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THE COST OF CARING FOR THE CHRONICALLY
ILL: THE CASE FOR INSURANCE

FRIDAY, SEPTEMBER 21, 1984

U.S. SENATE,
SpECIAL COMMITTEE ON AGING,
Washington, DC.

The committee met pursuant to notice, at 9:10 am, in room
6628, Dirksen Senate Office Building, Hon. John Heinz, chairman,
presiding.

Present: Senators Heinz, Warner, Glenn, Burdick, and Johnston.

Also present: John C. Rother, staff director and chief counsel;
Stephen R. McConnell, deputy staff director; Diane Lifsey, minority
staff director; Tricia Neuman, professional staff member; Isabelle
Claxton, communications director; Roberta Lipsman, minority pro-
fessional staff member; Robin L. Kropf, chief clerk; Paula Dietz,
Kate Latta, and Leslie Malone, staff assistants; and Gene Cum-
mings, printing assistant.

OPENING STATEMENT BY SENATOR JOHN HEINZ, CHAIRMAN,
PRESIDING

ghairman HEeiNz. Good morning. The committee will come to
order.

We are here to investigate what may prove to be the single
greatest threat to life savings of the American middle class,
namely, the cost of long-term care. Long-term care, by which 1
mean the full range of services needed to support the chronically
ill and disabled, has been of great concern to our committee since
its inception 25 years ago.

Over the past quarter of a century, the committee has learned a
grreat deul about long-term care. First, we have learned that many
of us now in the prime of our lives will need long-term care—if we
live long enough. Based on what we know today, one in every four
persons age 65 and older, and three in every five persons age 85
and older need long-term care; and yet, most of us still tend to be-
lieve, "It won't happen to me.”

Weil, today, we will hear that it will happen to millions of us.
When it does, our entire life savings, our independence, and our
dignity may be severely jeopardized.

Second, the committee has learned that our American health
care system is woefully ill-prepared to provide professional care to
the long-term care population. There is a critical shortage of social
workers. nurses, dentists, and doctors with geriatric experience and
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training. This shortage will only become more severe with the pre-
dictable growth of the frail elderly population.

Earlier this week, I introduced the Geriatric Manpower Act of
1984 to initiate a comprehensive, 5-year program of support for the
geriatric education and training of health professionals. My bill
would nearly triple the present level of commitment to manpower
development in aging.

Third, we have learned that many of the people who need profes-
sional care are unable to pay for it. While most get by with the
help of family and friends, others are less fortunate. Long-term
care services are expensive. Insurance coverage is virtually unob-
tainable. Many older people and their families are forced to deplete
their hard-earned savings in a very short time, to pay for needed
care.

Out-of-pocket costs for long-term care services can be exorbitant.
In Pennsylvania, for example, just 1 year in a nursing home for a
private paying patient costs between $15,000 to $50,000. One-third
o all patients nationwide who try to pay for their own nursing
home care become eligible for Medicaid within just 1 year of nurs-
ing home admission. That means that, within a year, economically
independent middle-income people spend down to a point where
they have less than about $1,800 left to their name. Too often, the
spouse of a person who needs nursing home care must decide either
to spend every cent to pay their bills, or try to protect some assets.
For many, this literally means a choice between poverty and di-
vorce. That is a terrible decision for a couple to make after a life-
time together.

The cost of care at home or in the community varies, but also
tends to be expensive. As you can see from chart 1, the more dis-
abled vou are, the more it will cost yvou to pay for your own care.
Mildly disabled persons spend about $1,000 each year for care; the
severely disabled spend over 35,000 each year for care. That is a
considerable price to pay on top of other fixed living expenses.




Avercge
Annual

Degree of Disability

soutce ¥82 Notonal Long-Term Care Survey

(iiven that almost 80 percent of older families have an after tax
per capita income of less than $10,000—and that includes their in-
kind benefits and their annuitized savings—it is easy to see how
middle class families can spend their entire life savings for long-
term care in only a short period of time.

Despite the evident need for better coverage, it is virtually im-
possible for even the most prudent people to protect themselves
against this risk. Insurance that adequately covers long-term care
costs is simply not on the market. Private insurance policies gener-
ally cover very little nursing home care and even less community-
based care. Medicare coverage is restricted to short-term acute and
postacute care. While the Medicaid Program does provide for long-
term care. it does so only for very poor people. Many older Ameri-
cians find themselves caught between a rock and a hard place~-
they have just enough income to disqualify themselves for Medic-
aid. but neither the money nor the insurance to cover their long-
term care bills.

Americn is the land of plenty, and when it comes to  surance,
by and Lrge, it is a land of abundance. Our Nation's middle class
can insure their cars sygiinst theft or damage, their houses against
flood. fire, and earthquakes. their children against the costs of col-
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lege and braces, and their families against the risk of an early
death. But when it comes to insuring against the single greatest
threat to their life savings and emotional reserves—the costs of
long-term care—Americans have no protec.ion. In many ways, it is
as if we are all wearing bulletproof vests—with holes over our
hearts. We are missing protection where we need it most.

And what about tomorrow? This need for insurance will become
ever greater. Today, the fastest growing segment of our population,
persons age R and older, happens to be the group most likely to
need long-term care. Within a decade, this group will include an-
other 1.5 million persons, and yet another million by the year 2000,
As you can see from chart 2. the number of persons expected to
need nursing home and community-based care will grow dramati-
cally. Who is going to provide their care, and who is going to pay
for it?

CHART 2
OLDER AMERICANS IN NEED OF LONG-TERM CARE
i ' N (1980—2040)
5.8 9.3 129 18.8
25 -1l ‘ -
1 o
15 //’
i
LIVING IN COMMUNITY
b
| e T i NURGING. HOMES
G T T
TGR0 2900 ' 2020 2040

These are some of the issues that we are here to discuss today.
Fach of our witnesses has been asked to consider the merits of a
public-private initiative on long-term care insurance or, as I would
prefer it to be called, independent living insurance. I look forward
to our witnesses and hearing their testimony.

Bofore 1 call on our first witnesses, I want to call on the commit-
tee's ranking minority member, Senator John Glenn.

A
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STATEMENT BY SENATOR JOHN GLENN

Senator GLENN. Thank you very much, Mr. Chairman.

Today's hearing covers an i ..portant issue which the members of
the Senate Special Committee on Aging are struggling to resolve,
and that is the financing of care for those in our society who are
chronically ill.

Although a small percentage of the population under age 65 suf-
fers from long-term disabilities, the need for care increases dra-
matically with age. In 1980, there were 2.6 million elderly 85 years
of age or older, of whom 62 percent required long-term care serv-
ices. With the number of this very vulnerable population expected
to reach 5.1 million by the year 2000, just 16 years from now, we
cannot afford to delay responding to the challenge of providing ap-
propriate care.

The current cost of long-term care cannot be measured precisely.
We do know that in 1983, approximately $30 billion was spent on
nursing home care. Additional funds paid for a variety of noninsti-
tutional services, including home health care, day treatment serv-
ices, respite care, transportation, and meals. Various Federal and
State programs cover these services for some individuals. But many
services are paid for privately. Out-of-pocket costs for home care
services currently range from $1,000 to $5,300 a year, as our chart
shows.

In 1983, Medicaid paid about 50 percent of the bill for nursing
home care. Medicare's contributi®n was minimal, with Medicare
only paying about 2 percent of total nursing home experaitures for
those over 63. And although most older people have medi-gap in-
surance, only a small percentage of the costs for long-term care
was paid by these private policies. Patients and their families paid
for a full 41 percent of the costs for nursing home care.

(overage for less expensive, noninstitutional services is even less
prevalent. In many States, Medicaid offers a variety of community
and home-based programs for people with very low incomes. But
for the vast majority of the elderly, neither private nor public in-
surance offers the financing necessary for long-term, nonirstitu-
tional care.

For those who really have not gone into some of these programs
in depth. they always say, “Well, why don’t the families take care
of them” Why don't the sons and daughters take care of those who
are having problems?”” Well, I think we have developed in our soci-
ety to where 20 percent of us move from one domicile to another
each vear. I think the last figures I saw were that 13 percent of our
neople move across State lines. We are now having extended fami-
lies all over the country where we are no longer in the same com-
munity, growing up and staying in the same community and
taking those responsibilities that previously were assumed by the
tamilies. | think that is where a national responsibility comes in,
and it is the reason [ have supported a!l these programs.

During today's hearings. we will have the opportunity to learn
first-hand about the gaps in our cucrent insurance programs. |
want to thank the witnesses who have joined us today. We appreci-
ate their willingness to share with us the difficulties they have
overcome to secure services for themselves, their relatives, or
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others in their communities. We must use this opportunity to
better understand the limitations set by Medicare, the shortcom-
ings found in private insurance, and the biases created by a long-
term care system which emphasizes institutional care.

This last point, the emphasizing of institutional care in a long-
term system, is particularly important. When the Medicare Pro-
gram was implemented, it was not intended to provide coverage for
long-term, chronic illness, and it certainly was not intended to pro-
vide home care. The Medicaid Program adhered .o this bias, and
home health services were not a mandatory service under the origi-
nal Medicaid Program. Only after the law was amended were
States required to offer home health if they also provided Medicaid
coverage for nursing home care. The home health coverage that
has resulted remains very restrictive. Private insurance coverage of
home health care is even more elusive. Only a few policies include
coverage, and it is often restricted to the care provided by a private
registered nurse.

We will be hearing from many distinguished witnesses today,
and I thank each of you for your participation. I am particularf;

leased to welcome Betsy Houchen from the Columbus Home
ﬁlealth Services. Her agency cares for over 6,000 patients per year,
and the services they provide are paid for through Medicare and
Medicaid, State and local assistance, private insurance, and family
and charitable contributions I live in that community and know of
her work there first-hand. Her experiences will illustrate more
clearly the limitations of current coverage and the need for inclu-
sion of home-care benefits in any future long-term care insurance
program.

I believe we will conclude this hearing with a better understand-
ing of the issues involved in financing long-term care, and I look
forward to hearing today’s testimony.

Thank you, Mr. Chairman.

Chairman Heinz. Thank you, Senator Glenn.

[ would like to call on Senator Warner ncw, if he has any open-
ing statement.

Senator WARNER. I think we should proceed with the witnesses,
Mr. Chairman, thank you.

C'hairman Heinz. Before hearing from our witnesses, | want to
insert into the record, without objection, the statements of Sena-
tors Lawton Chiles and Larry Pressler, who unfortunately cannot
be with use today because of prior commitments.

[The statements of Senators Chiles and Pressler follow: |

STATEMENT OF SENATOR LAWTON (CHILES

The senate Commattee on Apging began taking a long hard look at lang-term care
pestdees several vears o As aomatter of fact, 1 recall chairing a series of hearings
et i P77 The intent was to produce a recard that would clearly show:

1+ That the numbes of elderly in need of long-term care would grow so rapidly
daruyg the next tew decades that the demand would rapidly outstrip any kind of
carte avalable

<2 That the coste ot an over reliimes on nursing home care could not be support-
od by the elderly, thetr families, or by the government

2 That there were several alternatives worthy of Federal support, and

 That we had better got cracking or we would soen find ourselves nan explo-
s1vee situation

iU
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Since then, there has been some progress in developing alternatives—but [ can't
say that it has gone as far us | hupﬂ‘ it would by now.

We expanded the Medicare home health program.

We started a number of demonstrations to put different medical and social sup-
port services together in one program so we could try to meet the needs in an effi-
cient and less costly manner.

We chunged Medicaid to allows States to develop broad based programs of com-
munity care to help meet the rising demand.

All of these changes represent real progress—and they have to continue.

But [ have been disturbed by the administration's sle vness—and in some cases
refusal--to grant Medicare and Medicaid waivers for community care programs.

I have an even stronger sense of urgency now than ' did a few years ago about
the longterm care crunch. During this same time period, our budget problem has
also gotten worse. Tt is very difficult now to talk about new Federal programs to
help meet mushrooming long-term care needs. It is also true that we can’t ignore
the situation. One way or the other, long term care needs will have to be met. The
yuestion i3 who is going to pay.

The Federal Government never has paid for long-term care for most elderly
people in need. Not until they are very poor—when the become eligible for Medic-
u}i‘d. And then we pay about one-half of the cost, and the States have to deal with
the rest.

Even so. many elderly who enter nursing homes eventually do become poor
rnntih to get some Med’i'caid help. Alinost one-third who enter nursing homes as
private-pay patients become eligible for Medicaid within 1 year.

So even if we don’'t commit a lot of new resources to finance long-term care, we
still will have a growing Medicaid bill just for nursing home care. It will be $60
biition by 14494

There will always be a Federal role. And we will continue to seek ways to shape
and change our Federal health programs to meet the chronic care needs of the el-
derly and others

This hearing will begin to explore one of the more recent developments in th2
aren of financing longterm care. The concept of broader private health insurance
cove rage for longterm care is still young, but it is time to take a look at its possi-
iities. At the very least —if there is a way that a younger generation might have a
hetter opportunity to plan ahead and purchase some protection against financial
rumn from a long term chronic illness—we need to begin exploring the issues now.

STATEMENT OF SENATOR LLARRY PRESSLER

Mr Chatrman, | would hike to thank you for bringing together this morning's
heariie 11 1< most important for Members of this Congress to look at the question of
the cost ot coring for the chronically il

It i~ starthing to learn that ain the coming year. an estimated 6.6 million Ameri-
vans e baand aver will need long-term care. This means that one out of every
tur senior citizens in this country will face the staggering financial risk that the
teed tur such care hrings about

It i~ anfortunate that many peoples have mistaken ideas about the avenues they

i pearsae 1 panang for such care Medicare was designed to cover short-term acute
and postacute ciare not long term care . Nursng home care s only covered foe 100
dav~ Thee fiest 20 days are complotely covered, and for the remaining ¥0 days there
i~ et iy copaymet o which s currently $8L50 per day. Medicare therefore covers
fem toan 2 peroent of the totad national nursing home expenditures

Lo it al every theee older Americans do purchase medical insurance policies,
s e e pobieoes are despend only o supplement Medicare’s coverage [t therefore
fa i the responabality of the Mediead program to he the pritmary source of
cohie L= ber tong terett care s elected representatives, atoas our nbligaton to
v Cingte v isent aptions as.adable to us

[ ok teersand to this testimony of the fine o nesses we have with us today. They

v b L peeionisihiy insswer the question A do we pay tor the long-term care
gt e ont b bare Arericans will need?

Chaurman Heinz 1 am very pleased that we do have such a dis-
Dneut=hed list of withesses. Our first two witnesses are hoth Penn-
wlvimians  just coincidence. We are delighted that Ella Thomas
and Mary Kinzlow are here; also. another panelist, Ron Hagen.

11
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Mrs. Thomas, would you be willing to be our first witness,
please?

Mrs. THoMAS. Yes, sir.

Chairman HEiNz. We want to welcome you to the committee, and
I want to thank you for coming all the way down here from Phila-
delphia; we are most appreciative.

STATEMENT OF ELLA THOMAS, ACCOMPANIED BY BRENDA
RASCHER, SOCIAL WORKER, PHILADELPHIA, PA

Mrs. THomas, Thank you.

My name is Ella Thomas. I would like to read my statement to
this committee myself, but because of poor eyesight, that is not
easy for me to do. Therefore, I have asked Brenda, my social
worker, to read my statement for me. But first, I would like to say
a few things to you myself.

My husband and I ha. always been able to take care of ourselves
and our son, Raymond, who is mentally retarded. We never had to
ask for any help from anyone. But when I had my stroke 3 years
ago, everything changed. It all happened so fast that we did not
know what to do.

We jumped at the first thing we found, so I could st&g' at home.
We spent all of our life savings in 3 years, about $66,000. When I
think of all that money, I get so upset. It is awful.

I was told to go to a nursing home, but I do not want to go to a
nursing home. I want to stay home with my son, in our home. Now
that my husband is dead, I am responsible for my son. I have to
care for him.

[ know some people say that I cannot do anything for myself, but
I can. The most important thing is that I can make my own deci-
sions, and think for myself.

[ want you to know that my being here proves how important
this is to me, for this is basically the first time I have been out of
my house in nearly 3 years.

%‘hank you.

Chairman HeiNz. Mrs. Thomas, thank you. You have been house-
bound for 3 years, and for you to make the effort to come down
here is extraordinary. To me, it shows how much you really mean
it when you say you want to continue to make your own decisions,
that you want to continue to be proud and independent, and try as
best you can to make your own life and take care of your family
responsibilities.

I understand that Ms. Rascher is going to read the rest of your
statement; is that correct?

Mrs. THoMAS, Yes,

Chairman Heinz. Ms. Rascher, would you please proceed?

Ms. RASCHER [reading]:

Prior to 1951, both my hushand and 1 were in very good health. We had always
warked and saved all of our lives while we cared for our handicapped son. My hus-
band retired as a leather wocker when he turned 65, and [ retired 2 years later
tramt myv Job at o movie theater Along with our son, we had planned to use our
“vings to go on trips and to fix up our house. We had also planned to set aside
~ome money for our son's care after we were gone

Wi were doing everything we wanted until October 16, 1981, when | had a stroke,
and all of our plans were forced to vhu.m:t-. [ spent the next 6 months in and out of
tour ditferent hospitals and rehabilitation centers. Despite the therapy [ received, |

12
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was unable to totally recover and required a lot of care. | wan dis~herged to go home
and to be cared for by my husband, who was then 78 years old. My husband did
everything around .ne house and helped my son and I with all of our care. Howev-
er, the demands on him were too great.

After 1| month, he had a stroke. While he was in the hospital, my nieces cared for
me. but they worked fulltime and had recponsibilities to their families, too. In an
attempt to get more help, we contacted an agency advertised in a locul newspaper
that offered z4-hour assistance with pervonal care and household tasks. It was the
first ching we found.

Using the combination of our savings and our monthly income, we id approxi-
mately $458 per week for 24-hour homemaker services. We continu this service
after my husband returned home for, although he recovered to the point where he
could care for himself independently, he was unable to assist with my care.

Whilc the homemaker service provided for my personal care and meals, two of my
nieces did all of the money management, shopping, errands, and household mainte-
nance. We never changed it, because we were afraid to lose the help, and we did not
know any other way to do it.

As a result. we spent our entire savings along with most of our monthly income in
just 3 years. The 3-year hill totals $66,000. If I had known how to do things differ-
ently, | would never have spent all of my money that way. It is overwhelming to me
to think of how 1 wasted my life’s savings. Yet, the only alternative I was given was
to go into a nursing home. No one ever informed me of any other way.

{ do not want to go into a nursing home. My main reason is my son, Raymond.
My husband and | had always cared for him, and now that my husband is dead, the
responsibility is mine. I just wish I had known how to use my money differently, so
my son and | would still have some of it left.

1 would like to thank this Senate Committee for the opportunity to tell my story,
and | hope that others may benefit from what happened to me.

Chairman Heinz. Mrs. Thomas, your sltgt&y touches the hearts of
everybody on this committee and everybody who hears it, and 1
have some questions for you and Ms. Rascher that I will direct in a
moment. Before doing that, I want to ask our next two witnesses to
make their statements, and then I will return to you.

Ms. Kinslow, you are a member of the board of directors of Chil-
dren of Aging Parents, in Levittown, PA.

Ms. KinsLow. That is right.

Chairm..:n HeiNz. We welcome you, we thank . - for what you
are doing, and we are especially appreciative of y- - coming down
here to testifv before our committee.

Piease proceed.

STATIMENT OF MARY KINSLOW, FOUNDING MEMBER,
CHILDREN OF AGING PARENTS, LEVITTOWN, PA

Ms. Kinsiow. Thank you very much, Senator Heinz, I would like
to thank you and the committee for the opportunity to speak to
vou today on the problems and concerns of fami.y caregivers.

[ am here on behalf of an organization called Children of Aging
Parents. or CAPS. for short. CAPS is a nonprofit, self-help peer
group organization, dedicated to serving the needs of family care-
rivers who. like myself. are struggling to provide the needed care
to their aging parents.

CAPS began very informally 7 years ago. Three women from
[evittown, PA met in a neighbor's living room to talk about how
they could care for their elderly parents and to get some idea of
the <ervices available in their community. Shortly after their first
meeting. one of the ladies sent a letter to “Dear Abby” which de-
< nibed the informal CAPS meeting and the problems of being a
t mily caregiver,
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Senator, the response to that letter was astonishing and over-
whelming. I never dreamed that there would be so many other
children in this country with our same problems. And when [ say
“children,” I mean adults in their fifties and sixties who are them-
selves lovking forward to retirement and who are looking forward
to spendiag more time with their own children and grandchildren.

Today, there are over 10,000 members of CAPS, and the number
is frowing larger every day.

brought with me today just a f»w of the letters I have received
from family caregivers, describing their frustration and heartache.
I would be happy to share them with the committee.

Their stories are not unique, nor are they unusual. I can tell you
about many, many other family caregivers who are experiencing
the same pain and frustration in caring for their chronically ill
parents. As a social worker in a nursing home, 1 have seen the
tired and confused look of sons and daughters who no longer recog-
nize their once active, vital parents. These children are not pre-
pared to care for the needs of their aged parents. They are not pre-
pared for the tremendous financial drain ca their lives. And they
are not prepared for the emotional and physical strain that they
alone will face in caring for their aging parents.

Senator Heinz, | have seen families separate because of these
burdens. I have seen the anger and pain on the faces of teenage
children because their chronically ill grandmother or grandfather
is living with them, and their home has changed so drastically. 1
have seen the hate, guilt, and anger exchanged between parent and
child where there was once love, admiration, and respect.

These are not hateful people, Senator. They are proud and loving
families who do not understand the drastic changes in their lives
and who are nov prepared to cope with the overwhelming responsi-
hility of caring for their parents.

Most fumily caregivers simply cannot afford to provide the kind
of long-term care that their parents require. I was very fortunate
that, given my financial resources, my background in social work,
and the nature of my mother’s handicap, I was able to establish an
adult day care cer*er connected to my own home, where [ can pro-
vide the kind of care my mother requires.

But the majoiity of family caregivers have very few options.
There is very little reason for hope. Most of the fami'ies | have
counseled do not want what they call welfare. These are proud
people who want to find their own way, and they often do—but at
a tremendous emotional and financial cost to their own lives.

A daughter who was caring for her father—he had suffered a
stroke 3 vears ago—told me how much she loved her Dad. “I know
it is a chore.” she said, “but when he smiles, it makes things
right.”” She told me she pays $12 an hour for a home health aide so
that she can go out on a date. And she said, At those prices, he
darn well be a good date.”” With a tear in her eye, she told me she
puessed she would never get married.

Please do not get the wrong idea, Senator Heinz. We are not
asking for your pity. No, we are just crying out for some help, for a
hetter way to help family caregivers as we struggle to care for our
mothers and fathers. Family caregivers are trying to do the best
they can. but the burden is just too great for most.
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[ do not want to be a burden to my son. I know the fears and
frustrations that 1 have felt in caring for my own imother, and I do
not want that for my son. I love him too much But, Senator, if I
could prepare for the future, if I could prepare for the care that I
will need someday, and spare my son this agony, there is no doubt
that I would.

Please, Senator Heinz, we need your help desperately.

X Thank you. I would be glad to answer any questions you might
ave.

Chairman HEeinz. Ms. Kinslow, thank you. I will have, as I imag-
ine the members of the committee will have, numerous questions
for you. What you are doing is unusual. You have the ability, as
you say, to be a little bit more fortunate in taking care of your
parent and having estabiished your own adult day care center. 1
would like to ask you, when the time comes, about people who are
a lot less fortunate than you, whom you know, and with whom you
have some personal experience.

Betore 1 do that, I want to call on the last member of this panel,
Ron Hagen, the coordinator of the insurance division for the Amer-
ican Association for Retired Persons.

Mr. Hagen?

STATEMENT OF RON HAGEN, WASHINGTON, DC, COORDINATOR,
INSURANCE DIVISION, AMERICAN ASSOCIATION OF RETIRED
PERSONS
Mr. HaGeN. Thank you, Mr.Chairman and members of the com-

mittee. 1 am indeed pleased to be here this morning to discuss a

subject with you of great and continuing importance to our associa-

tion and the many millions of members of our association, the de-
livery and financing of long-term care services for the chronically

ill.

Our association has frequently testified before this committee
and elsewhere, that the lack of a comprehensive long-term care
~ystem that encompasses medical, social. and personal care services
provided in a variety of community, home-based, and institutional
sottings is the greatest deficiency in our present health care deliv-
erv svstem. Indeed, our growing aged population, increasing life ex-
pectaney, increased instance of chronic disease and illness and
changing family patterns, there is greater pressure than ever to
search out private financing mechanisms to meet the very substan-
tial and rapidly escalating costs associated with the delivery of
Jong-term care services.

This vear alone, estimates are that the elderly will spend ap-
prosimately SN65 per capita on nursing home care, of which 5450,
or almost 32 percent, will be spent out-of-pocket. This is more than
duuble what was spent by the same group in 1977

[ony term care insurance is being increasingly mentioned and is
plavinme an important role in financing such services, vet [ must
rell vou up front that the promise that meaningful, private long-
term Gire insurance holds at this point is still just that—a promise.
The interest and optimism surrounding the prospect of developing
truly meaningful long-term care insurance appears to be well
aheid of the msurance industry’s current ability or inclination to
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develop such coverages which provide realistic and predictable ben-
efits at a reasonable cost.

To state the obvious, it is in part because of the success of Medi-
care and private health insurance that people are ...ing longer and
in turn are subject to higher frequencies of chronic illness and dis-
ease, thus generating the need for more extensive long-term care
services and a great deal of interest in private long-term care in-
surance.

To put this subject in perspective, | would like to share with you
the results of research our association commissioned earlier this
vear. There are many avenues for private sector involvement in
long-term care. For our association, private insurance meets some
of the costs associated with long-term care, but is but one of these
avenues,

As part of a process our association has undertaken to better un-
derstand our members' needs and preferences, concerning the con-
tinuum of long-term care services and the financing of these serv-
ices, we commissioned the Gallup organization late in 1983 to do a
survey of our membership. We were interested in the feasibility of
the association developing its own insurasce program to cover long-
term care, but we also wanted to get a handle on the perceived
needs of our membership for private insurance, our members’ utili-
zation currently of long-term nursing home and home health care
services, as well as their expectations and attitudes about nursing
home and home health care services.

The major findings of our survey were as follows. There was an
overwhelming preference for home care versus nursing home care.
There were relatively low utilization of nursing home as well as
home health care services. There was widespread concern among
our members about not having enough money to pay for extended
nursing home and home healti care services. There was great con-
fusion—and I would emphasize, great confusion—about what Medi-
care and private insurance pays for and what they do not pay for.
There was significant interest in learning more about long-term
care insurance, and there were very unrealistic expectations about
the price of nursing home insurance.

We also found two groups that resulted from this survey that
were very much interested in the area of long-term care insurance.
One term we will term the "indirectly aware group” and was about
i1 percent of the respondents and were individuals who had, either
through a relative or a friend. some direct experience with an indi-
vidual who had peen in an institution for an extended period of
time and had considerable costs associated with that. The other
group among our membership that was most interested in private
long-term care insurance was the youn:rer segment of our member-
ship. the under-65 portion.

We also found that many of our members in preferring home
health care to nursing home care, felt that it would be very diffi-
cult to find a place in a nursing home that provides satisfactory
care

Somewhat surprisingly, though, over one-quarter of all of our
members who responded to this survey believed that they would. in
fact, need to be 1n a nursing home for more than a month at some
point during their lifotime.

1t




13

But most troubling of all -and for which we have a chart at the
side of the room—there was a very clear indication, as you can see
from chart 3, that most of the inaividuals, 79 percent in all, felt
that Medicare would pay for some portion of their expenses. There
was also a feeling that private savings and private insurance, both
group and individual, would pay for a significant portion of the ex-
penses ¢ ssociated with long-term care. This reflects a great deal of
misinformation and misunderstanding as to what Medicare and
private health insurance currently pay for relative to long-term
care. It suggests, in fact, that the respondents to our survey are
either unaware that they lack long-term care coverage, or else they
do not perceive it as a deficiency.

CHART 3

HOW WOULD YOU FINANCE A NURSING HOME STAY?

Percent
Medicare 79 )
___ Eamings/Savings 53
Private Insurance 50
Medicald 17
Children 10
Relatives 2
Other 9
Don't Know 1

Total: 221%

*Ezcond’ 100% due 10 muitiple raspoNses

Souce AARPGal'up Long-lerm Care Survey
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Undeniably, many risks exist in developing private insurance for
long-term care. Hand-in-hand with this, however, goes the need to
better educate and inform the public about such insurance cover-
age and more particularly, the limitations of our public and private
insurance programs.

Older Americans today face a myriad of choices and conflicting
claims in the private health insurance marketplace. Coverages are
widely misunderstood, and purchasing decisions frequently made
with totally inadequate information. it is important, therefore, that
in developing long-term care insurance, we work with state and
Federal regulators to reguire adequate disclosure through such
mechanisms as outlines of coverage and buyers’' guides, similar to
those currently required in the sale of medi-gap insurance.

But again, private long-term care insurance is not the answer.
Other forms of equity conversion and private financing must also
be explored. This cou{d include such approaches as reverse annuity
mortgages, sale-leaseback arrangements, or even IRA’s for long-
term care.

In seriously approaching this subject, we must all realize that in
essence, what we are proposing here is a cost shift of sorts where,
instead of the general population through the Medicaid Program
meeting a substantial part of the long-term care costs associated
with this age group, we are saying that older Americans them-
selves will be asked to pool their resources and in essence spread
the risk by meeting a significant portion of these expenses through
some kind of private insurance or equity conversion scheme.

To conclude, then, many of our members have clearly indicated
to us a4 need and a desire for some form of long-term care insur-
ance. In contrast to the recently released HIAA task force report
on Long-Term Care Insurance, which states that, “As long as Med-
icald exists in its present form, there would be no demand for pri-
vitte long-term care insurance,” the AARP Gallup survey shows
that the vast majority of elderly persons do not view Medicaid as
an acceptable alternative. Medicaid is seen at best as an insurer of
last resort, to be avoided if at all possible. Our survey also clearly
indicated that improvements in our public insurance programs and
cooperative public-private sector initiatives in educating and in-
forming the elderly about long-term care are of great importance.
Innovative regulatory philosophies are also essential if the private
sector ix going to successfully meet a greater proportion of the in-
creasingly substantial costs associated with long-term care.

In <um. private insurance has an important role to play. but re-
alistieally ot s not our salvation—merely a piece of the long-term
care financing puzzle

Thank vou. Senator. [ appreciate being here today.

Senator Heinzo Thank yvou very much. Mr. Hagen. Your pre-
pared <statement will be inserted into the record at this time.

The prepared ~statement of Mr. Hagen follows:]

Preransnh StareMent oF RoN HAGes

Ioen pteased to have this opportumity to discuss with you today the problems -
Tevent ::—. eaprandime private msurance coverage for lometerm care services From
the eideriy < pomt ot view, the lack of a comprehensive long-term care system that
cavatipasaes edical, socil, and personal care services provided in a variety of com-
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munity, home based, and institutional settings, is the greatest deficiency in the

resent health care delivery system. Moreover, for all the demographic reasons you

ave heard time and time again: A growing aged population. increasing life expect-
ancy, chronic disease as the dominant pattern of illness in the United States, and
changing family patterns; long-term care insurance appears to have an important
role 1n financing necessary services. The optimism surrounding the prospect of pri.
vate long-term care insurance appears to he many steps ahead of the industry's cur-
rent ability to develop an insurance policy that provides realistic and reliable bene-
fits at a reasonable cost. 8o 1 must tell you up front that the promise of private
long-term care insurance is, at this point, still just that—a promise. Having said
that, it is useful for us to understand the obstacles to establishiag such coverage so
that we can address them and hopefully foster the development of meaningful long-
term citre insurance coverages.

Beture taking up what | see as the major probiems hampering the development.f
coverage, it is 'mportant to remind ourselves that long-term care insurance will
never be the solution to financing long-term care services. It is but one of many ini-
tiatives thut must be undertaken to address long-term care needs of our people. To
better define the range of initiatives | am suggesting, permit me to state AARP's
pulicies regarding public and private sector roles in long-term care:

111 A long-term care program must be developed which provides a complete con-
tinuum of care and creates in the process a network of community-based centers
that would function as providers, payors, certifiers, and evaluators of services.

121 Becuuse fanily members now provide approximately 80 percent of the elderly's
lung-tern care services, it is important to recognize family members as caregivers
and to sustain - not supplant—family care activities.

031 AARP strongly supports the Myedicaid waiver provisions approved as a portion
of the 19%1 Omnibus Reconciliation Act which allows States utilizing this waiver to
provide a wider range of community and home based services such as personal care
services, adult day care, and respite services in lieu of nursing home care.

t41 AARP supports the use and expansion of the ACTION Senior Companion Pro-
pram which provides low-income older people with the opportunity to support and
assist their peers who, without the aid of a Senicr Companion, would proggbly be
institutionalized.

1 AARP believes that a comprehensive prenursing home admission screening
and assessment program for potential nursing home residents should be developed.

i AARP urgoes greater research into the social HMO (SHMO) concept in which a
~imple provider entity assumes the responsibility for acute inpatient, ambulatory, re-
habilitative. extended care, home health, and personal care services under a pro-
spectively determined fixed budget; and

71 AARP urges privite sector involvement in the area of long-term care, for total
reltance on either sector to solve the crises that exist in providing and financing
chronic, long-term care services cannot be successtul.

There are many avenues for private sector involvement in long-term care; private
msurance assisting with the costs of long-term care is one of these avenues. In an
ettort to understind our members’ needs and preferences concerning insurance for
Jong term nursing home and home health services, AARP commissioned a survey by
the Gallup orgamention in 1483

The survey revealed that the vast magority of individuals, when asked who will
pay for their long-term care, indicated that Medicare would be the primary payor,
with private savings and private insurance (both group and individual Leing sec-
ondary sources This reflects a great deal of misinformation and misunderstanding
aa to what Medware and private insurance currently pay for relative to longterm
(33 P

Almast halt 47 percents of the respondents stated that they would be interested
i learminge more about esurance that covers long-term nursing home stays This
imterest wis espectally hgh among the under-65 respondents and among those re-
~pondents who have recently had friends or relatives in nursing homes; this latter
vronp weve termed the “indirectly aware  Respondents who were interested in
Leerning more aban? extended nursing home coverage, however, had widely varving
sx i tations Labout price Most of those surveyed had no idea ubout how much they
wers wiiling ta pay

Ches interest of our membership influenced AARP to explore the possibihity of of-
tering o long term eare insturince product as part of our group health imsurance pro-
sran AARP and imeuranee industry consultants have worked extensively during
thee past vear to develop a longgeterm cire insurance policy that will cover intermedi-
Aateand custadial vare. as well as meaningful home care benefits
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There are very real problems in the development of the policy itself. For example,
research is undoubtedly needed focusing on such areas as market demand, risk
analysis, marketing, distribution, and mechanisms for limiting open-ended liability.
Also, criteria need to be develop to distinguish between SNF, ICF, ICF/MR, and cus-
todial care. The almost total absence of reliable data on induced as well as planned
utilization and claim cost experience is a major obstacle to pricing 'ong-term care
caverage.

There are many questions that must be addressed when developing long-term care
insurance: How should a program limit adverse selection? Should there be "open
enrollment,” and if not, what restrictions should apply to underwriting this cover-
age? Should long-term care insurance be on an indemnity, as opposed to expense-
incurred basis? For example, paying for institutional or home care at a rate per day
of confinement, rather than as the basis of exgenses incurred? Another important
guestion is whether long-term care insurance should be part of a general life or an-
nuity product, or whether it is preferable that it be stand-along coverage. Couid a
conversion option be built into a life insurance product providing a long-term care
insurance option at some crossover point?

How should premium pricing be established in the absence of adequate price, cost
and utilization information? State regulations on reserves needed to pay claims
must also be addressed. It is likely that a newly developed long-term care policy will
initinlly have relatively low loss ratios. But, given the volatility of such a product
and the lack of adequate information on which to base pricing decisions, long-term
claim payouts will Ti‘(el represent a relatively higher percentage of premiums paid.
Yet this is unpredictabf; at best, and only as loes ratios and experience is acquired
will we know the wisdom of previous pricing and reserve decisions. Therefore, man-
dating minimum loss ratios for such a product would be unwise; indeed, preferential
tax treatment of reserves may be necessary during the developmental stage of long-
term care insurance coverage. The issue of taxation of reserves is important because
interest income on reserves accumulated in the early years of such a policy will un-
doubtedly be necessary to pay claims in the latter years, as the loes ratio on long-
term care coverage matures.

In designing a long-term care product, it should be acknowledged that the finan-
cial structure of a long-term care policy is very similar to a moderate amount of
individual whole life insurance. However, State and Federal regulating authorities
will likely not require that cash values be awarded to terminating individuals. Out
of concern for equity. a long-term care policy should consider providing cash values
in the event the long-term care benefit is not *fully” used. This would avoid the
problem of someone's paying 340 to 350 per month for 10 or 15 y»ars without receiv-
ing any benefit at all. The policy should state that a percentuge of the premium
would be returned to a designated beneficiary in the event of the death of the pol-
icvholder during a specified period Such a benefit, however, would increase the
amount of the premium.

Another area of concern in designing private long-term care insurance is mandat-
ed benefit legislation. Several State legislatures now have before them such legisla-
tion aimed at forcing insurers to offer such covernge. By mandating that certain
benefits must be available.- for example, intermediate or custodial nursing home
care, the State s running the risk of pricing those most in need of the coverage “out
ot the marketplace.” Thus, legislation such as that introduced in New Jersey or
Kentucky is in our view counterproductive, because it would force most, if not all,
companies out of the long-term care insurance market and stifle innovative 'risk
takers” otherwise willing to write this coverage. Other problems with mandated
Benetit legralation include: (1 The absence of an informed, consuming public able to
draw distinetions among long-term care pohicies or between real long-term care in-
~urance and other, more mited and commonplace coverages; 121 little in the way of
protection tor the consumer against insurance fraud, particularly overinsurance and
duplicative coverigte, and 03 possible stifling of innovative service delivery/insur-
ance mechanisms as sociad health maintenance organizations (SHMO's).

In addition to con-iderations of the type of benefits that should be provided in
awch o pohes there are certinn underwriting considerations that must be tuken into
avtount As part of our assoctation’s group health insurance program, efforts are un-
derwasy to develop <uch o product In this regard, we have had to accept some rather
anpalatables vet necessary restrictions Fiest, open enrollment, community rated, ex-
penseancureed long-terms care coverage 1s unreshistic ' We will probably need to un-

©An ondemnity be netit providingg intliation protection seems more realistie
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derwrite such coverage vin g short-furm “‘medical” questionnaire. For the firat time
we would be rejecting some of our members who wanted to participate in our asso-
ciation’s group health insurance program.

Further. the very substantial risk involved in insurir s this age group against
chronic conditions must be addressed. Adverse selection must be limited. Therefore,
it is likely that any policy we were to offer would at first require elimination peri-
ods, deductibles, preexisting conditions exclusions, and perhaps a more narrowly de-
fined benefit package than we would otherwise like.

Also, while we are intent upon making home health care an integral part of our
policy, defining this noninstitutional benefit without further inducing demand for
the service is truly a “wild card.” With such little data upon which to base pricing
decisions. adding the uncertainty of of meaningful home care coverage significantly
;;Zmplicaws developing an affordable, attractive, and marketable plan for our mem-

a1,

As you can see, many risks exist in the private insurance area. There is an unde-
niable need for data and research. Systematic as well as joint public/private sector
efforts must be initiated to collect cost, price, and utilization data. Length of stay
information as well as data on diagnoses, discharge history, level of care, and “limi-
tations-in-activities-of-duily-living"' are other areas that must be fully defined in
order to assess risk and the insurability of the continuum of long-term care services.

Notwithstanding the technical difficulties of underwriting long-term care cover-
uge, there is also the need to educate the public about such an insurance policy, and
more particularly, the limitations of group and individual long-term care coverage.

Today, older Americans face a myriad of choices and conflicting claims in the pri-
vate health insurance marketplace. Coverages are widely misunderstood and pur-
chasing decisions frequently made with wholly inadequate information. Whether it
is a medi-gap policy, a nursiug home indemnity plan for skilled nursing care, or a
major medical plan, many older Americans buy policies that purport to fill Medi-
care’s or their group insuzance "gaps.” It is essential in developing long-term care
insurance, therefore, to require complete disclosure through a specific outline of cov-
erage stating what is and what is not covered by the policy. Policy limitations, ex.
clusions, and definitions must fully address the maximum benefit duration, deducti-
ble period. the amount of benefits, limitations on benefits, and whether the benefits
apply to skilled. intermediate, or custodial nursing home care.

[egislation similar to the "Baucus Amendment,” requiring that policies adver-
tised and sold as Medicare supplement plans meet certain minimum standards is
needed for longterm care policies to protect potential buyers. Moreover, it is essen-
tial that all State insurance departments police the marketing of private long-term
care insurance tand medi-gap insurance policies) to prevent abusive practices,
frauds. and misrepresentation. It is particularly important that State regulators
m:ke every effort to assure policy comparability without specifically mandating
bensfits. Since the vast majority of policies restrict coverage to skilled care in a
nursing home. the fact that custodial or personal care is not a benefit should be
clearly and directly stated to avoid agent or direct mail offers :mplying otherwise.
Much like “medi-gap” policies, the sale of long-term care insurance needs to be ex-
amined and claim pavment practices carefully monitored to prevent the elderly
from purchasing unnecessary policies.

sShould the private insurance marketplace truly develop meaningful long-term
care msurance options. it will also be the collective responsibility of public service
organizations, like AARP who work clesely with State regulators to help consumers
make informed decisions.

In conclusion, as cited in the results of the AARP/Gallup long-term care research
survey. the clderly both need and desire some form of long-term care insurance. In
vontrast to recently released HIAA task force report, “long-Term Care Insurance”
<tatimg that Tas leng as Medicaid existed in its present form, there would be no
demand tor private long-term care insurance,” the AARP/Gallup survey shows that
the vast magority of elderly persons do not view Medicaid as an acceptable alterna-
tive tor mecting therr long term care needs Medicaid is seen by most elderly as the
“nsuret of Last resort” 1o be avorded if at al' vossible

Aain 1t must be remembersd that private insurance is only part of the answer
to our lom term care fininciny dilemmia Impeovements in our puklic insurance
pretans, and cooperative private public sector nitiatives in educating and inform-
1, people about longterm care are of equal, of 1ot greater importunce. [nnovative
rewrad itony philosaphies sre also essentil 3f saels equity conversion schemes as re-
verse annuit mortsnies, sade loase back wecangements, and [RA's for longterm
cafe g etk i suna prisate msurance has an important role to play but realis.
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tical%y. it is not our salvation but merely one piece of the long-term care financing
puzzle.

Chairman HeiNz. Thank you very miuch, Mr. Hagen.

Mrs. Thomas, let me ask you, did you or your husband ever
think that what has happened to you—in terms of depleting your
savings and not having any help when you confronted an unexpect-
ed illness—did you ever think that what eventually happened to
you would happen to you?

Mrs. THomas. No, sir.

Chairman HEeINz. You had no idea that things would happen like
this.

Mrs. THomas. No. That is right.

Chairman Heinz. Now, you mentioned, I think that you are cov-
ered by Medicare and Blue Cross insurance.

Mrs. THoMmAs. Yes, Senator.

Chairman HeiNz. And you have obviously had very heavy ex-
penses, $66.000 worth in the last 3 years.

Mrs. THoMAS. Yes.

Chairman Heinz. Did Medicare cover any of your costs?

Mrs. THoMAs. No, sir.

Chairman Hrinz. Did Blue Cross cover any of your costs?

Mrs. THomas. No, sir.

(‘hairman HEeiNz. None at all?

Mrs. THoMAS. Nzne at all.

Chairman Heinz. Are vou eligible for Medicaid, since you have
spent so much of your moncy?

Mrs. THoMAS. No, sir.

Chairman HriNz. And that is because your Social Security is,
what, about $6,000 a year?

Mrs. THOMAs. No, sir. Between my sor; and 1, my boy at home, |
get about $1,0u6 a year; I get $500 for me, and :..out $40C for Ray-
mond for 1 whole year.

Ms. Rascuer. That is for 1 month.

Mrs. THoMAs. Per month. That is right, that is right. I am sorry.

Chairman HEINZ. As you mentioned, you make your own deci-
sions.

Mrs. THoMas. Yes.

Charman Heinz. You mentioned that you would not want to
consider entering a nursing home.

Mrs. THosmAs. No, Senator.

(‘hairman Heinz, Why is that?

Mrs THomas. Well, I have responsibilities to my son And [ may
not have many more days on this Earth, but | want to spend them
with him.

Chairman Heinz. That is your son, Raymond?

Mrs. Thomas. That is my son, Raymond, who is retarded.

Chairman Heinz Is he able to help you around the house at all?

Mre THomas. Well, he puts the garbage out, and he locks the
door. and he does little things like that, but he cannot do anvthing
heavy.

(‘hairman Hrinz. But he does help you.

Mrs. THoMmAs. Yes, he does.

Chairman Heinz, And do you help Raymond”
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Mrs. THoMAs. Yes, sir. | am responsible for him. I make his deci-
sions—when he goes to the center, which he does about three times
a week, | make sure he is neatly dressed; I instruct him to do
things right for me.

Chairman HEINz. Let me ask Brenda one or two questions.

Brenda, in her testimony, Mrs. Thomas said that her husband
was with her for about 2 years after her stroke. Did he provide any
of Mrs. Thomas’ care?

Ms. RascHER. He was unable to provide actual hands-on personal
care. He was able to still help manage the money, do little things
around the house, but they had to have a homemaker in order to
do the actual care.

Chairman HEeINz. In your experience, is that a fairly usual situa-
tion?

Ms. RascHER. Yes, very much 80. A husband or a wife gets to the
point where they cannot physically do it, but have no intention of
separating.

Chairman HriNnz. Could you explain to the committee why Med-
icaid would pay for Mrs. Thomas' nursing home care, even though
she has chosen not to seek nursing home care, but it will not pay
for her home-based care, care in the community?

Ms. RascHer. OK. It will not pay for the home-based care be-
cause of the fact that her income is too high. She gets about $500
per month in Social Security. That automatically excludes her
from eligibility for medical assistance. However, if she were to go
into a nursing home, they would subtract her $500 from the
amount of the nursing home, and t“en the medical assistance
wuuld be the supplement, would pay for the remainder of the
amount. And her house would then have a lien put on it, so when
it was sold, the money would go toward the nursing home care.

Chairman HEeINZ. And the net result of that is that she could go
to a nursing home, which would be costly for her, something she
does not want to do—and it would be costly in part to the taxpay-
¢ ¢s, because it is financed by the Federal and State governments; it
would obviously take her Social Security and her independence,
and clearly, she does not want to lose that. On the other hand,
Medicare will not pay a much lcwer cost, namely, that of communi-
ty-based home care services, so that she does not have to make that
choice, and the taxpayers do not have to be hit with that additional
bill.

Ms. RascHER. Yeos sir; as well as the fact that the State would
then become responsible for her son, who she can now keep home.

Chairraan tie.vz Would you say Mirs. Thomas’' case is unusual?

Ms. RASCHER. No, it is not,

Chairman Heinz. Mrs. Thomas, 1 am afraid there are many
people like you who have the same kinds of terrible choices, and
vou have done us a great favor in explaining those choices to us in
awav [ do not think we are going to forget.

[ mizht ention for the henefit of the committee that Mrs.
Thomas is indeed a bit more fortunate than most people in her
case because we have a Channelling Demonstration Project in
Philadelphia, which I think is why Brenda Rascher is indeed avail-
able to ass.st her. That is only a demonstration project. It does not
exist in most other parts of the country. And so we might ask our-
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selves the question, if Mrs. Thomas has had very terrible choices to
make with that help, what is it like for everybody else who do not
have that help?

Mrs. THoMAs. You see, Senator, Catholic Charities advised us to
go to this. We did not know about them at the time, and we could
P“"" saved ourselves a lot of money if we had known about this at

irst.

Chairman HeiNz. My time for questioning has expired. We are
running on a 5>-minute rule today, John. I want to yield to my col-
league, Senator Glenn.

Senator GLENN. Thank you, Mr. Chairman.

I would like to ask Ms. Rascher, how much of this is due to
people not having information available to them? As Mrs. Thomas
has said, she did not know some of these other things were avail-
able. Is information flow part of the major problem, or is it just flat
funding once you get the information?

Ms. RascHER. Yes, Senator, I think it is very much a major prob-
lem. Most of the people like Mrs. Thomas have, as she said, taken
care of themselves all their lives and never needed to look to an
agency, and have been very afraid, in fact, to go to an agency for
help, gocause it seems like they are now no longer capable.

If she had at least had someone who would sit down with her
and her husband and budget, and make out a plan in which they
would not have had to spend that much money—just given infor-
mation about what else is out there.

Senator GLENN. In your experience, the people who come in to
help, people that Mrs. Thomas testified they spent so much money
on through the years, the people they read about in an ad in the
paper—is it a legitimate and good function these people are per-
forming, or is this a scalping operation that preys on those who are
already in deep trouble?

Ms. Raschir. It is both legitimate and a potential preying on
sonieone who is already in trouble. The services that she got are
very much needed. She would not have been able to stay home
without those services. If she had had someone to work with her
and plan a little better, she would not have used 24-hour services,
because there were other resources, family, and her finances to
work it differently. However, there was no one to tell her that.

senator GLENN. Do you get involved in an outreach program to
help pec; e like this in your work, or do you just respond when
there is a final call for help, when all else has failed?

Ms. RascHrr. We would like to get them before all else has
f:uled. because then we have more to work with, If we had gotten
Mrs. Thomas 2 or 3 years ago. it would have beer much different,
very much different.

ssenator GLENN. Thank you.

Ms. Kinslow, you say you have set up an adult day care program.

Ms Kinstow. Yes, sir

Senator GLENN. And could yvou tell us more about this? Are you
licensed? Do you have to have a license to do this? Do you receive
any Government funds? How many people attend? What is the suc-
cess rate of this?

(‘an vou tell us a little more about your experience?

21



e

21

Ms. KiNnsLow. My adult day care center is licensed. It was pri-
marily set up to care for those seniors who cannot adequately care
for themselves. ‘

Senator GLENN. Do they have to be licensed?

Ms. KinsLow. So many people have applied for licenses, that ap-
varently, they have not been able to get them at this time. And

ause the need is so great, they have opened facilities without li-
censes,

Senator GLENN. Go ahead. I am sorry to interrupt you.

Ms. KinsLow. There are two forms of adult day care. There is
social day care and there is medical day care. Partial coverage can
be found under Medicare for medical day care, if notations are
such that they are benefiting from attending a medical day care
center. A social day care center, at this time, there is very little
funding for this. It is more of a maintaining of social skills, mental
skills and faculties that they now have. It is of proven success to
the caregiver and to the elderly person. It is a wonderful, innova-
tive way to really care for the elderly today.

Senator GLENN. Do the people coming to the center pay anything
to you for this, or is this all by other funding?

s. KinsLow. Yes, they do. Prices do vary. My prices are $2.50
an hour for my full-time guests, which is phenomenal in this da
andhage. Other agencies and centers charge as high as $15 to $lg
an hour.

Senator GLENN. How many ple do you handle at the center?

Ms. KinsLow. I have a total enrollment of 22 people. We have
full-time ple who attend 5 days a week; we have people who
attend 3 days a week, and some only in the afternoon, depending
on their physical condition.

Senator GLENN. Mr. Hagen, in your survey were you able to do
any cross-tabulations in relation to the 25 percent of the people
who felt they would need some nursing home care and how it
would be financed?

Mr. HaGeN. We are in the process of gathering that information
now.

Senator GLENN. We would appreciate it if you could give us that
information when it is completed.

Did most of the respondents feel Medicare would J)ay?

Mr. HaceNn. Yes; | think the most startling finding, but maybe
not surprising at the same time, is that most, 79 percent, fully
thought that Medicare would pay for some, if not all, of the costs
assl(])ciated with chronic care conditions, institutional home care, as
well,

Interestingly. also, though, only about 10 percent of the same
group of people we talked to thought that their adult children
would be in a position of paying, nor would they ask them to pay
for that care.

Senator (GLENN. I noticed that on the chart, respondents listed
children at 10 percent —which was surprisingly low to me.

Mr. HaceN. Yes; I think for some of the same reasons both you
and Senator Heinz indicated earlier—family patterns, moving
apart, and a number of other things.

Senator GLENN. My time is up, Mr. Chairman. But [ do not think
[ am an untypical family. | am in Washington, with a da’ ghter in
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Colorado, and a son in San Francisco. That is not unusual these
days, where we used to have people grow up and stay in the same
community, town; they assumed responsibilities, and if they had
problems, they could call on the help of people they had lived with
all their lives. We are a mobile, flowing society, as I indicated in
my statement; 20 percent move to a new domicile each year, and 13
percent cross State lines. I think these are the current figures.

Thank you, Mr. Chairman.

Chairman HEiNz. Senator Glenn, thank you.

Senator Warner.

Senator WARNER. Thank you, Mr. Chairman.

I commend you and the ranking minority member for this hear-
ing. 1 have an interest both as a Senator and as a parent. M
brother and I are privileged to have a mother who is 95 years old.
She is strong of mind and strong of body, and she still gives me a
little advice everyday. I have experienced with my brother first
caring for mother in the home and now, of course, in a nursing fa-
cility, and I am well familiar with the problems, visiting there on
an average of three to five times a week, and with staff and other
persons living there.

A question momentarily to Mr. Hagen, but first to the Chair. It
seems to me, as we address thie critical problem, we should also
view the tax aspects and tax credits. I know the chairman has in-
troduced legislation in the past, the purpose of the legislation to
onluble children who take care of their parents to have some tax
relief.

So my question to Mr. Hagen is—while you did not address this
in vour testimony, I presume your association has examined the
Federal Tax Code as a possible means of also working in concert
with what insurance programs we may have for the future.

Mr. HaceN. Yes; we have, Senator Warner. As a matter of fact, a
number of years ago, I believe Senator Heinz introduced a bill
which our tax people at the association, our legislative people, were
very much involved in and supportive of. I think it is reflective of
the same concern that was just raised by Senator Glenn, as well, of
the extended family situation, tiie person working in Washington,
having an older parent in St. Louis or in California someplace, and
really, truly wanting to help, but not being close enough to provide
the hands-on kind of care that is necessary.

Charrman Heinz. May | say to my friend and to Mr. Hagen that
the bill number is S. 1301, which we introduced last year.

Senator WArRNER. Perhaps the Chair could tell us about what in-
tentions vou have with respect to presumably the next session of
Congress 1t <eems to me | would like to join with you in this effort,
and mavbe this committee could have a joint hearing with the
other committes, the Finance Committee, of which you are a
metnber

Chairman Heisz, Senator Warner, T would be delighted to join
with vou You have been very supportive of this legislation. This
would have been my preference to try and enact it this vear. This
was g vear in which we were cutting back on tax-preference items,
but next vear. | hope. in the context of looking more comprehen-
<ively at our tax system, that we will make some choices, and we
can incorporate 8. 1301 in whatever we enact.
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Senator WARNER. Well, soon we will hear from a panel of policy-
makers, but it appears to me that, to the extent the é)rivate
sector—and in that sense, I refer to children as opposed Lo Govern-
ment subsidies—to the extent the private sector can deal with this

roblem—and the tax relief would be an essential part of that—the

tter off we are, because I agree with Mrs. Thomc.,. While my

mother today is very comfortable, we certainly enjoyed having her
at home to the extent that we could.

Thank you for coming today, Mrs. Thomas. You are an inspira-
tion to all of us.

Chairman HeiNz. Thank you, Senator Warner.

Senator Burdick, before you begin questioning ihe witnesses,
would like to make a statement?

Senator Burpick. Thank you, Mr. Chairman. I ask that my state-
ment be entered into the record.

Chairman HEeinz. Without objection, Senator Burdick’s statement
will be entared into the record at this time.

[The statgnent of Senator Burdick follows:)

STATEMENT OF SeNaTOR QUENTIN N. BURbICcK

Mr. Chairman, | have just a short statement. I am very pleased that you are hold-
ing this hearing today. You may not realize it, but it builds on a field hearing 1 held
in Bismarck, ND, in 1982. That hearing was entitled, “Health Care for the Elderly:
What's in the future for Long Term Care?” The major topic that day was the need
for more alternatives to nursing homes—but a second major topic was the high cost
of nursing homes and the great difficu'ty people had paying for that care as well as
other long-term care alternatives. )

That hearing was a lively one. There was fear, anger, and frustration expressed
that day as people talked about their limited options and the difficulties they had
experienced. It showed me how deeply this issue affects people, and how badly we

need to find some solutions.
There are no good alternatives as yet to pay for long-term care. I hope this hear-

ing will help to point the way to some solutions, for they are badly needed.

Senator Burbpick. I would like to address my question to Mary
Kinslow. Your suggestion of day care for the elderly is rather in-
triguing. We understand how day care for children works, because
generally, the breadwinner has a job, and somebody takes care of
their youngster when they are gone.

Now, I presume invariably that an elderly person would have
some ailments, and they will get more ailments as they grow older.
How does this work out in practice? Is there any medical care at
vour place or any other places?

Ms. KinsLow. We are a social day care, and most of our clients,
if they are on medication, are self-medicated, with guidance.

The interesting thing that you are going to find is that seniors
are no different than you or I. When you have a routine, when you
are used to getting up, and you are used to guing. and you are used
to being involved, you are going to feel much lL.althier than the
senior who is sitting home and actually wasting time, important
time. They have a lot to offer. They have a lot to share with other

sople, and it gives them the opportunity to do this daily. They

ave remotivation skills; they have reality orientation for the con-
fused senior. It is just a multitude of wonderful things brought to-
gether throughout a day, and instead of the senior taking from the
family, at the dianer table, they have something to contribute at
the end of the day.
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Senator Burbick. Well, I think that is fine. And as I say, I am
intrigued. But what do you do about the elderly who, as happens
often, may have to use a walker, or a cane, or a crutch, or some-
thing like that?

Ms. KinsLow. That is all right.

hSe;mator Burbick. Do you have the facilities to handle things like
that’

Ms. KinsLow. Yes, we do. We are entirely ramped, and we have
all the handicapped equipment that would be necessary for anyone
with a wheelchair, a walker, anything of that nature.

Senator Burbpick. And | rresume this situation occurs more or
less like it does for the children; the breadwinner of the house is
working and cannot stay home, and this is the next best method?

Ms. KinsLow. That is right.

Senator Burbick. I think it is worth looking into.

Ms. KinsLow. Thank you.

Chairman HeiNz. Ms. Kinslow, you mentioned in your trstimony
that you received some letters from other families.

Ms. Kinsrow. Yes, I have.

Chairman HEINZ. Are you in a position to share any of those let-
ters, or even just ore of those letters, with us?

Ms. Kinstow. Certainly:

I read about your wonderful organization in the Daily News, in the “Dear Abby"
column. It was a Godsend. I am at mg wits' end, and ! do not know what to do. My
father had a stroke in September 1979. He has continually gotten worse, because he
has given up. and he wants to die.

He will not go for therapy, and last September, he had a small stroke, which took
the rest of his speech. He has aphasia, and uses one word for everything. He does
su};’ other things, at times, and he can pray with no problem. He is always praying
to die

I quit my job last September to care for him and my mother at their house. |
would be there during the day, and my brother who lives there was there at night.
But r:ny futher just got too much for them, so 1 had him transferred by ambulance to
my nouse.

I ot a hospital bed set up in the living room and a commode. Our house is small,
only two bedrooms, so this is the only place that I can put him.

We have looked into nursing homes, but they are all so expensive. My parents
have savings of about 320,44}, but that would only pay for about a year. nd, if all
the money is used. and my mother would get sick in 5 years, there would be noth-
g From what | am told, they take all but $1,506, and then you can apply for a
grant But they put a lien against the house. My mother could live her life, but then
they tike the house The problem is, my brother lives there, and my parents have
the house left te him as the survivor. He helped pay for the house and has made
repairs and paid for all that [ just do not think it is fair that the State takes some-
thing my brother has been paying for. If we change it to his name, 1 hear they wili
come hack and take it anyway.

We are hvime day to-day. but I do not know how long I can do it. It is like having
4 175 pound baby He gets me up three or four times a cight, and he wints constant
care all day

How do people deal with aging parents who are stubborn and contrary? I pray for
patience every day. but Lam afraid Tam going to end up with an ulcer

My husband s very helpful and understanding, but our life is not our own. And 1
hase a3 yvear old <on whom T placed in o day care center so he could be with other
children mstead of here

vy help or advice you could give me to help me cope with this would greatly be
.lmrr--rl.lh-d

[ookiny torward to hearmg from you, Sicerely

Chairman HeiNz. And that is not a totally unusual letter?
Ms, Kinstow. 1t is a normal letter, Senator. This is not uncom-
mon at all.
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Chairman Heinz. You come from Levittown, and that is in Bucks
County, PA, just north and slightly east of Philadelphia.

Ms. KinsLow. Right.

Chairman HEeiNz. What would long-term care services cost in
Bucks County?

Ms. KinsLow. On chart 4, we have companion home aide. A com-
panion home aide is one who would come in and stay with an el-
derly guest, maybe prepare a lunch, general helping, at the rate of
$5 to $8 an hour.

CHART &

Long-Term Care Services: Average Cost for Private Pay Patients:

SERVICE RATE
Companion/homgraide . .. .........$5-$8/hour

Adult day care . . ..............$22-825/day
Licensed Practical Nurse . ......... $15.60/hour
Registered Nurse . .. ............$43/visit

Skilled Nursing Facility . . . .........$65/day

Survey of Services: Children of Aging Paranta
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We have an adult day care rate, which would range anywhere
from $22 to $25 a day at some clinics.

Licensed practical nurses, coming into the home to, say, give an
inje}(‘:tion for a diabetic or something of this nature, would be $15.50
an hour. -

A registered nurse who would come in primarily for the skilled
care nursing within the home, would be $43 a visit.

And our skilled care nursing facility runs approximately $65 a
day in Bucks County.

Chairman HEginz. 1 thank you for having prepared that chart.
This is based, 1 understand, on a survey that your organization,
Children of Aging Parents, has done. o

And I would just say for the benefit of my colleagues on the com-
mittee, Levittown is a working-class community; many of the
people there are steelworkers, second generation Americans. It is
not one of the wealthiest communities, it is not one of the poorest.
It is a fairly typical American area, And I think we would all agree
that those prices are not exactly affordable to ﬁople today.

i Let me just ask a quick question of you, Ms. Kinslow, or Mr.
agen.

Is there any insurance available to cover any of these costs that
you can get from the Federal Government or from Blue Cross or
from anybody else? Do you know any insurance policies that would
help pay for any of these costs?

Ms. KinsLow. At the present time, we are aware of several insur-
ances that will help pay toward these various costs. Again, it is a
very frightening thing, because they are not written well; they are
not self-explanatory. There is margina! ..,verage, and existing ill-
ness clauses, various things.

The one thing that I found unique when we called many of these
companies to look further into their policies, they were very vague
on the phone. And I understand it is new for them, but before
people put their life savings and plan for the future with these
policies, we have to understand that when the time comes, they
will cover and take care of our——

Chairman HEIN2. And you are saying it is just unclear as to
what they are going to do?

Ms. Kinsrtow, Very unclear.

('hairman Hginz. Mr. Hagen, your organization's survey, | think,
i extraordinary. In the first case, it shows that 4 out of 5 Ameri-
cans. 79 percent, think that Medicare is going to help them with
long-term care, home health services or nursing homes.

Mr. Hacen. Right,

Chairman Heinz. 1 think we all know the answer, but will you
tell us exactly how much Medicare will pay for either home health
care services or nursing home care?

Mr. Hacrn. Well, I think it is clear that Medicare only pays for
Medicare-certified skilled nursing care, and it does not pay for in-
termediate or custodial care, the primary care that people with
long-term chronic care coenditions need. On the home care side, |
know evervone here does know that you have to require skilled
care on a part-time intermittent basis, and you have to be home-
hound to receive that care, and there are very few, if any, insur-
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ance Jaolicies. rivate insurance policies, that cover anything
beyond that Medicare definition of home care.

Chair an HEeINz. There is one other qualifier on the care. You
have to «ither have an acute illness, or have a bout with an illness
from which it is judged that you can recover, and the moment it is
judged that you have an illness from which you cannot recover, we
cut you off.

r. HAGEN. That is right.

Chairman HeInz. Whether it is ski. -ed nursing care, homemaker
services, home health aide, or whatever?

Is that not accurate?

Mr. HageN. That is correct, Senator. And most of the medi-gap
‘golicies that exist today do require that you be in a Medicare-certi-

ied facility, as well.

Chairman Heinz. Well, that was my second question. I want to
ask you about medi-gap policies. They are really the third item
down there. One out of two Americans believe that private insur-
ance is going to help them—and I think what they have in mind
are these medi-%f\p policies. Do they help in terms of the kind of
long-term care that we have been talking about today, the need to
deal with some of the risks of growing older—namely, when you
get older, there are certain kinds of things you do not really fully
recover from.

Mr. HAGEN. They really do not, Senator. What they do cover, as I
said, is skilled care in a Medicare-certified facility, for the most
part. They do not cover the long-term institutional situations
where intermediate or chronic care, custodial care, is needed. It is
an unfortunate situation, I guess, in a certain sense. But there are
some companies now, on a very limited basis, that are starting to
look at covering intermediate or custodial care, but for the most
part that is not a private insurance coverage that is available.

I think the interesting thing here, too, 18 that we asked individ-
uals under the age of 65 within our membership whether the
were in fact covered or not covered in the group, as well as individ-
ual health insurance sense, and they also were under the impres-
sion that they were covered when, in fact, they are not, for the
most part.

Chairman Heinz. Mr. Hagen, my time has expired.

Senator Glenn—and I notice Senator Johnston has come in, and
we will yield to him.

Senator JoHNsTON. I have no questions at this time, Mr. Chair-
man.

Chairman HriNz, All right. Senator Glenn, I understand you
have further questions.

Senator GLENN. Thank you, Mr. Chairman. I do, briefly.

The need is there—we all know that. And yet we know, also, that
all the needs of the elderly—health and nutrition and housing and
s0 on—we are not going to be able to take care of all of it with a
Federal program. Let us just start with that. We all realize that.
And I am curious as to what part of this you think should be local,
State, Federal. And I guess from your own experiences with this, I
would ask each one of F\;ou to respond to what should receive our
priority here—I guess that is what I am asking. Where should we
spend funds if we are to meet the greatest need to help the greatest
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number of people. I know that is a broad-gauge question, but it is
something we have to face. And if you were sitting in our positions
here, in private committee session up here, and on the floor, and
you were debating these things, and you want to put in an amend-
ment, you want to help as many people as you possibly can, what
would your best advice be as to where we should put our priorities?

Mr. Hagen, would you lead off on that?

Mr. HaGen. | thini in a very limited sense, maybe the most lim-
ited sense, possibly, but maybe the most challenging sense, is the
educational and informational needs. I think there has to be a
much greater effort to education and inform our older Americans
as to what they currentllal have, what Medicare pays for, what it
does not pay for; what is Medicaid; what is private ir.3urance, medi-
gap insucance—what does that pay for and what doesn't it pay for.
I mean, that is a very basic situation that has to be dealt with, |
think, on an immediate basis.

Longer term. I think some of the issues we have discussed
today—taking a look at the Medicare home health care benefit and
seeing what that is doing in the way of meeting true needs; taking
a look at the Medicaid situation and the institutional bias that
exists there, and trying to write that balance, ibly.

But I think the basic thing that we have found, time and time
again, and the kinds of situations we see every day of people
having to deplete resources and spend down, is that there is such
little real knowledge about what they currently have and what pri-
vate and public insurance pays for. I think the Federal Govern-
ment, State governments, insurance regulators at the State level
have a responsibility, as well as associaticns like ours, to do every-
thing we possibly can to at least inform people of what the current
situation is.

Senator GLENN. Yes; that is a very good point, and I think the
committee can do something on that information thing. I am sure
we could help out at least some in that particular area. Once you
get by that, though, let us say people completely understand the
whole system—then, where is the greatest need, where is the great-
est gap that we could help cover?

Mr. Hacen. I think the home care side, quite honestly. I think
that we need to do something to loosen up the definition of skilled
intermittent care, rehabilitation potential on the institutional side
that is require. I think there are such restricted definitions there
that we are meeting just not even the tip of the iceberg as far as
need is concerned there. There has to be a greater realization that
it is not only acute care, but it is long-term care, where there is
real and very substantial liability for these folks.

Senator GLENN, Thank you.

Ms. Kinslow, would you address that?

Ms. Kinstow. Senator Glenn, I am sure you are well aware that
only 5 percent of our graying seniors end up in the nursing homes.
A large majority of our elderly are being cared for by their family
members. If this trend continues, and if ways can be found to
supply the needed respite for the caregiver, they would be encour-
aged to do more for a longer period of time, and in thus doing so,
save the taxpayers enormous amounts of money in the long run.
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Senator GiL.ENN. Mrs. Thomas, do you or Ms. Rascher wish to
comment on that?

Mrs. THoMAs. Well, Senator, I had nobody. All my brothers and
sisters are dead. I had nobody. So I car:::ot say.

Ms. RascHrr. So what she needs is someone who is going to
guide her through the system. You can have all the information
vou want on a system, but to understand it and know how to use it
is a whole different story. 1 would totally agree with everyone on
this board. You need that information, you need that home care
support to give the care givers relief so that they ean continue, so
that the care giver does not die before the elderly person does—and
we have had that happen.

Senator GLENN. Thank you very much.

Thank you, Mr. Chairman.

Chairman HrInz. Senator Glenn, thank you.

At this point, I would just like to summarize what I think we
have learned today, to be sure that we have all our facts straight. |
will not do justice to it all. We have learned that there is a lot of
confusion about the extent to which you or your parents, our par-
ents, have any coverage from Medicare or medi-gap insurance.
Most of us have very little coverage indeed when it comes to nurs-
ing home care or home health care, the very sources we would
need if stricken with a debilitating, particularly a progressive ill-
ness, or an illness where the prospects for rehabilitation range
from poor to nonexistent.

The second question is, what can be done about it, and what are
the options. One of the things that has been proven by Mrs.
Thomas and Ms. Rascher i.; that expert advice may not solve all
the problems for those who need long-term care, but it will help
people to avoid some of the worst pitfalls and problems. And there
are currently two kinds of places to go. One type of place might be
a county adult services bureau, or if you are lucky, something akin
to the channeling project that we have in Philadelphia. The other
end of the spectrum, frankly, I would say, much like Mary Kins-
low’s organization, a nationwide voluntary charneling project
where people help people, to avoid some of the same problems that
Mrs. Thomas got into. This kind of voluntary self-help channeling
project directs people to get the most bang for the buck, to avoid
losing  those 366,000 worth of savings unnecessarily, as Mrs.
Thomas did

I think there is also an implication that we have a bias in our
existing system. To the extent that we cover nursing home care,
Medicaid, not Medicare, will pay for it. But if you have enough
Social Security income, you will be disqualified for the kind of care
most people would rather have, namely, home health care, even
though home health care is less expensive. and allows vou to main-
tain vour independence and dignity. Adequate care in the home
also allows people like Mrs. Thomas to meet her family responsibil-
ities. And that is why [ think Mr. Hagen's summary is absolutely
correct. <aving that the single most important area, if we had only
one to address. would be the provision of home health care. And
the surveyvs I have seen show that three-quarters of the people just
do not want to go to a nursing home under any circumstances, and
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they would like help with home health care, if that is what is re-
quired, because that is what they most want.

I did not see anybody shaking their head saying, “No, Senator,
you missed it, you did not understand the problem.” That being the
case, | thank you all very much——

Senator GLENN. Just one more question, John.

Chairman Hrinz. Senator Glenn, I will be happy to yield to you.

Senator GLENN. Those of you who work in this field all the time,
how much of this would be preventable by better health care, nu-
trition, things like this, at an earlier age? Is that a major factor in
this, or is that a minor factor, that we just all are going to get old
sometime and have problems? Medical checks—in other words, I
was thinking along the lines that you were talking about that
better information would prevent some of this catastrophe from
happening and people getting in bad shape. Well, the other thing
is, how do you prevent people from getting in bad shape to begin
with? Is that a major factor, or is it not?

Mr. Hacen. Yes, I think it is. I think you have hit on a very im-
portant point, Senator. I think one of the points I made when I
spoke earlier was the fact that we are doing such a good job on the
acute care side that we are having people with longer lifespans,
and therefore, the incidence of chronic conditions are much great-
er. | think there has to be some attention educationally, program-
matically and informationally, to what these chronic conditions
are, what they are all about, and how they possibly can be prevent-
ed. I think you are ahsolutely right.

Ms. KinsLow. Very good, Senator. I agree with Ron—more edu-
ation—a healthier mind is a healthier body.

Senator GL.ENN. Brenda?

Ms. Rascuir. Definitely, Senator. Even after they get sick, it is
important to learn the preventive aspects even then, to prevent
gotting worse. We have to remember that this is maintenance once
vou get sick, and prevention so you do not get sicker.

Senutor GLENN. Thank you.

Chairman HeiNz. Senator Burdick?

Senator Burnick. | want to ask about a scenario that may sound
extreme, but I have experienced this and know about it. Mr. Hagen
says that medigap and Medicare does not take care of it. We now
siay that we can get some help from the home care, but that costs
money. Some of these families that I know about have spent thou-
sands and thousands of dollars and have impoverished themselves.
They cannot afford home care.

What happens to that elderly person, that grandmother or that
mother? What happens if we do not have any help at all from
these areas we were just discussing? Where do they go?

Does anvbody have an answer?

Ms Raschek. They generally go to a medical assistance nursing
home bed. They usually wind up there eventually. Even if the
family does not really want them there, that is where they wind
up

senator Burmek Who pays the bills?

Ms Rascuer. Medical assistance.

senator Burbiek. I see. Then, there is some fallback, someplace.
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Ms. Kinstow. There is, | know, in Bucks County, in Doylestown,
they have Nishaminy Manor for medical assistance, primarily. The
only problem is it has such a connotation about it—it was once the
county poorhouse.

Senator Burpick. I understand. Thank you.

Chairman Hrinz. If I may offer an answer to your question based
on what I have in my our own State. In Pennsylvania, and in other
States, there are not enough nursing home beds, even for the inc:-
gent Medicaid population. As a result, we now have this subclass of
facilities that, in our State, go by the rubric of “boarding homes.”
They are not where you and I wculd go to board. They are often
filled with very old, very incapacitated—I hesitate to use the word
"sick”—but very incapacitated people, who are, to my untrained
and unpracticed eye, indistinguishable, in terms of their health
conditions, from the people you will find in many intermediate
care and skilled nursing facilities. The boarding homes will, in
effect, their Social Security checks—and that is the deal. The qual-
ity of medical supervision in them varies all over the lot, ranging, |
guess, from adequate to nonexistent. And that remains a concern
and problem in our State and I imagine in many others.

I want to thank our panel, especially Mrs. Thomas, who has
made a heroic effort to come down here. Mrs. Thomas, this is your
first trip, net just to Washington, but out of your house in 3 years.
[Applause.|

We hope to make it all worthwhile so that other people can avoid
the kinds of problems that you have had. I think you are pretty
lucky to have found someone like Ms. Rascher to give you a hand,
too. She deserves all our thanks, as do you.

Thank you all very much, and I would ask our next panel to
come forward.

Mrs. Tnomas. Thank you very much.

C‘hairman HriNz. Our next panel consists of Betsy Houchen, di-
rector of the Columbus Home Health Services, who I think Senator
Glenn introduced earlier; Nancy Versnick, chairperson of the long-
term care insurance task force of the American Health Care Asso-
ciation; and Jim Sykes, chairman of the public policy committee.

Let me ask Betsy Houchen to proceed with her testimony, and
then | am going to yield to Senator Glenn—excuse me—I think |
should vield to Senator Glenn now, in case he wants to introduce
Betsy at this time.

Senator GLENN. Thank vou, Mr. Chairman.

I mentioned earlier in my statement about the work that I know
of first-hand in Columbus that she has been doing there, because |
live in that community, in that town, and we are very proud to
have her here today to testify and give us some of the benefits of
her experience there.

Betsv, welcome to the hearig.

Charman Henz, Betsy, please proceed.

STATEMENT OF BETSY J. HOUCHEN, DIRECTOR, HOME HEALTH
SERVICES, CITY OF COLUMBLUS, OH
M~ Hovenen Thank vou.
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Mr. Chairman and members of the committee, my name is Betsy
Houchen. I am the director of home health services, city of Colum-
bus OH. I am also the assistant health commissinner of the Colum-
bus Health Department.

I am here to testify on behalf of my cwn sgency and the Naticn-
al Association for Home Care, of which we are a member agency.
The National Association for Home Care is the Nation’s largest
professional organization representing the interests of over 2,000
home health agencies, hospices, and homemake:-/home health aide
organizations.

We would like to commend you on holding this important hear-
ing. We believe that the long-term care insurance issue is of criti-
cal importance to explore in light of the projected insolvency of the
Medicare trust fund, the overall need for health care cost contain-
ment, and the problem of the inordinate out-of-pocket expenses the
elderly have to bear for overall health care, despite Medicare.

Saciety should take responsibility for the risk of chronic care. So-
ciety has taken responsibility for other major risks faced by our
older population--for example, loss of income in retirement, Social
Security, and acute medical care, Medicare. There must be similar
jpublic, private, or joint responsibility with regard to chronic care.

The trends leading to the current interest in long-term care in-
surance include: One, an older and more frail population, particula-
tely the Ri-plus group, who are more likely to outlive their re-
sources and therefore are more dependent on Medicaid; two, cut-
backs in Medicaid; three, an institutional bias by Medicaid; four,
an acute care bias by Medicare; and five, the lack of chronic care
models for clinical and reimbursement purposes, recognizing pre-
ventive care as an integral part of chronic care.

The fact that the older the person, the more likely chronic dis-
ease patterns will emerge makes it more imperative to seek fund-
ing mechanisms responsive to those needs. Without this support,
inappropriate care, premature institutionalization and a sicker pop-
ulation are likely.

Although long-term care is usually discussed with regard to the
elderly population, we feel it is important to recognize that long-
term care encompasses all ages, since the chronically ill are not all
elderly. Pediatric care and the needs of younger as well as older
adults requiring chronic care must be addressed in any discussion
of long-term care needs.

While we are advocates for appropriate care at whatever level,
we feel that strong consideration must be given to building in a sig-
mificaint home care component to any long-term care insurance
plan Few existing plans cover home care, which reflects the tradi-
tional institutional bias in the health care system. We feel that the
tocus of long-term care should be redirected to emphasize & nonin-
~ttutional setting. This is not only a more humane alternative. but
also o more cost effective solution. Utilizing home care will reduce
sxpensive institutional costs allowing middle income people to pay
tor their own long-term care costs.

There 1s a vast amount of evidence of the cost-effectiveness of
home care. both from studies by home health agencies, the Federal
Government, and the major private insurance companies. We have
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previously submitted these studies to congressional committees and
would be pleased to provide them to this committee.

The need for long-term care insurance, with a strong home care
component, is critical in light of the current coverage gaps in both
Medicare and private insurance. My agency sees a substantial
number of patients who are covered by private insurance. Approxi-
mately 10 percent of our admissions are private insurance patients.
There are a number of problems regarding coverage by private in-
surance.

First, there is insufficient coverage of skilled care and supple-
mental insurance is inadequate. Supplemental inzurance plans do
not cover any care Which 18 not covered by Medicure, so if Medi-
care will not pay for a service, the supplemental insurance will not
cover the service, either. The only tﬁing that the supplemental

licy will pay is the 20 percent over the 80 percent coverage that
Medicare pays. This frequently leads to patient confusion, since
most patients with supplemental policies believe that these policies
will pay for services not covered la, Medicare.

let me give you an example. We have a 65-year-old female pa-
tient with a total knee replacement and severe arthritis. A physi-
cal therapist visited her in her home, with Medicare rovering the
visits. When the patient was no longer homebound, the physical
therapist wanted to continue giving her exercises to make her
more ambulatory, but we could not bill Medicare, since a patient
must be homebound to qualify for the home health benefit. We at-
tempted to bill the patient's supplemental insurance plan, but the
insurer said that they would not even consider reimgursement if
Medicare did not cover the service. The patient is now paying $2
per visit, and we are writing off the remaining $38 of tge charge
per visit.

A further problem regarding existing private insurance coverage
concerns maintenance or preventive care. Private policies may
cover nursing, but frequently, do not cover home health aide serv-
ice or rehabilitation service. One of our patients was a 73-year-old
man with Parkinson’s disease and a colostomy, who was totall
bedfast and required total care. He had to be fed, bathed, dresseJ:
and could only be moved from bed by a Hoyer lift. He received
nursing care, physical therapy, occupational therapy, and home
health aide services. The occupationartherapist made a splint for
his hand, which had already become deformed, and she was teach-
ing his wife the schedule for splint-wearing and range of motion ex-
ercise. The home health aides assisted the patient’s wife in giving
him personal care. His insurance company paid only for nursing
visits, but not for occupational therapy or home health aide visits.

A person, such as this patient, with Parkinson’s disease has defi-
mte needs, even though he or she is not acutely ill. Insurance com-
pantes consider this custodial or nonskilled maintenance care, so
neither they nor Medicare will even consider paying for this type
of care We could help patients such as these at home at a lesser
cost, but insurance companies just will not pay for it.

Our agency provides a great deal of maintenance care. The elder-
I, by reason of their age, need supportive services. This is precise-
Iv what their insurance companies are not paying for. Long-term
Cil'e INSUraace must cover supportive services, not just nursing and
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rehabilitation. Personal care, housekeeping, and chore services are

all essential services for inclusion.

Our agency has been one of the participants in a HCFA-funded
demonstration project where aid for dependent children recipients
are trained as homemaker/home health aides. This project has
worked extremely well for our agency, since much emphasis has
been placed on training, orientation, and supervision. Last year, we
had 20 participants in this program, who provided service to over
200 patients and averaged approximatly 300 visits per week. This is
significant, because the recipients of these services received care
which otherwise would not have been possible because there would
have been no payment source if they had not been in the demon-
stration project.

Because of the increased number of home health aides in the
community as a result of the project, the service recipients were
z}xble to remain in their homes rather than going into nursing
1omes.

For example, a couple in their nineties received assistance from
home health aides in this program. The couple lives alone and
want to remain at home. They receive services five times a week.
The homemaker/home health aide prepares breakfast and lunch
and takes almost total care of the home, including laundry, clean-
ing, and all personal care for the husband and wife. Their?’aughter
is unable to assist in their care due to illness. Other family mem-
bers work. but do assume some responsibility in the evening hours.
Were it not for our services, this couple would be forced to go to a
nursing home.

We need more long-term solutions. Demonstration projects,
though helpful, are finite. With long-term care insurance plans
which provide both skilled care and aide services, couples such as
the one just mentioned would not have to be unnecessarily institu-
tionalized.

I hope that [ have provided you with some insights regarding the
gaps in the current insurance coverage, why long-term care insur-
ance is urgently needed, and why home care is such a vital compo-
nent in any long-term care plan.

I would be pleased to assist the committee in exploring these im-
portant ISsues.

This concludes my statement. Thank you for the opportunity to
appear today.

Chairman Heinz. Ms. Houchen, thank you very much. We will
have questions for you at the conclusion of the testimony of the
other panelists.

et me at this point call on Nancy Versnick, representing the
American Health Care Association.

Ms. Versnick?

STATEMENT OF NANCY VERSNICK, WASHINGTON, b€, CHAIR-
MAN. TASK FORCE ON PRIVATE LONG-TERM CARE INSURANCE,
AMERICAN HEALTH CARE ASSOCIATION, AC( OMPANIED BY
ROBERT BENNEDICT AND LAURENCE LANE
Vs Versyick. Good morning, and thank you, Mr. Chairman and

members of the comnuttee,
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I am Nancy Versnick, chairman, Task Force on Private Long-
Term Care Insurance, American Health Care Association. The
American Health Care Association is the largest national organiza-
tion of long-term care providers, representing nearly 8,000 licensed
facilities. We are honored by this opportunity to appear before the
U.S. Senate Committee on Aging to discuss the private insurance
coverage for long-term care services.

Accompanying me this morning are two experts in the field,
former U.S. Commissioner on Aging, Robert Bennedict, currently
State executive of the Pennsylvania Health Care Association, and
Laurence Lane, of the American Health Care Association staff.

Chairman Hrinz. Ms. Versnick, on a personal note, just let me
say that [ am quite familiar with both of your experts, and they
indeed are. Larry Lane has been before me, when I served on vari-
ous committees—I hate to say it, for his benefit, and this will not
L)rotect him, but back when I was in the House of Representatives,

e was an expert even then. And Bob Bennedict, although he has
become famous down here in Washington, DC, with his responsibil-
ities, was famous in Pennsylvania as the director of—I guess, Bob,
it was then—it was before we had a department of aging, so I guess
it was simply an office on aging. Just think, if you had stayed, you
could have been a secretary; it is better to be a director, 1 guess.
{Laughter.]

Nancy, please excuse me.

Ms. VersNick. That is all right, Senator. [ am glad that they are
recogriized as experts in this field.

Chairman HEeiNz. They are getting more difficult as they get
older, but they probably feel the same way about me. [Laughter.]

Ms. VersNick. There is a growing consensus among our members
that private insurance offers a promising approach to purchasing
quality long-term care services. I wish to briefly share with this
committee: One, the reasons for this support of private insurance:
two, the minimum coverage principles; and three, the findings of a
study which we prepared earlier this year, discussing the availabil-
ity of private insurance for long-term care, obstacles to expansion,
and Iiu-tiuns which our association sees as necessary to develop the
miirket.

At the outset, let me emphasize that we believe the exposure for
costs of longterm health care ser ‘ces is an insurable risk. This
perspective is shared by a number of companies underwriting the
costs of such services, by the academic community, and by the
Health Care Financing  Administration of the Department of
Health and Human Services. No longer should the question be can
there be private long-term care insurance; the policy questions now
should relate to timing of market development. the nature of cover-
ae provisions, and the relationship of the private market to public
programs

Our private long-term care insurance task force has identified six
tHems as amportant reasons for public pursuit of private insurance
for long term cares One. provides tinancial support for purchase of
gquabity service. two, enhances the opportunity for consumer choice:
three, preserves the dignity of older persons to prudently plan for
therr potentinl oprterm care needs; four, reduces Federal and
State exposure for the costs of future long-term care services; five,
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overcomes the reliance upon public programs as the source of pay-
ment for services; six, assures market competition as a source of
payment for services; and seven, assures market competition and
induces the expansion of diversified service delivery.

While this is not an exhaustive list of reasons, the point is clear
that developing private insurance coverage will benefit the con-
sumer, insurers, Government, and providers.

Inducing a positive response from the private insurance sector
will require a constructive dialog. The recently released report of
the Health Insurance Association of America, entitled “Long-Term
Care: The Challenge to Society,” offers a useful framework for
stimulating the public debate.

In a similar cooperative effort, AHCA has sponsored a series of
policy forums at the national and State levels. Attached to my tes-
timony is a summary of the proceedings of our national policy
forum.! We are working cooperatively with consumer and govern-
ment groups to put together another national meeting.

Our initintives are guided by 10 points to develop the insurance
market. While these 10 points do not reflect an official position of
our association, they are representative of the input which we are
receiving from our members:

One. long-term care insurance must truly reflect financing for
the longer stay patient in need of skilled and/or intermediate care.

Two. long-term care insurance should not be tied to Medicare
part A requirements nor linked to definitions of levels of care uti-
lized by the Medicare Program.

'Three, approved utilization screens should be based upon geriat-
ric service needs.

Four, long-term care insurance should reflect payment for buth
institutional and noninstitutional long-term benefits provided that
the same geriatric screen criteria for utilization be used to ensure
prudent utilization of the coverage.

Five. long-term care insurance should afford the opportunity for
children and others to purchase the coverage on behalf of a qualify-
ing relative and for the purchaser to receive the benefits of avail-
able taxation deductions and credits.

Six. an indemnity insurance approach is acceptable provided:
First. the rate reflects the true costs of providing necessary services
1o an ndividual, and second, the rate includes a trending factor to
compensate for inflation.

Seven, eligibility criteria should not negate coverage for a large
number of older person, that is, policy exclusions should not pre-
vent coverage for chronie conditions closely correlated with the
normitl Aping process.

Fight. preexisting condition requirements of a policy should be
time specific

Nine. policies which ofter reimbursement based upon resource
atihization should be inflation indexed to reflect the true costs of
care, and

Ten, strengthening of the private insurance market should be
svnehronized with changes in the Medicaid Program -0 as to pro-
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mote the private approach without abandoning current Medicaid
eligible populations.

Earlier this year, staff conducted a study for the American
Health Care Association of the private insurance market. Findings
document that private long-term care insurance coverage is avail-
able, affordable, expanding, and adequate.

The report indicates that over 25 insurance companies are ex-
perimenting with policies covering extended long-term care serv-
ices. Of that number, more than half have made a commitment to
expanding their share of the market. While the experimental poli-
cies greatly vary, the typical policy provides an indemnity benefit
of between $30 to $60 p-r day for coverage of skilled nursing and
intermediate care services for up to 4 years of nursing home place-
ment. It appears realistically possible for an individual between the
ages of 60 and 6/ to purchase viable long-term care insurance at a
premium of less than $30 per month. While coverage for an indi-
vidual above the age of 75 will be more expensive, data on the
income and resources of older Americans suggest that long-term
care insurance is well within the means of most senior citizens.

Among the most significant obstacles to the growth of the pri-
vate long-term care insurance market are consumer underestima-
tion of their potential need for long-term care coverage and overes-
timation of the available coverage of their existing policies and of
public programs.

The study concludes that a variety of approaches can be taken to
make long-term care insurance a reality across the country. One of
the key recommendations of the report is for the American Health
Care Association and its State affiliates to assume the leadership in
spearheading coalitions with other interested groups to promote
the marketing of long-term care insurance. Such initiatives weuld
work to raise public consciousness of the need for insurance cover-
age. entice the cooperation of major insurers to extend coverage
into the long-term care market, and cooperate with Federal and
State government officials to secure necessary legislation to make
private insurance viable.

This hearing is a pioneering effort focusing attention on a void in
our programs for older persons. While a number of States are ex-
ploring the role of private long-term care insurance, Minnesota,
Connecticut, and California, through study resolutions, and Ken-
tucky and New Jersey by legislation, this is the first comprehen-
sive Federal review.

Medicare provides scant coverage for nursing home services and
other long-term care. Supplemental insurance policies, so-called
medi-gap coverages, use Medicare definitions. Most policies are re-
strictive in coverages and provide no real protection against long-
term care costs, Without Medicare or insurance protection, individ-
uals must rely upon their own savings to pay for long-term care
services. Nursing home expenses are the largest catastrophic ex-
pense for individuals age 65 and over. Many people spend their re-
sources until they are so poor as to be eligible for Medicaid. To the
extent that private insurance can help people from needing Medic-
uig. Ihtl‘ costs to government for supporting the indigent could be
reduced.
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The members of our association stand ready to work with you in
thils_‘, challenge of enticing usable private long-term care insurance
policies.

Thank you for allowing me the opportunity to appear before this
committee.

Chairman Heinz. Ms. Versnick, thank you.

[ believe Senator Glenn has a comment.

Senator GLENN. Mr. Chairman, [ have to go to another meeting,
and 1 will try and get back a little bit later. I am sorry I cannot be
here. 1 want to thank you all for being here.

And also, in Ms. Houchen'’s statement, she indicated several
studies on the cost-effectiveness of home care by HHA'’s, the Feder-
al Government, and major private insurance companies and offered
to provide the committee with copies of those documents for our in-
formation. I am looking forward to receiving those studies.

Chairman HEeiNz. Senator Glenn, thank you.

]Mr. Sykes, representing the National Council on the Aging. Jim,
please.

STATEMENT OF JAMES T. SYKES, MADISON, WI, CHAIRMAN,
PUBLIC POLICY COMMITTEE, NATIONAL COUNCIL ON THE
AGING, AND SPECIAL ASSISTANT TO THE VICE CHANCELLOR,
CENTER FOR HEALTH SCIENCES, UNIVERSITY OF WISCONSIN-
MADISON

Mr. Sykes. Thank you, Senator Heinz.

I am Jim Sykes, chairman of the Public Policy Committee of the
National Counci! on the Aging, and special assistant to the vice
chancellor, Center for Health Sciences, at the University of Wis-
consin-Madison. I am also the founder and chairman of the Coloni-
al Club, a community-based senior center surrounded by elderly
housing which provides comprehensive, community-based, long-
term care services, not including a nursing home.

It is from these perspectives, but on behalf of the National Coun-
¢il on the Aging. that I appear todav to urge this committee to con-
tinue its search for a coherent, responsible, humane policy to pro-
vide and fund the long-term care needed by those suffering from
chronic conditions. those for whom supportive services within the
community are unavailable, those threatened by the fear of total
loss of independence due to the high cost of long-term care and
their declining ability to remain in the community. These individ-
uals are surely among those in greatest need in our society, least
able to defend themselves against personal and financial losses,
and dependent upon a caring society. How this Nation responds to
thewe individuols and their families is surely the clearest test of
olr vu!nmitm('nt to hl“]](lnt’ VH!U('H.

It is well-established that a long-term care system has at least
four components A long-term care policy. to be coherent, respon-
e and humane. must provide for those elements which truly
Destt inedividuals in need within the community as well as within
the nur~ing home A policy discussion that focuses only on cost con-
tunment is misguided. To an unfortunate extent. that is the case
here 1n Washington, in our State capitols, in the media, and most
unfortunately, in the minds of persons at risk and their families.
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Looking quickly at these often overlooked parts of the long-term
care system, let me underline the importance of the family in pro-
viding care—spouse, son, or daughter, even a caring neighbor. That
is the first line of defense, and a long-term care policy and reim-
bursement scheme should incorporate ways to build this founda-
tion. Of course, I am speaking of those who are fortunate enough to
live in a family or among caring friends. A long-term care polic
should enable caregivers to purchase needed services from provid-
ers within the community.

Second, there is within most communities a growing number of
services designed to provide respite to a caring family, including
therapeutic services, transportation, adult day care programs,
senior centers, hospice programs, friendly visitors, and other com-
munity-based voluntary organizations and efforts; churches, social
organizations, neighborhoods, and various coalitions deliver a vari-
ety of services that often enable one to remain in the community.
An insurance program should direct resources to strengthen these
low-cost, but essential, services.

Third, home health care services are a key part of the long-term
care system; and these services must be covered.

Finally, there is the nursing home aspect, including, some acute
care in the long-term care system. This is, of course, the element
which has everybody’s attention because care in these settings is
expensive. The number of persons requiring this level of care is
high and rising; an insurance policy must assuredly cover these
high costs.

While I have been speaking of insurance, I have not limited my
use of the term to private insurance. Medicare and Medicaid are
insurance programs, vehicles for society to deliver to people in
need essential, health-related services. Because of aggregate costs,
these programs have come under tough questioning. Sufficient at-
tention to what may be needed to broaden these programs, improve
henefits, and deliver services is largely absent. The compelling cost
picture seems to force us to the balance sheet, the bottom line, and
despair.

()}ur formal testimony offers three principal points, and I just
want to hit them quickly.

Medicare and Medicaid are the fundamental and critically neces-
siry programs helping to provide for health care needs of Ameri-
cias elderly and providing the support families need in that proc-
ess. Medicare and Medicaid need strengthening to provide for the
total health care needs of all older Americans.

Second, long-term care must be viewed as a continuum of health
and social services ranging from those provided in institutional set-
timgs to those provided through community-based programs to
those provided in an individual’'s own home. We believe both Feder-
al programs and private insurance must cover services such as
adult dayv care, hame health, respite care, and homemaker assist-
ance, because these services are often best suited to meeting the
care needs of an elderly person while allowing that person to
remann in the supportive and famiiiar environment,

Further, community-based, long-term care has distinctive differ-
ences from the components of the health care system covered by
Medicare in that social services often play a larger roie than
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health services. However, it is an integral part of the overall con-
tinuum of caie, and should be financed by the Social Security
System. This could be achieved through a separate title of the
Social Security Act, a title XXI, or by an expansion of Medicare.
Medicaid, a program for the poor, should not continue as the prin-
cipal public response to the urgent and increasing need for commu-
nity long-term care.

Third, new initiatives such as long-term care insurance represent
an interesting approach in helping to meet the cost of care for
older persons. But in no way should private long-term care insur-
ance be considered a substitute for coverage currently provided
under Medicare and Medicaid or for the needed new Federal cover-
age.

Moreover, while private long-term care insurance can play an in-
creasingly significant role in helping to cover services not currently
covered under Federal and State programs, the cost of such private
coverage must be spread among the universe of persons participat-
ing in a particular group health insurance plan so that the costs
does not become prohibitive

I will close by saying that the National Council on the Aging is
eager to work with you, especially in the context of something that
might be called independent living insurance—as opposed to the
variety of the health-related ways we define what is needed—be-
ciause we are convinced as an organization working for, training,
and representing the service providers which deliver services to
hundreds of thousands of older people, that it is in the context of
community-based, supportive arrangements, that long-term care
systems need the greatest amount of support. I would suggest that
within the community-based part of the long-term care system we
will get the largest return on public investment, because it will
build on a huge base of private investment and private initiative.

Chairman Heinz. Mr. Sykes, thank you very much. Without ob-
j(}-;-tiun. your entire statement will be made a part of the record at
this time.

[The prepared statement of Mr. Sykes follows:|

PREPARED STATEMENT OF JAMES T. SyKes

The Natwtial Counctl on the Agimg, Mr. Chairman, appreciates the opportunity to
Jhar o perspectives with the committee as to how our Nation can best meet the
tomye ternn care needs of the elderly We commend the committee for organizing this
hearime and stand ready to work with you to develop appropriate legislative ap-
proaches o meeting the critical challenges involved in the Jt'livery and financing of
comprehensive longterm care services

My i 1s James Svkes, chairman of the NCOA's Public Policy Committee |
Sarrenthy e, o addimon, as director of public service of the Wisconsin Choeese.
mean ol 1o o tormer member of the Presidentially-appointed Federal Council
an\pang

The Natonad Connc.d on the Aging has been working to improve the guality of
Ste foe older perons sinee 1950 Our orgamization has played an important advocacy
e i prometing pubhic pohey changes to provide vital assistance to the elderly
Al a1 the e fane our erganization and its affiliates have developed and oper-
thwd umportant mnovative programs which directly affect the daily lives of hun-
e e ot thosteand= ot older prople These programs include senior centers, adult day
are empboyment and traiming housing, and socud and support services

Ong teetirneny wall examine vanous aspects of the topies which this hearing s
ateneded tooesplore But there are three princpal points we wish ta express to you
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(1) Medicare and Medicaid are the fundamental and critically necessary programs
helping to P;ovide for the health care needs of America's elderly. Due to uncon-
t

troiled health care cost escalation and ill-advised program reductions, these vital
programs are failing to provide the comprehensive assistance to older persons for
which they were desifn . Medicare and Medicaid need strengthening to better pro-
vide for the total health care needs of all older Americans.

(2) Long-term care must be viewed as a continum of health and social services
ranging from these provided in institutional settings to those provided in communi-
ty-based facilities to those provided in an individual's own hoine. We believe both

ederal programs and private insurance must cover services such as adult day care,
home health, respite care, and homemaker assistance, among others, because these
services are often best suited to meeting the care needs of an elderly person while
allowing that person to remain in the supportive and familiar environment of this
or her own home. Further, community-based long-term care has distinctive differ-
ences from the components of the health care system covered by Medicare in that,
in most cases, social services rlay a larger role than health services. However, it is
an integral part of the overall continuum of care, and should therefore be financed
by the Social Security System. This could be achieved through a separate title of the
Social Security Act (a title XXI), or by an expansion of Medicare. Medicaid, a pro-
gram for the poor, should not continue as the only public response to the urgent and
increasing needs for community long-term care.

(3) New initiatives such as long-term care insurance represent an interesting a
proach to helping to meet the cost of care for older gmm. But i1 no way should
private long-term care insurance be considered a substitute for coverage currently
g‘rovided under Medicare and Medicaid or for the needed new Federal eoverafe.

oreover, while private long-term care insurance can play an increaslyly signifi-
cant role in helping to cover services not currently covered under Federal and State
programs, we believe the coats of such private coverage must be spread among the
universe of persons participating in a particular group health insurance plan so
that the costs do not become grohibltive.

The NCOA believes that the Congress must examine the topic of this committee
hearing in the context of improving our Nation's overall health care system serving
older Americans. Tragically, the current system falls short of ensuring assessible,
affordable care for older persons at levels most appropriate to their needs. The
NCOA calls on this committee to play a leadership role in the development and im-
plementation of: a more responsive and effective health care delivery system, cost
containment that improves quality of care, restoration of reductions in Medicare
and Medicaid benefits ena in recent years, genuine catastrophic illness coverage
under Medicare, and long-term care options in comprehensive, coordinated, commu-
nity-basred service svstems.

HEALTH CARE DELIVERY SYSTEM

The Nation's health delivery system is deficient in ways directly detrimental to
present and future older Americans.

More than 25 million persons—including 4.5 million women aged 45 to 64—have
no health insurance of any kind.

The quality of care throughout the Nation is uneven, and for many older persons
aceess in difficult. Primary care providers are “virtually nonexistent,” according to
the National Health Liaw Project, for nearly 20 million people living in rural areas
and deteriorating neighborhoods.

The misguided reimbursement policies of Medicare, Medicaid, and private insur-
ance result in an overemphasis on medical care for older persons and institutional-
tzation. when more humane social services, community nursing and community-
hased long term ciire would be more effective in maintaining many older persons in
thetr home ensironment

For those who require nursing home or board and care placement, the choices are
often linuted to substandard or too-costly institutions.

There s evidence that minority group members experience especially harsh
avcess problems that are likely to contribute to deterioration of health

Mint physicians are products of medical schools that give scant geriatric training,
and miy physicians may harbor negative attitudes toward older patients in need
of stready support rather than speciahized treatment

HEALTH CONTS MUST HE CONTHOLLED, QUALITY UPGRADED

Heaith caee cost= have risen from $19 billion in 1967 to 2322 billion in 1982, In
ol the patonal bealth bill included  Hospitals, 8136 billion: physicians, 362 bil-
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lion; nursing homes, $27 billion; drugs and medical sundries, $22.4 billion. The costs

. are already staggering, and still going up faster than the average cost of livin

Based on current trends, national health expenditures could reach $756 billion in
1990 and consume roughly 12 percent of the gross national product. The cost ques-
tion will not solve itself; it cries out for far-reaching corrective action.

The first significant national response thus far changes reimbursement proce-
dures in Medicare. This prospective réimbursement approach does not deal with
physician fees, which are a major cost element in hospital stays. It also risks the
shifting of costs from Medicare patients to “private-pay” patients, and discrimina-
tion against Medicare patient because of the reimbursement limitations.

Hospital administrators, struggling to comply with the complicated diagnosis-re-
lated groups (DRG's) on which the system is based, may be tempted to select pa-
tients on the basis of DRG reimbursement requirements rather than on the actual
needs of the patients. Continuity and quality of care could suffer, unless enlightened
hospital directors and physicians resist negative incentives contained in the prospec-
tive payment system.

NCOA Recommendations

Legislation to extend the prospective payment system to cover all patients.

Extension of the prospective payment sﬁstem to doctor fees connected with hospi-
talization and mandatory acceptance by physicians of Medicare reimbursement fees.

Introduction uf quality care incentives into the proapective payment system.

MEDICARE REQUIRES STRENGTHENING

Medicare has brought immense gains in access to health care for older Ameri-
cans. Before 1965, only 68 percent of the 65-plus population saw a physician once a
year: now, 83 percent do. Well over 90 percent of Medicare garticipanta have a regu-
lar source of medical care. Such improvements have undoubtedly contributed to the
declines in the death rate for heart diseases and strokes within recent years.

Medicare. however, is often erroneously portrayed as a threat to the Nation's
budget and a candidate for early bankruptcy because of the rise in the number of
elders it serves and because it seeks to do too much for them.

Actuull{. Medicare’s problems spring in large part from fundamental flaws in the
Nation's health care system. Far from being overly protected, Medicare partici-
pants:

Pay at least as high a proportion of their income today for care as they did before
Medicare became law.

Face new increases in the amounts they must pay to receive Medicare's limited
COVerage.

Medicare, the central element in health care for older Americans, needs major
reform. But current plans aimed at cost-shifting and cost containmer t do not aim at
reform. They promise little more than heavier burdens on those nost in need of
help. Copayments, for example, are a direct charge on those unfortunate enough to
fall ill; increased copayments would be particularly onerous on low-income Medicare
participants, who pay a greater proportion of their income for copayments than
thuse with higher incomes.

NCOA Recommendations

Resist new attempts to increase copayments and deductibles under the hospital
and medical parts and premiums under its medical part. (Medicare participants,
now pay outof-pocket expenditures totaling $1,500, a 122-percent increase within 6
vesirs !

Refuse to impose a means test on Medicare recipients.

Reject proposals to establish a voucher system to supplement Medicare as unreal-
stie on several grounds: (1) “Shopping” for health insurance in the private market
would be difficult for many older Americans; (2) elders who opt to remain in Medi-
care would probably be those most in the need of treatment; (3) Medicare’s base of
<upport would be diminished at a time when it should be broadened.

Mauntain a freeze on physician fee levels and require physicians to accept Medi-
care’s assuened foe lovels.

Fxpand Medicare coverage o include comprehensive in-home and day care serv-
wees. health maintenance services, hearing aids, eyeglasses, most prescription drugs,
foot care and most dental work.
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Provide incentives for States to establish statewide health care plans, under Fed-
eral guidelines, to moet national cout reduction standards while meeting individual
State needs and privrities,

Provide positive incentives for enrollment of Medicare beneficiaries in health
maintenance organizations (HMO's) and increase Federal support for development
of HMO's. In addition, NCOA believes that full Medicare coverage for social health
maintenance organizations (SHMO's), which are intended to provide a complete
range of social and health services, should be considered at an early date in the in-
terests of cost effectiveness and increased support for genuinely comprehensive com-
munity-based care/support systems.

Maintain a close watch over so-called private “medi-gap” insurance sold to supple- .
ment Medicare coverage. L

CATASTROPHIC ILLNESS PROTECTION

Medicare's hospital cost protection does not cover stays extending past 60 days.
This limitation raises the specter of financial ruin for older persons (and their off-
spring) in the number of instances in which hospitalization is required for far longer

periods. N

In 1983, an administration proposal would have reduced costs for a typical 6 .

month iliness from an estimated $19,000 to $1,580 for the elderly Medicare benefici- -

ary. The price of this, however, would have been a major increase in “cost-sharing”

required for all other Medicare participants. This proposal would have h%l&)ed very

few individuals, since less than (.05 percent of beneficiaries ever use all 60 days of

their Medicare hospital benefits. The increase in coverage for such a benefit would g

:o m_orols than offset by increased coinsurance and deductible charges to all Medicare
ospital users. 'z
One example of the consequences of the administration proposal, provided in a -

study devoted to arthritis policy (15 million older Americans have some form of that

disease), shows that elderly persons with chronic illnesses generally require more

frequent but shorter hospitalizations than persons with an acute, catastrophic ill-

ness. They would suffer severe consequences under the proposal.

NCOA Recommendations

Congress design a catastrophic hospital coverage feature under Medicare that
would not be a tradeofl with cost-sharing requirements made on all persons who re-
ceive hospital benefits under that program. Catastrophic coverage should be consid-
ered on its own raerits and not as a part of a package deal.

MEDICAID—THE POOR NEED COVERAGE, NOT CUTS

Medicaid 15 a program limited to low-income persons of all ages. It now serves
about 3.1 million elderly persons. Nursing home care is key Medicaid service for
older persons, since Medicare does not cover long-term care. At least 7 billion of
the $11 3 hillion spent under Medicaid for nursing home care in 1981 was for older

ersons.

P A caring Nation cunnot justify the simultaneous reduction of taxes for the more
affluent members of our society while economizing by placing needed health care
ont of the reach of those who cannot pay for it. Further, Americans who are poor
~hould not he penalized because of where they live. We must move toward a uni-
torm et of services available in every State.

To nmprove the Medicaid program, States should remove barriers and improve
benefits for those who must rely on its provisions for their health.

NCOA Recommendations

Reanove Timutations on the amount, duration. or scope of medical services that
were imposed to save money rather than to meet the health needs of the medically
indpent

Regect imposition of copayments that restrict eligibility and increase burdens for
the paor of all e,

Retuse ta require famihes ot patients in nursing homes to pay part of the charges
nnder Mediciad becinise such efforts are unworkable and unfair to individual family
members who may alreads have borne much of the brunt of caregiving before insti.
tunionalization becime nece ssary

Recwct proposals to reduce the Federal share of Medicaid and seek full restoration
o the ornfinal Federal share
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' the poverty line.
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Provide mandated services to all persons whose incomes are below 125 percent of

Offer additional services important to individuals that prevent or lessen the pain
and suffering of ill health.

Explore wzyn to reduce institutional costs by making noninstitutional care more
available and provide community-based, responsive care and support alternatives
for older persons. The capacity of senior centers and adult day care programs to pro-
vide a holistic approach to individuals should receive special attention.

THE ENTIRE COMMUNITY MUST PROVIDE LONG-TERM CARE

Chronic illness now exceeds acute illness in the United States in ierms of the
number uf persons affected. This major change has not yet received an appropriate
response by most health care providers. The high-cost, medical model of care (that
depends on techniques more suitable to acute iliness rather than long-term illness)
is more the rule than the exception.

As summarized by the Senate Finance Committee: In 1982, approximately $13 bil-
lion was paid out through the Medicaid program for institutional long-term care
services. Public expenditures have historically followed an expensive medically ori-
ented approach to long-term care in spite of the fact that many impaired individuals
are institutionalized because of a lack of nonmedical community-based support serv-
ices that assist them in maintaining an independent existence.

Increasing attention has been paid to the development of cost-effective home- and
community-based delivery systems, but difficulties in coordination among the serv-
ices grouped under the “health,” “mental health,” and “social services labels have
been formidable. This has significant consequences for government programs and
private payors. It also has far-reaching consequences for the older persons and
others thus affected.

Anather factor with as yet unknown consequences is the growth of large-scale
chains of profitmaking nursing homes and in-home se¢-vice providers.

The chronic health prablems of millions of older Americans in this Nation require
new approaches if the rapidly growing number of vulnerable older persons is to be
cared for properly. The institutional answer is not always acceptable even though
for many individuals a nursing home may represent the moet appropriate level of
care.

NCOA Recommendations

Help tincluding in-home services, respite and tax deductions) should be made
available to families attempting to provide such support.

Assexssment and case management services—to assess the needs of persons requir-
ing long-term care and to arrange for the a propriate array of services and sup-
port ~and adult duy care should be specifically identified as eligbile for reimburse-
ment under title If of the Older Americans Act

High-quality institutional care should be provided to persons for whom no other
care or support is appropriate, and this care should be made available under a Fed:
eral-State regulatory structure abiding by the following principles:

1+ ‘The regulatory system shall ensure that all residents of nursing homes receive
quality care in a safe environment that promotes a positive quality of life.

0 The government shall budget sufficient monies to reimburse facilities to pro-
vide such services and to ensure that state survey agencies maintain a strong
survey and enforcement program.

31 Thee government shall monitor the system to ensure that tax dollars are spent
appropriately. and that providers are accountable to the public for such expendi-
tures

Uonpress should closely monitor a Veterans Administration program providing
community hised longterm care services, in order to adopt and apply models
devn.ed ~uceesstul by the VA

A fults diny care programs should be recognized as a vital part of the total long:
term cire ss<tem and be available and accessible for functionally impaired adults

Multipurpose sentor centers, as tocal points for the actual delivery of health,
wral nutttional, educational,and reereation services required by chronically ill or
dimeablid older persons, be recagmized s key components an community care support
netsworh -
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RECOUNIZING AND MEETING OLDEKR PERSONS' NEEDB ALONG THE CONTINUUM OF CARE

In a recent report on the social and economic impacts of the graying of America,
the Health Insurance Association of America concluded: “Financial protection
against the costs of long-term care may well become the dominant financing issue in
the coming decade.”

The National Council on the A?in concurs in HIAA's projection. But we are con-
cerned with the traditional, lim perception of long-term care solely as these
services provided in nursing homes. Nursing homes certainly represent a fundamen-.
tal component of any community's lonr—term care continuum—but they are only
one component, notwithstanding their almost exclusive historical relationship to ex-
isting financing mechanisms. For older people and their families to find adequate
and appropriate long-term care responses to chronic care needs, a much wider range
of services needs to be made available and financed as part of a true long-term care
system,

The Health Insurance Association of America (HIAA) has recognized the breadth
of scope of LTC services by defining long-term care as:

“A complex and interrelated array of health, health related, and social services
designated to provide preventive, therapeutic, rehabilitative, surportive and mainte-
nance care for individuals of all ages who have chronic physical and/or mental con-
ditions which impair the individual’s ability to function as his or her own optimum
level of mental, physical and social functioni:f."

The services identified by HIA as essential elements comprising long-term care
include, in addition to “traditional” medical care services:

Homemaker services—cooking, shopping, laundry, home management.

Chore services—|ess frequent tasks related to home maintenance. S

Social services—guidance concerning social or emotional problems, advice on fi-
nancia! or legal matters, transportation.

Health related services: (1) Nutrition and health education; (2) personal care serv-
ices: bathing, toileting, feeding, assistance with walking, exercise, medication; (3) oc-
cupational therapy: medically-directed activities to promote the restoration of useful
functioning.

Skilled services: (1) Physical and speech therapy: use of physical or chemical
agents and devices to relieve pain, restore functioning, and prevent loss of use of
part of the body; (2) skilled nursing: administration of medicine, changing of cath-
eter and dressing, evaluation of condition.

Housing services—provision for continued housing allowances for those undergo-
ing extensive in-patient rehabilitation; group or congregate living arrangements, in-
cluding social care and dining and service facilities.

(ri\lso critical are such services as: assessment, case management, and service co-
ordination.

These services are offered or assessed through a wide array of community based
service agencies. They include home care and day care agencies, senior centers and
family service agencies. and many other types of organizations that may offer a
single service such as a home delivered meal or that may access and coordinate the
vitire array of services such as the ‘‘channeling” agencies that are part of the
ASPE Ao\ demonstrations.

Resviarchers have established that an individual becomes part of the long term
care population not as a result of a particular diagnosis or condition, but from the
need for supportive services over a period of time. As Scanlon and Feder note in a
recent issue of Healthcare Financial Management. “More likely than not, the serv-
wes are nonmedical rataer than medical, and unskilled rather than skilled. Most
prominent among them are personal care * * * mobility assistance * * * household
awistance * ' * and supervision.”

Carolvne Davis. Adnunistrator of the Health Care Financing Administration
fHOFA i suldressingg i recent HCFA conference, both acknowledged that most aged
persons with functional limitations prefer to remain in the community as long as
pessible and underscored the need for responses that move away from the tradition-
Al institutional approach and toward caring for the nevds of the elderly in the com-
munity Many States are now experimenting with home and community-based deliv-
ery systems tor tearl and disabled individuals. But they are only experimenting—the
numbers participating are relatively few. And the States seem reluctant to expand
the numbers Indeed. State Medicaid progriam administrators are reluctant to add to
the alreads burgeoning eosts involved in meeting Medicaid obligations for nursing
home care This provides clear evidence of how high nursing home costs are stymie.
i the development of community based-services acknowledged to be needed by
older persons
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Our Nation carries out a cruel hoax on older people. When they truly need chron-
ic, long-term care, they either have to be wealthy enough to aftord scores of thou-
sands of dollars a year—or must improverish themselves—to be able to access the

rimary long-term care “system” available, the nursing home. To be Medicaid-eligi-

le for nursing home services, if the frail older has a spouse, that spouse too must
be impoverished and yet still somehow try to maintain himself or herself in the
community. And, moreover, once institutionalized for any significant geriod of time,
the older person usually has lost the financial caracity to return to the community.
Informa! as well as formal suﬁpom are also likely to be unavailable or inadequate.

The National Council on the Aging believes that a good part of the dilemma
facing our country today with regard to the burgeoninlf costs of long-term care—
driven by what Ann Somers refers to as the "“gerontological imperative”’—is the
result of the almost exclusive focus on reimbursement for institutional care (nursing
homes) to the exclusion of services provided in alternative settings which might in
fact be more appropriate for chronic care needs. Not everyo..e in nursing homes
needs the full range of care provided, but there are few reimbursed alternatives
available to enable frail older persons to remain in the community.

Much research confirms that the aup?orts generally needed by frail older persons
to maintain their physical, psychological and social well-being are of a hybrid social-
health nature. Marjorie Cantor, president of the Gerontological Society of America,
identifies three major needs: (1) Socialization and personal development; (2) the car-
rying out of daily livinF tasks such as meal preparation, shopping cieaning and
lnundry; and ) personal assistance during time of crisis or illness. .

We know that older people perceive their informal network of family (particularly
spouse and children), friends, and neighbors as the most appropriate source of sup-
port, and research has shown that the informal network indeed provides most of the
necessary support. Family, friends, and nelﬂlbon are ready, willing and able to be
responsive to the needs of the elderly in their midst. But the responsiveness has
limits, and the willingness wanes when days turn into months and then years.
Cuntor recently reported on a study that showed that the overriding problem for ali
types of caregivers—spouse, children and friends—was the emotional impact of deal-
ing with increased frailty in a person with whom one is close. Caregivers, mainly
wives, daughters and daughters-in-law, are extending themselves to cover all their
varied roles and any personal time is sacrificed under relentless time and energy
restraints. As women [|oin the work force in ever increasing numbers, the stress and
strain upon them will intensify. What about the physical and psychological toll on
the individual caregiver? Many of these individuals are themselves old and some are
frail. Also there are at least one third of the elderly who have no children or none
living nearby. For all of these people, in-home, adult day care and other caring and
respite-type services are needed and necessary. Yet they are all-to-often not avail-
able or not affordable.

A great deal of study has been directed to in-home services and their role and
value in a cost-effective and humane system of care. NCOA is concerned, however,
that too little attention has been directed to other components of community-based
care. We believe that every community should be able to put into place for its older
citizons a comprehensive system of coordinated long-term care services. These sys-
tems ~hould be comprised of a range of care options to support the older person and
supplement the assistance provided by fami(l{v and other informal caregivers. and by
formally organized community agencies and institutions. We strongly believe that
anly a system that supports both informal and formal services and maintains the
halance between them will result in cost-effective and humane care. Both the public
and private sectors have a role to play in financing and ensuring the quality of
these long-term care systems

NCOA believes that group-oriented services such as adult day care have not been
adequately supported as part of longterm care services. Yet adult care programs
are mereasingly serving those with dementia, incontinence and loss of mobility —the
three tactors which create the heaviest burden on caregivers and eventually lead to
nursing home placement.

While the adult dav care field has grown from a dozen programs in 1969 to more
than Lot programs tudav. NCOA's Natwonal Institute on Adult Daycare t{NIAD:
considers the field anly to bean its adolescence. The availability of adult day care is
sull very limited. exasting programs are small, further development has been ham-
peeree] by the Lack of understanding of services and by the scarcity of third party
retmbursenent and the constant struggle which local programs face to maintain
tunding

several studies have shown adult day care to be a cnitical and uniyue component
in the comuumity’s Gire continuum - Adult day care 15 also becoming increasingly
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important as a cost containment mechanism. Not only does adult day care save
money for those footing the care bill, but outcome measures show improvement in
n;gintenancu of functional ability, thus delaying or avoiding more costly institution-
alization.

Capitman's evaluation of California’s adult day health care program in 1982

showa that:
(1) Adult day care serves clients who are certifiable at the SNF or ICF level or at

risk as determined by the State.

(2) The adult day care population is similar in functional ability to the SNF popu-
lation (the more incapacitated group).

t3) The average adult day care participant’s tota] monthly costs (including all
public sector costs—adult day health care, other medical in-home services, SSI and
the State supplement) as compared to SNF/ICF resident costs saves the State $3,180
per person per year.

{4) Between 87 and Y6 percent of adult day care participants with multiple, severe
impairments maintained or improved their level of functioning while in adult day
care.

A 2-year study in New Jersey released in 1980 which evaluated the functional dis-
abilities and costs of adult day care participants provided similar conclusions. The
adult day care population in New Jersey was also found to be one which would
largely have been institutionalized if it were not for the adult day care programs.
The study found that adult day care cost New Jersey and the Federal Government
$4,218 less per rerson than nursing home costs would have been for this population.
Furthermore, reports from family members make clear that adult care is critical to
their maintaining their loved ones in the community. Aside from the program's
ability to increase or maintain a participant’s functional capacitly. family members
wrere grateful for the reapite that adult day care provided tham {rom the constancy
of caring.

In the words of the spouse of an adult day care participant in her early eighties
who suffer from multiple medical Froblems. both socially and physically: “My wife
has been coming here since July of last year. Not only has she benefited, so have |
"1 ; ; }.!mow she is safe here. That gives me some free time for myself. It's been

elpful.
he conclusions of these studies and other studies underscore that adult day care
is, indeed, a true alternative source of care and a coet-effective one. The
lieves the data makes a compelling case for vigorous Federal support for this vital
program and cther community-based long-term care services.

Adult day care is just one example of an existing service delivery model at the
community level that is appropriately responsive to the needs of older people in a
cost effective way. Other essential levels of a comprehensive long-term care system
which meets the needs of older persons have also proven their value—senior centers
and comprehensive nutrition programs, congregate housing, etc.—but not all such
responses have been integrated into an accessible, affordable system of long-term

care,
Health and social programs won't have the opportunity to fulfill either their
human or fiscal potr nti:f until they are fully recognized as eligible for reimburse-
ment under Federal programs or by third-party players under private health insur-
unoce

NCOA juins those who recognized that new approaches must be explored to fi-
nance the delivery of a true continuum of long-term care and that private insurance
may represent a viable option to expand coverage for noninstitutional services in
particular. Whether private coverage is to apply to either institutional or noninsti-
tutional services, however, we believe that the costs of providing such coverage
should appropriately be spread among all participants in a group health plan. Our
Nation's sid experience with so-called “med-gap” supplemental Medicare insur-
ance - from exorbitant premiums to policies of limited-value or duplicative cover-
age—argues for provision of long-term insurance coverage as an integrated part of
the basic group health plan rather than as an item to be marked on an individual
basis

We also have some doubt as to the economic feasibility of LTC insurance exclu-
sively supported by premiums [)uid by elderly {x)licyholders. But we have no doubt
whatsoever that equity demands that this vital coverage be required as just funda-
mental o benefit as a basic health plan might provide for the breaking of an arm or
the birth of a child

The only real difference which distinguishes an expansive LTC private health in.
suriance benefit from those examples is that chances are it will be utilized later in
Iife 1f at all Private LTC coverage should be funded through very modest premium
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increnses assessed across the entire universe of plan participants throughout the
years they have made contributions or had contributions made on their behalf to
the plan; they should in turn be eligible for the LTC benefit if and when it is re-
quired, whether or not that may occur in pre- or post-retirement.

The NCOA commends you, Mr. Chairman, for calling this hearing, and we ho
our insights will prove to be helpful to you and fym" colleagues as you study the
important questions relating to the continuum of long-term care services and how
such services can best be developed and (inanced through fovemment. private cor-
porations. and nonprofit agencies, We look forward to continuing to work with this
committee to define solutions to the crucial 'problems this hearing is examiningi

And similarli. continuing our tradition of working with the private sector, NCOA
is already working with elements of the insurance industry to further develop the
concept of long-term care insurance.

Chairman HEINz. Let me ask a question of Nancy Versnick and
Bob Bennedict and Larry Lane. In the survey that was done by the
American Health Care Association regarding the kinds of insur-
ance available, you noted that private long-term care insurance
coverage is available, affordable, expanding, and adequate.

I would like to focus in on the word “adequate.” We have re-
ceived a lot of testimony, not only today, but on many other occa-
sions, that what is most needed is home health services. Most
people want to stay out of nursing homes. To what extent do these
policies, provided by some over 25 insurance companies, provide
anything in the way of home health care services to keep people
out of nursing homes?

Larry, I guess you are the expert in this area.

Mr. LaNe. Thank you, Senator Heinz. Basically, the policies that
are on the market now do not expand coverage into the home care
area, with one or two policies offering rider coverage that may
cover home care.

I think the issue of adequacy as we were looking at it was an
issue of does an indemnity payment provide a sufficient payment
for per diem coverage in order that an individual could secure
quality service. In that context, an indemnity payment of in the
range of 330 to $40 per day, in addition to a cost index/Social Secu-
ritf' payment would be sufficient to g:y for skilled care.

am happy to say in home care benefit, though, that there is a
second generation of policies that are being developed. I will
submit for the record a memorandum ! that we have n using,
attempting to stimulate insurance companies to offer not only a
nursing home coverage, but also a home care coverage. The memo-
randum suggests three basic options—discharge to home care, dis-
charge to nursing home, or a flow through nursing home to home
care.

We are finding some companies interested in expanding from a
nursing home to a home care coverage. We are finding very little
interest because of the concerns of induced utilization of hospital to
home care. We are working with the National Association of Home
(‘are in a joint effort on this,

I also would like to submit for the record a paper entitled, ‘‘Pri-
vate [nsurance for Long Term Care: Availability, Problems and Ac-
Lions.

Chairman HeiNz. Without objection, so ordered.?
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Well, | usked the question because, were someone to Kick up the
testimony and read the last word, “adequate,” without the explana-
tion that you have just given, they would come, I fear, as Ameri-
cans have been coming for some time, to the wrong conclusion—
that there is light at'the end of the tunnel. Right now, there is no
light at the end of the tunnel. And what you are saying is, yes,
there are some policies out there that cover skilled nursing care or
intermediate care. But for other services and costs—companion/
home health aide, $5 to 38 an hour, adult day care, $22 to $25 per
day, licensed practical nurses, $15.50 per hour, registered nurse,
$43 per visit—there is no insurance out there right now. So in your
report, 1 guess I would just have added a fifth category, which I
would term, “Responsiveness to desires of elderly” and that wouls.
I think, have made a slightly more complete presentation. I do nut
say this to be critical, but just to make sure that no one thinks that
all we have to do is just do nothing, and the problem will go away.

Mr. LaANE. Every study has a focus, and our study was looking at
the coverage for nursing home care. We were looking at licensed
facility care. And, given that nursing home care is the No. 1 cata-
strophic expense, and that the probability of having that expense
occur is much greater, actuarially, than is perceived by the general
public, that expense is what we were looking at, primarily.

Chairman Heinz. Let me ask Bob Bennedict—we Pennsylvanians
have to stick together, you know—Bok, in your experience in Penn-
sylvania, do you know of any long-term tnsurance policies that are
available in our State?

Mr. BenNEDICT. There are two or three, but I think it reflects the
national trend, that they were built primarily off of medi-gap, with
slow and cautious ex&-rimentation around the margins.

Chairman Hreinz. So they do not cover much in the way of home-
or community-based care.

Mr. Bennebict. Not to my knowledge. In fact, Larry could prob-
ably better answer that. He has done more of an analysis of indi-
vidual policies than we have.

With regard to the light at the end of the tunnel, perhaps it
should be rephrased, that there is at least a glimmer at the front
end of the tunnel. For the last 15 or 20 years, we have focused sc
exclusively on Medicare and Medicaid, particularly Medicaid in
providing long-term care, and it is obvious that State and Federal
governments are simply not in a position or inclined to pick up the
burden that is there. go. having the Congress, having the private
sector, beginning to express an interest in other ways of getting
this job done is a glimmer of hope that we all have to track down.

Charman Hreinz. Well, it may even be more serious than that. |
am worried that most people, even today, notwithstanding this and
other hearings like it. both present and future, do not know they
are in o tunnel, as evidenced by the AARP survey. Does anybody
disiyrres with my concern that there are an awful lot of people out

there who do not realize, as [ think the previous panel illustrated
pretty clearly, that they in fact are in a tunnel, and there is not
only no light, but there is no exit. And, if vou have read Albert

Camus, yvou would know that is not a great position for anyone to
be in.
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Let me ask what 1 suppose would be a health policy question of
Nancy Versnick. If the private long-term care insurance market
were stimulated through these policies—let us suppose the one that
you described in your testimony did become broadly available—is
there any risk that private pay patients would be occupying more
nursing home beds and crowding out Medicaid patients?

Ms. VersNick. I have to speak from Kentucky, because that is
where I have been in long-term care for over 20 years. Presently, in
Kentucky—I think my figures are correct—80 to 85 percent of the
people in nursing homes are on Medicaid. I do not see a crowding
out.

Right now, you do not have an alternative, Senator. You either
go in as a private pay and spend down to a Medicaid recipient, or
you are Medicaid before you go in. You just do not have an alterna-
tive.

Chairman HEeinz. Let me ask you a statistical question with re-
spect to Pennsylvania, Bob Bennedict, or Kentucky, Nancy Vers-
nick. Do we know the number and percent of peopre now in nurs-
ing homes in those two States that entered as private-paying pa-
tients? And can you get that information for our hearing record, if
it is available?

Ms. Versnick. I think we could.

Chairman Heinz. We would appreciate that. It would be very
helpful in identifying what is really going on.

In Kentucky or Pennsylvania, isn't there already a problem of
{oo ?few nursing home beds for Medicaid patients? Is that a prob-

em?

Ms. VersNick. Too few for any patients. We have been under a
moratorium for over 4 years.

Chairman Hginz. Bob, in Pennsvlvania?

Mr. BENNEDICT. Yes; Pennsylvania is, I think, the second most el-
derly population State in the country with regard to proportion.
The State ranks 34th or 35th with regard to nursing home beds per
thousand.

The State health department has recently estimated that at the
minimum, we need today about 5,000 new nursing home beds in
the State of Pennsylvania, and we also are living under a moratori-
um in Pennsylvania.

Chairman Heinz. Let me ask Betty Houchen, Ms. Houchen,
there is some concern that services are not appropriately target-
ed—that is, the services that people get are not necessarily the
services people need. With insurance, how could we improve our
effort to target services to people that need them—or are we likely
to have it go the other way?

Ms. Houcuen. With insurance coverage, there would be payment
for the services that these people need in the community. Right
now. there is no pay.nent available for agencies trying to provide
the services. So. if the patient is not eligible or not covered by Med-
icare or private insurance. there just is no payment available, and
patients either receive limited benefits—we as a public agency do
provide services that are supported by city general fund money, so
we can provide some of these services to the indigent or for those
who have no third party reimbursement. But that is very limited,
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and there are many other types of community services that do not
have that funding suw)ort to do that.

Chairman Heinz. If we were successful in doing what we have
been talking about today, do you think that independent living in-
surance, long-term care insurance—call it what you will—would di-
minish the role of families, who now glve most of the care, and in-
crease the reliance on paid caregivers

Ms. HoucHeNn. No, I do not believe so. I believe that the majority
of the families who are able to care for their parents or the mem-
bers of the family who need the help would continue that, but——

Chairman Hginz. How can you be so sure?

Ms. HoucHEN. I think they are committed to having that person
remain at home. And the people we see, we work with the families;
we do not substitute for the families. That is one of our criteria for
service, that we take that family to take care of the person in the
home. We provide supportive services so that person is able to keep
the patient in the home.

And my feeling is the majority of people we see want to do what
they can, bui they, by their own physical conditions are limited—
which we heard from the previous panel. The couple I cited, who
are in their nineties, by reason of age, are limited in what they can
do. But the families we see do do what they can, and we provide
on(l‘y supportive services to supplement that.

hairman HeiNz. And yet, of course, we all know that there are
not enough services available—home health aides, licensed practi-
cal nurses, registered nurses—on an outpatient basis. Why
wouldn’t insurance cause more utilization of those services I just
mentioned?

Ms. HoucHeN. | believe you would see more utilization, but it
would be because the need is there and not being met now.

Chairman Heinz. It would not be a replace of care given?

Ms. HoucHeN. No.

Chairman HEINz. We do not have respite care—well, I suppose
you could look at adult day care as respite. My feeling is—and this
is not an argument against having long-term care insurance—but
that there probably is going to be more utilization of what I might
call respite care. I think we have an awful lot of fu:nilies who get
stretched to the breaking point and need a break.

Ms. HoucHEN. Yes.

Chairman Heinz. So—I am not an expert, and you are, but that
would be my best guess.

Ms HouvcHeN. One point on respite care is that on companion or
home health aide, I think you could look at that as a type of res-
pite care, too. Our home health aides, as we are able, wiﬂeremain
in the home for many hours at a time to provide the caregiver time
to pet oyt

Chairman Heinz, Jim Sykes, one of the things you mentioned in
vour statement is that you feel that our Nation's sad experience
with so-called medi-gap, supplemental medical insurance, argues for
provision of long-term care insurance as part of an integrated,
basie group healh plan, overall, rather than market it on an indi-
vidua] basis You have two thoughts there.

One, | gather vou teel that wmedigap insurance has been much
more o bust than a buon; is that correct?
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Mr. Sykes. That is correct.

Chairman Heinz. Should Congress find a way to preempt the
medi-gap insurance market? Should we provide under Medicare,
the kird of so-called catastrophic coverage that often is a part of
medi-g..p insurance? Most people say that that is a pretty profita-
ble part of those insurance policies. If we include it under Medi-
care, it would not cost the Government a lot; we could probably
find a way to make that up. I happen to favor doubling the excise
tax on cigarettes, and I have a bill in—MIRA, the Medicare Incen-
tives Reform Act of 1984—that does what I just described.

Is that a good idea, to preempt medi-gap golicies as | have de-
scribed, so that people begin to understand that maybe the gap in
me(li'i-gg;; isn't much bigger, or a much wider chasm than they ever
realized’

Mr. Skyes. Senater, I think the essential problem that we have
in the national discussion in this area comes; around gap filling.
The insurance discussion has to do with what are the exposures,
what are the risks, and how do we cover for them. There is an as-
sumption that there is a set of discrete risks and exposures, and for
each of these, we must provide some kind of coverage.

What | have argued here today is that we must really move as a
society to long-term care as a system-building conce{:t as opposed to
gap filling. Every one of the efforts to fill a gap will have all kinds
of problems because it appears to presume that somehow, what one
needs at a particular time is a discrete service, and one can find it
if one has a case manager, if there is a program. You need excep-
tional people to be sure that at the moment in one’s life for which
there is a gap to be filled, there is somebody who can help one fill
it.

What | have tried to suggesi, in a way that I think is consistent
with some other national policies in our world, is that if we ap-
proiach long-term care insurance as a gap filling or as a problem-
solving device instead of a community system-building one, we will
always come up short.

And what | ﬁave argued is that within a community setting, for
example, while we may be able to pay for the physical therapy
somebody needs. that same physical therapist. in the community,
will be able to help another five or six people in the preventive
area. with help that they need bu! for which there is no reimburse-
ment.

So my concern is to see how many ways we can help build essen-
tinl community components of the long-term care system. rather
than filling gaps. The first one has to do with the family. like res-
pite care. and all the wiys families can be helped—at little or no
cust - -to provide esseritiai care for the family member in need. And
the extent to which we deliver services in a community, either
home health services directly to one in her home or through com-
munity tacilities and programs. such as [ have in Sun Prairie, WI.
we are not only going to care for that one specifically at the
moment she needs help. but we will be developing a caring commu-
nity that is. in effect, the best insurance policy we can have. Efforts
to define losses, set premiums, pay for discrete services are mis-
gurded. in my judgment.
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Chairman Heinz. You touched on this subject indirectly just
now, and in your testimony. It is really touched on whenever
people use the term, “continuum of care.” There is a dichotomy we
do not often recognize between the medical model of providing care
and the social model. Medicare, medi-gap, Medicaid policies are
based on this medical model: “You are sick, and we are going to fix
it.”" It is the old American syndrome of, you see a prol:iem, and you
solve it. And that is the medical model. The best practitioner of
that is a surgeon. He looks at you, he says there is nothing wrong.
The next day, he has opened you up and sewed you back together.
That is American “can-do”.

Why are so many of our policies and programs tied to the medi-
cal model, when we know that it is really, I suspect, most often the
soc:al services model that helps people to recover the most?

The best example was our witness from Pennsylvania, Ella
Thomas. A lot of her problems could have been helped—not solved,
but helped—if she got a little advice, not surgery.

Mr. Svkrs. Well, strangely enough, we have inherited a system
that actually had some pretty good bases. Back in the communities
years ago, the doctor was the one who knew the patient, under-
stood the family and the circumstances. And when that person
came to him with some kind of a particular <In'oblem, that doctor
was in the position not only to do a fhysical iagnosis, but he was
also able to see that person in a social context.

But, as we look for ways to administer programs effectively, we
try to avoid problems ~reated by too many people coming into the
system. We have come up with a system of triggering insurance
payments or health services by a physician making a finding of a
diagnosable problem that can be treated by a specific application.
And that flies in the face of what we know about older people with
maltiple problems, how they live, and what their needs are. Our
discussion today tries to ask, how can we modify that kind of ap-
proach to providing the services we need? In fact, the witnesses
have argued that is not the way to meet needs. We have got to
build a caring system, of which doctors and medical services are
only a part. We ought to divert a few of those medical doctors from
providing acute care to provide long-term care. To make the long-
term care system work, we cannot shift “excess’” dollars from the
medical side to enable us to provide social services. The argument
that | have been making is that it is going to take more dollars,
because most services delivered by medical professions in nursing
homes and in the hospitals are essential services; we fool ourselves
to think we can shift health dollars to strengthen the social sup-
port svstem that people need very badly.

Chinrman Huinz, 1 have some questions I will submit to all of
vou for the record, and 1T will give vou a chance to make any addi-
tional comments vou may have in a second.

I do want to bring up one guestion. I suspect | should address it
to Jim Sykes s vou know, this committee has an interest in home
equity and home equity conversion. A lot of people are talking
+about using home equity to finance long-term care,

We had o hearing called “Sheltering America’s Aged.” and at
that hearmae. one of the witnesses said that the net home equity
holdines of older individuals currently in need of long-term care is
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probably $70 billion or more, and that 56 percent of all homeown-
ers could generate $3,000 a year or more out of their home assets
to pay for long-term care.

ssuming that those statistics are in the ballpark, what do you
think are the barriers to tapping that equity, and if the barriers
could be removed, how should that equity be used to provide for
community-based long-term care?

Mr. SykEes. I 'ppreciate the opportunity. I keynoted the first con-
ference on home equity conversion to discuss home assets and how
they can be used. Your question refers to barriers, and I think first
off,” that home—for those 70 percent who own their homes, of
which 80 percent have paid-up mortgages—represents the very es-
sence of their lives. Homeowners can say, “This home is mine; I am
still self-directing, and the best evidence I have is that I live in my
home.” So the idea of spending down some of that asset is very,
very difficult for people to accept and to understand. In a sense, it
is like thinking that I could give you a part of my child’s life, a
little each month. So, we have an attitude problem.

Two, we have kind of an insurance policy attitude about this that
says if these services ought to be mine by virtue of the fact that I
live in the community, or that 1 have been a taxpayer all these
years, why should you figure out some way to make me pay for
thesc same services out of my estate or out of what I earned, while
others may not need to do this?

They have had an attitude for a long time that their home is a
contribution to the next generation; in a sense, they say: “I am a
part of a society that is going on and on. I am not just the receiver
of cash or services late in life, but I am also one who contributes.”
That whole concept is very deeply embedded in the minds of
people. We have to find simple ways to make home equity conver-
sion acceptable.

Chairman HeiNz. What is the bottom line?

Mr. Svkes. Home equity conversion holds great promise so long
as it provides more choices for older persons to use their own assets
to enrich their lives in ways that they choose. Community services
and national programs should be financed in a progressive, broad-
based manner—not through a direct, mandatory dissaving system.

Chairman HEeiNz. [ guess the way [ would summarize what you
just said is that vou think home equity conversion should be facili-
tated. but for income maintenance purposes as opposed to health
vare,

Mr. Sykes. Yes: voluntary options for enhancing life as people
choose, rather than mandatory requirements to pay for services
that should be provided by the community and Nation.

Chatrman Heinz. Are there any further comments?

Mr Lane. | would just add, Senator, one of the real problems in
home equity conversion is it is a gamble. We are in un area where
changing actuarial demographics suggest a significant change in
the lifespan on the upper end. Therefore, if an individual takes the
amble of home equity conversion, which generally has a payout
period of about 10 vears before the financing really runs dry, you
have a portion of individuals taking advantage of an opportunity
too early and then creating significant problems if they outlive
that period of time.
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I think it is a very promising area, and it certainly deserves the
continued work of all of us, lovking at how do we come up with
diversified ways that make or offer use of resource and income.

I might say it is part of a victory, in part, Senator. You men-
tioned that I had helped you back in the days when you were in
the House, and we got the Republican task force on aging under-
way, which was even a forerunner of the House Committee on
Aging.

Chairman Hrinz. That was even before Claude Pepper became
the senior citizens' sex symbol. {Laughter.]

Mr. LANE. We are aging gracefully, Senator. But looking back at
that period of time, our focus was income. Some of our successes in
the income area have given us this opportunity to look at private
insurance, at home equity, and at other ways—annuities and re-
sources, unlocking those resources—for a share of the elderly, their
income and wealth distribution is better than it was 20 years ago.
So, in looking ahead, we are really saying, thanks to some of our
initiatives back 20 years ago, the elderlgogre in better income pos-
tures in many ways, in pensions and in Social Security.

Chairman HEeinz. Larry, thank you. If there are no further com-
ments, | want to thank you all for being very helpful to us. Thank
you for coming, long distances and shorter distances, both.

Ms. VErsNick. May | say one thing, Senator, just a personal ob-
servation. In Kentucky, we do have a facility in a remote area of
northern Kentucky, that has 15 to 20 percent of our patients who
are on private long-term care insurance, and to talk to those resi-
dents, and to know that their assets are not being taken away, that
thev can be cared for and their families can come in, it makes
much, much difference in those families. So it is viable.

Chairman HrinNz. Ms. Versnick, thank you very much.

Our last panel consists of Barbara Matula and Art Lifson.

Ms. Matula, you are the director of the Division of Medical As-
sistance of the North Carolina Department of Human Resources,
Raleigh, NC. Would you please proceed?

STATEMENT OF BARBARA D. MATULA, RALEIGH, NC, DIRECTOR,
DIVISION OF MEDICAL ASSISTANCE, DEPARTMENT OF HUMAN
RESOURCES. STATE OF NORTH CAROLINA

Ms. MarurA. Thank you, Senator. You have also managed to slip
another Pennsylvanian on your panel.

(‘hairman HEINZ. Are you an escapee—maybe we can get you ex-
tradited We would love to have you back.

Ms. Marvira. ] am a coal miner's daughter from Hasleton, PA.

I have also served recently on a national Medicaid reform project
that has considered so many of the issues that we have talked
about today, the heart of the issue being that we lack a national,
comprehensive strategy on how we are going to pay for and provide
long-term care When | say “long-term care,” I do always mean
home care as well as nursing home care.

But this has caused some really serious inequities in financing
that affect both taxpayers and beneficiaries alike, some of which |
think might surprise you.



I, of course, like to beat up on Medicare a whole lot because of its
failure to meet the needs of the elderly in long-term care services,
and I hope that we will not excuse Medicare’s failings, simply be-
cause of their problems with financing now. Any serious look at
Medicare reform has to take into account the issues that we have
heard here today.

But, in the absence of Medicare reform, the States have had to
fill the vacuum, and we have become the major financier of nurs-
ing home care through our Medicaid Programs. Now, last year in
North Carolina, only 16 percent of our over 400,000 Medicaid-eligi-
bles in the State were over 66 years of age. Yet they spent 40 per-
cent of our $567 million budget for Medicaid. And even more shock-
ing than that, three-fourths of what was spent for the elderly in
North Carolina under Medicaid was spent for nursing home care
alone, to benefit 27,000 elderly people.

Folks who are in competition with the elderly—and I have not
even begun to talk about the disabled; the numbers are almost
equal, if not higher—are the poor families and children we thought
we were here to serve. A child in the Medicaid Program is costing
the State about $400 per year for comprehensive care, compared to
the $6,000 a year that we are paying to supplement nursing home
costs for the elderly.

In our State, 70 percent of nursing home revenues come from the
Medicaid Program; 25 percent from private pay patients, and a
scant 5 percent from Medicare.

We feel that about half the patients who enter as private-paying
patients become eligible for Medicaid. The other half do not often
stay long enough to require assistance. Not everyone is in a nurs-
ing home for 2 years or more. Some are there for short-term, recu-
perative stays, and the families struggle, but are able to pay their
costs. But of those who are there for extended care, we feel about
half the private-pay patients end up on Medicaid.

And we have been talking so much about gaps. But I partly hold
Danny Thomas responsible for the misunderstandings that the el-
derly have. They trust him, and they believe him, and I listen to
him, and | get angry, when he says that his medi-gap insurance
policy is going to pay for everything Medicare doesn’t—and that is
the key. This marketing approach suggests it will pay for every-
thing that Medicare does not, rather than admitting it covers only
your portion of costs for what Medicare will allow. It covers that
part of the bill which is charged to you—and that is all that medi-
gap is.

l‘.)Jnf'ortunately, the elderly learn better when they find them-
selves in a skilled nursing home or in an ICF, which is not covered
at all. And while we may be very knowledgeable about the differ-
ences between ICF and SNF, and these acronyms slip off our
tongues. The differences are meaningless to the elderly and to their
family members.

So. during a lengthy nursing home stay, a lifetime of savings and
investments, and finally, property, is exhausted, and the:: Medicaid
will step in. Once the assets are gone, we will step in.

We test income as well as assets for poverty, and that is where
the inequities fall hardest for the elderly. We pay the difference, as
[ said. of an average of about 3500 a month to supplement the $500,
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$600, $700, or $800 the patient has as a monthly income, to pay the
monthly nursing home bill.

It probably will not please you to know that there are also folks
who receive Medicaid who were not always poor, and who did not
become poor because of a nursing home illness, but who received
sound legal and financial advice on how to divest themselves of
their substantial assets in a timely manner. There are limits, of
course, on when they can apply for Medicaid, but those with the
most assets to protect naturally will have good advice, and will be
Medicaid eligible under the same basis as those who first exhaust
their resources. Their monthly income will be applied, and we pay
the difference. S0 we are the ultimate medi-gap insurance policy,
except that we do cover long-term care.

[ will leave to the insurance experts the discussion of risk and
base, and all that, but I would like to make some marketing sug-
gestions to them,

One of your staff told me that I was going to be remembered for
suggesting that we market long-term care insurance under the
term, ‘“‘cover your assets,” because that is precisely what a long-
term care private insurance policy will do; it will protect the assets
of the elderly—and thesr will not be the only beneficiaries. Their
children and grandchildren who hope to inherit those assets will
also benefit. So, concentrate your marketing strategies on the
middle-aged ‘‘beneficiaries,” as well as on the elderly Medicare
beneficiaries.

I would say that—and I am sorry the red light is on; I should
talk faster, but I can’t—I am from North Carolina—the real ques-
tion that we are facing is: Who is our mother’s keeper? The aver-
age nursing home patient is 81, white, female, widowed. Who is our
mother's keeper, and who is responsible for the cost of her care?
Should we continue to make people who face catastrophic illness
pay their own way”? Should we recognize Medicaid for what it has
become and extend its coverage to the middle income? Or, should
we add on something like long-term care insurance, either private-
ly or through the Medicare Program as an option?

Thank you.

Chairman Heinz. Thank you very much, Ms. Matula. If you had
staved in Pennsylvania, I am sure you would have completed your
statement before the red light went on—and covered exactly the
same material. [Laughter. |

[The prepared statement of Ms, Matula follows:|

PrEFARED STATEMENT 08 BARBARA [) MaATULA
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the absernoe ot g camprehensive notional strategy for long-term care ereates i se-
too e s ean health care svstean ared causes serious inequities in finane ng that

A~ the sl Lnd disabled who depend onoat know, Medicare coverage of nursing
b st v s s unimal, ot best Dr Robert N Butler, former head of the National
e a0 A ns snd Wah Medicare, we set up i sastem tor old people that
peneand th weere W0 vegres old U otten has hittle to do with the disorders old
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While it inay be an inopportune time to suggest that long-term care services be
added to the Medicare program with all of its current financing problems, we
cannot simply dismiss the issue by pleading Medicare insolvency. Any serious look
at Medicare reform should include proposals to close the lnug-term care coverage
ga'g in an efficient and cost-effective manner.

he historical failure of Medicare to provide extonded care coverage has had a
major impact on Medicaid expenditures in the States. In an attempt to fill the
vacuum, State Medicaid programs have become the major financier of nursing home
care. In North Carolina, 70 percent of nursing home revenues come from Medicaid,
25 percent from private-pay patients, and 5 percent from Medicare.

Medicaid was designed originally to provide comprehensive primary and acute
care for needy families with children, and to supplement the Medicare program for
the States neediest and disabled citizens.

Last year in North Caroling, only 16 percent of our Medicaid eligibles were 65
years of age and over, yet they spent almost 40 rercent of our $567 million Medicaid
b;xdget. Three-fourths, of their costs or $166 million was spent on nursing home care
alone.

Over half the patients who enter nursing homes as private patients end up on
Medicaid. And while this has a dramatic effect on State Medicaid budgets, it also
has a devastating effect on personal and family budgets.

Too many elderly persons believe Danny Thomas when he assures them that their
Medi-gap policy covers what Medicare doesn’t pay for. The harsh reality comes to
light when the patient needs extended care either in a skilled or intermediate care
facility and Medicare/Medi-gap is not available.

Family members struggle to lup'plement their parents’ monthly incomes to pay
for needed care but a lengthy stay for Altheimers disease patients, for example, can
quickly exhaust a lifetime of savings, investments and ﬁnall{. properg. en the
patient’s assets are exhausted he or she may become eligible for Medicaid which
then pays for the difference between the patient’s monthly income and the bill.

In addition to paying for those who become impoverished as the result of a
lengthy confinement, the Medicaid program is also paying for the care of those who
anticipated the risk of entering a nursing home later in life, and legally divested
themselves of their assets before the need for care was apparent.

The more assets a person has to protect, the more likely they are to receive finan-
cial und legal advice on divestiture. Thus their legacies to their heirs are protected
from the risk associated with extended care.

My pooint is this—that the Medicaid program has become the ultimate Medi-gap
insurance policy covering long-term care services not only for the poor, but the for-
merly well-to-do as well.

This seriously erodes the original intent of the Medicaid legislation and causes in-
equities within and without the population it serves: :

Nevdy families and children must compete for scarce Medicaid dollars with the
elderly and disabled.

The elderly and disabled often lacking sufficient information on long-term care
costs and Medicare coverage or noncoverage of those costs have no where else to
turn

Fersons with considerable assets to protect are more likely to divest themselves of
those assets b receive Medicaid coverage. which was intended for the poor.

Persons who have not divested themselves in a timely manner are left to pay the
full cost of catastrophic illnesses until they become poor.

This is why | believe that in the absence of structural Medicare reform or as an
interim step, the concept of long-term care insurance is a viable one.

o providee incentives and to assure the solvency of such an approach [ would like
tey matke the following observations.

RISK

Onlty 5 pereent of the Nation's elderly are currently institutionalized. With contin.
avd expansion of home and community based alternatives this number should not
merease sentticantly in spite of the inerease in the elderly population. If most of
the- elderly were enrolled in a [TC insurance program iwhich included home care as
well as nurang home ¢iare' there should be a large enough base to cover financial
risks. provided strict measures are in place to control utilization.
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INCENTIVES

A strategy to market long-term care insurance would require an initial education-
al effort to ensure that those at risk understood the current Medicare limits on cov-
erage.

?g planning for retirement, workers need to know that their savings are in jeop-
ardy should’institutional care be required. Early enrollment in LTC insurance plans
may be the only way to “cover their assets” and safeguard their holdings to pass to
their children and grandchildren.

Given this information, marketing strategies should include not only the potential
Medicare beneficiaries but their adult children as well, who, in fact, become the
beneficiaries of the estates if they are protected.

WHO BHOULD PAY?

Unless long-term care services are added to Medicare, Medicaid will continue to
be the primary “insuror” for these services for both the rich and poor alike. We are
faced with the dilemma of deciding either to continue our current policy of requir-
ing those with catastrophic illnesses to roy their own way, or to recognize that Med-
icaid has become a taxpayer-supported insurance prorram for those who plan shead.

Leng-term care insurance could ease the financial burdens on the individual re-

.Qyjsing extended care and on the family members who also stand to lose their in-

heritances.
Government support of this proposal at both the State and Federal levels is essen-

tial to insure equity for taxpayers and beneficiaries alike.

Chairman HEINZ. The next witness is Art Lifgon, chairman of
the Health Insurance Association of America Task Force on Long-
Term Care Insurance.

STATEMENT OF ARTHUR LIFSON, WASHINGTON, DC, CHAIRMAN,
TASK FORCE ON LONG-TERM CARE INSURANCE, HEALTH IN.
SURANCE ASSOCIATION OF AMERICA, ACCOMPANIED BY
JAMES A. DORSCH, WASHINGTON COUNSEL

Mr. LirsoN. And | have never been accused of talking too slowly
so, as a native New Yorker and proud of it, here we go.

I am Art Lifson, assistant vice president of the Equitable Life As-
surance Society of the United States. Today, I also represent the
Health Insurance Association of America. With me is James A.
Dorsch, Washington counsel of the HIAA.

As an industry, we share the concerns of this committee about
the financing and provision of long-term care services for our ex-
panding elderly population.

The current financing of long-term care is approximately equal
between public and private sources. There would appear to be a
growing concern on the part of Government particularly State gov-
ernment, that they will be unable to meet their obligations as the
population ages and greater demands are placed upon the Medicaid
program.

If there is the expectation that the private sector involvement in
fong-term care must expand, which I share, then there is a need for
a public discussion and resolution of at least three items. You
touched upon them this morning, and so I will make my brief com-
ments even briefer.

The first is individual responsibility. To what extent will individ-
usls be held responsible for financing their own long-term care
needs’ Do we as a society expect them to bear an increasing
burden or a decreasing burden in the future? Are we willing to en-
torce existing rules on divestiture of assets or possibly make them
stiffer?
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Savings—what is the purpose of savings? We have recently in-
creased the incentives for workers to accumulate larger capital
assets than they would otherwise. For the most part, these incen-
tives require deferral of receipt of income until after age 69!z, and
therefore are tied in many persons’ minds to retirement. To the
extent that these incentives for increased savings work, and they
seem to be, then we can expect that the future retiree population
will have greater personal wealth than is the case today. In addi-
tion, we can anticipate, because of ERISA and the changing nature
of the work force, that many more individuals will retire with sub-
stantial pensions than is currently the case.

To date, we have not really had a public discussion of what we
expect individuals to do with this increased wealth. Do we expect
them to fund more of the long-term care bill from these tax prefer-
ence amounts? Do we expect them to leave them in an estate? Are
they even aware of what our expectations are, if we know what we
expect of them?

That brings me to my last point—the awareness of the long-term
care risk. Among the general population, even among 656 and 70
year olds, there does not seem to be the level of awareness of the
risk of needing long-term care services that is necessary to provide
incentives for individuals to protect those hard-earned assets.

[ believe that we need a major public education effort in order to
increase the public’s awareness of this risk. Arl;eaginning effort at
that is the report of the task force, which I chaired, on “Long-Term
Care: The Challenge to Society.”*

I am happy to report that the industry will be holding a confer-
ence on December 12 for itself, to educate itself about long-term
care—what the prospects are, what the challenges and opportuni-
ties facing the industry are. Some of the challenges covered in that
report concerning long-term care insurance products include such
things as defining what is custodial care and how does one account
for it: adverse selection; induced demand, et cetera—the pricing of
a product.

There are several prototype insurance policies available in the
marketplace. We are learning from them. The Firemen’s Fund has
one policy that has about 15,000 policies in force, and there is an-
other company which [ am familiar with.

Fach of these new ventures into the marketplace provides the in-
dustry with additional information on the feasibility and viability
of private extended care insurance programs. Private insurers’ in-
volvement will in all likelihood not be limited to insurance prod-
ucts. however, because we are now defining ourselves as financial
services incorporations. Products could also include investments in
life care communities and social/health maintenance organizations.

Finally. we should not lose sight of the fact that some—I do not
know what proportion—of the 50 percent of long-term care which
i< financed by individuals comes from annuities, pensions, and
other income replacement policies sold by insurance companies. |
anticipate that those will, in fact, increase in the future.

CNee A L atetn d
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The industry, my company, and myself, certainly offer our serv-
ices to this committee and any assistance that we can be to you in
exploring this matter further, you just have to call on us.
ank you, Mr. Chairman.
Chairman HeiNz. Mr. Lifson, thank you very much. Your pre-
pared statement will be entered into the record at this time.
[The prepared statement of Mr. Lifson follows:]

PREPARED STATEMENT OF ARTHUR LiFsoN

1am Arthur Lifson, assistant vice president of the Equitable Life Assurance Socie-
ty of the United States. Today, | also ro&ment the Health Insurance Association of

merica. With me is James A. Dorsch, Washington counsel of the HIAA. The HIAA
is a trade association, representing some 335 insurance companies. Our members
u{‘rite over 85 percent of the health insurance provided by insurance companies in
this country.

We appreciate this opportunity to comment on financing options for long-term
care. We commend this committee for identifying long-term care as a r health
so{)i;y issue. This important and complex problem requires thoughtful and balanced

ebate.

As an industry, we share the concerns of this committee about the financing and
provision of long-term care services {2 our e ding elderly porlation.

More than 2 years ago, an association task force was established to explore this
issue. A report, “Long Term Care: The challenge to Society,” produced by the task
force, is attached. In December, an industrywide conference will build on the task
force report and expose industry representatives to the range of long-term care
issues from a variety of perspectives. o

Industry representatives have participated in numerous conferences and hearings
called to bring interested parties together to begin a broad based effort to resolve
some of the problems. In addition, individual companies have set up groups to ex-
plore the feasibility of private sector participation.

In its deliberations, the HIAA Long-Term Care Task Force identifled some of the
problems associated with the development, administration, and marketing of a long-
term care product. These problems are not trivial. Solutions are not easily arrived
at. And even if poasible solutions are found, these will have to be tested in the mar-
ketplace to see whether they will work.

Some of the areas which pose problems for the health insurance industry include:

The need for better tools to assess the level and type of care required for peo’ple
who often have multiple physical problems, sometimes accompanied by mental im-

irment. Care needs may shift from highly skilled health professional services to

ower levels of custodial care.

The question of how to deal with custodial services which account for a large por-
tion of extended care needs. The industry is geared to deal with medical and medi-
cally related problems. The range of activities of daily living—bathing, dressing,
‘eeding —and companionship and other social support services falling in the custodi-
al side of the care spectrum are beyond the current scope of insurance coverage.

Adverse selection, where demand is concentrated in a high risk population, is also
of critical concern. If a balance between high- and low-risk insureds is not main-
tained, premiums may not cover claim costs, threatening the financial stability of
the program. To compensate, the premiums may be raised to a level which would be
attractive only to those most at risk, thereby compounding the selection problem.

There 15 considerable uncertainty about the additional demand which will be gen-
erated if long-termn care coverage is offered. Little is known about the extent of care
currently being rendered by family and friends. Projected utilization, a critical
fuctor in premium pricing, offers considerable challenge to underwriters and actuar-
108,

Priciny difficulties abound for a benefit paid out years after premium levels are
wt The rates have to reflect dynamic risks such as cost inflation, consumer tastes,
consumer income, technological advances, and new care modalities.

A regulatory framework, conducive to the development and marketing of long-
term care products has yet to be developed. For example in California, home care
benefits are deemed to be more akin to disabili;y income coverage, than to tradition-
al medical expense coverage. Prefunding benefits at younger ages will invelve con-
sideration of cash values. A practical regulatory framework needs to be shaped to
accommodate the successful underwriting and marketing of longterm care coverage.
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Other areas muiring further examination include ways to educate consumers to
the potential need and costs of long-term care services to heighten awareness of the
desirability of factoring long-term care requirements into retirement planning, the
structuring of products for the under-65 population, and the development of incen-
tives to encourage the purchase of long-term care coverage.

We are dealing with an uncertain environment. Gathering supporting data and
experience will be a costly and time consuming process.

The commercial health insurance industry is involved in long-term care financing
on a limited basis. For example, the Fireman’s Fund has been test marketing for 10
Kears and currently has about 15,000 policies in force. Over the years, the policies

ave been modified to reflect experience and various State regulatory restrictions.
Coverage is for a maximum confinement of 4 years in a skilled nursing facility, a
duily benefit of up to $70 and a 20- or 100-day elimination period. Because of con-
cerns about jeopardizing the plan, the company is proceeding cautiously in order to
gain a thorough understanding of the product.

The United Kquitable Insurance Group has marketed some form of nursing home
product since the mid 1970's, and current policies in force exceed 60,000. The origi-
nal plan, covering 1 year of skilled care, was revised 4 years ago to cover 4 years of
skilled care and up to 12 months of intermediate or custodial case at a reduced level
of reimbursement.

Each venture into the marketplace provides the industry with additional informa-
tion on the feasibility and viability of private extended care i~...rance programs.

Long term care may well be the major health policy issue in the comin decades.
The industry and individual compaiies are exploring the problems and seeking solu-
tions Both government and private resources are required to meet current challeng-
es and plan for the future needs of our expanding elderly population. The Healt
Insurance Association of America stands ready to join in the public debate and
offers its assistance to this committee as it deliberates this pressing national prob-

lem.

Chairman Heinz. Those three bells mean that we will have a
quorum going live in about 7 minutes, so I will not be able to ask
you all the questions I want to ask you, but do not worry, I have a
few.

Ms. Matula. you have had some experience as I am aware, with
the 2176 project; is that not correct?

Ms. Matula. The home and community-based waivers?

(‘hairman Heinz. Yes.

Ms. MatuLaA. Oh, yes.

Chairman Heinz. Do you think that those projects will yield
useful information and data to assist private insurance companies
in developing long-term care. or what I prefer to call independent
living insurance policies? I prefer it, because I do not think they
made a lot of money selling death insurance 1t life insurance is
insurance against death. I would prefer to call it not nursing home
insurance. not home health care insurance, not insurance against
some long-term, debilitating, crushing illness, but independent
living insurance, which is the benefit that it conveys.

What do you think?

Ms. Marura. I like independent living insurance. I think that is
excellent.

I know that the States could teach the insurance industry a
great deal from what we learn, if we ever get an opportunity to put
these waivers into effect. If I were giving them any advice, | would
say that they are lucky they do not have to deal with our Federal
friends. who are not willing to grant the waivers to the degree that
we need them to experiment.

Chairman Hrinz. Furthermore, you have met the enemy, and it
is us. [Laughter.]
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Ms. MarutaA. Our friends in EOMB do not believe that home and
community-based services are at all cost effective. They do believe
that we will be serving an entirely new population. And, rather
than give us some opportunity to prove or disprove the cost effec-
tiveness, we are being hamstrung and just choked to death on
these waiver requests.

So, should we ever get them, I am sure what we learn will be
helpful to the insurance industry.

Chairman Heinz. These waived programs, some operating for a
few years now, will offer useful information. I guess my question to
Nllr. lLi"fson is, are insurance companies watching these projects
closely’

Mr. LirsoN. Well, we are aware of the projects which have exist-
ed to date, and are aware of the new experiments that are taking
p}l‘ace. and, yes, we are looking and anticipating the results from
them.

Public programs and private insurance, though, are horses of a
different color. In many cases, the public program, one is entitled
to; the private insurance program, {ou have to reach into your
pocket and want to buy something. I think that is a fundamental
difference in terms of looking at the population.

Chairman HriNz. Ms. Matula, do you have a comment that you
want to make on that?

Ms. MaTtuLA. Oh, yes. I do not know if it is worth repeating.

Chairman HEINz. It may be worth repeating it.

Ms. MatuLA. The public health programs have taught the insur-
ance industry a great deal on how to be more cost effective, and I
think we can teach them the same in the home and community-
based services area, if given a chance.

Chairman Hginz. Mr. Lifson?

Mr. LirsoNn. I have no objection to that statement at all. In fact, I
endorse it, and it is absolutely true. The States were under a lot
more pressure before our customers, fortunately, woke up.

Chairman HEeiNz. Ms. Matula, short of expanding Medicare to
cover long-term care, what can the Federal Government do to work
with State governments to improve coverage?

Ms. Matuta. I think that we need to separate the Medicaid Pro-
gram into the two distinct populations it serves, and then untie the
elderly and disabled who need chronic care, chronic illness care,
from those artificial eligibility requirements. This institutional bias
that you hear about occurs, in part, because we are bound to eligi-
bility requirements that apply to AFDC families, who probably
have no assets, whose income is their only measure of poverty. I
think that if we did that, and we took Medicaid out of this all-or-
nothing approach, we might be able to help the middle-income and
lower income elderly pay for their care without paying for all of
their care. It would be a way we could help.

Chairman Hreinz. What exactly would you do?

Ms. Matura. We would have to amend the eligibility laws as
they stand——

Chairman Heinz. Oh, I understand, but how would you ckange
them? Give me a specific example of how you would in fact change
the eligibility laws.
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Ms. Marura. Right now in North Carolina, for the medically
needy who are aged, blind, and disabled, I am limited to setting
their monthly income standard at one-third higher than AFDC. So,
I may be limited for a single, elderly individual living at home, to
$200 a month to pay for all their living expenses—unless, of course,
they are on SSI. If that patient, if that client has a $500 per month
Social Security check, he or she has to pay $300 of it on health care
before I can give him or her a Medicaid card to help pay for home-
based care. But if that client goes into a nursing home, we will let
him keep $25 and apply the remaining $475 to the nursing home
bill, and we will pay as much as $1,000 a month for his care. 'f we
could use a different income standard to provide at-home care for
the elderly and disabled, a more liberal and a more generous one
that recognized the cost of living at home, we could serve the
peog‘le in the community much better and much more cheaply.

Chairman Heinz. Mr. Lifson, in the limited time I have, let me
turn to what your task force discovered. It seems to me from some
of the comments | have heard—you have echoed a few of them—
that insurance companies seem to think there are an awful lot of
unknowns—you mentioned adverse selection, for example—and are
very nervous about knowing how to insure long-term care.

Should [ he picking up here that maybe many companies are
using these as a reason to not even test-market any product?

Mr. LirsoN. No, | do not believe so, Senator. I think these are, in
fact, legitimate concerns, concerns we have when we enter almost
any new product, almost any new service. We are putting up hard-
earned capital, and even the test marketing of a particular product
can be a very expensive operation, so one has to be very careful
with, in my case, my policyholders’ money, and, in other compa-
nies’ cases, their stockholders’ money.

These are real concerns. We are learning. Thore are a number of
companies who have bit the bullet and have gone out and are mar-
keting produsts, are reporting their results—I think favorable re-
sults on their part will lead others to enter the marketplace.

Chairman Heinz, You work for an insurance company in addi-
tion to having headed the task force. Are you a marketing man or
an actuary?

Mr. Lirson. I am neither, Senator. I am a social worker by train-
ing who happens to be responsible for government relations for the
group department of the Equitable, including paying Medicare
claims in four States.

Chairman HEINz. That needn't disqualify you from answering
the question | was going to ask you, anyway. {Laughter. |

Going back to adverse selection, what about the idea of using the
medi-gap policies that are out there—which two-thirds of the elder-
lv have—as a vehicle for long-term care? It seems to me that
makes a lot of sense. because in a sense. one of the barriers to suc-
cessful market penetration here is senior citizens' perceptions that
they are covered by medigap policies. or Medicare, or both, and
talk about a better mousetrap—people are in one, and do not know
it. and vou have an opportunity to really redesign the entire situa-
tion. What about that? Is anybody building off of their medi-gap to
kind of have a super medi-gap?
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Mr. Lirson. My company is one that has never been in that
market. The Ejuitable involvement in the supplemental medical
insurance market has always been on a group basis, so I cannot
talk for the Equitable. I do believe, though, some of the members of
my task force came from companies who were, in fact, in that
market. I believe that they are, in fact, exploring just the sort of
thing that you were talking about. Whether or not they and their
managements will make a decision to enter the marketplace with
it, that, I cannot tell.

Chairman Hreinz. What about the notion of spreading the risk
more broadly by marketing policies not just to the elderly them-
glqlvgs. but further, earlier down the income stream, such as to fam-
ilies?

Mr. LirsoN. I personally believe that one of the keys, if we are

oing to be successful in solving the financing problem, is increas-
ing the awareness of people at yuunger and younger ages of their
potential risk, so that they then can make provisions to protect
themselves from that risk. One of the answers for that protection
could, in fact, be insurance, but I would not limit myself to insur-
ance. People seem to be able to plan increas %ﬁly well for their re-
tirement and meeting their income needs. They are unaware in
doing that planning, however they do it, of their potential risk of
meeting long-term care services.

I am convinced that if they were aware of those risks, an increas-
ing portion of the population could finance out of income and
assets their long-term care needs—and that would include pur-
chase of insurance, but it also could include annuities and a wide
variety of other things.

Chairman HEeINz. The private pension industry is booming,
either because of or in spite of—depending on who you listened to
last week—ERISA. And the reason so many—close to half, as I
recollect, of people are covered by a pension, either defined benefit
or defined contribution—is probably twofold: First, they have been
collectively bargained for, and second, they have received tax
breaks, the same way as employer-based health insurance has re-
ceived tax breaks.

To what extent, first, are tax breaks needed for long-term care
insurance, or if someone had a policy that was offered by employ-
ers-—let us say it was or was not collectively—bargained for, but it
wus the kind of thing we have been talking about today, not just
nursing homes, but we found a way to solve some of those other
problems—would it be eligible for the kind of tax treatment we
nov: accord health insurance?

Mr. Lirson. Well, T am not a tax attorney, but I would surmise
that an ('mplt)yvr-six,nsored plan under current rules would, in
fact, qualify currently as—-—

(‘hairman Heinz. So tax pelicy is not a problem here?

Mr. Lirson. It depends upon how you define it. Let me defer to
my counsel, here.

Mr Dowsen. I have to point out, Senator, that you are 100 per-
cent correct as to what the situation is today. But when 1 listened
to the dialog about care at home, and your conversations with Sen-
ator Warner, about the need for tax incentives, and I look at the
chart up there and see what the elderly are spending now out-of-
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pocket, more and more of that money is coming out of the pension
plans provided at the workplace, as well as group life insurance
and group health insurance. But there is a very strong move afoot,
as | am sure you are aware, in the tax-writing committees, the
Treasury Department and the IRS, to cut back on those tax-favored
plans, which we believe are moneys very, very well spent to care
for our senior citizens, in their old age

And whereas this committee is going in one direction, I might
say that perhaps one hand doesn’t know what the ¢ .ier is doing,
and other parts of the Congress are going down a road that is 180
degrees from the road that you suggest.

Chairman HriNz. There is an administration proposal to cap
health insurance to the employee who is a beneficiary of health in-
surance, to $125 a month or whatever it is. I do not know of any
similar effort witk. respect to pension benefits.

Mr. DorscH. Well, there is certainly a great deal of discussion
that centers around capping all employee benefits, and there is al-
ready a cap on group teri) life insurance. The Ways and Means
Committee is going off on a retreat next week to discuss overall
deficit reduction, but they have just had a hearing, as the Senate
Finance Committee has, on the taxation of all employee benefits.

Chairman Hrinz. Nothing, no barrier, should be put in the way
of the House of Kepresentatives when it comes to deficit reduction.
They need a barrier-free environment.

I sense that the thinking on long-term care insurance has tended
to revolve around either new products or building off of he:lth in-
surance products. Am I wrong in thinking that no one is really
building off of retirement plan products?

Mr. Lirson. I think people are beginning to—you know, we are
rather new to this, and we are learning all the time. I think life
care communities, which is one way of socializing the expense and
the risk of long-term care, is one item which I think a number of
companies are looking at, and that would not, obviously, be strictly
health insurance involvement.

There are other items, such as social HMO's. | hapfen to be on
the board of one. It is a very interesting sort of thing. It is just get-
ting off the ground. We are in the business of making investments,
and 1 think if they prove out, they will be a pretty clear way of
melding delivery needs and containing the expense and managing
ihe care that people need.

Chairman Heinz. The Ways and Means Committee may have put
a nail in the coffin of life care cominunities by prevailing in confer-
ence on the imputed interest issue, so that it is now very difficult
for a senior citizen to make a downpayment to a life care facility
under most of the arrangements that are required without some-
body from the Internal Revenue Service coming along and saying,
“Somebody owes us a lot of money here.”

Mr Lirson | was not aware of that, Senator, and we will, of
course, have to look into it

Chinrman Heinz, Lurge you to look into it.

Mo Matula, [ have noticed several indication of the desire to be
recoernized. when Mr. Lifson was speaking 1 did not mean to si-
lence you.
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Ms. Matuta. If educational opportunities were effective, we
would want to buy into long-term care insurance as early in our
working lives as we possibly could, so that it would be the cheapest.
Could there not be another block for the Medicare Program that
were such a program, that was optional, that would entitle you to
benefits only if you had contributed throughout your working life,
as you do for your hospital insurance, as we do for our Social Secu-
rity deductions.

Chairman Hginz. I think that is an interesting idea, and it really
was behind my questions on building off of pension plans.

Ms. MaTtuLa. Optional and tax exempt.

Chairman HEeiNz. Because there are great incentives for people
to get into pension plans at an early age, due to the way vesting
and accumulation of benefits tends to accelerate, and the sooner
you get in, the better it is you are.

Ms. MatuLA. The risk should not be bad. Only 5 percent of our
elderly now are institutionalized. Not everyone who retires goes di-
rectly to a nursing home. I think that it could be handled. But the
broader the base, and the younger the working population contrib-
uting, the cheaper it would be for all of us.

Chairman Heinz. 1 thank you all. 1 regret we are going to have
to adjourn the hearing.

Thank you very much for your excellent policy suggestions, and
we look forward to continuing to be in touch with you.

Thank you all very much.

[Whereupon, at 11:56 a.m., the committee was adjourned.)
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APPENDIXES

Appendix 1
MATERIAL SUBMITTED BY WITNESSES

ITEM 1. MEMORANDUM, “IMPROVED COVERAGE FOR LONG-TERM CARE
INSURANCE,” SUBMITTED BY LAURENCE LANE, AMERICAN HEALTH
CARE ASSOCIATION, DATED AUGUST 38, 1983

As we discussed during our meeting 2 weeks ago, there is a very strong consumer
demand for private long-term care insurance which covers both facility-based and
community-based services. This point was emphasized during the May 15 AHCA
Policy Forum on Private Long-Term Care Insurance. While fully izant of the
resistance which you are confronting from underwriters in expanding long-term
care coverages, it is imﬁortant to emphasize the need for a balanced policy which
reflects payment for both institutional and noninstitutional services.

The following are several ideas which 1 believe might assist in improving cover-
ages. These ideas are formulated using ﬁmr directive that policy expansions must
be "evolutionary.” not “revolutionary.” These are professional ideas based upon con-
«rxerv&tive assumptions and do not necessarily reflect association or personal pre-
erred actions:

(1) Continuum of Care Coverage

The policy which offers the most options to the consumer to have some control
over the care determinations made upon their behalf will be the most marketable.
There is a consumer preference for professional services in the home. A meaningful
long-term care policy must address this market.

Attachment No 1! is a "Healthcare Financing Review" article on Medicare's ex-
perience with part A coverages. Four distinct care options are witnessed. The most
prevalent pattern for part A is inpatient hospital without followthrough care (90
percent cases/¥3 percent cases age 85 . ). Hospital care followed by home heaith
ageney care constitutes the second most prevalent pattern (5.2 percent of the cases/
T3 percent of the cases are 85 + 1. Hospital care followed by skilled nursing facility
care occurs in 4.3 percent of the cases, but is witnessed in 8.5 percent of the cases
for individuals over the age of &i. Trilevel services thospital, skilled nursing and
home health? occur in less than 1 percent of the cases, but slightly over 1.2 percent
of the cases involving someone over the age of .

Recopmizing the limitations of applving Medicare data to actual long-term care ex-
periences, this information suggests exposure following prior hospitalization 18 not
i risky s pereeived  1U also points to three distinet post-hospital care patterns
which should be considered in designing a policy, i.e., tis hospital to home care, (i)
hospital to nursing home and i} hospital to nursing home to home care.

o Lamited Exposure Insurance Approuch

Current ainsurance expertence has confirmed the insurability of long-term nursing
hame care: The indemnity based payment following prior hospitalization and a spe-
utie exclustion period permits a dollar calculation of high and low range insurance
exposures This experience provides a definable base for modest changes 1n the ben-
»1it which qr respond to consumer demand. 1iid otfers greater flexibility in care pat-
terns and ane reduces the incentives for inappropriate placement.

Consicderation should be given to the following benefit options.
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tion A: Hospital—nursing home.—Coverage as discussed in our correspondence
of June, providing 3 to 4 year indemnity policy with exclusion period, indexing of
the indemnity to a trending factor which safeguards the purchasing power of the
insurance.

Option B: Hospilal—nursinﬁ home care.—Specific provision over and above the ex-
isting marketed policies which provides an incentive for discharge from the nursing
home tperhaps a month or two full indemnity transition) and a followthrough bene-
fit determined as a percentage of the transition benefit for a defined timeframe.

Option C: Huoapital—hon_ care.—Experimental coverage which offers an option
for discharge to the home for professional services, with the indemnity set as a per-
centage of the inpatient nursing home benefit, total benefit capped at the mean cost
experience with inpatient nursing home trended forward for a timeframe actuarial-
ly determined (with potential to broaden coverage based upon actual experience).
Policy could include exclusion period similar to that in the nursing home

licy, however, a shorter exclusion period might discourage inappropriate nursing

ome stay while encouraging use of the less costly policy coverage (less costly be-
cause the indemnity has been reduced).

ideally, a reiationship could be developed among the care options which would de-
termine the <oats inolved of restoring existing coverages. For instance, individuals
exercising option B could preserve a dproportion of their option A coverage; likewise,
individualg exercising ortion C could continue to have available a portion of their
option A coverage. A policy rider could be developed which offers the optional cover-
ages of a restorable benefit, however, it would appear the initial costs of this provi-
sion might be too high for the mass market.

13 Gatekeeping

One of the areas which requires careful review is the gatekeeping function. Most
policies (i) mandate prior hospitalization, tii) npecific exclusion period before benefit
begrins, tiii) require physician certification, (iv) define a path of services, and (v)
allow for claims reviews. Reviewers are based upon medical determinations without
consideration of {i} social circumstances which mandate facility based services, (ii)
imperfections of levels of care determinations, (iii) appropriateness of geriatric as-
sesament, and (iv) appropriateness of placement. Few of the companies underwriting
existing policies have sufficient risk experience to standardize claims review.

Inspite of the imperfection in these controls, they have served to deter abuse of
the policies. An extension of coverages to home care under these existing controls
might not induce as much demand as envisioned. First, while the prior hospitaliza-
tion screen is ineffective as a control, it often triggers Medicare coverage which pro-
vides extensive home care assistance. Second, the controls imposed upon nursing
homes are often “piggy-backed” upon public programs, i.e., licensure, certification
and classification. This precedent could be carried over to home care, thus limiting
the absolute number of providers eligible for payment through the program. Third,
a path of services could be prescribed in the home setting comparable to the step
down in benefits used in some policies differentating skilled and intermediate, inter-
medinte and custodial services. In the home setting. it is possible to distinguish ben-
ofit corerige and iademnity, ie . services must be provided by a certified agency
and consist of nursing plus another service.

Understanding the constraints upon you to consider any home care option timid-
Iv. consideration might be given to proceeding with the above options and then de-
veloping a more encompassing pilot demonstration. Enclosed? is a second "Health-
care Financing Review” article which discusses nursing home preadmission screen-
mg A~ vou consider HMO relationships and relationships with long-term care
public programs. you might desire to consider contracting arrangements with exist-
ing services to improve screening decisions. Ta: Department of Health and Human
Services has funded a number of channehny programs and service improvement
projects It might be to your long-range nterest tn work with one or more of these
demonstration sitey offering extendew.  veiage ilus willingness to experiment
could gve verr vitlusble information, we 0 ahance public awareness of your prod-
uet and extends good wll in the long-term care marketplace.

¢ Retarned 1n committee files
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ITEM 2 PRIVATE INSURANCE FOR LONG-TERM CARE- AVAILABILITY, PROBLEMS, AND
ACTIONS, PREPARED BY LAURENCE LANE, AMERICAN HEALTH CARE ASSOCIATION

ARCA IRITIATIVE ON LONG TRIM CARE INSUSANCE

In remposse to the preceived need for eshancing private seotor finanoing
for long terw care services the Division of Pederal/State Relations has undertaken
- an intensive review of the potential for long term care iasirence. As the folladdng
review of aotivities indicates, there is a significaat potential for a private

e tasuragoe reaponse to the paysent for long term care servioces. T7This report
. will:

, provide a5 assesament of surrent policiss,

" dissuse thke reasoca for the marksr’s failure 0 provides coverage,
identify on-going asotivities, and

make recoamendations fop additional AHCA iovolvements.

(1) Imakzromad:

Skiilled sursing care, and related forma of extended ocare, ‘uch a3 home
health care, laterssdiate care anu domiciliary oare, have become an inoreesed
source of nationsl expenditure, inoressing “eafold between 1960 and 1980 (Gollub/SRI

Lt latermtionsl, 1983). Porty-three (43) perceat of outlays for nursisg home

I care case from private sources in 1977 (NCHS, 1979). HCPA data indioates that

- for the yeer 1379, of the $17.8 billion expended for nureing home oerse, 7.7
bl.llon reflect private funds. Private inaurafce ia eetimated to ocostritute
only $117 etllion of such auss (HCFA, 1983). WNursiag home ezpensea are cited
sy the largest catastropnic expense for those aged 65 and over (Birndaum, 1581).
Ares 3peoific data sccumulated by JAQ suggesats that & aigaifiocant number of
nursing nome residents eanter 23 private pey petients acd becoms eligible for
Mecicaid after exhauating their reascurces. For szample, ia Minomsota, dats
tndicates %hat ope-fourth of the pat.ents admittel ta Madicaid coverage in nursing
acmes between 1777-1379 had actually entared nuraing houss at soms point earlier
as private pay patieats and sudsequeatly cogverted to Medicaid (a0, 1983),

lind

The two features cf the struoture of the aursing home irdustry which sakes
L% anique are 'he Limited capacities of ita consumers and the dominance of government
as toth payer for nuraing home services and regulator of the aotivities of the
tnguatry (Jogel, 1983). The National Center for Heslth Care Statiatics found
ta8t 3a one JAYy L8 1977, sixteen ‘16) percent of the 1.3 aillion reeidents nad
uean there from thres (3; to five (5) years, and thirty-three (33) percent from
Jne. 1) %o %hree ‘31' years. dktile the median length of atay for nursing hose
reeidents op ke day of *he survey was under three (3) monthas -~ {seventy-niae
Jays. -- a susll proportion of reaideots stayed far longer, so thet the average
stay was calculated as being over one(!) year -- four hundred and fifty aix
4ays NCHC. '373), A statistical 30del developed by ibe Jeneral Accountiag
JfrLi:e suggeats two pr-files of rursing home reaidenta, one with charaotertstics
of snort~stay .average of iess than two sonths of residency., and one of a .onger
3%ay IWC and ore naif years averasgei ‘Genaral Aacsunting Offlce, 1983).

Ty, axamiae he pasenti_l role 3f private floancing of long term zare, it
tx lapnrrant %o nderstand “ae resour~es of 1ifferent groups of <he «ljerly.

]
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Ia 3 Juse 1933 preliaisary report to the 0ffi0e of the Assistast Seoretary for
Flasaing snd Evalustios (ENS), ICF, Iso. (a Washiagtea, DC coasultiag organisatiocm
apeolalizisg in pecsion aad sctusrisl calculetions), provided e detailed snslyele
of 1ac0me asd rescurdces of the elderly. Aecerding to the research, if elder
Perscns had the oppertusity to *sammitise® thair inoome axd rescwrces,

one=third (333) of elderly ccuples amd over otesquarter (26%).of single persons
had vealth which could produce an aamual asmuity valus of $5,000 or more. Adiusting
this smout for 8ge using setuarial sssusptios projections, the research indicates
that alsoet forty (30) percent of the elderly over age 80 could convert their
assets iato an anmauity of $5,000 (ICP, 19831)., Such fisdiange sre consistent
with the data oollected by the Netionsl Ceater for Nome EQuity Comversion (Sobolem,
1983). Separste frem the amiysis iscluding rescurces, ICP estimsted the perces

of families to vhom lomg ters care sight be sffordabie desed upon availadle
iacowe. As abown below, o eignificant share of the elderly could afford presiuns
which would be lese than ten (103) perceat {five (53) percest] of cash income:

ICP Eatimates of Affcrdability et 108 (%3) of Iacomwe:®

Age 65-69 Age T0=74 Age 7%-19 80«
mrried
couples d23 (50%) 678 (27%) 188 (123) 233 (63)
single
psrsons 808 (asg) 658 (27%) Mg (163) 293 (108)
total 813 (47%) 663 (273) 803 (138) 278 (93}

. s3susing so ancual presiul is 1983 dollars for an iadividual age 65-69
of $AS0, T0=78 of $5%0, T73=79 of $775, amd &0 and over of $900. Fremiuas
for wuples are twice these levels.

(2) Asseamment of Curreat Palisies:

Private tnsurance offers qne of the msors premiaing of the sarket approaches
%0 ucdervwrite the ooats of long term oare. For yesars, there wvas grest hesitation
by *he iasurance market to provide health benefita to older peraons. During
*ne x1d=1950's thia darrier wvas sucaesafully pierced with the advent of group
vslan coverage for retired teachers and retired yi-ofeseionals under the auspices
of the Nationi. Netired Teachera Aasocistion/American AascaistioR of Retiled
Persons. While the market remained small, in part becauza of the political
Jebate for a Federal program, there was a positive growth curve hrougkout the
ducaide prior to Hedicare. With the advent of Medicare, the focus of t%e health
iraumuce Industry shifted to a supplemeatal role providiag coverage of deductiblea
aod cotlaasurasace features. During tha 1970'a this market grew subdstantially.
Aceording to ane recent anslysis, sdout two-thirds of the aged popula®ion had
private insurance supplementsl to their Medicere coverige (Carroll & Arnett,
931, This coverage was primrily purchased by the :adividual.

43 the zaprcet for supplemental inaurance, the so=called Medigap iasurance,
grev juring “he a3t 4decade °he denefity altered to oeet the competitive demand.
*a 974, less than iz 3illitom '46,300,300) supplemental {nsurance policiss indicated
overage for nuraing nome care of any type. Nigeteen seventy-nine (1379) data

2
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indicates more than 8 doubling of woverage with over thirteen aillidon (13,000,000)
policyholders receiving eome Medigap coverage for nuraing Bose services. At
the same time, the mumber of ladividuals covered by a supplemental health insursanoe
svisay osly grew by about three miilica (3,000,000) polioybolders (Carroll &
wsnete, 1981). This data would suggest that nearly half of the elderly (estimate
of 488) bave some coverage for at least a sbare of the costs of sursing bome
oAre. Unfortunately, the depth of coverage appears to be tied clossly to the
coverage afforded by Medicare. Thus, while the breadth of coverage bas been
extended, the depth of protection haa remained limited. Most of the nursing
bose coverage afforded by Medigep policies pays for required deductibles and
coinsursnce mandated under the Medicare program for skilled nursing care between
the 21st and 100th day. Some polioies are slightly more gemercus providiag
4 fixed number of days of payment in a skilled sursing facility but deliait
their coverage to utilization controls of the Medicare prograa.

An ettempt has been sade by ICF to estimate the size of the pojulation
which has heen eble to secure iasurance coverage for long term csre services
acre extenuive than those covered by the typical Medigap policy. The prelimisary
estimate suggests that upwards to fifty thousand (50,000) individuals 31ive been
able to seoure market coverage for comprehensive long ters care services (ICP,
1983). 4 composite of the ressarch svailalle suggests the follswing cospanies
as providing offerings covering long term care:

Firesan's Fund, San Rafel, Ci

Federeted imarican Life/Sterling Credit Life. Spriogfield, OH
Masagchusetts Indesaity and Life, At. Louis, MO
Great Republic Life, Seattle, WA

United Equitable lnsurance, Skokie, IL

Heaith Insursnce Corporation, Milwaukee, WI
Equitadls Life and Casualty, Salt Lake City, UT
Iemper group, lLong Qrove, IL

Marchants and Mapufacturera Insurance, OH
Pacific Benefits, Seattle, WA

Naticmal Foundation and Lile, Oklshoma City, OX
Columbia Accident and Health, Blocmsdurg, PA
Mutual Protecticn Iasursnce, Omsha, NE
Teansgore Life, Fort Worth, TX

00000000000 O0OCO

Limited policy .oversge:

Prudential (AARP Plans and other group coverages)
Sankera Life (reportedly a supplemental rider)
Mutual of Omaba (reportedly a supplemental rider)
American Life and Casualty

a Astna (limitecd offerizg as 8 supplemental p:dep)
Montgomery Wards [NAMP group plan)

Coiontal Penn (old AARP plan)

0 00 0

o o
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Group of feringa:

Blue Cross of North Dakota /»tiil experimental)
Blue fross of Southern Calirorais (Ultracare -~= HMD Plan)
Onited Auto Workers/Biue Cross of Michigan

S/ of Brookiyn (RlderPlan)

S/1MD of Portland (Kaiser)

0000O

Attackmeat #1 1s a summary of the four most cited long ters care plans offering
coverage as taken from the ICF June 1983 report. Attaohment #2 sre susaaries
of additional plsns reviewed by Mark Meipers of the Nationml Ceater for Health
Services Research.

It is moat important te note thst the available offerings provide indemnity
benefits for extended Aursing home stays. The begefits vary wizh regard to
the amount cf indemni:y paid, the lesgih of time benafits are provided, the
waiting period befare bensfits beccms effeotive and the conditioma upos which
benefits will be peid. The indemnity bensfit limits the losurer's liability
and reduces the risk of providing lasurance. Many of the imitial health policies
usdervritten for older person, including sost of the group plan policies sarketed
through the American (sscoiation of Retired Persons vere indemnity coverages.

. Another chsaraoteristic of the curreat policies is a deductidle or a reduced
benefit period as & wsans of ocontrolling unnecessary utilizatioa. Most of the
existing policies limit their benefits to faoility based services, although
it is possible to get a rider for homs based care, Attaohsent #1 provides saveral
good exsmples Oof the variety of coversges for custodial sad intermediste care
benefits. Likewise, most of the current polioies restriot benefits to a period
of three or four yesrs.

Presiuns for most of the avaiiuble polioles sre aged rated, i.e., premiuns
incresse vith the age of initisl iacursace purshsse. This practice has bdeen
questioned by Meiners in his writings. Msrk has developed 8 prototype policy
for the National Center for Health Service Research whioh suggests financing
similar to s whole life insursace policy with level premiums. The age related
approach i3 sore analogous to term life insursnce. It is unclesr whether the
current debate on disorimination agsinst wamen in insurance coverage will impact
upon the development of 8 long term care benefit. The sged rated benefit could
be shown to factor the longevity of women, and, therefore, have an elemsat of
discrimination.

Most of the curren: plans bave elabdorste utilization controls. Thess inciude
the use of one or eore of the following:

medical soreens and physical examinations

sre-existing condition limits

Jrior hoapitslization requirements

restrictions on soverage for mentsl, alcohol and drug relsted requirwments
definitional restrictions on types of coverage and services purchased.

oOwvwaos00
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As emphasized by the ICPF data, the msrket experience is limited. While the
tusber of policies purohssed has grown, the utilization of the coversge has
limited dooumentation. Thersfore, it ia difficult to define the range of servioe
utilization,

(3) Aessess for Lixited Markat Develosmest:

Several resesrohers have explored the problems of developing tasurance
versge for long term care., fLach bave oited their findings for the slow expansion
of the private sector iato this important ares of coverage.

In perhaps the most eszhaustive atudy of the sujeot, Mark Meioers suggests
the following faotars which be charscterises as *mariet failures:®

o traditiosal insurance comsoerass of adverse seleotion, moral hasard,
ddainistrative diseconomies, and premius pricing difficultiea dus
to inflation.

-] sbsence of reliable data on vhioh to base estimates of utilization,
costs and experience.

(-] atate imsurance regulations which inhibit or prohibit coverages.

-] tae availadility of publio long term care prograans which serve as
23 safety net for those whko are poor or MYy become poor.

o COnSUBSF preference for firat dollar coverage.

° consusers under eatimation of their potential oeed for long tern cars
coverage and over estimation of the availsbdle coverage of their
existing iasurance policies aod of publioc prograas.

This latter point i3 perhsps soat important, Weiticg in the ANCA Journal
tWo years ago, AMP'e staff {nsurance expert Mon Hagen pointed to several additional
probless: sisinforastion, deception, and lese than oomplete understsnding of
“be potent.il polioyholder's coverage and its limitations, Asgen also suggeaca
that the restriative underwriting requirssents to coapensate for insurance riak
aight be a significaat earket disinceative. MHore recent papers Lrepared by
Or. Friedman at Northwestern University and by the staff of the Health Consortium
At Sraodeis reiterate these pointa as market probless,

In looking at this list, it is interesting to aote that the experience
of msdical screens for both Fireman's Pund and Paocifio Benefits document that
they aave rejected a greater gumber of applicants uader the age of 65 than over
the age of 65, indicating that adverse seleotion ia the purohase of long term
care iansurance aay be a greater problees for the younger age group. Pacific
Senefits has alao dooumented a rejectiogn of policy applicants over the age of
40, but the experieoce has been limited coapared to the total applicant pool.
Jurreat policies :end to restrict coverage through the use of pre-existing conditions
ra3trictions and coverage exclusions. Maay of the current poliocies would not
cover organic brain disorders (including Alzheimer's Disesse) and mental health
Jervicea. In some in3tances, the pre-existing condition liaitations have 100luded
3aternal related complications.

un

75



Q

ERIC

Aruitoxt provided by Eic:

Attentiaon shauld be direoted to two of the cited market failures. First,
there (s videspread publio misunderstsnding of doth the risks they confront
in the gorsml aging prooess snd of the protections which they have purchased
through their issurmace coverages. The Medigap policies have sometimes been
sarketed without clearly stating the protestiosns afforded for long term care.
Continual focus by public programs to the goal of preavention of premature placesent
tn a facility based long term care progral has misled the pubdlic that the risk
does not exist. Second, the interplay between the Mediocald program and the
purchsse of long ters care needs to be carefully assessed. The evidence which
supported changes in the divestiture provisions of the Medicaid progras suggeste
wvidespresd public "gaming® of the system to avoid assuming the responaibility
for purchasing services., The Medicaid mursiag homs protection has been characterized
as a %siddle=class® catsstrophic oare program vhere in residents of nursing
homes enter as private pay and spend down to become eligible for the public
entitlement. ‘Whether this is fact or an overststement of reality needs to be
carefully anslyzed,

(8) Oo-Galng Activitias:

Siowly, research {s being generated to stiaulate the private market to
extend coverage for long ters care. The following is brief annotated review
of identified activities:

° National Ceuter for Heslth Services Research: UIr., Mark Heicers has
been in the forefront of raising the private insuraisce issues. Heiners
has authored e number of articles, imoluding oma fopr the AHCA .lgucnal,
Maren, 1980. HMelners' prototype policy presented in his paper, "Private
Coverage of Services Not Covered by Medicare: The Case for Long Term
Care lasurance,® Qotober, 1982, is at tie ceater of the debate.

o ICF: John 7Yaliente has received a grant from the Assiatant Sscretary
for Planning and Evalustion (HHS) to study private financing. The
sune, 1383 (nterim report on the aubject is most intereating, This
report is being revised with further analysis and direction (I recently
asslated John oa the revisiona) and should de available early next
yoar.

3 dealth tonsortium at 3randeis: Several policy pipers have been prepared
5y Stan Wallack and staff. Christine Bisnop hss continued her work
on a soctal {nsurance approach which would mandate long ters cars
.asurance via public sschanisms. The Health Consoptium provides the
support to the Social HMO (S/RMO) demonstrations, two sitea of which
are Jdeveloping /nsurance coverages. Wallack has hecome very interssted
tn retirement cecnters which share the risks among residents. A paper
vas delivered at the Aging 2000 Seminar in Ocotober, 1983, (conducted
oy the Texas Aesearch Institute for Mental Sclences) outliaing the
statua of work om insurance by the Health Consortius.
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Prudentiel/AANP: Roo Nagen bas bsen given lead reaponsibility ia
vorkiag with the Prudeatisl Insurence group plans to perfeot coverage
for tae American Aesooistios of Retired Persons. Hagea outlinss the
directions ke is pursuing io his Septesder, 1982 article in the AKCA
Jdeucnal .

Center for Health Sarvices and Polioy Rasesrch, Northwestern Umiversity:
Prisdeen’s graup bas 3 sarketing project undervay, attempting to ideatify
the issues whiob would influenge Soqeptanae of insurasce coversge
by the elderly. Informmtion from the project which vas designed about
8 yoar ago should dbe forthooming.

Realth Iasuramce Assooistios of America; Art Lifscn (Bguitable Life
Assurasoe Sooiety of U.5.) asd Purlaise Lieberman (RIAA staff) bave
led a task foree looking at the prospacts for sarkat developsent.
in a8 overview to the repert presested by Lifson 18 s pregraa apoascred
by the Ritter Departmsnt of Geriatries aad Adult Development (see
below), he questioned the merita of the private seotor undervritiag
long terw eare. Lifsca raised a aumber of tesimical problems 1n
insurance coverages, i.e., available data, mariet failures, upinsursble
risks, and Re suggested that firms akould look to ths next generation
of elderly (tdose between 38 and 33) as the market segmeat which oould
be insured. The HIAA Rsport has received a great deal of attention,

SR1 Internationsl: Jim Gollud bas bees apearheading SRI's review
of Medioare Supplementsl Issuranes (Medigap) polioles. This i1a a
sarket and it cas be penetrated. Gollud will be writing on long term
Are loaurance in the upocming series om LTC by the Healthcare Pinancial
Manegement Assooiation. gollud would like to 80t funding for his
spprosch of butlding private and publio deois’on teama vorking tn
develop o better understanding of aging, long tars care and coveragesa.

Ht. Sinsi/Ritter Depertment of Geriatrica and adult Develcopment:
Dr. Butler is most iatereated ia developing private iasurance for
loag term care. As his ripst aot a8 director of the Mt. Sinai prograa,
he put together a symposium on private igaurance coverage., 3Jutler
has floated the idea of putting together a Blue 2ibbdoz Panel of lesding
figuras to spearhead a developuent task forge. Thi. slan eight get
off the ground (I have beeg iavolved ig developing this approach).

AHCA: The leadiag nationmal organization pusbing for development of
An insuranoce eppromcb has been AHCA. For the past two yeasrs, key
3exbers have deen exobanging iaformation and iateraoting with the
players cited in this seotion. Last Septembder, the AHCA Journal featured
4 3eries on developing private iasurance. In addition to stimulating
attention to the need for broadening coverege for long term care in
deneral, AHCA has also devoted attentiocn to partial coverage for speaial
requirementa, e.g., head injury, spinal cord injury.
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[ Market: In reaponae to an iaquiry from ICP, many of the firms oited
as offering coverage auggest they will expand taeir marketing during
the current year. Fof inatance, the Equitadle plan sentionad above

' haa been adopted by thia polioy. Thua, we oan ssaume that igapite
of the HIAA report, the market is responding to the growth potestial.

(3) Stimlatisg Nex Aparcsches:

Qvercoming the market failurea identified above will require tremendaus
somentua in the developing of a long turm ocare ineurance offering. AHCA bas
sade 8 tramendous inveataent in atimulating the development of private finanoing.
Thia effort should ocontinue with attemtion to raiaing the pudlio's avarsneas
of the need for long term ocare insurance. As 8 firat atep in providing this
leadership, & special Tamk Parce on Long Term Care should be appointed to coordinate
staff, eemberaliip and state affiliate sotivities with developing the private
insurence market. We should anticipate s signifioaat demand upon our teohnioal
resources to provide information educating the public to the naed for long tern
care insurance snd wa should expeot that our advooaoy netwosk will bde called
upon to provide the lobbying power to stimulate appropriate legislative and
regulatory responses.

Agong the tasks whicn oeed to be undertaken are the following:

-] Public awareneas: There ia 3 tremendous publio information effcrt
oseded %0 raise the conscicuaness of the pudlic at large to the changea
which longer life will make to acoiety at large. Imperical studiss
indicate a longer sotuarial lifespat for older peraons than selfe
perceived., There is a8 wideapresad publio atereotyping of the elderly
wnich does not relate to the age 75+ population. 7There appears to
be a significant problem among the elderly and the professiotals working
in the aging e:terprise to scoept riaky and frail behaviors as parts
¢ the norms! aging procesa. Beyond our continusd efforts stimularing
the Administracion on Aging snd the National Inatitute on Aging to
foqus on the full speotrum of needs of an aging population, we might
wish to encourage the health promotion and bealth finanoing agenocies
of the Federal govermaeat to be more sggreasive in educating the publio.
Likewise, ve aight encourage the AD Counoil to devote pubdlio service
announcesents 0 expanding public awarensas.

° Documentation and data: Our homes are the laboratories for developing
insurance policles. There ie a great need far the snuraing hosa induatry
to parellel the hospital induatry in developing baseline data. Simple
aata, such a3 the mmbes of persons entering as private pay and coaverting
to Medicald, 412 not readily available. AHCA can encourage hoaes to
wePk with researchers exploring the development of insurance. e
2an use data collected from our members ina inforaing both the public
arxt ressarcs ocamunities to the realities of the smarket. We can dissemi-
2a%e data which has been collected from other sources to expand general
«nowledge about long term care.
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Workicg with insurssce cospanies: » ile AHCA has iaitiated scme liatsce
with the private seotor amd it b -+ worked with SRI and NIAk, there
is geed for additiosal direct approach with the market. Just Letting
<hem imow that we sxist and that we are willing to help with technioal
support ig their epdeavors would de a first step. Certainly, there
By be a role for the Servioe Corporatios in develeping apecifio plan
specifioations and soliciticg companies to bid to provide an exsparded
role ia the market. AAAP initially entered the market with Colonial
Penn iz a very limited offering, OCver time, the relationship served
both the carrier and the association.

Workiog vith atate Medicaid programs and consuser groufe: The orisis
of funding for Medicald has oreated a favorable envirocment for providera,
consusera afd payors to stimulate the private sarket. AHCA should
sncourage its state sffiliates to approaoh both Medioaid offioials
and representatives of comsuaelr organigations to initiate a dialogue
0o the issues. One ides whiob moves us toward the objective of breadened
coverege would be to have the state govermment sanotion a committee
of providers, consusers and state olfioials to stimulate market develop-
aent., AHCA should place the issus of private insurance on its agenda
for liaison with the Medioaid State Directors and in our cooperative
laitiatives with ocousumer groups.

Stiaulatiag state legislative activities: Jjust as sbove, the LHCA
atate affiliates are a poverful tool to leverage market change, Legin-
lative pagels could be encouraged %0 look at prohibitioncs in the curreat
state regulatory structure whioh are disincentives to coverage of
custodial and intermediate care. RNestriotions on indemnity policies
and ceserve limitations serve as major disincentives. . The other area
whicn needs to be considered is the duvetailing of the Medicaid program
into the private insurance coversge, t.e., beginning the procesa of
Saving the private aector as primary coverage rather than sscondary.
Azong the sotions which need to be taken are ateps to overcome the
problems of pre-existing conditions iimitations, preaium supporta
and coverage for those unable to meet the msdical screens.

Effecting prblic sector incentives enmcouraging the purchase of long
%ar3 care insurance: public expenditures for long tera care z:ay be
appreciably reduced if positive incentives were offured %o stimulate
§reater private market coverage. The ideas generated by the AHCA
Pajmernt Committes recoamending specific taxation policy changes (a)
“0 alar the gross incose requirements for dependent care, (b %o
modlfy the dependency test, (o) to remove the disincentives for older
Fersons to use their individual retirement accounts (IRA's) and {(d)
to stiaulate reverse annunity zorsgages unlocking homeowner equity
need o oe advanced. Morscver, AHCA aust lobby to ensure zhat pending
trange3 in he federal I[nternal Revenue Code propoaing te piace a
telling ON .n3urance protection for health care %e structured so as
S0t 19 inaAdit the letelopment of a long term care Lasuraice zarket.
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Satioing the public seotor to act as peinsurance for priv. ie tmitiative:
one of the aigzificant hreakthroughe aight bte to stisulate & privatespublic
partnership with the government soting &s & reinsurance sgent to abeord
some of the market risks. Such an effort would help to overcose the
diseconomies of sorsl hazsard and adverse selection, while keeping
the private seotor es an availsble option. A reizsurancs strategy e
encourages the privete gsector to expand into the marist mowing tkat -
government will sssume some of the risks nnd it will belp to bail :
them out Lf the risks are too great. _:

o Eaticing the privete seotor ta aot ss & reiasurance sechanisas 4a ok
conjuaction with the above approsod, Zor certain servioce approaches, -
e.g., conticuing care retiresent communities, the private uariet might
i accept the risio of providing reiusurance especially if there as tazaticn 3
) s i-eatives to move in that direotios. CCAC's market to a privute I
pr, sarket and they have aotuarially dasigoed approaches to mset future .
costs., Specifie proposals for reiasursace have beec disocuased in
the privete sector. Reipsuranoe frees capital and helps meet reserve
reqtremeats. Such an spprosch oould lesd to marks: rated bonds for
CCAL development if structured correotly.
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ITEM 3

Long Term Care:

The Challenge to Society

Health Insurance Association of America
1984

Introduction

n 1983. the Health Insurance
Assocation of America (HIAA)
completed a camprehenstve
two-yeur study of the social
and econonnc tmpact of the
TREaving of Ametica” an the na
tHon s long tenm care resources.
A brsber of factors prompted
this initiative, induding the
Riow g agied population, chang.
g Lauly composition and {tfe.
sbvie and the esvalating cost of
bl and pronvate Lealth care
ettt
Atenr Al ihe HLAA recognised
4o the probiem s societal
Stupeand elies sotation by any
drac e Blatom pabhc o pn
et Wtk fhas context pres
SHEEs e cieddy increasing on thie
frrcece beniih ahsutance ndus
e e el g
pren g g ter e e bepeds

Soanhicant cohe

te thie phg

LEEEERTINE SO O o haliegy o,

In the development and market-
ing of such programs are fully ex-
plored in the Assoclation's study.

The nation’s elderly are a rap-
ldly growing segment of the pop-
ulatton. Currently, there are just
under 26 nitllion Americans aged
65 or vic'er, about one In nine of
the general population. By the
year 2000. there will e about 34
mihon ulder Ainericans, or one
i eight.

Sentor cibizens comprise 85
petoent ol nuesiag home rest-
dents Moreover. the trall elderly,
thuse BO and older, are tncreas-
ing ut a fuster rate than the gen-
vial aged population Some 5.1
will'an older senjor ctizens are
expected tu Increase to 8 million
by the end of the century. The
chironie discases, and accompa-
nying functional disabllities of the
aged. tmply an increased need for
It e cate sevices
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hanges in

Family Composition and Lifestyle

t the same time, there

have been major changes

In family composition

<= and lifestyle. We live in

an increasingly moble soclety. Far

greater numbers of women are

entering the work force. Mar-

riages are occurring later with

fewer children and more di-
vorces.

If these trends continue, we can
anticipate reduced reliance on
family support systems and in.
creased reliance on organized
term care modes. This, In tum,
spurs heightened concern about
the financing of long term care
services.

Long Term Care Cost Inflation

t only has the aging
population grown rap-
1dly, but expenditures for
long term care have es-

calated even more drumatically.
Stated In current dollars. in 880,
820.7 billion was spent for nurs-
Ing hom. (ai.. “>uble the 810.1
billion In 1975. Government
spending In this area. which ac-
counts fur more than 50% of the
aggregalte. also doubled from 85.7
billion ta 811 8 bililon over the
llve-year period.

Out-ol-pocket expenditures of
88 7 billlon in 1980 are also twice
the amount spent [live years ear-
lter. while insurance expendl-
tures for nursing home care rose
from 8§78 million to nearly 8200
ntillion over the same period. With
nursing home expenditures es-
tmated to reach 876 billion by
1990 the financing of long term
care thus becomes o critical 1y
sSue

Fur the foreseeable future. gov-
ernment will continue to be con-
cerned alout escalating Stogram

—_—
Heaun Cute bonu sy Hevtew Health U are
Pt g Ao v s o0 Dok 1 g Winaae
sl Sepremter ing

Wworking Papers v Lung Ternm Care pre
pared for ihe | 9HU Lnder Secrecan s Taoh
Fatee vn lang lern. € gre Leparimen: ol
MOl el MLastully Seevit €9 (R 1cdrer 1HH ]

costs at the federal, state, and lo-
cal levela. At the same time, in.
flation In nursing home costs.
rising at & higher rate than the
general economy®, implies that
fewer peopie will be able to pay
for services from their own per-
sonal resources,

In such an environment, there
Is growing public expectation of
the availability of long term care
products within the private mar-
ket. The feasibility of private
market approaches is already
b~ ng explored by various groupe.
For ¢xample, the National Center
for Health Services Research has
conducted a study which ls being
described as an assessment of the
extent of sentor citizen demand
for insured long term care ben-
eflts.

The alternative to private sec.
tor Involvement in some form may
well be complete government
control over long term care in the
futurz. Under such a scenarlo,
political exigencies would deter-
mine the iifestyle for those need-
ing long term care.

e —
} trerween 1979 and 1980
Rursing home expenditures grew 1038
Conaumer Price Index grew 534
Gross National Praduct grew 80%

RS
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Definition of

Long Term Care Services

uie of the firs{ tasks of

the HIAA study was to

identify those services

which could be in-
cluded in a long term care insur-
ance plan. An overriding concern
was that the avatlability of long
term cure coverage would create
incentives Lo place more patients
in a narsing home setting and/
or ralse health care costs. There-
fore. a full range of institutional
and non-institutional services
was cunsidered and the following
definition adopted:

“Leng Term Care can be de-
tined as a complex and interre-
lated array of health. health-re-
lated. and social services designed
10 provide preventive, therapeu-
tic. rehabuitative, supportive, and
maintenance care for Individuals
nf all ages who have chronic
physical and/or mental condi:
tions which unpalr the individ-
uul’s ability to function at his or
her own optimum levels of men-
tal phiysical. ancd social function-
ing -’

The key factor in lung term care
> nat age. but futicional depen-
dency Such tuctional depen-
deny 1s expeoted Lo exist for a
wnimu ol three nonths.

The goal of long term care,
whether vendered an an Instizu-
Goietd ot pun insttutional set-
iyl tor a cothiblnmtion of both)
shonld Le to restare the indi i
e b aptunuin tancbioviad e S
b lftan o i dicai Gare sery
iees oty term Care services -
clurle

® lomerigrer Sertcu vs- (UK
g shopping daundry  home
BRL s Lt i by

O e Sertnes dess lrequent
tashs relared e home (nainte

IR 1R L

® Soctul Services—guidance In
suclal or emotional problems, ad-
vice in financlal or legal matters.
transpotiation;

@ Health Related Services:

1. Nutrition and health ed:
ucation;

2. Personal Care Services:
bathing. tolleting, feed.
ing. assistance {n walk-
ing. exercise, medica-
tion;

3. Occupational Therapy:
medically directed activ-
ities to promote the res-
toration of useful func-.
tioning:

® Skilled Services:

l. Physical and Speech
Therapy: use of physical
or chemical agencies and
devices to relieve pain,
restore functioning. and
prevent loss of use of a
part of the body:

2. Skiled Nursing: admin-
tstration of medicine,

chanyging of catheter and
dressing. evaluation of
cunditlon;

® Housing Services—provision
for continued housing allow-
ances for those undergoing ex-
tensive in-patient rehabilitation;
Rroup or congregate living ar-
rangements. including soctal care
and dinuig and service fachiities
Suine of these might be feasible
inlong tenm care products. Others
may prove a serious problem for
the msurance industry

FORE T IR I TS R
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Critical Assumptions

ollowing the identifica-

tion of nursing home

services. the HIAA as-

sessed the present and
future environment. based upon
two assumptions:

1. Status Quo

Currendy the government plays
a major role In reimbursing for
long term care services. partic.
ularly through the Medicald pro-
gram. it was felt that Incentives
inherent in Medicaid preclude
developinent of viable private sec-
tor options. Medicaid Is already
viewed by many &s a national cov-
erage program for long term
nuning home care, used by far
more than the luw Income pop-
ulation usually thought of as
Medicald's primary cilents.

The individual's abllity tu plan
for the transfer of assets expands
thie nuinber of persuns eligibile for
long ter i care benelits under the
program. Fublit programs are
viewed as ¢ “safcty net”. a pro
tecon apainst the catastioplae
cosbsofvare b horcelore. the FHAA

concluded that significant change
in public policy In this ares Is
necessary If market initiatives are
to be expanded.

2. Reduced Medicaid

Involvement

The potential for health tnsur-
ance type products becoming
more widely avallable might be
increased If Medicaid was to be-
come viewed as a less viable op-
tion by middie income individu-
als. Such an occurrence could
result as an adjunct to govern-
ment actions to reduce expend-
itures by: 1) establishing more
stringent eligibility criteria: 2)
reducing the type. quantity, and/
or quality of covered services; and
3} regulation against and/or
fircater control over divestment
of assets,

in this environment, demand
could be stimulated for private
lung term care coverage by senior
citizens, families who want to
purchase protection for elderly
parents. and younger persons
lvoking to future needs.

Statement of Principles

bie HiA. accusdingly. bas
developed o set of prin

chpnr s dey e Barancing!
taddesnery ol o ten

vade seavices {hiese prmciples
LA SR § ot

e UL A A.ii)-lNH G0

[HET I SRS

TR HAEN S E - S S Y ¥ 1
Laa Tt
[P

ot theo

B T N N R AT

J

4 Every effort should be made to
resture physically and men-
Lally itnpateed peisons to their
optiunal fevei of functioning.

5 Maintenance of Independent

Hving HL o comnunity setting

should be encoutaged where

leasible

l.ung term care should be

avatlable s arange of settings.

wvels of cate, und organiza-
tuhal structures to be respon-
sive Lo the needs of the public.

7 Jamih and sociad support
wervices sheald be atihieed to
the greatest possible extent.
wI'h appropriate Incentives for
ot h st

¢
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nh examining the potential role

of the private health insus-

ance industry. tife HIAA

addregsed the various prob.
lems of developing. administer-
ing. and marketing long term care
products.

The Assessment of
Needs

The older person often has
multiple physical aroblems.
somelimes accompanted by some
level of mental timpairment. Fre-
quently. the need for assistance
tn daily activities, such as eating,
dressing. walking. and local
travel. 18 mare pressing than
wedical care

Thus. the assessment of
whether an idvidual requires
wistitulional care and the level and
type of care that 1s needed often
involves subjective criteria. In
mahy stanices, the patient pro-
Bresses lrom need for highly
skilicd health professwnal sery-
wes to lower levels of custodial
Ghoe as the gt prosess cotbng
S

Since need. and therefore el-
glbthity for benelits. 1s not static,
heaith tnsarance programs
shoal-l he Hewhle peflecting the
ty taenes ol a lotg term care sit-
ustivn

Custodial vs. Medical
Care
Crantatdnagd care s often neges
AN [ i s al
prehina dosabainy o athe dete
traloon resa g ot thie ap-
b ey leasiars have long
B T I I TS P IO L 1
R T M R R R TUS AT
e i st DLk oensideratse
Tl e tagfibhe sy
o N Mg e
P vl pianas Uedeas watlh

the Ly e Crenaigd The tae

To remain financially sound
requires that insurers generally
limit benefits to medical care, with
cusiudial care covered only where
necessary to help individuals
achieve an optimal level of func:
tioning.

Definition of Provider
Roles/Types of Care

Health care provider roles have
to be more clearly deflined for ap-
propriate placement and deter-
mination of eligibility for bene-
its. For example. nursing homes
perform a variety of functions.
fromn housing and social support
for the [rail elderly to the mon}-
turing of complex mnedical con-
ditions. There s a need to clearly
delineate thelr functions and
whum they should serve.

Also needed Is a more precise
definition of the various types of
care. tncluding sktlled. interme-
diate. day care. home heaith and
hospice care.

Adverse Selection

Adverse selection. from an in-
surance perspective, occurs when
premiums cannot cover claims.
because teo many of the policy-
holders are of ligher than aver-
4age risk A lundamental princt-
ple of insurance is that adverse
seledctun must be controlied if [-
nanang of annsurance plan is
tu be actuarially sound The
probivim s particularly difficult
whoncotadening lung term care
Leniehits

Individuals have thus far shown
httle evidence of acknowledging
the tishoal chrom disabihity. Net-
thet Lasve they detonstrated
wiilingness to plan for [inancial
pratection against the cost of long
G Cale seivices  Lherefore, 1t
can be anticipated that the mar-
aet lur long telim care products
withoat stpiflicant change In

34
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public awareness may be concen:
trated in high risk segments of
the population.

To minimize this problem,
health Insurers believe It Is nec-
essary to educate the potential
population In need of long term
care services of the risk they face.
Even with such helghtened
awareness, insurers will proba-
bly need to emphasize Individual
underwriting, pre-existing con-
ditlon clauses. upper age limits
on eligibility, and the develop:
ment of long term care benefit
plans attractive to younger age
groups in order to produce ac-
tuarlally suund products.

Induced Demand

As with any new product, long
term care coverage. If widely sold,
will create demand far in excess
of what Is currently experienced.
The accelerating grow*h in the
nursing home industry during the
1970's was, In large measure, due
to the expansion of public pro-
grams that finance long tenn care.
The tmpact of private sector par:
ticipation 1s expected to acceler:
ate pressures on utilization.

Furthermore. there is a strong
possibility of effoits by family.
friends, and charitable institu-
tiuns to ublaln reimbursement
lor care previously tendered free
of tharge The induced demand
{or Irone Cate services gy wiel
L even e woboous than i
ducal detand o st
tate

\\.l' i
Leadiene s cal oentabmeds
dainstas e aready been aited

Pty ey et sty o bt e,

et e b doinnid
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Premium Pricing

Pricing difficulties abound in
the area of long term care. Ben-
efita may be paid oul years after
premium levels are set, Setting
premium rates, therelore, has (o
refllect dynamic risks, such as
changes in the cost of care, con-
sumer tastes, consumer in-
comea, and lechnological ad-
vances. Premiums that accurately
recognize these risks in addition
to the standard risks of age. sex.
and health ~tatus might be so
high as to lim.t marketabtlity to
a small segment of the populs.
tion,

Among the possible ap-
proaches to minimizing risks are:
automatic premium and benefit
adjuatmenta: additional policy
proviaions enabling Insured In-
dividuals to Increase thelr cov-
crage without medical under-
writing: and marketing the long
term care product to younger age
groups.

Regulatory
Considerations

The current regulatory envl:
ronment is not reaponsive to the
variety of benefita required in long
term care. For example. in Calt.
forula, home care beneflts are
deeined to be more akin to dis-
abiiity coverage than to tradl.
uonal huspital. medical. and sur-
pical exprease protection,

Ity addition. sales toyounger age
proups may entatl prefunding
with assoctated cash accumula-
tion Fhus. 1 ash vahues would
probably have to be considered.
This tssue is not addressed un-
der current state legislation and
tcgulaticar governing health in-
Sulfalice.

Cleatly. a practical regulatory
innework needs 1o be shaped to
avcommuodate the successful un-
derwriting and marketing of long
enn cale COV"I’«Igl’

*
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he HIAA evaluated a
number of potential
model long term care
products. These models
vary by age at issue. method of
benefit payment (i.e. fee for serv-
Ice or Indemniwy), and various
premium and benefit options.
After thorough analysis, the
HIAA 1dentified several more
probable approaches. These ap.
proaches would Include the fol-
lowing features: meaningful de-
ductibles and/or elimination
perivds; adhering to reasonable
Individual underwriting stan-
dards and pre-existing condition
clauses. careflully defining levels
of care and medical necessity:
guaranteed renewabllity of poli-
cles. inflation protection. such as
qutomnatic premium and benelit
adjustments and the right to in.
crease coverage without medicul
underwriting: providing for pe.
riodic recertification ol benefit el
igibility . und imposing upper age
limats ot age at 1ssue of pohcy to
redune adverse selecion
The specific approaches are
® indemuuty benejus jor long
term care services  with prema-
Wiy by tiang prioe 0o und cone
ttnaing beyond age 65 This
product can be priced under the
assumptions cited above How:

Evaluation of Potential Products

ever. its marketability to younger
age groups without a rash ac-
cumulation feature is question-
able.

¢ Indemnity benefits for long
lerm care services. with premi-
ums beginning at age 65 or over.
This type of plan is currently being
offered on a limited basis.

® Indemnity benefits com.
bined with a lump sum settle-
ment option, with premiums be-
ginning prior to age 68. Under
this arrangement, it would be
possible to expand coverage after
age 65.

® Indemnity benefits com.
bined with a lump sum setile-
ment option, with a single pre-
mium after age 65.

® Indemnity benefits com.
bined with a tump sum settle-
ment option before age 65 and
annuty benefits qfter 65. This
approach would be geared to
younger people interested in both
long term care benefits and re-
treaent income protection.

® Indemnity long term care
benefits combined with annuity
benefits and single premiums
after uge 65. Annulty ben:fits
would begin nnmediately. Such
i# plan. however. wouid require a
large premium and. hence. pos-
sess luniied appeal

Other Options

U S T A U T AR I
tuwid be anded through
Avatiety of exasting in-
- J---.x.-u- ¢ porhuets o sah

s e S i tes Nudt s
Al t oavhddes cotad disu be exs
peet T bt Health A

Tt e ete e e b
et st b bt sdeds
vated o beasth caie s aoaneept
whiooht oo cheenpa preard i

ctee cictthog sy plesation

Lile Care Conununitics are re-
ceiving increased atlention as a
source of protection for the el-
derly In effect, these communi-
ties employ insurance principles
vy spreading the risk of loss
cqually arhung all residents A po-
tentiad role exists tor the health
disurance industry to financlally
anderwrite and manage such
Progiiatile
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ased upon its evalu-
ation. the HIAA rec-
ommends the follow-

ing:
¢ Exploration of a public-pri-
vate sector partnership to assure
financial protection against the
costs of long term care services.

¢ Public policy initiatives to
encourage greater private sectur
involvement In the delivery and
Huancing of long term care.

¢ Public policy inltiatives to
pruvide positive incentives for
privale sector experimentation In
the (Inancing of long term care
services.

Recommendations

¢ Broader education of the
public of their potential long term
care nceds as an integral part of
comprehensive retirement plan-
ning.

¢ Public policy initiatives to
encourage individual and family
responsibility in this area.

¢ Continued state responsi.
bility for indigent Individuals in
need of long term care scrvices.

o ‘The creation of a regulatory
environment conducive to the
development and marketing of
long term care plans.

Conclusion

tancial protection

ugatnist the costs ol long,

terin care inay well be-

come the dominant f1-
nanchig issue i the comming dec:
itles,

o suceessfully market pro-
grams responsive to this need.
long term vare coverages must
prrove aftiacive Lo younger (n
dividuals Capttal accumulation
plinas with cash setlement op-
tons dandis the abdity to can-
vort tTo g carnd nateapretireenl
and Juig tean e benelil, aay
stimatiate  demand  dmong
younpen Gt giouges [any event,
Wreal deai o wolll rainaims to
be done by phivate usarance
Cottupan s S ddesaue bepelit plans
fab perer ol tale

Thie € i€t Csaadeaitet) G
health ale comds crnnilns i con:
teti b catte anty g v tae

[ T
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rapid growth of the nursing home
Industry in the 1970's was due
1o the expansion of public pro-
grams that {inance long term care,
producing well-docuinented
straing on government budgets.
New private products may fuel yet
another round of inflation in long
term care costs, threatening the
financial integi ity ul private and
public programs.

Finally. changing demograph-
tes and budgetary constraints
iy fosee a reexanniation of the
extent of Individual and family
responsibllity to meet long term
ware needs. Tax incentives and
other public measures should be
considered to stimulate in-
creased consumer involvement.

Cleinly, the health insurance
mdustry stands ready to partic-
ipate 1h the publie debate and In
the resolution of these critical Is-
Y { S
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ITEM 4. LETTER FROM ARTHUR LIFSON, WASHINGTON DC, CHAIRMAN,
TASK FORCE ON LONG.TERM CARE INSURANCE, HEALTH INSURANCE
ASSOCIATION OF AMERICA, TO SENATOR JOHN HEINZ, CHAIRMAN, SPE-
CIAL COMMITTEE ON AGING, DATED DECEMBER 7, 1984

Dear Senator Heinz: This letter is in response to the questions posed to the
Health Insurance Association of America regarding long-term care coverage at the
September 21, 1984, hearing of the Senate Special Committee on Aging.

What do you think is the potential for capitating payments for long-term care?

The potential for providing a comprehensive program of acute and long-term care
for the elderly, on a capitated basis, is currently being tested by the social/ HMO
demonstration projects. Expansion of this model will heavily depend on the experi-
ence of these experiments.

Generally, health maintenance organizations offer their enrollees a fyll range of
health care services. This has been one of their major attractions. The HMO setting
also allows for flexible case management and creates incentives for providing effec-
tive less costly medical care for enrollees. The social/HMO experiments build on the
traditional HMO approach to comprehensive care.

Capitation of long-term care services only, however, seriously restricts the possi-
bilities for flexible case management in handling patient needs and will probably
have limited appeal for the elderly consumer.

Stnce it 1s cleur that case and service management will be an important aspect of
long term care insurance do you think thai capitation is the way to &o?

Case und service management are important aspects of long-term care. However,
capitation may not be the only financial arrangement which can accommodate a
case management function. Capitated arrangements for preventive, maintenance,
and acute care have been around for some time. Yet, there is no concensus that
capitation is the “way to go” for all persons, nor that capitation is a viable option
for all localities. (iiven the fact that long-term care insurance is in its infancy, and
there is little experience with long-term care coverage on a per capita fee basis, a
Jjudgment to opt for a capitated approach is much too premature.

Given that insurance companies are now developing HMO's in order to increase their
share of the health insurance market. wouldn't it make sense for the insurers to
experiment with expanding HMO services to include long-term care?

The decision to experiment with different products rests with the individual in-
surance company. The lessons to be learned rom the S/HMO demonstrations may
well influence that decision.

The HMO market is predominately focused on the employed population with
HMO coverage offered as an option in an employee health benefit package. The ad-
dition of a4 long-term care benefit will increase the costs of the package for business
and the enrolled population. This is certainly a consideration for the HMO operator
and those who cor sider managed health care systems as a cost effective alternative
to fee for service reimbursement.

In order to spread the risk across larger groups of people, would it be feasible to
murket long-term care tnsurance to families with older persons, rather than to
vlderly persons themselves? Have there been any market tests to ecaluate this ap.
v he

[am not aware of any test marketing to families of older persons. The market for
long term care insurance may well include such families as well as the elderly. An-
uther potential target market is the under 65 population Fducation as to the risks
and costs of omg Lerin care services may heighten awareness of the need to factor
lome: tevm eare needs inta plannimg for retirement.

I hopes that these responses have been helptul

Nincerely yours,
ARTHUR LirsoN.



Appendix 2

LETTERS AND STATEMENTS FROM INDIVIDUALS AND
ORGANIZATIONS

ITEM 1. LETTER FROM ROBERT N. BUTLER, M.D., THE MOUNT SINAI MEDI-
gﬁk }?‘ﬁggg. NEW YORK, NY, TO SENATOR JOHN HEINZ, DATED OCTO-

Drar SEnaTor HEINZ: Thank you for the opportunity to contribute my comments
to the record of your September 21 hearing on financing chronic illness.

A no man's land exists in the field of private and social insurance. Coverage of
long-term care is ignored by Medicare. There is 8 monumental gap in medi-fap and
other private heaith insurance. Medicaid comes into play after the individual is pau-
perized. This insurance void stymies the development of the very services that
might best help many individuals to live their final years at home.

The public and private sectors are locked into an Alphonse-Gaston Act. Major in-
stitutions of government and the private sector fight for second or third place in
meeting the long-term care needs of a growing society of elders. Many justifications
for footdragging are given.

There are plenty of plausible reasons not to act. Yet, there is an overriding reason
for action important to us all: With every ing year, the people of our country
have better and better chances of reaching the late seventies and eighties. These are
the years when long-term care services are increasingly needed for independent
living and survival with dignity.

The costs of procrastinating are clear: Impoverishment, excessive depency, avoid-
able institutionalization, preventable suffering, and loss of self-esteem in the last
years of life for millions of Americans, including our future selves.

All of us have a motive and cure for action. What remains is to make up our
minds to act together. The security that seems so elusivc to us individually can be
made possible through insurance and other forms of cooperation.

We do have ways of filling the void in the fabric of private and social insurance
protections. We do not start at zero. We ha * had experimental and demonstration
service projects to indicate how to organize .tems of service adapted for Jong-term
cire.

We have a good notion of what the major expenses are likely to be. We have the
growth of geriatrics, gerontology, professional and semiprofessional training in care
of the elderly, development of biomedical and psychosocial sciences oriented to
chronic disease and aging, senior citizen organizations, and a variety of volunteer
and community services. We have improved the financing of later life through
Social Security. pensions, and other arrangements covering many but not all Ameri-
cans adequitely.

We have many elements of a comprehensive system of supports for long-term
ct;r:(.i But they are fragmented, unevenly developed, anemically funded, and disorga-
niz

Other countries have found ways to handle long-term care needs comprehensively.
Tuke lsrael as an illustration. In 1980, the Kneaset (parliament) approved in princi-
ple- the addition of long-term care insurance to the Israeli social insurance system. It
authorized the development of an implementation plan and the collection of payroll
taxes to build up the fund to pay for the nieeded services. The implementation plan
remains to be completed. but work on it is going on.

[ mention this not to advocate the addition of long-term care insurance to Medi-
care, although that 1s one way to go. There are other possibilities. As a condition of
recenwing tux privileges of Individual Retirement Accounts and tax-deferred annu-
iies. the Federal Government could require thut a portion of the funds be reserved
to buy o basic private long-term care insurance policy. The policy, offering a stand-
ard set of benefits, would provide for cost and quality controls and administrative
safeguards against profiteering
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We could require that all health insurance policies provide Iongt;t,erm care bene-
fits, partially funded by preminm savings due to increased deductibles on hospitali-
zation. We could encouruge the states to buy private long-term care insurance for
individuals eligible for Medicaid.

To minimize dangers facing individual insurance companies in terms of adverse
risk selection, we could develop a national reinsurcnce program. It would give the
public certainty that the insurance it buys is durable. Providers of service should be
able to count on fair compensation for what they do. A reliable revenue stream
would support improvement in scope and quality of service. And, with the resources
possible through universal coverage, we could move beyond conventional insurance
to develop better means of suswininf the family members on whose shoulders fall
the main duties of assisting the disabled day to day in the home.

I don’t think there is any impassible financing barrier to the development of a
systematic approach to long-term care, if we are bold and imaginative in using the
public and private sectors. We must not let insurance considerations dominate the
develtgrment of balanced services policy. Rather, we must develop such policy
backed up by insurance, facilities and manpower development, health services re-
search, and other supports for a durable system.

The time is ripe for producing a realistic vision of what can be done by the public
and private sectors. The lack of that vision—a consensus view of goals, means, and
responsibilities for proceeding—is the greatest block to progress in long-term care.

A blue-ribbon commission of a dozen outstanding Americans should be formed to
provide that vision. After making their own investigations and hearing from the
public experts about what needs to be done and possible solutions, the commission
would make a report with recommendations for public and private action, aiming
for the inauguration of a comprehensive program in 3 to 5 years. The commission
would stay alive after its report to promote public debate and the challenge to
action.

It is time to get Alphonse and Gaston cff center stage.

Sincerely,
Rogert N. ButLER, M.D,

ITEM 2. STATEMENT OF LEIGHTON E. CLUFF, M.D., EXECUTIVE VICE PRESI-
DENT, THE ROBERT WOOD JOHNS FOUNDATION, PRINCETON, NJ

Mr. Chairman. I am Leighton E. Cluff, executive vice president of the Robert
Wood Johnson Foundation. | am a physician, who prior to joining the Foundation
was a professor of medicine at the Johns Hopkins University and professor and
chairman of medicine at the University of Florida College of Medicine. Let me state
at the outset that my remarks represent my own views and do not necessarily re-
flect the Foundation’s position.

It is a pleasure to discuss issues of long-term care and insurance for the elderly
American population. These matters are of substantial concern to me and to the
Foundation, and we have committed considerable time and resources to developing
new approacher to them during the past few years. .

Let me begin on the very positive note that as a physician, I have witnessed im-
pressive gains, both in medicine and in economic programs, which have greatly im-
proved the life and outlook for older Americans. Their income has risen, primarily
from Social Security retirement funds, so that today only one in seven ple 65 and
over is below the poverty level, compared to one in four back in 1970. Moreover, an
impressive 75 percent of those 65 years or older own their own home and of these,
K1} percent have their mortgage entirely paid off. | will come back to this fact later,
because it may have important implications tor alternative financing for long-term
care

Concurrently, Federal health insurance jor the elderly has had a profound effect
on their health and well-being. We have gone from a pre-Medicare/Medicaid situa-
tin where half the elderly had no private health insurance to today's situation
where 93 percent have a regular source of medical care and where the large gap
between the use of physician services by the poor and nonpoor elderly has been
completely eliminated.

This 1s a striking achievement. With it, however, comes the need for a fundamen-
tal shift in insurance from an emphasis primaril{ on the elderly’s acute care needs
to bne which now includes effective and efficient long-term care, especially for those
75 and older This may include better utilization of community support services al-
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ready in place, such s religious and voluntary health organizations, and innovative
approaches to financing long-term care insurance or the services themselves. 1 will
elaborate on both of these areas.

A close look at this age group reveals the rationale for the expanded focus. First,
those 75 and older areat?!e astest growing age segment; and fully half of those 75 or
older have limitations on their daif; activities due to chronic illnesses or disabilities.
This group accounts for a large and increasing proportion not only of hospitaliza-
tions, hospital days, and physician visits, but also of home health services. For in-
stance, people at 75 use four times as many home health services than do those at
65, yet funding for home services is criticaily lacking.

edicare, of course, provides “insurance” for those 65 and over to partially cover
acute hospitalization. The prevalence and duration of chronic and disabling condi-
tions in the elderly requires that we do as well or better in providing funding mech-
anisms for long-term care in appropriate settings, whether they be nursing home or
in-home community environments.

The likelihood of being in a nursing home is four times greater for an 85-year-old
than it is for a 75-year-old. Today, in fact, about one-quarter of those 85 years or
older live in nursing homes, comprising a majority of the 1.5 million nursing home
residents. Up to one-half of these residents are afflicted with Alzheimer's disease or
related dementias, once considered the natural scourage of “aging,” and now recog-
nized as a disease process selectively affecting about 2 to 4 million older ple.
Nursing homes are likely to remain their best mode of late-stage care until basic
gerenck can unravel the cause and/or provide means of preventing or arresting Alz-
heimer's and related dementias. An additional 3 million elderly living outside nurs-
ing h‘;mes also require long-term care and 500,000 of these are completely home-
boun

Those elderly within nursing homes, and those with chronic conditions requiring

long-term care in the Nation's cities, towns, and rural areas, face different kinds of
yroblems. But lack of appropriate long-term care insurance is comn:on to them all.
i’ublw and private sector expenditures for health care for the elderly (65 and over)
totaled $%3.2 billion in 19%1; nearly two-thirds of this was spent by the public sector.
Moreover. out-of-pocket health expenditures for the elderf;l are as large today as
they were before Medicare and Medicaid. These expenses, which were 20 percent of
income in 1965, dipped, but were back to 19 percent of income by 1980. These ex-
penditures, seen in rieght of existing gaps in long-term care provisions, raise serious
guestions of whether current programs effectively and efficiently are meeting our
nattonal needs 1n this area.

Medicare's major expenditures occur in the elderly person’s last year, and to a
lesser extent. next-to-last-year. of life. This is because Medicare primarily pays for
hospitahization Only o tiny fraction of Medicare funds can go toward reimburse-
ment for long-term care in skilled nursing facilities or in-home settings. apparently
out of a lear that expenditures in this area would have mounted so rapidly as to
Jeopardize the financial viability of the entire program. The crux of the issue is to
ensure that the elderly in need of nursing home facilities can afford them, while
simultaneously insuring that those elderl who have impairments, but of a less
severs nature. can afford and have zwuilagle appropriate services within the com-
mumty Many of the problems both groups of impaired elderly face may be resolved
by devising hew approaches to long-term care insurance.

First I us exanune problems in financing long-term care in nursing homes.
Thest homes have been the principal means of care for the vlderly who dre most
severely impaired, including a high percentage of persons with Alzhemier's disease.
Often thers 1s a long waiting period prior to admission. In the meantime. nursing
home cand dates often remain in acute care hospitals, an expensive holding facility.
until opernmes in nurang homes vceur. These hospital expenses usually are covered
i Medneare Exacerbating these admission delays is the reluctance of many nursing
home adnumstrators tn admit medically complicated patients because staf lack suf-
ficient numbers of trained nursing personnel to care for them adequately. For in-
ance. anly about 5 percent of nursing home employees are licensed health care
pracutiners RN <and licensed practical nurses. There is a average of less than
two ~uch practitioners to care for every 100 nursing home patients. Thercfore, while
the Nation 1= pasiny more than 346 billion :annually for hospital care for the elder-
i primarily through Medieare  these tunds are not expected solely for unavoid-
Abls needed ute care treatment or surgery Medicare reimbursement policies actu-
s hove enemiraged long-term hospitalization of chronically il or disabled elderly
tor two nuin reasons First, Medicare will only pay for nursing home care if it is
directly preceded by hospitalization and has a {th)-dary nursing home limit. This cre-
ates a1 revolving dobr phenomenon as nutaerous patients awaiting nursing home ad-
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missior stay in the hospital until they are placed and return to the hospital once
the 100 days are used up. Second, the chronically ill elderly intending the return
home may stay in the hospital u.til recovered enough to care for themselves be-
cause the alternative use of in-home services would largely have to be paid for out-
of-pocket. The new diagnostic related groups (DRG) reimbursement system may
drasticall{ alter this practice in the next few years, although it is unclear what di-
rections the changes will take.

‘The Nation annually is expending $25 billion for nursing home care. Government
programs, primarily Medicaid, pay for about two out of every three of these dollars;
therefore Medicaid—not Medicare—has greatly accelerated the rapid expansion of
this industry. In fact, nearly 40 Percent of all Medicaid funds are allocated to nurs-
ing homes, as are one-quarter of the elderly’s out-of-pocket health care dollars. An
unintended consequence of Medicaid financing is the need for the elderly to “spend
gown"bg;eir assets to the level that qualifies them for 1 Medicaid-financed nursing-

ome bed.

The number of elderly residing in nursing homes increased 7 percent between
1963 and 1977, and totals more than a million of our older citizens. This new influx
is due to several factors, many of them primarily social and economic rather than
medical. Incomes tend to be low: nearly one out of every five persons 72 years lives
below the poverty level. This is explained in part because women 75 years and older
outnumber men of the same age group by two to one and have only about one-half
the income of men. Moreover, women, as osposed to men, tend to live alone: only 20
percent of women over 75 as op to 70 percent of men are married and livi
with a spouse. The higher participation in the labor force by young and middle-ag
women-—coupled with a higher mother-to-daughter ratio—means there are fewer
daughters, who traditionally have cared for their elderly mothers. As a result, nurs-
ing homes have been the fastest growing sector in health care. Between 1960 and
1980, the number of nursing home beds skyrocketed 400 percent. Projections are
that by 1985 there will be a further 35 percent increase and that is the just the
beginning. Within 40 years, the number of beds may total 2.3 million, or a million
more than thoee in the entire hoepital sector. Therefore, while the trend in acuie
care hospitals is toward ambulatory as opposed to institutional care, the opposite is
true for the elderly. Is this tremendous shift to nursing home care necessary? |
think not. Clearly, nursing homes will continue to be the primary means of {ate-
stage care for victims of Alzheimer’s and other severe dementias until biomedical
science can discover means for preventing or arresting their effects. But what of the
remainder? We need to rethink methods of ﬁnancinf and providing long-term care
for ihe impaired elderly who—from a medical standpoint—could live and function
in the community setting with supportive services.

National expenditures for all forms of home health and social services total an
estimated $3.1 billion. This represents only one-eighth of national funds presently
spent on nursing home care. Despite these expenditures, however, patients and the
Nation may not be getting their money's worth from in-home care.

Available services do not address all needs and frequently are fragmented and un-
coordinated. In fact, it is often the frustrating inability of patients (or their families)
to get appropriate home-care services which lead the elderly to seek or accept Yre-
mature entry to nursing homes. About a thir? of nursing home residents could live
and function in their previous or specially designed communities with adequate in-
home care financing and availability. Instead, unable to piece together and pay for
various community-based services into a cohesive long-term care regimen, frustrated
families often opt for nursing home solutions. Home care has become professional-
ized. It is costly. It is uncoordinated and fragmented, involving more than 140 Fed-
vral and State programs. Problems may be as simple as finding transportation to
and from the physician’s office—taxis are too expensive for many—or as complicat-
ed as arranging for intermittent nursing and homemaking services. Long-term care
orgamizations are overloaded ﬁnanciallg and organizationally. Often they employ
nurses and homemakers on a full-time basis, so that full-time charges can help pay
overhead costs. Yet often the elderly are neither able to afford nor do they desire a
full-time attendant  Simply stated, too often services are not provided in a wa
which makes sense for the user. Moreover, such services are financially out of reac
for a large segment, particuarly the retired middie-class elderly.

Some in-home services are covered by Medicare, or—for those qualifying--by
Medicaid They may also be covered under title XX of the Social Security Act,
which provides Federal block grants to States for a broad range of social services,
but eligibility is confined to the poor, as defined by t.ie States. Or they may be
funded by the Older Americans Act of 1965 and its subsequent amendments w{oich
created a national/State/local service network for the elderly, generally defined as
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those over 60. Despite these autonomous programs, in-home services too often fall
into funding cracks.

Medicare's main support is for hnepitalization, not long-term care services. Medic-
aid ie available only to the destit . and desperately elderly. These p wams leave
the middle-class elderly in need ¢t ag-term care in a financial bind. ile the av-
erage Medicaid-funded yearly cost of nursing honies is about $30,000, the out-of-
K;x: et cost for home services is only about one-half to two-thirds that amount.

any middle-income elderly’s assets are tied up in their private homes, leaving
them no readily available source of cash for long-term health insurance simply does
not now exist to any appreciable degree; less than 1 percent of the total national
nursing home bill, for instance, was covered by private insurance in 1981. The
Robert Wood Johnson Foundation, in conjunction with five other foundations, is
supporting a national study to examine, systematically, means for improving the fi-
nancing and organization of long-term care for the health impaired elderly. The
study is being conducted by the Brookings Institution, and directed by economist
Alice Rivlin, formerly Director of the Congressional Budget Office and now a senior
fellow at Brookings. It is anticipated that this study, which is to be completed in
May 1986, will provide some new directions to many of the issues raised during your
hearing. But this is not enough.

The committee’s concern and commitment to exploring long-term crre insurance
approaches should be a tremendous impetus for catalyzing efforts by the public and
private sectors to create sorely needed means to improve this situation. Let me now
provide some suggestions on areas which would benefit from such efforts. We need:

Continued, vigorous Federal support for basic biomedical research on Alzheimer's
disease and related dementias. Recent scientific reports elucid=iing biochemical and
anatomic changes in specific regions of the brains in E:raom who have died with
Alzheimer's disease provide ancouraging indications that this effort will pay off.
Indeed it could essentially dissolve a major cause of human suffering and nursing
home confinement among the elderly. New methods for enabling nursing home staff
to better assist Alzheimer's patients. The Foundation, for example, is helping uni-
versity schools of nursing to establish affiliations with nursing homes in an effort to
improve the nursing care provided. The Federal Government through the National
Institute of Child Health and Human Development is sponsoring a program to es-
tablish similar linkages between nursing homea and medical schools. New methods
of improving patient functional status which may enable confined elderly without
Alzheimer's disease to return to independent living, an area which has received
little attention frora the medical, nursing, and rehabilitation professions.

New alternatives to nursing homes for these and other disabled elderly so they
can live in settings such as “life care” or continuing care retirement communities.
These independent institutions without walls—many of them church-sponsored—
provide middleclass elderly people with a full range of medical, social, and living
arrangement services. For instance, the Robert Wood Johnson Foundation and Com-
monwealth Fund gathered actuarial data which better defines financial and legal
obligations of existing types of special care communities. We now need tc encourage
their implementation.

Improved access, availability, and coordination of formal and informal community
support systems and appropriate means for providing long-term care to our rural
elderly For instance, the Foundation is funding a program on a “swing-bed" con-
cept of rural hospitals, whereby these hospitals use acute care beds for chronic pa-
tients when appropriate. Additionally, the Foundation is supporting a program on

‘interfaith caregivers to see whether coalitions of churches and synagogues can help

to fill the current gap in providing means for informal community long-term care.
Further exploration of alternative means of financing insurance or services. such as
“home equity conversions.”

I would like to expand on these last two points for a moment. We have only begun
to tap avatlable in-home care community resources. Community, religious, and other
volunteer groups are a natural resource for providing support and assistance to t'
elderly disabled in their communities. We five in changing times, with changi
soetal values and structures. We have an increased prevalence of chronic disease to
he sure We also have an increased incidence of divorce, of separation, and of wide-
spread dispersion of families. Much of the basic support ordinarily provided by the
family has begun to erode. Even intact famities, however, cannot provide all long:
term care needs Diverse community organizations have begun to emerge to close
some of the gaps, including national voluntary health organizations focused on spe-
afic diseases, university programs in which students assist elderly community resi-
dents, and voluntary home health care groups which provide meals, housekeeping,
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or transportation. We need to make better use of their services and encourage more
such efforts.

In addition, religious organizations—churches and synagogues—which exist in vir-
tually every community, have traditionally contributed to uman support and are
well equipped tc do so. These groups can provide direct services such as meals-on-
wheels and could also assume a mediating role between other formal care providers
and those elderly who are disabled and in need of such care. With the proliferation
of Federal, State, and regional programs, however, religious congregations have
failed to fully recognize or develop their potential to provide personal support serv-
ices unavailable through these more forinal, often fragmented programs. Additional-
ly. there has been a great resistance to establishing interfaith, ecumenical pro-
grams. Parochialism has hampered cooperative efforts, even among neighbcring
churches of the same denomination. The Robert Wood Johnson Foundation, through
grants, is encouraging ecumenical coalitions of churches and synagogues to develop
systematic means of helping the elderly and disabled at risk of institutionalization
to remain in their homes. This area deserves more of our attention.

We also have failed to explore fully use of home equity conversions to provide an
alternative financing source for new long-term care insurance or for the services
themselves. Although the concept of “reverse mortgages” is not new, it is only now
being applied to securing protection against the high cost of long-term care. Resuits
of two recent Foundation-supported studies have confirmed that home equity con-
version represents a promising alternative worthy of further consideration. Howev-
er, the two proposed mechanisms each have elicited some opposition. Reverse annu-
ity mortgages, which provide an annual income stream (annuity), and may guaran-
tee lifetime tenancy for the owner, have met with resistance from potential lenders.
This is primarily because under this mechanism, the lending institution provides an
annuity to elderly home owners until their death (or until they sell their home), and
then is paid back by receiving title to the house or cash from its sale. This requires
startup capital and means a negative cash flow for several years. Since the principal
plus intereat on the loan are not repaid until the borrower dies or sells the home,
risks are considered to be open ended, and return on investment is not considered to
b competitive with other investment opportunities. These opportunity costs have
loomed as a barrier to investor participation in such programs. At least one Wall
Street brokerage firm, however, has developed a reverse mortgage plan which is at-
tempting to make up for an anticipated 10-year negative cash flow; this lender will
receive payment covering the loan’s principle, plus interest compounding at 11 per-
cent, plus a percentage share of the home's appreciated value.

Conversely, the sale/leaseback arrangement has met opposition from consumers.
Although under this arrangement the institution similarly provides annuity and
lifetime tenancy, title to the house is transferred to the lending institution immedi-
ately. Consumers do not want to give up title now simply to purchase another insur-
ance policy. Many have worked a lifetime to own their house free and clear, and are
reluctant to transfer the title at a time when so many other changes in their life
are taking place. Clearly more work, such as the brokerage house plan mentioned
above, needs to be done in this areas to find a fit between the concerns of lenders
and those of ~onsumers.

From this discussion, | hepe it is evident that the country needs a systematic, co-
ordinated, integrated approach to long-term care needs of the elderly and to devel-
oping means for financing them. It is possible, for instance, that a public financial
program will be required for many of our elderly citizens. As our population in-
creasingly grows older, the children of the old are themselves old and retired. This
means that neither the elderly parents nor their elderly children will have much

adehitional income  [n addition to developing home equity conversion, we might ex-
plare whether public and/or private long-term care insurance can be generated
early in hfe, enabling people to build up reserves over a long period. Additionally,
we have only recently begun to look at joint public-private programs which may be

an unportant contributor to successful long-term care and insurance piograms.

Meeting the increasing needs of our people for more and better long-term care
services, and the means to pay for these services, is a real and present national
challenge of cnormous economic as well ns health import. I appreciate being asked
to submuit this statement and am delighted the committee is exploring means for
meeting this challenge

114



102

ITEM 3. LETTER FROM FRANK M. FORMAN, PRESIDENT AND CHIEF EXEC-
UTIVE OFFICER, FORMAN & ASSOCIATES, INC., BELLEVUE, WA, TO SEN-
ATOR JOHN HEINZ, DATED OCTOBER 1, 1984

Deax Senator Heinz: 1 would like to include the following testimony in your
recent hearing, “The Cost of Care for the “hronically Iil: The %ase for Insurance.”

First. let me thank you for your inter »¢ in, and support of, the long-term care
needs of our elderly. | am pleased to learn of your hearings and would like to share
our firm's experience with you. We are a resource that you may wish to explore as
your hearings evolve.

Forman & Associates, Inc. is the pioneer and leader in the long-term care insur-
ance field. We committed our resources in 1979 to servicing the long-term care
needs of the elderly. We have had a long relationship with an Illinois insurance
company and have assisted them in writing over 60,000 policies. They have grown
from 300 to 5,000 agents. and from $3 million to $33 million in premiums since our
joining them.

The first generation of long-term care policies, which we were instrumental in de-
signing and introducing to the marketplace, proved the vitbility of the market.
However, they had limitations. The second generation of policies 18 now coming off
the drawing board. 1 have just returned from New York and Hartford, Conn., where
my associate, Mitchell Hart and | negotiated with the giants in the insurance indus-
try. As a result of these meetings, we now have a firm commitment from a $10 bil-
lian insurance group that they will enter this market in a big way. Until this break-
through. the market has been served by only a few small companies.

! can tell you our strategy in bringing the major carriers to the marketplace.
First. an insurance plan must be responsive to the realistic needs of the elderly.
Second, the product must be of such quality that groups and associations of the el-
derly will support the plan. Third, the highly vocal critics of insurance companies
and their denlings with the elderly must see the value and impeccability of the new
products and offer little criticism.

In addition to the above marketing considerations, the elderly hold firmly to two
critically mistaken ideas that must be addressed. They believe they already have
long-term coverage with Medicare and Medicare supplement plans. They do not be-
lieve they will be institutionalized for a long period of time. In order to uvercome
these widely held. erroneous ideas, we have determined some specific strategies. It
will require companies of impeccable credentials to enter the marketplace and the
major associations will need to endorse the product in order to overcome the above
misconceptions. It will require credible voices to reshape these jdeas. 1 recently en-
couraged a government agency to consider helping to educate the public as to the
actual length of nursing home stays and the coverage that is available.

We propose that the new product, the second generation of policies, offer indemni-
ty coverage with no prejudice as to the level of care—skilled. intermediate or custo-

in] We recommend a >-year benefit plan that would be guaranteed renewable and
have few limitations and exclusions. Home care with a transition allowance, when
the patient leaves the nursing home and returns home, will be included by those
compinies we iare now encouraging to enter the market.

The task for all —government. nursing home associations, and organizations of the
elderly—is the task of education. The need to carry the message needs to be recog-
nized und strategies implemented by government and the health care industries.

Once agamn. let me thank you for your support of the elderly. I wish you great
sucesss in your efforts on their behalf.

Sincerely,
Frank M. FORMAN.

FI'EM 1 LETTER FROM SHELDON L. GOLDBERG, EXECUTIVE VICE PRESI-
DUNT. AMERICAN ASSOCIATION OF HOMES FOR THE AGING, WASHING-
TON, IX'.'TO SENATOR JOHN HEINZ. DATED OCTOBER 25, 1984

Dear Mi CHaigMan  The American Association of Homes for the Aging is
pleamed 1o have this opportunity to convey its views on *“The Cost of Caring for the
Chroneally 111 The Case for Insurance.” We commnend the Senate Aging Committee
for s interest 1 aml conmmtment to seeking innovative solutions for addressing
the lony-term vire needs of this nation’s aging population.

AAHA is the natwnal onganization representing over 2,300 nonprofit homes, hous-
ing and health-related faciliies for the aging AAHA member homes have dee
root= n the communities they serve through sponsorship bv religious, fraternal,
iabor. private. and overzmental organizations While there is diversity amonyg our
member homes. they all have two things in common: they are all operated on a non-
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profit basis as a service to the community in which each is located, and they are all
committed to delivering the best possible services and care to each of the approxi-
mately 500.00tgfersons they serve annually.

Providers, today's and tomorrow’s elderly, the disabled, insurers, and public policy
decisionmakers are all faced with loni-term care challenges of immense proportions.
The sheer demographics of aging makes the issue of assuring accessible, affordable
long-term care critical. Even at the present time, we are not coming close to ade-
qu.tely meeting the long-term care needs of our older population (65-plus) which
totals 26 million and comprises 11.4 percent of the population. Unless action is
taken in the near term to address this unmet need, the problem may overwhelm us
in the not so distant future; in 2030, 59 million Americans will be 65 ~ older, repre-
senting 18 percent of the population.

There is an urgent need to develop long-term care financing mechanisms. Atten-
tion is also needed on developing and providing the entire range of care and serv-
ices. These long-care needs demand the participation and contribution of numerous
sectors in this society, public and private alike.

AAHA strongly believes that the concept of long-term care insurance holds signif-
icant promise as one means for easing what is currently the catastrophic expense of
the elderly—long-term care costs for chronic and custodial care service needs.

However, AAHA believes just as strongly that long-term care insurance is not,
and will never be, the panacea for this critical problem of financing long-term care.
Therefore, before addressing the “rase for insurance,” the Association must empha-
size its belief that long-term care insurance should not be considered a substitute for
coverage provided under public programs, particularly Medicaid and Medicare. At-
tention to the insurance approach must not divert needed attention from efforts td
protect existing programs and to seek improvements in long-term care coverage
under these and even new Flrograrns.

In this context, then AAHA is keenly interested and involved in the development
of a mu{tipliciti'| of long-term care insurance options and innovations.

One approach, of course, is the traditional individual or group insurance policy
which would cover specified long-term care services. The well-known Medicare sup-
plemental (medi-gap) insurance policy model reflects this approach. AAHA is sup-
portive of efforts to develop this type of insurance, provided that such an offering
actually rerresents an option for securing protection against the costs of long-wrm
care—usually the result of chronic and custodial conditions, not acute or subacute
episodes of illness.

It is understandable that insurers want to move cautiously into this relatively
new insurance market, as experience and data tend to be insufficient to determine
risk. However, we would urge that this cautious approach not result in a long-term
care insurance policy of si'ch a restrictive nature—such as one employing excessive
utilization controls-—as to render it meaningless. Therefore, AAHA recognizes that
some industry “safeguards” against high risk probably will need to be included,
such as an elimination period and a finite coverage period. However, we would en-
courage insurers, at 8 minimum, to refrain from including the most acut-care ori-
ented control mechanisms such as the 3-day prior hosnitalization requirement.

In addition, AAHA urges that the necessary steps, »_ch as adequate consumer
education, be taken in order to create a clear undemtanding and broad market ac-
ceptance of the offerings. Without laying this groundwork, the cost of marketing in-
cluding commission structures could threaten the viability of the policy.

Because progress in the development of long-term care insurance is needed "yes-
terday,” and because public and private coverage of long-term care services are in-
tricately connected. AAHA is convinced that the Federal Government has a role to
play in the development of this initiative. At the very least, the Federal Govern
ment could take the lead in desperately needed data collection relative to utilization
and cost of long-term care services. In addition, the government should actively par-
ticipate in consumer education efforts. Fducat.on regardin benefits covered and not
covered by such programs as Medicare and Medicaid would help older persons make
informed decisions about their health and long-term care coverage needs.

Similarly, the State as the traditional regulator of insurance has an important
role to play in establishing and maintaining consumer protections in the sale of
long term care insurance. At the same time, however, this State regulatory mecha-
mism needs to be sensitive to the changing insurance needs of the aging population
and retain flexibility 1n setting standards for this relalivel{v new type ol coverage.

The long-term care insurance concept also is strongly evident in a variety of serv
ice_dehiverysinsurunce combination settings; the health maintenance organization
tHMO1 model is illustrative of this.
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AAHA has been very supportive of efforts to expand the HMO model to include

coverage of long-term care services. Known as the social/HMO, the Association is
leased that Congress was instrumental in effecting implementation of the “S/

MO"” demonstration project—an exemplary public-private partnership in long-
term care innovation. The data and experience derived from this demonstration
project undoubtedly will contribute greatly to the policy, program, and financing
formulation for long-term care. The life care/continuing care setting also offers a
specialized opportunity to address the long-term care needs of the elderly.

While these service delivery/insurance models currently are #%le to serve only a
limited number of people, AAHA is convinced that this approach holds special
promise for the future of providing and insuring long-term carr. The Association is
currently focusing in this sphere in its efforts to find ways to make these options
more widely available. AAHA looks forward to sharing its findings with the Com-
mittee as progress is made on this moat pressing issue.

Again. as one important means for improving the financing and provision of long-
term cure to our Nation's elderly, AAHA is committed to the development of long-
term cate insurance options. The Association stands ready to work with the Senate
committee and the Congress in the pursuit of this mutual goal, as well as improve-
ments in existing programs of importance to the elderly.

Sincerely,
SHELDON L. GOLDBERG.
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