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HEALTH CARE FOR OLDER AMERICANS INSUR-.

IN G AGAINST CATASTROPHIC LOSS—Part 1

.4\'/ '~“~-

WEDNESDAY AUGUST 27. 1986

U S. Slm.mr.,
Spncm. CoMMITTEZ ON AGING, '
' Fort szth, AR.

- Alsoy t: Theresa M. orste. t1ve d AimPr
p@e:o;:i rlegmla ale, 1de,press

OPENING STATEMENT OF SENATOR DAVID PRYOR, PRESIDING

Senator Pryor. Ladies and gentleman, I would like to welcome

allof uth:smormng opemheahnngortSmtﬂz,AR,of
the U:S. Senate’s Special Committee on Aging.

‘orsotheareasoflong-tcrmcareandcatastrophlchealthcaremv
recexvedmmamngattanhon.lhehevetheteshmo we receive
dunnz%e2ﬂayswﬂhbemosthelpﬁﬂmformtﬂahngapohcyfor ‘

longrimm health care and catastrophic’ which is respon-
sive o the elderly sneeds.Wehave‘sch thiis meeting this

..morning in Fort 1 of a2-part heanng on-this i nnnr-

tantsubsect.Part2m]lbe eldmIattleRock,AR;tnmormw
noon. '‘We ‘nll trv~to expl through the testunomy of our wit-

nessefs, . ;:s aspectsoftheproblemofdehvenngappro- :

priate, aff forelderlymtmansmAmenca.

Clezriy: aresome -gerious gaps in health care ¢ coverage

¥ older eavethepotenhalforﬁnanc:alnnn

and emotwnal devasl:atlon. Historically, the. worlnng definition for
mneashasbeenhmtedmscope.Weveconcentrahed

catastropmc
~on illnetses which uire intensive, and - acute-type
e ;‘tllllness

ca:e.'l‘hemlsnoqueshonthatthmtype

can cause severe
financial

hardships, but we are beginning to see that any condition

which requires. continued bealth care expendltures can very quick-

ly become cal

In addition, it is becoming increasingl yclearthatasourpopula
tior. ages, the demand glll'nf ong-term institutional and community
based care and acute-care servwes for serious illnesses will only in-
crease. Currently 1% million Americans reside in nursing homes.
By2000thatnumbensexpectedtobe2.2mﬂhon.By2020 2.9 mil-

lion; by 2040, 4} million. Currently 2.1 million of the noninstitu-
tionalized elderly need help in one or more basic physical activities
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.out home management activities. the year
mgyincrease‘tombrethanllmﬂhon,nndbyMitwiﬂmcrease
i - to nearly 18:milljon citjzens. .;

-Future advances -.m_..heglth‘ja_echno y niay lenigt

gnthe Livee of

of Medicare Part Atz rge.mnd that this expanded coverage be
paid for by impocing an additional charge for all beneficiaries on
- each of the first"60 days of hospitalization. Congress,. I ' must say,

" has resisted this l, primarily because it increases out:of-'-’

.& only the very small. pemntage‘.oﬁin&_ividuals'?who require pro-
= longed hospltahzatxon RS f o

quen, who, by the way, was Governor of Indiana atithe same

: time I had the privilege of beipg Governor ‘of Arkansas, proposed

5 an alternative appi for dealing with - this type of catnstrophic

*" . expense. That approach was simple; imposi -a small monthly pre-

o mium to cover cust ofa catastrophxc icare. fohcy Secretary

proposal rough -longstanding problem to the fore-

front of hea.l th care considerations and precipitated widespread dis-

cussions on the eatastrophn. coverage issue. As par’-of his State of

ﬂanmonAddress,PmsndentReag'andnected ,retdryBowento

conduct =~ 1-year stu y on how Government and the private sector

can provide catastrophic. medical protection. Thm ‘:ouncxl has been
meeting throughout the eourse of this year

OnlylastTueeday Secretary Bowen's Comnnmon held wsﬁnal

meeting and issued a draft report ! on its recommendations for the
S 1ex l’.".E 3 I at ) .

rather.¢thmvmtermoftypeofdlness, e intensi ,orduratlonof
a specific ilness. The rep states, “The economic’consequences:of

ess become catastro clftheout-ofpocket themdl-
v1dual or family, exclug.mg g

ployers, and Govermnent pro ~ms, become ﬁnancm.lly devastat-

mg'he Commxsmon looked at. o» major areas ofneed. First, cata-

v‘g coverage other than iong-term nursing home needs for in-
di ;:1]8 65f°ang older. Tl:: tC::mmsion relgmmendeghe thﬁ‘ ef:i)llluw-
-ing options for dealing wi problem: Improving care
Program to provide yearlong hoepital coverage, finanted through
additional premiums or oopayments, based -on the ability to pay.
Second, studying ways. to expand mental healthcuecoverage
Third, exploring vo r and other alternative health p:e'ogo&
als unier Medicare. And, fourth, exploring the individual medical

1 See appendix, p. 185.

* and 24 million, eldétly need the Kalp of another
ly gy 88 thatnumber

-2 ready dnddeqiate g'*mm We, must, maks every -

5.0 Over-the last suvers admimm-atxonhaspmpoaedthat_._
.. .- the acute caiastrophic’) blem be:dealt with. . through.an expansion

! "}ecmetary of Health and’ Human Semees, Dr.
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. accounit concspt, The-econd major. avea of the Bowen,Corinission : .
- dealt with acute'catéstrophic-expenses for persons under 65 years” :
* . of age,-and'the thmlm&ib’%rea batastmv@lm‘cﬁ@ health care. -

. TS hearng ihis.morning:we will try to‘explore)in particular, - -
" the first and. third' of*these ‘arees: because ‘are the one thai

- ‘most - directly .affect ‘the’ elderly populution'of -our :‘State and our
 -oountry:: Lét"us ‘also ke8p ir’ mindthat'the Statsyof Arkansss is
*.sécond only"to"the"State of Floridd in'the percentage of citizens
.“over. the-age of 60 years of ax&Twonld.at*thmA»gomt»hkewmke -'
. the:draft feport of the Private-Public’ Sector Advisory Committee
+ onCa *‘:gg!’h’emnﬂwof this'hearing record.? * ~ ' - ‘

e i, o - gy ew

. Several of the opticns that' Bivé,beén proposed in logislative - -
' form, some ard quite closs, I might sy, to being eiactéd into law, -

y.- - 1t'is my‘Hope that with'this hearing ‘we'will’begin to gather a sub-
...~ stantial base of information, and reactions to the committee’s draft:
report, from'which'to begiti-our’discussion on,catastrophic coverage
- Inthe Congress. I look forward {0 the iestimony that we.will hear

.- e this time, 1 ; * 17 R N I VLT LAV LY

. - . We will, at this time, call our 'witnesses, but Tirst let. me intro-- 7

“3. . duce,for the.benefit of the-audiente, Theresa Forster, wha-is on - I

. our Washington," DC, staff. She;handles health care matters and -

. problems of the elderly’ Many of yourwho have written to-Washing- ~_+:

ton, your cases gre dealt. with by Theresa ‘and she has ‘done-all.of = %

the preparation for:this morning’s hearing., Also we have two.other

... staff here—they are trying to-get the microphones fixed, so. we'll - o

©  introduce them later in-the morping, if wecould. -~ - - - 7

" - Let's have all the witnesses come up.and take-your place behind o

' iourname card, -then-I.will introduce each of you. For today’s .. ' ¢

earing. we have an excellent group of seven witnesses from this : . . °
area of our State. I.would like to keep our format as informal as ;
possible, and-ask that each witness'try to keep his or her'testimony
to between § and.7 minutes. If you have any additional written
' comments or supporting materials; I would like the witnesses to
jubmit thege comments and material for the publicrecord. -~ = ¢ - -
. First we have Jim Medley; he is the good-looking fellow with the
red tie, to ngéarﬁshgmr here. Jim Medley is no stranger to this
partof our State: He is the ekecutive director of the Area Agency
on Aging of Western Arkansas. Jim has testified a number of times
. before different - congressional, committees and . alwa, £
. very. thoughtful in his: testimony. We’re very happy to have

nurse with the Western Arkansas Area Agericy on Aging. Nelma
hasworkedwiththeagencyfors%yeamSheistheareasupervi-

% See appendix, p. 135. on




n Hochith, o Hot, Springs, He has come. a fafs dis,
A ’%;ﬁlf;us;zha%mmt@acnﬁoew ogtil‘g.He

ing usc ‘his family’s ties in to ensure that -
faﬂ;er, recelve _appropriate;care.’ al:pwexy grate-

L h“ ' rdthat wilf atav.i':xyng‘back«t;W" i S e

R D :g'ew "ﬁ"o Smith, m,&re.mdéy'at‘ o:Tequest of

Dr;:K‘en regdeg,t of the Arkansas’ MedwalSocaety Heis .

s . also’a men 6" National Legislati.n Committee; of the Ar- .
. kansasMedlcalSomGQy I know he-will Jpresent som everythought-

" ful testimony and we are grateful to Dr. Lilly for allowing and ac.
" 8. 40 test D:,'_Phﬂhps,wewelcomeyouto,-l.--.s

Wewouﬁalsohketowelco e Jiri
Arkansas osﬁigeAmahn innhasmmeaﬂthemydown
fmm'l"‘aiette to be With: us today. He is the director of the

Regmnaf Medlcal Cenher  Hospice. We weicome his ©.
o e,’%'he nhﬁoﬁal wmmm for the - .

prﬁsentaﬁdﬁ mor
Finally, ‘we ‘Have Bob::
sad’ State Aasoaﬁhon -of: foe*Underwnters ‘"We're | “to

ﬂ;e ‘insurance - indt ‘on

get perspective from ry
:3 proble&nofcatas&oph:chealthmsurance.Bo actsasahé‘l-'.
kanaashfe ‘Underwriters: Association and the

‘ andhasbemdcnvemthemsw-

: in' Wa
3 ‘ance ﬁelgmor 21 years:

mpresenhngh:sorganmhons. S g

¢ this-time, .we . will turn the mic oneOVertoMerm'

Mediey for. his-statement. I ‘think we will- allow each of you to
make your. statements and then once. the statements have been

made—rather than- mterrupt::’ﬁas we:go forward—once all state-
ask - some queshons. Thank you,

- ments have been made we
very much, andyoumayprmceed.

STATEMENT Oi T M'EDLEY FORT SMITH, AR, PRESIDENT
ARKANSAS]LOME HEALTH ASSOCIATION; - ;-

MrMmmSenatorPryor . uforauowmgmethié-op-
to" testify. MynamémJ‘nnyl‘\,ﬁedl and I'am executive

rtunityt
\rectoroftheAreaAgencymAgmgofWestemAtkansas Today -
Iamteshfymgaspresxdentofﬂne ArkansasHomeHealthAssoma

. tiom.. .

 prots e all here ey to dircom.what can ﬁgh““zdm“‘ oy
) ems our y are e.xpenencmg m costs,
- especially those assoaated with catastrophic illness. Cetastrophic
illness is an illness of ma;or proporuons that causes a permanent

{ Mchnald. president of ‘the

e is well“acquainted with some of ‘the.
robleis associated with' developing insurarice for catastrophic:and =
Emg—termcarecoverage,andwereallyapprematehlmmand




.manyasfourtlmesmlyear Many. of -th

.of su den onset and, elderly mdmdua'.la who feel that: thetg are well
and supplem insurance, find themselves

Texthen o r large: amounts .of money or are unable to obtam the

- service. theyaodes perately need. -
brderto,lllustratethe blems, T would hketodeecnbeaty&
1cal elder n and the problems he or she may encounter wi
& bout of m

supplemen-

talmoomes,wv'lthamonthlymcomeoflessthansm 1652 Peo le :

are generally unable:to save enough money to- meet thm dedu
evenoncedunngthe_yearandtheyean ‘e(Le to meet 1tas
tter suppiements
cover, the deductible but the cost of these sugplements can be from
e L0, sech menth, Once the D orecilict for smaned for @

or illness, he is o refe: a 0ses an
gtim’“f g peint b beon caretul e bty srsnd
who takes care en e may
not osounﬁz}dtheelder ,ﬂLmdxv;.?u‘glnmmay%mnopomhonto
aro or a

fannhaxmththeconcemaoverlengthofstagm'

dehermmed by the diagnostic related grou commonly
toasDRGs,ratherthanthe txentneeds. wxllclteseveralex-
amples we have encoun of specific cases w tgttlents
appear to have been: in such a weakened state

ewomeandhadtoberehospxtalmed. We feel . thatCongress-

hasalreadymadesomepmgress emandmgquahtyassuraneem
the form of better notification of determmatlon of coverage and
rights of appeal for inpatients.

Once the patient is discharged the cgverage problems with Medi-
care become much greater. For example, it is not uncommon in our
ex;i]enenoe for a patient to require medication iptions costing

over $150 each month during a ca pg:cmﬂ?ness. We have
many -elderiy individuals ‘who mn:l.xly do not take their medication,
take only some, or reduce themselves, because they
cannot afford themedwahon. My nurses report that lack of cover-
age for medications in home care is a primary reason for hospitali-
zatacm among our elderly. We have seen patients, for example, who
after h ospxtahzahonforash'oke,andreporttous

that they are being tmeated for ion but just couldn’t
afford the pills so the; ing to cut them in half themselves.

Asaprovnderofhome caretoelderly Medicare patients,
wearemapomhontomte examples of areas where more
coverage was needed. icare covers home health

vmtsatloo t.'l‘h:s:saquotefmmtheSomal Security Ad-
ministration flera which sounds good, but Medicare covers
thewmtsthattheydeemneeematythere are.-restrictions. One of
the major limits is a t that care be intermittent. The
HealthCareFinancing on,eommonlyreferredtoas
HCFA,hasmterpremthm&omeanthatdml care will be covered
for a very short pc-iod only; for example, 10 Jg Even though the
numemaybepreentforonlylhouraday, edicare claims that
the care is constant. ~

S L B TR S
o0 S 0 RS T
o : S RERICY:

mapersons hfestyle theoﬂ:enacatastrop illness is -

bout. tﬂhzed ooneern fo:f Medxcare patients :23 uacae .
;\;su an emmmamng
~ ‘ble.. Mm{veomt live; m
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. Another 'concer;n in this area is the situation of a person who'c’a'h :

Y

R YRR

afford to-hire an attendant. Now, the: patient must prove the at- - . -

-tendant does not praovide medical care, use if they don’t prove
this the Medicare:benefits are denied beca ey

y use HCFA says they are
receiving constant care, even though Medicare is not paying for the

care giver.: Medicare :requires that the person receiving care be
homsgund.z,’l'he lack of a-:‘good‘deﬁnitiol::of that t‘e,vrlggis alsoa -

persons: who would feel better if they were able to

a relative; however,-if they do this then they are not considered

homebounci. Certainly removing them from the heat of the kitchen,

or smoke, o so forth that goes along with this, could help:them

1. /0id respiratory distress. - e :
The method of payment of home health claims sometimes causes

the elderly to be deiied service. Medicare holds each agency re-

sponsible to understand:what services are covered. Since coverage

is-a complicated matter that isl?en to- more than one interpreta-
tion it is not easy to determine. Nevertheless a home health agency
must decide, without assistance, if it will cover care or not. Only
after the care is provided and billed will the agency know if the

care will be paid. is no limit on the amount of time that may
elapee before a final decision is made. Is it any wonder that many
agencies are- sing to serve those persons who may not be cov-
ered? In other borderline cases lots of times are being

turned down. Often the agency does not make clear that they have
made the decision not to take the risk and that anothm
mlghtbewilli.:giatntrytobﬂl.Thepatientisjust-told i
does not cover service. : : :

ThereamneededsérvicesthatMédieamdoesnotcovef.lwﬁuld :

liketocitasomeexam‘fahsﬁomthismNow,Ihavesomeeases
here from our files and in order to maintain the confidentiality I'll
rdermmmwmeumhﬂsmmuthmthwms.



quested that his-doctor the 'pétient as even maximum
homehealth’_h’qmsunder edicare:are not oughcare

for more time.in the hospital:Mr:-H. does not-qualify for nursing
. home care under-Medicare..Mrs: A.H. is an 84-year-old with perni-
- cious anemi ngmtasamm depleting medication, diabetic, unstable
blood pressure. Medicare denies all-visits but one per month, based
- on the nead for the Bu, for pernicious anemia, being covered as
- onctei per. month only; the other diagnoeis are.not taken irto consid-
eration. : SR seaai :
is essentially no Medicare: coverage, and until recently very little
private coverage could be-purchased. Unfortunately, many elderly
are unaware that Medicare does not pay for the nursing home care
miost people need, or ‘Gther forms of ong-term care, until the need

concerns the overall cost of Medicare and restrictions aimed at lim-
iting this cost, such-as increasing-deductibles and-the DRG’s. The
impact of these measures need, of course, to be carefully studied
and evaluated. The. other issue is more subtle, less eagily monitored
and evaluated, that is the interpretation by HCFA of the regula-
tions which govern care in such a way as to decrease service: "
I hope the examples I have cited have illustrated ways in which
we, as home care providers, see some of the current interpretations
aés;nabemgm harmful to the patients’ health and safety. Thank you,
Senator F:m Jim, thank you. Shortly when all the panelists
‘E:ve finished:their stutements, we will be directing some questions
Nelma Bennett, we appreciate you being here and look forward
to your statement. ’ : ‘
STATEMENT OF NELMA BENNETT, RN, PARIS, AR, LOGAN
COUNTY NURSING SUPERVISOR, AREA AGENCY ON AGING OF
WESTERN ARKANSAS

Ms. Bennerr. My name is Nelma Bennett and P'm the Logan
Countynursingmpavis_oroftheAreaAgencyonAgingofWest—
ern Arkansas. : .




I'have o barticular case'in mind, since it involved five-elderly
le’ whi d one sister, in a rural community.

- 2 g Ay 2]
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B
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. These people. were eating off-of broken dishes. They were living e
in very unsanitary tonditions. They had a small amount of money .
in their bank account.' Medicare was the only ‘medical help that

- Teceiving. Since the money was in -their bank account e
nble:  elig _ ﬁdmud aid, After:some time and = X
thedeathoftheir;.guardiantheywareabletoa for Medic-~~ "
used - their bank ‘account: to put money’ for their R
burial.- ! . were able to .buy new. dishes to replace the bro o
ones. During:the time they were on Medicare only, their friends ok
and neighbors, people in the. community, tried.to provx:.iall the as- S
e N

home and having an aide eomem to help with their personal care. L
you. » £
SenatoranThankyou.Nelma.‘Wewﬂla]sobecommgthh .
" Saroh Tovett, fraim Croeman i oIents, e about her husband’s
' ut her 's -
need for nonacute long-term care. We are proud that you i
have cometqbethh us today, Mrs. Lovett. . B
STATEMENT OF SARAH LOVETT, GREENWOOD, AR . ®
Mrs. Loverr. Thank Senator Pryor, for this opportunity. i
husband is an Alzheimw:r"l; wvictim. ‘It all started inpfg‘ll wlgnl\g -
m%mddMMMaw=Mﬂ16mﬁrmew a
pecially,foraﬁertheiniﬁalbeginnmgofthediseaseStanleydid .
notmdizewhatwashappeningtohim.But.formetheyearsof e
searchingforhelpthrovghchnicsanddoctomtoallevmtehis :
memory problem, with'namalanswersuntil 1979 has been very 7
Hewasaministarin"SanAnﬁnio,‘TX,undera workload :
at home, § months of the- in meetings all over the Nation, and :
an editor of a national "ousmagazine.Solossof-memorywas .
frustrating for someone in his profession. Doctors in the 3
sgymmam clinic, in Houston, diagnosed his:problem as probably
pression due to early hardening of the arteries. After m to
ort Smith in 1978, upon a doctor’s recommendation to for .

washappﬁe&om time on and was perfectly oblivious of his
‘problem. hadastomhouaeofknowledgeonpaper,socouldtake
anouﬂinetothepulpit,whichheneverdidbefore,anddeﬁma

Disorientaﬁontookoverthoughandtotaldisabﬂitywastakenin _
1977.‘Ithasbeenhardtowatchhisbrightmindslowlydeteriorate,.
beoomingadiﬁ‘erentpezﬁonenﬁrely;evmtuanynotknowingusat
alLBy1979hewasbeeomingpsychoﬁcalsoanddiddangemus
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yante Yo be the:-one to:care forshim at home. He didn't really
could see recc H‘tiomjnhis‘eyeﬁhe knew 1 was domeone: who loved
‘him and | for him and he clung to me and dépended upon me.

‘No. 2,1 did Tiot want to xse all our Iife savings, was-the second

rmyearsago;he lost his equilibrium and could not walk with-
out iy help. He was. hospitalized with a héad injury after

-out 6f bed and falling against.a dresser.:Since then he has been a
eo:ncilefe«bed .patient. How much home health help have I had?
Much of the time, none. Af ho

they said his condition:codld not be improved; so I had no help,
After a" oley ‘catheter was prescribéed a year and a half ago, 1
again qualified for home health: help. I could. have learned the
_.catheter care myself, because I was already catheteri . him
every 6 hours. But I was grateful for the aides that this enabled me
to have because I desperately needed them. I might say here that 2
hours, three times a week is not enough help to care for someone
in his condition who has to have 24-hour supervision and care, but
itisallthat I have. = =~ - - - e
.. T don’t know,what I would have done without the help of family,
church-members, friends, and neighbors; they have all helped me
to keep my sanity. I had sitters-also at times, even some for 2- or 3-
day trips to go see my children and family, but this is so expensive
and I have tried to live on our Social Security since the future is so
uncertain. This: summer I'was without an aide several weeks be-
cause it is hard to get them to.come to Greenwood. If car expenses
could be paid.to encourage aides to go to small towns in areas

it ‘would. ‘help. My‘1 19-year-old granddaughter lived with me then

and was.a great help.

Another thing that has been a big help, a very big help last

Qumm_e_f for a_while, was the fact that I was lucky enough to be
- chosen to be the recipient of help from Homemaker Home Health,
o ari"exp_'e;i:n‘ental project the State and Federal Gove ment was
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ded? Foratgyo reasons: No. -L{ _

e, for brief moménis—very brief mments, at tises 1 -

ra hogtgl stay, only:a while, because .
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. #; end-this' program’ be fmiplemented by the governmerit, for people
-1 might could haye gone 6n longer, who’knows? But now I have k.
aslmﬂ potionally and ; hyslcanYItlsbecomn?
rd; he xieeds skilled care, will need it more and more, and'1 g

nd docen’é regpond in any way. He has to have ev-- v

E

ursing home would be $6,000 or $8,000 out of mfy savings.

mmyprobem.ThankfyouSe‘na_torPryorandGodb .
dressing this problem or me and all others in my shoes. - : B

Senator PrYOR. Mrs. Lovett, thank you for coming and sharing
g:ur problem with us; with this audience; and ultimately with the oy

nate Committee on the Aging, because I think you probably e
speak for thousands of Americans just like you, in your situation, e
and this is exactly why-we are ering this type of information T
today so that we can find a solution for the 3. Lovetts of the o
"world. Iknowthatalmostdaﬂyinouroﬁicein,quhingtqn'ﬁgre- :
ceive letters and"inquiries about finding answers and solutions to :
some of these types of problems, and hopefully this hearing will ul-
timately find some of those solutions. In a moment.I may ask‘you a o
question or two. ) ST ’
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' MrSamHocutt,ofHotSpnngs,haseometodaytotellabouthm
'famﬂy’sdrﬁmlhesm;bmngtoenmretbath:smoﬂlerandfather
receweappmpmtecare. S

STA'!‘EIIENTDFSAMHOCU’IT HOTSPRINGS,AR : -

Mr. Hocm'r Thankyou,veuy;nuch,ﬁenator!’ryor On behalf of

myfamﬂy‘nndmymot&- detﬂdliketothankyouformtheoppor-
ttmxtytoa]lowuswﬁharemeommtsmthyou.uyname
SamHocutt.Iamasemot‘saleaengmeerfor‘Honeywell.Iremde
alongmthmywﬂ'e,mHotSpmgs,AB,mthodrnewdaughter &n
--exchangeatudentfmmNorway,thatwarerealgladmhave

Iflwemtoeﬁempttophceahﬁbon’mycpmmenhth:smom;
mgxtwouldbethoeewhofﬂlthrm:ghthecmch.lﬂyfatheriuf-

fersﬁomParkmsonsd:sease.Mymother‘atage&.mexcellent
_healthhadbeentahngcareofmyfather‘Shesuffemdacata

‘douwe do mth an year-old mother, that yoéu love,

'fathersuﬂ' ﬁ'omParhnsonsdméasethatcannotbeleft urat,

tended?Hehasmentellapses.Hezsapttowalkoﬁ' You-have to -
g _seethathetakeehlamedxcine setethatheeawltmhkeeanngfor
'faboutas-year-oldchﬂd.

What ‘do you do? We looked at the vanous résourges available in -~

H }'1

the Birmingham ‘ayea. Our’ perception is that ‘we'did not find a .-

“health care facility structured to’  give my. mothef“the skilled nurs-

ing care that she requires to sustain: li!'eiSeco d, if we' had found

one,theremagapbetweenuedxcaregoveragebeeauseshehas‘

irreversible illix ess,arcaiﬁictlon,thatshewﬂrhvemththpbal-
aneeofher Yité, We foumc’lthegapmthecoverage e

, l.came back home/andlerxammedthehttla‘ , areaandthe

pnngs ares, and i found sonie private faciliti ;that could

long

mvnde the care that they need, at our, expense, but wﬂ:h a wmtmg
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Now, ’what dld we do‘l We elected-—l’ have a wniowed mster who

il
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o~ toqs&mn thj'if ' Onemght ‘Well.wh d ;t
;> put her.in a . convalescent home?"” slalyéoked M
.. She fall ‘tﬁeaackjaetween hndofcareoneeanre—

ceive in. a rek ype ] _or hospital structured to y
because he can walk, he’can dress himself, he can feed himself, but 3
yojikind of bave fo guad him. There's & gap—therss a crack. " *
The systent as' #'is sg.uctl}red “doésn this accommboda-
tion: 1 met with many of my fellow ﬁ'lexfs;o:“ﬁd&e health care in- L
dustry acroes the” nndlﬁndoutthatduetocertamgoven__x o T
al regulations Wmﬂﬁ btheuﬂé : o

i
RO Y DR IC € 41 SR

. . x
SR
; chanee I geb—l eopk a, £
> week's: 5 aﬂ?ndwent dcwn‘f_iuqt&o'reheve niy sis- a4
- ters, so ccould catch their breath: So: I&nbwwhatyou’re tali L
: mfnabo e don’t;see'a light at the end of the tunnel: i
.. +-In our business.we abhor.sémeone who,séys, “Hey, heresa ob- P
;lem,” you-know,, offer somethingto. contribute- to. the problem: oo
- Well, what. would L.offer?. If we. could change thesregtﬂatwns ‘ N
cerning the allocation tﬁeshmdnmmbedsw;bherethe ,
...-surplus Gould be used jn & more constructive; pogitiyezmauner, so - - 5
that people like my mother could. find a thatﬁhebouldbe 2
- cared for, if that's what we elected to.do.” "falli:hrcmghtheg‘d
IutheState ofArkansal, )ne must uga one’s. resources u ki
out-—toapomtof$2,5001ﬁassetsbefm guquahﬁedwrecewe.- .
any additional supplemental care, or fundmg of the care that is re-* 4

_ qmred,lnlyear .we have spen Wy $25,000 - of my
- mother-and father’s. assets to see that care of. She is
- now 83; she's’ f og’p»andphe 1ﬂdhve5moreyears,she' i
: could live 10-more yéau. ith ﬂ:e assets they have, in about 4
years we'vegothm'gb- .
: , Senatbr, to dxscnmmatlon between those of us e
who, Tike yupuelf of us_in here, have worked all these 3
. years—~I. turned 55'} v#eek .and 'm now a senior citizen—who g
ve’worked and* ‘taxes and ‘supported the system all’ these S Dk
years 6 - Know tha Weneedhelpwehavetobecomepa upers, or ..

Arkansas teduce our ‘aseéts down'to $2,500; that's discrimina-

tlon

‘:}‘: ti‘




IR
. In . .Iwonﬂdsaythatmypercephonmweneedwmat
: 1'ahd'un' “:] iee]ﬂ! ‘care policy, not that covers and encompasses

: elﬁneaspectofcaleforthe but especially those who fall
through the cracks,likemymotherlfweeanplaeeamanonthe
xﬁoon.’beeausePremdentKennedy “prioritized and said, “We're
maketbat-hagpen,”thenlsayandsubmxtfartblshear
,wehaveasocxet‘alneedtoprov:deforcareforourselves.

E‘
i
;
i

o Senator' Pivod Sam, thank yoi very, very miich..Onée again, I
yougaveexpreesedaeoneemon oftbousan;i?:'nd

' ;perhapehundredsofthouaands,ofAmmeahsmaverymmﬂarmt- :

Dr‘ hillips,” FortSmlth.‘He amemberoftheeounmlof
theArkansas sffo; aﬁoamemberoftheNm.
him £o o ‘”busydaytoday,werevery verygrate-

,, L R BEVEE .!r

to
ol that X
e Inorﬂex;toaccompﬁshth:s‘viemedtopnorﬂnzeandgomeupmth

—)
g

. &ﬂmm mrm'r PHILLI?S, MD FORT SpTH, A‘R,COUNC!L -

% in Kort Smith. I am here representing the"Ar-

home on 24-hour-a-day cared.: for m‘ mother-m . I'm
_not meenmt:ve to the pgg&dghiaveﬁeebﬁ eipremed hel'etoday

.1 speak in support of catastrophic coverage-for k th‘care, Hiot just
;fortheelderl butallAmenﬁThegoaI‘ofz atastro; c-cWera'ge
mnotdebatag the’methiods df obtaining that's

Dr;Pmuna. niirg Sega 5Ms Fomter'sle Pnde,membersof-,. :
’tbq;:panehandaﬁen;lees,mymdme:sPat‘Phﬂhpsandlamapmc- L

‘goal garel
may ‘I makeeomecommentsﬁodeﬁnethemglem It;s‘
‘ lmportamttodeﬁnethmproposedcoveragemtoacu&careand long

term or chronic-or custodial care, because ‘théy present to us two

- very different problems. Some 30 milliom .Americans are Medicare

ients, according tofcongressional. figures and less than 300,000

ospitalized ‘more than 60 days andloseﬁxllhoepxtal coverage,

a.nd les than 12,000 beyond 150 days when all Med}gare coverage
ceases.

- I have persdnall revxewed the admlsslons -at- Sparks’ Reglonal
~ Medical. Center- for the last 18-months, and 7,200 Medicsre'patients

were- adm:tted -this, timeframé. Only 48 patlents weére Hospi-
“days, and only 2 patients] ongér than ‘150,
da And y all"of these patients: Were chronic, -obstructive,

onary ﬂiwése{;such*«as ‘my_father-in-law, renal dial pa-

" tients, or canceér patients: This calculates to: ‘approximately 7 per

1,000 patients who exceed their full Medicare coverage; a ﬁgure re-
mavkab :smﬂartothatmtedfromeongressmnalsources This
would indicate that thm area is a mlcrocosm of the entlre Nation




- solution. However, we must answer. questions. When does coverage
_ begin? What is. to be covered? Where does the revenue come from?

How'are we going to.sllot: our -national resources? We -are in a
sense seeing’ a result ;of better and increased. care to our elderly.

for 1 ly'-termwreintb:;ge ing years

an aging population.. ._"-?ia"iiot. st a question’of more services, per-
haps, the emphasig mustbe on different services, away.from nurs-

difficnlt questions, no easy answers.: <7 . -5 . . .,
" In s"u;jpmaxg,;it?is;,my belief the elderly, as well as all of our
people, .should have protection from catastrophic financial-conse-
quences of illness. While the number. may. be small in relation.to

:: : .;uﬁ“ihgmes‘intoéhomezﬁédth-eqm, into cahsidmhons of thg:qual?ty )

mgore frail of our” n have increased enor-
2y show no ;ign‘o%ng Just the expected

je.coming years.
i is ‘poorly-designed to, meet the.needs of
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~,,  STATEMENT OF JAMES McDONALD, FAYETTEVILLE, AR, o

. PRESIDENT, ARKANSAS HOSPICE ASSOCIATION . -
Mr. McDoxALD. OK. Thank you, very much, Snator Pryor, for
g

J K i ~-lu-w‘;‘.{ * orf .

caring for u}:tients at home. ?a,oi%mta'_' alifyin, ut%gerMedware for
1Ce m a 'months. .

hoepice must have a prognosis of less .

strict' requirements for skilled nursing visits threateni us for
denial?i‘qthecare,ﬁ'epmde.' " RUTEE THT hreatening

10 be herei: As you mentioned Pni: president of the
X016 QeTe: y°“s| te. Hoapice Association 1

In ‘many ways hospice care is preventive medicine for termina;llz' -

ill patients; that sounds ironic, But-what we are able to do

hospice is assess patients’ needs and- 0 ide 'iqtei;ye@tipn before

they becomie critical issues that. re hospitalization; som; _

much needed in home Health cife, _t'.notoasﬂlgwed. Where we win

li;t'x; vgith;s:;)oblems‘mithﬁt'paﬁbntniaré_;?efe'md"to‘ our program that
ve 8 ¢

i

mcdlse'ase,buttheydo not have a prognosis of less -

-y



5 )ptoms, as;deﬁiled by Medware. that require';lin-patieht:.adnﬁs'- :
(s C
Ifwecanapproachthensuesthatfacethese ts in their
_homeswecancutdownthecostoftheme by eliminat-
* ing the repeated. use of ospltahzahon.Notonlydowelookatthat
fromanmueofcosts,butﬁomW of patient and
family. The emotional and the physical discom-
forttl;eqmred to slnp the patient back and forth are senous consid-
erations,
Medwarehoqmedoesallawforrespltecare Itmtheonlytune
Med.wa.rewxllpayfor tient care in order-to give the famil
rest. Medicare does ow for respite care in the home; th%ml
ofhospwe:stohelpprov;dethatreapxtemthehome So if
caremtotgg hoepitalization, to. give 24 hours, 48, or 72 hours
of rest to famil nmuldbemomappmpnateandmoremhne
- with the h {nloeophyof—eareto e that same 24-hour
' ooge!:agem home for thoueperloda -yespite..

othermsuewhxchfacesospwe in this coun v has
wdomm‘memmmmubywhwgtheye&mehmpwe e-
fit is reimbursed in hospice programs. I d-
Rglmbursemept Commi for MNatxona.l

aIsoserveonthe uncﬂofStateOrganmtionsfortheHos-

E‘ﬁl kf‘:ﬁ)..,..xlf} ;h’ o




Th_aqkyqp._ R . o L :
STATEMENT OF ROBERT T. LANE, CLU, CHFC, FORT SMITH, AR,
NATIONAL COMMITTEEMAN, ARKANSAS STATE ASSOCIATION ,
OF LIFE UNDERWRITERS Tt '
. Mr.me.Icansurett-lorthat.Ietmetellay:&:IﬁTatha’ I’mfx;rot%xll
insurance management. I'm a salesman, .have been for
years, so I don’t represent probablythe managerial aspect of devel-
ing policies and marketing-concepts. I sell what we have in tbe
available, and sometimes I think'the home office people have
no regard for the field, as far as what we lmqu we need and what

weknowpeople'needandwﬂlbuy. RERCRN :
Insurance people are conservative by nature. I know:very few lib-
eral insurance-people, and I work with them in a | and pro-

fessional capacity on a ‘local, State, and national level. Insurance
le are siles oriented, they. are commission driven, and they

geunch;a timeclock everyday and know what the ‘check i8 going to
cut fior on g‘;ii:{h:femoon.mtg whole, 1 wouldfsay’the insur-

ance industry primarily the responsibility for taking care
of&ourselfandyourlovedonesisthe'individua?s _ ility, -
with the individual’s money. For those people who are unwﬂ.lu;ga—
not unwilling, unable to help themselves, we certainly realize that
there is some combination of the pubiic and private sector that
must be utilized to take care of these people. -

Iagree,inessence,withwhatDr.Mpssaid,itwonﬂdbegreat
to have an all encompassing, federally proposed, federally mandat-
ed, long term and catastrophic care p for everybody in the
United States, but we can’t afford it. It is just that simple, we
cannot afford it. People who are paying taxes cannot afford to
carry thoee people who could buy insurance themselves.

I've got a quote here I woul like to read to you, from one of

our peo%le in-Congress, Representative, Roybal, chairman of the

ouse Select Committee on Aging, has proposed the U.S. Health
Act of 1986, to include for e dy in-patient and out-patient hos-
pital services, preventive care, physician coverages, laboratory and
x-ray services, prescription nursing home, and home health
services, in-patient hiatric hospital services, basic dental care,
and vision care. This resentative is quoted as saying that Amer-
icans find it unacceptable that over %0 mi:lion people have no
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.mum. That’s

those people who see fit to seek out-an insurdnce person and buy
* “We don’t have the answer for-long-term care.-rvegotsomeda&a

T'm going to turn over to Senator P or for his committee’s use, he

may have some of it, he may not, ‘1 won’t go into it. I'll say
basicall; 1 that. the National Association: of Life Underwrit-
ers. nds, like you do;; that we’ve:got a problem, that we've
got to work on it. Some; of it we:cannot resolve by ourselves. It is
m .;Wmt;that -fact. We also-ask at the same time-though
that the F ernment get-someof ‘the fingers out of the pie
and concentrate their resources and -get some people finding out
where is the stress, the strain, the fat, the extraneous. -~ - -

Why are.we -insuring . people 'who are relatively wealthy and
don’t need it. We're i alotof:ourtu%yar llars to people
in America: who don’t -to be helped. We need to let those

- people help themselves..-We need to let everybody, to the extent

possible, help themselves and then concentrate,. all of us, on those
Aia‘lewhocan’thel themselves that d tely need our help.
U, and its 185,000 members want to. this, just like you
do. Thank you. . S
Senator P YOR. Bob, we thank you. We want to thank all of our

.this morning. )

For the benefit of our &nehsts. our audience; and ultimately the
members of the Senate Committee on Aging, this fact: nearly two-
thirds of the persons who enter nursing homes become impover-
ished in just over 3 months. This is a group of people that fall in
the crack, as Sam has mentioned. Of course, he is not even talking
about nursing home care at this point in his particular case. But
we do know for a fact that many, many become impoverished in
the first several montias in a nursing home and in a hospital, and I
don’t know that it’s going to any better if we have services
out in the homes, Jim, and I know that you have certainly been a
strong advocate of that. - o

Jim, I would like to ask you the first question and maybe you
and Nelma Bennett can answer this toge&;er. To what degree are




Ms. BeNNETT. Yes;: that's what I have found, Medicare and then
Medicaid, but no other additional insurance. ‘ ,
Mr. MepLey. We're not ing about just :ﬁrer 50 gercent, we're

you have any instances, or many istances, under which you are
'? care to individuals who really should be i a skilled care
ome' ‘ : 4

Mr. Meprev. Yes, Senator, there are many instances of this, and
I can think of several folks that I have visited myself in their
homes. The problem thai':gou commonly hear, and I'm not sure we
haven’t heard it today, there’s a common misconception that the
nursing homes throughout the State are Medicare covered; they
are not. You find very few. I've been told, and 1 believe it is cor-
rect, that there are only five in Arkansas that are Medicare—that
will accept Medicare or are Medicare approved. I believe we only
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R |
‘have one in western Arkanmthat I am aware of that is Medicare

,_wpbeihwyegs%mﬂwimsoin&topayfoxymrnmﬁnghm

LERPA~H el 4

care. . Cw R B N R .
" . Senator Pryor. I -have & qguestion mark here. To certi
Mr. Mzoixy.. That'’s basically ri In fact, we see more very
- things happéni Wahavg.athmm,seeneld:ﬂﬁpﬂolﬂeyso
rces 9p that the spouse going to the n home will be
idered in . rty.. You know, that’s not ing that older
ator Pryos any questiong or statement you'd
0 make a part of .mcdrdytoda‘y'lwant;gztofeelveryﬁ'ee
out the forms available on the. fable. In fact, if we keep our
Just a moment, for questic fromthemmce .
v Jjust wanted to make:a statement in to
Medicare for nursing homes, It is covered, as

i J -nureing need::The definition for skilled
nursing need is quite extreme. So.I don’t believe in either situation
Ifovett, — 'ﬂa”i;out tzf
'you were talki your situ-
of where you had trouble finding & reason for him to be cov-
I think the-problem would persist in
of whether or not tbe nursing home
nursing need under Medicare, or if it
Senator PrYoR. As I understand Mrs. Lovett’s case; and I may be
husband’s illness has been diagnosed as

mer’s, it would be because of a urinary lem, but having that
coincides with the vacancy in the nursing ome is almost an impos-
Dr. Panirs. Mrs. Lovett, you've told us what, is a problem, cur-

dYI:cuuasion,butthat_isthe%ROreviews
and the very stringent irements for admission to the hospital
and the setting of standar that are really beyond the province of
you or your doctor, in making such a decision; those decisions are
not by us. As a matter of fact, I'm really not sure where they
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straints regardinig hospitalization, reimb
do not lend themselves to encouraging a vhysician
time to caring for this age group because he ieels embattled on one.
side, he can’t make logical decisions based on the need. of an indi-
vidual. He must make those: decisions: based upon what the retro-
sp;chvereg:ofthecasegn{llendhn:. “scem it the oroe
. For example, anecdotal, bu ag:han__ ent was seen in the emergency
room, having fallen. The x ray done in the emergency room indi-
cated a sm fracture of the I{ip, a line fracture. The patient was
hoepitalized overnight. As oftentimes happens, the x ray was read
the next morning by the radiologist when it was there was
taly demied an wiaeema(oons, bome and the adn aking s
y ied as unn . I words, to, people ing suc
a decision from a PRO standpoint it was an unnecessary admission.
-, How:many of you would like to be sent home with the probabilivy
" that. youn a hip fracture, and we'll put you in tomorrow if you
really do-have one;It’s an unrealistic approach to practicing medi-
cipg and.untilthose.constraints, Senator, are removed,.I don’t see
any increase or any desire’ for our medical students to-spend a life-:
time in this area. -~ ., .. S A R
-Senator PrYOR.. Mr. Lane, I liked your comment about one of the
solutions that you have to the problem that we're di ing today,
and that's that everybody buy the insurance policy that pays for -




Senator Pnox.lrth'ére an; written today that would
plv i a8e 0 yPohcymoi:hercarSarahyLovett’s hus-

.Senator Pryoi. In other words, Mrs. Lovett could get some home
health care for her husbandorshewuld puth:mxntoanurmpg
home that'would be covered .

Mr. LANE. No, sir. :I:eell pohcles every week that, cover hospice
care and home healthcare'!’heyareavmlableonthemarket
_ throughthepub sector.

Dr. Purzzirs. Senator, before you leave that subject, I'd like to
makeonecomment. few commercial co mganmmbegms
market long-term mﬂohcwa and these include some i
cf:r?ety of g o Thmsuch and licated excl and
variety - of - reascns; -agcost ‘and: com exclusions,
some rather, less than attractive per 'diem -aid total bene-

fit caps. Now, Prudential,. it's; my umfersta.ndmg,"whlch is the -

Medi-Gap has test marketed-such a- rod-
uctandsmng& sponsoredmm ‘rate was very low:
whether that acceptance- rate was. ofedtwatwnonthepartof
,therecxpwnu,-orwhatbrxtwasthemcreasedcostwassogreat

't been‘any rush enrollment for a =~
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 which I hink after T ve-taken sare o bin.
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et ﬂ.:w.thg rudentia AARFandeiy$69h:lmonth |
pohcy /won p’ mie:uriless ‘Medicare e - T
- .;l‘enator'i’xmn. Medicufehelps mtyenmenmhqm
m i1 S N % -,_-‘;‘:. Sl

» ( wha l tial- e 3 e ..;';‘,'U-.‘. . e i .‘r" g i /_f . .
oM WI‘*make a eouple 'of comments?‘ One is; 1.

part of the prob em that oting is that, yes, _tl;ehspp-‘

aga’inandaémn,thatareusedby
Senator. Pryor. ‘For. exam ple, in: 1985 my ﬁgﬁres ghow that onlg

It'sa , Very,'small
vani:yh” been ‘a slow startfor the h

' 2920+ha ices in ‘Americ: outof1429 partwi tedeedlcare
thaﬁr'%coo = minper S

‘Senator Pryor. And. i is, that because ofthe Medware deﬁmtlons— A ‘
_delf\ibmtwnal problem? °

McDonavLp: I think thats ma,mrcause ofthat. The reqlure-

I imentsaresostrmgenb—forvexampl e, the Medicare certified hospice
"'~..programinMountamHomehadtolooktoacommumty60w80 .

miles away to get - contract. for dn’ dedupat;onal therapist, in .order

- to meet:their requirement. When, in fact; utilization: . of occupation- - P
faltheljepysmhospicem mlmmalatmost Itlsnotasemee-

t1 wantedto make.f"?t‘i;

canceran?blhadto uxtm 30b a Pre osxsoflees

,.than'6 mon:ﬁ I:-would ot be"able to* eontmue my insurance cover- . -
i ng enoughto treat i:he '

ugh': an .empl

oyer-:.
‘ -entlrelllness.ﬁedwarem dnottai_e’ fect-until after I had been

" disabled and-dead for 18 monthe o

for Social Securi dm-‘

abxhty you have“‘to ‘be. dlsabled for 6 mon 18 To quahfy for

' Medicare; that pit people in;mtuatmns where'they can’t turn to'
" the right or to thedeRt © | b vhe |




cenitives, as your-handout remarks state very: clearly. 1 think this
: tpethekeyulhmatelytolong-termcustodmlcarefozevery-
O §enafor YO Well,wepreeventalkmg utsomethmgealled ‘
-fthelMAWe h‘x‘fve the IRA, now we're about the IMA.
- " That’s an individual medical account,.which wo be.a tax deduc- . : -3
47+ . tion, that'you could pay. into so-much. a onth a year.or what- -
- ever. We're just beginnj tolpok.auhatnowan&mlookatw---;_
' stro) , ‘and the and’so forth that-

R AR

fik out: this.mo , ' ':type..problems ‘ ,
“Is there any statement:from tb&-hl&dmnee thls ormng a
.-, brief statement,-6r maybe a question or two? Would you stm g
e please,andnge xfnrnameform
name‘is Lou andljustwanttoclanfy«

FOR | have a_m%mﬂw!mma now and if I continue to. .

. . pay into that or be coyered with-it until I.am 65, do I not lose that -

o . poli tethenan'd h%vle to go.under the Medxcare?CanIretammy

“°. ' private insurance, Blue Croge plan? - .;

% .Mr.LanE You don’t:lose if. Itceasestobeavahdcontractthat

: you signed. with' the insurance compan,

Senator PryoRr. Sounds like he. has lost it, to me.. :

y MrLAm:.'l;hat’sasfaraagt ‘because thepnvatemsurance

S mdustry eannot du ﬂ) efits:that the Federal Government
provzdes edware.Wh ‘would you wanttokeep 1t? It

= - won't pay. . ‘

o M, GAnni.'n' Because the .Medicare beneﬁt package doea not

i provide adequate care for;long-term. care. In northwest Arkansas

“«j‘ .webavealotofpeoplethathavemovedmandretxredthereAnd

o o n
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- is is an economic problem too. My concern is
" and I'm sure other people are confused. I have insurance with,

we’ll say, the civil service and I ﬁ’é a premium; of $100 and some-
also i o 100 poroent. oty Cer; L Bay that as a supplement. I
also am a percent,’ iabled ve! " ve
certain outpatient/inpatient there. I'm ‘also over 65. I hate to admit
it. SoIﬂ::;ovedover from CHAMPUS to Medicare and I pay a pre-
-So when ifo to the. proyider, which is a doctor, nurse, or some- .
body, they always queslt,xon me,- “Do 'you have insurance protec-

e tion?” The answer is, I'm insurance ‘poor. Pve provided this to

myself years ago, which I anticipated I might die down the road; no-
problem. S I maintain that sponsor should know 80 much-that I
don’t have to-ask them who is primary, who is secondary, who is
third and who is fourth, to.send my claim in and not di me. It
doesn’t disturb me but I talk to people out in the boonies and
they’ll say to me, “Colonel,, how do you do this and how do you do
tha ':yl ow, but what I'm saying is you've got a confused com-
munity. : - v o .

I'll say this, I've got.a doctor’s appointment this afternoon at 2
o’clock. I'll call and ‘make sure they are ready because:I'm not
going to sit like an idiot, but that’s OK. But:they are going to send

that tha.l:g to the.Government. Now, the reason I say the Govern-
"“ment, I'd like to point
son betw

this out, after a real detailed compari-
\| een S and the civil service insurance sponsored
by the Government, oneofthemyouhavetomakeoutapieeeof

29¢
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. edife. that talkmgaboutdlsbumement,l’m
" talking about:they : that claimi to where it comes back ito
" me within 6 or 7 or 1 daya.You ﬁmvolvedmCHAMPUS—

're S—I’mtalhngaboutold

b, 'no..one can - explmn it,
alV.

: ()
up to a“certain point and then’
P overtheyséndtothepemontow t pr ]
say that that old person that I'm, ‘yremx
in'hgkuld theill:ctl:blitthatm‘a}:ezhe tgoes.ent' A,andsoon
l.lp' i .,, l ‘;".".', .
Senalaoermlt.'I'h:mkyou,'(Jolonevlv.ay
Ms. Nicrois. I'ni in- a“

o earn g mtich and now with mﬂatwn, what: they did save does

) Someoftheyoungeronesm ing to wonder why
v should I save anything. I can’t save‘enough to take care. of me.
: They see what happens to your savings. why not booze it up,

8613(»,‘.
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Senator Pavor. We've got, one doctor-here'and I don't know if he

wants to—you weren’t
- Mr. SHARP. If the doctor can answer it, I'd appreciate it. -~ -
Dr. Panuses. It's impossible to_ answer that in the short time we

have.;Let me make abrief stab at the cost of medical-care and cost

edicare 'r'eimburse.ment cut down the funds that come
i | . This is a complex subject. I
example: my mother wa_s’in

., Dr. Panues. No, sir; I didn't afford it. The.Government afforded

bought it through Kﬂhﬁ Prudential .
of her cardiovascular surgery, including all of her bills and her hos-

W _..,.:?Tv."",‘_-‘.f’.'l,g,':"_;, o Ak ", . Ns“‘ - ‘..: .‘.'A :J,;q‘-}- e
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. My mother had a Medi-Gap policy. She %
oy Insurance Co ’ig:epotohtcglcost
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- ewaredthﬂ \.Now,Ix kel ‘you wh tofdoabmtchranmcare,
Idon’t hawananswet%for that, Senator, and:that’ tbetgoblem. :
: _SemtorPnon.?Do,wehaweany otherstaﬁements :

tbat. Iatmefol.ow 1&3
wasmsuraneegoor had
mdwdwvemhgsare-;

hasnn:rrevwsibleﬂfneasoraﬂhctwnsheean’tgohackmtothe
% s?x.;wensethanl;.l:alt;n wouldsﬁh:df
more: you in a-
skillednmngmrefaahty
' Iflwaretnsummmze,attbmtlme,lcansaythatwecantake
care of her at-less cost to the system,astt’sstructured,athome
domgwhatwevebeendomgButltm hyswallyand
‘emotionally. If the system counld mod.lmas-hm
toallowforéomeﬁ:housamhefsothatmymtercanaleeplate
one morning, because this is: a T-day, around-the-clock, 24-hour—
.6 hours so »d ~There is no light at
- es toherwhenlwasthereaweeks'
-ago, , kiddo, wedon’tneedanotherpatwnt. We've gol; to work
out a so uhonaothatw:thmanotherfewmonthsyou owwhat
'you caa do to catch your brea :
-Modification of: forpatlentcareathomewouldclose_

MrMmm Verybneﬂy Idobehevethatourcountryxsfaoed
mthaverysemmhed care problem, with regard to both the

acute care and chronic care.»Tor,.examsle, today.with'thediagnos-
vory - Ero dmcharged ki *posd‘xbleﬂt fi
verymany as quickly as: er for

hmmmmrredwearher 80 that they cann ot go broke in

at tailgany’intbjstc}:mntryha:setgonebrog Wemt%};ﬂ:

pi anl ery they - are j trymg charge exorbi
prices; that’s nof; entxyrelytme :

In any case, yvhen people- leave the hospxtal with acute ﬂlnesses
they are. oﬁ:entunes stillvery sick. They may not be sick enough to
remain in a hospital,"and at times that is even questionable. But
for the most part let’s say that they are disc ' with the best of
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best. In fact, in most cases, Oll 8erve someone
ca'xl"eh:norethan3timqsmawgekthenitmgoingtobedemed.

placement. That, to me,
acute side of it and the chronic side, and we see lots of cases like

deal with this on a daily basis.
Senator PrYOR. Nelma, do you have a final statement?
Ms.BmNm.Yes.I,asaregisterednurse,havehadmanyre-
warding experiences, but in to work with clients out in the
field in their home, I've had ting times trying to meet the
Medicare guidelines. I know how frustrating it is for me, and I can

only imagine how it is for the families.
nator PrYoR. Thank you, Nelma. M- ... Lovett, would you have
a final comment?

Mrs. Loverr. I would just like to make another plug for the
Homemaker Home Healtﬂ, the thing the Government was trying.
Ifyouhelpthecaretakerthatwouldsavethiscaretakerfrom
b: ing down and becoming another for the Government.
I know it would save the Government iﬁt way. I had two 6-hour
gafs, and one 8-hour day, which gave me time away and this really

e ' _

nator Pryor. Thank you. .

Mr. Hocurr. The only comment I would like to make.in closing
is that I'm a conservative. We have the hest health care available,
as far as I'm concerned, anywhere in the Nation. We should be
proud of what our industry in the health care business has generat-
ed—and he’s not paying me to say this.

My mom received the best care in the world; it was oostlg She
ha¢l planned to cover the cost of this with a comprehensive health
insuraneeprogram.WhereIseeushavingaga now is expanding
the and reprioritizing long-term custodial care as she re-
quires, usewearelivixéglonger.ltumed%lastweek.lhave.a
major medical coverage with my employer which will be affected in
its te—ms after I retire, when I turn 65. I hope I have planned over
the last 30-year working career to cover myself if I have this cata-

. ™ ‘
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strophic affliction. My mom and dad did a good job of planning.
Butltseemstobedlmmmahon*tnhavetoehmnateyourassets
: downtoapmntbefomyoum“ﬁt
2 The. closing 'comment 1 nﬁ'erwouldbewe have aﬁood
health care industry and facilities. We need to massage it a little
‘ bltandremonhzeourtbmhngandclosethmgapforthoseelder-
ly that are:suff from an irreversible affliction, because they
" are getting more a more.Thankyon,Senaﬁor
SenatorPx!on.Thank o, Sam. Dr. Philli J:s
Derrmstmﬂﬂ to thank you an yourstaﬁforcommg
guandyourstaﬂwrthelrmteresnmaveryeomplex
ptoblem.l ve no other comments.
Senator Pryor. Thank you, Doctor. - -
Mr. McDoNALD. I have a couple of closing comments I would like
ing home Stating and the ability of raseing Lomes to provide ade.
ing home - an nursing es v
' quate‘,car'eforthe“pwents.lthmkthe comment from the floor was
very‘gmrpmteand ts-out a neéd for more intervention in
not thehomebuta]somthenurmnghome.'l‘hmmwhythe
mmaﬁrogramsaremferested pwvﬁmgeareandsupportfor
y 1l patients that are residents of nursing homes. Pa-
tients are not receiving skilled nursing care there. Private-pay
tients in nursing homes are considered residents and are e le
forMedlﬁgre Medicaid patients are denied their right to hospice in
nursing homes.
Theseeondmsuelwanttotalkaboutreferstothewa the
system denies services based on the ability to pay. If you are Medi-
care eligible you have to pla{ by their rules, and su ental poli-
cxesdoplayiy y their definitions r the law. An
assessment by a nurse, a physwal assessment, looking for potential
problemsed hoping to prevent senou:ctl eomphc%vtmns is not oonsld
ered skilled nursing c=re; gi an injection is. We'’re wai
we need to intervene .. covvmghe services that are needed. m
oneoftheg muesthatlseethatfacesus
And bac tothemsuraneecoverage -think there is a real bind-
in there. I'm not wishing to argue lImt:t'.hat:1'.l1erearegood
comprehensive insurance pohcxes, but if I did become disabled—
there may be a way to convert that—but I may not have the
income to padv for it. We still have a very serious problem in pro-
viding care during the time when someone becomes disabled and
the time they are eligible for services.
Senator PRYOR. Jugﬁthank you. Bob.

Mr, LanE. We've acknowledged, and I certainly do, the fact
that insurance premiums are I will say, thougi, that when-
ever the cost of being provided for mthehealthearemd

levels out or decreases, our health insurance premiums in the pn-
vate sector will also level out or decrease.

Letmereadyou t;stmt‘llxr%eshortltemshetx;er:baoutmﬁe
Ofﬁee Managemen udget proposes uce care
ghyalcxan 8 fees, which the Government identifies as “over &

t says that it has discovered that for elast
decadetheMedmareeconommmdex,usedtomakeannual
mente in doctor’s fees, has overstated the doctor’s cost of g
business. The index will be recomputed to correct this techni
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flaw, ing to documents. Also targeted for reduction
perceives as being overused. The draft budget approach is institut-

- ing a charge of about $5 for each visit to a beneficiary’s home by a

health worker. Medicare officials will develop a system to identify
heavynsezs_pftheHomeHehlthCareProgmm,suchasbeneﬁd—
aries receiving more than 100 visits in a calendar year, Or‘:physi-
cians who order daily visits for periods found to be excessive.’

hoapita]s-fortheﬁrstyearande:Medfware’spmspectivepayment
reimbursement system. £ i “made by the inspec-

According to a report
.tor general of the Department of Health and Human ices, hos-

pitals showed an average profit of 14.2 percent on their Medicare
revenue in 1984, about triple the average profit on all patient reve-
nue in preceding years; 892 hospitals located in 9 different States
weres\uvﬁyedforthe'mportwhichprqvidessigniﬁcant'dataon
how ation’s hospitals are fairing under the new payment
aysu_am..Now,youcanseewhyyOurhealthinsurancecostaa‘re
pretiy high. Thank you, Senator.

Senator Pryor. Well, ladies and gentlemen, we’ve gotten a lot of
food for thought at this-meeting this morning—I should call it a
hearing; that'’s what it is. Once again, this record is going to be

madeavailableteyou,ifyousorequestitbymaﬂ,andespecially -
tothemembersoftheSenateCommitﬁeeonAzins.inWashingbon,'

I would like to thank you for coming and I would like for all of

us to give a round of applause for our panel. We really do appreci- .

ate all of you very much.

[Whereupon, at 11:30 a.m., the committee was adjourned, to re-
convene at 2 p.m., Aug. 28, 1986, at the Pulaski Heights Presbyteri-
an Church, Little Rock, AR.]
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HEALTH CARE FOR OLDER AMERICANS: INSUR-
ING AGAINST CATASTROPHIC LOSS—Part 2

THURSDAY, AUGUST 28, 1986

: ' , Little Rock, AR.
 The committee met, pursuant to notice, at 2:04 p.m., at the Pu-
Flon. David Pryor, proning. " - onring Room, Little Rock, AR,
Present: Senator David Pryor and Senator Dale Bumpers.
: islative aide; Ann Pride,
6PENING'STATEMENT Of' SENATOR DAVID PRYOR, PRESIDING e
Senator Pryor. Ladies and gentlemen, I'm David Pryor, and I
would like to welcome all of you to this open hearing of the US.
Senate Special Committee on Aging. Over the last year or so the
areas of long-term care and catastropic health care have received
increasing attention. And I believe t the testimony we receive
during t}:igefZ dlays in Arkansa:ndwﬂl be mds;il;elpfnl in forﬂll:cuﬁat- 5
ing a po or long-term care and catastrophic coverage wi is
5esw;da;°;th§‘orts Oft:mergeldMJofthm hearing' d o
in mith we , and we
ined in- the problem of long-term nonacute health care :
delivery and issues related to our topic. Today we will con- :
clude our hearing with greater emphasis on insurance coverage %
problems and the examination of adcfitional long-term catastrophic P
coverage considerations. : .- :
Clearly there are some ‘serious gaps in health care coverage
for older Americans which leave the potential for financial ruin

and emotional devastation. ' , I
Historically the working definition for catastrophic illness has
been limited in scope, concentrated on illnesses which require in- i

tensive, expensive, and acute-type care. There is no question that
this type of illness can cause severe financial hardships, but now
we are beginning to see that any condition which requires continu-
ous health care expenditures can and probably will be catastrophic.

. In addition, it has become increasingly clear that as our popula- _
tion ages, the demand for long-term institutional and community-
based care and acute-care services for serious illnesses will only in- i
crease. For example, today there are 1% million Americans resid- =~
ing in nursing homes. By the year 2000—that’s not long off—that .

number is going to rise to 2.2 million; by 2020, 2.9 million. By 2040, "
a3 '
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~ duration of a specific illness. The report statés, an
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4.5 million people will be residing in nursing homes in America.
help of Sacthier person i1 ety ponallzed elderly need the
P person in carrying out one or more P
activitie&andZ%mﬂlionelderlynaedthehelpofanotherperson
iqcanyiggonthomemznagementacﬁvities.Bytheyeethhat

' number may increasd to more than 11 million. By 2040 it will
' h 18 million Amesicans - & 4

Future advances in health te <’)logymayléngtﬁen.t'helivesof

. many more of our eldest Americans, placing additional demands on

analreadyinadequate,hgalthcaresystam.w_emustmakeevery
effort now to solve these health care system access problems.

acute catastrophic problems be dealt with through an expansion of
the Medicare Part A Program and that this expanded coverage be
paid for by imposing an additional charge for all beneficiaries on

Stateoflndianaatrthesameperiodoftimelhadtheprivﬂegeof
being the Governor of the State of Arkansas—proposed an alterna-
tive approach for dealing with this type of catastrophic expense,
su;ophlc alicy Seclrnxgl%owe "'mpt:salb &tﬁff 2 catg-
policy. owen's proposal bro is longstand-
ing problem to the forefront of health care consideration, and pre-
cipitated widespread discussion on the catastrophic coverage issue.
As part of his State of the Union Address, President . Ro
ReagandirectedSecretaryBowentoeonductal-yearstudy.ofhovy
calGovemmewct?t and the private sector can provide catastrophic medi-
protection. : - co
. The Commission Secretary Bowen_nppo' inted has been meeting
throughout the course of this year, and just last Tuesday the Com-
mission held its final meeti and issued a draft report of recom-
mendations. for the Secretary to consider. Secretary Bowen will
meet with the President next month to review this issue, will
submit his recommendations to the President and then to the Con-
gress by the end of the year., . - :
The Commigsion’s report has defined catastrophic illness primar-
ily in terms of cost rather than in terzas of the tgge, intensity, cr
quote:
The economic consequences of illness become catastrophic if the out-of-pocket ex-
of the individual or family, excl reimbursed em-
e e o e e
-Several of the Tﬁons from the report have been proposed in leg-
islative form. And some are quite cloge, I might add, to being en-
acted into law. It is my hope that with this hearing this afternoon
we will begin to gather a substantial base of information and reac-
tions to the committee’s draft report on which to begin our discus-
sions on catastrophic coverage in Congrees.
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spare time.

Now we will have the oppartunity to hear a brief, and I say brief,
o-minute statement from each of our witnesses today. And if I ring
the bell on y’all at the end of 5 minutes, it-is not because I don’t
like you..or-am not interested in what.you have to say, but an
i;nllllfer statements may. be submitted for the hearing record, whic

ill be mailed tp our audience today, - .= . ..

Commiissiongy Eubanks, yoy. are first. We look forward to your

. :
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determine ‘the ‘rold'of‘ﬂi'e"&a}:’ali& 'Fprob i W :’lt?omen

_ 0 cause lems. Wisconsin ‘has a
maximum élinnnationpeg:iy of 60 days. They prohibit the require-
ment of a hospital stay, and they require that all levels of nursing

39.
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homeeanareeovered.ltmnowsoupenmveaproductthatonly
3 mllﬁerxmmxt. AArequireallhealth to off

est Virginia insurers er
long-termbdthpohcws.WestVn’glmaalao that bereave-
%mandatedtofamﬂymembers.%esetypesof
the ‘cost of these products beyond the reach of
cmzens.sowemusteontmnetolookataltemahves,
IRA-typeofdeduchonformedwalcare.IbeheveH.R.%would
allownontaxabled:sh'ibuhomtouseforehgiblemedwalexpenses,
taxcredﬂaattheStateandFederallevelforexpemesmcurredor
premiium. payments. -
AtthxstxmetheNahonalAasocmtlonofInsuranoeCommsmon
ers has ‘develéoped a model act and tion for long-term care
produc&.lwmﬂdaskMrSheﬁeldlf would cover those bases.
Senator Prvor. Commissioner,

..thankyouverymuchforyour
statement.MrSheﬁeld.

STATEMENT OF RON SHEFFIELD, ASSISTANT COMMISSIONER
FOR CONSUMER AFFAIRS, ARKANSAS INSURANCE DEPARTMENT

MrSmmThank ver{m SenatorAtthepresent
ong-term care policy which has

been'adoptedor any particular company. We do have a
compa:{ which has byg;ote, “long-term care contract and is
y being e of the considerations n to a

Iongtermcarepohcyarethosepamcularprowmonsw could
gmvetobeonemusonﬁy"gmndumhunbuymgthecontract.
An elimination peri mbamcallythenumberofdaysforwhlch
reareno under the policy until the consumer has
beensoconﬁnedto necessary numngcamfacﬂltyorhospltal
tyormtermedmteearefaclhtyorwhatever facility is pre-
thepohcyAnehmmahonpenodofmdaysormore

would Mco&n“ a]lowthecontracttobeapprovnd the
NAIC model n. period .of any more days than
thatoouldmakethepohcysuchthatxtwouldnotbeworthwhﬂeto
theconsumerAnehmnahox;'mamOto%Odaysbmcally

tial amount of money out of

has the consumer pa;
ir pocket for a pohz;n&ey thought would help them should they
havetobesoeonﬁn
A]soanaggregatemanmumhmtmreqmredunderthemodel
aggregemanmumnsthetotalamountofmoneyover
that the po would have to pay toward
th care under this long-term care con-

One of the problems that I've seen in reviewing the information
that’s been sent to us is that the long-term care contract could pos-
sibly confuse consumers who have a nursing home policy thinking
that a nursing home policy and a long-term care policy are sub-
stantially the same. Ifanyonehashadanopportumtytorewewa
nursing home contract or seen one, it preecribes what type of
health care must be provided, whattypeoffaclhty you must be
confined in prior to the com yment. Under the
model act, as Commissioner & banks has sta a company cannot
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' ospitalized pri
. tract.coming in and paying benefits to you.

- Also_along ,the lines:of :&.Medicare supplement epnﬁaét,' the De-

K partmentﬂmsreeognmd ‘and “continues to recognize -confusion in-

.. the sale.of Medwaresupplementpohaeethat are marketed today.'(-:

' way b tacted, offering
are supplement contract.”.If you've seen

‘tosel‘ly?ou-a,z;‘ts; 8, .“Medicare v
. some of the ads on_TV that we view all the time, & consumer can

. be-confused as .to-what; are.payable under the policy and

those which are hdt.iTéﬁninold‘Qj a8, “V
icare doesn’t” can be and is, as we receive nothing but com-
ey oo 8. 0of m!‘s.tafe “:dg‘t;i ) understand.

inaie'y. consumers: of our::State .don’t always fully - v 5

Terniinology. such as, “We pay.100 percent of e sthat Medi-

care doesn't” can'and. : i ‘

often is 'a misleading term which maltlﬁ lly a
person lookir atitiv_mdda’sstixhevthatev?erybillthatth'eyg‘ef at
a doctor, .sends to- them-'the .poli y i8 ‘going to-pay. 100 percent of
that. Unfortunately that terminology is' misleading -and .confusing

for our senior : co
NAsI sg:]tledearl(ller,eve tlmeourphonh:rmgs, its'a ggmp%
o-one call us and says, “T hope you are having a good day,” OK? .
So when we get those types of inguiries, we require ourseives to

l;lﬁs—-and I say seniorcitizens in' quotes bécause:some insurance
t purchase & produs iy other nice narne
ou ure a ‘withou
information that you need to make a )
while purchase: Steps the nent is. pti 1we
are proposing to do this in'the future hop y, is to see that our-

- senior citizens buy a‘product that lias some economic’valué'to them’

and is not purchased based on the:sales- pitch =‘but--is'b?ased-‘bn»§heir
need. Unfortunately in America today you need a Medicare ‘supple-
ment contract to supplement your {dedwa.re, simply becatse the
nature of the medicﬁ? bills-you receive, simply because of the cost
"'Wo o the Artansas Insurande Dopartment foel tha wo raus
ea v : ent feel . we must
move forward to help:you in seeing m policies sold do hel

-you and are not mchtg::d because some silver-haired individ
is

on TV tells you the beat thing since hot popcorn. In
acute care and long-term care we must-be allowetfoa certain
amount of flexibility in regulating these particular products be-
cause m are new ucts, ucts that are yet untested, prod-
ucts which probably because of the rature of what they will do for
you will be expensive; and, in, since I sit in the seat that gets
the complaints, worry Aabout,a&use it would be so easy for some-
that this particalar proias oo iterest at heat to convince you
uct is again the gince pop-

corn. And unfortunately consumers do not read the important part
of the sales pitch, and that is the contract that's delivered to them.
Long-term care contracts are ggx;g to be in the future.
There’s no two ways about it, use as Senator ;’ryor hag said
and Commissioner Eubanks has said, the a of America is
getting older and older. My p’articular‘job—ang Iaﬁfmk it's a very

o
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IwouldlikewthankSenatorPryorforashngmetomakea

SenatorPnon.Thankyw,Ron,vmomuch,fortbatMent.
geeohopeyoureachthat OurnexthtnessiéDr

you,DrMﬁchell,forcommg . If you would hold that microphone
. fairly close or nearby, I think the audience might hear better.

Before * Dr.-Mitchell” gives his ,statem::iil:, if 1 nnght interrupt,

with by mail js Theresa Forster. Skb is on :;{staﬁ'm Washington,

andsheisspéndingthis'timemArkbnsas

I wanted you to be able to put the together with the

hearings. A .
name.Wereg]ad here with us. George.
smmmrorcnoncnx.mcmnu.n lennocx.AR.

PRESIDENT, BLUE CROSS AND BLUE SHIELD FOR THE STATE

OF ARKANSAS

Dr. Mncm.:.Thankyou,Senam I would first like to commend
v youforconduchngthesehearmgs,becausecatastrophxchedthm--

mrax;:aandbngtermtecammllndeedacnhcalmueforthmco::é
we appreciate your longstanding interest in these
g{e parhcularlyastheyrelatetotheelderlyandthe

IwouldliketosharemthyouthepomhonofBlueCrosaand
Blue Shield on ca h:chealthearemsuranceandlongterm
care, not only-as the tor of Medicare in Arkansas, but

alsoastharapresentahveofamqjorpnvatehealthmsurerwhmh '

alsomcludesMedlcaresupplemental licies.
ThemsueasweseextmhowtnassureallAmencansandthelr
famﬂwsthattheyareprotectedagmnstﬁm\ncmlcatastropheasa

resultoftheonsetofacutaorchromclllness.Andwewoulddeﬁne,
asSenatorPryorhasprewouslyalludedtoandtheAdvmory‘Com-.

mtteetoSecretaryBowbn,thatwemustdeﬁnecatastrophwlllnees

mtermsoftheeconomxceonsequenees the illness to the individ-

ualorthefamﬂyratherthanmtermsofthetypeorthemtenmty

or duration of a specific illness.

Gshthetemsofthempl:&foftheﬁl;la”fmmtemofthmmr
major, gap: is IE . D26

Medwmdbyabou at of

oflowindbme.Foracutecareofthoseunder% thepnmarygapm
that about 17 percent are totally. unmsuredoftheentu'epoptﬂa
Taghon 1o s oy d 5%’1..‘;‘&"'“‘ ?ahose'“t“‘“h’ are

in country is exce who are impover-
ished that are covered by Medicaid.

P I




Tlnrd,] thedeslgnofvmble llttmns, hlc

, in 80, of ‘cats

© iiinees is not letoammpleso]utxon.Acombmahon
tuinswillbe allofwhmhtakentogether ataasonable
solution.

beFlexibihty and mty Shouln?)t be encotliraged. ‘Solutions should
: Inourposlhonsta{ementonthuenureymatterof h1c

mgl care communities, & emﬁe Medwa.{dmprotéction, and public

education. ,Options for :
voredIRAsorothersa arrangementstoﬂnaneethepurchase

LR
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Senator’, “you, . Mltchell. Mr. Deweylantnp.
Deweythankyonforeommg Welookforwardto statement.
Attheconclusmnofyourstatement,fmllaskthepaneljustafew
gueshons,andthenmmllmoveonfoournextpanel.

sm'mm'r ‘OF ‘DEWEY ‘LANTRIP, LITTLE ROCK, AR, VOLUN-
, W STATE - LEGISLATIVE COMMITTEE, AARP STATE
:CABE COORDENATOR, AND MEMBER OF THE GOVER-
'NOR'S ADVISORY COUNCIL ON'AGING

.....

MrLAm'mrThankyou,SenatorPryorThank Thel;ésa.for

tahveClaudePe ofFlonda,mthataparthould

be to Medicare. It w behandledbyMedwaremmlarto

mhmymbAmdBﬁhmdemrlsgmhtbewnwwdomw

e eoﬁamzenons as groups, nursing
homnies, O’s,PPO’s,msuraneecompamea,andm

Now,_theparthlan.Th:splanwouldbesomewhats:mﬂarto

partBinthatitwouldbeopt;onal,andthepatwntwouldpaya

cost. This is what part C would pay for. You have to be

‘rather nervy to do what I'm g—spell out a plan in deta.ﬂ—but

Pt-
> deductibles of part A and part © 80
no _need for suggaletl‘n ental insurance. The %tlent
would not have to bother with “The coinsurance—the
ee%th:would also be paid for by part C.

cost of prescription drugs above $300ayearwouldbepa.1d
forbypartC.Theeostofm yxl:meawouldbepmd
with probably a minimum le that patient would pay.
The n home eareatpa.rthould pay for all of that
m eommumty-basedorhome-based
healthcareabave$100am thwouldbepmdbyfe:tc
- Now, just so'that you follow me a little better, to read
what the patient would pay. The patient would pa; a month
for part C. That is all it would cost the patient. You know, it would
be up or down from that, depending on the inflatior situation, and
wh;:iél,:enationalﬁnaneesare“meould betdedltiﬁted from the.
nt's Social Security payment patient would pay nothing -
eremtAanstupp ental insurance since this would not be
HewouldpaynothmgforeoveredfmeaaforpartsA_and
G

r A . .u;j, '?'.'*" W “,':- Lt l“;’ b e, ~p."-"—' ... "-.'&-,Vr
% PSR S T RNV L DL i ARRULEHPIR. it SRR LR 2.
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Some of thie"advantages, of this plan appear 1 be as follows: It is
~ reelistic .on costs gince the patient shares in the cost of the new
-~ services to be added. It .eliminates the Supplemental Insurance Pro-
-gram which in some cases has been; a8 already brought out, very
confusing to many older people. It eliminates. the. need for commer-
cial nursing home. ingurance, none of which.so far-that I have seen
appears to.be designed to serve the needs of persons who need only
custodial nqr;-;.s'f care. There is no policy like that that I've seen.
Part C plan will serve the large group of low to medium income
&lzaericans Whl:na::dabolﬁyw income level, whoalu:_lder
present p policy, find it very difficult to give up almost
all of their resources before they can enter a nursing home on
Medicaid. Plan C is such that additional services, such as providing
hearing and dental care, could be added when financial resources
are available. ‘
There are many details that I have not included since ry goal is
to present only a general idea of the kind of plan ths: I think
might work. Thank you, Senator. .
[The przpared statement of Mr. Lantrip follows:]
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CATASTROPHIC HEALTH:  INSURANCE
by Dewey Lantrip, Little Rpck = A Volunteer

I have served a total of seven years as a volunteer on the AARP
State Legislative Committee and as the AARP State Health Care Coordina-
tor. I am a member of the Governor's Advisory Council on Aging and the
Over-60 Congumer Repr.:sentative on the State Medical Board. I have
served on a number of committees in working with the State and Area
Agencies on Aging and the State Health Department. This statement does
not necessarily represent the thinking of any of the above groups. The s
short notice of the hearing made it impossible to survey or poll any of
the groups. Therefore, the following statement is primarily my own
thinking. E

The plan I will discuss is gomewhat similar to the one advocated
by Representative Claud Pepper of -Plorida, in that a part "C" would be
added ‘to Medicare. It would be handled by Medicare similar to the way
Parts A and B are handled. It might be contracted out to eligible or-
ganizations such as doctors' groups, hospitals, HMOs, PPos and insur-
ance companies.

PART C PLAN

This plan would be somewhat similar to Part B in that it would be
optional and the patient would pay a part of the cost.

PART C WOULD PAY

All deductibles for Part A and for Part B.

The co-insurance (20%) for Part B.

The cost of prescription drugs above $300 per year.

The cost of prescription.eyeglasses.

The cost of nursing home care above $300 per month.

The cost of community based and home based health care above

"~ . $100 per month. .
‘”‘ THE PATIENT WOULD PAY

. Nothing for Part A and B supplemental insurance since none-would be
- needed. ., . Ce

Nothing for covered services for Part A and Part B when providers
(doctors, hospitals, etc.) accept assignment.

. The amount providers charge above the Medicare allowable charge when
providers do not accept assignment.

$50 per month for patient's cost of Part "C*. (This could be de-
ducted from the patient’'s Social Security payment.)

Not more than $300 per year for precription drugs.

$300' per month while in a nursing home.

$100 per month while receiving community or home based health care.

‘Some of the advantages of this plan appear to be as follows:

l. It is realistic on costs since the patient shares in the
cost of the new services to be added. .

2. It eliminates the supplemental insurance program'whichbin some
cases has been confusihg to many older persons.

3. It eliminates the need for commerical nursing home insurance,
none of which go far appears to be designed to serve the needs of per-
sons who need only custodial nursing home care.

4. It will serve the large group of low income persons just above
the Medicaid income level who under present policies find it very dif-

ficult to give up almost all of their resources to enter a nursing home
on Medicaid.

S. The plan is such that additional services such as providing
hearing and dental care could be added when financial resources are
available.

There are many details that I have not included since my goal is
to present a general idea of the kind of plan that I think might work.
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SenatorPnron.Dewey thank much. Let me give all of :’;
youafactthmaﬁemoon.Fact. reeentstudybytheHouseCom—
mxbteeonA?ngontheelderlymMamchusemfoundthatGSper-

age.66 or over living alone deplete their per- 4
: totallaﬁeronlylSweeksmanurmngl s
home Andformarned -age 66 and:over nt. deplete &
thelraavmgs thhm 18 lfonespousereq nursmg home -

Iunagmethatthesamewoulda ly generally he:emourStahe .
..We seé-the devastation of assets blg'ngdaplatex if this.occurs. My 4
queshonﬁrstofthepanel—andlhopethat questions will be an- e
swered with some degree of gravxty—whatpamentageofelderl SRR

- dividuals in-our State do not have Medi-Gap:¢overage?:I 1f 3
anyofthemembersofthepanelmghtanswerthat.George,maybe, i
yoBr “MyrCHELL. torPryor general,thm honalﬁgure, .

in is a na :
and I .suspect’ it’s fan'ly ‘true ‘here.. Sixty-six- percent of
beneficiaries have some form -of . su ntal insurance, and I
would ect that in Arkansas-it runaboutGOpercent,with
andthzrl t having Medicaid

benefits. -
" Senator PRYOR.: About'whatwcnldsdch a pohcycost, anaverage

. FOYOE -
e R e e LE
TaAA R T T
TR ey o Tnan TR o el

b g s talking about the existing ppl
2 ow, are you u supple-
- mentalpohmesthatdnnotooverlongpenodsofcare : '
: S8eénator PRYOR. Let’stalkabontﬁmt-—
+ Dr. Mrrcamiar: What we have now? - . T
Senatoern,Whatyouhave g
maybe httleiut wmﬂ%ﬁ’m,?&w ral 320 to 330 2 month, 3
. a more: 8 a general range. - i
: MermIcan yauahttlemoreonthat e
MrLANmButIdon’twanttomterferemthhm 3
_Senator: anon,_ Go'ahead and interfere with him. That's OK. Go e

nﬁermWeJustreeenﬂymadeachartontheonesthat' R
were-advertised:on television and the ones on which I got notices - .’
and letters. I answer all of these to get a copy of their brochure. et
Then ] made a chart on these. Theyrangefromaslowas3995per o
month to about $80 a month.
Many of ‘you-know that Blue Cross-Blue Shield has Medi-Pak
Plus, which is $34.45. You also know about AARP. Prudential.
Many ofyou have a $17.95,.21d there is  new one that is $21.95.
‘wgy up. But the Blue Jrose-Blue Shield one is s

%gmﬂew ’gﬁyoumloolnngatwwm esk;:ﬂ

about. The Medi-Pak-Plus pays everything—ali the deductibles Ere

all the ¢ inmmnce,andthatxsmﬁpermmth Thatglvesyoua

bambxdeaofaﬁgurefortheMadimpcmt o

27 Senator PRYOR.- , thank you: 3 e

7.+ AupmNcE Mzueea. That's umfer sge 74, theugh. * .
L Sdnawr anog:‘-Uw&::ageR, R Co

SenatorPxYon.Ithinkwehaveaomeofthesepamhletaout

herexfyoudidAAﬂ;:kupone Tharesasmdthereareiustafew o
It’s done by the and Health Insurance. It’s a very, -

I . L
COREOTN
My

S ’\"‘Mlﬁ;l'"hﬁ’&’*n‘&m tm,rmmwuﬂ!&w '4 o

e

e
; :.:mim«rm‘ mm"ﬁ‘ﬂﬂuu i




*-.. tive seesion'new statutes that
fenseforaMedwaresupplementagency ta.
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very lxttlepamphlet,lthmk,onuplmmngsomeofthesevery

Seeond—lwanttdaddmasth:stoMr Sheﬁeldoer Eubanks.
Arafhmanyeﬂ'mts—-let’stakeout&ateofArkamas,andeven
or to ascertain and to ultimately educate tire

pnbhc,apeuaﬂyrtheeldalymhcy ofthese licies that
on some pol

newspaper -radio, -as to which
ofthoaepdlides are good and which arenotsogood?Doyouenber

*"_into'that sort of advice for the general public?

‘Mr, Snlrtmn“’One*oftbevﬁmcﬁons of the consumer servwes di-

'nmu,tomakacettmwhenwetalktoaeonsumer un-
that they

policy buying, what the benefits
andwhattheymndaWeagwp?mytheupwmmg ala.

that he’s selling to.a senior citizen in the State of
po'lll‘ﬁyéeohutphonofmatenaLthatuonTVmaverr

' 'ofsolicitahonmatenaLandwehavewrMmthempnnmfo??:;~

-and the thatwenowhmmplacethatregulateasohm
tation of -or :health: incurance .is. somewhat antiquated,
, andweregomgtolookatthat#odetarmmewhatregulmryeﬁ'ect
we will have over an organization—and, I'  Senator, unfortu- .
nately it's: going:to be a. little more let’
someplace e otherthanArkansasstarlzanammahon.and 8
say he wants'to caii il the:Good Time i

’hcntationmatenalmthemml,youhehevethatypumg:t

that’s goi

organization . or-do: N
else, andthat’stheonlgreasomtheywereeverformed. But,unfor-

tunately, down in the in the.corner in the dark someplace

- lsanappheatmnforaomesortofmsuranceandtheysellatto ou
'+ as a’member of the group. Unfortunately,eonsumeuarenot

well educated about insurance. buy it, put it in a safi 0&

andtzltlheyneverreadxt.behevmg aregomgtopay g!

cent of ev
Oneufthethngswemustdomeducatetheoonsumers,not:nég

mArkansas,butmtheenhreUmtedStates.Wearedealmg

an area—and unfortunatelythoaeareaswhowanttodo%

know it—we are- with consumers who.are ‘older. n you

git-down and talk :to g Iam to: them. what the

pohcymlldo,theybecome that comes in

‘tv.ou.rhouseandaellsxt to you wnwncuwou he's:I¢ ‘out
or your

bestmterest.Sowhensomebodymontheand -.the

~ phone and, if it's at the Arkansas Insuran: t;orthe )
~ office on aging, orattheAARPthattalkstoyou ut:your: policy, *

ubeeomeevenmoreconfused. you ‘begin..to wonder if

you've made a mistake or not. An& someﬂoflour older Americans,
older Arkansans,

don’t want to:admit have been hornswog-
gled, so they keep: it to themselves and thezub—Dewey, I've looked

atsomeofthepohuesthatamsoldhere andI’lltellyouthereare ,

.

makextacnnnmlof-':
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80 there’s a-Iot,of things we could de, we

undef: the.constraints we have, it’s diffi-
oAn say, it without biting m
-'_’ask‘s‘.f{t-help concerning 4
] ce, W ' you the outcome will be what
you want. We can promise you that we will look into it as détailed
as possibha‘tle-andhopefullyv give you an answer that you can hang

it 1 cn ey i, S, i

i7

A . abe
here. today ma; be specifically covered by that legislation, be-
cause it only deals with iﬁems‘se{t through the mail of the US.
Postal Service. Therefore you still see a lot of television and radio
wlll:amercmls and newspaper advertisements about these particular
m aa S . K H T . ) ) .

I. want to._thank our panel. I appreciate the contributions you
have made this afternoon. I don’t know what our ‘panel’s time situ-
ation is, but if we could impose upon them not to leave until we
finish with the next few witneeses, there may be some questions
from the audience for them. If any of you have to 0, we certainly
understand. We apf_:eciate the opportunity we’ve to listen to
you this afternoon. I thank all of you very much. . _

Dr. MrrcugLs. 1. just ‘wanted: to sa;e%at-l have a copy of my
statement, and I will leave them,up,here_ifanybod{ wants one.

Senator Pryor. Now, ladies 'and gentlemen, I call Dr. Beth
Smith, Dr. David Lipschitz, and Mr. David Clark to our witness
table. Our panel now has expanded. We. have—this is our second
gangl and ou thlrdgal this ‘afternoon. We have first Dr. Beth

mith. Dr is the Associate Director of the Health Services

. Simil ‘
. Research and - lopment ‘Field Program ' of the VA Medical

LN
V!iﬁ" "

Center here in Little _ ’'ve been very active in developi
ical program tarsetedm the aging population. Dr. Davi

clinical
Li tz, Director of i at the Veterans' Ad-
mmaﬁnn.Hehasbeenacﬁveiﬁdevéopmentofaeenterforthe

.
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treatment of Alzheimer’s digease and related disorders at the Vet-
erans’ Administration.. With him we have Mr. David Clark of Min-
eralSprmgswhowﬂldmsomeoftheproblemsheand his wife

have experienced gince she was diagnosed as having Alzheimer’s
On panel thiree, we're proud to have Herb Sanderson. He is direc-

PROGRAMOF]’HEYAMEDICALCENTER,LITEIEBOCK.AB
:Dr. Smrra. Thank you, Senator. The elderly and disabled of this
country are being subjected to or.stand in fear of catastrophic
health care costs not presently covered .adequately by private or
governmental health insurance and benefits. The elderly and dis-
abled are tFus vulnerable to the loss of ell of their assets which
have taken a lifetime to accumulate. Government has provided
health care to the eldery and disabled through the Medicare pro-
gram. Yet this program currently is basically for short-term acute
care health care costs. There is no coverage beyond a:150-day hos-
pital stay (except for limited lifetimie reserve days) and carein a
gkilled nursing home is limited to 100 days post-hospital stay.

Home health is provided to su t such care in certain cases.
Private insurance, Medi-Gap policies, which some private insurers
have asnotproﬁtable'arestill__qmchtooexpensiveand

%‘n y cover no more than what Medicare presently insures.
us often only the Medicare deductibles and copayments are re-
imbursed. These reimbursed ‘are gnerally about the same
as the policies costs ($500 o a year). So current Medi-Gap poli-
cies are no solution to this problem. - o '
Most elderly and disabled in need of a long duration of either ex-
pensive acute:or long-ferm care often have to spend down their fi--
nancial reserves until they are stamped poor enough to qualify for
Medicaid. Why should we threaten the dignity and the economic -
security of our most vulnerable population in this meanner? Surely
a better solution can be found to resolve this horror and fear of so
many of our elderly and disabled. B
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p '.l‘he.approm-iatedroleofGovemmenteontinuee facili
th:shndofprotechonofmdmdualswhenthem?&ut:landﬁ
m ission’s sugges-
: 'the Go ca ic care can be
.and digabled at a very low cost to indivi

is better coverage, at

( byplaungtheenhm%nﬁl]mﬂedwarepoplﬂahonat
- a villing to :  burde
Indeed, as S:Mitcl.:ell suggastediehﬂ;er.j@ to 70'pemept of the
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care/Medicaid users, the ‘average annual VA hospital stay ranged
from 24 to 38 days detﬂhgndmgngbnwmthertheymehgible for
VA~and Medicare, VA and Medicaid, or all.three .
averages of 146 to 181 Theyav_aroged”fxpmthreetoﬁve-out-
patient visits a year, in addition fo the VA paying an average zang.

claims per user of $2,128; an average Medicar= A claims prr user of
$2,964; average Medicare B claims per user of $820; with 1 total av-
erage Medicare/Medicaid claim of $2,481 per year. This illustrates
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stration pro,;edaas well asourexpenence with the VA hospital-
based home care-and the VA medical model adult day health care

ingly i sive (such as home and community alternatives to
hospital and nursing home care) in the aggregate and over long du-

can be catastrophic health care expemses. They
immediate: nursing home placement but over
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STATEMENT OF DAVID LIPSCHITZ, M.D., PhD., DIRECTOR OF |
GERIATRIC RESEARCH AND, DEVELOPMENT FIELD PROGRAM |
~ OF THE VA MEDICAL CENTER, LITTLE ROCK; AR -
- Dr. Livacsirrz. “Thank you;; Senator; 1 iate the . g

to testify before- this dictin atatnr e MI,, mwtgommxty

3 Py With .‘.- o - oy . . »"1
and it highlights the need for developing. appropriste hesi oo P

ow the issue of long-term' care can best be addres P;Eama
that with iate rehabilitation- elderl{eindiﬁd can
ursing“home placement can be prevented and

become i
l%-t‘ermhealthmcostacanbereduced;w
is approach can be achieved by a-comprehensive interdiscipli-
nary ip between physici nurses, social workers, phar-
macists, ogists, litation experts, and others who com-
plementari assist and manage the patient.
Supportservicesmmvideforthemofhome-basedelderlyin-
dividvals are essenti andhavebeendevelopedbytheVAtoa
quitesolghisticatedlevel.'l'helevelofthiskindofa in the
community makes it essential that attention be paid to the need
for redirection of our health care priorities. A greater emphasis on
intermediate care medicine is essential. In this ervironment, we
canmanageqlderlyindividualswhoamtooweﬂforthetesourees
available in a histicatedacuteearehospitalbuttooilltoretum
to their home. The facilitieamustbestaﬂ'edbyhealthcarepro—
feasiona.ls.w.ho are expert in long-term care and geriatrics. For this
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ders: at our Univériity “of -Arkansas-for Medical Sciences. As you

. wxllhearﬁomMrﬂark,tomyhﬁ,thelackofattenhontothJs

.,createsagreat suffenngforthevwhmand

: manage-
at ¢ i 8. Not only eanzppropnate ‘diagnosis be

made but B for the victimy and their.fi

T must. m?on &P:trtmoremploymg this partu:ularﬂmﬂypproach’B mbe:e

.. have found substential numbers of victims who have potentially ar-

le or even c disorders. Once .the’ diagnosis is made,

o ourattentmnfowsesheavﬂyonprov:dmgmpportforthefamﬂ
“on education and in the very near futureon: 4

developing opportuni- -
ty for respite.care and adult day health care:There are, however,

somesenousstumbhngblockswihepotenhalmofthmvery

‘important development.. At the:current:time the primary care. phy-

smanandthegroup,whosupporthxmarerennbursednowhyMed

xeareatotalof$1950forthepmfesmoml fee .component:of this

service that l1:ak:es -approximately: 5 toeza}tours. Remment f(;{
neuropsycho ogic testing, psychiatric uation, T Suppo
services, is marginal at best.-On the other hand, Medicare and Blue

- Croes-Blue: Shield . does pay for:the sophisticated magnetic reso--

nance imaging and other high-technology procedures we. request

' comprehensively to assist. these subjects. This example highlights
what I consider to be one, of the most sérious issues of long-term -

care. Ifhealtheareprofesmonalscannotmakeanhonesthvmg

longtermcare,servweswﬂl;ust not become available. Itlsptvota-‘ ‘
‘ble that primary -care' providers are reasonably ‘' reimbursed for

their services. Additional support services such as home care must

also receive attention. It seems unlikely in the very near future’

that the budget for health care is likely to increase. If the chal-
lenge is to provide for healthandwelfareofAmencansmthelr
twilight years, there is a desperate need for a redirection of prior-
ities as well -as for innovative and creative programs to optimize
older Americans’ health and well-being. 'l'han.ﬁ

Senator Pryor. Thank you very much, Dr. L!pechltz. Next, ladies
and gentlemen, we have Mr. David Clark. David Clark has a per-
sonal story that he would like to tell us.

STATEMENT OF DAVID CLARK, MINERAL SPRINGS, AR

Mr. Cunx.lwxllneedtobeahttlepersonalmordertohopeﬁxly
bring out som l_af)omt:es a little later. My wife taught school 32 years.
The last several years, high school English, and retired at the end
of the 1976-T7 school year. She was very active in church, school,
and community activities, was chosen Outstanding Person for the

ears 1949 and 1959. She suffered a heart attack, September 1977.

cuse me. She recovered very well, and her health seemed to be

good. Then one day in the spring of 1978 she called me at my work

veryupsetandaskedmetotalktoourdocbor And,shesaid “I

can’t remember. I'm afraid I'm losing my mind.” Then crying, she
said, “I don’twantto go crazy. See if he can help us.”

Iwouldhketoﬁnallymakesomeremarksmthregardtothere-~
g oentlydevelopedCenterférAlzhenner’steaseandRalatedDmor-
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care needed by Alzheimie s.disease, vicHims, is not covered by health insurance, Med.
Sk o Medloare: i an ket oven s s At o

: + Back to my owniwords; todsy financirg my.wife's treatment has
“not héenanguhhip"forusrlmghtsay. thougi, that her care has

been'liome care; and Pve provided: most of that, and we have Medi-

. care.and Medi-Pak.: And‘there were out-of-pocket-expenses involved

- in some of this process; they applied this

‘supposing .that’s in relation to

totals $662.50for the'chiarges: Medwarefp:lcgr 9.85. There again,
peychiatric’care. And these do not seem fair to me. I'll try to bri
that out just a little bit further., =~ * =~ o il ) i
. Now, as. far as this graph here, if- 1 may, this pink, 49 percent,

in i imQt’s_ and you-apply. 52 per-

-centthere,thatwouldb'ethéﬁ:'” .of senile demential péople
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appreciate élarkcommgthhthat
now we're mgtohaveMr
proudtohaveyouﬁre,
ourstatementstobeashhortaspoesible

STATEHENT OF S,ANDERSON le ROCK. AR. DIRECI'OR.
ommzor AG[NG"AND ADULT SERVICES, ARKANSAS STATE
PEP OF HUMAN'SERVICES _ |

. Mr. annaon 'l‘!mnkyou, Senator,thankyou for,theopportul rtu-

-~mty.ib.-_ would like to focus my comments on

Onceasmn,lwonldliketourge 1floould,

eatastropluc care, specifically related _




o vouid ik to makke i clear thit I frm ng home
are needed and they are a.useful formogcare. However, it is a
%getho placesomeonemanmﬂtxtutlon that;éoepx_iotneed.wbe

et

believe nursing homes

e cannot afford it financially or in human costs. President
JohnsonqqiduponthesigningoftheMedicm;’elegiulation' t,
“now every American citizen will be able to insure himself agai
the tragedies of old age.” promise has not been fulfilled. Why?
AsRobertButlerhaspoinﬁdoutahdsomeofthepanelistspoinﬁed
out, Medicare was set up as if to take care of a 40-year-old. It does
not cover medication, foot care, dentures, nursing home care, res-
pite care, day care, support services, homemaker, or case manage-
ment services. More people now die of chronic than acute illnesses.
Ourhealthcamdeliverysystemhasnotrespondedtothisch_aqge.
Because lower less costly levels of care are not available, a relative-
manageable chronic condition becomes a catastrophe..
In Arkansas we have taken some modest steps to meet the needs
of citizens with chronic impairments. Those results are impressive.
Between 1980 and 1990, Arm’ 85 years of age and over popula-
tion is projected to increase by 38% percent. According to national
statistics, 16 percent of this population group is _institutionalized.
Therefore, one could a significant increase in the State nurs-
ing home population between 1980 and 1990. To date this has not
occurred. In fact, Medicaid statistics show there are virtually the
igxsnle' number of people in nursing homes today as there were in
Why is this happening? In my opinion, there are four basic rea-
sons.i‘int,thenumberofskilledﬂome health agencies increased
dramatically in the late 1970’s and early 1980’s. For the first time
in the history of Arkansas, this made home care available for citi-
zens on a large scale basis throughout the State. Second, ;
Drogram 18 pacticularly Taporieat: b e & Medicaid plan. This
program is im use it is one ew pro-
grams that provide care to people with a chronic disease. It will
provide care over the duration of their hf%ﬁ(?eeded Also because

&
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- Ot:herStatesmchasTemsandOregonhaveactuallybeensuo-

ceesful in‘reducing the number of people in nursing homes by insti-
tuting community-based long-term care options. It is ironic to me
that on one ‘the Federal-Government has mandated that el-
denypwplebedischargedﬁ-omthehospxtalmmequwkly,whﬂe
on the other hand it is cu tting back on the few available

t0 aseist them in doing ,theOlderAmemansActandtheSoml'

Services Block Grant. What this couiitry needs is a long-term care
system that provides an array. of services to meet the needs of a
partleularmdlﬂdual. ‘We havethecapacltytodothm Until we
have such a system in place, we will continue to pay too much for
the wrong care. Thank you.

[The prepared statement of Mr. Sanderson follows:]

Sa:s

G

)
g
e



PR

.

August 28, 1986
Little Rock,

by:

Herb A. Sanderson '
Arkansas Department of Human Services
Deputy Director for the
Division of Aging and Adult Services
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Good afternoon. Thank you for the opportunity to express my views
on this subject.

I would like to focus my comments on chronic illness in relation to
catastrophic health care. For the written record I would like to
whnitacopyofunarticlevhidiadmmthembjectinmredetail

Bobettb:;isstatedthefollowhninl%l:

an;nnicotlong-tmﬂlneutnsgenmuybeenthestepchild
of mainstream medical care, which has continued to concentrate

tapidly.ﬂmhim-tedimlogy medicine. Costs of health
meescahterapidly,increaaedinpattbythesedistortiom'

Many chronic diseases like Alrzheimer's are catastrophic in themselves,
But even relatively mild forms of arthritis and diabetes can lead
to catastrophe not because of the disease but because of the lack

'ofaae:v:lnemmtopmvi&sm.e :h;utmu.an

kkefaimtawemteqdﬂmmmﬂininjectim If the
individual can give himself the shot, be can remain at home. If a
spouse is available to give the shot, he can remain at home, If he
can afford a private murse, he can remain at -home. However, if he

"has a palsy, poor vision, or if for any other reason the above options

are not viable, then he faces a mich bleaker future. The only option
avaﬂablet_olﬂn:l.stoente:‘anmsinghml

Oneoftl;enostvividstatamul'veueﬁmmimsmhdnms
conesfoumfmalettertotheedim ofthe Mesﬁm It reads
as

I'lm%yurnhm.uﬂthmlyuhglhavecmued
is that I have an illness that is called chronic. I have
seveteartlu‘immdabwtfiveyearsagolbmkemvhip.

My son died 35 years ago; my husband, 25 yesrs ago, so I
mmdupataeonvahscax hospital. There are a few caring
work here, but there are g0 many of us who are
tk:l.niof honest attention. In the five years
here, I have had no choice - no choice of when
eat or vhat I want to eat. How can I begin to
you that growing old in America is for me an unbelievable,

lonely nightmare?
Are these isolated cases? Unfortunately not.
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Askoberthtlur’haspddnud lhd:lcaremaetupuiftoaerve
40 year olds. Itdoenotcovernediuuon, foot care, hearing aids,
dentures, nursing home csre, respite care, daycare, cw:esetviees,
mmm,amw.

More people now die of chronic than acute illnesses. mrbealthcare
delivery system has not responded to this change. Because lower
lesacoatlyleve].sofmatenotavnﬂable,arehuvelymageable
chronic condition becomes a catastrophe.

.In Arkansas we have taken modest steps to meet the needs of citizens

with chronic impajrments. The results are impressive.

Betweenlmuﬂlmukmm'poplﬂationaiyursofageandm

is projected to increase by 33.5%. According to national statistics,
16X of the 85+ population is institutionalized. Therefore, oue cruld
expect a8 significant increase in the state's nursing home population
between 1980 and 1990. To date, that has not occured. In fact, Medicaid
statistics show there are virtually the same mmber of people in nursing
homes today (15,338) as there were in 1981 (15,028).

vhy is this happening? In my opinion there are four basic reasons:

1) The number of skilled home health agencies increased dramatically
in the late 70's and early 80's. For the first time in the history
of Arkensas this made home care available to citizens on & large scale
throughout the state.

Z)Petsmlmmmaddedumoptimmdetthestate's}bdicaid
plan. This program is particularly important because it provides
care to people with chronic disease — over the duration of their
life if needad. Because it is an entitlement program, funding has
got been reduzsed or capped - all eligible citizens have. access to
t.

3) A pilot pwogram called the Client Assessment Team (CAT) was begun

te better control sccess to mursing homes., Before this project was
begn, no coe i Aricansas had ever been denied admission to & nursing
bome for medical ressons, This program has helped assure people receive
the proper ievel of care they need.
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Without
is homebound, illiterate, or lives in a rural area.

. For example, a may need food stamps, weatherization,
and skilled care to remain at hame.

available to assist ope in obtaining these services,
would not be successful in receiving them.

case manager
t is likely one

home delivered meals,

have been successgful in actually
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tients by instituting commmity
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o VolumeTMOne/Spﬁn;-Summ 1985
The : o
Southwestern

The Journal of agmg For The Southwest
A PUBLICATION OF THE SOUTHWEST SOCIE‘I'Y ON AGING

Long-Term Care :and the Aging' Network
" Herb Sanderson -

Clearly, we live in an aging society. The statistics are
becoming redundant for those who work i in the Aging Network.
Each day 5,200 Americans celebrate their 65th birthday;
11.7% of the U.S. population, every 9th American, is 65+; a
child born in 1982 could expect to live 27 years longer than a
child born in 1900; by the year 2030 over 20% of the U.S.
population will be 65+. This graymg ‘of America ‘is not
something we think will happen; it is something we know will
happen. While the statistics may vary slightly, the future is
before us. °
Are we prepared for this phenomenon? Unfortunately, I
think not. Especially in the context of our health care “system,”
and in particular our long-term care “system.”” We know people
are living longer and that the “old old” is the fastest growing
segment of the population. We also know that the probability of
becoming impaired or disabled increases substantially after age

But as a society do we know how and if we want to care for
our elderly? Do we know who should pay for the care? Do we
know how much we are willing to pay?

Robert Morris made a powerful statementin 1979. AsIread
it today, the only difference I can observe between then and now
is that six years have ticked off the clock:"

Long-term disability trends, if unattended, constitutea
ticking-time-bomb threat to the health system as now

13 ' ":

 65-149 0 - 87 - 3 6‘4»
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constituted and to responsible public-expenditure policy
formation. This results because the volume of severe
dnsabtlity will increase ‘due to basic demographic trends
and xmptovcments in human-survival techniques. This in
turn will increase the net vqluxue ‘of demand for ‘both
institutional ‘and at-home care services. These demands
wxlldistontheopemnonofwrcmrenthealthsystemby
inflating costs through lack of preventive measures and
through inflated ‘expenditures for inappropriately used
high-technology facilities such as hospitals and
inadequately used primary manpower such as nurse
practitioners, home-health  aides, and natural support
resources. Above all, current lack of attention to the needs
of less disabled oldernmzens whose numbers are rapidly
increasing, will produce an alienation that can lead either
to arbitrary reductions in support for health care oralterna-
tively to exponential ' mcreases m expendxtures for cost
inefficient activities.

Itis possible that neglect now will lead us into a serious
consideration of euthanasia as a national policy toward the
older disabled since it is not clear that, as a society, we are
ready to pay the price for the kind of life that our tech-
nology extends (Morris, 1981).

Health care costs continue to consume a growing percentage
of the gross national preduct (GNP). In 1950 health care costs
accounted for 4.1% ofthe GNP; in 1960 5%. By 1970 the figure
h;d grown to 7% and by 1982 '109% (Schimper and Clark
1985).

Table I details how older Americans used health care
servicesin 1981, the last year spending estimates were available
(U.S. Senate, 1983) The table shows that 85% of personal
health care expendltures went for hospital, nursing home and
physician services.

The magnitu-i of spending for institutional care tends to
dwarfresources devotedtocommumty—based alternatives. This

‘fact was highlighted in the preface to Allocatmg Health
Resources for the Aged and Disabled:

- Chronic or long-term iliness has generally been the
stepchild of mainstream medlcal .care, which has
continued to concentrate its resources on short-term health
maintenance lssues to other systems As is often the case,

S WBS



TABLE I
Personal Health Care Expenditures for
Persons Age 65 and Over

$ (Billions) Percent
Hospita: Care $ 366 44.0
Physicians’ Services 15.6 18.8
Dentists’ Services 2.4 29
Other Professional Services 20 2.4
Drugs & Medical Sundries 5.1 6.2
Eyeglasses and Appliances 1.0 1.2
Nursing Home Care . 19.4 233
Other Health Services 1.0 12

Source: Health Care Financing Administration $ 832 100.0%

the stepchild has not grown up and gone away. Instead, the
unresolved dilemmas of long-term care now plague and
distort all of health and medical care; acute beds are used
for chronic care; timely dlscharge from hospitals is often
difficult; nursing-home care is both costly and difficult to
secure for the poorest and most ill patients; and care at
home has. grown less rapidly than high-technology me-
dicine. Costs of health care escalate rapidly, increased in
part by these distortions (Moms, 1981).

The author underscores a critical point. This decade
witnessed an extraordmary change rather quietly—for the first
time in our country’s history the leading cause of death was no
longer acute illnesses, but rather chronic illnesses. The period
from 1800 to 1980 was the era of epidemic death prevention.
The major focus was on infection. The diseases included
smallpox, the plague, cholera, typhoid fever, influenza, polio,
tuberculosis, venereal disease and others. It is noteworthy that
the World Health Organization has announced that smallpox
has been eradicated from the entire world (Tarlov, 1983).

The mcreasmg number of elderly is not necessarily
testimony to an. increasing life span, but to the fact more people
are reaching old age. But, as Anne Somers writes so succmctly,
“Paradoxically, the more successful we are in conquering acute
disease. and postponing death, the more we aggravate the
problem of long-term dlsablllty” (Somers, 1982).

e i e e AR r»rbﬁ:m e nle - | - VSURN
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A new era is beginning. Dr. Alvin Tarlov spoke of a new
objective for medicine when he addressed the 202nd Annual
Meeting of the Massachusetts Medical Society:

The central objective of medicine in the coming era will
be the mainteniance or improvement of individual patient
functioning in the patient’s normal environment while he
or she performs usual activities . . . The outcomes of me-
dical services: of greatest interest to the patient and to
society relate to the patient’s ability to function at a high
level in personal activities of bathing, dressing, and eating;
mobility; physical activity; and optimal functions in the
role of homemaker, spouse, parent, employer; supervisor,
community participation, or citizen. To optimize these
outcomes of care will be medicine’s central objective for
the period ahead (Tarlov, 1983).

In the past, and to a considerable degree at the present time,
the answer to long-term care for the elderly has been the nursing
home.. We must guestion this policy both on cost and value
system bases. The federal government spends more to maintain
- older persons in nursinghomes than it does on the combined cost

of home care under Medicaid and Medicare, all social services
(Older Americans Act, Title XX, etc), SSI cash payments to
two million oldér” people, and all federally funded special
housing programs for older people (Benedict, 1981). Yet less
than 5% of oldér people are institutionalized.

A recent survey of nursing home residents in Arkansas
revealed that at a minimum 7.6% of the beds were filled by
people who had no medical reason to be there. But medical need
may play only a small role in determining the need for nursing
home care. Gender seems to be associated with the use of
nursing home services. Over 70 percent of nursing home
residents are female. The use rate for elderly women is nearly
double that for elderly men. Marital status is another key factor

" in nursing home utilization. Nationally, about half the elderly
are married. In contrast, only about 12 percent of elderly institu-
tionalized residents are married. Childless women at any age
have higher rates of institutionalization than their counterparts
who have children; those with the largest families have about
half the rate of institutionalization of childless women of the
same age (HCFA, 1981). '

. During 1983 a state-funded Client Assessment Team in
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Arkansas (a nursmghome pw-screemng pro;ect) found that of
casesreviewed, 1,503 elderly had amedical need tobe placedin
amingbome.l-lowuer.moﬁhemdmduahchuelower,
lesscostlg,levelsofpare It is'also interesting to riote that of
those entering a nursing home, almos. all, at least 95 percent,
. had incomes under $9,999. (Krhnsasomce on Aging, 1984).
There: nsmucbdebateaboutthecost—eﬂ'echvmofm—lmme
andothqcommnmty—hasedcm While it is beyond the scope
of this paper to fully explore this subject, a few observauons are
noteworthy. - ,

First, because of the sheer numberof growing elderly, health
care costs will continue to rise. Programs sold on the basis of
“reducing costs” will have, as we say in Arkansas, a tough row
to hoe.

The second observatxon deals with the “alternatives vs.
institutionalization” questlon Many of us like to think
community-based care ‘programs are cheaper than institu-
tionalization and thus a good buy. However, this does not seem
to pan out. Two major factors account for this. Number one is
the fact that for.every personina nursmg  home there : are two or
three in the community with the same type or level of
impairment. Secondly, unless very tightly controlled and
targeted, the aggregate costs of providing oommumty—based .
care—even with a lower unit cost—are more than'institutional
care. Evaluations of the Section 222 Medicare and Section
1115 Medicaid waivers have revealed that in only two pro;ects
South Carolina and On Lok, were the cost of waivered services
lower than traditional institutionally -oriented services
(McConnel, 1985).

Does this mean community-based care should be
abandoned?-Hardly. It only means we must more precisely
define its goals, objectxves, outcomes ‘and expectatnons To
remain in one’s home is more desirable than to be placed in an
institution. Should our nation’s goal ever be anything less than
to provide the most humane care possible? Perhaps providing
cornmunity-based care is simply the right thing to do.

Furthermore, it has been well documented that the
overwhelming majority of long-term care is provided by
families. In fact, they make “Herculean and protracted efforts to
provide long term care” (Kane, 1984). The American Journal
of Public Health’s editorial “Home care for the Ill E 1derly—
Who Benefits?” argues that community-based care is needed, if
for no other reason, than to lighten the burden on famnly
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T;gn;bers who are doing their best to care for thelr own (Haug,
)

Fmally,notevery argument ori costeﬂ'ectlveness needstobe
discarded. ‘As stated earlier, two of the Waivér Projects were
cost-eﬂ'ectlve The study that prompted the above referenced
editorial, reports that'a home' care team (which included a
physnc:an) costs no more than the traditional institutional-
oriented service system, and in fact may save a few dollars
- (Zimmer et al., 1985).

* . Whether or not commumty-based care is cost-effective
mlght boil down to what state you live-in, or even what county
youlive in. It has been a generally accepted health planning tool
that 55 nursing home beds are needed for every 1,000 elderly
persons (65+). Yet state bed/populatlon ratios vary wudely—
from a low of 22 beds per 1,000 in Florida to a hlgh of 94 in
Wisconsin (U.S. Senate, 1983). Half of the states in our union
have 60 or more beds’ per 1,000; eleven states have 70 or more
beds per 1,000 (Applied Management Sciences, Inc. 1984) In
~ Arkansas the number of nursing home beds per 1,000 varies in

each county—from a low of 29 to a high of 154 per 1,000.

The answer to providing care in communities where an
oversupply of nursing home beds exist is not more beds. Filling
in service gaps with community-based care would be a more
effective use of limited resources.

While community-based care in and of itself may not save
doilars, it might be a prerequisite to a rational, controllable
health care delivery system:

A well established array of community services for the
frail elderly creates the necessary conditions of public and
professional confidence that allow purposeful control of
the supply of nursing home beds. Developing community
services and even offenng expanded benefits for some such
community-based services seem to have no immediate
direct effect on the use (and therefore the cost) of nursing
homes. Someone else in the large pool of potential users
will take the nursing home bed. But the very existence of
community programs creates the political conditions that
permit constraining population ratios and improving the
quality of institutional care by refusing to purchase it from
facilities judged substandard. A current Rand study bears
out these contentions. Once acommunity care system is in
place, it is much easier to exert leverage over institutional
supply and msmutnonal use (Kane, 1984)




To meet the needs of a growing elderly porulation a
comprehensive and coordinated long tesm community-Lased
carc system consisting of a contintum of services (care must be
designed. These térms aré defined as follows: -

Long-Term Care tepiesents a range of services that
address the health, social and personal care needs of
individuals who, for one reason or another, have never
developed or have. lost some capacity for self care.
Services may be continuous or intermittent, but it is
generally presumed that they will be delivered for the “long
term,” that is, indefinitely to individuals who have a
demonstrated need, usually measured by some index of
functional incapacity.

Comprehensive The range of services incorporated
into the system must be of sufficient scope, availahility and
accessibility to address th: varied needs of the elderly
population and to provide sufficient choice. among
services. . o

Coordinated - Everyreasonable means will be used to
efficiently apply availuble resources in the most cffective
manner by coordinating the efforts of all actors in the
community in the planning, funding, and actual delivery of
service.

Community-based implies imbedding the concept znd
operations ‘of the care system into the community
infrastructure, such that tiere is general community
awareness and support. to the system and its ongoing
operation. : _

Continuum of care, ensuring a client orientation pervades
the system structure and operations. More specifically,
ensuring the development of the capaicty to draw upon the
comprehensive set of services on behalf of an individual
client in an appropriate manner over time, successively
redefining the mix of service made available. to an
individual in response to changing circumstances. *

- System, ensuringthe concept of care involves an organized
systematic means for defining, organizing, implementing,
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operating, and successively evolving an appropriate
services network. (White House Conference on Aging,
1980; The Assistance Group, 1980).

Stanley Brody and Carol Masciocchi have diagrammed what
Euch asystemshould look like (Chart I). The system would have
ve goals: - ' )

1. Maximum functional independence at all times, even if
there are limitations in activity or deterioration of func-
tion. '

2. Rehabilitation, restoring him/her to some previous
~ level of functioning which can be sustained.

3. Humane care for persons functionally and perma-
nently dependent. -

4. Utilization of the least restrictive environment.

5. Death with dignity for individuals in the dying process
(Meltzer, 1981).

The development, implementation, and operation of the
system described above will involve many actors. Increasingly,
the future of our health care system is being shaped by the
corporate enterprise; the influence of health planners, social
service agencies, and government is diminishing. Paul Starr
writes of this trend in his book The Social transformation of
American Medicine:

Therise of a c.7porate ethos in medical care is already
one of the most significant consequences of the changing
structure of medical care. It permeates voluntary
hospitals, government agencies, and academic thought as
well as profit-making medical care organizations. Those
who talked about *“health care planning” in the 1970s now
talk about “health care marketing.” Everywhere one sees
the growth of a kind of marketing mentality in health care.
And, indeed, business school graduates are displacing
graduates of public health schools, hospital adminis-
trators, and even doctors in the top echelons of medical
care organizations. The organizatignal culture of medicine
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- used to be dominated by the ideals of professionalism and
voluntarism, which softened the underlying acquisitive
activity. The restraint exercised by those ideals nowgrows
weaker. The “health center” of one era is the “profit
center” of the next. ’ o .

No less important than its effect on the culture of me-
dical care institutions is the likely political impact of the
growth of corporate enterprise. As an interest group, the
new health care conglomerates will obviously be a
powerful force . . . The corporate health services industry
will also represent a powerful new force resisting public
accountability and participation.

. A corporate sector in health care is also likely to
aggravate inequalities in access to health care. Profit-
making enterprises are not interested in treating those who

. cannot pay . .. A system in which corporate enterprises
play a larger part is likely to be more segmented and more
stratified. With cutbacks in public financing coming at the
same time, the two-class system in medical care is likely to
become only more conspicuous... Instead of public
regulation, there will be private regulation, and instead of
public planning, there will be corporate planning. Instead
of public financing for prepaid plans that might be
managed by the subscribers’ chosen representatives, there
will be corporate financing for private plans controlled by
conglomerates whose interests will be determined by the
rate of return on investments. That is the future toward
w;\;ch American medicine now seems to be headed (Starr,
1982).

To put it in street vernacular, these new actors are playing
hardball and they’re playing for keeps. Is the aging network
ready to play? If not, who then will represent Older Americans?

This author perceives several ways the aging network can
more aggressively beinvolvedin the dzvelopment of along term
care system that will benefit the elderly. These have been
grouped under three general headings.
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1. Capacity Bya‘ldiug

(a) For several years now the states have been required to
use not less than one-percent of their funds allotted under Title
III of the Older Americans Act for the Long-Term Care
Ombudsman Program. This has proved to be a worthy cause.
Most states, because of this mandate, have well-established
ombudsman programs. Many states have passed legislation in
this area. = :

Now that these programs are well rooted, why not replace
the requirement that the states spend one-percent of Title Il on
Ombudsman activities, with a requirement that the one percent
be spent on fostering a long-term care system?

Regardless of whether this policy is ever adopted, State and
Area Agencies on Aging must staff up for long-term care. This
could be done through new funding (discussed later) or by
reassignment. -

(b) How much money does the network spend monitoring,
evaluating and assessmenting? How much of it produces a
measurable, meaningful outcome that translates into better
services? State units and AAA’s each definitely have respon-
sibilities in monitoring and assessment; it must be carried out.
But, is the same level of effort required in 1985 as was seven,
five, or two years ago? Perhaps, some of these resources could
be redirected towards long-term care efforts.

1 am also struck by the fact that I have received no less than
five letters from other states asking for a copy of our assessment
procedures. (Our state has not been much help with the requests
because we also” are trying:to rework our assessment
procedures.y This means that at least ten percent of the state
units are working onthe same basic task. How much time are we
spending reinventing the same wheel? The same observation
would probably hold true for AAA’s. As the network matures,
can we not find a more efficient way to deal with commeninitia-
tives and redirect savings to other areas such as long-tevm care?

(c) Capacity building might mean new staff, -iti different
backgrounds. Go to a hospital and visit the comptrcilers and
social work offices (not the siaff, but just the offices). Compare
(a) which fumiture and decorations you like best an:} (b) which
office is located closer to the administrator. Sericusly, we must
realize that long-term care involves :Pega-dollars. Rate struc-
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tures, bed standards, PPO’s, HMO’s, case management alil
have ominous financiel overtones. Perhaps the next employee
you hire should be a MBA instead of 2 MSW.

(d) The network needs to provide inteasive training to
existing staff. The skills, abilities, and knowledge of the existing
network staff is desperately needed by, the health care sector.
Many: program and policy decisions that work against the
elderly are made not out of malace to elderly, but out of
ignorance. The network needs to communicate with Medicaid
agencies, State Health Coordinating Councils, hospitals,
legislative committees, etc. But, we must speak their language.
Perhaps it -vould be worth the investment for each state to
organize ¢ “ne-week training session for key staff on long-term
care issues. In additiontousingtraditional trainers fromthefield
of gerontology, faculty from health care administration or
business administration schools should also be invoived.

~ (€)On an ongoing basis, network staff must begintoreadthe
literature. Long-term care issues are developing rapidly. They
are complex and require careful and thoughtf.:l analyses.
Keeping abreast of developments is esseatial. -

Knowledge is sower; the network needs both.

2. Advocacy

(a) A¢vocacy is one of the major responsibilities ofthe aging
network. Congress, in amending the Declaration of Objectives
of the .. der Americans’ Act (OAA), added the following
underiine:t phrases to objectives 4, 8, and 10: -

(4; Pull restoratve :c7vices for those who fequire -
‘putitational czre and a comprehensive amay of
comn:unity-based, lang-term care services adegunte to
appropriately sustain older people in their communities
and in their homes. - -~ o _

(8) Efficient community services, including access to
Jow-cost transportation, which provide a choice in
supported living arrangements and social assistance in a
coordinated manner and which are readily avaiiable when
needed, with emphasis on maintaining a contiruum of
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care for the vulnerable elderly. ,
(10) Freedom, independence, and the free exercise of
individual initiative in planning and managing their own
- lives and full participation in the planning and operation
of community-based services and programs provided for
their benefit. S e

(b) The Actalsorequires Area Agencies onAging(AAA’s),
through their area plans, to “conduct efforts to facilitate the
coordination of. community-based, long-term care services
designed to retain individuals in their homes, thereby deferring
unnecessary, costly institutionalization, and designed to
emphasize the development of client-centered case manage-
ment systems as a component of such services.”

(c) While OAA regulations may no longer require a public
hearing, they certainly do not prohibit them. Perhaps the
network should convene a town hearing in every county of the
United States on the need for a community-based long term
care system. No doubt, one of the obstacles to community-
based care is alack of knowledge about it. It is difficult to expect
the public to support respite care and day care if they do not
know what the terms mean. Such meetings should be aimed at.
responsible family members as well as actual users of the
system.

(d) Several states have found Silver-Haired Legislative
sessions to be an effective advocacy tool. These sessions could
be expanded to ¢onsider long-term care issues.

(e) Govemnor’s Advisory Councils - weil as AAA
Advisory Councils, if properly supported and staffed, can be
effective advocates for long-term care reforn.

() A state unit or AAA m.y wish to convene their own
“Blue-Ribbon Committee” of respected community leaders to
examine the issue of community-based long-term care.

(g) Support and involvement in National Association of

State Units on Aging and National Association of Area
Agencies on Aging respective positions is both educational and

productive.
5%
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3 Program

(a)Thereare state umts in every state of the union and over
660 Area Agencies on Aging. Why look to developing a new
bureaucracy to provide case management ‘gervices? Rosile
Kane makes an excellent case for using AAA’s for case
management (Kane, 1984)

(b)Some AAA S already actascase managers and are ready
to move forward. These agencies may want to become brokers,
coordinating services betwéen hospitals, Health Maintenance
Organizations (HMO’s), -Preferred Provider Organizations
( PPO’s) and existing providers of services, e.g., home-delivered
meal programs. Because hospitals will be able to discharge
clients earlier or because HMO’s need transportation to keep
clients there healthy, they will be willing to pay a fee for this
brokerage service. Stricturing such a service inay not be easy
and might involve risk, but the days for picking up the Federal
register and seeing what new grant is being announced are over.

(c) For some areas of the country there may be noservices to
case-manage, much less broker. In these instances, the AAA
may need to become a service provider, or spin off another
corporation to provide se-vices.

(d) Finally, while new money is harder to come by, it is not
impossible to come by. All state units, AAA’s and service
providers have the potential for capital formation. For exam-
ple,by dedlcaung 10 Title V workers to an in-home care project,
one can in effect form capital. It may not be a great deal of
money, but it certainly can prove the effectiveness of a service
on a demonstration basis. Service providers under a unit rate
reimbursement system, because they are put at risk have a
potential to create capital in the form of “unrestricted fund
balances.” These funds can be used to hire new planners and
MBA'’s or to provide new service.

Perhaps it would not be impossible for a state unit to
convince their governor or legislature to devote one tenth of one
percent of their nursing home budget to study the use of alterna-
tives to institutionalization. (Calculate this for your state; you
might be surprised.) -

(e) Perhaps there are indeed new sources of funding
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available to be tapped that would inﬁise substantial'amounts of
money into a community-based long-term care system. For
example, cigarette taxes: according to the July, 1984 Monthly

State Cigarette Tax Report published by the Tobacco Institute,

the average state tax on cigarettes is 15.75¢ per package. If you

~exclude the three lowest states (which happen to be major

tobacco producers) the average tax-rises to 16.60¢ for the
remaining 47 states. If aginginterests could convince astate like
Mississippi (11¢ per pack state tax) to raise their cigarette tax to
the 16.60¢ average, with proceeds going for long-term care,
$18,000,000 would be generated for new services.

Severance taxes may be another area worth examining.
Undeniably; state lotteries are becoming more and more
popular. Look at the budget of the Pennsylvania Officeon A ging
to see the potential for new revenues from a state lottery.

None of these are quick and easy sources of funds. All have
special interests that will work hard against any move into““their
territory.” But what network has more potential power than the
aging network? ‘ . '

These ideas are presented as concepts. They are not
universal in their application. There are other ideas that are not
listed. '

Because ournations health-care system is at the crossroads,
the aging network is also. We can shape our future—if we
choose to do so.
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. 'Senator Pnon. Thank you very, very much. Our next witness is
Dr. Roger Busﬁeld. 'l‘hank you, Roger.

STATEMENT OF, ROGER BUSFIELD, M.D., LITTLE ROCK. AR,
'DIRECTOR, ARKANSAS HOSPITAL ASSGCIATION -

ciation has not adopted an official position on the catastrophic and
long-term coverage. We have reviewed carefully the recommenda-
tions of the American Hoepital Association with which we are af-
filiated, as these'recornmendations may affect health care delivery
in Arkansas. if our Arkansas hospitals were not presently absorb-
ing as charity or bad debts significant amounts for patients with
chronic illnesses: or injuries who can no longer pay their bilis, the
need for catastrophic coverage would be even much more acute.
For example, it’s not uncommon for our hospitals to write off bills
of $20,000 to $60,000 or more because the patient and his or her
family ‘had exhausted all of their rescurces. Senator, in line with
that, I have, with the names of the patients eliminated, from one
hospital in the central Arkansas area, St. Vincent Infirmary, sever-
al"dozens of examples of just what I'm referring to that you can
have for the reoon{ ord of your committee.! - i

Senator PrYor. Thank you, Dr. Busfield. - '

Dr. Busriern. However, what’s facing our hospitals is an inability
to spread these uncompensated costs to other payers, as we have
been able to do and have been doing for many years. As Medicare
and Medicaid cut back on what they will pay for a patient, other

f.d -party-payers have done the same thing or are in the process
of doing so. Corn e L . R

- Therefore, any comprehensive solution to'the problem of cata-
strophic illness must address the three causes of catastrophic ex-
penses: One, inadequate Medicare coverage of catastrophic acute
care costs. Two, even more inadequate public and private coverage
of long-term care costs; and, third, the presence of large numbers of
uninsured and underinsured in the non-Medicare population. The
AHA recommendations fall in all these three areas. - S

Regarding catastrophic acute care, Medicare should continue to
provide universal coverage for the elderly and disabled. ‘Eligibility
should not be tied to beneficiary income but should be tied to the
age of eligibility for Social Security benefits. '

To address catastrophic expenses resulting from inadequacies in
the current Medicare benefit package, several changes should be
made. Unlimited inpatient hoepital care should be covered; the cur-
be extended 1o preserinri: phopeenated, Coverage should

e prescription uti which at the present
time are not covered by M‘;dwa:e Prescriptions are covered by
Medicaid, but not by Medicare. The restrictions on coverage of
home health and skilled nursing services should be revised to
permit beneficiaries to make use of less expensive alternatives to
inpatient acute or long-term care. For example, by relaxing the
intermittent care and homebound requirements for home health

1Soe p. 84.
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services-and the 8-day prior hospitalization service requirement for
SNF service. SR -

‘The current system of copayment should be replaced by require-
ments that establishes poeitive consumer incentives and that are
sensi!;ive':'to the differences in ‘beneficiary income. Combined ex-

before Medicare begins to provide coverage. But after the annual
deductible has been .satisfied, .a uniform percentage copayment
should be applied to all covered services subject to an annual out-

-of-pocket limit” Now, once the annual out-of-pocket limit is reached,

no additional copayment should be required. The annual out-of-
pocket limit should vary with beneficiary’s income. The annual
out-of-pocket limit should apply to total out-of-pocket-expenses, in-
cluding the deductible, Thus, a low-income beneficiary may be re-
quired to satisfy only a very low annual deductible, after which
Medicare would pay for all care. 5 '

Individual i ounts, which the Senator has mentioned,
are a means of encouraging Medicare beneficiaries to accumulate
sufficient savings. to purchase supplemental coverage. The financ-
ing of long-term care, including skilled nursing facilities, interme-
diate care facilities, home care, and custodial nursing home care,
has been and will probably contirue to be a shared.responsibility of

" individuals, the private sector and State and Federal Government.

The goals.of public policy should be to encourage individuals to
make provision for long-term care needs to the extent permitted by
their income, but to ‘provide access to needed long-term care when
individual resources are .inadequate; and -to_ establish a more
humane alternative to the spend down requirements. .

Finally, you must never forget that long-term care is the leading
cause of catastrophic medical expenses among the elderly. Out-of-
pocket expenditures by patients and their families are the most im-
portant source of financing for long-term:care. Medicare covers
only limited, post acute skilled nursing care, while Medicaid covers
extended care at a skilled nursing, intermediate, and custodial
level so to qclll?l]jfy for Medicaid coverage, unfor:lunately, it's neces-
sury to spend down savings and investments, including investments
in a family honie. Thus to qualify for public assistance it is often
necessary to first incur catastrophic expense.

Thank you for the opportunity.

[The prepared statement of Dr. Busfield follows:]

- QO
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STATEMENT OF ROGER M. BUSFIELD, JR.
PRESIDENT
ARKANSAS HOSPITAL ASSOCIATION
ON CATASTROPHIC AND LONG TERM CARE INSURANCE COVERAGE

before the U.S. SEN.ATE COMMITTEE ON AGING
AUGUST 28, 1566

1 am Roger Scxfleld, President of the Arkansas Hospitsl Associstion in Little Rock. Owr
Assccistion represeats 165 Arkansas healthcare institutions. We are an affiliate organization
of the Amarican Hospital Association. | welcome the oppartunity to tastify at this hearing.
mmwm-mmummawu
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if our Arkansas hospitals were not presently abeorbing as charity or bud dibts significant
amowrts for patients with chronic llinesses or injuries whe can no longer pay their biltz,
mmdfammm-ﬂdhumuhm% lel-lph. it is not
mhwwmwmmednuumﬁm«mm
mmmumauvmmmnulmm

Howaver, what is facing owr hospitals is an Inability to spread these uncompensatsd costs
to othar psyers—as they have been able to do for meny years. As Medicare and Medicald
cut back on what they will pey for a patient, other third party payers have donu the same
thing or are in the process of dobag so.

Therafors, any comprehensive solution to the problem of catastrophic fiiness must address
the thres causes of catastrophic expense: (1) inadequets Medicore ca-sarage of catastrophic
Mmm(nMMWenﬂw-ﬂgﬂuﬁm*dlmytcmm
mu(s)mmdwuma_m.u “ underinsured in the non-Madicare
population. The AKA recommendations fall nto these ih --. areas.



L. Catastrophic Acute Care
Medicare should continue to provide universal coverage for the elderly and disoiriacd.
Eligibility should not. be tied to bensficiary income, but should be tied to the age
of eligibility for Social Security benefits,

Tomwc&.mxmﬁunwhmwm
benafit packags, severz® <, 4 s ™ild be made i the current benefit package:

— Unlimited inpatient hospital can. should be covared; the current limitations on
coverage should be eliminated.

--Cmdn“hmaddtomlptlmﬂnmlal&

—The restrictions on coverage of home heai:h and skilled nursing services should
be revised to permit beneficlaries to make use of less expensive alternatives to
mmm.uwm.ampynmiummummm
home-bound requirements for home health services, and the three-day prior
I'mpltlllmlﬂl. requirement for SNF services.

The asrent system of copayment should be replaced by requirements that establish
positive consumer incentives and that are sensitive to differences In beneficlary income

— Combined expenditures for covered services should exceed an annual deductible
before Medicare begins to provide coverage.

—After the annual doductible has been satisfied, a uniform percentages copayment
should be applied to all Mwmnﬂmtomml'an.-of—pdn
limit.
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=-)nce the annusl out-of-pocket limit is reached, no additional copayment should
be required.

—The ansusal out-of-pocket limit should vary with beneficlary income. )
The annual out-of-pocket limit sisuld apply to total out-of-pocket axpemsss, Inchuding the
deductible. Tixm, a low income baneficiary may be required to satisfy only a very low snnual
deductible, after which Medicare would pay for all care. Supplemental insurance covering
required co~psyments and non-~warad services should continus to be available through private

Basic Madicare benefits should continue to P Tunded on 8 pey-ss—you-go besis. Through
Medicaid, Iadicare should pay the Medicare premium and provide supplemental coverage
of required coinsurance for Medicare beneficiaries receiving or eligible for supplemental
sscurity Income (SSI.

Individusl Medical Accounts (IMAs) are 8 means of encouraging Maedicare beneficleries to
scasnuiate “ufficient savings to purchase supplemental coverage, pay the Medicars preamiv™m
and copsyment amounts, purchase private long tarm care insurance, or pay for fong ‘term
care. Thay cannot serve as a cornerstone for financing Medicare, but may reduce the need
to use genoral revanues or payroll taxes to fund care, perticularly long term care.

Offering baneficiaries the option of enrolling in qualified privats health plans, which combine
the financing and delivery of care and are pei* :n a copitation besis, has potentiat as 3 means
ofwwldmamtrapﬂ:mnbwm@oﬁubﬂ-m“m
The axpansion of thesz alternatives may be limited in the short-term by the abssnce of
actusrisily sound methods of computing premiums or voucher amounts for individusls and
* smal) groups.

-

Universal coverage crestes a strong base of. political support for the program and spreads

65-143 180



risk across the entire popuistion. Limiting coverage on the basis of income presupposss
the availsbility of private insurance to the elderly, and would necassitate complex eligibliity
tests, inchuding spend down requiremants.

2. Long Tanmn Care

The finencing of long term care (including Skilled Nursing Facliity, intermediste
Care Facilities, home care and cstodial "nursing Hoow™ cars) has heen, and will
continue to be, » shared respossibliity of individuals, the private sector, and state
and federal government. The gosis of public policy should ba: to encourage individuals
to make provision for long term care needs to the extent permitted by thelr income;
to provide access to needed long tarm care when individual resowces are inadequate;
and te astablish & more nsnane alternative to spend-down requirements.

—Tha developmaent of private sector alternatives for financing long tarm care should
be encowajad through tax incentives and demonstration projects supparted by both
the public and private sector. IMAs might be structsed as a type of long term care
inswrancs. Mﬂmmmmmummm
. the elderly and non-eiderly of the need for an cost of long term care.

— For the population dependent upon public assistance, public programs should stress
kaeping patients out of institutional seltings, when appropriats, and should encourage
innovation in the delivery of care to the chronically ill. The restructuring of
Modicaid and creation of a distinct program of long teem care coverage for low
incoms Medicare beneficiaries would encourags such innovation.

— To protect the dependents of chromically i) individusls, and to reduce the risk
of long-term dependency by thoss nesding limited amounts of long terrn care,
a federsl/state program of loans could be established through which i family
could "borrow® agaist & beneficiary’s estate to meet the cost of oy tarm care
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Mﬂmmmum«ﬂh-mmm
family member. hhmdmmwmlum—m
ratain the we of the assets until his or her death.

We must never forget thet long term care is the leading cause of catastrophic medical
Sxpenses among the elderly. o&mmwmuur—uwn
thmdfbchgﬁrlﬂgm“ Medicare covers only limited,

intermediate, and custodisl leveis. romhwmnkmyw
wmwammmh.fmﬁm Thas, to
Mhmmnhmwqum

3. Catastrophic lliness and the Non-Medicars Popatation
Cm-mum«uwenh-muudmmnm_ ,
mummun.nqmuwmdmum
hmmmmwntuhwfwm
who are unsble to pwchase private hesith insurance. To address the lmus of
mmummmwmhnmmmm

mmmdwmm-w,mmufMIwm
Mmmmdwnmbyﬁmm

Apnmmfwmwmwmmcm
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MZMORANDUMNM

TO: VOL B. ROWLETT
PROM: JOYCE -DVERTON
DATE: JULY 24, 1986

RE: PATIENT:
PATIENT NUMBER:
DAZE OF SERVICE: JAN. 14 ~ MAY 3, 1985
BALANCE AT DISCHARGE: $ 96,875.09

BALANCE AFTER INSURANCE: § 11,528.46 ©

AN WAS A PREMATURE NEWBORN WHO SPBNT HER FIRST FIVE MONTHS IN THE
INTENSIVE CARE NURSERY. SHE EXPIRED AT HOME ON JUNE 29, 1985.

Y IS A SALESMAN FW INSURANCE COMPANY AND
EARNS ABOUT $800.00 PER MONTH. 4IPS ARE UNDER HEAVY FINANCIAL
STRAIN AT THIS TIME DUE TO SEVERAL TRAGEDIES IN THE PAST TWO YEARS.
IN 1984, THEIR HOME BURNED AMD THEY WERE UNABLE TO SALVAGE ANYTHING.
@EEPWAS BORN 2 MONTHS PREMATURE IN 1985. AFPTER JUMSMWREW DEATH, MRS.

F LOST HER YOB AT A DAY CARE CENTER. FROM CONVERSATIONS I KAVE
W

ITH MRS. ¢« 1 FEEL SHE PROBABLY "FELL APART" AT THE DAY CARE
R CENTER AND. .HAD NO CROICE BUT TO LET HER GO. -
THE HAVE TWO OTHER CHILDREN ALSO, AGED 2 AND 3. MRS. “Rugma™

SEEMS IO BE HAVING A DIFFICULT TIME EVEN TAKING CARE OF HER F.iMILY
AND PROBABLY WILL NOT BE ABLE TO WORK, ALTHOUGH SHE HAS BEEN LOOKING
FOR A JOB. ON THE TELEPHONE, MRS. SWEA APPEARS TO BE UNABLE TO

COPE WITH ALL THAT HAS HAPPENED IN THE PAST TWO YEARS. SHE BLAMES THE

DOCTOR FOR SYNEERERS DEATH AND EVEN NOW, A YEAR LATER, CRIES WHEN I TALK
TO HER.

THEMEMEES® DID HAVE INSURANCE WHICH HAS PAID 854 OF THIS INPATIENT
STAY AND ALL OF A SEPARATE OUTPATIENT VISIT. THEY HAVE NO PINANCIAL
RESOURCES: THEIR TRAILER IS PINANCED AND THEY ARE IN DANGER OF HAVING
THIS REPOSSESSED. THEIR AUTO IS A 1977 PLYMOUTH.

-25-52
PLEASE CONSIDER THIS $11,528.46 FOR CHARITY. 7 29 .

M Qv;fﬁ«-\-' o ksl

P it

\4»\' .z 2 En B L Le.
B o AEEET

1
OFLRATLD BY THL SISTIRS Of CH.ARITY Of NAZARLTH, KINTUCKY $INCL 1880 % //<_-\/)
SNE L
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.\Ubl VINCENT CIRCLE
LU TLE ROCK, ARKANSAS 70205
‘IELEWIE ﬁOlﬁ'oOJw

MIEMORANDUM ﬁ %4 %m/(% b
TO: VoL B. ROWLETT |
FROM: JOYCE OVERTrY
DATE: AUGUST 18, 1985

TUBJECT: NEEMENDNN (EXP), SWREEEEP, June 13-23, 1985
ORISINAL CHARGES: $16,212.77  NET T0 CONSIDER FOR CHARITY: sa.zzs 71 sos

o g 1‘ was 3 71 year 016 widow who expired at SVI on June 23, 1985 with a diagnosis
o ‘went Glszckage. She had been here for tesn days, ning of which were in CCU,

' 7. TS o5 covered by Medicare Part B only und by Fedicatd. Both have patd on this
#icime. Mediccid covered only five cf the ten day stiy.

Pofus ta h iri S iralic., Mrs. QS 11ved with hev son. Mrs. PRI davghter telephoned:
20 v ther- wax . Siate.

a?&’?}

Pud bo&d. Lwﬂw.-b Lﬂ(")-;{/
T z»v},.-. "L;V“-sr,/-) '?///k -

W //‘; < ]
.Z<_¢¢w///'<t @‘fﬂi"’lqk
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- MEMORANDUM

TO: VOL B. ROWLETY
FROM:  JOYCE OVERTON
DATE: AUSUST 18, 1986

SUBJECT: RNy (Exp). m Augutt 11 - fictober ¢, 1983

1S vl Coce
LTS E AN 120055
HE SR o 406 20y

|6 P H,

BALANCE AT DISCHARGE: $54,420.18 ENT BALANCE: % 7,597.00 5
SN w2 s brougnt dere immedistely after birth and remained in the ICN unit us
her death on Ocunber 4, 1505,

Her parents had Ti»e Insurance which paid § 46.823 16 5= the acervnt. Randy Cox in Soc!
Services worked wit® ¥r. and Mrs, and Medicaid 214 finalis approve in January,

1586. MHowever, Mect: lid pafd ncthing on the acount due to the rrge sum that insurancy
had alrsady paid.

Mr. GEREEMR 15 a self-enployad farmer and his inzome is sporsdic. Mrs. SEZNENS doss nol

work outside the home. 1his young couple is bar- 1y making 4t now with heavy bi‘l'ls and
a varfable 1ncm

2-20 -5C

“I' 91‘/
@»n%{ =% A peors

"Tﬁf:/w &5 ﬁs%&-‘{ .
Reed *f

- ¢ ',,44‘

'
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IW&'&MC: 1220550 |

TELEPHONE (S01-660-3000) I

TO: VOL B. ROWLETY !
FROM:  JOYCE OVERTON \

DATE:  AUGUST 18, 1986 5
SUBJECT: wemamsmemmmsonystOosnyp, /2 :

A - 27/85
Original Cherges: $15,277.97  Balance after Medicaid: $7,488.55 s

MEMORANDUM @%w@?/mﬁ

MsulIEEW 15 50 years 01d and disabled. She was an inpatient at SVI for 25 days with a
dfagnosis of Congestive Heart Faflure.

Ms ol was qﬂgiblc for Medicaid which only covered seven days of this stay. The
patient made one $20.00 payment before applying for Uncompensated Servicus.

Ms. GREMP receives $335.00 per month in SSI beneffts. She is single and this is her only
source of income. There are no resources to apply towards this balance. B

G272 -3 :

#p Q; il y J.LJL 7 .
ces Aad L didhi - a

S
s s 5 A

L e A Z - @rff 4
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MEMODRANDUM
AUGUST 15, 1986

TO: VOL B. ROWLETT PROM: JOYCE OVERTON
RE: CHARITY APPLICATION: o
ACCOUNT NUMBER: 7
DATE OF SERVICE: DECEMBER 3 - 13, 1985
ORIGINAL CHARGES: $ 22,013.00
BALANCE AFTER MEDICAID PAYMENT: $ 17,990.06
MRS. AS A 62 YEAR OLD WIDOW WHO WAS AT ST. VINCENT INFIRMARY
ON SEVERAL BCCASIONS WITH CARDIAC-RELATED DIAGNOSES. SBE EXPIRED

ON DECEMBER 13, 1985.

unst- WAS APPROVED FOR MEDICAID WHICH COVERED THE FIRST EIGHT
DAYS OF HER STAY. UNPORTUNATELY, SURGERY WAS NECESSARY THE LAST TWO
DAYS OF HER HOSPITALIZATICN RESULTING IN THE ABNORMALLY HIGH BALANCE
AFTER MEDICAID PAYMENT. ‘

MRS. WAEEEE» SIGNED THE CONDITIONS OF ADMISSION HERSELF. THERE WOULD
BE NO PI IAL RESOURCES TO PURSUE POR PAYMENT OF THIS BALANCE SINCE

MRS, WAS ELIGIBLE FOR MEDICAID WITH ITS VERY STRINGENT RULES
OF INCOME AND ASSETS.

e for-22

't ﬂ/yfg:—, r )

I Kicomomend ﬂ,‘% .
Z/// % 7-’/"””/7/' //' oy olowwl”

Sar )
D:"-ﬂ/’{/yy'f'?' / 75 //ﬂ%

v

5 £k
-2 ﬂ/%” ¢ v"‘q

OPLRATIO BY THL SISTIRS OF CHARITY OF NAZARLTH. KINTUCKY SINCL 1888
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MEMORANDUM

TO: VOL B. ROWLE.
FROM: JOYCE OVERTON
DATE: AUGUST 15, 1986

RE: PATIENT: e
PATIENT NUMBER: =
DATE OF SERVICE: MAY 27 - JULY 8, 1985
BALANCE AT DISCHARGE: $ 19,300.77

MR. EERE IS A 20 YEAR WHO DOVE. INTO FOUR PEET OF WATER INJURING HIS
NECK. HE WAS BROUGHT TO SVI FROM @D HOSPITAL.

EVEN PRIOR TO THIS ACCIDENT, MR. GEMMES ONLY WORKED SPORADICALLY. HE
LIVED, AS HE DOES NOW, WITH HIS PARENTS WHO PROVIDE RIS LIVING
EXPZNSES OF ROOM AND BOARD.

NEITHER THE PATIENT NOR PAMILY APPEAR EDUCATED. SOCIAL SERVICES
WORKED WIsH THEM TO TRY AND GET HELP. MEDICAID DENIED SINCE MR.

WAS OVER 18. MEDICARE SOCIAL SECURITY DISABILITY DENIED AS
HE WAS NOT CONSIDERED DISABLED.

MR. (Bl FRACTURED HIS NECK AND HAL: OTHER COMPLICATIONS RESULTING IN
A SIX WEEK STAY AT SVI. HIS PAMILY DOES NOT HAVE THE FINANCIAL
RESOURCES TO PAY AN ACCOUNT OF THIS SIZE. IT IS ALSO DOUBTFUL THAT
MR. QP WILL SOON HAVE THE INCOME CAPABILITY TO PAY ON THIS ACCOUNT.

57276 ,
ly"‘ >4”%V’ *

Ftom weld & o sompecs ';/

of Foio oV ¢ Lin s tiom, @
7 Dpnt &ibees lattlon 4';?. (q L
Lttpers resrar oL MK, /:/n?fére? \ 2

Y pirrrrgnedtf o (o r S50 ?

T -

OPLRATLD By THL SISTIRS OF CHARITY OF NAZARLTH, KENTUCKY SINCE 1888
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CILLING STATUS
CASE 1IC

"8/ 2180 1304

DISCHARGED ADMISSION DATE Q4/03/84 s 0 /B8é
FINAHCIAL CLaSS ©4
MEMORANDUM. . . .. . AUGUST 21. 1986
TO....ELDON DINGLER oaay — - —— — -~ %
CHARITY RECOMMENDATION £3,695.6F (TOTAL CHGE.-NC PMTS

ECFORE THE PATIENT WAS SDMITTED ON 4—-3-864. MR. REYNOLDS CALLED ME AND STATED
THAT DR. LLENN DAYIS HAD TAKED TO HIM ABCUT THIS PATIENT. STATES TUAT PIIT. H
NO MONZY . INSURANCE . ETC. BUT NEEDED TO BE HOSPITALIZED. OF COURZE. 1E ADMITH
HER WITH KO DEPCSIT AND THERE HAVE 2EEN NO PAYMENTS ON THE ACCTLUNT. I TALKED
PATIENT ON 0-2~86. SHE STATED THAT SME HAD APPLIET FOS Z/ERY PUBLIC AS3IS
SCS PRCGRAM THAT SHE KNEW OF AMD RAD BEEN TURNED COWN., ST STATED THAT SFZ
HeD 0 INCOME AT ALL . THAT SHE WS JUST ABSUT OUT OF FCCD. SHE CRIED WHILE
TALIING TO ME AND ASHED IF YREW OF &MY SOURCE OF HELD. MY CALY SUGGESTION wWAS

EeZlC TC THE STATE SOTIAL SERVICE OFFICE In ARMAZELPHTE &0 ASK AGAIN FOR-
. FRCOM THE LETTER I RECEIVED FROM HER TCDAY. IT L.OOKS LIKE SHE HAS EEEN
TRYING TC GIT IOMI HELP. SHE SAYS THAT SHE HASN'T USRCTD Il OVER A Y DT
SOME DILESTIVE DISCRTER THAT SHE HAS. I PEALLY (EVER CCLLD UNDERSTAMD FRtr WP
JUST W SHE WAS SURVIVING AT ALL.

B
]

I SUGGEST THAT WE WRITE THIS OFF TO CHARITY AND IF SHE TCES SZCCME ~PPROVED FC-
MEDICAID OR SCoE OTHER PROGRA! THAT WILL PAY ALL OR PART OF THIS EILL. WE Call
AUWAYS 5] BACK AND REVERSE THE TRARITY WRITE IFF I THE ALUNT OF THE PAYHENT.

/%/X%% Epr gl
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TWES ST UINCENT CHICLE
LHLE FCA ARRAPIGAS 72206 479
TEEPHDND (S01 60 2000}

MEMORANDUM ﬁ@z@%m/@/;/m
I
TO: vol B. Rowlett
FROM: Joyce Overton
DATE: August 19, 1986

SUBJECT: i, PN GEEEMER, DOS January 19-24, 1386
Total Cha i H .03 i

Brs. was at SVI for 5 days with a diagnosis of cancer.

At the time she was an inpatient, she was 64 years old. She
applied for Mediraid but was not approved. Sh: 1s now 65 and
eligible for Medicare coverage.

Mr. SWPis 7: yezrs old and retired. Their Social Security
benefits of $700.00 must go to meet all their 1iving expenses
which they report at $658.45 monthly plus annual expenses.

The @R have nc resources to apply towards this account.
They 1ive in a mobile home and stxte their car 1s a 1978.

T o -)Zn '
,4/',\,%7'/ Lo ;y%”@

T cagy

7"%' _7’ @”Q,"’Iq(.
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O Whrars Somary [ R

MEMORANDUM §s3-2
wn Zingle
% Prosrrnind Chnr
» . [ 4
T0: VOL B. ROWLETT 7{/%’ Z"I .
FROM:  JOYCE OVERTONYD M

DATE: JULY 31, 1986

RE: PATIENT:
PATIENT NUMBER: e
DATE OF SERVICE: . JANUARY 29 - FEBRUARY 7, 1986
BALANCE AT DISCHARGE: $ 3,660.94

BALANCE AFTER MEDICAID: § 511.90

MRS .amEEBBR IS A 54 YEAR OLD WOMAN WHO WAS HERE NINE DAYS IN FEBRUARY.
SHE WAS ADMITTED WITH MULTIPLE DIAGNOSES INCLUDING ANEMIA, GASTRITIS,
AND BLOOD DISEASE. .

THERE ARE FIVE IN THIS FAMILY, TWO OF WHICH ARE DEPENDENT CHILDREN
RECEIVING AN AFDC MONTHLY CHECK OF $192,00. MRS.SWAMBER IS ON SSI
WITH A MONTHLY CHECK OF $335,00 MAKING A TOTAL MONTHLY INCOME OF
$527.00. THIS GOES TO MEET THEIR SHELTER AND FOOD COSTS.

MRS. SN IS COVERED BY MEDICAID WHICH HAS PAID THEIR MAXIMUM BENEFIT

FOR THIS STAY. TWO DAYS WERE NCT COVERED BY MEDICAID LEAVING A
BALANCE DUE OF $511.90.

. MRS, SSRER HAS NO FINANCIAL RESERVES TO APPLY TOWARDS THIS ACCOUNT.

OFIRATLD BY THE SISTERS OF CHARITY OF NAZARLTH, KINTUCKY SINCE 1888
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TWO ST. vINGINT CROLL
l M | LT ROCK, ARKANSAS 722035400

[ TELIPHONE (301) 6613000

MEMORANDUM
JULY 30, 1986

TO: VOL B. ROWLETT FROM: JOVCE :/vmouJ(O
RE: CHARITY APPLICATION: RN
ACCOUNT NUMBER: ARy
* DATE OF SERVICE: DEC 31,1985 - JAN 11, 1985
ORIGINAL CEARGES: $ 5,541.77

BALANCE AFTER MEDICAID PAYMENT: $ 2,236.88

MRS. SBSERIS A 47 YEAR OLD DIVORCEEZ WHO WAS HERE FOR 17 DAYS WiTH
A DIAGNOSIS OF ACUTE BRONCHITIS.

MRS. JEJER 1S DISABLED AND RECEIVES SOCIAL SECURITY BENEPITS OF
$482.00 PER MONTH. SHE ALSO RECEIVES $200.00 MONTHLY POR HER

DEPENDERT CHILD. MEDICARE COVERAGR BEGAN ON MARCH 1, 1986 AFTER
THIS INPATIENT STAY. -

MRS. oMY WAS ELIGIBLE FOR MEDICAID WHICK HAS PAID ON THIS ACCOUNT
HOWEVER, MEDICAID ONLY PAID POR 7 DAYS OF YHIS ADMISSION LEAVING
THE CURRENT UNPAID BALANCE.

MRS. JENENNINC INCOME ONLY MEETS HER ROUTINE LIVING EXPENSES. SHE
REPORTS NUMEROUS MEDICAL EXPENSES INCLUDING AN ACCOUNT AT ISF. IN
CHECKING, I PIND THAT SHE IS PAYING ON THIS ACCOUNT ZUT QUITE
ERRATICALLY: $10 - $15 EVERY OTHER MONTH OR SO. (THIS ACCOUNT IS

ON HER DAUGHTER AND HAS A BALANCE OF $220.) IN LOOKING OVER HER
UNCOMPENSATED WORKSHEET, ONE MIGHT THINK MRS .-l COULD MAKE MONTHLY
PAYMENTS OR THIS ACCOUNT, BUT SHE IS PROBABLY PAYING ALL HER BILLS
LIKE THE ONE AT ISF, I.E. NOW AND THEN.

SHOULD THIS WRITE OFF PROMOTE GOOD GUEST RCLATIONS WHICH BRINGS MRS.
ALLEN BACK TO SVI FOR NECESSARY MEDICAL ATTENTION, HER ACCOUNTS WILL
BE COVERED 100% SINCE SHE NOW HAS BOTH MEDICARE ARD MEDICAID.

25-fL

N b

@e)‘” {\7*\"L

OPLRATIO BY Tht SIHTIRS OF CHARITT OF NAZARLTI. KINTUCKY SINCE § 888
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MEMORANDGUM

10:  VOL B. ROWLETT .
FROM:  JOYCE QVERTON
DATE: MAY 30, 1986

RE: CHARITY APPLICATION: RIS (EXTF) ¢

PATIEXT NUMBER:
DATE OF SRRVICE: 12/36/85 ~ 01/30/86
BALANCE AT DISCHARGE: $ 41,082.9

BALANCE AFTER MEDICAID: $ 36,97R,9%

PR MM WAS A 23 YEAR OLD MAN WHO WAS ADMITTED IN 1985 WITH A
gﬁgsosrs OF CAWCER OF THE BRAIN, HE EXPIRED AT SVI ON JANUARY 30,

MR APNEIAIN 1AD NEEN DETERMINED DISADLED AND WAS COVERED BY MEDICAID
WHICH WAS BLLLED FOR THIS STAY. MEDICAID ONLY COVERED 6 DAYS OF THE
ROMXSSION LEAVING 39 DAYS NON~-COVERED.

ATTEMPIS RAVE BERN MADE TO CONTACT MR, @yNAMMMNG WIDOW. HER TELEPHONE
UAS _BEEM LASCONNRCTED AND WE HAVE BEEN UNABLE TO LOCATE HER. MR,

§ FAMILY STATES THAT MRS.MSWMMMWA LEPT TOWN AFTER THE FUNERAL
AND THEY DO NOT X;iOW HER WHEREABOUTS,

M. AR LAD NO INSURANCE OTHER THAN MEDICAID AND LEFT NoO ESTATE.
B1S BROTHER IS ATTEMPTING TO PAY SOME OF THE MEDICAL BILLS BUT DOES
HOT UAVE THE MEANS TO PAY AN AMOUNT OF THIS SIZE. (THE “CONDITIONS
OF ADKISSIONS® WAS SIGNED BY MRS. MRS, )

T DO NOT SEE ANY WAY WE CAN OBTAIN PAYMENT OF THIS ACCOUNT AND REQUEST
YOU CONSIDER THIS $36,978.99 FOR CHARITY.

20
J Ny - A6

e £ S .
TE i s idly o

\ :

5 ,

/qf 6.\0 ee/ oo & Henty is B
yg;\y\ ﬂ//, e i
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OFIEATID BY THE SISTIRS OF CHARITY OF NAZARITH. KINTUCKY SINCL 1888
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MEMORANDUM c
Me bfﬂ,ﬁé\a: f"("M”M’

e T
/6/ e%"‘w

TO: GEORGE FLEMING
FROM: JOYXCE OVERTON
DATE: APRIL 25, 1986

RE: CHARITY APPLICATION: M

ACCOUNT NUMBER:
DATE OF SERVICE: SEP'&'WBR 23 - 26, 1984
ORIGINAL BALANCE: $ 2599.53

MRS . MEMMANA,. IS A 60-YEAR OLD WOMAN WHO WAS ADMITTED 20 SVEI THROUGH
THE EMERGENCY ROOM WITH CHRST PAINS, SHE WAS IN CCU FOR ONE DAY
AND STAYED TWO DAYS IN A SEMI-PRIVATE.

MRS JAEREEEHAD NO INSURANCE, SHE MADE APPLICATION FOR FEDICAID T
WAS DENIED DUF TO NOT BEING DETERMINED PERMANENTLY ARD TOTALL
DISABLED.

MRS . SRR HUSSAND, Wl RECEIVES $332.09 PER PIONTR IN SOCIAY
SECURITY PAYMENTS. THIS GOES TO PAY THEIR u'ux.xﬂzs, MEQLCATIONS,
AND MISCELLANEOUS EXPENSES.

MR. AND MRS.WRNMAR DO OWN THEIR HOME ($5000 VALUE) A¥D A TRUCK THAT
SHE STATES IS WORTH ABOUT $200. MRS, WIS QUITE FEARFUL OF
THEIR Oggm: BEING TAKEN AWAY FROM THEM: APPARENTLY THE HQME 1S ALL

PLEASE CONSIDER THIS $2599.53 BALANCE FOR CHARITY WRITE OFF.

OCIRATIO BY Thit SISTIRY OF CHARITY OF NAZARUTM. KINILKKY 47K |98
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TWO 1. VINCINT CINCLE
UTTLL ROCK, ARKANSAS 72205 5499
TELLMHONL {301} 661-300C

| @Z@MM// ng/é/my

MEMQRANDUN
JUNR 24, 1986

T0; VOL B. ROWLETT FROM:  JOYCE OVEPTON
RE; CIARITY APPLICATION: RSN, ()P)
PATYENT NUMBER: SEE BELOW

BALANCE AT DISCHARGE ALY ACCOUNTS: § 56,576.76
BALANCF. TO CONSIDER POR CHARITY: $ 46,172.77

MR, A WAS A 40 YEAR OLD MAN WHO WAS AN INPATIENT FIVE TIMES
&L SVI IR 1985. HIS ORIGINAL VIGIT WAS TO £R DUE TO BACK PAINS.
AFTER TESTING IN ER, MR. GMMMARAS ADM1iTED WITH A DLAGNOSIS OF

« MR, WAS MARRISD; HE AND HIS WIFE WERC EXPECTING THEIR
PIRST CHILD AT THE TIME OF THIA INITIAL HOSPITALIZATION. THE SIS
HAD BUILT UP THEIR SAVINGS RCOQUNT TO TAKE CARE OF THE DELYVERY BUT
DID NOT RAVE ANY MEDICAL INSURAMCE AT THAT TIME. THEIR FINANCIAL
PLARNING FAD, OF COURSE, NOT INCLUDED THE DNEXPECTED NEWS ThAT NF.

WOULD ONLY HAVE S1X MORTUS-TO LYVE. MR. MRNRREE YAS ADMITTED

MONYHLY FOR CHEMOTHERADY AND QRTHQVOLTAGE RADIATION AND EXPIRED ON
SEPTEMBER 9, 1985, FIVE MORTHS arTeR THE INITIAL ER VISIT.

MRS. BN >PLIED FOR MEDICALD BUT WAS DENIED TO EXCEES RESOURCES,
THESE EXCESS RESCURCES CONSISTRY OF A TRUCK, CAMPER, BOAT AND TRAILER,
AND $4500 LN YHE BaNK., WIZH RO MQKEY COMING IN, MRS. RSB H:D TO
SELL EVERYTNING SHE COULD 70 SOPRQAT RERSELF AND HER NEWBORN BABY. SHE
PAID $1C00.00 GN THE FIKST INPAYIENT STAY. MRS. SRR REAPPLIED FOR
FOR MEDICAID WHICH APPROVED MR, LAST TWO INPATIENT STAYS.
MEDICAIL BAS PAID THEIR MAXIMUM BEREPITS ON THESE THO HOS?ITALIZATIONS

NOw, WITH uR. WSEENENR DECEASED, RS, VUMD ONLY INCOME IS FRON
SOCIAL SPECURITY BENEFITS OF $635.00 PER NORTH. THIS GOES TO MEET THE
ROUTINE LIVING EXPENSES FOR HERSELF AND HER BABY. MRS. wgutwtoum. IS roT
WORRING A7 THIS TIME AS SHE 18 ATTENDING SCHCCL SO THAT SHE CAN

RECRIVE A TTACHING CEWTIFICATE YO BETTER SUPPORT THE TWO OF THEN. THE
ONLY RESOURCE LIFT IS THEIR NGME.

PATIENT NUMBER DATES CF SERVECR ORIGINAL BALANCE CURRENT BALANCE

4664223 4717 - 5/11/8% § 15,066.34 $ 14,066.34

4708616 §721 ~ 5/25/8% § 4,918.44 $  4.918.44

4728648 6/18 ~ 7/03/8% § 7,467.32 $ 7.467.32

4795647 W16 ~ /20785 § 5,201.68 $ 2,690.81

482318-3 8713 ~ 9/09/8% § 23,922.98 $ 17,029.86
JDo

@‘ﬁ’frﬁ\'y/7/qé

ONERATED BY THE SLAMS OF QAARITY OF NAZARLTH, KENTUCKY SINCE 1 688
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MEMORANDUM JULY 24, 1984

Teeeerss ELDON DINGLER
PR, 2., VOL ROWLETT |
SUBJECT, . CHARITY RECOMMENDATION

ACCOUNT N PATIENT ~ RN ATMITTED 7-0-86 AND
DISCHARGED 7-16-B4; ADMITTING PHYSICIAN WeG IR GARY P, NUWN,
lonnd pﬁﬂ? I 4s #5003.20 |

(R, NN CALLED NG EEFORE HE ADMITTED THIE PATIENT, b4 STEThG KR 4T THE
CAAT LITTLE ROCK CLINIC. DR, NUNN STATED THAT THE FATIENT WAS TN NEED OF HO3-
PITAL CARE BUY HAD MO MONEY, INSURANCE OR UTHER VEANS OF PAYING FOR THE CARE
THAT SHE NERDED, SHE HAS APPLIED FOR MEDICATD. THE FINANGIAL INFORMATION SHEET
THAT 1S IN THE FCLIER WOLLD SEEM TO EEAR OUT WHAT HE TOLD ME ABOUT THE PATIENT

L RECOMEND THAT, FENDING THE CLTOOME OF HER ARFLICATION. THAT 4 CRARITY WRITE

OFF OF THE ACCOLNT BE APPROVED, SHOLLD GHE BR AMARDED MEDICAID. THEN UE &7
WWJRAE Wil BILL MEDICALD.

b !
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TWO 3T. VINCINT CLL
LITILL ROCK, ARKANSAS 723053409
FELLPHONE (101) 6613000

AREMORAND
JUL'! 24, 1908

TO: VOL B. ROWLEYD FROMs JOYCE OVERTOR .
RE: CHARITY APPLICAYION: W
ACCOUNT INFORMAYION: EX INDIVIDUAL LISTING
SVI BALANCE APMER ¥NS ¢ MCDs $ 4,015.09

MS. oD HAS A 46 YRAR OLD DYVOHRCRE WAD WAS AT SVI NUMEROUS TIMES
FROM u‘c’" UNTIL Hsu REAPIASTION OF paRQY 18, 1986 WITH A DIAGNOSIS OF

rs. SRS )02 mpxmrton nr.ronz AP EXPIRED STATING THAT SHE WAS
NOT ABLE TO WORK FULL Tip A R FRER LANCE FLORIST JOB DUE TO HER
FREQUENT HOSPITALITARSONA,

NS, -mts COVRAYA Pt BLUE CROBA/NI0P SHIELD WHICH HAS PAID ON
ALL OF HER ACCOURTS. WHR WAS APPROVED MOR NEDICAID IN rznnumv. 1986
WHICH run on HER LASYS VRMR INPATIEND SOAVS.

MS. EEREMEERHAD NO £SYATE FOR OTHER FLNANCIAL RESOURSES EXCEPT FOR
A HOUSE WHICH IS uowm ﬂvm 17§ VALOE AND A 1975 AUTO.

US. RIS 1AL TWO SMALL INSURMNCE POLICTES WHICH 'rorut.z.au $7000.
HER e uszn THIS MR BURIAL AND PUNERAL EXPENSES

ALSO HAS YR ACCOUNTS AT I5P WITH A COMBINED BALANCE OF

S e
. PLEASE CONSIDER THIS $¢,433.0% FOR CRARITY,
:_" ACCOUNT # CURRENT WALBNCE ~ ORIGIVAL CHARGES 295
498184 5 21740 $ 1,603.30 bivglan s
502553 2 333y $ 2273.16 it i)
. 503241 8 Ayy.az $ 2,976.50 s Heeom
504308 5 1,723.2% § 6,235,880 1ol B P It
508418 $§ 1040 $ Sos.00
514253 : agyiag § 2,330.27 2op S 3T
515048 5 6r.2e ¢ 3396 o,
515664 5 1gyv.é8 3 7,65¢.548 7/ [y A{A/,ﬂ
e e NSNS
TOTAL $ ¢,015.09 $2y,020.42

é) '4'\_" ,‘%\q\

QAABATID V¥ Fhy LATSRS OF CHARITY Or NAZARS Iyl SINTUICKY SINCE $380
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MEMORANDUMN
Gy »
TRyl © 1
Q fiblns’ 2.

™:  VOL B. ROWLETT R’/ ” )/f?
¥ROM: JOYCE OVERTON &< A’ ;/ ?;i, ~ ﬁ;’
DATE: JUNE 19, 1986 Kceso~
RRs CHARITY APPLICATION: ‘TN
ACCOUNT NUMBER: PP
DATE OF SERVICE: 09/10-24/84 10/46/44
TOTAL CHARGES OF ACCOUNTS: $14,257.59 45,

MR, AMNEBEI.IS A 61 YEAR OLD MAN WHO WAS AN INPATIENT AT AYr RCr A4
DAXS IN SEPTEMBER, 1984 FOR CORONARY BYPASS SURGERY. HE WAS A14p A
INPATIENT ON OCTCBER 16, 1984,

YR, ANLAS WAS A SELF-EMPLOYED CONTRACTOR AND HAD NO MO,
INSURANCE, HE REPORTED THAT HE HAD LITTLE INCOME IN 1484 Ay AfatRP
¥R BAD A $10,894 LOSS DURING THE 12 MONTH PERIOD PRICR P¢ AURGRAY,

YR, MRS APPLIED FOR MEDICAID BUT WAS DENIED DUE 70 KXQESA
RRSOURCES. Mk. FLEMING SPOKE WITH MR, DAU ,
8Y TELEPHONE IN MARCH, 1985. WRESNNNESN STATLD THE RACESA NYAQUNCES

NERE REFERRING TO FARM EQUIPMENT WHICH MR. SHNNEENEN WAA GO1pG 20 lage
SRCAUSE OF NON~PAYMENT.

HE SRR ARE LIVING ON MRS. MERNESS SCCIAL SECURITY BARFSTS OF
$487,00 MONTHLY. MR. SHENSBS UAS APPLIED roi DISABILITY ALSO BLT
HAD NOT BEEN APPROVED AS OF MARCH, 1985. THE

WA Y Q
AVAILABLE RLuOURCES TO APPLY TO THEIR MEDICAL EXFENSES.- VPR FIXAD
INCOME WILL ONLY MEET THEIR ROUTINE LIVING EXPENSES.

PLEASE CCNSIDER THESE TWO ACCOUNTS FOK WRITE CFF. h

mo . V\'\‘\,\
@ﬂﬁbr“'

OPLRATID BY T4k SSYERS OF CHARITY OF MALARITI. KENTUCKY SDNCY (AP
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@%MW B o mamonas

TLLLPHONE (301) 66 1-3000

MEMORANDUM
é-2y-£06 »
nf\"Q‘-?ﬂ‘"M -

i feck u‘(d//A"

70s VOL B. ROWLETT Presseny, M
FROM:  JOYCE OVERTON Wﬁz e, <o 2
DATE:  JUNE 19, 1986 “ % -
RE: PATIENT A, L
: A 2
PATIENT NUMBER: AN %
DATE OF SERVICE: 08/09 - 14785

BALANCE AT DISCHARGE: * $2072.33
BALANCE AFTEZR MEDICAID: § 339.85

MRS NP WAS HERE FOR FIVE DAYS IN AUGUST, 1985 WITH A DIAGNOSIS
OF INFECTION TO THE RIGHT LEG.

MRS . JESSEERENIAS A VERY LIMITED INCOME AS A DOMESTIC WORKER AKD IS
ELIGYBLE FOR MEDICAID. MEDICAID WAS BILLED AND HAS PAID FOR FOUR
DAYS OF THIS HOSPITALIZATION LEAVING THE $339.85 UNPAID,

VHEN MPS. ARSI IS ABLE TO WORK, SHE MAKES $600.00 PER MONTH,
THIS BARELY MEETS THE BCUTINE IIVING EXFENSES FOR HER AND HER FCUR
DEPENDENTS,

MRS. WRNEEERAS 1O OTHER FINANCIAL RESOUKRCES TO AFPLY TCWARDS THIS
ACCCUNT BALAKCE.

.\\\\"\'
@F"

OFRATID BY TIX SISTLRS OF CHARITY OF NAZARLTM, KINTUCKY SINCE s8n8
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@ W @7 ‘ YOS, YaNT el
y UTHIL ROCK. AREASRAY 272035499
U Wlpeerved ngf/ LI ot s

MEKORAVA YA

.

£ de

hWJ ax/‘, /4&/
SOEPTT
#e ,,}'(_4_’, ,,;Zﬂfﬂ 74
701 VOL B. ROWLETT vk .& ) ,,.x
FROMN:  JOYCE OVERTON ?,}2 of -W"f] / 7
DATE: JUNE 23, 1986 ,g/
RE: PM’%%’ R Py At oS
PATIENT NUMBE m [ OVEN
DATE OF wxw:!c;x 12/%8 1/86 4786
BALANCE MT DISCHARGE:  §i438.61 #28,5%' 10 $2900.55

CE AFTER MROICAID: H1833.73 416,217 10 % 319,17

IS A 59 YEAR QLD SGMAN WA WAA m A% SVI FOR THREE

NS . —
_INPATIENT STAYS WITH A DIAGNOSIS: O LRARENIA

NS. JEEEN WAS HERE FROM DICEMBER 20. 138% 20 JAWUARY 7, 1986 (18
DAYS); FROM JANUARY 29 TO MAPCH 20, 3V36 (A9 DAYS); ARD FROX APRIL 16

o 24, 1586 (8 DAVRI.

BECAUSE MS.SJS HAS NQ INCOME, SWR Y{ ZLIGIRLE FOR MEDICAID WEICH
:ﬁ BEE!; BILLED AND HAS PAID THRIR MAXIAUN PENEFITS ON ALL THR:R

MS .- LOVES AT ity WURSYNA WOy AWD POLS NOF NAVE THE
RESOURCES TO PAY THIS §18,350,00 BALAWRE,

JDO

2hlev

@

OrtIATD 3 Tl SRIIAY OF CHARIYY Or A Ahe W wivhCu? Sauce 1808
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{ WO ST vincont cacut
§ UTTL ROCK.ARKANSAS 722035490
TEULMMONE (301) 6613000

&4 @W WWM% |

MEMORANDUM
Coayedé

. R w(di b ﬂ-tc..{
TO: V0% B. WOWLETT Ry il :

2 oeppent J o i - -
FROM:  JOYCE OVERTGN b smiiton 57 ‘4/ Y.

DATE: J0fE 23, 1986

RE; CRARITY APPLICATION:
" BASTENT NUMBER '
DASE OF SERVICE; ' DECEMBER 22 - 24, 1986
BAZANGE AT DISCHARGE: $7709.21
DO CONSIDER FOR CHARITY: $7¢6g9.21

NB MMMV 1S 51-YEARS CLD AND WAS HERE FOR TWO DAYS FOLLOWING
LITHOTRIPSY DROCEDUAR,

MR. SRS, HAS NO MEDICAL INSURANCE AND WAS DENIED BY KEDICAID DUE
TO HIS NOY BRSNG PERMANENTLY GISABLED.

THE NSRSy HAVE LINTTED INCOME FROM MRS PENSION
AND FROM & SMALL PIX~IT SROP (AT THIS TIME THEY ARE NOT DOING MUCH
BUSINESS DUE. 7O MR. MEALTH) . THEIR LIVING EXPENSES
EXCEZED THEIR INCOME AKD THEY DEPEND ON FOOD STAMPS TO HELP.

THE SRR LAVE NO RESCURCES TO APRLY TOWARDS THIS ACCOUNT; BOTH
THEIR MRS 10

AND THEIR HOME ARE MORTGAGED,

. PA
$100.06 AT DISCHARGE WHICH BRINGS THE ACCOUNT TO ITS CURRENT BALANCE
OF $7605,31.

ACCORDING 20 MRS . JISRENNEY, THEY ARE JUST BAKELY MAKING IT NOW. 3
PO NOT FEXL TuRY WILL SOON HAVE THE FINANCIAL ABILITY TO PAY AN
ACCOUNT O¥F THIS SIZE.

@M\7/,[‘t“

OPLRATID A TS SISTERS OF CHARTTY OF NAZARITM. RENTUCKY SINCT 1888

f e

M

105

DA

e
vt



O

ERIC

Aruitoxt provided by Eic:

P X S ]
<

Pk

R

A .72, TAL S0,
D TE PATIENT AR MAYY 9100.009, PATIENT'S HUSBAND 18 D!&ﬂﬁ "n’.’é"mqg
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MEMORANDUM

o Cipglesd aypisct

%v’ ’r i 72 &%

wi.
204 A, GROWGE PLEMING
PROM  AOYCR DVERTON

RATER AP 22, 1996 .

Ay Relni2gy A?Pucmxmu IR
AAYIRRY RUMBER
ApYY or mxcns SEPTEMBER 5~8, 1984
NIRRT APRER NoTer oIS 8 4,862-48

AFTER NEDICAID:
AR, AR £S5 36 TEARS OLD AND DISABLED. HE WAS A PATIENT AT SVI
29YCR IV 1yR4 uus ’eo COMPLICATIONS WITH HIS EMPHYSEMA. MRS,
28 M8y RSZARLED DUR TO BACK PROBLEMS,

w POUR CHILDREN ARD RECEIVE $325.00 MONTHLY IN
RSy RESALYR ton THE CRILDREN RECEIVES $282.00 IN
RBY SAYNARTS VAXING A T0TAL YNCOME OF $607.00. THE PAMILY ALSO
RECKAVER FOOR ETAMPS.

A8, AANNARIY ¥rs BERM DETERMINED DISABLED AND THEREFORE ELIGIBLE FOR

MPULAIDT NRDICAID MAS PAID TUEIR BENEFIT LIMIT ON BOTH ACCOUNTS.

m APUYs 1984 ACCOUMT WnS TURNED 70 ISf BEFORE ST. VINCENT RECEIVED
2 APPLACHTION FOR CHARYITY. NO COLLECTION PROCESSES MAVE BEEN

xnmgw, NOAEVER, AS ISP IS AMAITING THE DECISION ON THE 7 PPLICATION

M‘W A !Mﬂll‘.

" 2% AOAARAR YAVE RO PINANCIAL RESERVES TO APPLY TOWARDS

A AATIRAL 1]
Ay RAYS W;

. AN 15 ammruusnz.mmxnoumrmazuxusvm
!b\vc ™Y ﬁvwmss TO PAY THIS BALANCE

@ et

QptRATID By W S13TURS QOF CHARITY OF NAZARLTH, SENTUCKY SINCT 1808

I"Eg:zggr $607.00 ONLY HARBS THEIR HOUSE PA\’H!:N’J‘S

v

C e
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@ W W A YWO $1. VINCENT CRCAL
y ; UITLL ACKK, ARYANSAY 732033407
% Wlnoont irffumany s s
NEZMORANDUM

W“' ; z/*” b7
('/V".«
/ e 217

/X/\'

TO:  GRORGE FLEMING
PROM: JOYXCE OVERTON
DATE: APRIL 25, 1988

RE: CRARITY APPLICATYONS .
PATIENT NUMBERAj

DAZE OF S!RVIQR{ 784 84
ORIGINAL ACCOURT TOLAL: § 4,145.92 § 5,869.20
BALANCE AFTER AZUIQAIDE 5 1,108.47 % 770.93

MRS. QASESW IS A 62 2Eak OLD WOMAN WHO WAS AN INDATIENT AT SVI
THREE -mm xu 1984 WATY A vmoszs or cummzv: HEART PATLORE
CCMPOUMDED BY DIABETMA, )

m ”m HER- RUGBARD x.xvz WITH THEIR m:snnm m\umrrn

IN A, ARKANSAS. THR THRER OF THEM WAVEZ A CONB
INCOME OF anw $549.00 (¥202.00 IN SOCIAL sncm-nv ron MR. “,
$102.00 85 YOR MRS. SYNAAAP, 2ND $245.00 SST DOR THE DAUGHTER) .

THE QRS HAD NO CQAMERCIAL INSURANCR.

MRS, JAEMD WAS COVERED
BY MEDICAID WHICH HAS £AYRN MAXINUM BENEFITS ON TUESE ACCOUNTS LEAVING
A TOTAL DUE OF $1,876.40.

THe AW INCOME AARYLY MEETS ROUTINE LIVING EXPENSES. THEY OWE

OTMER MEDICAL sm.s ALE0, QA WHICH THEY ARE UNMASLE TO PAY. TREY RAVR
FINANCIAL RESOURCES AVAILABLE TO APPLY TOWARDS THESE ACCOUNTS. Y

nscomsun CONSIDERING THESR BALANCES FOR CHARITY WRITE OFF.

@«““O‘ o//%k‘

OFLAATID By A Si$TrRy OF QHARITY OF NAZAREIW. KLWTURKY S0KL 1808

w

P—

C -




106

Senator PrYOR. Thank you very much, Dr. Busfield. Qur last wit-
ness and certainly not the least, we just appreciate you being here,
and we're looking forward to your statement. Right after your
statement is completed, I'm going to call on our Senator Bumpers,
who has just arrived. If you would make your statement, then I'ny
going to ask Senator Bumpers to come forward. If fact, Dale, wh
don’t you come up here now. This gentleman is not Arkansas’
senior citizen. He is, however, Arkansas’' senior Senator, and he
never lets me forget that. Go right ahead.

STATEMENT OF DIXIE DUGAN, NORTH LITTLE ROCK, AR, EXECU-
TIVE DIRECTOR, CENTRAL ARKANSAS AREA AGENCY ON
AGING

Ms. DucAN. Thank you, Senator Pryor and Senator Bumpers. I
will try to be quick. I did appear before the Private. Public Sector
Adyvisory Committée on Catastrophic Illness earlier this month,
and I would like for you to please enter that statement that I made
to.them as a part of this initial record: To prepare that statement [
did call together some people in Arkansas who are oldzr consumers;
Mr. Lantrip, Mr. John Goodwin, Mr. Casey Johnson, and others.
We worked on two particular areas: The definition of catastrophic
illness and then the financing, because these are very important,
The definition that we came up with is this: Catastrophic illness is
an economjc catastrophe associated with an illness regardless of
age, type of disease, and length of illness. That’s our definition.

on financing, it is our opinio- that the least objectionable
way is through general revenues in the national budget. We know
that’s difficult in this present time. In regard to the individual
medical account, we would like to tell you that older consumers are
very concerned that we are not going to have a very carefully
planned and executed phasing period so that if we do decide that is
the right way to go, we want you all in Congress to be very careful
that we take our time and we do things in such a way that these
people who are now paying for the system don’t have to take care
of two generations.

The last thing I want to tell you both is that I personally know a
lot of older consumers; older constituents of yours in this State who
are bitter because, just as you say, they thought they were covered -
by their ingurance and Medicare and whatever and came up with
an illness, and all of their resources were depleted and they were
left impoverished, and so they worked all of their lives for that,
and now they are bitter because they are broke and sick and they
die poor, so you have a big problem, and we know you’ll do it weil
for us. Thank you.

[The prepared statement of Ms. Dugan follows:]

e
-1‘0_9
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C '\ SENIOR
ARKANSAS oy =%
AREA AGENCY ON AGING, INC. -
BOARD QF DIRECTORS
e COY DEAN, PRESIDENT
2.7 Sowten
Vice Pranidant
Lonske County STATEAENT TO PRIVATE/PUBLIC SECTOR. ADVISORY COMMITTEE
Aot Owap ON CATASTROPHIC ILLNESS
Seorety
Fandiengr County . By Dixie Dugan
[ 1™
Towtourer
Puissid Courny Thehk you for this opportunity to Comment on the

important health related issue of catastrophic illness,
A . McOssnet At the cutset let me say, I am pleased that catastrophic
ey - 113ness 15 a concern to policy-makers in this country.

I wust sdvise that I believe that a national policy on
Jum Mondiieo long~term care is far more needed. The costs of long~
Cagel Advisor tary cara can be catastrophic for individuals as well
Pucaid Comay aa Qovarnment. . -

e o— With this in mind, I would define catastrophic 111~
P ateme | ness just as r. James’Balog has done, with one addition:
&Y. Haghng cnust:bphi,c illness is an economic catastrophe
Prdasid Couryy . assoclated with an illness, regardless of age,
oy Colbonm tybe of disease, and length of illness.

Monros Cousvy

It hes been suggested that Individual Medical ac-
P. R Usiowy Counta (IMA’sS) be used to finance catastrophic illneszses,
Favkaer County If XPA‘S are a sound proposal for financing health care,
Moy Cox why sestsfict their use to catastrophic illnesses? would
Lonoke County IMA's ot be more effective in achieving basic reiobm $n
how this country pays for all health care? .

Pulesid County In completing a study on health care for older Amer-~
Graoe Newsome icans for the Federal Council on the Aging, I synthesirzed
Monros County informstion on IMA’s from fepresentatives of a numper of
. nstional organizations including “he Americsn Medical
Assacistion, the U. S. Chamber of Commerce snd the Ameri-
€sh AssQciation of Retired Persons. An excerpt from that
repart regarding the positive and negative aspects of
IMA's are attached to this statement for your review.
Plefse note, the pros far outweigh the cons.

DX DUGAMN
Exocutve Direcior
708 W. 4th STRERY, P.Q. ROX 5388, NORTH LITTLE ROCK, ARKANSAS 72119 - (501) 372.5300
EQUAL OPPORTUNITY EMPLOYER
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However, one big caution light flashes. If IMA's are to
be successful there must be a carefully planned and executed
phase~in period to assure that no one generation is required

‘to pAy into the present system to support Aursent benefici-

aries while paying into a separate system to £nsure their own
futyta coverage.

In reviewing ways for this country to pay for catastrophic
illpesses, an Arkansas Ad Hoc Committee of representatives from
senfor citizens groups including AARP concluded that the least

obiectionable way to do so is through general revenues appro-~
priat in the national budget.

Again, thank you for having me here tQ tell you how impor-
tant it is to the at-risk elderly for the Brivate/Public Sector
Advisory Committee on Catastrophic Illness to carefully desiqgn
youy recommendations. The basic definitioh of ‘catastrophic 'l1l-~
neas as well as how catastrophic illness vwill be paid for are
key considerations for you.

Thank you.

N
9
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= ~ ~ From HEALTH CARE FOR OLDER AMERLCANS,

study for the
Federal Coun on Aging, By D Dugan. v
Individual Medical Accuunts fxun’s)

An issue deserviny fartfigr study s the possibility of
establishing Individual Medicsl Accognts (IMA’3) as a
supplement to the Medivate proyran, according to the 2advisory
Council on Social Security. Deter Ferrara, an sttorpey
associated with the Heritage ¥Youndatjon, has spructured a
proposal fot.tt‘mdaueutcl fefovn of the nulie;ze program that
would completely replace the existing system. The pilan,
vhich calls for Health Bank fudividual Retirement Accounts,
would establish séec!.al t2ax free savings accoupks sipflar to
existing Individual Retiremepy Avcoupts (IRA‘s) Eor lucome
security purposes. The major criticiswm of this concept is
that it creates a two~tiegred bealth care delivery system,
The reverse response is that s two~tfered delivery s&ste:a is
acceptzble if each system pmovides health care weeting beasie
standards of quality. Advoazies f£or older copsumers castion
that the adoption of the 4ndfividual wedical account concept

requires careful planning and a well executed vransitfon
from the existing systen.

¢ 1 112
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option 3. Establish health bank account IMA's.

PRO'S

EnaAbles and encourages indi-
viAuals to plan and provide
£ their own future health
cafe needs.

Phases in over an extended
pexiod, possibly 30 years.

Reduces the anxiety the aged
bave about the possibility of
being confronted with medical
expenditures ‘beyond their means
tov pay for them.

Pyovides tax incentives for
vwotking Americans.

Acctrues to the aced person's
egtate on his or her death.

Represents long term restruc-
turing of the financing of

health care for older Americans.

Costs workers less over the‘
long run. ’

- 113

W

CON'S

Creates a two-class health
care systen.

Discriminates against the
poor who may be f£inancially
tnable to establish an IMA.

neﬁresents no immediate savings
to government health care
insurance programs.

Could cause a reduction of
federal tax revenues, possibly
even adding to the national

deficit.

O
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Option 3. Establish health bank account IMA's.
(cont'd)

PRO’S CON's

Reduces the anticipated
growth of government medical
spending over the long run.

Totally replaces the current
Hedicare system, representing
broad reform of how health care

of the aged is financed and
dzlivered.

Reduces payroll taxation for
employers, employees, and the
self employed.

Requires no reduction in
existing health care benefitg
and has the potential to
produce additional benefits
at reduced costs.

Protects future medical secu-
rity of today's young worker
through the establishment of

an improved and Soundly based
systen.

Provides market return to
capital®orkers' contributions.
(No such return is available; %

LY 9
under the current system)..

'%filﬁ
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Option 3. ZEstablish health bank account IMA's.
{cont'd)

PRO'S CON'S

Allows for a wider scope for the
operation of private market
incentives as individuals

would uge their IMA income

to purchase insurance and

sexvices from the private market
(1nércases competition among health
care providers).

Lessens the f£inancial pressures:
on government to fund health care,

Provides financial incentives
to consumers to conserve medical
resourceas.,

Encourages consumers to maintain
healthy lifestyles and therebr
minimize the costs of health care.

Encourayes private savings which
will boost the economy.

Sharply inereases workers' control
and choice over individual medical
coverage.

Frees government resourxces to

provide essentialsaid such as
catastrophic coveitdgéd.

;T“ liﬁ?xuvu»mﬂu;“ﬁkj
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option 3. Rstablish health bank account IMA's,
{cont'q)

PRO’S CON's

Expands tha role of the
private seator by enabling
most workers to place funds
in MA's which would

then be invasted in
privéte indastry.

Should even be within the
finasncial weans of minimum
vage workers to establish
IMA's.

Protects the poor with means~
tested supplements.

Would boost national savings.

'k"“" -~ H




STATEMENT BY SENATOR DALE RUMPERS

Sepator Bumrers. Mr. Chairman, first let me express m;
foundﬂ:ankstoyouforholdingthiahmgonbehalfgf’og
memmmmmnmmmof
my 1 had to do cartwheels to participate in today’s hear-
gus,lapqhgimfgbh:ng‘alitﬂqbitm,andluk;ourmgu]mw
allowing me 2

huyry oﬁtoPﬂouldforampleofmm tonight. 1 did chauge
my schedule did those cartwheels uyge this is an issue
aboutwhichlfeelmunglg.elctmegakyoanow. .

g
I
:
g
:
§
s

cent have yielded staggering R

Now, we are here todsy just to address the topic of long-term
care and catastrophic illness for the elderly. But 1 think it’s impor-
tant to note right here that a Congressional Bu Oﬁieeswdﬁ
found that even if you exclude both the poor and elder(l'z’ you'
find a larye number of families facing high medical bills.
sional Budjzet Office studies show that every year 11 percent of the
53 million families in that category who are neither elderly wvor
poor suffered catastrophic illnesses aud catsstrophic costs. And
now to go or to the issue of the elderly, 26 percent of the elderly’s
hogpital and medical costs are being paid by them out of their ovn

pockets.

Many mgle in this country think becauge they have Medicare
or even use they have Medi-Gap that they are fully insured
and that they will not suffer the adversitiea that 1 mentioned a
moment ago. But right now the elderly in this country are, on the
average, spending up to 25 percent of thejr incoine on medical ex-
peuses; 1985, last year, this country spent $425 billion, 10.9 percent
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ment. i fama governm
of this problem, and 80 I just have three or four suggestions that
are only a small part of the list,

No. 1, we offer something like IRA’s, to allow people to put
money into an IRA to pay for long-term care and pay for cata-
strophic illnesses. No. 4, we should encourage private insurauce
~compauies to provide helter coverage for the elderly’s out-of-pocket
costs aﬁiez‘arﬁcularly for catagtrophic illnesses. No. 3, we need a
better i-Gap program. There’s a Harvard study that says we
ought to combine A and part B of Medicare and then forrs a
part C which would take care of both long-term care and the defi-
ciency hetween the bills Medicare beneficiaries receive and what
Medicare pays. bave guggested—and there is also a bill in
Congress along this line—that we should charge premiums of $300
a yeartfo:f the coverage that [ justLedescnbed.t i statl;u:hl;:t more than 25
percen one person’s income. me over again 8o
that I won’t be misunderstood. If you consider the difference be-
tween what Medicare pays and what the elderly are being chargad
for medical care, you are talking about a share of cost of
health care thet elderly pgy. The elderly have to pay out of
pocket for eyeglasses and a whole bunch of things that Medicare
doesn’t cover. A lot of elderly ju this country are often forced to
-choose between food and health care, between energy cost and
health care. And for the richest Nation on Farth to require those

Fa
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always says, ysu go see Senator Bmngers. We are so fortmuate he's
on the Appropriations Committee, gsd I know be can get that for
you with no problem. So when peoplé come to me abont their taxes,
1 say, listen, we are 8o lucky to bave Senator Pryor an the Finance
Committee. He can handle that for you. You all know David’s been
intereed in the problems of aging ¢ver since he got futo politics
and even before, 80 I'm honored to be here with all of you today. I
regret that I can’t stay for the audieyce participation, which would
be the most interesting part of this, Again, my thanks % you, Mr.
Chairman, for holding these hearings,
[The prepared statement of Senator Bumpers follows:)
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TESTIMONY OF SENATOR DALE BUMPERS
87 HEARING ON HEALTH CARE FOR OLDER AMERICANS
INSURIRG AGAINST CATASTROPHIC LOSS
Thursday, August 28

Pulaski Heights Presbyterian Church
Little Rock, Arkansas

I vant to take this opportunity to thank Senator
Pryor for inviting me to this hearing on catastrophic
healtﬁ care expenses. We cannot delay wmuch longer dealing
with this problem which many Americaps 1ist as their
number omne worry, and this hearing is an important beginning.

1 get a lot of mail from wosking men and women whose
life savings have been completaly wiped out because of
catastrophic health expenses. They wonder how they are
going to put tbeir children through college and meet other
extraordinary expenses. and they fesr future catastrophic
expenses as well. They look to us, their elected represen-
tatives, for help. 7They view this as precisely the kind
of problem that governhent should be providing solutions
for. We must begin to grapple with this very serious
problem, and we look to the witnesses here today to suggest

some posgible solutions.

65-149 0 - 87 - S ik




‘No American family is immune from catastrophic
health cere costs. A faomdly which is fortumate enough to
have good health insurance in effect subsidizes the cata-.
strophic expenses of other families most years and is likely
to be subsidized for its own catastrophic expenses in othex
years. A 1982 Congressional Budget Office Study focused
on high-cost illness in the non-elderly, nou-poor populatien -~
gbout 53 million families. The authors of chis study
excluded the elderly and poor, two high risk groups, and
still they found that a large number of American are at
risk of catastrophic medical expense. The study found
thaﬁ 11 perceat of all families exceeded carastrophic
thresholds in one year; 20 fercent reached that level at
least once in a 2-year period; and fully one-fourth of all
families exceeded the threshold at least once in a three~year
period. Those axe frightening statistics for families who
are likely to have gocd health insurance coverage. And the
risks of catastrophic wedical expenses are rmuch greater for
the elderly and the poor.

This hearing focuses on the catastrophic losses of
the elderly, and so I want to discuss that group. We know
that the poorest of the elderly are spending 25% of their
income on health care. Senior citizens who are struggling
to buy food and shelter with fixed incomes cannot afford
to spend one-fourth of their Social Security checks on
prescription drugs, eyeglasses, physician visits, and
other health care. The elderly must sometimes ﬁake the .
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choice between fuvd and wmedical catre or heat and medical
care. Citizeuws of the ricbest country on earth should
not be forced vv wake thar choice.

A recent gvudy by the National Center for Health
Services Resesvch ~- which looked at all segments of the
population -- found thet vue in five American families
faces catastrophic medicsl expensea each year, The study
defined catastyophic costy as out-of-pocket expenses
exceeding 5%, 102, and 20Y% of a fanily’s gross income.
Out-of-pocket Yxpenses are costs beyond those covered by
private or public health insurance oy by Medicaid or other
goverument progrAmA. Onesthird of tbe sixteeu willion
families with axpenses equaling 5 percent of their income
were headed by parsons 65 and over. 4&nd elderly families
comprised just ag large a proportiou of the gioups with
health expenditures of 10 parcent aud 20 percent of income.
9.61 of families had health care expenditures of 10 percent
of family income and 4.3% of families had expenses equal
to 20 percent of fawily income. Onesthird of the families

in each of thoge groups ware elderly.

Medicare is one of the greatest legacies of the 1960s,
and it has provided senioy citizens the best health care
they have ever had. Medicare has made the sophisticated
technology of Awevican medicine available to the eldeorly,
but it has cowe st a very bigh price. One estimate indicates
that the elderly sre spendiug more on health care in 1986

than they were in 1966, just after Medicare was enacted.
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It is estimated that in 1986 the elderly will pay an estimated
16% of their income on health care. That is about $1850 per
capita, The elderly were spending about 15% of their income
on health care in 1966.

Why have we lost-control of out-of-pocket health care
costs? There are many reasons. One, the rise in health
care Qo0sts has far outstripped the rise in elderly incomes
in reqent years. The figures on 1985 health care costs
have just been‘released. In 1985, the nation spent $425
billion on health care, or about 10.7% of the gross national
product. That is more than any other industrialized nation
spend8 on health care. Health care spending rose 8.9% -
above the 1984 level, the lowest annual rate of increase in
two decades. We have ¢Qngratu1aced.ourse1ves for our
success in moderating wedical inflation and overall health
care &xpenditures, but & 8.9% inflation rate is still too
high. If we adjusted that figure for the very low general
inflation rate, we would find that health care costs them-
selves are actually increasing at historic rates. And the
elderly feel the squeeze of health eare inflation every
single day. ‘

Second, Medicare covers only about one half of the
health care expenses of the elderly. The remainder is
paid for out-of-pocket, by Medicaid, by private insurance,
or by other government funds. Medicare does not pay for
prescription drugs, for eyeglasses, or for many addiitonal

outpstient services. The change in the system of paying
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hospitals for caring for Madicare beneficiaries has resulted
in some services being éhifCed to an outpatient basis,
vhers Medicare coversge ia often spotty.

Most -- more thsn two-thirds of Medicare beneficiaries --
purchase supplemental ;nsurance policies. And a number of
Medicare beneficisries.quﬂiify for Medicaid. Unfortunately,
a significant minority of rhe elderly are without good
medigap coverage or don't qualify for Medicaid, and they
face especially high out~of-pocker costs.

Third, Medicare does not cover long term care. A Gallup
Poll conducted for the American Association of Retired
Persons in 1984 found that 79 percent of respondents believed
that Medicare pays the bill for long term care in a nursing
home. Yet Medicare only pays for & maximum of 100 days in
a skilled Nursing Howme in g benefit period.

Who does pay for nursivg home care, which can run as

high 8s $20,000 to $30,000 snnually? Medicaid is the main

_source of public funds for wursing homes. About half of

nursing home care is paid for by Medicaid, about 45 percent
from private sources, and gbout 2 percent from private
insurance. Many of the elderly whose r.ising home care is
paid for by Medicald got that coverage only after they
"spent down" to the poverty level to become eligible for
Medicaid, People must bankrupt themselves if they are
to receive Medicaid coverage for long term care.

Finally, the need for long term care is by far the
greatest amoung those 85 sud older, and that population group

is growing rapidly. 1In 1984, according to the National
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A blue xibbon commisgion at Harvard University yffazad a
proposal for reform of the Medicare program earlisx thfg year
afrer two years of research, debate, and digcusyivh. 7This
comsittea recoudended that Medicare A and B be yowbinad fnro
a single mandatory program and that the elderly cwatinne

to pay about 25% of total program costs through prenisma.
The commifttee recompgnded that bemefitiariaes’ f£ivenedal
1iability be masde more predictable and that there He A
feasonable limit on the total anpual amount ali bewedfdrdaries
pay for coinsurance snd deductibles. The coumigyivy Alao
recoumended that Medfcare be expended to include coVvazAge
for long term care. _

And there sre seversl legislative proposals rhat Address
catastrophic heslth care expenses and the £inancivg 4% long
terw care. In the Sepate a measure is pendiug'vbwh ~onld
provide & deduction from gross income for individssl
taxpayert who waintain a household which include¢s s dapandent
of the taxpayer who suffers from Alzheimer's dedesse.

Thre are also bills pending that would expend Medicsre
coverage; one would replsce Medicare 4 and A wigh an optional
Medicare Part C program that would cover all madicsl <wata,
inclyding long term cara, The cost to the foverwsent fox
thig program would be no wore than current Medicare costa

and the cost to the individusl for the Part € prograw wonld
be about $800 a yeax, or no wore than 257 of grogs Lhoone.
Anoclier neasure would limit out-of-pocket expenges fov

beneficiaries and would finauce the fimproved caversge vith

-
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increased Part A and Part B premiums. This plan would
build on existing Medigap policies. There are literally
dozens of other proposals, some limited in scope and some
comprehensive. ’

There are benefits to and problems with all of the
proposals that have been introduced and debated. Some
have been criticized because they do not offer enough
financial protection to the elderly and others have been
c;iticized for changing the systems for paying healtl care
providers too dramatically. Another persistent criticism
of many of the reform proposals is that they would increase
the cost to the federal govermment, a concern which cannot
be dismissed in light of huge budget deficits.

Mr. Chairman, as.I mentioned, I have come to this
hearing to state in the strongest possible terms my belief
that it is time to find solutions to the knotty problem of
catastrophic health costs. It won't be easy in these days
of $200 billion a year federal budget deficits and with many
of our small businesses and industries barely holding on
by their thumbs. But here in the greatest and wealthiest
nation on earth, where the finest medical care is available,
we cannot allow the cost of catastrophic illness to devastate
our citizens. With the incredible ingenuity and good will
of our people, we can and will solve this problem, and I will

do everything within my power to see that we do.



O

ERIC

Aruitoxt provided by Eic:

124

fROM ARKANSAS REHAB. INSTITUTF
9601 INTERSTATE 630
LITTLE 20CK AR 72205

OPERATED BY

e 1o
L FPANCES SMITH BAPTIST MEDICAL SYSTEM

16 BLUE RIOGF CIRCLE

TTLE ROCK AR 72207 r211
OATIENS
. DAILY CARE : - 287.00
LASORATORY 219.00
: CENTRAL SUPPLY 11.40
RESPIRATORY THERAPY 79.00
: EoCabe ‘ 86.50
DAILY CARE 287.00 ;
OCCUPATIONAL THERAPY 82400 !
PHYSICAL THERAPY 59.50 o)
" SPEECH PATH AUOIOLNGY . e FOR YOUR ugrpmml
6. PHARMACY MEDICART 4 Skt TMER oL
LASORATORY 41 SQecupy OF M.SC R ms? 12D,
CENTRAL SUPPLY 4 oABAALANCE. 1t A1 Wil
DAILY CARE 287.00
7 PHYSICAL THERAPY 37.50
7 PHARMACY : 6.75
7 CENTRAL SUPPLY , 3.10
7 OATLY CARE ' 287.00
7 CENTRAL SUPPLY . 4048
7 “EsC.Go 58.00 9.00 .
L& 6 - DATLY CARE 287.00 '
| 7:06:86° PHARMACY 11.30
7:07:86 ° DAILY CARE 287.00
7i07:86 : OCCUPATIONAL THERAPY 36.50
7:07:86 PHYSICAL THERAPY 93,50
7i07:86 SPEECH PATH AUDIOLOGY 53.00
T:07:86 PHARMACY 22.4% 1.10
7:07:66 LABORATNRY 9h.25
7°07:86 CENTRAL SuPPLY 4.48
7:07°86 X-~RAY 82.99
708 86 ODAILY CARE PR7.00
T:i08 .86 NCCUPATINNAL THFRAPY 49.n0
TAre te DA RO e, e " /S
PO Y

TN



O

ERIC

Aruitoxt provided by Eic:

Cw e
!

BfitL 10

| FRANCES SHITH

PHT AL THERAPY 37.50
SPE__H PATH AUDIOLOGY 57.50
i PHARMACY 5.6%
s ;. CENTRAL SUPPLY 6.00
OCAILY CARE 287.00
. OCCUPATIONAL THERAPY 69.00
" PHYSICAL THERAPY 93.5%0
SPEECH PATH AUDICLOGY 5$3.00
PHARMACY 8.65 .10
OCATLY CARE 287.00
OCCUPATIONAL THERAPY 70.%0
PHYSICAL THERAPY 37.50
PHASNACY 460.%0 216,40
LABORATORY 162.50
CENTRAL SuPoLY 90.73
A-RAY 242.00
© OATLY CARE 2087.00
OCCUPATINNAL THERAPY 10.42
PHYSICAL THERAPY 54.00
SPEECH PATH AUOIOCLOGY 45.9%0
PHAPMACY 7.10
CENTRAL SuPPLY 8.30
T« V, SOLUTIONS © 10,06
OCAILY CARE 287.00
PHARMACY 28.00
CENTRAL SuPPLY 16.%0
OAILY CARE 287.0n0
PHARMACY a1.1%
CENTRAL SUPPLY 2T .6m
CAILY CaARF 287.00
OCCUPATIONAL THERAPY 24.50
PHYSICAL THERIPY 27.00

126

rHOM  ARKANSAS REHAB. INSTITUTF
9601 INTERSTATE 630
LITYLE ROCX AR T2205

OPERATED BY
BAPTIST MEDICAL S nTEN

BaTi "

ORI S T I TR N

12

[ I

; St

L2
-

)
%



O

ERIC

Aruitoxt provided by Eic:

AL 10

719 86
7:19 ;86

FRon ARKAMSAS REHAB, INSTEITUTE

126

9601 INTERSTATE 630

LITTLE ROCK

SPEECH PATH AUDIOLOGY
PHARMACY

LABORATORY

CENTRAL SUPPLY

DAILY CARE

. OCCUPATIONAL THERAPY

PHYSTCAL THERAPY
SPEECH PATH AUDIOLOGY
PHAPMACY

LABNRATORY

OATLY CARF
OCCUPATIONAL TYHEAPY
PHYSICAL THERADY
SPEECH PATR AYDOLOGY
PHARMACY

CENTRAL SUPPLY
£.C.G.

DAJLY CARE
NCCUPATIONAL TWERAPY
PHYSICAL THERADY
SPEECH PATH AydDlotLacy
PHAGMACY

LARORATNRY

DAILY CARE
OCCUPATTONAL YHERAPY
PHYSTCAL THFRADY
PHARMACY

LABORATORY

CENTRAL. SuppPLy

DAILY CARF

PHARMACY

LARARATNRY

NI -

AR 72205

e v o i b et
)

OPERATLD BY
BAPTIST MEDICAL SYSTEM

28.70 1.40 -

.85 10,85

12.20 135,25
32.50 16,25

6.30 T0

16.2%

[IPRRY VA



m 1

~
LM AR AMIAS Qeme. INSTITUTE
IAL Mfe\fr TE 630
AV AR T220% .
OPERATED BY \
eiLL 10 BAPTIST MEDICAL SYSTEM -
= I PPyspeee
711986 | RESPRALIOUY VIRAYY 35.00 !
:z 'u1 DATLY we 207.00 :
'zu'u LABURAYRA ’ 1625
’hao 86! assnnwv Ftaary 8,50
via 'u DALY TARE 287.00
via1 86 occu-mam YHER AAY 102,50
Ti21:86 SICH FWirivdy 27.00
7:21:86 ] sresl:ﬂ My SImagy 45.00
7121 186 ' PHARAACY ’ 14,20 1.00
72186 . LAFDRAYORY 86, 16.25
T7:21.86 LENYRA Sy 4,53
72166 RESRIMA WY v’w'wv 8.50
7122186 DAILT CAfY 207.00
T7:22:86 PHANAACY 10. 7%
722! LABORAYQAY 158,00
T:122'96 CEWYRAL Subft 17.00
72286 RESPEAATONY Vi Me : 8.%0 .
1;22 E.‘ [ A P 37.%0
7:23:86 DAI\Y TAfY 287.00
T7.23:86 PHaRAACY ' 14,20 2.85
T 7:i23 186 LASORAYARY 16%.50 -
T7:23'86 CENYRAL Siyhfy 20.03 17.00
7.23.:86 PESPIFAYIRY VikRAbe 8.50
,'23 86 E,C.6, 37.%0
T°'24:86 DALY TARY 287.00
T:24:86 LABURATORY 41.50
72486 CENTRA SUPPLY 13.88
726 '86 RESPIMAINNY YheRARY 8.%0
T 25 86 NSILY CAfE 287.00
T.25 86 OCCUPSY INNAE YHERAPY 24,50
T.25 86 SPEFCH PATH MUNTIRAGY 45.00
T7:2%5 86 PHARMSLY 17.00
A ¢
I
DN ,f‘.
P AR
bad

O

ERIC

Aruitoxt provided by Eic:



a~ , m )

FAOM  ARKANSAS REHAB. INSTITUTF
9601 INVERSTATE 630
llTTl.g ROCX Am 77205

OFLRATED BY
A Ty BAPTIST MEDICAL SYSTEM

Tie] I N T - . .
L2578 Ig8 | MESPIASTORY THERAPY a.50
’mfnl WASLY CARE 287.00
22896 VEARA PATH AUDIOLOGY 23.50
27804 | KEAPIRATORY THERAPY .50
2:70100 " DASLY CARE 287.00
2:70W,  PHARNACY 13.65
27790 . REAPIASTORY THERAPY 8.50
27000 BASLY CARE 287.00
2:78 A WCEUPATIONAL THERAPY 101.50
2,70 /90 MHYSILA. THERAPY T1.00
2i8I00  VPEELAH DATH AUDTOLOGY 78.50
29 MHARRACY 26.20 7.0%
7098 LAPDRAYORY 32.50
2i0A%W8  CRRYRAL SUPPLY 3.10
2:7Aigt  \ESPIRSTORY THERAPY 8.50
2:78 .80 VALY CARE 287.00
2.8 88 DLCUSATIONAL THERAPY 140.00
2 VW8 MWRILEL THERAPY 75.00
2.35.98  VEZEUA DATH AUDINLDGY 45.00
| 2.78098  PHARNACY 11.%0
2:.35 94 ' LABIRAYNRY 91.25
274 g0 . LERYNAL SupPLY 4,50
2:70:90  RESPIASTORY THERAPY 8.50
2050 /W8 DALY CARF 287.00
2:%0 !¢ DHCCUYPATIONAL THERAPY 5G.00
290 94 BAYIILAL THERAPY 37.50
1:30 9% LPEECAH PATH AUDIDLNGY 45.00
2°30 '8 WHARNACY 11.%0 1.00

230 Wt RESPIASYORY THERAPY A.5N

2:31 .96 CAEpT 2,762.37 !

1:31 98 DASLY CARF 787.00 i

7:31196  MCCYPATINNAL THERAPY 50.00 !

. M 1

H :

R RO T b Tt ot

151

1‘ .

Wl -

ERIC

Aruitoxt provided by Eic:

cde

(235



Pt

129

ROM ARKANSAY RPWAS, IMATITAT
9601 u?taﬂmz A% ¥
LITTLE wbee AR 12705

OPERATED BY
iy fo BAPTIST MEDICAL SYSTEM

; ACY .
i RESPIRAYORY THEXAPLY 8.%0
DAILY CME 287.00
. OCCUPAY IGNAL THWERAYY 60.00
; PHYSTICAL THERAPY 84,50
i SPEECH PATH AUDINLDRY . 23.50
" PHANNACY : 12.5% . 2.00
. LABORAYORY 45.2%
CENVRAL SUPSLY 6.00
PESPIRATORY THERAPY 8.50
DAILY CAPE : ?87.00
LABORATORY 61.75
PESPIRATORY THERAPY 47.50
EeCoube 37.%0
OAILY CARE 28700
PHARMACY 2%.50
CENTRAL SuPPLY 9%
: RESPIRATORY THERAPY 0.50
- . OAILY CARE 287,00
OCCUPATIONAL THERAPY 68.00 -
PRYSICAL THERAPY 7%.00
SPEECH JATH AUNIOLMAY 45.00
04 186 - PHARMACY 12.7%
8:04 186 CENTRAL SUSPLY 19.48 7 7
£ 04 86 RESPIRATORY THERAPY e %e%0
2:05 '86 OATLY CARE - 987,00
£:0%5 86 OCCUPATINNAL THERPY 68.90
£.0% 86 PHYSICAL THFRAMY 86,50
£05 166 SPEECH PATH AUDIN BGY 45.00
805 (86  PHARMACY 7.65 4,60
M———-“_ '~... - . .:.—. o RO
KN ¢l
~ .
ooy
65~149 0 - 87 - 6 Cri.
# . . PR
iﬂzﬁl\:.«, P Ly SRy, R U IR UL LRI S SR IS < z LA uf}h‘k’

ERIC

Aruitoxt provided by Eic:



O

ERIC

Aruitoxt provided by Eic:

130

Futrs SARBNSAS AEHAS. xmmne
9401 INTRASTATE
LITYLE ROlx M\ 72205

OPERATED BY
W ¥R BANTIST MEQICAL SYSTEIX

BIAFAAL LAYTAR Sy
$IARINA g AASVIRNIONY THERSRY S0
BIRAAA’ QAYY UME 287,00
BIAAINA " QLTURAY LM meurv 88,90
PIAAINA  MIYVICHL THERA 43,00
- BAARA tf%ﬁn MAYY mow\o:v 43,40
SIRATIA ° BASMAACY 7,485
BIRAAA  RAUYAAL SUMALY S
PIAALA Aﬁsvlnrouv THERSMY : 8.%0
BiA7I0A \RE 287.%0
#4714 Mcvmm runvv 34,50
BIA2IAA " MYVICHL THERA 13,30
BIATIAA  YPEEAN SATH uumo\om 33,%0
¥.A7! 7,48 2.00 .
PIA7:8A  \AytRAYORY . 208,00 :
VIAZIAA  CEWYAR APty 23,14
#iAZINA Aﬁ;vlnmn YHERARY : 8.%0
$ABIAA DAT\Y . 287,00
¥ihe; annmu THERAPY : 34,.%
| #RRAA 26,45 v
¥ A8 AA mu SyrPLY 12.% -
¥ABIRA Aﬁ;mnmn YHERARY 8.%
¥ R0 AA . 7.4% 2.60
¥i09°AA mn s LY 12,10
¥iRd A Aﬁ;mnmv YHERARY A, 50
¥:10:0A  RrisvAACY : NY
VA5 AA  RrlsrASCY 16.00
: rR tnfumnie, 14,097.00
: W /38 BEEN Bhi:
Vo o i N ICARE PavY. LIRS
v P I U T PN

e Yl AN U . C e e ememta wee - — e r—— )
. A

SR



tion to

hospitale, et mo say et hop. ove gy Lo, On bebalf of the
08 me sa ave just as as
Sengtot and are.Theymaké,-Ithink, efforts to control
their are required to do so hy all Federal -
tions Butmeteﬂym;hbhmmtigﬁ ﬂpmt{nscounthm-

unacce are on e in

country wno hagenomsuraneerandwho are not e peopmn for

ligible

id. fall through the cracks that u've mentioned,
David. And on any.-given-gof the year in fhis gguntry at least 65
million people are uninsured, These people get nick and they
lmnnes,andtheyhavetogotothehaapzul jtals admit them,
and theyknowthat.thbyaren'tgoiugtobemdbecausethe -
tients afe uninsured, absolutely uninsured, 20 you can see that that
is a really giganvt::agroblem in this country. -

For & great thy rich nation Jike this to have 85 million
1x:’;aople who don’t m for any kinq of bealth care is devastating

us a8 g society. you, again. ;

Let me say, David talked about how dedicated to this issue I am.
Pm alsg dein:a‘ ted to being reelected, and that's the reason I'm
doing all of this, ladies and gentlemen. -

Senatar PRYOR. Now‘;fyou In the audience have a chance to ask

pauelists or any of our other panelists, & quastion or to make
a short statement for our public record, '

AubieNcE MENBER. Senator, earlier you rgentioned and Senator

Etamtnpeor; tll:::‘xzx?tiomad an act Secretary Bowen What is the
Us .

Senator Pryor. It has just been propased, Thig ig once again the

new Secretary of HHS. 'l‘lm Pregident in his State of the Union Ad-
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mmmabouvﬁvvmmﬁtmslutfauthat “write an in-
dersuitpAsna vatadial v home benefit of $40 a day, with the
raby wArsrug froms A28 v pm 100 8 month, depending on the age.
They sy mackary that ju about 215,000 households, and in 2
mwhmly&l)ﬂﬁmlebwghtmlmwnwufmmwmd-
pomymwuwmjwmmpmbamym15test8tmsnextyear
to market £hin oty product.
mﬁﬁnﬁtm; Yevov, Amthar quemon or statement or speech, short
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Aupmncy . May I say something as 3 yent invol
menb-mywifemm,{mdé?mke.%ehﬂwlmx
which fortanately 8 peid for by Medicaid, sras $14,000, 1 think it
was% able, becanse I think, withont picking ou them,
Metiiare S st a2 Hotble oo
bill provided $75 for two What was 67 Excuse

ourpeoplewantit,geally,butweareheadedinthamngway
nnleaswedosomethmgprettyqtﬁckly.w’smaw.noyouhave '

Aumence Mesosr. May I sa one thing?
ie Pevos e, ’;haugmﬁcan of saying that Bl g
UDIENCE is the ce ue 2
Cross/Blue Shield wonld become a mutual jnsyrer At thy first of ‘?
the year ra than the hoepital medical insursuey that now Y
Ye) : . pete
tor Pryog. Gaarge, I don’t know that aunswer. My, u do.

Dr. Mrremewy. Does ’gxeyone want to hear that? It'y rather mther- Y
ma I can tell abyut it, It's virtually W enatomers. ‘

to do with dnnl tion that we'v mfw man . 9
: vith regula v:e (] Mang, y
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swers avd we've got to do it very ﬁfﬂ y. And your contributions,
espéecially from  our panel, those that asked questions, and those
who have honored us by your presence, is appreciated, and ‘We ex-
press our gratitude. you very, very mauch: :
[Whereupon, at 3:25 p.m., the committee waﬂ adjourned.]
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WORKING DRAFT SUMNARY OF COMMITTEE VIEWS
Statement of Goals

All segments of the American population should have
protection from the catastgopbic financisl coniaquenees of
i11ness. Such expenset not covered by insurance ;x other
Rources can o'vu-ullul- the f‘nauceis of individusls and
tapilies. While the mnbe“ affected may be small in relation
to the total population, most everyone is at risk, and for
the individual or tuily.‘tncad with catastrophic costs the
impact can be devastating.

A primasry policy goal is to extend coﬁuqo whexe
necessary through. some combinstion of .private and pudlic
sector initistives. Purthezmore, the-goal should be to Cover
311 persons for agtraordinazy expevditures beyond the scope
of pormsl Cure, When those azpenses become catastrophic when

compared to.finsncial resources.
Overviev
The Committea holds s strong consensus view that

insurance or coverage mechanisas can ba provided in the most

cost effective wsnner by the private sector and that
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government has a special obligation to facilitate private
sector solutions. However, government financing of
catastrophic health care coverage for certain segments of the

population will continue to be necessary.

Purthermore, both private and public sectora have an
obligation to enhance consumer education, clarify current
health insurance coverage, encourage the purchase of private
policies, and promote individusl responsibility for health

care.

Marketsble catastrophic insurance productsg must be
available and affordable, and there must be sufficient
incentives for their wide-spread use. The Committee believes
that income and financial resources must be considered in
designing mechaniams for each group at risk. Pinancing
catastrophic insurance protection based on an individual‘'s
ability to pay should be a central tenet of any new
initiative. Por the poor and many low income pecsons,
additional government resources may be necessary to extend

and improve coverage.

Overall, the Committee wishes to emphasize that any
major progress measurably to improve access to catastrophic
protections for all segments of society will require

additional resouzces fromw individusls, employers and

ERIC

Aruitoxt provided by Eic:
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government. Simply put, there are no free oprions that mske

a major difference.
pafinition of Catastropnic Illness

The Committee definea cavastrophic illness in terms of
financial conseguencas borne by the individual or family
rather than in termsz of tie type, intensity o durstion of a
specific illness. The econowic consequences of illhess
bﬁco-a_catauttophic if the ovut-of-pocket axpanses of the
individual or fawmily. excluding expenses reim»ursed by
insurance, employers, nné governmment progtams, becouse

financially devastating.
Providing Catastrophic Pzotection

The. Committee has addressed the problems of catsstrophic
coverage as it affects all segments of our society. It has
found that the resoyrcea avajlable to different ggoups to
cover health care expensas vary substantially. Accordingly.
remedies will vary vith the shortcomings in covexage and the
needs of each group., For purposes of this report, the
Committee will address potential iolutions under the

following categories:

A. Acute catsstrophic expenses for persons 65 and over

e
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B, Acute catastrophic expenses for persons under 65

c. Catastrophic long-term health care expenses for all

persons.

A. Coverage of acute catastrophic expenses for the over 65_

populstion

Problem: Although the Medicare program and privste
supplemental insurance (Medigap) policies provide a
significant level of protectfon to the majority of this
population, cextain individuals remain at risk. The main
Problens Yelate to the unlimited nature of cost sharing
1iabilities in the Medicare program, Medicare bewefit
limfitationt, and from the fact that a significant minority of
individuals have no additional ‘coverage beyond Medicare.

Objective: 7The primary objective is to nrovide catastrophic
protection through-a combination of public ang ptivate sector
efforts, f0r those who remain at risk due to Medicare

limitationa or lack of additional coverage.

A corollary abjective is to expand the scops of catastrophic

Protection available in the privete maxkes.
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Discussiont 7The availability and cost of insurence for the
over 65 popnlation must be addressed. The Committes received

extensive taatimony concerning the gaps in coversye for the

elderly. - mnm Shute nines fov: providion
ReNroughTexssting sedigepriusorance

mmwmm
e

catastrophic coverage policies providing various optional

coversyes.

adjustanents in public programs can 3lso be considered.
Yor exsmple, the current Medicare Part A program does not
provide catastrophic protection frcm long hospital stays or

certain other expenses.

All Mydicare beneficiaries shouid have access to
adaquate s .!tordaplc catastrophic protection, This can by

accomplisbed i{n many ways:

1) Providing for additional banatics.to the gurrent
Medicsre program ssing premiums and/ox cost-shsring

liwits related to ability to pay;

.oy

re
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2} reatractaripy thy RAfgant Medicare benefit psckage .
oh a coat-peurrel Aasis to Medicare to pgovide 365
Aays pax. yesr vf iApatient hospital covessge while
maintaining resvonatie Liwits on cost-shazing
liabilitiesy

3) praviding for wydanaion, promotion and adequste
pA}uent of slternatise beslth plans for fedicare. -
besiaficiaries {u A plurslivtic delivery Aystem, but
maintaining s bigh lavel of guality care: -

$) ° providing for the aeaifsbility of vouchexs for the
puxchase of private insursoce policies;

5) atudying the vewd. tog more -effective wayt to
bhroaden mencsl bealth coversge; and

L

6) stimulating wuywwvtted cscsstrophic coverage through
- nx;andod use of prieata fusurance policias.
Pre~tunding ﬁchvu;n’uﬂ';\n&la&iw the Qn.oz private
savings contepts, such sy wadical IRAs, should be studied ss
a8 potential paxt of the luny taza solution. While medical
IRA wechanisis are not vivved At this time as s cornerstope
for fivencing Medicaze, thyy AAy geduce the future nend to
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Use geversl revanuea or payrall tazes to fund care and could

" pe vsed tv supplenent Medicata covesage.

A~

B, Coverwye At acate cstaatsophic egpeoyes tor the genersl
popvlstion

Bq»lw: While the majority of Americans vith private
insursrve bave protaciion against the expensey of Acute care,
vany do ot have adaquate pratection whes expenses reach
catdsrrophic lyvela. Howevet,. the main. problem. % the

" wingesvy vbo lack privare -insuzance of who srv inddequately

profecred, yet wvho aze joeligible for pablic vuvetage. Those
"na 1ack cetestrophic agute .care protectfion sre wore likely

" £0 pe Jov tucowe pexacns snd their dependents or they are

redically vniuwuzable (either unemployed or ewployed in low
nage job’,v T Do A

Opiectives Yor acute cagssrrophic éoyexage of tve under 65
fépatation, thy objactive-is to. encourage thage ewployers
pitn Liwsced: ovive qronp Beslth-plans. ta help cover ewployees

" Apd thefr fewslles, and €o cover the remaining populstion

&hgongh a cowbiustion of prblic. And.privAte progrsws, . .

e AP B I

v <

S A A ST o ;

X

DMacuapfons Most of thia pppulation group 1A cavered through.

A anplogeent serting. . Revertheless, thexe femain

n-

e

o
S
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significunt AGAReysy vithout AZotection ~ Basic and/as
catastrophic. ‘ . “ . .
Limitationa iy sccews t4 adeguste ingursoce tor these
groups must ba Addressed. Same rhinyy /AN be done L4 espend

. coverage wvalAandtfvy for tha ander syv A5 group, . sitnove .-

najOr: gOVerIAMLAS resourtwm. fn perticRlar, the govasnsent
can be s Facllitagor iu muking grivety lassurence covazage
availably. Camagage sveilability wust be reslistic, 1.0., iv
must be resdily Avaslobly st Affordsblv. casts,.. ¥xtenaion of
eneutzephw RAspfgge for the aenerel mlncﬁvu wvonld -
require cureltl fargetivy ot Ahe wpcovered populstion and the
tailorioy of A vafievy of wolutions vu the pageiculat '
characteristics af verious rtolasoups, w. 9., the wedlcally
uninsursble., Aha ansusured sl anderivwured in the labor
torce, wnd tha asinsured vt in the lwbby foxce.

While the fadersl govermnant h.u vaken sfowe svteps to
make insurshor AAeervge sveilahle on » continnscion baaia in
the employwwht aaéting vbhwry covassye wight othexvise he
terminated, MOA AAn De Jouw. - Althougb, 40ne states have
moved to wekv caearage sveilabla ehrovgh such mechanisms As
risk pooly Cor aninsurzabley, thay snd vhe insagance induatzy
have bewn butdicapped by current RRISA vestrictions on state
regulation wt wlf~finsurwd wwilogas plsns. These berriexs
should be . rewyvad.
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‘Policy options should encourage private sector solutiors.
The i>llowing agze » 1ist of such options that deserve careful

copsideration: - . B

1) - Amendment of ERISA and/or the tax code to perwit stites
" to require cguiiahl& universal participation by 211
insurers, jovcluding self-insurers;

. . R - -

2) appropriste tax dednctibility of bealth insurasnce
premions: for the aelf-employed, sole proprietozships 2ad
the employed vho provide their own coverage;

3) state risk pools ajimed at, but not limited to,
uninsursbles, with the¢ financing broadly based and
equitably Jdistributed (including potential subsidies.
where privaste éovetage is not avsilable);

. . N “a .

4)  technicsl ‘sssistance programs to facilitate access to
the wost sffordable heslth insuzsnce for inddvidusls and
small edwployers; administration could be a cowbinstion .

v of federsl, arlate, insurer, or business community. . :

" 'responsibility; - - -

‘e
ay

S) an incowe~-related voucher for the purchase of insurance

agsinst cstastrophically high heslth care costs;

o
¥~

I
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Policy options oriented towazd the public sector shyyla also
be considered:

1) Guarantees for lowys ohtajned te pay catastrophit Amaich
care costs above y threshold that ig gelative vy income;

2) Medicaid restrucryre:

a) separation of welfare ¢ligihilicy and rediwvaiAd
eligibilivy to enconrage statesg tu cover Ly
medically ingigent ip the shage germ;

b) mandatory state provision of A Mediczid wwy¥iealiy
needy progysts with grester state flexibfiity
concerning coverage and eliqinijpsty,

c) wandatory unitomm fncowe thrasnold levely Yot
Mediceid eligibiliey,

d) catastrophic Qcovarage for Medicssd eligsblen,

e) Mediceid expantaion to include AFUC famfljwy vhage
both psrents Aze fn the tamily vnit.

3) an incowme-releted huy~fin program where low fovutsy
persons without eaplayer coverage and wot elfyible for
Medicaid cen buy into state risk pools or the Mwdlaaia

program;

T
TR
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4) - establishﬁcnt of a separate catastrophic expense fund to
be used for catastrophic expenses above some percentage

of adjusted gross income of an individual or family.

C. Catastrophic' long~term health care expenses for all

persons:

Pzoblem: The vast majority of Americans are not protected
fzom catastrophic expenses associated with long terxm care.
Percons og a}llfges remain at risk for expenses resulting
from three types of long-term care Services; skilled nursing
care, intermediate care, and custodial care. Insurance -
mechanisms have been developed and are becoming more
available to cover the expenses of skilled care. However,
insurance products to cover the expenses of intermediate and
custodial care, though now being developed, are much less
available. This is due to a combination of lack of consumer
awareness of risk, confusion over what Medicare covers, lack
of employer interest in adding group benefits, actuarijal
uncertainties, and the availability of what some may view to

be “free" Medicaid coverage.

Objective: The ‘objective in developing a coordinated public
and private sector approach is to extend and improve coverage

against the expenses of long term care by:

ERIC
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1) encourcging individuals and employers to make provisicas
for long-~term caxe ncod; through savings, vrivote insurance,
and exploye® beneflls programs to the extent possible,
permitted by their income, 2) providing access to needed
long term care when: individual resources are inadaquate, and
3) establishing a moce humane and xational alternative to the
current application of eligibility requirements in the
Medicaid program (i.e., spend-down or transfer of assets),
The system of public snd private coverage should be oriented
toward patient need. It should include the potential for a
troad range of facility-~ and conn;nity—based sexvices based

on patient requirements.’

0f special concern to the Comnittee is that ‘basic family
values should be retained and fosteral in addressing the
long~term care needs of the elderly and the disabled. Stated
more affirmatively, family responsibility and participation
‘hould be encouraged, with existing disincentives eliminated
and incentives created to achieve Sncreased family

.involvement.

Discussion: The Committee is sympathetic with the oft-
repeated views presented to it that economic ruin frequently .
attends long~term stays in nursing homes. The problem is

extremely complex and involves consideration of various

ERIC

Aruitoxt provided by Eic:
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jlevels of care, such as sk}lied nursing services,
jntermediate care, and custodial care. The Committee
pelieves that different approaches na} be desirable in
sddressing these needs, but in all cases, programs intending
to provide for skilled health care needs should be separated

from progrems providing custodial needs.

while persons of all ages are at risk for catastrophic
expenses for long-term care, the elderly are particularly
eulperable. The present limitations of Medicare coverage

must be examined as a first priority concerning long tern

..care for the elderly. deneficiary confusion teg&tding

coverage must be dispelled. Medicare coverage expansion
should be pursued to the extent feasible. Expanded Medigap
coverage ;should also be encouraged and should offer readily
-vailublo options beyond the limitations uf Modicare
coverages The insurance industry does cn:tently pzovxde

broader coverage svailable in non-~Medigap policies.

The disparate Medicaid poiiciqs of the various states
warrant special examination, including?ilétov-cnts in .-
di!?ﬁ!ﬁjﬁth¢7cntogo:£c&lly'ncody'iib~¥ﬁimiié1ciii§3iﬁaiﬁdnt
as affected by varying spend-down policies. Iwprovements in
the ﬂcélclid programs discussed in the previous section are

applicable to the discussion here of long-term care,

¥53
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The following options deserve carefu] consideration:

1)

2)

3)

4)

5)

Stimulate private and public sectox proyrams to:

a) educate the public about the need for and the
various kinds of long-term care protection,

b) ensure that state and locsl govermments asause a
greater rcle in public education vegqarding Jlowg~

tewm care coverage snd protectfon;

encourage expanded availability of private insurapce for
long-tern skilled-vursing secvices and intermediate care

services; .

promote tax-preferential IwA or acher savings
arrangements to stimulate the puxchase f long-teswm Qare

insurance to the greatest extent possible;

improve data on costs and utilizacfon ot long tegm.care

services;

encourage practicsl research and Aemonstration proyects
regarding alternatives for prt;viding long texm care and
for ways of di'stinqnhhtng levela of long term care
need, including different appreoaches to fPayment, for

example, encouragement of alternatives that combine



6)

7)
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financing and delivery, such as sotisl HMOs, life care

centers, etc. 4

‘emove impediments to i-ployo:s for providing long-term

csre insurance, e.§., DEPRA; snd

clerify the appropriate scope of “skilled pursing -
services® and "howe health services™ ynder Medicare to
{nclude a brosder range of nursing snd other health

wervices.
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BASIC PREMCIPLES POR POLICY PORMOCATION

The following sce a set of ten bysic principles which -
represent the thoughts of committes mewhAra coveeinisg . . ..
appros-tes £or Aealing with tha probley of cetswtrophic .
sedica. expenses swong all Mericans. Mese privciples dgo .-
sot imply a particuler solution to thy oeerall probles but
sxe me:ot insteaad to: sezve as guiding thames . for evaluation
of aifi::ent policy options by the Sevvatary, . . ..

EE I SO . . . " Lt Tl

1. AS +red Poblic/Privete Sactor Responsibility:
Responsibilicy tor catastrophic fatarapce wust be shyred
between the public evd private syctors. Even i£f a
strong private approsch is preferrad, the public secter
aust play sn ispostant role in svimglating and -
ovezsesing these activitias., Thix should be . -
actomplistied primarilLy through fntantives rather .thsn -
mandates., Iocantives affer move -tlexivility and the
potential ¥or .innovstive action, lnstesd of rigia =
prescription of.'solutions. Governaent should noe. . .
attempt to linit the design of byalth benefit plans but
should monjtor the warketplace awd sssure conhsumer

Ly -

protection,

2. The lasurasce Approach: . -

Preferred solutions to the problen of castastrophic
medical  expenses -~ vhether they tasult from acdte care
or long-terw tliness ~~ rest with jwproved insugance.
Spreading the risk of enormous sedicsl expenditucss -
across the populacion will ease the current burden on
the smaller number of Americaos who wov struggle under
the weight of catgstrophic expenyas, or who forego ..
essentisl ‘cera. h% : : S S
Any risk pool, to be workable, suat be large and should
not permit individusls to "fall through the ctAcks,v -
3. Catastrophic vs. Besic Benetica: T
Catastroplifc coversge ‘should ba-vieved us an enhepcenent
rather then.a replecament .for adequste basic protection
againd€ "the costs of illness and - injucy. Cace pust be

taken to evolid uncessarily xestricging the risk pool,
lest costs becéwe prohibitively hign, Lo :

156
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Desiqn of Viable Solutions:
Covarage sgainst catastrophic expassey fas thy antire
tion s not: susceptible to one viaptv solation. A
coabinstion of actions will be neaded a1l of vhich,
raken together, offer a reasonsbla solutidv.
Ylexibility and diversity should ha eucoasyged. . . )
Golutions should be targeted to thase hok prevwatly :
protacted. Limited government funds shoqld be focused

. ou the needs of low-inccae individnaly. fv publicly

suppotted programs, -individuals shanld cAAfxibute .£0
theit care according to their financfsl rasources and
sbility to pay. s o . oo A

fucyeased and Secure Funding:

Wharaver the specific public and peivste Adctor rales ir
developing approaches, additionsl tande will Dy deaded
to finance the cost .of catastropbit foverAde. It Apread
scruvs &-large population, camprebamsive catasyrophic
coverage is:certainly affordable. :Mought masc be gqiven
tu Long’térm security of funding ‘wousces “ien chenging
cutrent pregrass Or developing nev PROgLWAS | .

Cusy_Management/Otilizstion Contyol

. : . n N
Crivical to effective financing iy the prawiaide of °
services within the ‘most cost-effectice yhvizdrwent
congistent with quality csre. Mechanidmy to Acbiwve
fbese goals, including case managewent spy utitizstion
congrol, should be considered and vtilizey. aA S
aAppropriate, as part of any overall (ehevy. fihecher. |
jwpfemented by-payers, ‘pagrticipanty in Sy .dellivery -
systen itself, or exteraal mgencies, there muat be.
agsyrances that services are being Selivgveg in she .,
setcing most efficiently gesred to_the ngwds af
fndfviduasl’ patients. - - - Tm—TT

ER K - v

Guaggntes Quality écév!ceu

An ¢wsential part of any systea aFould 4riclude -
goaggntees of quality:services, sith pargjcislar amphasis
on pétisnt: protection.and rights. . Prefaggbly this . .
Quality sssurance system.should asphysiza a wininag
goveyument role. This can be done rhrangh wvaraight
p:oq:-u that sppropriately involee sll iptervatad
paxties.

.2
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Sapport_the laformyl Care Metwosk:

All insuyivy machsyisms should be suppoteive &£, snd not
acpatitavy for, informal networks of cate v~ mafch
qtilise the family, (This particularly spylias ve long~
term'care) . Specitic effortf should ba wyde £v \aaure
that the jsfoTasl wetwork meintain its efrylity wnd
viabigtity posaibly through direct incentives. | suy
tinancing crrangeswnt should create only s yAfew
Aasigned tu 4eal with those individuals nv longer
cApabie vl being Bendled by the informal peteask.,

Plexibilivy/Canputttion/Individaal Cholces

Qansiderybly tiexibility wust be allowed fy tafwy of

. Ansurance mechapisys, the substitutsbilicy ot pevatics

within Dewic packsyas, 2nd che enhsncementy Avafisble to
individuyls ahove Yase coversge.  The privete Sector -
RSt De yllowad ‘to compete within broad psrwmatery above
the bsse, PFreaadow of individual choice puyt Re
preserved.,

fducatiop snd ConsuAer Awarenesas:

A1l sppruschea for Aesling with the probiey ot
cacastrophic aedical expenses must vecogniye the.
isporzavce of sap educated public. It {2 eyventfyl that
consuwc:z swataness Qf available insurance vovassye be
promoted, and that Ajtuations which are nor cAvered by
cogrent heslth insyrance programs, both public 03
private, be clarifiad. This responsibilicy showly de
snhared by private {nsurers, govermment and enploywrz.

PV
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Item 2

Mrs. Rosalie Platt
Port Smith, ark.

Thank you, Aepstor Pryor, .for the opportunity tv b4 preswns
for such an inforastional, interesting, fsctual Aenavy RAAFIHR.
I commend you fof your concern and interest in the nesda of
"Older Americans*{

[

Dr. James A, Mitchell
Little Rock, Ark.

I liked the plun presented by the repressntative of AABY,
It's a good start! I appreciate being part of the groud farviisg
on a very worthwhile hearing about A very lwportant sybhlese,

Thank you, DAvid Pryor, for your genuine intagest n
us;though "0}a" #e-like to be contributors in a pasivive sayl

Leah Leonard
Little Rock, Ark.

1. All sldasrly persons, excedt those of unlimsivey
resources, need Aa affordable long term insursnet PorLey,
including payment for Hedicare.. )

2. .Perbaps ane of the most universal desires of tha ayyedly
1z not to ouglive their resources., An affordabla reliabla fong
term care pPollcy mould go a long way toward solving vhat problaa
or relieving that fear. - .

3. Policiet should be understandable.

h, Something should be done ta protect the alderly Lrow

fraudulent insurafice agents.

Sam M. Taylor
Mausrield, Ark.

There 18 a Qafinite need for soma kind of help fuvr thade
persons experilencting catastrophic health problema.
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R, Braps
f4ctle Rock, Ark,

Me rvacarves have not kept up with fpw eApgctations of the
PIbLLC for Qalivery of gersatric bealth Adgyioas,

S P tutlans nuat be triweeq to "pwalisgic® (financial
203 aedivsl) torm. : ’ ‘ .

2, Beadpruws must be bovter managed phan {they were up to
DoV, . Furting wort 40 will not pryvent fatywe Rppkruptey unless
vbe agaveny 18 chnged. Cuy adminiatrative woads first. Health
cvr: Wle £revive costa expanded more thgy A1) others in the
pes yars, e .

3, Ve Arw enduring the problems of a-'matfonal-health
system? wd sovwiving hone of the henafits whiAp the nationalised
byalth cadd gywten could give us now and fuv the future.

P sPulndebration's proposed "gdgltidgel charge for
®ll...¥ W4 forhing beyond s fair baginnivg, A jot more 1s neaded
vithouy inflavionasy effects, Intlation 3% the wost pernicioue
stt of govesrmgwenta,

Toshk gou taf your concern,

Elizabeth €, Wyodmiy
¥. Livvla Rock, Ar¥.

Just about angt has been sald nere YodAg, Ve need a progranm
Vhereby ma will be able to provide ocurselvaA protection against a
catasvrophic L1llness or nursing hoge expemass,

BQAth Y. MeConl
Bauxite, Ark,

1, fve Wnforvation requasted on govatsgest forms is not
YhAt thag need £0 khom or 1s lacking.

2. Reslianos Are receiving espensive, ymmsaded medicationa.

3. Dootars (some of them) cowing to A vursing home, do not
Aee patlany or douk At patient’s chert and gev vacord the visit-
#Ag wade, (Haee wedn this pecently)

4. PResldenvs have too 1dttle room to five ar exist maybe.

3. Vorkaes bave 11ttle or ng trsining wud 1 found
Adpinlatrsbora wontad UG tasching or learning.

6. When Javseteice qirector veads to groud, all workers
f4gn "1 cowpleted anoh and euch dp-servica vraining®. No
pt‘oufi:advr.»wovcun snd no demoustration of pdicedure has been
fogpleted,

7. ¥ood 4p barely palstable, Special gleds are non-
agistant, :

8.  Healdenva trested with little op Ny btefpect.

I wn An BY (fepired). I have vorked in 2 nyvrsing h
for 3 years ay Alagynger unit of MRDS. v § hones and

1 60;.)~ )

Ko
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Mra. Lovtadne Braughtor, RN
Bentanyilla, ark.

1 vtk for.a Home Health Sgencg suy Aeé numervus cases dally
13 Wiol there 18 & medfvel need buf duw to the iusdequacy of the
¥udlaare gR1delines we are ansble t4 csve fap these people,

Pasy Ald people have cheonic Qhddesves, such ss Alzheimers,
COMd. YheAe pwople need’y qAfvwin Agouut of medicsl atfention
byt xs;v'-ﬂw Home Health gRAdelinRA these Pacple sre Aat
covepdd, . . . ‘ . .

fagy Ald people are ke Yo R0 out varg much-but being
bDowehAvvy A2 also another tondivlon for belng seen by honme
hesltf, 3R/ tbere are peopla nbv §o Aeed the medicsl attention
vut AAcssA fhey do not £it Ahe boaAPoupd requisesent wa cannot
take Adry AL them. _ .

Anvravanous antiblavivt are 31AC suvther item that 1s not
LOVEPAA UhQag Wedicare. CvhaAduently, vbe patient bas to either
remAn Dushitslized for thy period Af tberapy (which can be as
mich A2 B vaeks), thereby voating tha government a lot more
Pontya ov they bave to pay Tof vhe therspy themselves, which, in
post QAges AR vot affordable £0 then.

2% ¢y «fry sad to thinsk 4hst pASple work and pay taxes for
S0 WAN® Ywirs snd then nfhes they retire vbelr medicsl toversge 1s
f0 LIALfed ANd not enough to Aeet thair uvesas.

Nn ownbound this, magy deivsve Angvrsnce policies reduce
thelr pegytits slter age 65. 80 evan Af the slderly could sfford
a suplewwnt pollcy thelr covApage 1A afill limited,

ntursnce poldciws w411 ohly psy for shat Medlcare
normlly payA for so that stlll lesvee & big gap for vhe elderly.

Vhere are the slderly bty furs tor Delp?

a0 ad better dle by vhe age of A5 or ¢ » you become
finghriAsLy Arsined 1f 3ou gt sickl

Nrs, Nafg lotdse T. Davia
N, Littde RQQK’ Ark.

Thig waa 2 fantastla weeting, So meny polnta were brought
out vhat ve nead so very such ANd dedinra so very much,

Rex ¥, Apsrp
Van Juren, Ark,

AnArioan bealth coat iy ﬁnah to0 Costly. A few days in
hospital wan cost thousands of Aollata. Aquicn 18 sn,y2n1y 4
naLion Op sartp that bases health care on sbllity fo pay and
ri1LA0A b American ara denled proder nealth cara.

1 personally belleve that the Anericsn health fndustry is
FObYINR vy taxpayers and pstients Y1ind causing Medicare to keep
redutlngd vheir beneflts to WhAAcare patients. My wife has had
:;::s:ﬂ ‘;:::J:;“;‘:’,'“..“"{&’2;“ \vith’vhs worry about her I

sing etive 2av s for her
"o’V‘ggg’V"g '"g med%cgtzon. ng r doctors and
¥& Rengtor, ope You c¢sh Aolve our health care
Problamd byt untli the outragacus reaa dewanded from e
proteafioy 1A reduced, 1 hvszhno buba. vhe medical
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Yea, £, J. Spitzberg
Uittle Roeck, Ark.

Wpen 1t only cost $170 for a Aay at Little Rock boapital,
vhY sust sou pay the lat $492 or Arpogaan? .

Joha L. Qoodwin
North Little Rock, Ark.

Deway Landtrip's comments vare woat conatructive, We need
t0 do something; not just talk adagy 4.

Tany Bare
Pae Bluff, Ark.

Bedng of sound mind and phaasesll sble o wopk § full tiwe
40P 304 Arsv a weekly paycheck, X gsh undwratany tpe hardships
that the elderly go through when Cbwy Ary hospitalised for a long
bariod of vime. But to be howa, houyd mivh alcknens tha costs can
24 ypbearsble. Also, the goverfsdut neess to understand the
Atustion from a business standpafut, Ly's harq fo vell ftems
far leas vhan what 1t cost the AuppAAf s0d szsy 4n Wainess.
Ateps anculdq be taken to help the wldapty of thia gountry.

Mrg 3aith, AR

.. 2o basndle the situation: o
2, Ve myst separate Medicare agsiy {and 3acssl Segurity) trom
£ne genersl operating budget and put Ac under 1t oW¥n asvegory.
2, 3trip Madicare of all the agvranacuy hrograns that have been
Atvached vo it, and Social Secursivy, aud Xeep 1t sy aMALgal |
Assiatance to people over 65.. ALl Alge balongs, gy A geuneral
:pugacion. in the general welfary hrdget, Junt ss »olice, the
ey, ote,
3, 3tudy how Europe bandles thiy, fpst 1a go0d, vhat 13 bad,
vt 1iwita are imposed? Then wy tanld haee an ewpirdizal
framawork from which to work. Twank you.
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Page 2

Nelanie C. Hart
Littlv ﬁm. Mln

It I bad an opportunity to vestify before the U,S. Senate
Specia) Cowwittea ou Aging on “Eealth Csite for Older Americans;
Against Cgtastropbic Losa®™ in Little Rock on Auguat 28,

Insuring
“1986, 1 would hawe waid:

1. Please give s some plsn to control exceptionslly high -
charget by bospitals, nursing howes, and doctor's fees ao that
peaople mith mowe asseta, Medicare and prodably aome additional
insursnce, could esiat for a longer timg without using up all
they bave iu a faw yeara or months. :

2. A dlan that wmould help people stay in their homes, with some
outside help, would be more comfortahle rtor the patient, snd save
averyone A& lot of woney. The tax incenvlves which have been i
proposed for eldarly depandents in the home would dbe s help.
Also, day csre and viaiting narsing cAre that would be at least
partly finsuced hy something. ' :

- T am pot someous who expacts complete Government help, but
only welfaf from ugreasonable high charges, and assistance in -
helping select insurance additions to Mgdlcare that would f1i1l in
the gspa not covered.

louis ¥. Aart
little Rock, Ark.

We need informetion on where to obvsin coverage that
Nedicsre Aoes not cover, )

We meed to knov Af jou are trying tvov take care of someone at
home snd have to have help, ia this paid tor?

8120, 1if s parson has to go ‘to a Avraing home and needs
cuatodial or complete cara, is this paild ftor under Nedicare? If
not, what type of policy would a peraon need.

I am asking these questions becauae ! am 80 years old and my
vife 18 75. \

Marilyn Ramsey, R.N.
Rogera, Arkansas

“1 thirk the aystem needs to be changed to help people cver
65 nore especially with chronic illnesy and more help for the
family so they wonh't be a patient thewselves.”

O
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