail products & services are twice that of 
Baby Boomers.



12    Saltman RB, et al. "The Impact Of Aging On Long-Term Care In Europe And Some Potential Policy Responses," International Journal of Health 
Services. 2006;36(4):719-46.
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Supervisory care: a hidden burden

Supervisory care is unpaid care provided at home by a family member or friend to someone with limited capacity to 
self-care due to illness, aging, or disability.12 Supervisory care provides for all or some of the essential long-term care and 
support for individuals requiring assistance. This type of informal care allows recipients to stay in their homes and to 
potentially avoid or, at minimum, delay institutional care. 

Although it is unpaid, this care has economic value; informal caregivers provide services that substitute and/or 
complement care that would otherwise be provided by paid health care professionals such as nurses, nurses aides, and 
home health care workers.

Source: Deloitte analysis utilizing NAC data.

Note: Refer to Appendix B for description of methodology used to determine the imputed cost of supervisory care. 

Supervisory care has considerable, but unrecognized, costs because they are not systematically captured.

$492 billion 
in the imputed cost 

of caregiving 

An imputed 
$1,592 per-capita

cost

An estimated 
42.4 million

current caregivers



Age Imputed cost  
(in billions)

0 – 18 years $71.24 

19-24 years $16.53

25-44 years $33.37 

45-64 years $69.07 

65+ years $302.21 

The total imputed costs of supervisory care increased by 2.5 percent, from $480 billion in 2009 to an estimated $492 
billion in 2010. 

Baby Boomers and Seniors account for 75 percent of supervisory care costs. Children who require supervisory care 
account for 14 percent of costs.

The estimated average number of hours of care per week spent caring for children (33.7 hours) was almost double the 
time spent caring for adults (17.4 hours) (not shown).

Of the 42 million caregivers, it is estimated that 8 percent provide care to someone who is under 18 years old and has 
special needs (not shown).

Source: Deloitte analysis utilizing NAC data and additional health care 
data sources. 

Supervisory care costs in 2010 by age of care recipient
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61 percent of all supervisory care costs are incurred by recipients aged 65 and above.

Note: Figures may not add to 100 percent due to rounding.
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Persons per household Imputed cost  
(in billions)

1 person $39.52

2 person $203.59

3 person $117.19

4 to 5 person $84.82

6+ person $47.29

Household income  
(in thousands)

Imputed cost  
(in billions)

$0 to $25 $253.44

$25 to $50 $138.60 

$50 to $100 $79.56 

$100+ $20.82

Two-thirds of imputed supervisory care costs are incurred by individuals in two- or three-person families.

Care recipients from low-income households account for:

 – more than ten times the costs of care in the highest-income ($100K) households and more than three times than in 
low- to middle-income ($50 – $100 K) households.

Source: Deloitte analysis utilizing NAC data and additional health care data sources. 
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Care recipients from two-person families account for 41 percent ($204 billion) of the imputed costs 
of supervisory care. Around 80 percent (an imputed $161 billion) of supervisory care was provided to 
individuals with family incomes of less than $50,000.

Note: Figures may not add to 100 percent due to rounding. Note: Figures may not add to 100 percent due to rounding.
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Appendix A: de!nitions

All other ambulatory services
Establishments primarily engaged in collecting, storing, and 
distributing blood and blood products, and storing and 
distributing body organs.

Complementary and Alternative Medicine
The National Center for Complementary and Alternative 
Medicine suggests that ‘defining CAM is difficult, because 
the field is very broad and constantly changing.’ CAM is 
generally thought to encompass a broad range of activities 
including natural products such as diet supplements; 
mind-body medicine such as yoga, acupuncture; 
manipulative and body-based practices including spinal 
manipulation and massage; and other CAM practices 
including movement therapies, traditional healers, 
manipulation of energy fields and traditional medicine 
systems including traditional Chinese medicine and 
Ayurvedic medicine.

Dental services
Services provided by Offices of Doctors of Dental Surgery 
(DDS), Doctors of Dental Medicine (DMD), or Doctors of 
Dental Science (DDSc). 

Durable medical equipment
Retail sales of items such as contact lenses, eyeglasses, 
and other ophthalmic products, surgical and orthopedic 
products, medical equipment rental, oxygen, and  
hearing aids.

Family 
As used in this study, defined as a group of two or more 
persons who are related by birth, marriage, or adoption 
and who are living together. Persons not living with 
any relatives are considered single-person families. The 
definition of a “family” differs from “household” as defined 
by the U.S. Census Bureau.

Functional foods
Food fortified with added or concentrated ingredients 
to a functional level, which improves health and/or 
performance or products marketed for their “inherent” 
functional qualities.

Government administration, government public 
health activity, research and investment
Administrative expenses associated with government 
programs and the net cost of the private health insurance 
plans that administer these programs; research and  
public health.

Home health care
Private sector establishments primarily engaged in 
providing skilled nursing services in the home, along with a 
range of the following: personal care services, homemaker 
and companion services, physical therapy, medical social 
services, medications, medical equipment and supplies, 
counseling, 24-hour home care, occupational and 
vocational therapy, dietary and nutritional services,  
speech therapy, audiology, and high-tech care, such as 
intravenous therapy.

Hospital care
Revenues received for all services provided by hospitals to 
patients. Thus, expenditures include revenues received to 
cover room and board, ancillary services such as operating 
room fees, services of resident physicians, inpatient 
pharmacy, hospital-based nursing home care, hospital-
based home health care, and fees for any other services 
billed by the hospital.

Nursing home care
Services provided by freestanding nursing homes.

Note: These category definitions were developed by Deloitte based on the data sources outlined in the Methodology section. These definitions apply 
specifically to this report.
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Other non-durable medical products
Non-prescription drugs and medical sundries.

Other personal health care
Covers two types of expenditures: industrial in-plant and 
government expenditures for medical care not specified 
by type of service. Examples of this type of non-traditional 
site include community centers, senior citizens centers, 
schools, and military field stations.

Other private sources of payment
Includes sources of payment such as philanthropic 
revenues, corporate support, and investment income.

Other professional services
Spending for services provided by health practitioners 
other than physicians and dentists. Professional 
services include those provided by private-duty nurses, 
chiropractors, podiatrists, optometrists, and physical, 
occupational, and speech therapists, among others.

Prescription drugs
Retail sales of human-use dosage-form drugs, biologicals, 
and diagnostic products. Retail prescription drug purchases 
occur in community pharmacies (which include both chain 
and independent pharmacies), grocery store pharmacies, 
mail-order establishments, and mass-merchandising 
establishments.

Physician and clinical services
Services rendered in establishments of health professionals 
composed of the offices of physicians and outpatient care 
centers, plus the portion of medical laboratory services 
that are billed independently by the laboratories.

Weight-reducing centers
Establishments primarily engaged in providing nonmedical 
services to assist clients in attaining or maintaining a  
desired weight.

Note: These category definitions were developed by Deloitte based on the data sources outlined in the Methodology section. These definitions apply 
specifically to this report.
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Appendix B: methodology for supervisory care

The methodology used in this report for calculating estimates of the amount of and the imputed value of supervisory 
care was updated from the 2011 Deloitte report -“The hidden costs of U.S. health consumers: a comprehensive 
analysis.” Table 1 and Table 2 illustrate how the calculations were established in this study. Methodological changes (and 
not an actual increase) are responsible for the change in value of supervisory care (from $199 billion in 2009 to $480 
billion in 2010) between the 2011 and 2012 published reports of this study

Calculation for annual imputed value of supervisory care 
Annual imputed value of supervisory care = (Number of current caregivers ) x (hours of care per caregiver per week) 
" (economic value of one hour of family care) x (52 weeks/year)

Variable Source

Estimate of caregivers for 
special needs children  

(under age 18)
Estimate of caregivers for 

recipients age 18 and older

Number of current caregivers Deloitte analysis of NAC 2009 and 
U.S. Census Data

3.2 million  39.2 million 

Hours of care per caregiver per 
week 

Deloitte analysis of NAC 2009 
Data

33.7 hours per week 17.4 hours per week

Economic value of one hour of 
family care 

National Compensation Survey. 
Mean hourly wage of employees 
whose occupation is "Nursing, 
psychiatric, and home health 
aides." 

$11.94 per hour $11.94 per hour

Sub-total $67.4 billion $425.0 billion

Total annual economic imputed value of supervisory care $492.4 billion

Estimates for supervisory care in 2010 calculation
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