NATIONAL
GOVERNORS
ASSQUIATION

E - "X Bob Mifler Rornznd 4 &héw;cfa
gh{}»\‘ viovernor of Necads Sracutive Dirvaves
Lhatrenas
: Hili of 1he Nesns

Laworpr V. Vainovizh <=4 North Capitod Srrec

Gavernoe of Dhis Washinpren. D0, oM. 1850
i Viee Chairman Tedepimine {2021 dla. 53010
- vy SN I S
A5 D X Ty
: - ,.I,T‘: Fong \ h-
April 14, 1997 3 )
Lepnad b
‘The Honorable William §. Clinton —
The White House ) s
Washingion, DC 20500 TSagedol .

Dear Mr. President; ‘ .
E .

As budger discussions continue to move forward, we wanted 1o reitergle our concems regarding the
role of Medicaid in a deficit reduction package. No single decision made in the context of balancing
the budget will be of greater importance 1o states than the treatment of the Medicaid program. For
that reason, we believe that it is eritical that the concerns we raise on behalf of the National
Governors' Association be addressed successfully as negotiations continue.  Our most vital conterns
relate o the level of Medicaid savings targewed in a deficiy reduction package, the per capita cap, and
the disproportionate share hospital {DSH) program.

As set forth in NGA testimony before the Senate Finance Committee and the House Commerce
Commitiee on March 11, the Governors strongly believe that the overall level of Medicaid savings
included in any deficit reduction package should reflect the contribution the program already has
made o deficit reduction. Despite limited flexibility in the program, Governors have been able to
significantly restrain Medicald spending in recent vears, In recognition of this svccess. the
Congressional Budget Office lowered its baseline projections of future growrh in Medicaid spending
by alrost 386 billion in February,

This 386 billion makes 3 significant contnibution to defiell reduction. Actardingly, any additional
Medicaid savings included in 2 balanced budget package should be kept w0 a minimum, Governors
belicve that with the additional program flexibility we outlined in our testimony, another $8 billion in
Medicaid zavings can be produced between mow and 2002, Anached you will {ind 2 detailed
deseription of our savings recommendations. Actual staie experiences in implementation could well
yiekd levels of savings beyond our conservative estimate.
} :

I order to ensure that recipienss retain access to high quality health care, Governors believe overall
levels of additional Medicaid savings shouid be kept at 38 billien. Furthermeore, the method adopted
for achieving Medicaid savings is of primary importance 10 Governors. We adamamly oppose a cap
on federal Medicaid spending in any form. Unilateral caps in federal Medicaid spending will result in
cost shifis to states, enabling the federal government to balance its budget at the expense of the states,

Under a cap, once the federal spending obligation is fulfilled, states would become solely responsible
for meeting uncontrollable program cost increases, siemming frotm things such as new drug
weatments, tawsuits, and disasters. In confronting this cost shift, states would be presented with
several bad alternatives, States would have to choose between cutting back on payment rates to
providers, eliminating optional benefits provided to recipients, ending coverage for opional
bezzie.fiééazias, or coming up with gdditional state funds o absorb 100 percent of the cost of services,
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Rather than make the tough choices on budget priorities, the fadera]l government is puiting states ih
the position of having to make 21 impossible decision. No option would be painless. If wares chose
to address shorrfalls by significantly cutting provider reimbursernent rates. these who aceded healidy
edre the most could find it difficult w access care. Medicaid options could not be easily eliminaed.
because they make up an important core of the program. More than two-thirds of Medicaid spending
goes toward the elderly and people with disabilities. So-alled optional eligibility categories includge
the frail elderly in nursing homes and pregnant women and children. The largest optional benefit in
many states is coverage for critical preseription drug services. In the end., states could find that they

have no chojes but to raise taxes or cut ether important spending prorites, such as education.
]
1

The federal government will spend aimost §7 billion on the Medicaid prescription drug benefit in
1998, Shifting costs w states-through a2 per capita cap in order to achieve §7 billion in savings
essentially forges states o confrom choices such as discontinuing & vitally important benefit that is
currently provided to 24 million Amernicans.

The Medicaid proposals that have been set forth so far have included significant ewts in the DSH
program in addition 1o the federal savings that would be realized through a per copita cap. Governors
beligve that $8 billion in additional savings on top of the $86 billion already produced is 5 reasonable
savings target for Medicaid. Accordingly. we would oppose the high levels of DSH savings included
in the budger proposals on the 1able. It is alse important that DSH not be considered 2 potential
source of savings isolated from the rest of Medicaid: DSH funds are an important pan of sitewide
systems of health care access for the uninsured.  All Medicald savings proposals will be evaluaed on
the basts of their inpact On the program as 8 whule,

Furthermore, DSH funds must continug (o be distributed through swtes and not directly to providers.
This will ensure that DSH doliars are used in ways that complement other federal and state sources of
health care funding. Maimaining the state role in the distribution of DSH will ensure effeciive
coordination with the s1ae’s overall health infrastruciure.

Governors place the highest priogity on the successful resclution of the concerns we have raised. We
would welcome the opporunity o work with you as Medicaid issues are sddressed in the context of
developing a balanced budget package. and we would be happy te provide you with any additional
information you may require.  Because swtes admanister the program and provide on average 43
percent of s funding. Governors must be invelved in any budger negatiations related to the future of
Medicaid,

Sincerely,

¢ -
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Cost Saving Strategies as Alternatives
to Any Medicaid Cap
*' March 1997

Background, In the late 1980s and sarly 1990s, Medicaid spending was increasing at average
annual rates in excess of 20 percent, These growth rates were unsustainable. Medicaid costs
were making It difficult 1o support other important staie priorities. To address financial pressures
and 1o develop a more quality-oticnted system, Goverters began to transform stare Medicaid
systems from their historical rele as claims processors and bill payers to mere sophisticated value
purchasers of quality health care services.

This wansformation is producing results. {overmnors have been gble to significantly restrain
spending despite limited flexibility in the program. Medicaid spending has grown ot an average
rate of legs than 4 percent over the fast iwo yoars. In February 1997, the Congressional Budget
Office Jowered its baseline projections of future growth in Medicaid spending by almost $86
billinn, reflecting the successes s1ates have achieved in controlling costs. This $8& billion makes
a significant conribution toward «ffarts (o balance the federal budget, and follows a similar CBO
revision in Decemnber 1935 that yielded $31 billion in Medicsid savings,

Last year, Congress initially considered Medicaid refarm proposals prodecing $185 billion in
Medicaid savings over seven years. By the end of the debate, Congress supponed » package
including Medicaid savings of $85 billion, Throughout last year's reform discussions, the
President supported a reform package that would have achizved 354 billion in Medicaid savings.

With the savings aiready produced and recognized by CBO, Medicaid's contribution of $86
hillien toward deficit reduction this year 15 well within the parameters of last year's debate, In
fact, when you combine the two baseline recalculations tmade by CBO within the last 18 months,
Medicaid savings have already contributed 5117 billion in deficit reduction, exceeding the
targets of both Congress and the Administration at the end of las1 year’s Medizaid dehute.
Recornmended Funding Level. Given this coruribution, Governors believe that additionsl
Medicaid savings included in any deficls reduction package developed by Congress and the
Administration should be kept to a minimum. With state program transformations reflected in the
new CBO baseline. there is less room in the program from which 10 squeeze addivional savings
without having a detrimental effest on the number of people served by the program or the rangs
of benefits they receive, '

However, Governors do believe that fimited Medicaid savings on top of the $86 billion already
achigved are possible. The same pursuit of administrative simplification, innovation and gocd
management that produced the extraordinary Jow Medicaid growth rates of recent years will

continus 10 ESHAin unnecessary program spending.
}
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- We balieve thar with the additional fiexibitity outlined below, states can produce $8 billien in
scorable Medicaid savings between now and 2002, As has been the case in the past, although the
scorable savings may be in the range of 33 hillion, our ability to actually achieve savings could
exceed CRO's axpectations with this enhanesd flexibility. Governars would not supporta
savings warget and policy changes based purely on the budgetary process. Instead, the flexibility
provided through programmartic reforms should determine the leve] of savings targeted.

Recommended Savings Strategy. Governors adamantiy oppose a cap on federal Medicaid
spending in any form. It seems 1o us particularly unnecessary 10 experiment with a fundamental
transformation of a program on which the federal government will spend half a willion dollars
over the next five years (o order (o achieve the $8 billion in additional savings Govemars

consider reasopabie.

H
i

Unilateral caps in federsl Medicaid spending will result in cost shifts 1o states. The feders]
hudget must not be balanced at the expense of states. Under a cap, once the federal spendiag
obligation is fulfilled, stares would have to choose between cutting back on payrent rates,
optional benefits provided 10 recipients, ending coverage for optional beneficiaries, o7 coming up
.with additional state funds to absorb 100 percent of the cost of services,

Governors believe that thers are better ways to achieve Medicaid savings in the range of an
additional $8 billion by 2002, The Medicaid Task Force of the National Governors® Association
has developed an alternative sirategy w realize these savings. Govemors would wekome the
opportunity to work with Congress and the Adinistration o explore & number of options which
when combined would produce significant budgetary savings.

The following reform possibilines provide Congress and the Administration with concrete
alternatives 16 pragram caps. Federal legislative or administrative action would be necessary for
the changes set forth below to be implemented. The specific barriers that currently prohibit siate
irmplementation are identified in boldfare following each description,

i Managed care reforms ,

[y

1. Managed care. Repeat of the waiver requirement for mandatory managed care will
facilitate funther development of the Medicaid managed care market. As the Medicaid markets
mature, competition between managed care entities will enable states 1o negotiate even more
favorable rates. — 196a)(23) ;

Savings iaizribuiabie_ to managed care should be caiculated using three separate assumptions.
First, that managed care enrollment is mandatory, Second, that mandatory enrollment would be
triggered if volumary enrollment doss not rearh a targeted fevel, Third, that. managed care
envoliment is voluntary. .

i “ " _;
States have already achieved significant savings through Medicaid managed care. For example,
Michigan will save $120 million in Medicaid costs through managed care in 1998, about 2.5% of
the stare’s total program budger. Missouri's managed care program will have saved $50 million
through 1997 compared (o fee for service costs
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Managed care does not simply produce a one time savings bonus for stazes. Between 1990 and
1995, Wisconsin has saved more than $100 miflion as a result of meanaged care. Through

competitive bidding, Florida's newest round of managed care contracts include capiration rates
betwesn §7 and 92 percent of fee for service rawes. Previous contracts included rates at 95% of

fae for servige,

With the development of models to accomumodate special population nesds, Medicald managed
care will increasingly penetrate the mors complicated and costly segments of the caseload « the
elderly and disabled,

2. Maraged carg for the duatly eligible. The dually eligible population, which currently -
numbers & million, would be entofled in managed care, creating s more Strearndined, cost-
effective system of health care delivery for those elderly and disabled individuals who receive 2
complete, but uncoordinated, package of benefits from both Medicaid and Medicare. Managed
care will produce savings for both programs, while creating a more oser-friendly health care
experience for recipients. — 1902 (a}23) and 1802

As above. savings attributable 1o enrolling the dually eligible in managed care shouid be
calculated using three separate assumptions. First, that managed care enroliment is mandatory,
Second. that mandarory enrollmant would be triggered if voluntary enrollment does notreach a
rargeted level. Third, that managed care enrolimeant is voluntary.

Utah has conducted s veluntary managed care program for the dually eligible, vperating within

“existing federal limitations, and has seen a reduction in costs for services of approximataly 10
percent for the population enrotled in managed care. Minnesota's managed care program for the
dually eligible has produced z § percent reduciion compared to fee for service costs,

3. Provider selecrivity. To glarify that there is no de facto entitlemnent for providets ©
participate in the Medicaid program in the fee for service environment, HCFA should suppont
states in their efforts 1 comract with a Hnoted number of faciities so they ¢an negotiate better
rates. For examgple, Medicatd recipients could be diracted to two out of four hospitals in a city
for servicas, or 10 a particular source 1o have prescriptions filled. Texas and Washingson each
have achieved 2 parcent savings in thelr hospital yeimbursement rates through selective
contracting. - 1902(a}23;

Reimbyrsernent reforms

i

4, Reimtbursement rates for QMBs and the dunlly eligible. Recent judicial interpretations
have begun to force states to reimburse providers at Medicare rates for services provided to these
populations. Medicaid rates, which are on average significantly Jower than Medicare rates,
sheuld be sufficient to discharge state obligations until the federal governrent assumes full
responsibility for the cost-sharing obligations associated with QMEs and until 2 more imegrated
system is developed to serve the dually eligible. Michigan estimates that permitting the state to
limit reimbursement rates (o Medicaid levels for these populations would save $85% million per
year in Michigan alone. Florida had to include $87 mullion in its 1997-1968 budget following 2
Uit requining the state 1o use Medicare rather than Medicaid reimbursement rates. Alabama has
seen 115 costs increass approximately $30 million per year following its logs in the defining case
on this issue, Haynes Ambulance Service, ine., ¢t 6. v Srare of Alabama, et al. = For definition
of Medicare cast sharing, see 1905{p}K3)

H
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5. Boren repeal. States and HCFA agree that reimbursement rates for institmional care will
be significantly moderated wihen the Boren amendment is repealed. The American Public
Welfare Association has developed a model projecting federal savings through Boren repeal
ranging from s conservative estimare of $6 billion to as much as §8 bitlion over four vears in
nursing facility costs and additiona! savings ranging between 34 billion and $10 bilbonin
hospital costs. ~ 1902(a}{13}(A) '

& Cosr based reimbursemen:. Policies that require states (o reimburse providers such as
fadaral!y qualified heatth ciinics at rates that do not reflect states’ positions as dominant
purchasers in the health care marke: place should be repealed. Wisconsin will save $5 million
annually trough the repeal of FQHC provider protections.

Similarly, Boren-like language that has exposed states o Jawsuits driving up rates for services
including outpatient and horne health care should be repeated. California’s recent loss of a case
on outpatient care rates will cost the state hundreds of millions per year. Ohio cusrently faces a
cost-based reimbursement lawsuit for home heslth services that could cost the siatc between
$100 and $130 million, essentially doubling homne health reimbursement rates. ~

1903(a330)(A) and 1502 {a)(1E)
} : Other reformy

7, ;Cosr sharing. Significant Medicaid savings could be realized through a number of cost
sharing medels. For example. if every Medicaid recipient were responsibic for a sliding scale
pramium that averages $5 monthly, over $2 billion in Medicaid savings would be generated
annually, contributing significantly to efforts to avoid any cap in spending. An even more
fundamental reexamination of family cost-sharing obligations for chtldren with disabilities living
at home or institutions would yield additional savings. Oregon has impiemented a sliding scale
preyrdum for new enrollees in the Oregon Health Plan. with premiums ranging from 56 10 52K per
month. Between December 1593 and January 1997, Oregon has coliected over $7 million in
premiums from its expanded eligibility group of approximately 75.000 househotds. - 1916

;
8, EPSDT, Governors, Congress and the Administration should work togsther w assess the
differsnce in cost between EPSDT and an actuarially based package of benefits comparable ro
those offered by Medicaid’s package of mandatory and optional henefits, — 1908(r), especially
i?ﬁS(r)(SE

5. qud and abuse. Aggressive new state-based strategies 10 prevent Madicaid fraw:i

- should be expanded nationwide as peeded. For example. a Florida fraud redection ininative that
includes a provision requiring durable medical equipment suppliers to purchase surety bonds has
preduced savings between one and 1wo percenc of the stte's total Medicaid budget. Florida's
ron-partisan budget scoring entity predicts additional savings due to fraud reduction of 81
million i 1998 and $111 miilion in 1999, There Is an administrative concern regarding
whether states have adequate :mthemiy to proceed without additions! darification fram

HOFA, .
t . }
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MEMORANDUM TO THE PRESIDENT

b
i

FROM: Chriis Jennings

ce Bruce Reed, Gene Speriing

Y

This memo is In response (o your conversation with Gene on Saturday and our conversation
Sunday regarding fudy Havemann's story in The Washington Post on Medicare premiums. Asg
we discussed, Havemann’s story suggested that the original Medicare premium estimates were
100 low and that the actual increase will be twice as high previously projected (about a dollar a
month). '

Our response {below) has been very well received both with the aging advocacy community and
with our base Demoerats, Perhaps because of our success in obtaining a positive response from

the aging advocacy community, Minority Leader chose not 1o mention the increases in Medicare
premiums in his imtial eritigue of the balanced budget agreement,

Understanding that we should not lake anything for granted, Gene hns suggested we get the aging
advocates (AARP, etc.) 10 go on record by asking for written statements of suppornt for Medicare
provisions. To entice these groups o do this, we are considering designing a Whitc House event
or meeting, perhaps with the Vice President, as early as next week. It is our intention 10 ensure
that these groups formally support the Medicare premiums, savings, and structural reforms, that
we are assuming in the current budget agreement. We anticipate that they may be walling to go
on record on the provisions they support to give themselves the opportunity to highlight
additional provisions that they will not accept but fear that Republicans may (ry and include in
the {tnal agreement.

The following is our response to the enficisms raised in Judy Havemann’s story on Saturday:

While ariginal pre‘limin:iry CBQO projections may have been slightly off, we still estimaie
that the Part B preminm will be only about §1 more in 1998 than under current Jaw. In ;
subscquent years within the S-year Budget Agreement, the annual increase should be no more
than about $2 more per month, As a result, by 2002, we project the promium being
approximately 38 more than it atherwise would have been without the home health reallocation,



.
'
i
!

Regardless of the final projection, the Part B premium will be almaost $20 pey month
less than it would have been i it wag set at the smme 31.5 percent loved that the
President vetoed. The monthly premium under the 1997 Budget Agreement will be
about 369 in 2002, If the policy were a 31.5 pereent promitum instead of 25 percent, the
premium would be about $87. In 2002 alone, this would equate to about $215 a year
more for a single beneficiary, $430 for a couple.

Low-income beneficiary protections are expanded. Unlike the 1995 Budget
Agreement that the President vetoed, which eroded current-law low-income protections,
the 1997 Balanced Budget Agreement invests $1.5 billion to expand premium assistance
to low-income beneficiaries, We believe this commitment will help many of the
estimated 2.3 miilion Medicare bensficiaries’ who have incomes between 125 and 156
percent of poverty-- just above the current eligibility level for Medicare premiom
protection. ' .

Savings from the new premium are sffset by investinents in beneficiary
improvements. The 39 billion In savings that comes from gradually including home
health in the 25 percent premium is virtually identical to the amount of money dedicated
to the invesiment in new benefits. Specifically, the 1997 Balanced Budget Agreement
invests $3-4 billion in new preventive benefits (which will, for example, detect breast and
colon cancer, and cover the management of dizbetes), $4 hillion to limit excessive
hospital oulpatient coinsurance to beneficiaries, and $1.5 billion in premium protections
for low-income Medicare beneficiaries. (This contrasts with the vetoed 19935 halanced
budget agreement, which reinvesied virtually none of its rauch greater beneficiary savings
for benefit enhancements.)

H
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THE WHITE HOUSE
WASHINGTON

MEMORANDUM

February 16, 1997

Interested Parties

FROM: Chris Jennings

Nancy-Ann Min

SUBJECT:  Validation for Home Health Teansfer

Attached please find an op-ed piece from today’s Washington Post that validates our policy to
shift most home bealth expenditures from Part A of Medicare to Part B, The author, Marilyn
Mpoon, 1s sot only a fellow at the Urban Institute, but is also a Trustee of the Medicare trust fund.
Following are some excerpis from the anicle:

“Shifting home health from Part A of Medicare to Part B does not reduce averall

spending. It is nonetheless needed to help delay the exhaustion of Medicare’s Part A trust,
fund, buying enough time to consider what long-term changes make sense for the
Medicare program. No combination of reasonable options for slowing the growth in
spending on the program will achieve the full amount of short-run savings needed to
extend the life of the Part A trust fund for more than a vear or tow, The home-health
shift--or some squivalent policy change--is necessary to supplement other changes.” |

“Indeed, ifg the only allowable sclutions to the trust-fund problem that Medicare faces are
cuts in spending, then we ate in danger of having the cure of *saving’ the trust fund kill
the patient.”

¥

t
“Rather, shifting the home-health benefil-in conjunction with other changes designed to
achieve a reasonable level of savings--can huy time for an orderly consideration of

longer-range solutions to Medicare’s problems,”

i
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MEDICARE TRUST FUND SOLVENCY PROBLEM

Unlike the Republicans, This is Not a Problem Demecrats Just Discovered. The President, his
Administration and the Democrats have been concerned about Medicare trust fund from the beginning.
OBRA 1993 and economic improvements resulting from this legislation have strengthened the trust fund
and pushed out the insolvency date by three years. Furthermore, in the context of broader reforms, the
Administration’s proposal-would have extended the life of the trust fund another 5 years. The
Republicans rejected each and every initiative that would have strengthened the Medicare Trust
Fund. ‘ : \

The Medicare Trust Fund is a Long-Term Problem that Needs to be Addressed. Of course with the
aging of our population, there is a long-term solvency problem for the Medicare trust fund. This is
nothing new, but it needs to be addressed. It needs to be addressed thouphtfully, outside the budgetary
process, and independent of partisan  politics,

1

In Contrast to the Democrats, the Republicans Have Just Discovered this Issue. In the last two ycars,
all the Republicans have done has been (6 oppose our cfforts to improve the Trust Fund, As a matter of
fact, the only proposal they have put fonth {their tax cut for the highest income seniors -~ the top 13
percent} actually exacerbates the problem,

The Republicans are Using the Trust Fund as a Smoke Sereen for Cuts, Let's be clear: Theiwr
proposals have nothing to do with the long~term solvency issue; they do not address the underlying
problems of an aging population. The Republicans want to use the Medicare program as a bank for their
tax cuts for the woalthy and to Fulfill their campaige promises. »

i "

]
When they Finally Put Forth a Detfailed Budget and Commit fo Desling with Medicare In the
Context of Serious Health Care Reform, the President Stands Ready to Work Toward a Real
Solution: Currently, ithc issue of Medicare is only being addressed by Republicans as they face a political
crisis to find funds to pay for large tax cuts for the well-off and fulfill their campaign budget promises.
When Republicans finally put forth a budget that is detailed and makes clear they are not slashing
Medicare to pay for tax cuts, the President stands ready to work with Republicans to address the real
problems facing the Trust Fund and the American people in the health care system. :



REPUBLICAN MEDICARE CUTS - .

Republicans are mxmdmng proposals that would cut Medicare funding by between
$250 billion and $305 billion berween now and 2002. Slashing Medicare at this level b
translates into 20% to 25% cuts in 2002 alone for this program scrvmg QUr MOst vulnerablc
Americans —— ihc clderly and digabled. ~

COERCION iNSTEAB OF CHOICE: Managed care simply cannot'produce anywhere near
the magnitude of Federal savings being suggesied by the Republicans without tuming
Medicare into a fixed voucher prograra., That would put Medicare’s 36 million beneficiaries,
many of whom have pre-existing conditions, into the private insurance market to s?zep for
what they can get. With a fixed and limited voucher, beneficiaries would have to pay far
more o stay in thc current Medicare program if largc savings are to be realized. That's nat
choice, that 18 fmanmal COCICIon,

ADDING TO _%READY HIGH COSTS FOR SENIORS: Today, despite their Medicare
benefits, health care consumes major amounts of older Americans' income. According to the
Urban Institute, tha typical Medicare beneficiaries already. dedicate a staggering 21% (or
325%) of their i z§zc<>mcs to pay for our-of-pocket health care expenditures.

$3,100-$3,7i}6 Out-of-Pocket Payments: If the Republican cuts {3250 billion to
$305 over seven years) are evenly distributed between health care providers and :
beneficiaries, the cuts would add ar additional $815 to $980 in out-of-pocket burdens
to Medicare beneficiaries in 2002. Over the seven vear period, the typical ’i}cﬁcfzczary
would Pay, between $3,100 to $3,700 more. - ' :
Reduce Halr of Social Sccurily COLA The Republicans say :Iiey aren't cutting -
Social Sccunty, but these Medicare cuts are a back-door way of doing just that. By
2002, the typical Medicare bencﬁmary would see 40 to 50 percent of his or her cost—
of-living a&;as?mcm caten up by the increases in Medicare ¢ost sharing and
premiums: In fact, about 2 million Medicare beneficiaries will have all or more than,

all of their COLAs consumed by the Republican beneficiary cost increases, '

; - .

$40-$50 Billion in Cost-Shifting: Assuming the other half of the Republicans’ cuts ;
go to providers, hospitals, physicians and other providers would be targeted with
between a $125 billion to $150 billion cut over seven years. In 2002 alone, a $33
biilion cut in providers would be needed. Even if only one-third of Medicare provider
cuts overall are shifted onto other payers (an assumption consistent with a 1993 CBO.
analysis), businesses and families would be forced to pay a hidden tax of $40 billion |
to $50 billion in increased premiums and health care costs between now and 2002.

Rural and Inner City Hospitals At Risk: Cuts of this magnitude, combined with the
© growing uncompensated care burden (which would be further exacerbated by Medicaid
cuts and increases in the number of uninsured), would place rural and inner-city
providers in jeopardy because they have limited or no ability to shift costs to other
payers, A?s a result, quality and access to needed health care would be threatened.
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MAJOR BURDEN ON RURAL AMERICA
H

THE REALITY OF‘ MEDICARE GROWTH

i
Dcspxtc the current rhetoric, Medicare expenditure growth is comparable to the growth
in private health insurance. :

*

Under Administration estimates, Medicare spending per person is ;amjcczcd to
grow over the next five years at sbout the same rate as private health insurance

) gpendmg Under CBO estimates, Madicare spcndmg per person is projected {o
gmw only about one percentage point faster than private health insurance.

¥

St},- unless Medicare can control costs substantially betier than the private ;
scetor, beneficiaries and providers would be forced to shoulder the burden of
thci huge cuts being proposed by Republicans. - N

i ‘ t

Reducing ?xfiz::dit:azc payments would disproportionately harm rural hospitals, :

Ncari;i 10 million Medicare beneficiarics (25% of the total) tive in rural America’ where

. there 1s often only a single hospital in their county. These rural hospitals tend t0 be small

and scrve large numbers of Medicare paticnts,

Sig,uific:ant cuts in Medicare revenues has great potential to cause a good number of these
hospitals, which already are in financial distress, to close or to tum to local taxpay«:rs to
increase what are already substantial local subsidies. \ .

Rural residents are more likely than urban residents 10 be uninsured, so affsczting‘ the
cffects of Medicare cuts by shifting costs to private payers is more difficult for small rural
hospitals.

Rurs! .hospitais are often the largest employer in thelr communities; closing these hospitals

“will result in job loss and physicians leaving these communities. -

UNDERMINES URBAN SAFETY NET

.

Large reductions in Medicare payments would have a devastating impact on a significant number
of urban safety-net hospitals. These hospitals already are bearing a disproportionate share of the
nation's growing burden of uncompensated care. On average; Medicare accounted for a bigger
share of net operating revenues for these hospitals than did private insurance payers.
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! REPUBLICA?% MEDICAID CUTS

chubllcazas are consﬁmng cutting fcdctai Medicaid fundzng by $160 to more than
$190 hillion bctwwz 1996 and 2002. The Republicans claim that they are not cutting the
‘program, but mmpiy reducing the rate of growth, Yet, these technical number disputes avoid |
the real question: who will be hurt, who will lose coverage and who will lose benefits if $160
to $190 billion are cut from a program that provides critical health care services. 1t also
ignores the fact that 3 10 4 percent of program growth is for the increasing number of people
bemg covered, wlthout which millions more Americans would be uninsured.

L HEAVY BURDEN TO FAMILIES FACING I.,ONGTERM CARE: While most
people think that Medicaid helps only low~income mothers and children, about two-
thirds of Medicaid funds are spent on services for elderly and disabled Americans.
Without Medicaid, working families with a parent.or spouse who need long-term care
would face nurswg home bills that average $38,000 a year,

o %ANAGEI} CARE SAVINGS NOT NEARLY SUFFICIENT: Savings from
managed care cannot produce anywhere near the magnitude of cuts proposed by the
Republicans, Two-thirds of Medicaid funds are spent on the elderly and disabled, and
there is liitle to no evidence that putting them in managed care can produce savings.
And_because the baseline projections already assume that a growing number of
mothers and children on Medicaid will.be in managed care plans, there are hittle
additional savings leff in the semaining one~third of the program.

.. FLEXIBILITY CAN'T MASK DEEP CUTS: Republicans defend these cuts by
saying that what they arc doing is giving added flexibility to states through block
grants. Issues of flexibility can't mask the fnevitable fact that states are being asked o
absorb enormous federal cuts —- forcing them te cut spending for education, law |
enforcement or other priarities — and that's unrealistic. ' :
LIKELY IMPACTS: So let's look at what thesc cuts really mean. Even accounting for some.
managed care savings, they mean decp cuts in eligibility, benefits and payments to doctors,
hospitals, nursing homes and other health care providers. If the Republicans were to cut $160
to $190 billion between 1996 and 2002 and thosc cuts were divided evenly between
climinating eligibility for clderly and disabted beneficiaries, eliminating ciigﬁﬁii%y for
children, cutting services, and cutting provider payments, that wcfuld mean ~ in the year
2602 alope ~- zhati

H

. 57T0 7 MI_I,.{JGN KIDS WwOQULD LOSE COVERAGE; and
. 860,000 TO 1 MILLION ELDERLY AND DISABLED BENEFICIARIES ‘
wWOULD LOSE COVERAGE; and ;
. TENS OF MILLION LOSE BENEFITS: All preventive and diagnostic screening
services for children, home health care and hospice services would be eliminated =
as well as'dental carc if the $190 billion' were cut; and
. OVER TEN BILLION REDUCED TO HEALTH CARE PROVIDERS: Already
low payments to health care providers would be reduced by $10.7 to $12.8 billion.

i
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: MEDICAREJMEDICAID CUTS:.
sugmms PROVIDER AND ADVOCACY GROUPS' RESPONSES

ACturers says:

“*dcross the board Feductions in [Medicare and Medicaid] should be avoided, since they are
likely to amcerbat_f? cost-shifting to the private sector.” (February 11, 1995} '

B

2

“My message 10 yoit as you wrestle with the growing costs of the Medicare program is that
greater use of managed care and aggressive purchasing of care on the part of the
government are more appropriate solutions than massive across—the-board cuts in payments .
te providers, which result in cost shzj“tmg or an invisible tax on companies providing coverage
to employees in :ﬁe private secror.” |} &‘fzzm‘z 21, 1995) N

¢ . : . -}
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"One of every fourfho.\s'pitals in the Unired States is in 'serious tmuble,‘ and with deep
reductions in Medicare growth will be forced to cut serwces or close its doors.” (April 13,
1995} i . :

PThe wag way g’m reform Medicare] is 1o do business as usual, lering short-sighted
political pressures sq;zeeze Medicare spending and weaken a program that needs to remzzw
strong for our mztwns seniors.” (February 8, 1995)

“Sixty—four pm:enr af the electorare believes that if you ran for office saying that you would ”;

not cut social ,s'ecurzty, and if Congress votes this year to cut Medicare then that Member af .
Congress has bmken their campaign promise.” (April 1995 Polling Data Reparr) g

i
{
-
"Medicare was frf;§d}y discussed in the last election; and there was certainly no mandate - |
from the efectoraté to change the system.” {Marr:h 28, 1995) '

o . r - ' '
Medicare cuty would mean that over the next 5 years older Americans would pay at least |
32000 more out af pocket than they would pay under currént law. And over the next seven i
years they would p;zy L3489 more owt of pocket.” (March 6, 1995) <
“.fThe total zzzzmber of Medicaid beneficiaries in need who would lose long—term care’
services...could reac}z L.75 million in the vear 2000.7 (March 6, 1993]

[ ——
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"The facts do not warrant a panic approach or a fundamenial recasting of Medicare. The
trust fund is not about go belly-up; a seven—year window does not merit a panic bution.”

“The levels of the curs in Medicare conremplated by the Senate and House Budget Committees
* will not just devastate the finances of millions of oider citizens, but more importantly, they
will devastate the hopes for a secure and healthy old age for all Americans.© (April 1995}

"We receive hundreds of letters from women who are already forced to chose between paying
Jor food and rent and buving muck needed medicine that is not covered by their Medivare,
Substantial curs in’Medicare will literally take food out of the mouths of these older women.”
(January 10, 1995) .

I

m&mmxﬁn&mm,m

"Srates could mak& these culs in several ways: by razsmg faxes s;xizsramzalh by arcfudmg !
. groups of children from programs or putting them on waiting lists; by reducing benefits or .
the quality of services; or by making low—income families pick up more costs through co~
payments and fees Regardless of which method is chosen, :Ize overall effect would be large.” {
{April 19, 1995)

"Budget cuts of such magnitude fin Medicare and Medicoid] would attack the very fiber of
these programs and, in fact, decimate them, Consequently, the Catholic Health Associarion
believes that Congress should put aside constderation of tax cuts jor now and refocus the
debate on how best to solve the deficir problem.* (March 2, 1995}
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port 27, 1998 MEMORANDUM

To: Kevin Kally
Senator Mikulski's office

From: Jean Heame, CBO
Subject:  Medicaid baseline infermation

e Murray Ross
Robin Rudowilz

The foliowing CBO estimates from our March projection may be helpful in evaluating
SWAP alternatives. The projections do not represent a cost estimate of your plan.
Let me know if there is anything else you might find useful.

{All outlays are for federal fiscal years in billions of doilars.}

Projection year 1997 | 1998 | 1ses| 2000| z2001| 2002
Medicaid spending on :
chilgdren and non 586 546 716 78.0 B7.5 96.6
aged/disabled adults

Federal share for
children and non-

| aged/disabled adults 334 38.8 408 451 48.9 551
Federal share for elderly
and disabled | 67.2 754 838 P24 10181 117
Federal share for OSH
payments 9.4 88 103 10.5 10.8 1.0

| have a preliminary staff estimate through the year 2000 of extending the transition
benefif. This can giva you an idea of the costs involved for that benefit.

2/3
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Federal ant state share of 1987 1998 1989 2000
extending the fransition benefit
(in billions of dollars} B & 1.3 1.5

A fundamental problem you may want o think about with respect to including Medicaid
in SWAP proposals is that under current law Medicaid is essentizlly a state
administered program. States must meet general federal guidalines but undermeath
those guidelines they have a great deal of flexibility in setting eligibility rules and
benefits packages. If the federal government were to pick up a large piece of the
Medicaid program AND administer that piece of the program, it would seem logical that
berefits and sligibility rules would need {0 be standardized. On the other hand, T the
federal government were 1o aliow the stetes 10 continue administering the program
while the federal government pays for ail of the benefils, states would have a sirong
incentive to extend both eligibility and benefits. If your propesal ends up including a

capitated payment with a growth ceiling - as in the CBO Reducing the Deficit book, you
may riot have quite as much of a problem {0 deal with,

Ancther consideration - what to 4o with disproportionate share payments, States report
their share of DSH paymeants to be about 42% of total DSH payments. You can figure
out how much that would be by multiplying the above payments by 42/.68 or 72.

If you have any questions you can give either Robin Rudowiiz or myself a calt at
x52820. f



Medicatd/Child Care Swap

Green Book, Page 800 (FY92)

# of AFDC children receiving Medicaid..... 15.1 million

# of AFDC adults receiving Medicaid. ... 6.9 million |
! :

Green Book, P};lge 802 (FY92)

3 for Medicaid Expenditures for AFDC kids 14.49 million
$ for Medicaid Expenditures for AFDC adults 12.185 million

Green Book. Page 804 (FY92)

i
% Share of Me%ﬂicaid: .
AFDC lads 16%
AFDC adults 13 4%
Guestions:

Assume: 2 year transition of Medicaid and extension of current law {expiring in "08)
1) Pick up adult share only? o *
'2) Pick up kids share only?

3) Pick up § afler current law (ie. for extension only feds will pick up 1ab?)

»

4} Other suggestions:

LI
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REPUBLICANS BREAK CONTRACT:
MEDN ARF‘ U8 FOR SENHORN AND TAX HIKES FOK WORKING l"z’i?&fﬁf IHS
i TG FAY FOR TAX CUTS FOR THE WEALTHY
+
chuﬁbiicm have repeatedlv promised that they could provide a huze wax cut wrgeted
al the wealthy, Lbalance the budget by 2002--a1d mut Butl the ehlesly ui tuisc waey un wurkiuy
farnibies. 'Z'hza_:il budgets show that tiose wezre {alse promises. Republivass have broken thel
centract with histerically severe cuts in Medivare and s hikes for working familics i order
1o finande their wx broak for the wealthy.

i .
REPUBLICANS ARE MAKING THE LARGEST MEDICARE CUT IN HISTORY TO
PAY FOR T}ixm TAX CUT AND CAMPAIGN PROMISES. On April 28, Speaker
{hngrich casd that Medrenre woisld not he 2 rart b the Hephhiean hudpet cits He conld not
have been roore wrong. Meadicare takes the hargest single ¢ut in the Republican budget. By
their accounting. nearly 25 cents out of every dollar that Republicans cut is from Medicare.
The cut 16 ti;im times larger than the largest previovs Medicare cut in history,

THEIR MEDMCARE CUT IS ABOUT PAYING FOR TAX CUTS AND IITTING
ARBITRARY DEFICIYT TARGETS--NOT ABGUT THE ECONOMY OR HEALTH
CARE REFORM. The proposed Medicare cuts of $230 billien to $300 billion are needed
make reom for most--but not all--of 2 $343 villion tax cut that provides a tax break of over
320,000 for the wealthiest 1 percent. Speaker Gingrich and Majority Leader Dole have
rejerted the iwhitﬁ House's call s renomnee tax breaks for the waalthy instead. Speaker
Gingrich calls the Contagt tax cuts his “crown jewel” while Senate Majority Leader Dole
and Senator Gramm have insisted they will make roam for the 1ax cut, However the 1ax culs
arc officislly paid for, the fact remaing tha the entire Medicare cut would be totally
uwngecessiry il Republicans did not sieed to puy Tor their tax Culs,

WHEN 1T COMES TO HEALTH CARE, REFUBLICANS SINCLE OUT SENIORS
FOR PAIN: CUTTING GROWTH PER PERSON IN THEIR MEDICARE BELOW
GROWTHIIN PRIVATE HEALTH CARE, Repubhicans clanm that they are Just slowing

the “exploding” rate of growth in Medicare. In fact the cost per petzon in Medicare 15 about -

+

the same a5 the pnivate seciny, even thongh Medieare deals wah 2 populanian mors prone 1o

‘have health problems. The Republican approach ignores health care costs generally, and

simply cuts :the average growth rae for 2 Medicare renipiem far below that for other

Americans mz on Medivare, Medicare war fesigned 10 providge health insurence for senior

cinzens, >z<;=.f,qm rned 1u1g 0 second-ciass cluzen progrom in ordar 10 mest srbivary
CHMGTR N JIHIsE,

. %
BY 2002, REPUBLICAN CUTS WOULD INCREASE GUT-OF-POCKET COSTS BY

AROUT $900 A YEAR AND DEVASTATE RURAL HOSPITALS. If cuts are distributed
evenly batwesn providars and beneficiaties, they represent abiout a 3900 mcerease m out.of.
packet costs per beneficiary per vear. That iz equivalent 16 ehmmantng 40%-30% of the

Sonal Seranty rostat-lonng allowanres for each Mediwsea benetinary hetwean now and
2802 As rjﬁimb{zzscment rates decline. rnany rural nospitals that rely on Medicars wounld have

1o close down.
¢
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REPUBLICAN MEDICAID CUTS WOLLD DRASTICALLY RAISE LONG.TERM
CARK O8N FOR WORKING FARTLIES, ¥ 1he Republican ruts wera divided evenly
smong eliminsting eligibility for efderiy and disabled beneficiasies, eliminating eligibility for
children, cutting services, and cuning provider payments, they would force states to cut off
coverage for 3 to 7 milllon children and 800,000 to 1 million elderly and disabled
Americans, The Howse wud Senute budgens mclude @ 3160 billion wut 18 Medicard. They
wouhl Lttt growthio 4% por yow--even ough Medicaid's boeBoiary grow s slowc s nealy
tiat high.  As a2 result, miflions of Americass will be cut of f while the costs of lang-term care
drastcally increase, FPweo-thirdy of Medicaud funds are spent an sepvices for elderly and
disabled Americans; without Medicaid, worltng famubBes with a parent or spouse who needs
fongterm care would face nursing home bills averapmg 538,000 per vear,

REFURBLICAN MANAGER CARE PROPOSALX WHLE NOYP P REALR T
SIGNIFICANT SAVINGS UNLESS THEY CUT BENEFITS AND COERCE SENIORS.
There iz o evidence that simply shifting to managed Care can achieve significant savings
among the popolatons thar Medicare and Meadicald overwhelmingly serve.-the elderly and
disabled, Reopubilican voundia proposale would ovospend o younge, boaliidet scuias, while
achieving limited savings only by dramatically raming costs, cutting beacfits, and hmiting
choice for the sentors whe noed Modicere and Modicald most.

WHILE CUTTING TAXES FOR THE WEALTHY, REPUBLICANS ALSO RAISE
TAXES FOR 12 MILLION LOWINCOME WORKKERS AND THEIR FAMILIES BY
RELANHING THE FARNER IRCOME PAX (REDET, “the HUP(T belps famihes move
from weifare to work and makes work pay for hard-weorking, lower-income Americans.
providing a 1ax ¢yt averaging nearly 51,400 per vear for over 11 million workers and their
families sarning up 10 $258,500. Senate Republicans have propused a major vt in dw EITC
thai will tafse taaes by an avenage of 3233 Lo 12 willien of deese worhers and then fappilics.
Thus, 12 million lkew-inceme working familics will pay $233 mare under the Republican
budget, while the top 1% will pay $20,000 less under the Contract's g cuts.
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MEMORANDUM

"Z’%?: ‘ Distribution | ' ) -
Fromy: Chris Jennings |

Date: &éay 12, 1995

Re: b:fi[edicarc State by State Information

Attached, for your information, are the back-up tables for the Medicare portion of the state by
state analysis being released today. You will find two pages of information: the first is a
beneficiary breakout by state, and  the second is the state by state analysis of the Kasich
proposal.

As you will note, the analysis provides both aggregate dollar loss breakouts, as well as per
beneficiary impact breakout for both 2002, and the total seven year period. '

I bope you find }he information useful. If you have any questions, please call me at 6-3560. -

i
H
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Projected Modicars Bonficiarios by Stale

H

e
E 1995 it innd
7 634,000 41,298,000
Alabarsa 641671, 3,082
Alaske o 33,784 A9.773
H Adrona £58 737 7435258 |
. Adkanzas 477 B8G 450,355
< Califemia 368 311 4034936
- Colorada #2347 £14,055
Connactice 503,006 532 843
Delaware . $00,545 15722
E)%s‘lrﬁgf_&z?umm 76,730 16,350
Fiorkda 2615604 2 654,880
Georis : 832,454 953078
Hawail . 150 818 184
" aho - 145,768 171,120
Uinals e 1,625 86 1,550,487 ‘*h
indiana 827,174 £80 461
jowa 476 142 4847783
¥ansas o A53,007 397 £80
Kentucky 6EE 590 638,855
toulsland §2.4 (EG34122
faine 202,149 221565
Marytand 664,202 671,465
Maasachusetls . §37.792 296,344
Michisan ’ o 1,354 523 1,461,749
Minnesota H . EI2AST 673 394
Missksiont . 945,765 #2967
#isgoud : . A34228 #16.883
Wontana ’ 128,141 141 857
Nebrasks 240 839 255,357
Nevada 184,035 285 417
Hew Hampshie 156,237 178,655
Now Jersey 1,174,862 1,244,404
New $Maxion 212,160
Néw York 2EA5 176
HNorth Carmoling - £.025,054
Horth Dakota 163 477
Chio 1,673 548
COkiahoma 247,958
regin 470,268
Pennsyhainia 2,08%.05¢
¥thade isiand 158,503
South Camina 500 854
Sman Dakots 117,061
Tennessee ; F69 04
Taxas e 2,060,358
Liah 188,349
Veimnong o A2 9489
Viegitta ' 818,456
vias o0 GRY 136
Wast Virginig 230 118
Viseansin 1653230 .
Wyaming 80,570 72,365
| Puerto Rico 476,704 527 820
;AL Othet Areds 330,701 IETATY ﬂ

-

-,

NOTES: Rased on tilsterical state share of Mediczre earolless, tredded forward Wit growth in the siates’ share of onoliess.

* Totals may oot add due to raursdang
}
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Flsgal m)
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! A .
ug i 84,5 278200 028 R L. 1A
Ll Aabame ! 1,986 & 146 1412 AASD
. . [ 17f 502 1,888
! 1451 4 195 1,002 3489 *
P Aansas 67 . 2,185 96 2435
Lol Califomia 1,830 G788 1 456 R 4,783
Catotacn .- §,147 3,579 . 1,446 3,630 j
Caormpctiont 1247 4103 . 1387 3,885
. iyeiawanm 784 595 1,215 4002
Olgirid of Columbia . AN 4004 A FYTY
Flatida 9,314 29,256 1578 5.082
Geoomiaz i 207 754 1,090 3645
Hawk ) 435 1,311 1173 3.710
idsho : 147 532 436 1,663
iliinats 2652 a0 784 2,770
indiana 1.56% 5253 $61 2994
fown 495 ¢ 1768 510 1,845
Kangas 54 : 2741 1,548 A A4
Herdisky 965 2318 150 2652
Lniiglona i 1,590 5234 1254 4,261
Maing ; z3 825 L 1,500
Murptatid . 1.066 3,752 787 2843
Massuchumetis 34972 6828 1,542 4,480
bichigen : - RA58 N A ¥ 37 2657
Minnesota ' {512 4 728 1,125 T a5EY
pinstasippt £74 E . 7o5 : Z. 758
Missour! o 1,531 521% £#73 3,004
Montans ¥ : 157 31 553 1,925
T 33 1158 €55 -
Novada : 638 1,546 1680 I878
Naw Hempshis 262 955 815 23585
hove Jorsey 23X 7845 §i2 3229
Nav fexdon 245 868 434 1761
Plaw York : 5,359 18,504 86 2423
$ortss Caralisa 2465 £ gag SN 3012
Morth Dakefa $56 651 TEO - 2604
Ofia 2504 20683 748 R 56E
Offahona 767 - 2828 728 2560
Cregon 1540 3213 63 3135
Pennsybtvania 4,526 15,418 1034 3570
Rhoda islasd 452 $ 611 1475 ABI6
South Lambng 1,108 3495 929 - 3048 -
SouthCakols - 153 . 53§ 628 z188
TOENCSSOe 2,304 LE1 1363 450G
Torxas . 5428 ° 17608 $.182 arer
e A 3,006 - T 250}
Yoot " 165 8 g7 2054
Vigila 108 EXsil 561 2034
Vathingion | . & 377 . 633 2745
Wast Varginls ;- €71 1628 616 2.362
Wesoonsin 214 3254 62 214
Wyoaing ! 49 142 337 1413
Punito fice 457 1ABK 433 1,440
A Lher Areas 3 14 £ f24]
L] w— g '

Vandtion i the costs poer beoeliciary Doross stiles refiects factors such as; (1) praciicn gatlern ditfasencos,

£33 ooyt cifferonogs; {31 differentas in beolth $1a1es gnd fhe numbes of very okd fiorsons in @ slaia:

aerd {4} diffecenions in he supply of healih Lace prosddors.

H .

NOTES: Assurses (hat inoroases in boseficiary oul-of podket satts (2.4, presiudms and aolnsurancal 2re aqat to 50% of the ol ol
Hased on bastodcal slade share Q{ stoticaie outfays & enddiiment, rended forwird wilh growth in the siates’ share of mm:iyx & eoatinen,
Esfimates based on tadicace suttays by fogation of sarvige delivery, Thus, cortan slate estimatas may be affeciod by
DA YO ae msxieﬂcy a0 siale bardar c;rosswg 1 Shisin cars {e.g., Flerida & Sinnosata),
Slate boeder cromsing makus the Dittrict of Lolombia estinates enreliabie.
Techaical meestinales of the agrepate SOvIQS fray resull in a Tyear toial of $782 tillion.
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_{( DEPARTMENT OF HEALTH & HUMAN SERVICES ) Dfive of the Aasistant Secretary

Washington, 0.0, 26201

i
; February 21, 1997 {w’/wb
NOTE TO: Bruce Reed
, Rahm Emanuel
- Chris Jennings !
» Nancy Ann Min ‘
. Janet Murguia
i Emily Bromberg
. Barbara Wooley
Elena Kagen

Per our conversation yesterday, please find attached a summary
description of the fraud and abuse proposals that could be
inciuded in an Administration initiative next month. Prefiminary
discussions with HCFA indicate that we ¢ould have legisiative
language ready by March 13.

f A

i

Richard J. Tarplin

Attachment

ce. Melissa Skolfield
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ANTEFRAUD and ABUSE LEGISLATIVE PROPOSALS

Propram Integrity

ﬁ Social Security Numbers - Under this proposal the Secretary would have the authority to
require providers and suppiiers to disclose their Social Security Numbers {SSNs). The
SSA would be required 1o verify the validity of the SSN%,
Rationale: With the knowledge of a national, unique personal identifier, this proposal
. would provide an important 100l to improve our ability to deny entry into
; Medicare to fraudulent and unscrupulous providers and suppliers.

©  Provider Enroliment Process . This proposal would zuthorize the Secretary to assess an
gpplication fee for all Medicare providers at times of enroliment or reenroliment, Under
the new enroliment process, a corrective action plan would need 10 be instiwred 2nd anv
overpayment recouped before a provider would be given another billing number.
Additionally, HCFA would have the suthority 10 revoke a provider number if it is
determined that the provider s engaged in fraud or abuse,

Rationale: Cne of the most effective and efficient measures 10 combat Medicare fraud
and abuse is the verification of provider enrollment applications to ensure

| that only legitimate health care providers are able 1o bill Medicare, Current

law authorizes the Secretary 1o collect application fees from physicians,

Howsver, certain other provider rypes (e.g. DME suppliers) require a more

comprehensive review and, as such, require incremental funding to satisfy

enrollrient requirements.

o Enroliment Waiting Period After Denial « This proposal would specify that ifan
application has heen denied, there would be a six-month waiting period before the
provider could reapply.

Rationale; Tnstituting a six month waiting peniod would allow sufficient time {or the
applicant to meet the conditions of participation, Further a six month
maoraterium would prevent denied applicants the ability to inundate HCFA
with applications that are not significantly differem from the application
that was dented.

Hospice |

0 Prevent Duplicative Payments for Hospice Services - This proposal would clarify that a
hospice can receive payment from either Medicare or Medicaid for dually ehgible ‘
beneficiaries, but not hoth.

|
i
i
+
¥
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Ratignale: Under current law, when dual eligibles who are rursing home residents
elect the Medicare hospice benefit, Medicaid continues 1o pay at feast 95%
of the full nursing home rate {which includes both room and board and to
some extent, medical and social services) and Medicare pays the hospice
per dicm (which covers the provision of afl hospice benefits, including
-, medical nursing. home health aide, and social services). The nursing home
. would be expected to provide the palliative care,
Beneflt Period Modifications and Limitation on Total Available Hospice Days - This
proposal waould replace the current third and fourth hospice benefit periods with 2 finite
number of thirty andfar axtv-day periods {after the two 90.day periods). .

Rationale: © The he&plcc benefit is mtended for beneficiaries with terminal illnesses.
Howsver, there have been instances where beneficiaries have been under
the hospice benefit, for example, for more than two-vears. This proposal
would limit the hospice benefiz by allowing a beneficiary o be able 10 use
only 360 days of hospice care n their lifetime,

Limitation of Liability and Beneficiary Protection - This proposal would clarify that of
2 hospice submitted a claim for a beneficiary that they had reason to believe was terminatly
il we would pay the claim upon appeal, In this instance, neither the hospice nor the
beneficiary would be liable for the services. -

i
Rationale: ' Under current law the beneficiary 1s unprotected and a hospice may seck

- full payment from the beneficiary for denied claims for hospice care

i furnished to the beneficiary,

|
Hospice Payment at Location of Service - This proposal would link payment for hospice
services 1o the zip code of the site where the service was furnished.

Ratonale: This proposal would ensure that payments reflect the prevatling costs in the
areas where services are furnished, not the ligher cost urban arsas where
agencies tend to locate their parent ofhices.
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QUESTION:

o] . ‘
There's nothing in your budget about the long-term solvency of the Medicare program. Do
vou still support creating a commission?

WHAT IS‘%’
}
|

ANSWER:

»  Let me speak as'a Medicare trustee first, and as a Cabinet Secretary second.

v AS 3 ITUSIEC We kave said in cach of the last four years that we need to first address the
short-lerm ﬂmr{cing problems of the Medicare program so that we have encugh ume to
confront the long-range probiems created by the retirement of the Baby Boom generation.
The President has endorsed that approach and has laid out a series of savings thar wil]
extend the wust ;fzmd for a decade.

| .

» As HHS Sccrmér}* i would sav that it is important to have bipartisan support for bath the
shon-term and E?mgderm fixes. ! think we are much closer together on both tesues this
vear. 1 would like to see the Congress deal quickly with the short-term packape and then
we eant sit down and walk about creating a comimission or some sther panel 1o help us deal
with the im‘;g*za&?m probloms,

PR

»  The bottom iim} is that we will alf have to deal with these issues. No commission 1S going
to shicld us from the hard choices that have to be made. That (s why the President has
stepped forward to meet the Congress halfway on the short-term issues. And that i3 why
e will ali need 1o be at the tahie swhen we deal with the Iong-term issues.

- e B s
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OUR POSITION ON A MEDICARE COMMISSION>
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WHAT'S MAGIC ABOUT TEN YEARS?

QUESTION:

What's magsc abowut 10 vears for the Trust Fund?

£

ANSWER:
> The President has proposed Medicare savings sufficient to extend the 1ife of the Hospital

Ingurance Trust Fund for the next ten vears to ensure that there is sufficient time for
Congress and the Admioistration to address the 1ssue of long-term solvency.

»  The Medicare savings included in the Republican budget last year extended HI Trust Fund
soivency for more than ten years.

» There s nothing magic about ten vears. The President does feel, however, that it is
imporiant (o extend the trust fund for about this length of time in order to develop the
briad consensus necessary for g fong-term solution.

{mrmm— : o



:
¢

1 .

COMPARING THE PRESIDENT’S 1997 & 1998 |
' BUDGET PROPOSALS ‘

e — S

QUESTION:

How does this year's Medicare budget proposal differ from last vear's? If vou are serious about ;
bralancing the budget and protecting the solvency of the Medicare Part A Trust Fund, why do vou have
pssentiaiiy the samy p}oposa]s as lasy vear - which“wc;z’e no different from savings proposals we've seen
for the past several vears?

{

ANSWER: |

»  Alany of the proposals i this vear s budget are repeated from last year and, ves. are similar to
proposals wy have scen over the years, However, these are all solid proposals that exhibit fiscal -
prudoney ds v nfunzzgz: this farge program.

; -

»  We have added a tew legislative ttems. These changes were made to reflect passage of the Health
Insurance Pomability Protection ActiHIPP A}, as well as additional research into the aeeds of our
kencfictarivs and providers.

i

v The mujer changc':, inchude £

¥ Correcting Eiffi’i"r’\ by eliminating advisory opinions and replacing them with {nterpreted rulings
tor :sm%»i;ickhéwi; statutes. repealing the exemptions 10 anfi-kickback statutes for certain managed
care plans, and reinstating reasonable diligence standard for praviders facing civil monetary :

penaltics,

» Limsting beneliciary oul-of-pocket expenditures for outpatient services:

H

* Lowering ziw?!‘&edicaze reimbursement rate for managed care from 98 percent to 90 pereent of
o | ' !
the AAPCC and _ a

*  fhmimating z%}c proposed imerim Prospective payment sysiem (PPS) for Skilled Nursing
Facilities. and replaciag (s with a full PPS implementation in 1998, '

z .
» We have advinced the respite benefit from 2002 10 1998,

* A new beneficiary cenfered purchasing initiative will give us new sools to better manage

Medicare auz}é adopt private sector inftiatives. | _ }




CBO VS. OMB BASELINE

QUESTION:

Wi the President use 5%1& OMB or CBO baseline 10 score his Medicare proposals?

B

ANSWER: .

Our plan sisves $138 billion it Medicare over six years, about half-way between the CBOs 8116

billion scoring of dur plan last vear and the Republican’s last offer of $158 billion as scored by CBO.
L]

W recognize that due to differences in technical and economic assumptions, CBO's scoring of our

Medicare paaka;_,z: and of the individeal proposals will differ from Administration seoring, We want

o wark with {fun;,rcy: 16 adopt a common set of econemic assumptions and spending p*eg@cimn‘% to

use in fashioning 2 %n;"zzzmsan balanced budget,

*

]
£l

We expuect that will be doable in light of the simalarity between CBO and the Adminisiration
haschines, To thatead, we will work with Congress o develop o package of Medicare proposals that

§ + £ - i
achivves 2 savings level agreeable (o all sides. . =

s
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HOW PRESIDENT'S MEDICARE SAVINGS COMPARE TO
REPUBLICAN PLAN

QUELESTI ION:

The six-vear savings in your plan sounds very similar to the six vear savings in the Republican’s 1996
budget, Why was it so bad last year. bul okay this year”? Doesn't this really prove that the President was
demagoguing on Medicare?

ANSWER: ;

;
st vear. the Re;mﬁltcazzs took a huge step in the right direction when they modified their mtrem{:
§270 billion Mcd:cam plan and offerad a less severe 3158 billion plan.

While the size of proposed Medicare savings is important, how those savings are achieved is equally,
i not more, impm;*zanl Despite the smaller gap between our current Medicare savings and the ™
Republican’s last offer. the President’s FY 1998 budget retains some key differences with the
Republican’s piaz% last vear:

' - - - g - L
* The !’regidcm;‘s plan protecis beneficiaries {rom increased liabshity. not only by limiting
increases in Part B premiums, but also by fowering outpatient coinsurance rates, maintaining
balonced billibg protections. escluding Medical Savings Accounts, and establishing community
rating for Medigap plans. ‘
*  Our plan places a smabier burden on hospitals, with $33 billion in savings over 6 vears compared

10 §74 billion in the Republican’s last offer. Our hospital savings are small enough 1o ensure that
bencficiaries wiil still have access (o gare, parnewlarly i rural areas,

»  We prapose a richer package of preventive benefits that will improve the health and guality of
life of our beneficiaries and save Medicare money in the long-run.

¥ Our plan will make Medicare a more prudent purchaser of services -- just like a private imsurance
company -- through innovative approaches such as expanding centers of excellence, o mpetitive
biddiag. and flexible purchasing authority,

»  We are continuing 1o crack down on traud and abuse in Medicare by building on progress we

made together in HIFFA.
.g .

Maving said this. Tws: in the Admimisiration would Hike 10 focus on what we have in commaon, not haw
we differ. We share the goal of extending the sofvency of the Pant A trust fund and finding pnx%e:m
savings in Medicare that can coniribute to a batanced budget. Qur goal is to work in a blpamsan
fash!en 0 achmx}e these two 1m§><}rtam poals this yeur.
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WHAT ABbUT PROPAC RECOMMENDATION TO FREEZE
HOSPITAL PAYMENTS?

P - s T ——

QUESTION:

Why do vou rcsommz'snd an update for hospital payments when ProPAC recommends o

freeze? ;

1

ANSWER: =

1

»  ProPAC recontiy itc&mmenécd that hosptial payments be frozen for a vear at FY96 Jevels.
They based this recommiendation on the fact that Medicare costs per ¢ase have actually
heen decreasiog 1 real terms over the past few vears while payments have increased.

'

» (ur budget was developed before ProPAC s recommendation was announced. and we
think our prapesal is sound and reasonable. In the context of our other budget provisions,
mapy of which will reduce hospital payenesits in other ways, we did not think that freezing
haspital pavients was appropriate, and we did not need to do that 1o achieve necessary
savings and ;:xzz:-:}id the trust fund {or ten vears.

»  Weare contipuing © analvze ProPAC's work and we think they can contribute greativ 10
the digloyoe on .‘s}}cdicarc reforms this year. /

H H
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DID YOU IGNQRE THE REPUBLICAN GME PROPOSAL?

— T s

QUESTION:

Why did vou ignoreitne Republican’s proposal? isn't there anything you liked about #t7

ANSWER:

}

v Wy did not it*no‘%z? the Republican proposal at all. We are very supportive of efforts o
hroaden the %‘me of funding for teaching hospitals beyond Medicare funémg However,
we tacused our Ghii, Reform proposals on the Medicare program.

*  Axamatter of f act. the Republican approach embodied many of the same principles as our
approach. thatis:
- 1o provide'a stable source of funding for graduate medical education,
-t cap the growth in the number of residents.
- 1 provide specific 1eaching pavments for services provided to managed cure
crraflueds.

H
»  Hoseseor, we did have some concerns shout the way the Republican GME Trust Fund was
structured in last vesr's Balanced Budget Act, and about how a GME trust fund would
sperate i general, Our primary concemns were: .

1'

I that the funding of the General Funds was distributed basieally in block grantstyle:
with Intle {V no connection between the level of current teaching activities or services
and the Iew of funding:

Jithe ézsmbmmn mechanism tor the Managed Care Trust Fund. while refated o o
level of 5em<:es had no linkage betw een the cost of teaching services expended by a
hospital and/the level of pavment:

3y the fack of clarity on how the nationat cap on the number of residents was supposed
s be enforeed. )

31the mwrcé and amount of money in the rust funds.

i

P AS VoM CAD scc‘imzz' GME proposal this year is very similar to our approach last year. 1{is
2 eroup of incremental proposals designed o cap the growih in the number of residency
slats, encourage more raining in primary care and in aon-hospital settings. and equslize
funding for Medicare FFS beneficiaries and managed care enroliees.

¥

v Ilepanmental stai?s\auld be happy to discuss ideas about GME trust funds with vour swaff

at any time,

ceae e ot e e
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wox T YOUR MEDICARE MANAGED CARE REFORMS
‘ HURT BENEFICIARIES?

QUESTION:

Senator Wyden and others have said vou are taking too big a bite out of managed care payments. Won't
these palicies result in fower benefits, higher premiums, and fewer people in managed care?

Won't manaped care pians take away the extra benefits and raise the prenviums they charge
bepeficiaries”? E

¥

ANSWER:

;
v There is very ¢lear evidence that Medicare is overpaying for managed care services. Because of
Cob, . ey .
“lavorable selection.” Medicare ost about 31 billion 1n the last year alone, ;
H

> The President’s plan

1istablishes interim hmils on pavments beginning in 1998:

- Removes pavments o teaching hospitals and DSH hospitals so that those funds go o the
fueilinesdirectiy: and’

«-Reduces the farmula from 93 to 90% begimning in 2000,

'

» W don't believe beneficiaries will lose benefits or be charged higher premiums for several reasons:
. {
]

4

H . i - .
--Monaged care plans must remain competitive and 10 do s they must offer additional benefis
or reduced premiums:

»  Weare also ;zrepaéing changes that will enhance managed care as an option, They include: ,
! 5
-~ Upen iiﬁr{}jlimcm i
. New Choiges: PPOs and PSOs
- Medigap Reforms: No pre-existing condition exclugions
- Qur payment floor will make managed care more atiractive in markets where payments are
100 low today,

£




QUALITY IN MANAGED CARE

e e 2 e = ——

QUESTION:

*

What 13 HHS doing ta; improve qualisy in managed gare”

ANSWER: E __
» Since thewr incepziim‘ the Medicare and Medicaid programs have acted to ensure aceess tw high ¢
guality health cm: for their hepeficiarics.  The Chinton Administration is (aKing new steps 1o assure
that the growing pomn of Americans who are covered by managed health care plans receive the ¢
care they desenve. i

»  Specific recent actions include:
* Banning “gag’ clauses in managed care contwacts with physicians that imit what can be
discussed with patient about medicalty aecessary services: ’
»  Limiting financial incentives that put physicians” wmcome at “substanuial risk,” so that incentives
1 control costs do nal curtail needed care:

» Reguiring Medicare plans o report siate-of the-art measurement of their performance:

* Reguiring surveys of member satisfaction with services provided by managed care plans, and

assessment of whe results of can I
i ;

T ) .

«  Additonal instiatives underway include:

#

i
} i
*  Sirengthening rights of beneticiaries fo appeal managed care plan decisions to deny specific

frealments:

»  Providing side-by-side comparisons of costs, benefits, and other key features in managed care
plang avalloble to Medicare heneficiarios; and

*  {stablishing national marketing guidelines that detail what information managed care plans need
to cover in marketing matcrials sent 1o Medicare beoeficianes. i‘
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[QUESTION:

|
!

IS HOME HEALTH PROPOSAL A GIMMICK?

T

;

Jsn't the President's proposal to transfer bome health from Part A to Pan B a gimmick?

ANSWER:

» There's been a great deal of confusion about these proposals. Let me walk you through our
. . Lot
thinking on this 1ssue.

»  Jtis very clear %?z-:iii we have » problem with the cost of home health care. This is one of the
fastest growing arcas of the Medicare budget, with a projected annual growthof 10.6
pereent between 1997 and 2000,

»  With respect 1o our proposal. # 15 importan: first (o understand that the home health
realiocation is nota part of the $10041 38 billion in savings the President seeks in
Medicare, However, il does contribute substantially to extending the solvency of the Pan
A trust fund.

» Seceond. it s also important to remember that our proposal is designed to return (o the
original intent of the home health policy that existed prior to 1980 -- to provide post-
acul care services uader Pan A for beneficinries who have been hospitalized. That alse
makes this benefit consist with the post-hospital SKF benefit, which covers 100 days
following a 3-day hosphalization.

» Fipally this reallocation is only one part of o comprehensive home health care package
designed to reform the payment system and reduce fraud and abuse. For example:
i
-We reduce spending on home health by $13 billion over five years and 520 billion
OVUF SiX YCars,

-R'¢ clase Joopholes tha have allewed bome health agencies 1o defraud the Medicare
program. :

| .
-And we modermize the payment sy3ien by moving  a prospective payment sysiem in

3000, %

(1]
L]



EXPLAIN HOME HEALTH TRANSFER

T e

QUESTION:

. ; ’
Can you expiain vour home health benefit yansfer proposal?

ANSWER:

E . .
H

H . H
»  This proposal is not part of the 3100 bitlion in S-vear Medicare savings. 1t is budget neutral.

&
»  We propase 1o rc}:t(}r»:: the home health benefit under Part A o a limited “post-hospital” benefit
aad return other home health services 1o Part B: ' '

-Uinder this proposal, the first 100 visits following a three-day hospital stay would be paid
under Part A2 with all subsequent visas paid under Part B,

«For beneficiaries who de oot have a prior hospital stay. all home health visitss would be paid
under Pars 13

v Thas is consisient with the original division of services under Paris A and B of Mcdicare.
i

»  dalse (v consisient with the post hespital SXF benefit. which covers 100 days following a \-day
hospitahzation.

é _

+  This 15 a mainsircam praposal that has enjoyed hipartisan suppos. House Republicans voied to;
moevy hom health visits beyond a certain Himit to Part B on two separate occasions during the lass
budpet debate. In addition. the so-called Blue Dog coalition has proposed to return extended
hame health visits to Part B.

«  Benefitianies would continue (o not pay eoinsurance or deductibles when using any home health
services. Inoaddition. the Part B premivm will not be increased 1o reflect increased honse health

[MALSEN

»  Finally. this proposal is pant of o broader home health reform plan that will reduce the deficit by
$15 bilbion over § vears by limiting current honte health payments and then creating a new
Prospectve pay rmm system for home health. 1t also curbs payment loopholes and other fraud and
abuse in the bumFe health benefi b

. i

KEY INFORMATION

This proposal is consistent with the original intent of Medicare Part A:




»  Part A was originally designed to pay for short-terra. post-acute care services.

» OBRA 80 removed the 3-day hospital stay requirement and 100-visit fimiis, which caused
utilization to explode and tumed home health into an unhimited chronic care benefin.

» Redefining home health recognizes the changing nature of the bencfit:
» More and more beneficiaries have come 10 accepl and prefer home care 1o institutional care, As
a result, the homie health benefit has really become two benefits: one for posi-acute ¢are needs
and ane for chronic care needs.
¥ Fisancinp post-acute home visis from Part A and chronic care visits from Part Berecognizes the
transformaticn of the home health benefit, and makes it consistent with the original structure of
the Medicare program.

»  Owyr home health preposal pratects the HI trust fund:
* Since the OBRA 80 change, Part A finances about 99 percent of all home health care. regardless

of sehether the visit s post-acute or long-1erm. Part A can no longer financially suppori the |
explosive grm\‘ifi in long~term home health care,

¥

SAVINGS -~ in miflions
t

Y 1998 FY 1998 . 2002 ;
Pan A $14.410 -$81.960 _i
Pan 14 Si4.41{ 581,960 1
Medicare Eftest ' k34 0 t

ADDITIONAL INFORMATION:

s Pnder ths proposall Bscat intermediaries (F1s) would continue 16 process home health claims and
deternune which visits are paid under Part A versus Part B, I ihe first year, HCFA would provide
guidance on 1o Fis on how to make these determinations. After the Brst year, when setiled cost
reports are available, Fls will make these determinations themselves,



TRUST FUND EFFECT WITHOUT HOME HEALTH SHIFT

R ———

[OUESTION:

Henw far into the future would vour plan extend the Trust Fund if the Heme Healih Transfer proposal
was not included?

ANSWER:
: g
» It would exwend solvency Tor a vear and a half, That would mave us into late 2002 from the current
estimate of carly 2001, As you can see. removing that proposal has a severe impact on our ability 1o
gxtend the trust fund for ten yaars, While some may call the praposal a gimmick, | would make two
points in that regard: -

» W view this as a sound proposal. based on the notion that those visils that are not closely
conneeted to 3 hospital stay, more naluraily belong in Pan B;

4 H

* Second, by mcf\-ing this portion of home health o Part B, where it rightly belongs, we can meet
our goal of stz fund solvency, without resorting to extreme cuis 1o either providers or ’
benericiaries, Io extend the life of the trust fund until 2007 without this policy. much deeper,
cls in p;t}'l‘ii%ﬁ[}i_‘x 10 hospitals. managed care plans and nursing homes would be required.

3
{

RIS

mas——— = S s e ———

H

KEY mmm&aﬁow: '

+ The reason that z%w home health shift proposal appears to have such a disproportionate effect on trust
fund sobveney is nixofa}d :
® B oakes o sipmiftcant level of savings to begin to move back the insolvency date, Once that Ie‘vci
has been achieved, then additional savings wiil have a more noticeable effect. [n other w Ords
after vou pot {zx er that initial hump, voeu get more bang for the buck.

»  \While the tnu} five-vear savings from the Pant A provider savings proposals 15 comparable to the
Aive-vear sm’iﬁn,s for the home health shift, the savings streams are different. The provider
savings proposals grow significantdy over the budger window. from 35 billion in FY 1998 (0 3’33
bitlion in FY 2002, The Home Health Shilt grows from $12 hithon 1o $15 bitlion over the same
period. The Home Health Shifi starts a1 3 higher level of savings, which is imporian because the
garbicr you adrﬁress the trust fund imbalance. the more effective a given level of savings will fre.

L
L



CBO;LETTER TO ARCHER ON HI TRUST FUND

S

QUESTION:

% _ i . L .
CBO has sent me this letter {attached) jaying out 3 illustrative scenarios for preserving a positive end-of-

year balanee in the Hi JU‘it fund through 2007, The S-year Medicare cuts illustrated under these
scenanios range from % bitlian 1o 104 tillion, None of these involve g home health transfer,

In light of this analvsig, st muidn'l vou drop the home health transfer gimmick and concentrate on real
policies 1o preserve the Part A trust fund?

ANSWER: |

3
S

»  The CBO analysisiproves perfectly our point that without our home health proposal, extremely
severe Medicars spending cuts would be required 1o exiend the Part A trust fund into 2007 |
| |
«  Dont be distracted by the "3 scenarios” -~ they are all quite similar. The main difference is the
dewsee to which cuts are hack loaded,

+

- Scenano | shows $103 billion in S-venr cuts and $438 hillion in 10 year cuts.

. . f o s ’ cees

- Keenario 2 shows 388 biflion in S-vear cuts and 3468 billion in 10 vear cuts.
B - j - e ’ L -

- Seenarie 3 shows $72 billion in §-vear cuts and $475 billion in 10 year cuts,

i
}

»  Underany of z"zm{;; scenarios, the Part A cuts required to mamtain a positive Trust Fund balance mto
2007 are almost brice as deep as the budget cuts we propose.

i

1 i

»  Our Part A savings. leaving aside the hame health transfer, ate only $245 bil'ion over 10 year vs.
$460-475 billion. Jnote with the heme heaith transfer, our Part A savings are $448 billion over 2{}
vears) ’

» Pt anather way. in the 10th vear, under anv of the CBO scenarios. Part A spending would have to
be cut morg than 13% below baseline. Wre propose z cut of 14% below baseling in the 10th vear.
E _

»  Once again. our homc health palicy is not a gimmick. We propose real reforms 1o rein in the costof
this benefit. But m aiso insist on moving out of Part A that part of the benefis that belongs in Par
B. :

t
|
Il
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COHGRESSIONAL BUDGET OFFICE ) core ¥ sune £, O'Neit
U5 CONGRESS - - Director

WASHINGTON, D.C. 20615

Honorable Bill Archer
Chatrman

Commitiee on Ways and Means
U.S. House of Representstives
Washington, D.C. 20513

Dear My, Chairmap:

CBO bas received numerous requests from Members and Committees agking, “How large
zre the policy changes needed 1o preserve the Hospral Insurance (HI) wust fund?™ The
answer 1o this question depends on the desired fevel of rrust fund balances, the time period
over which the policy changes are measured, and the specific policies proposed. As a result,
the question has no onique answer, ‘

The attached memorandum describes three scenarios that could preserve a positive
end-of-year balance in the HI wrust fund through 2007, These scenarios are only illustranive;
thev are nei based on specific policies.  Instead, the scenarios are infetded to illustrate the
magnitude of the regjuired reductions. Estimating the effect of any given proposal on the HI
trust fund would require an assessment of the underlying policies.

H

We hope that you %wﬁi find this wformation useful, Please contact me if we can be of further
assistance. The CBO staff contact is Tom Bradley.

!
i» Stucerety,

; -~ |
H {tW $

;

¢ £ O'Neill

Frnclosure

e e e ©

L : '
cc:  Honorable Charles B. Rangel
Ranking Minority Member
f
Identical letter sent to Honorabie William V. Roth, Jr,

i
i
t
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- January 29, (997

ILLUSTRATIVE CALCULATIONS OF
POLICY CHANGES REQUIRED
TO EXTEND THE LIFE OF THE
MEDICARE HOSPITAL INSURANCE TRUST FUND

ig fiscal vears 1995 and 1996, outiavs from the Medicare Hospital Insurance (HI) Trust Fund
exceeded income, resulting in a declise in the trust fund's balance. This balance stood at
$1235 billjon at the end of 1996. The Congressional Budgetr Office (CBO) projects that, under
current faw, HI outlays will contimue to outpace income, and the fmsz fund will be oxhausted
in 2001,

CBO projects that HI outlavs will exzaed payroll taxes and other receipts by 310 billion in
1987 and by growing amounts thereafier. By 2007, ourlays will exceed receipts by 3136
billion, and the trust fund wili heve a negative balance of $556 billion. Cuwmnulative
nonimerest autlays, from the depletion of the gust fund v 2001 through 2007, are expected
10 exceed poninierest receints by nearly $500 billion. 1n additior, the projections include
interest costs incurred after the vust fund is depleted {see Table 1), :
Avoiding depletion of the HI truse fund duripg the coming decade will require & substantial
slowing in the growth of outlays, a large rise in payroll taxes or other receipts, or a
combmation of loweor-than-projected outlays and higher receipts, CBO has received a
number of rcqzxm for the minimum change in outlays or revenues required o preserve a
positive balance iIf! the HI trust fund. :

This mcmanm presents three scenarios that preserve a posxme trust fimd balance’
through 2007 by making a constaat percentage-point reduction in the annual rate of growtb
of outlays until the gep berween outlays and receipts is closed:

. Undm‘scczlmiéi the rate of growth of outlays is reduced by 4.3 percentage points in
each vear bezzzmmg i 1998 (from 7.7 percent a year in the baseline over the 1998

2047 pmod 10 3.4 percent);

. Undar scmme 2, the reduction is delaved until 1999, and the rate of growth ::ii‘
outlays z:, mduced by 5.3 poreentaze points!

- Under :».c:mano 3, the reduction iz delaved untit 2000, and the rate of growth of
outays z.sire:dwed by 7.0 pereentage points, ;_

s ueas e
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In companson. a similar result could be achieved by increasing the Hl payroll wx rake from
2.9 percent for emplovers znd employces, combined, to about 3.8 pevcent starting in 1998
The figure shows the status of the Hospital Inmzrance Trust Fund under the CBQ baseline and
the three alternative seenarios, The data underdving the figure are presented in Table 2,

These scenanos demonstrale several important points;

*

Crver $430 billion in cumulative policy changes are needed over the next 10 years

keep the HY trust find from being axbausted hefore the end of 2007. The reduction i

uonmtmest outlays over the [998-2007 pesiod 1s $458 bithion in scenarto [, $463
billion in scenario 2, and $475 billion in scenario 3.

The amount of savings needed over the next 5§ years depends on the specific policies
under consideration, Over the 1998-2002 perind, the reduction in poninterest outlays
15 3103 billion i scenanie 1, S88 billion in scenario 2, and $72 billion in seenario 3,

The smaller are the reductions in vears [-5, the larger must be the reducticns in years
5-10. ?

i
All three soenanos tnvolve & substantial reduction in the rate of growth of HI outlays
over the 1993-”?‘(’}(} period. Under scemario 1, the average annual rate of growth of
outlays nould ke reducexd by more than half (from 7.7 percent in the baseline 1o 3.4

pereent), Ir scenarios 2 and 3, outlays would grow at an average rate of only 2.6 -
pereent. !

-
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QUESTION:

HOW DOES YOLR HOME HFALTH PROPOSAL REFLECT PRE-
1980 POLICY?

H

|
Why do vou say that the home bealth wansfer resiores pre-1980 policy? Part B expenses used to be
included in the Pant B prcmmm bus vou are rocommending these expenses be excluded from the Pan
13 premuaum. .;

B

ANSWER:

.

> Our proposa! to reallocale some of the home health financing to Part B restores the post-oenie
vare natare of Pare 4 and. it this way, is consistent with the original Medicare law,

H
v Part A insurance (financed by the HI Trust Fund} was designed to cover hospitalizations and
short-term. recuperative, post-acule care in the home or in other facilities.

» Thisis reflected in the division of heme health services that existed prior 1o the OBRA 1980
reforms,

» Until QBRA 1980, the Pant A portion of ihe home health benefit was himited to only 100 visits per
vear. and could anlv be provided after a hospital stay of 3 davs or more, The Pant B portion
financed an additional 100 home health visils after the Part A benefit was exhausted.

v Llnderaur ;lmposz}i, the first 100 visits folowing o three-day hospital stay would be reimbuwrsed
under Pant A, Alliother visits, including those not following hospitalization, would be reimbursed
under Pant 13, !

o Tris true that the Administration does pot propose (o allow an increase in the Part B premium dug
to an reallecation of keme bealth espenditures,
B
»  The Administration is committed to reforming Medicare without increasing beneficiaries” out-ofs
packet costs, ;

Il

»  The Administration is concerned shout the impact that higher beneficiary out-of-pocket expenses
would have on poorer Medicare beneficiarnies. Currently, Medicare beneficiaries spend an average
of §2.605 on oui-of-packet health sxpenditures: this accounts for 18% of family income for
Medicare beneficiaries. Poorer beneficiaries spend a greater proportion of their incomes.

= Msemanuy e —— —
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IMPOSING PREMIUM ON PART B HOME HEALTH

QUESTION:

$hy aren’t vou going to charge a premium or coinsurance for hume health spending that 1§ transferred
to Pan B? :
ANSWER:

" The cornerstone of the President’s Medicare plan is our commitment 1o protecting beneficiaries from
unneeessan increases in their out-of-pecket health expenses,
L
Contrary to popular opinion. most Medicare beneficiaries have modest incomes. About 75 percent
of beneficiarics have annual incomes of $25.000 or less, and nearly 12 percent have incomes below
the federal poventy fovel,
!
-Elderiv Americans already spond about 18 percent of their income on out-of-pocker healih care
COSIS -- MOre ;:hzm Lwowatéd-oqs»hai{ﬁmex what the non-¢lderly pay.
|
imposing coinsurance of premiums on hamwe health services financed under Part B would
subsizntially lower the standard of hving for the majority of Medicare beneficiaries. [t would be
sspecially devastating for our lowest-income beneficiaries, who tend 1o rely heavily on home health
SUPVICES. i

1
1
i

s e i e T —

KEY mmm@@;\s:

L3

1992 HOFA data show that beneficiaries with 5 or more limita jons in Activities of Daily Living

1 A3E8) have 2 higher number of homwe health visits duning the year, As these beneficiaries tend 1o
be more frail and have less income. they would be most vulacerable 1o additional out-of-pocket costy
tor home health,

* The average number of visits for ali users was 35, whereas the number of visits for beneficiaries

with 3 or more ADLs was 98: in addition. o preater perecemtage of beneficiaries with 3 or morg
ADLs vse 100 or more visits in a year compared to all home health users.

33
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INCREASE IN HOME HEALTH TRANSFER SAVINGS
1

éQUg?ﬁON:E

Why is the amount of money moved by your home health teansfer higher than last year?

ANSWER:

. H . . .
»  Our policy has not changed. However, sconing of this pelicy has been updated.
i

»  Since fast year. out actuaries have obtained better data on who uses home health care and for how'
long. With this new data, the actuarics have developed a more reliable estimate of bow much home

health care will bejfinanced in Part B under our reform proposal, '
i

*  Lagtveur, the qctuaries used 1983 Medicare beneficiary survey data -- which mcludes only a
sampke of the Medicare population -+ as the basis for s home health reform estimate

* This vear. the actuaries used {994 and 1995 claims data -« which includes the entire po;}uiazon -
as the hasis for its home health reform estimate.

* This new dat shows that compared o what we estimated Jast vear, s greater percentage of
meneficiaries use more than 100 visits in a given vear, Since our proposal would finance these
visits upder Pant B, this new data increased our estimate of its effect on Part AL

i

KREY INFORMATION:
!

+  Another facwer affecting the estimated amount of home health financed in Part B is percentage of
beneficiarics using more than 100 visis per vear. The following table shows that between 1991 and
1994, the percentage of beneficianies vsing 100 or more visits in a given year grew fram {3 percent
to 20 percent

Visits Lised 1991 1942 1994
{30 1742%  68.4% 64.4%
31100 L 12.8%  13.7% 14.8%
i 134 PR T A% - £.9%
131200 P A1% 4.4% 12%
200 39%  64% 2.7%

L

]
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WHY IS 2%‘% PREMIUM AN EXTENSION OF CURRENT LAW?

QUESTION: i

E
T

|ast vear Repub%icz{ﬁs proposed extending the then-current law Part B premium, setat 31.5% of
progsam costs, and wu criticized thai as a beneficiary cut. NMow you propose extending the current-
faw 23% premium nide and it's not 8 cut. Why 15 that?

H

ANSWER:

» In 1984, the Part B premium was established at 25 percent of Part B program costs. Singe thas
time, this policy has been maintained through extensions in various budget bills.

»  Upunul 1990, the law required the premium o be set at & fevel to cover 25 pereent of program
costs. HOFA s actuaries then determined that dollar amount,

» in OBRA 90, Congress wroie into law dollar amounts based on CBO's projeciions of 25 peccem
preyaiums for 1?9 1-1995,

H
»  Part B program growth duning that pericd was slower than expected. As a result. the premium for

1993 actually represented 31.5% of program ¢osis.
H

2

+  Extending the 3 ) 1.3 percomt policy -~ the result of an esamatmg, erroy - 1nto the future would have
imposed 2 Im..,m:z'z; hurden on bencliciarics. This is why that policy would have been 2 cut.

»  Forunately, zhax did not happen. and the Part B premium in 1996 and 1997 returned to levels that
reflect 23 percent of program costs.
t
» We think this is a reasonable share for beneticiaries 10 pay and now propose 1o make the policy
permanent, |

H




INCOME-RELATED PART B PREMIUM

T —

QUESTION:

Why isn't there & means-tested Fart B premium?” In the past the President supported o means-tested

premium. Yet there isnitone in the FY 1957 budget. Why not?

ANSWER:

»  The Prestdent is commisted to proteeting bencficiaries from unnecessary increased out-of-pocket
eosts, The proposal 1o permanently extend the Part B premium to cover 25 percent of costs would
continue the premium policy for the last decade. Congress began the 15 percent premium in TEFRA,

thoogh it has vaned somewhal since then,
i

H

+  Three vears ago. the Adminisiration supporied a means-tested Part B Premium in the context of
overall heanth care'reform, In that plan, the President proposed 10 expand Medicare benefits.
including providing coverage {or preseription drugs 2od long term care. The incame-related increase
in the Pan B premium would have helped 10 offset the additional benefits.

|

v Although we are nIO{ proposing one thig vear, the President has indicated his willingness to discuss

this ssue in the CONTENT 0 f bipartisan discussions on a balanced budget.

1

W
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WHY AREN'T THERE MORE INCENTIVES FOR
BENEFICIARIES TO BE COST CONSCIOUS?

QUESTION:

3
Senator Lot has said vour budget doesn't ask enough of beneficiaries. Why don't you ask
SEmors G pay more?

ANSWER: .

!

»  Fustits 1m§>0{*{az3a to remember that our senior citizens are not, by and Jarge, a wealthy
group. Three- qumers of heneficiaries earn less than $23,000 a vear: elderly women on

under 63, 1
3
> Second, we do ask beneficiaries 10 contribute, By keeping the Pan B premium at 25% of
Casts we prodw:z:ggi{‘i billion in savings over 5 vears and $17.7 bilhon over 6 vears,
i
> The President has ssid he is willing 1o discuss an income-related premium for upper-

drop o of Part 3.

Medicare have .m averaee annual income of less than $13.000. Plus, we know that seniors
spend an average, “of 21% of their income on health care costs {compared with 8% for those

IR I . . N - v
income beneficianes. But we most be careful not 1o greate an incentive for those seniors 1o

44



WHAT IS THE STATUS OF THE QUALITY COMMISSION?

QUESTION.

What 18 the status of tim President s Advisory Commission on Consumer Pratection and

Ouality in the Health Care Indusiry? 1 thought he was going to make appointments by the
' n H

November clegtions.

¥

ANSWER:

« 1am aco-chair of the Comumission, slong with the Secretary of Labor. We are working
I with the White House te finalize decisions about the members of the: Commission. We -
have appreciawed especially the recommendations from the Congress.

e 1expect thiere will be an announgement on the Commission’s appointment in the near
futare,

© e tmamr et w—
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WHY ARE YOU OPPOSED TO ADVISORY OPINIONS?

TR e e R — e

QUESTION: ! '
I
How can vou propose repeal of the recentiv-enacied advisary opinmon requirement when your

department STiLL, a‘fte:r al) these vears, has not published regulations on the so-catied Stark 1l
legistation prohibiting so-call physician selfereferrals?

ANSWER:

*

CHOFA, The duc lopment of the regulation has been competed and it is now in clearance within

f L

The Advisory opinion requirements addresses, among other issues, the applicability of the anti-
Lickhack faw which 1s an intent-based provision.

Linder HIPPPA. individuals can submit speeific requests 1o HHS as 1o whether certain business
arrangements mav or may not be considered to violate the anti-kickback laws. Because it is
difticult. if not impossible, to determine intent based on such a request, we believe that the HIPPA
provision is impractical. Our responses 10 requests will not be satisfactory 10 the sender since we
will be unable 1o address tie intent of the requester,

1

;
As o the Suark ii provisions, the development of these regulations has been a difficull wask for

the Administration. We would amicipate its publication by tate spring.

f
There are o nuamber of reasons for the defay. Unfortunately. there was no expersise in the agency
w repard 1o the intricate financial arrangements that are the subject of the regulation. Staff had o
devedon this cxpénise ihrough consuliations with professional organizations and legal experts.

The pracess was further complicated by the [act that the health care marketplace was rapidly
evolving while zhe regulation was being developed. Given the potential for a flawed regulation to
cause mmccan disruption in the health care sector, we thou ght caution was warranted.

That being said. we have wried as the regulation was being developed 10 address questions from the
industry in regard to our inerpretation of areas of the law that are not straightforward. For
gxampiv -- questions were rused about whether screening mammography services were included
under the detinition of designaled health scrvices as a radislogical service. We have informed
mierested parties that given the statutory Limits on the use of screeniag mammography services,
we did not consider that the referral for these serviees poses a risk of abuse.  Similarly, we have
informed phvsicians that the provision of use of lithotritor services 1o treat kidney stones does not
pose i risk of ahuse..

St
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TOTAL MEDICAID SAVINGS

QUESTION: i !

What are the total savings in Medicaid and how does the President’s Medicald legislative package
achieve its savings?
AN&WER é

f

» The President’s plan saves approximately $9 billion net of new investments over five
years,

» Tomal savings are about $22 billion over five vears.

» Roughly two-thirds of the savings comes from a reduction in Disproportionate Share

Hospiwisli_i)gﬂ) payments and roughly onc-third from the per capita cap.

> {n addition. the President’s plan invests $13 billion in improvements 1o Medicaid,
including health inltiatives to expand coverage for children, changes to last year's welfure
reform law, and new policies 10 help people with disuhilities return 1o work

o T S~ S — i
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MEDICAID GROWTH RATES

[ ——— A

QUESTION: |

Last year you criticized the Republicans for constraining the aggregate growth rate in Medicaid 1o
S percent per year. Now you are proposing approximately 6.5 percent growth. lsn't that
nypocritical on the part of the Administration?

i
f ANSWER:

. When the Republican block grant proposed a 3 percent growth rate, predictions of future
growth,in Medicaid were higher than they are now.

> We are|proposing a growth rate for Medicaid that we think is realistic in view of the
growth in private sector health costs, the reduced growth rate in Medicaid tself over the
last year, and our and CBO’s projections of the Medicaid baseline uver the next decade.
With lh;e decline of the Medicaid baseline, we can maintain services with lower prowth, |

:
iow The goal of the per capita cap policy is twofold;
!
, First, we can constrain Medicaid te an appropnate growth rate.
. Second and more imporiant, the per capita cap policy imposes fiscal discipline in ;

;M::(}icaidQ If costs increase more dramatically in the future, we will have a policy
that autornatically protects States that want ot need to expand the number of
eligibles, but a1 the same time Keeps costs down. .

—



GROWTH INDEX FOR THE FER CAPITA SPENDING LIMIT

= e T e e ———
H

Q(}ESTI{)N: |
How much does the per capita cap save and what is the per capita growth index?

H

i
ANSWER: |
i The President’s Medicaid budget proposes net savings of $9 billion over the § year
budget period -~ this is less than 2 percent below the baseline spending projected
| for this lgze:riad,
» This will nclude savings of $22 hillion from a combination of the per

capita cap proposal and a reduction 1o disproportionate share hospital (DSH3

§ payments -- roughly one-third from the per capita cap and two-thirds from
DSH. The Budget proposes $13 billion in new spending in Medicaid
prirnarily for children and 10 restore reductions to legal immigrants that i
were included last year's welfare reform bill

in the policy we proposed last year, the per capita cap growth index was based on

| the nominal GDP - index of the change in the gross domestic product. We are

“currently examining the index and will be refining our proposal in close
consultation with the Congress.

i
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B{)f}«:s THE PER CAPITA CAP LOCK IN INEQUITIES?
f

k4
— S — s " e T

ANSWER:

1o It is rx:;z the goal of the per capita cap to address the differences that have evolved
over Z:me among States in per capita spending. The goal of the per caplta cap s to
ensure; lthat Medicaid has “fiscat discipling” by fimiting per capita growth in the
states’s program 1o reasonable Fates.

| » Having said this. the per capita cap creates an incentive for greater efficiency. The
per capita cap growth rates are applied equally 1o all states.

v "Those states that are - or become -- more efficient than average will be
better able to keep spending growth under this limit. They will be
“rewarded” by having more resources to spend. :

. By contrast, those states that are less efficient will have to work harder than |
ithey do now 10 keep spending growth within the limits,

_ !

| > _The per capita cap does not address variation in base year spending due to

decisions states have made historically about the overall generosity of their

Medicaid programs. For examiple, some states have decided to cover many

optional benefits, while others cover very few.

. 'For 3 decades, low spending states have declined to adopt more expansive
) Medicaid programs, even in the face of unlimited federal matching funds at
matching rates as high as 80 percent.

. It is possible these low spending States, now faced with a per capita cap,
will decide to dramatically expand their Medicaid programs and the share of
‘the State budget they devote to Medicaid; but we don’t think this is very
}likely-

{Coutinued on the follawmg page)
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DSH CUTS - IMPACT ON STATES

"ANSWER:

i

QUESTION:

What is the ?resndem s policy on disproportionate share hospital (DSH) payments and what
impact will it hava on States? How are DSH payments relargezezi? How much savings will be
achicved through a reduction in DSH payments?

L e e ———— e

B

'E
The DSH policy proposed in the President’s FY 1998 Budget is in accordance with
demonstrated Congressional intent to maintain control over DSH expenditures.

* The policy will include a redefinition of Disproportionate Share Hospitals

! to more closcly tarpet those hospitals providing the majority of
uncompensated care, and will provide for realiocation of DSH funding o
safety net providers that offer outpatient care.

. States will have some discretion to target a portion of their DSH funds to
those providers and facilities most in need.

. All States wall experience cuts in DSH funding.

The President’s Medicaid savings plan 1s made up of $22 billion in  Medicaid
savings. of which roughly 2/3 is DSH savings and 173 is savings from the per
capita cap policy. With other legislative proposals, final savings derived from the
Administration’s Moedicnid package will net $9 billion.

,..“'.....'“L S
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MEDICAID FOR IMMIGRANTS

QUESTION:

The Welfare Reform bill just enacied by Congress and signed by the President eliminated
Medicaid coverage for newly arriving immigrants. Why are you proposing 1o allow States |
1o cover disabled immigrants and children under Medicaid?

=

ANSWER:

e o e e e

. When he signed the welfare reform bill, the President expressed his grave
reservations about provisions of the bill that had nothing to do with the central goal
of mmmg people from welfare to work. In particular, he opposed limitations on |
benefi 15 for legal immigrants and promised to develop legislation o address those
CONCErns.

[ - The beznefits restored in the President’s budget are targetied toward those who

' cannot um‘ix Disabled legal immigrants and Jegal immigrant children are the most |
valnerable of this population and are least able to manage without critical SSI and |
Medicaid benefits.

|- While it may be fair to expect immigrants to enter the country prepared to take
care of their own basic needs, medical care ix different. It is impossible to predict
or plan i advance to pay for medical care that an immigrant may need as a result
of unexpected illness or imjury after he or she has entered the country.

> Our budget proposals assist the most vulnerable groups of immigrants for whom
lack of access to medic! care may produce long-term negative consequences.

15
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OUTREACH TO MEDICAID ELIGIBLE CHILDREN

QUESTION:
How do vou prf:}posc w0 pick up the 3 million kids who are not enrolled in Medicaid?
Isn’t this goinglto be a burden on the states? Exactly how many of the three million
children will be enrolled?

ANSWER: |

-ml!liani

We ;)ian 1o work very closely with the States as we move forward to fulfill the
promise, of Medicaid for children who are eligible. This effort cannot succeed
without !State suppornt and we will rely extensively on Siate expertise and best
practices regarding outreach effors to Medicaid beneficiaries.

|

We war}z to munimize the burden on the states by building upon current activities.

Werkini, with States, public and private entities, provider communities,
foundations, etc, we intend to initiate a campaign 10 determine and eliminate
bamcrs to enroliment for the 3 million eligible children currently not participating
in Medicaid.

{
We iz’z:énd to build upon existing partnerships with other Federal programs such as
Headstart, WIC, Department of Education programs, ete. to ensure families with
cligibif:; children are aware of Medicaid.

We hopc te enroll as many children as we ¢an. Cur current gstimate is 1.6

|

18 .



DOES . THE CAP PROPOSAL GIVE STATES ADEQUATE FLEXIBILITY?

|

QUESTION: |

You propose a per capila cap on states but deny them much of the program flexibility they
are seeking,

]
Why do you insist that the Governors come to you “hat in hand” to request this flexibility
through waiver? Shouldn’t a per capita cap be paired with broader Stare flexibility w
| enable States to do what is necessary to live within the spending limits?

| ANSWER:
| v The ?mszéent s budget seeks 1o grant maximum flexibility to States 1o run the

federal-State Medicaid program within the context of a pational guarantee of health |
care and basic national minimum standards for eligibility and benefits.

i

. We believe that the President’s proposals for Medicaid reform go a long way in
rcsporzcimg to the interests of the States. In particular, the President’s plan
ad:iresscs the top concerns of the Governors:

o ! Repeal of the Boren Amendment regulating provider payments;

Ending the burdensome waiver process for managed care and home- and
community-based waivers;

st dbm . o o

' Elig%i}iiity simplification and expansions without waivers; and

Elmination of many unnecessary and duplicative administrative
requirements.

» Furthermore. we believe strongly in the importance of maintaining a national
standard for eligibility and benefits, The eligibility groups for which the Medicaid
program requires mandaiory coverage are among the most vulnerable, and the
mandatory services make up 2 core benefit package.

22




' WHY NOT REPEAL REQUIREMENTS
; YOU WAIVE UNDER 1115

H

QUESTION: |

The &ém%nistréxion has waived many provisions of Medicaid law to enable States to
pursue the demonstration prajects that you hait so loudly. However, you are unwilling to
repeal or revise these provisions of the law for other States. Isn’t'this inconsistent? Why
should States have to come 10 you to ask for permission to reform their Medicaid
programs? :

ANSWER: |

The Medicaid statute imposes minimum requirements for State Medicaid programs.
HCFA has triett 1o provide maximum fiexibility to States under title XIX. However,
specific repeal of provisions of certain requirements can only be done under section 1115
authority. HCFA has prepared legistation to address many of the major areas in which
States request éx‘aix‘ers‘ For instance:

> Managed care--Proposed legislation addresses eliminating the 75/28 enrcilment
composition requiremenms {but retaining the Federal oversight of quality) and
making' 1915(b} freedom-of-choice waivers a State Plan option. These changes
- will make it easier for States o implement managed care without waivers.

> Expansions-Praposed iegisiazion contains provisions under a per capita cap to
enable States to enroll individuals up 10 150 percent of the FPL.
{
> FQHCs--Legislation proposes 1o phase-out cost-based reiimbursement. Instead,
targeted funding would be established to provide continued viability of these safety
net providers. Access standards would be maintained.

27
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NEW INITIATIVES FOR THE MIDDLE CLASS
! © AT THE EXPENSE OF THE POOR?

!
i

| QUESTION: |

| Why did you decide to use Medicaid savings to finance your initiatives for uninsured children
| and anemplmye;é workers?

| ANSWER:

| - We did!not,
§

> Maedicaid savings are used only 1o finance Medicaid investments, including restored
coverage for lepal immigrants who are disabled or children, and twelve month continuous

eligibility for chitdren.

H
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HEALTHY WORKING FAMILIES - COMPARED TO LAST YEAR

QUESTION:

s Lot e

How does this proposal to assist workers between jobs differ from your proposal in last
vear's budget?

ANSWER:

» The prcgrai;x% is very similar to lasl year’s proposal.

-

H
It will give grants to states to extend subsidies to workers who lose their
jobs and health benefits.
Workers will he eligible for a full subsidy if their income is at or below
{{}{3 pereent of pmcrty The subsidy will ba phased out at 240 percent of
PG‘*IMY

StaZes will have flexibility in determining how 1o use funds to assure access
to a health insurance product.

> Wi have niwdlc a few changes:

We have changed a few provisions to assure the portability rights
established in the Health Insurance Portability and Accountability Act are
protected.

The structure of the program has been changed to assure cost containment.
¥ is now a 4-year, capped demonstration program with a limited Joan fund
1o account for growth in demand within states.

The eligibibty, coverage, and adminstration provisions in the proposal are

. essentislly the same as those included in last year’s proposal.

B




: GRANTS VS. TAX SUBSIDIES

1

st

QUESTION:

Senators Daschie, Kennedy and others have introduced multibillion tax credit and grant
programs to provide insurance 1o uninsured children, Isn't the Administration’s approach an
implicit rejection of these costly new federal entittements proposed by Democrats in
Congress? S

1

ANSWER:

v No, we believe our pm;}asalg are consistent with the goals of those in Congress who
have intocliuced fegislation to expand insurance coverage for children.

number has increased as employers have been reducing dependent coverage. Our goal l
must be to significantly reduce the number of uninsured children through practical,
incremental reforms. We believe this problem requires a multi-faceted, bipartisan
strategy that involves & pragmatic series of incremental steps by both federal and state
g{;vcmcjms, as well as the private sector.

u . Nearly 10 million children --one in seven--are uninsured in America today. That

. We want fo build on the knowledge gained by numersus states that have taken steps to |
help families who cannot afford 0 purchase insurance for their children. States have
formed partnerships with providers, insurers, philanthropic organizations and

E, businesses 10 solve the problem of uninsured children. These states have found that by

tocalizing the problem of uninsurance, they can develop and reach achievable goals.

They have established strong provider networks, administrative ¢fficiencies and strong

outreach to their eligible families. Through the success of these efforts, other states are

replicating programs to insure children. i

it -
Ed

> We tx:iiev%: ours is a good approach. There are other approaches that have merit as
well. We look forward to working with members of Congress in both parties to enact
meaningful legislation this year.

I
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UNI;NSURED CHILDREN ELIGIBLE FOR MEDICAID
j

QUESTION:

How many of the 3 million children eligible for Medicaid but not enrolled are uninsured?

o \ ‘ o
ANSWER:.

We believe most of the 3 million children who are currently eligible for Medicaid but not
enrolied have no other access to health insurance.

Qur goal is to enroll 1.6 million of these children by the end of year 2000
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PRESII)EN T CLINTON'S CHILDREN'S HEALTH INITIATIVE

QUESTION:

The President hds said he hopes to cover $ million of the uninsured children in four years. ||
How will you achieve that?

ANSWER: 2

The President's gioai is based on sound understanding of the characteristics of uninsured
children, Since there is no single reason why a ¢hild is uninsured, no single solution
| effectively and efficiently addresses this problem. Our proposal has three paris:

Children Losing jﬁmﬁloycr:ﬁaseélzzsmnce

. Workers Between Jobs. The President's proposal 1o help children whose parents lose
their health insurance when they lose their job provides states with funds to help
wemporarily uninsured workers pay for continuing health insurance.

(+ 700,000 kids by 2000)
| Children Above the Poverty Line
[ o State Partnership Grants. States will receive $3.75 billion over the next five years to

_ develop innovative methods to insure children.
{+ 1 million: kids by 2000)
;

Medzmigi»szigiblzc Children

. Medicaid Continuous Eligibility. States will have the option of providing 12 months
of continuous Medicaid coverage to any child who becomes eligible for coverage
during the year.

(+ I million kids by 2000)

K Medicaid Qumreach, The Federal government will work with the States to reach some
of the estimated 3 million children who are currently eligible for Medicaid but are not
enrolled, '

+ 1.6 m&iiion kids by 2000}

|



e A Ry

President Clinton’s Children's Health Initiative - cont’d

&dﬁ}i@:scmls.ag&léwis Current law requires states 1o expand Me,ézcaxd coverage 1o
- poor children between the ages of 14 and 18.
{+1 mllizaa kids by 2000}

Summary: i

Workers Between ;30'233 0.7 million K
Partnership Grants I million

Continuous Eligibility " | million

Medicaid Qutreach 1.6 million
Adolescents (14-18) 1 nuilion

TOTAL Approximately S million

j
Other informazion:

These are the Depaﬂmmz of Health and Human Services estimates.
Ilustrative esnmazt:s of potcnua! coveragpe assume all states and partners participate in
programs. Esizmazes do not aceount for overlap between target populations,

r
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MEMORANDUM

; February 12, 1997
|

- TO:  Bruce Eéeed

FR:  Chris Jennings

RE:  Medicare premiums and structural reforms

¢c:  Elena Kagan

Attached is a Medicare premium chart that illustrates our projections for Part B premivms
under our current Medicare propoesal as well as projections for premiums under our proposal and
the Republican proposal during last year's budget debate. 1t also includes our current projections
of what the Part B premium would be if the home health expenditures that are reallocated to Part
B were inchuded in our premium caleulations.

As you will note, our current projections show that our Part B premium will be 363.8C in
2002, about $11 more than current law (because it extends current law o maintain the Pant B
premium at 23 percent of program costs as we did in the last two budgets). This premium is still
about $25 juss than the CBO projection of the vetoed Republican budget.

In addition, these numbers show that including the home health services reallocated to
Part B in the Part B premium, would raise it about $11 in 2002, an amount that is about $14 less
per month than the Republican budget that the President vetoed, You should also note that the
current additional savings for including the home health expenditures in the Part B premium are
projected to be $20 billion {not $17 billion) over five years. None of this information i
conceptually new, but I thought that you might find it useful to have it all in one place.

Finally, [ am attaching a 3-page document that summarizes the structural reforms in our
Medicare plan. This may help make the case that the President’s Medicars reform is as much
about structural change as it is about achieving savings to extend the life of the Trust Fund. You
and ather principals might find it useful in discussions te make this point.

! hope this information is helpful. Please call me at 6-3560 with any questions,
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The President's FY 1998 Budget:

Medicare Structural Reforms in the President's Budget

The President’s Baudget modernizes Medicare and brings it into the 2ist contury through a
number of major structural changes,

FEE-FOR-SERVICE PAYMENT REFORM

. Building on the sucrcess of prospective paymnent for inpatient hospital, the
President’s Budget would move to prospective payment systems for:

Skilled nursing facilities (SNF), Driven primarily by increases in intensity of
services, SNF is one of the fastest growing Medicare benefits. The budget would
establish a per-diem SNF prospective payment system beginning in 1998, which
would reimburse for all costz (routine, ancillary, and capital),

Home health services, Medicare’s retrospective reimbursement rates do not help
control volume, contributing to the increasingly high expenditures in this area.
The President’s budget implements a prospective payment system in 1999, which
pays home health agencies based on characieristics of the patients, siot on how
many services agencies provide,

Hospital sutpatient departments (OPDis).

Implements prospective payment system. OPDs are still paid, in part,
an a per cost basis. To help constrain the costs of OPDs, which are
projected to nearly double between FY 1997 and FY 2002, the President’s
budget would move to a prospective payment system for these services
starting i 1999, which for the first time, would create incentives for
efficiencies.

Addresses the current inequity in ceinsurance for hospital outpationt
fees. Due to flaws in the current reimbursement methodology, OPDs
receive a total payment for certain services that exceed the 100 percent
Medicare “rate.” Since coinsurance is a function of hospital charges and
since charges are significantly greater than Medicare’s payment raies,
bencficiaries pay nearly a 50-percent copayment for outpatient department
services, as oppose o the 20-percent rate for other Part B services, The
President’s proposal assures that by 2007, coinsurance will be reduced to
the traditional 20-percent level.



IMPLEMENT SUCCESSFUL PURCHASING APPROACHES

*

H
Adopts approaches to purchasing health care services that have proved successful in
other areas. These approaches to purchasing health care services have been used
successfully by the private sector and other federal and state purchasers that have been
tested under Medicare's demonstration authority,

» Centers of Excellence, Since 1991, the Health Care Financing Administration
has been conducting 2 demonstration that pays facilities a single flat fee 1o
provide all disgnostic and physician services associated with coronary artery
bypass graft (CABQG) surgery. Medicare has achieved an average of 12 percent
savings for the CABG. This proposal would make the “centers of excellence™ a
permanent pant of Medicare expanding it to include heart procedures, knee
surgery, and hip replacement surgery.

. Competitive Bidding. To help implement more competitive strategies in
managing payment for durable medical equipment, laboratories, and other items
and supplies, the President’s proposal would establish competitive bidding for
these items.

]

. P'urchasing Through Global Payments. This enables the Sccretary {0
selectively contract with praviders and suppliers to receive global payments fora
package of services for a specific condition or need of an individual. Providers
would be selected on the basis of their ability to provide high quality services, to
improve coordination of care, and to offer additional benefits, Beneficiaries
would veluntarily elect on a month-to~-month basis to participate in such an
arrangement. '

. Flexible Purchasing Authority. This authorizes the Secretary to negotiate
alternative administrative arrangements, excluding changes in quality standards or
conditions of participation, with providers who agree to provide price discounts to
Medicare. Savings from these arrangements could be given directly 10 the
beneficiaries who use them.

MANAGED CARE PAYMENT REFORMS

The President's Budget would reform the payment methodology for manégeei care plans.

Addresses flaws in payment methodology for managed care. The reforms will create
a national floor 1o belter assure that manasged care products can be offered in low payment
greas, which are predominantly in rural communities. In addition, the proposal includes a
blended payment methodology, which combined with the national minimum floor, will
reduce geographical variation in current payment rates.

!
i



* Carves out GME, IME, and DSH payments from managed care. Eliminates medical
education and disproporntionate share hospital payments from the HMO reimbursement
formula and provide this money directly to teaching and disproportionate share hospitals
for managed care enrollees and to academic health centess.

* Adjust$ payment rates to reduce Medicare’s current overpayment of managed eare.
Currently, this overpayment exists because managed care enrollees are typically healthier
than Medicare beneficiaries who remain in fee-for-service. This is a temporary
adjustment until we mmplement a risk-adjusted payment system which is expected to be in
place by no later than 2002, ‘

" NEW CHOICES FOR BENEFICIARIES

. Establishes new private health plan options. The budget increases the number of plans
-« including Preferred Provider Organizations and Provider Sponsored Organizations «-
available to seniors and people with disabilities, These options will meet strong quality
standards and include consumer protections. The plans would be required to compete on
cost and quality, not on the health status of enrolices.

. Repiaces 30/50 rule with quality measurement system. The Secretary, in consultation
with consumers and the industry, will develop a system for quality measurement. Once
this system is in place, the current requirement that requires managed care plans to
maintain a level of private enroliment at ieast equal 1o the public program enrollment will
be eliminated.

* Provides heneficiaries with comparative information to help them choose the plan
that best meets their needs. Similar to the FEHBP program, this proposal would enable
beneficiaries to examine and compare all of the information about their coverage options.

- Develops a process with the National Association of Insurance Commissioners to
better standardize benefits. This proposal creales a process to standardize some of the
additional benefits provided by managed care plans and revises standard Medigap
packages so that Medicare beneficiaries can make an apples to apples comparnison when
evaluating their coverage options,

* Establishes an annual coordinated open enreliment period for all managed care and
Medigap plans. These new Medigap protections would make it possible for
beneficiaries to switch back from a managed care plan to traditional Medicare without
being underwritten by insurers for private supplemental insurance coverage. This should
encourage more beneficiaries o choose managed care plans because they would be
assured that they could always go back to fee-for-service,

i
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. Overall Savings

Per Capita Cap

DSH

;
Flexibility |

MEDICARE ISSUES

—~Why do you say you have split the difference with Republicans?
--How do you get from the 11610 $1387

A gimmick.
--Not included in the Part B premium.

--Reducing from 95% to 90%,.
-{eographic disparity {rural areas).

--Reports sey you are willing to convider high-incame premiwm.
--Will you move to this later?

-0 you plan to have one?
~-Aren’t yau st putting off the hard choices?

MEDICAID ISSUES

-Many {base Dems./Liberal gioups) believe $22 billion too high,
- Why extensiva cuts when baseline has fallen so much,
~{3thers won't think we go far enough. Can sguceye more savings.

--Advocates and Governors fesr index will be further constrained
in this or future year's budges alks.

~avernors believe i to be an unfunded maadate.

~Another formula fight,

~-High v, Low.
--Policy vs. Politics.

~(yovernors want a great deal,
--[.iberal base opposes excessive flexibility.
--Boren Amendment politics.
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Wearkers Znnﬁgtween Johs

- Dcfcn]sib}c policy but so far, foew strong advocates,
i

Children’s Ceverage Options
f, Qur Policy
2.. Democrat’s Policy

i
3. Republican’s Policy

Y

Health Care Quality
I. Our Quality Initiatives
- Administrative legislative/regulatory initiatives.
2. Hill Initiatives

3. Quality Commission

%
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MEMORANDUM

TO: Interested. Parties January §, 1997
FR: Gene S. and Chris J.

RE: Pear's NY Times Article on Medicare Premiums/Home Health Policy

H
:

Attached are DRAFT talking points and Q&As to help respond to inquiries
about Robert Pear's Sunday NY Times article on Medicare premiums and our
home health care policy. Our position, of course, is to not comment on any
specific item in the upcoming budget. However, the enclosed should help
respond 1o general questions about the article and our home health care policy.

We anticipate a number of press and Hill i'nqaiz‘ies following-up on this article.
Pleasc review and provide any edits to Chris 1. by 10:00 am tomorrow morning,



DRAFT

»  TALKING POINTS ON N¥ TIMES' MEDICARE PREMIUM STORY

; ..
{General: 'We de not comment on any clement of the budget before it is released by the
President.)

H
i

PREMIUM INCREASES, It is no secret that the President reviews every Medicare
option with a sensitivity to how proposals will affect beneficiaries. Kecent Census
Bureau data reveals that fully two-thirds of older Americans have incomes less than $25,000.
Moreover, the Urban Institule has recently estirmated that the elderly already spond over one-
fifih of thew out-of-pockét incorme on health care.

INTEGRITY OF PRESIDENT'S HOME HEALTH CARE AND BALANCED BUDGET
PROPOSALS. The President’s clear and overriding goal s to balance the Federal budget by
2002, extend the life of the Medicare Trust Fund until the middle of the next decade, and to
protect our values. HMis upcoming budget proposal will achieve all of these poals. The home
health policy mentioned in the MY Times is also consistent with these goals. 1t is good
pohcy, has received bipartisan support, and makes it possible to strengthen the Trust Fund
without indirectly harming beneficiaries through excessive hospital, doctor and other provider
cuts. While the policy reallocates a portion of Trust Fund expenditures into general revenues,
it docs so in the context of plan that strengthens Medicare and climinates the deficit.

T

. GOOD POLICY. The hoine health provision is good policy because it focuses on
one of the!lmeost costly services in Medicare; home health services in excess of 100
visits — the most rapidly increasing part of the henefit — have no place in Part A
side (the Hospital Insarance Trust Fund} of the program. o combination with the
Administration’s proposal to establish a new prospective payment system for home
health care, the proposal would constrain the growth and utihzatton of this benefit.

. BIPARTISAN SUPPORT. The hame healih policy mentioned in article has heen
supported by Republicans and Democrats, and is not new, Reallocating the portion
of home health care expenditures that are associated with more chronic care was a
proposal included in our last budget. 1t was also included in the Housc-passed budget
i 1993 -~ a proposal that virtually every Republican House Mamnber voted for —
including Ways and Mearns Chairman Archer and bis Health Subconmttee Chairman,
Bill Thomas. In fact, 2 similar allocation of expenditures was the law of the land
prior to 1980,

. PROTECTS AGAINST EXCESSIVE CUTS. The absence of the home health
policy would necessitate excessive Medicare cuts thiat would threaten quality
heaith care for millions of beneficiaries. In addition to desire 1o focus attention on
hame health care, we advocated the home health proposal Tast year was because it

- cnabled us to strengthen the Trust Fund without exeessive cuts in hospitil, physician,
nursing home and other tmportant provider payments.



DRAFT

Q&As ON NY FIMES MEDICARE PREMIUM STORY

t

Isi't this home health care transfer just a ginmmick that simply shifts dollars
around and puoshes oot the needed tough medicine that Medicare requires?

No it is nol. The home health policy mentioned in article has beon supported by
Republicans and Democrats, and 1s not new.  Reallocating the portion of home health
care expenditures that arc associated with more chronic care was a proposal included
in our fast budget. It was also included in the House-passed budget in 1995 - 3
proposal that virtually every Republican House Member voted for ~ including Ways
and Means Chairman Archer and his Health Subcommittee Chainman, Bill Thomas. In
fact, a similar allocation of expenditures was the law of the land prior o 1980,

Regardiea;s of past positions on this issue, Republicans now clearly oppose it on
the grounds that i is a gionnick and is flawed policy. How can you defend it?

The home health proviston is good policy because it focuses on one of the most costly
services in Medicare;, home health sarvices m excess of 100 visits - the most rapidly
nereasing part of the benefit - have no place 1 Part A side (the Hospital Insurance
Trust Fund} of the program. In combination with the Admuustration's proposal to
establish a new prospective payment system for home healih care, the proposal would
constrain the growth and utilization of this benefit. Such an inmtervention 138 long
overduc. o

Even if it is defensible policy, if it is incladed in this year's budget, shouldn’t it be
included in the Part B premium - like every other service in the Part B side of
the program?

I cannol comment on this year's budget before it is released.  However, the President

“is clearly concerned abowt any proposal’s impact on beneficiaries.  Recent Census

Bureau data reveals that fully two-thirds of older Americans have incomes less than
$25,000. Moreover, the Urban Institute has recently estimated that the elderty already
spend aver one-fifth of their out-of-pocket incomie on health care.

Doesn’t this policy simply add te the deficit, which would require even greater
contributions from taxpayvers to sapport the program?

While the policy reallocates a portion of Trust Fund cxprenditures into general
revenucs, 1t docs so u the context of plan that strengthens Medicare and climinates the
deficit, Fhs tast budget did just that and his next budget will do dwe same.



Besides RestormgSome Cuts
In Welfare, '97 Proposals

R .M{)étly-l?gilb@ 96 Goals:

By Jackte Carugs
- Abd Lavrre MoGoey
Seaff Reporters of TrE WaLL STREET Jounnal

T WASHINGTON + AS President Clintan |

smnbarks o0 # new e he is preparing
i lay sut what is bas%caiiy an old budget
wian as his first majorast. -

Among the {ew new Injtiatives are Mr.

‘t Clinton's proposals 10 restors some culs in

the Republican-spoasored welfare bill that

he signed it law last year, In kis budget

request plannes for Ked. 4, he will propose

1o gdd more than 818 bitlion over live years

for welfare, maost of that w restore food-
stamp - benefits and oihed oy to legal

imenigranis who. were targaied in the.

{law.

Amm $3 biltion of that amaaz pver

. three years, wouid fiow fo state and focal.

government in grants 1o train wellare
recipients. for Jobs, as Mr. Clinton” prome
ised in his"re-glection campaign. And
employers who hire welfare reciplents

©owould guality for $400 rrziiﬁafz in” tax

breaks,

Butinmost r&smz&, the Clinton bwzgea
far fiscal 1998, which begins-Oct. §, will
{rack last year's pnrealized bluepring for

* reaching a bulapced budget tn 2002, And
for-all the talk of ressiving “the fiscal

stalemate batween the White House and
Congress, Republicans gre Hiely o be

" disuppuinied by Mr. Clinton’s proposals

an such -hot. buttons as’ Medzwr& and

© . Medicald, defense and (aX cuts. .
Clinton - aides mdldfy describe the -

. budge! 48 the opening bid fur the expected

QMC‘C«M

negotiations . with congressionai Republl-

cans igier this year ralher than the presk
dent's botiom lne, essentially arepestefa
tactic, Mr. Ciinton, employed ww: sema
political success in 1988,

The president wilt eali for savitzg 3154 /
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Clmton Drafts Budget on Famlhar Lmes

wiRiof; 2hmugh o062 in zhe Meeﬁcm

tealthvinsurance program for the elderly.”
mostiy” through ‘redoced paymenls (o

‘health-maintenance  organizations, . doc-

tars, hospitels and-other providers. GOP .
ieaders, have urged Mr. Clinton & s;—ek
deeper- savings for Medicare, which is

projected to De imsclvent by 2001, and o7
B0k 1o benefimmes 2s well as prowders .

fof those savings.”
| About $20 billion of ihe savings would «

. vume from reduced Medicare payments (o

HMOs, ‘& proposad ‘that the industry is

yigarously opposing. Administrasion offi-

“gials say the HMOs -gre ovemaz:z z}y

c,,, M“DM

the existing lormulas.
T2 s0ministration is also expected 1o

propéSE AN expa % ? edi-
care bemefils geared lowarg disease pre:
venilon. . MRmMoerans, . Jor example, -
wolld be covered pve ear‘ rm

Sereering for mlaﬁmer ‘and disbetes

aaziaz atemanls of Pmésazzi it awn s 1’593 ’
L Flan wnuld

ol imfreasé weﬁm spendt ng zsy Sz& zn!hen
nvezfvsyaazs O _
- Save $100 bitlion zrz Madlcare zn;f e
- 2hotd $20 bithon In Medicaid.

* iwm oy 340 million the mam s
" toderal gmgmm tor servzcas or ;:acpze
o Wm'l Fl a ‘, e

tied € 'the health caveragu The Emzz:& az‘e
* grawing fire from liberals on Capitel Hilt
and elsewhere, The president is expecied
10 prepete. that- some - of ihe "Medicaid

savings go-lo expand woverage for unine

sureﬂ ehildren..

" The White Hmzse also plans o mw&l'

iunds. for 8 sew nationwide computer

olst would be tovered. The propossl Is” *system designed ic speed payment of -

simdtar to one recently introduced hy Rep! *
William Thomas (R, Caill.), chalmman of -
the ‘Housé Ways.and Means lgalih sub- .
committe angd is iike!y w wizl biz&rizsan,,
suppart. .

. While the aﬁmiazszmﬁnn wanzs w

5&;&2& beneficlaries from added costs, ihe -

" president Wit recycle 8 -proposal-to Set

their monthly premiums for gocior visits
and other- sutpatient services st levels
designed o cover 25% of program costs
throtgh 2002 The bdeneficlaries’ pre-.
aiums, now $43.80 2 month, presumably .
woild rise with progrars costs, as they do

- yow. Without such 3 charge the premium&

wonid be lowey after 5

For Medioald, the. heaztzawiasurance
program for the-poor, the jrogosed’ five-’
year Savings of about 320 bikion are much
tess “thon either .the sdministration or
Congress proposed previously, largely bew'
camse projected ¢os1s sre-rising less. rap
idiy. &bouz & third of the savings would’

ome from kmposing a cap on spending for -

each reciptent, but the president Is insist-,
ing maz a3 fzzzaiiﬂed pemfms remaizt emi
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Megizare claims. The White House Office
of Management and. Budget' had opposed |
-funding the system, but Heaith and Hu-
man Services Secretary Dénna Shalala
appea.leﬁ the datision and prevzized, :

‘@A Samw ang education tax cuts 1

~The adhdnistration Blso plans to pro- =~

- pose a $40 ndliion increase in funding for.
_the Ryan White CareAct, the 5) billion-g-

“year.program thai fubds medical-and .

_social services for people with AIDS. The
"increase is lkely 1o disappiint AIDS activ-

" Ists who have pressed {he administration

. for much higher fuading given the high'
o8t of the rew, Breakthrough AIDS 8rugs,
M. Clinton is expecied 10 seek an addi- .
" tional £20 miltion in AIDS-prevention fead-

voa e

to seek iess spending than the GOP ‘Con-

than eurrent levels. In another national'se-

 eurity progosal, Mr, Ciinm will seek suz%

“-miilior ta 1938 253 down payment oh a
114, debt o the United Nations that ex:
seeds  $1 bilion. While the remainder
would be contingent on turther U.X. over

" haul elforts, éven the pra;msed gown pay-

L ment ig likely 1o raise hackies’ amang‘ GOP.

2 , Critics of the international bady.

"The prosident also will revive his pro-

Jposed five-year {ax.¢uls of nearly §100 7

_ billion, chisfly & 3500-per-child incomeday |
5 eredit for mest f&wi;tes and tax brssaks for.
wi[ege telljon,. .7 N

~In-another move sure z:a draw Repzzbh‘

cazz griticism, the president’s budget, like

lasz year's, will assame that his tax outs’
' are suspended, after, 3000 U the deficit
dﬂcsn {{alibyes much as tzss zzadgwet omce
pmjeczs

Congress's Rewbiican leaziers aéreazty
aave signaled opposition to administration '
" ¢alls to aiter the new walare 1aw, which |

- Was designed 10.53ve 355 biltion ihrough

+ ing: snd 8 4% increase in the budget for zhe .
‘, Natianal Institites of Healint, >
For defense, the president wi!l wnnnue
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“3062.- A1 the same time. GUF governorsy
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; with large jegul-immigrént” populations -
oA cnrz{az:zmg Mefr states” arepresema
T mres tnc{mzpianﬁbcml lhecu&m&s :

’%

A,
;-

+ -

© ‘gress, which supports & more costty mis- 7

- slie-delense sysiein and other weaponury..

: Mr. Clinton's 1838 proposal is expect&é w0
. be roughly' $260 pillion, 58 billion fower

pae
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C My, H&uptmann éezxzes acquinng an}'
shares through Peter the Greatl, Hesaysbe"
15 ynaware of that firm's activities .with -
Garprom stock, siating that if jolned him
ister a5 D Investor in his Gazprom, deal,
‘He aiso’says his group "didet acquire
nmearly a5 much as 33% of Grzprpm's,

-1 ‘stock; the fipuwre insiders give as EC}&*

stake Gefore the swap with Gatprom.

I golng it Rassiz 3t all, z;ewas
imvesting in & #isky and iliguig markel;
Mr. Hauptmann -adds, ‘He ' noles he Nas .
unigue investments throughout {he world,
incliiing stakes in a Dead Sea magnesium -
- pvipe and b brandy factory [ Moldova.

‘As for Mr. Fellegi, hie denies being |

invoived in the program Insiders Jescribe
for buying G shares,” He won't
discuss details of his gealings in"Russia.
He ¢nes observe, however, that Gazprom’s |
charter “clearly ststed right from the
privatization , : . that §%of the shares gr¢ .
reserved for. forelgn sharehciders, and’
foretgn shurehsiders can buy any smoant
of shares oily with the prior censent of the -
_board of directors, S0 there Wis & ;mssibll
ity to ereale those sheres.”

By early 1995, Messrs. ﬁanptmann mﬁ
i?eiiegi nad entered into high-level megotia-, -
 tigns with Gazprom officials on becoming |
foreign sharehboiders. Mr. -Hsupimann.
says the appropch was simple: They .
- worked through various intermediaries 1.
‘paln the confidence of fop mang gement, |
calminating in the summer of 1535 ina
specinl hoard resslution allowing thres "
- Hauptmann-controtied holding companies.
in Cyprus to become regiszzm icrreixn
owners of 25 million shares. -

< Mr. Hsapmann says hisinvestor group -1
bought shares only after obtainlng this’
bosrd approval {the resofution actually is
dated April 1595}, He won't apecity fz'am
“whom the group bought shms N

.Anuthﬁrscenario N

Investment bankers, a&imzéys nnd s&y-
eral other people describe s much different
.dexl, saying its linchpln was a swap in
which ihe Hauptmann interests exchanged
about’ thres-quarters 'of . the domestieaily:
owned Gazprom'stock (about 600 mikior
_Shareg) for the vight to treat the 200 million
ar 5o femalning shares 43 tereign-awned‘ :

‘A Moscow-hased D.8.": Investment
banker and ansiker Wéstern investment
wanker who wers lnvolved In the October
Joffering say they were loid that g portion of
the retinguished shares went to some Gaz~'

prom peaple with the autharity to approve.
ﬁw deal. But an. investment banket who
says he wag ‘involved, in the share swzp
fiself seys the shares were sinply sent i

twolmnps,iéammpnn?m&mm

exeentlves designated. VGazprom “sald
, that wxs where they wanted us tasend the
simes, gnd that is what we did,” he says. .

i Daly God and the people In that mmpany

Xaew. where those shares weslt,t s
T oWith icz‘eigzrmershlp approval in
hand, ECM's investment greisp begaz} try
“ing to sell some of iis shares! Among

| athers, the Investment group . inclided 7.
heégaiunds—la:gepri%%ershigs«» ="

then managed by Michael Stelnhardt; the *
~uow - mosthy. retired 105, fund manager,”
and by San-Anionio Capital Mansgement

"I Texas. Some investors say the hedge /-7 :ft

* funds were aware of 8 Gagprom Share

Wﬁm

w ":

THE WALL STREET JOURNAL-
THUFRIAY. JANUARY 164587, 5
: . i I

swa;} hut dtdn’t know where the' shaz%w .

‘?zacingthesams R P
f lAmong buyers, that: tha m&szmam . c

- group found was Capital Group Interngs . v - 5

tional's Bmerging Markets GrowivFund, .~ .. R

- In September 1995 if bougii 160,000 shares .

in n entity whose sole a5set was Gazprom

‘shares, paying 80 cents'a share, 3 fund T - ERX

“statemnent’ shows,*A- spokesman. for the . .. N

‘fund’s, Witimate parent; Capital Research - Lo

- in Los Angeles, says Mt boughtafter "avery oo

- gxtensive examination of the transactions ,’ ‘_: ‘;. ot

mwt?ezi" th wasn‘t s.wm af any share * P

mnlastsmbercamamainma ‘;\_ Lo
ional offering of 1.15% of Gazgpromstoek, - .0 1 o0 o .
underwritten by nine leading fsvestment " 0 . K
banks led by Morgan Stanley Group “and . )
Dresdner Kleinwort Henspn. The seeurd-  + o
ties frade in the U.S.3s American deposi- -~~~ - |
tary receipts,’though aot op 2 UK ex- ° "
change, and alse in London, Gaz;zmaisa S
“let the foreign lnvestors who'gotinearly, -+ o .
- convert their stock inte ADRs, in return for . :
. which they agreed nol 1o sell any they st . .
“ww watil about & year from now. “There - - T
are book profits, nics book pmrm is xi% N : .
Mr Hauptmane wili say, ., . - T Lt

. Gazprom has, pmmised 10 pmecz me T )
price of shares it sells abroad by keeping R
the far-morenimerous domestic shares™ - -7

. off the international market, But the'gas -

* Company'’s secretive wiys have keptsome L -
- foreign, investors from buying. ["We'd ' l RSy
mverbeabtemkmanymlngwmeedeﬁ T

.10 Know,” says Ien Hague, whose Firebird
Pariners in New York manages a private | |
limited parinership investing In Russta: ~ . - -
Wﬁmwmei&iﬁm:jonaloﬁerw,.g»f C

- L *

;i ing, no audited profitand-loss. statemazs . . L

m expected until the spring. N
Meanwhile, the share registry ist:ias&d o e
to the public. Only & party thatewns 1%of 1} 0" =~ .
mesmina!{mlaﬁmaymvlw ol
"1t, Gazprom, with rightof Hrst refusaiover " .
- the sale 6f its domestic saaras, !argely cen« IR
trols who can amass 1%. IR
One former Gasprom ofﬁciat azzsez-ves T
. that there have always been two prineipal '
‘seprets within the compsny: The first i3 - - '
wiha owns, the shares, azzéihesecondisw'»';
zsow much the,s; charge fﬁrthe gas S U A

S .
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It sa Shame We I—Iave None LT
ByDMM KAHAN - " whilh the vonventionat mmﬁmma ; Bt will shame be'an effective déter’ a

. . Shazrxz is making 2 corneback in .&mm . much more smbiguous signa! Pines sug- . remt? Yeg. Studies show thai most people | -
. . itan eriminal law. Courts in New Yok,  gest that dffenders may buy the privilege - < refrain from crime less because they fear -
l ©© " -Texasand other states have ordered drunk . Of breaking the law. Community. “servick : formal penalties than becange they've.di

- ;. drivers to display brightly cnlnmi “DUT” 7 sends an ‘even more conhising message: v~ ternalized community values and vaius
|- bumper stickers. " Florida and Oregun  <Nosmally, we admire peopte who educate.” the respect of their pedrs. Shaming pun-,
e ‘Judges require nonviolent sex offenders to  the retarded, instali smoke, detectors in .. ishments tap thess dispositions just as e -,
- post warning signs on thelr property. In~ - nursing homes, restore dilaptdated lowins - festively as fines and cominwity sen*ice, e
. Tennessee, burglars muyst permit their vie- come housing and the Hike. Seying that - which have siready heen shown toberea- ** -
“tims o enter thelr homes amd halp them- . such serv‘ices are zitpunishmem fasz‘crim . sonably effective for nonvigent offenses, .
. Seivesy in Hoboken, R.J., people convicted co , Lo s STheaiiey’ suggestion that shaming is
. > ¢ o public uriuaziezzweven affluent stock- R AT . -eruel is even Narder i credit. To be sure,”
Do brokers-must sweep city streets. ) &Z%ame hurts. But it isn't nearly as patnful .
o Judgesmmmﬁngon mepsizwipub _ “as fmprisonment. Not' surprisingly, of .
... b He humilistion to discourage Jewhreaking. - ‘fenders almost always choose snaming
. © -1 Buthgrowing chorus of skeplizs deridethe averjail time when gi?an the cholee.” L
new punishments as gimmicky and-cruel. - - . . “What miskes shame’ attractive o zhe
Their aititude Is- lilconcetved. In fruth,” " = “ puh}icwns powes 10 express moral con- < -
_ ghame's power 16 express moral condem- demz;sziénmss exactly what makes it ob- |
o nation makes It g potentially effective, and | . jectignable 'ty some critics. - We Hve In én
aE /1 potitically viable, aitémative to hwzisaa-' : « age of relativism and skepticism, in which
. ment, . o - some view moralizing ss an inappropriste .
MR Withtlzﬁmjorltyo!hnnatesserﬁng - funcilon for the Jaw. Those whe are sques- .
. time for nosviclent crimes, reformershave “nish about moraliging way bealle o ra--| |,

long contended that cheaper, Jess severeal: - ‘, Ny TR O wﬁanalize fruprisonment’ at least in some..

‘| ternatives, ike fines end commanity ser - ’ TU -7 - cases, Ob the greunds that it removes dan-
v | Vice, would be as effective as imprison- - znazs msulzs &mew?mem meirmm * gerous individusls from sochety. No such [ -,
- ment, Bli-the ¢all for “alternative sane- nttles voluntarily, | Lo s . retionatization is possible when the very N

+ | tiong? haslittie political résonance. Indeed, ' - The'lessen for reformm is {hat ﬁmy parpeseo!a punishment i to inflict sharme, |, :
. lggislators have extended prisen to many “ean 't hope to replace imprisonment unless - - But discomfort With public moralizing | .
" offenses; including white-collar erimes, > they tind aternative sanetions that unam-- g a singulariy ancormpeiling reason (6 0pe |

previansiy punished only with probation. . .. biguously  express- -reproaeh. . Hecause | pose shaming punishments, The nesdless |3»
. oo st weuld e o mistake, though, to in!er shaming penalties satisly the public’s d& " brutality~not to° mention the ﬁaan:taz "L
IS that the pablic réfects siternative sene  ~mnand for condemnation, jidges bave been ~ .waste—of imprisoning oifenders who.| |
, . . Hons because-they aren't enough, * abletoimpose them for a widerange of se-  could be effectively shamed is o0 high a '
. The real complaint is that fines and fucon- - vious' offenses wmat]y punished by n-. pncetopayfwtheﬁmmthatwelivema

J . Spicgous comnunity “service ‘send the  prisotuhent, “from’ embestlement . and . nonjudgmental sacif:zy -

: . WIoHE message. Amerieans expect punish- + * toxio-waste dumping to drunk driving and' . Sei——

. - ment npt just to protect them fram harm,  drug postesskn—the kinds of offénses for " - Mr, Kahin' teaches mitmzomz and
« but also to express their ihdignation about  ~ which reformérs have ng a.évcx:ated caa mwrwf law .ot the. Zimm*sity of szw
£ crlme Im;:risamnent cleariyz foex 0, ' mﬁeﬁal aitemazive samms CLaw Sc!wa! v ,
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; “ tallures of the criminal justice sys; ;

]udge Seeks Balance

MFTSFIELD, Il — In the 'gray e
“winter light, the views along the road In the Pumshment

“(nto'this small.town in western W . . whenit came tirne 10 sentence Mr
riols are severe but serene — stretch- Meyer whom a jury convicted “of

L

—— e __._—- . i ;
g 'i fresh gossip noo
‘. But Colonial towns were bound

. offénder would be put in stocks in”
" “tront' ‘of , neighborswho. ‘shared a

church a leader, and-iron-clad 'val- .

“ues. The most frequently prosecuted
otfense was fornication.- '

“‘even miore tightly than Pitesfield: An‘ '

. and to shame him into behaving: But

e *'day, he went before the Ilinols Su.’ have received @ Sentence ranging "
' preme Courttochallenge the imposi- from 2% to’ 10 years ‘But _many .in.

. 1 COUrtrooms across the country, usu-
", ally as alternatives to incarceration. -

“.+ Drunk drivers have to put special .

~. tisements in their local newspapers

;.. .1dentified- on newspapers, ,radio

. Lutle, -Fia.; 'ordered. a 'woman , to ¥

.,, estranged wife S

. say ‘they address the needs of a pub-",

bread .and-circuses .
. blunts. whatever rehabilitative lunc-
. tion they miay have and often cross .-

' »tom-line critique *Mostly,”” Ms. le-
‘ by said "they re just meart "

'es of brown, stubbled cornfields in: 5oorayited battery |in- June. 1995, -
terrupted only by . the; occasional ', judee Thomas L. Brownfield had a_.
tarmhouse. Abruptly a.driver's rev-" gistieyit decision. Mr, Meyer had a .
erie is jolted by the green plywood 'yravigys ‘conviction for aggravated
" Glenn ‘Meyer’s .driveway. “Warn-, ‘adjuster on his farm and anacquittai
"ing," it réads, “A Vialent Felon Lives for scuffling. with a’collection agent. -
HE;% Tfl:"eé"‘t Y°‘éfl?“'“ thlifk 'ro-  In the 1995 episode, Gary Mason,a ... -, . :
e sign 1s a condition of the PIO-  yarmer . from nearby, Beardstown,”
bation sentencetgiven to ?&r il\;ies'ier had tried to return a t!:-uck tuel purip.- Perflla.ltlels\T That Shame. R
a- G2-year-old farmer, for having’.;; \r Meyer, who runs a modest
bashed another farmer in the face - oqiypge ya’;ﬁ In the ensuing argu-, - Re ect ostalglc Urges .
with- 3 truck fuel pump, The judge  pene Mr. Meyer swung the. metal- , :.*The point of the punishment was .
., Intended the:sign to alert’ people encased pump at Mr. Mason, smash- to teach them a lesson and also make "
* about Mr. Meyer’s dangerous streak ng pig'nose and eye socket.™” *.." 7 it possible to reintegrate themselves: .
“The:state's ‘attorney urgéd’ incar- * into the community,” said, Lawrence . ,
Mr. Meyer is unrepentant, [On TUe€S-  cerqyion. By, law, Mr. Meyer could-. Friedman, a Stanford law professor.. - .
. By.the 18th century, public punish- .~
| ment was looked down upon-as un- -
dignlfled spectacle .The community

:sWas no longer a paragon 1 of morality,
and now understdod to have corrupt

Jail a5 punishment:) :Was relatlvely
't unknown in America. A penalty was '
tntenuonally exacted in full vlew of
.the ‘comimunity,- which represented~
;an ideal of behavior that Lhe shamed

%
1

iition of the sign] , - . ulation of 4,500, -
ae Judicially created public huruilia- i’;ﬁsﬂﬁll_d hﬁ;l}; §5°pa :ood-hear'fed
*tions like this are being introduced in moughttul nelghbor. Dozens wrote. ,
jetters to.the judge on-his behall.., e ing influence. as well., Prisons were -
“tHe’s as mild a mannered ‘'mai’, “established, and offenders were sent

. Known as shaming penalties — after’ ' you'd ever want to meet,”” sald B Btuce there for their own good., . - -,

»'punishmeéfits like the stocks. tavored ‘Lightle, the- tgrmer chalrmian of the - 1o me:la‘;dszgat?:m:iss . r?\r:]if;i::;:bi‘;;}
by 17th-centiiry Puritans — they usu-: pike - County : board. . "We've’ been’ tartlﬁm its pl.lrp(?se is strictly punic "~
+ ally‘take the form°of a mea culpa triends for, more. than 40 years and-ﬂ tove, Stil, the public. complami t?bout :
message Lo the community.: . I've never seen him angry.” "\ " deiendants serving short sertences

A socini \vnrker leslllied nl A honr

o I ] 0 hat; offer. tel o
" lleense plutu. on tielr cors. Convict-, ing (hiut <MF.Meyer; whio, wird- likhup, n¥iprisons”. | ff evislon;
‘ed shoplifters must take out adver- antldepressant medication, seemed
capable of controlling his temper. *

meir ph graphs -and an. " Still Judge Bm\’ﬂlﬁeld Said that u‘-.& Whjd'l mgan i.n me 1980'5 wuh mDni'

Mr. Meyer had not had an elderiy» 3
men ln mother at home, he. would have sen- fied Wall Street traders appearing on -

"tenced him to the maximum. In'try:
ingto balance retribution with com
.passion, the judge. gave Mr. Meyer
sprobation. but. confined: him™to- his
-.home for a’year, ‘allowing’ him 'to*
. leave only-to keep doctors’’ appolnt
* ments and to attend church;

)

i learn advanced crimipal skills. | |, \
ru
nouncing their crimes,” And
.clties around the country who ' are
convicted of soliciting prostitutes are’

<'some extent a nostalgic:longing for. '+
yan-éra when a community- and its’
A principles ‘were so uniform that peo-

RN
.....

-shows and billboards. Lt

In November, a judge in’ Port St :
{ “The penaltiesbring the commu-" -

nity back into sentencing and punish- -
ing policles,” sald Robert Teir ‘of the: -
American-'Alliance’ for Rights and’
ReSponsibilities. al public-interest '

place an advertisement in hér local
paper saying she had bought drugs ln ,
e aan, T o, aion, e 1 o B 8 L
. at the behest of ajudgeinﬂouston 2 : which reached nearly $10,000: And .
" 'maii who pleaded guilty to domestic’ .My, Meyer had to make and post the - i group..that filed ‘a’briefl supporting '
- violence stood on-the steps-of. -City:* ' warning sign for, 30 months 0[ which ., Mr. Meyer' s warning sign. 'And they:
.“Hall," facing’ lunchtime workers; Te: "ahout 16: remamp ', give the ‘community a' sense of em-"*
© porters.and battered women's advo- “[ try to take. rehabiiitatlon intd - powerment -that jalling N letting
cates, and apologized fﬂr hittlng his, consideration as.well:as’ protecting ; « someone, 3“,, ‘,"'m_“‘“t 2 punishment
. : . .'" the.public,” the judge’ said. “'! cer:" does not do” L va
- Proponents ‘of Shamlﬂs penalties . tainly: feel more:comfortable KOOW- "5, 7, e 3
ing that someone who may not Know -
M% Meyer will have someywamlng Flonda J Udge lees ‘
'The. judge: added " that since the" f S
ign w‘lm lgup' there, have. béen i Publlc Confessrons L
other incidénts of 'violence.. ~Local’ ]udges. rnany of whorn are’
“{*1{:the setting for a modern sham--_elected, have seized on shaming pen- -

ing penalty could approximate that : r.alties 'as. analternative to prison. .,
colofnists, _ -Judges in Arkansas and Wisconsin i

'.J

¥ lic weary of crime, frustrated by ther

tem-and yet. unwilling to pay for
_prison expansion. =
& “The penalties can satisiy the pub-
"¢'s need. for dramatic moral‘con-:
dernnation ina way that 8 eitectlve .' of -the - early - American’

..~
o

o
3

s

Oneshould emulate Do e

i‘.

wclt,ltl LU .md ihe¢ appan lunily (U

' The return to shaming penaltles. o

"

:"the nightly news- in handcuffs,’is to °

:ple could police themselves. " ..

* ‘Pittstield' might qualify. With’ some. -have ordered shoplifters to paradein” ,l _‘;

...thing of the {ntimacy of 17th-century;:.: front of the stores they have robbed, '

. rural towns like Salem, Mass., Pitts- carrying placards admitting* thelr, = -
%, field is a church-going farming com- " gullt. A-Memphis judge has’ ‘glven - .-
+7:." munity with & village green and-cof- ;thieves probation if they permit vic--
“fee shOp ‘waitresses ‘who ' serve;
reguiars scrambled eggs wlth 2 slde

, Contuuted on Page Blo Columnl
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' I
and just.” said Proi Dan Kahan of
“the University of Chicago law school
."Arid they result in the outcome you e
.want: léss imprisonment.”, . ‘. . T .
Critics say the penalties have a < - ,' P A
quality’ ‘that,. .\’ ' Co e

thief’s home. An Ohio judge’ ordered ' 'i:‘
-a man convicted of harassing his ex-.
;7 wiie 10 let. her spit in his face.. =, '-'
.. InTecent months, the judge in Port
s S ‘Lucie,, Fla,’ Larry Schack, has '_
S structured .many, sentences to: ln

clude a pubhc coniession
e N

W

the line into ridicute.’ Judith Libby,": .
-Mr. Meyer s lawyer, offered her bot- .

the” tims to_pluck somethirig from -the e


http:Kahan.of
http:o(whom.ar

= . : . "‘

In {}z:wbez‘ zzzdge Sz:?:ack z;rti&md
a man ‘who had admitted maiesting
prepubkscent girls to put a warning..
.~ "+ signon his front-door that had to-be "
... . primedin block print caphtals, large »’ hi“d ity t”;‘fw
.. U " enongh to fill the entire sign and-at. DeEhavior.2:
S . theheight of five feet from the floor. . And ‘most conim tiegép '
The judge als6 recently annouticed: “verse gmups with différent’t regpon :
plans to sentence defendants to apol. - €8¢ 10, crimes! and. Punishin ?“t' Finel:
. - ogize"to victm$ in speeches of at) tuning & punjshme; elicé—
. least a minute on the courthouse & can be difficult’ Durin }'E&J,,_,
"._ steps at noon, and 1o give'the newS‘ -War, a draft. dodge
+ " 'media’48 hours notice. . ‘. b.ered him:a’ hero,’ mtx
~Appellate - courts rarely., rewew ~urban” high” school. students , R
- such-sentences, because they usually’ applaud a, teen-ager’ fe steaﬁng , ELRrAsO
come as a résult of a guilty pléa.. »Merceeﬁs, not copdemn hiti : St
. Florida and Oregon appellate’courts ® * Shame’ itself, say /legal?
. - * . -have upheld tsolated shaming penal- , phers and psychologists: isa avoiatﬂ
s . ties.Butin 1995, New York’s Court of . -primal and’pdorly. undersiood B B
: Appeals rejected & Nassau.County . tienih.f?ne&’za:égﬁe&% a*?l‘ﬁfe!sjmgﬁf e e ‘”{“‘,
*judge’s efforts to-comipel a ‘drunk .- psychology at George Masazz '
" driver to'carry special license plates.:; sity who hds stiidied ov
. And last ‘May; the Tenneéssee’ Su-'; Plé.to ‘distiiguish’ fﬁehﬂgs sha
‘preme ‘Court” strick down the're. Jfrom gullt, said szzch pena} gg_;
S et quirément ‘that_a.man ‘wha, pteaded cmggiy a;;;gzg;g”mz . ggﬁ
-oiT 0 Tguilty to molesting teen-age boys: ple'made to feél ashamied,c
coom 'pustawammg at his Memphis home. . angrily.and §;zamg o{hgrs, Bu ‘f;z;a:.:ﬁ =
S ©. . Professor Kahan of the i}niversity ~fendants .Can . feel . gu;ig rProfessorts
o of Chicago'said' such’ punishiments™ ’Z‘azzgney said: ﬁ;gy are m{}re iikel ; ‘"g 3G
VLT ;’-’?‘? ?Fgfeiaai;}; iz ff;s?% gﬁéﬁg} fﬁéﬁﬁ . want to'make: re;}arazion. 5
E e&nan; T ¢'is bi s gade e Sy 2%
Y.+ ‘.. his way out of an offense, arcammfﬁe 7 Here 'In:Piusfield,’ Mr Meyes
S o nz:};} service; which, he said, sgxzsﬁs an ﬁ%@?ﬁ%@? g’g;:’;;ho 1 th;i%am
... o .ambiguous message.. 0 < ot T »
"7 77+ *People have positive, associations ; by say,it 15 oo harsh..Some
" . lwith commiunity’ service,” he said.” .who hiave tasted his témpef sayiie'd
.71 How can you be tonidemning a per- - < ot off eaﬁy thm; Mason,, mhf }Ear er i
cet s fsczz if ymz maio;e him fix ﬁiiapidazeﬁ who caug ¢ the fuel p ump 2
"+ .7 housing?And pesple who do. tjzat for-.. sthers. mm being cautioned'éibout {3
S AN ‘a living Are terribly. zzasrziw(i Mr Meyer R : B
oo .- "Even'those skeptical of the penai 3 2y S
¥« < ties, whose effectiveness has never < ViCki Thayer, a8 waitress at' 4
. " . ¢ -beenstudied, concede that they have * “Red Dome.Inn, said that'she diding
w. " .. value, in cohesive communities; Bar * ‘think, that’ the 51811. was ““J“S but s
.1 ;% .organizations piblish lists of lawyers" ‘h‘}t it was'unfair. - _
.. .. who habe béen. sarictionad, because " ‘“Half the town beazshg
¢ U7 . peers consider. public:ityahumlhat' ad
0 ing- deterrent .Some Native Ameri-+ ‘;itr? ig{f,;gf 3{;; fvair?s; '.:ar’xd gets. ?ﬁ
. can tribes and the Amish usearormr " Mr;- Lightle ‘the fors ef cz;uhz
. """ ‘of shaming known as-shunning, ' - ‘b é‘ch o said h;mf 5 Y
b - “Bist it's understood in these copy. ;, Doard chairman, s friend was
©~ - munities that there is.something the - sangry and émbarrassed by the sign.
.. shamed one can'do to get back i, 1he, famlly -Tesented ‘it’ deeply, he
said Mr. Meyer’s wife meved czzz,

I*}«l

' Sald Toni. Massaro,'a law. prefessor
- at the Univers;ty of ﬁ.moxxa

are w!’ums;cal coarse!y {trafte{! aﬁ{f PGKE
- do not have reszoratwe compeneazs,, ‘wtian paymezzts, cazzrz tecards szm T
L S Mss i.ii)ky, who s;wke ez'a he:' el s sy
- R 3 ent's ‘behalf,” 'said he  did"not Jedl m.;if
.S Tel ashdtned about the dustiup that led "
co e SR 1 zzze ;zzmzs?zmaat. sz the cantrary

‘4

‘ sl Tt signods fillegalland zﬁaz the churt
L T T 'f,;jikzwws 1tsiiiegai ”she said. ' He has
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VlSlOl’l and Reform e

: *-. : _' B The arctic temperature gnppmg Waslungton
r.>] <i:. this weekend is -not the’ only blast -of -inclement °

.- +weather" surroundmg the inauguration: -President. - programs and ‘reform’ welfare ‘without . wamng

s, <% .+, .Clinton's cath-taking today takes place in an atmos- -
i ‘<. v phere chilled by scandal, contentiousness'and wide—
.7 +ht v spread public disappointment in- the ethics of Mr
%77 'Clinton and House Speaker Newt Gingrich. Thisisa .
"+ .+ - “moment when both parties rieed to pause and think -
4 o oo soberly, about past mistakes and put forward an’.
.". ', agenda to drive tainted money, reckless rund-rais~
.5 w7, ing and special interests out of national campaighs. "
¢+ "+ 7.\ - The problem ts that HKe their leaders, both national -
* . " -, 'parties are in denial about the public’s deep-rooted -
. fervor for clean politics and the equally deep-rooted

. longmg for trustworthy leaders.. = - o
" .. Inaugural speeches must offer an’ expansive
'-»vision but they.also'need a strong, specific anchér.

The issue of clean politics, therefore offers a huge * ’1 public education atrophy for lack, of funds. -

‘: \opportumty for Mr. Clmton to: step forward' in a
Iargely unoccupied area of leadership. We hope: to.

~hear at the heart of Mr. Clinton's speech a pledge to < United States’‘economic interssts 'with' its human

clean up his party's fund-raising practices and push
Congress toward the campalgn reform promised in
‘- his first inaugural address. With that commitment *
‘. as. & foundation ‘Mr. Chnton can use his speech-to-
convey a 'sense of broad national purpose that ls
- energizing, responsive and realistic on many fronts.
: Since Mr: Clinton will.be making the last inau-

‘gural address of the 20th century, he needs.to guide

* Americans toward-his vision of the century to come, |

Based on'advance word from the White House, it

', .. sounds as if he will try to do just that. The President,
;. his’ aides say, intends’ to’ focus on.an appeal for ; i

.. racial healing,. as well as programs ‘to help Ameri.".

.. ;cans adjust to. an economy driven by revolutions in -
;. information, and- technology, We-hope"that in’ the -
- . processhe will build on one of the finest moments of .-
< his first term, when he defended affirmative action
" .. as a necessary tool to redress the heavy legacy ol i
» racial injustice in America;
B " Four years ago, Mr..Clinton's tnauguratlon
speech seemed to usher in’ anew era of govemnment .
. activism.Now; marking a ditferent approach,-he «
‘ must say how. govemment can still prepare Ameri-

N _attempts tby some to turn :Social Secunty into’a

" form’; of ; Dick ‘ Morris’s book; ; "*Behind- the: Oval

. .

gether will ‘be extremely “difficult i i Citnton is e
, also to preserve education, enviroriment and health ) :‘ o

..against the undeferided poor. Mr, Clinton's greatest -~ e
,gifts lie in -summoning Americans’ to- a:sense, of N R

" ‘community, and starting. today,’ on; these 1ssues. DI

Ve e, T e .:' I-'<

those abilities 'will be tested to;their utmost.
S In preparing for the subject, he would do well t0 e 8
~look "at -the valedictory, comments by’ depamng LR
:Labor" Secretary Robert: Reich,. who' noted ‘in .a’ . ;', SR
' recent spéech that growing economic inequality in- e

the Unlted States is jeopardl.zmg the social compact
“that has long kept the country together. A similar . . .
breaking apart of the, compact can be.seen. In the A O

voluntary investment programlnwh:ch the well-to-“- (N ; e
“do.\would mevitahly ‘benefit’ the, mostsand to let "‘, T e

. :.Inforelgn policy, the’ most urgent philosoplucal N
lssue Mr . Clintor needs to join is how, to square the’’

rights ‘and seCurlty concerns; particularly with Chi- -,
..na. The: President.has done ‘more than his- “yecent ™
predecessors 10, educate. Americans on-the impor-
..tance of" competlng for markets-and investments
" abroad.! But he has. not told Americans’how’the -, . . o
country can keep pace eoonomically and still push -~ 7
for its 'values and-for, curbing the: prohferatton of AP
nuclear weapons and other arms:. L e et
More  than- .most re-elected Presidents. Mr e D
Clinton still “comes; across ‘to’ Americans - as un- .. Ul
*finished ' and - unpredictable. It vis? partlcularly g
interesting that his inauguration has been preceded”
by a. revealing glimpse ‘of his Presidency \in"the’

Ol'i'ice.” It portrays Mr..Clinton ‘as endlessly. torn by'
confllcting lmpulses. delending and. attacklng gov-
. efnment at “the" same: tlrne and betng wary ol. just
_about all:his advisers - a solltary man for all his
gregariousness o '
= After.all the gyratlons “and reinventlons of the T
last four. years. the publi¢ hungers for a President . .-
who presents’a clearer’ image, because -both-his " ., "
.goals .and , personality are’ fixed. Histoxy will: re-

-cans for.rapid economic’ changes while honoring his'; member Mr.:Clinton for winning' re-election; but- it
. .’ new-found commitment to'a balanced budget. Re- -will /measure -him., by. what he, learned; from the;
Lo e cent'economic improvements may make it easner to victory Bill Cllnton [ second lnaugural‘ address wﬂl
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R L remaing swlidly zzzzregsemnz and: isas ‘even-chal- ~writmg bad.‘checky ;
o Zengaé the sign:in COUrT, arg:zm thaz: the ;uége | Angther fermafpm:shment involves public coniris
o m:eeéedhisaat&mzy T , thon, reqairmgoﬁenders wpublicly remte. ir
Lo “The sign arises ‘from an izz::mas,ingiy pawiar “crimes, while apalugxzing tn those who were hur!

ngy nsadeby judges who wish to cut imprison- . vPublic anndemnaﬂm ig: undexﬁably appea!ing

L “*ment costs - while shaming offenders into reform ;. But .the - courts need’ to understand -that  society

R ",V ing their conduct’ The so<alléd “shaming” sen- - has goue this way. before and" found’ the-methad . 0

o - tences resohate with a deeyp societal nesd for moral lacking. ‘Punishments of all SOFts were once admin- *
< w;; mnﬁamna{im Research on thé effectivensss of + iStered in public in the interest of deterring iurther~
s shazzzing ig" almost nonexistent. But scatiered evi- - crime and sausfying the need for meral oppribri- -

, ; ‘dence zuggests that the sirategy is effecﬁve with . um. In the late 18th cqtuxy,"tegal punishments were .

’ e . Juvenile olfenders who.are forced to-apologize in . .moved inside prison’ walls” after ‘societies deter-

oL - public or adults whose tdentiies ave made public In - " mined that ‘they had become mers entertainment.

. - morally joaded nonviolent ¢rimes Hke check ki:iag, " Early Americans’ turned 1o prisons. because tradi- -

o © diynkent driving or saﬁeiﬁag pmﬁmm Even'so, ; “tional p&naities - Jike' the ‘stocks or pubillc whip-_ -
o " Mr, Meyer’s steadfast resistance. {llustrates’the - pings'~ had lost. the power t0 shame. Puble dis-'.
Lo o Tutility of trying 1o induce shame in' someem syzw v grace! ‘fost ‘touch, of: its  potency ' as, citles became
", may indeed be inkapable of feehimg it .. | U o Jarge enough 6 offer. ancnymity and the Hes-that!
<. The” shaming sentences have 3 gfxxi deaz izz mdcizizem wgezherjocsened and thezz,in ma.ny .

eommon with strategies onee used by. American. i piace.s, dissolved. ¥ Pail e, N

.. Indian tribes or groups like the Amish, bothy efsé s

o " whom shunned member& who broke societal rules. i particularly those’ mvoivmg Juvezzﬁes It may have

© e o According t4 a recent study by the University of.” broadér-applications for, more serigus cﬁenses, bt
oo ,' 'Chicago legal’ schotar Dan Kahan, shaming sen- ¢ ““judges ‘should be cautious about using it on.hard
Ly tences are becoming increasingly popular in a varl- ) ehed: offenders: or-the flamboyantly- unrépentant.
o aty-of crimes, including drunken driving, larceny, . - Also, guidelines are probably needed to discolrage |

W T embezzlement, assault, burglary, " illegal waste . judges from idéosyncratzc ‘sentences. Law enforee. .

AU dumpmgmmémgdismmﬂm M Kahm'menzagendessmbe@nmmmmm
o . argues that the' new, penalties are emerging.as a  -the question, ei whea me sez:tmcas werk ansi w‘i‘zen"

e seriuus mat w0 imprisanmmt "becanse zhey dz: :%zey da noz. :

v

.

\?}f B

-+, Latin Democracies D@iNot?Nee‘ ;

L II Pres;d&nz Clinmn che.rtshes zhe democranc pher‘sé sz:ecessor \Zzas genez‘aiiy champzm
Lo ‘and economic revival that has transformed much of ;- $traints on'arms'sajes, but has not.yet sszeciﬁcaiiy
" Latin. Amherica in the 1980°s, he ‘will. overrule zhe““ addressed the'Latin Amem:azz quesmxz,‘v S "
iy recommendations of his departing’ Secretams af - ’ xﬂm who {aver arms sales note :zz‘az with zize
LT - Defense and S:ate and maintain the ban on export‘ s excepﬁan of Cuba, all Latin Arderican go?emems
R ing advanced ‘weapons to the region:.- - .. ,, \are now headed by, &ieczed civiiiazzs. ‘But selling .
. 'I‘he Pentagon, .pleading the case nt ‘American - expenswe,;hxgh—tech weapfms Viike R4 fighter 0
E a.rms exporters and eager potential customers like pianesmmwayﬁomﬂmmmwpmgém “;,.;A‘x: PR
IR theChileanmilitary,haslongfavorede}inﬁnatzmef, ‘racles, ‘Significantly, thejoudest’ Latin voice ier; s-§ SR
5 the restrictinns. ‘I‘he ban', was first. izzzposed w“mmmmzmmm :

s . can mil:tary regimes. The State Department; Fe- :'and Brale m!; fest mpeﬁeé w0 cawz ns;

NN '.‘ ‘ s ﬁecm t.he Admi.nisrrauon s goal of curbing region: ; &Rtm@ the United States B he. i&rgm arzz‘zs
U ghfy searcs resourdes from military to: ‘civilian "'"“-»weapons to e tegion: and some are mdy o saﬁ

N " nikeds, argued for maintaining the ban. ,; hzg}p;ech equipnient.. But''when Bélarus’ .recéntly.
Y T ot But,just before: leaving: office; . ‘Secrétary. ofu,soldtwo;ypesafadvmcedmmaﬁmmwm
L *State Warren Christopher: has | reconsidered :his

*views and joined with .outgoing Defense Secretary . = that they threafened regional stability: It is hard zo

"; i

’Jé‘illiam Perry in recommending an end to the ban.: ‘., -sée why. that logic shm.tid not ,appl}* 1Y Amricazz
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THE PRESIDENT: Thank you, Ruth. * I think she has
made clearer than I could ever hope to that for many Americans,
access to quality health care can mean the difference between a
secure, healthy and productive life, and the enormous burden of
illness and worry and enormous financial strain,

Today, the proposals I am making are designed to
address the problems of some of our mast vulnerable older
Americans. I propose three new health care optilons that would
give them the security they deserve. The centerpiece of our plan
will let many more of these Americans buy into oane of our :
natzan‘s qreatast ach&avemenﬁs, xe&;cara,‘

: When Medicare was first enacted, ?resideﬁt Johnson
said -~ and I guote -~ "It proved that the vitality of our
democracy can shape the oldest of our values Lo the neads and
obligations of changing times." Once again we are faced with
changing times -~ a new economy that changes the way we work and
the way we live; new technologies and medical breakthroughs,
holding out hope for longer, healthier lives: a new century
hrisming with promise, but still full of challenge and much more
rapid change. The values remain the same, but the new times
demand that wve find new ways to create opportunity for all
C Americans.

§

For the past five years we have had an economic
atrateygy designaé to expand opportunity and strengthen our
families ‘in changing times -- insisting on fiscal responsibkbility,
. expanding trade, investing in all our people. Yestexday I
announced that the budget I will subnmit to, Congress in three
weeks will be a balanced budget, the first one in 30 years.
¥Within this balanced budget we propose to expand health care
access for millions of Americans.

* ¥

Last summer, with the balanced budget agreement I
signed, we took action to extend the life of 'the Medicare trust
fund until at least 2010, and we appointed a Medicare commission
to make sure that Medicare can mest the needs of the baby boom
generation. We took action to root out frabd and abuse in the
Medicare system, assigning more prosecutors, shutting down fly-
by-night home health care providers, taking steps to put an end
to overpayments for prescription drugs. Since I tock office, we
have saved over $20 billion in health care ¢laims -~ money that
would have been wasted, gone instead to provide quality health
care for some of our most vulnerable citizens.

We want to continue to do everything possible to
ensurs that the same system that served our parents can also
serve ocur children. That means bringing Medicare. into the 21st
gentury in a fiscally responsible way that recognizes the :
changing needs of our people in a new era.

-

We know that for aifferent réasons more and more



of them lose their hgalth‘&avaréga when their spouse hecones
eligible for Medicare and loses his or her health insurance at
work, That's the story we neard today.

Some loge thelr coverage when they lose their jobs
because of downsizing or layoffs. Still .others lose their
insurance when their employers unexpectedly drop their retirement
health care plans. These people have spent their lifetimes
working hard, supporting their families, contributing to society.
And just at the time they most need health care, 'they are least
~attractive.to health insurers who demand higher premiums or deny
coverage outright.

The legislation that I propose today recognizes
these new conditions and takes action to expand ascess to health
care to millions of Americans. .First, for the first time, pecple
between the ages of 62 and 65, will be able to buy into the
Medicare program at a fixed premium rate that for many is far
more affordable than private insurance, but firmly based in the
actual cost of insuring people in this age group, and, as you
just heard:from what Ruth sald, far, far wmere affordable than the
asut-af-pocket costs that people have to pay if they need it.

This is an entirely new way of adapting a program
that has worked in the past to the needs of the future. It is a
fiscally responsible plan that finances itself by ¢harging an
affordable premium up front and a small payment later to ensure
that that this places no new burdens on Medicare. It will
provide access to health care for hundreds of thousands of
Anmaricans, and it is clearly the right thing to do.

Second, statistics show that older Americans who
lose theilr jobs are much less likely to find new employment, and
far too often when they lose their jobs they also lose their
health insurance. Under this propesal, pecple between the ages
of 5% and 65 who have been lald off or displaced will alsc be
akle to buy into Medicare early, protecting them against the
debilitating costs of unforseen illness.

, Third, we know that in recent yvears too many
employers have walked away from their commitments to provide
retirenent health benefits to longtime, loyval employees. Under
our proposal, these employees, alsc between the ages of 55 and
65, will be allowed to buy into their former employer’s health
plans until they qualify for Medicare. Aand thank you,
Congressman, for your long fight on this issue.

Taken together, these steps will help to take our
heslth care system into the 2lst century, providing more American
families with the health care they need to thrive, maintaining
the flscal responsibility that is giving more Americans the
chanse to live osut their dreams, shaping .our mest eénduring values
£ meet the needs of changing times. It is the right thing to
do. And thank you, Ruth, for demonstrating that to us today.

Thank you very much. {(Applause,)
‘ ERD 11:80 A.M. EST
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s THE PEESTDENT: Today I want to discuss outr continued
gseonomnic progress and important steps we must take to continue it.
For the last five years we have puraued a comprehensive economic
gtrategy to spur growth, to increase income, to create jobs and keep
the American Dream alive and.well in a new century. Today we see the
latest evidence that our sconomy is growing steady and str&ngf that
the Amarican Dream is, ln fact, alive and w&}l. ,
, Last month the econawy created 400,000 nevw jab$¢
Unemployment is now 4.6 percent, the lowest in a quartey c&ntury* o
Thers were more new manufacturing jebs in the past year than in any .
year in three decades. Inflation remains low and appears to be
" poised to continue at its low rate. And after lagging for years,
wages finally are rising again. Our economy is the strangaﬁt in a
generation. o L ¢ . '

This continuing. prosperity is due to the 1nganaity ‘and
the' enterprise and the hard work of the American people who ‘are
cr&ating the sconomy of the future. It is also the result of sur
econonmic strategy of Quttzng the deficit, investing in education and
our future, and expanding our exports through trade agneam&nhg. This
year's balanced budget law both honors cuy values and continues that
‘progress. It extends opportunity to our children with the most
szgnzfzaant new investment in health care in a generation, and in
sducation in a generation. It offers tax cuts for college and
prevides for health insurance for up to 5 million children. It
honors our duty to our parents by extending the lifetime of the
%@dmaar& trust fund until 2010,

. : Now wa have more te dg to strangthen Medicare whzla
preserving its commitment to older Americans. Medicare is at the
core of our historic social compact -~ our yecognition of the duty we
owe to one another. It has been one ¢f the great achievements of
this century and now we have an ckligation to strengthen it for the
next century, to ensure that it is as strong for our children as it
has been for our parents, and to ensure that the baby boomerys have
access to quality affordable health care when we retire.

*  The Medicare reforms I signed inte law this year were.
the product of strong cooperation among Democrats and Republicans,
the President and the Congress. The balanced budget law egtablishes.
algo a commission to continue this bzpar@z&an progress and &vaft
comprehensive reform. .

T, s A | :

i Today I am pleased to announce ny appointees to the
commission., They include Stuart aAltwman, a highly respected health
care expert whe has worked for Presidents of both parties: Dr., Laura
Tyson, whe served our nation well as Chair - of the National Economic
Council and Chair of the Council of Economic Advisors in our
administration; Bruce Vladic, who directed the Medicare program for
four years as administrator of the Health Care Financing Agency; and,
Antheny Watson, the CEO of 2 major progressive nanaged care plan in
New York that has picneered support for falr treatment of patients
while providing guality care.

: : MORE
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These are distinguished, respected, highly skilled
experts. They understand health care and share our unshakable
commitment .to the values represented by Medicare. I expect them to
work as strong partners with the other commissioners and I look
forward to their proposals to keep Medicare at the core of the

American dreanm in the new century.

Thank you.

QR Will you recess-appoint Bill Lann Lee next week?
Q -- gEONONY iz s¢ great -~

THE PRESIDENT: One at a time.
Q Are you really thinking of a tax cut?

THE PRESIDENT: No, I don't believe that's a fair
intaerpretation of what I said yesterday in my comments. What T said
was —— I was asked about propesals for tax reform, and what I said
was that I thought any tax reform that was adopted had to be fair,
good for the economy, not burden the deficit, and make the system
simpler. That was the context in which that discussion occurred.

Then there was a separate discussion about the
discussion that is going around town here about what ought to be done
with the surplus. Some people say we should have a tax cut with a
surplus; 30&& people say we should spend more money with the surplus;
some peopla say we should appzy it to the debt. What I tried to

point out yast&rﬁay is there is not a surplus. The people who say
there is a &arglu& are talking about the difference- in the projected
line of deficit to 2002 when we adopted the balanced budget law and I

signed it and the proiected line now.

Now, no doubt this news today is good news. It augers
for stronger growth in this quarter and it may well mean that we will
have a better prediction. in terms of the size of the deficit and.

budget law was passed, at the time of the mid~session review last
Aungust. The only point I tried to make is all those are still
estimates., And it's good to have a good estimate, but we don't want

to spend money we don't yet have,

The thing that has driven this economic recovery is
getting interest rates down, getting investment up, creating a
framework in which the American economy could grow, and bringing down
the deficit from $300 billion a vear to $22 hillion a year is a big
part of that. So before we make any unduly rash decisions about the
future, let's make sure that we're taking care of the economy because
that's -= the best thing vou can do for Americans' incomes is to give

them a strong economy.

¢ Will you recess-appoint ﬁilz Lann Lee next week?
R, Are you looking at a flat tax, Mr. President?

Q My, President, are you concerngd -

THE PRESIDENT: I can't hear all of you.

Q Will you recess-appeint Bill Lann Lee next week?

{ My, President, are you concerned that the Sautheast
Asia financial crisis will affect the U.S5. economy?

THE PRESIDENT: I'1ll answer this, but let me answer this
one first. :What I would like to say today, and all I am going to say
today, is Bill Lann Lee's perseonal story, his work experience, his

MCRE

¥ -

T “eliminatingfit ‘altogéther now than we-did at-the time the balanced ™ = ..
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integrity, and his fitness for this job are absolutely beyond
guestion., He should not be denied the job because he disagrees with
the Republicans.in the Senate on whether affirmative action is or is
not good pelicy. The only thing he's required te do is to enforce
. the law as the Supreme Court hands it down or as the Congress passes
it, and to recuse in the case of any kind of personal conflict ==
Whlch he said he would do in the case of the California lay, which is
now noot. . .

: 8¢ I helieve -~ I will say again -- he is entitled to a
vote., The senators ought o vote on him. N one has put forward a
credible reason for why this man should not be appointed. . Surely the-
fact that he agrees with the President who wishes to appoint him on
. the question of what kind of affirmative action programs we should or
ghouldn't have, surely that should not disgualify him for this
position, That is the point I have made. [ .still think that he
ought to be able to serve. . . o

Yes, now go ahead
" o MY, President, are yea concerned that the Southeaat .
Asia financial blowout, which seens to be ongoing still, is going to
eat into these exana&ﬁc growth figures that you ravealed Loday?

. . .

THE PRESIDENT: Well, first of all, I thlnk we a1l have
Lo a&knewledge that our economies are 1nterrelated About a third of.
sur growth over the last five vears has been due to our akility to
sell more American products around the world -- about a third, And
anything which undermines our ability to continue to sell more
American preoducts around the world -~ any action taken abraaé or at
heme is not gocd for cur future growth pxaﬁpeets. ‘

‘Now, that's one of the reasons that I have moved &o
aggressively, to work with our allies in Asia and in Eurcpe and with
the International Monetary Fund and the World Banx to try to
stabilize the Slﬁﬁ&ﬁ&ﬁﬁ»

On tha &t&&r hand, let ne ramind you that there is
enormous QtGdﬁCﬁlVﬁ power in these Asian economies. They have ﬁome
financial difficulties now, which have to be addressed in a
disciplined way. If you see the rapid recovery that Mexico had
. within the space of two years, you see that these strong Asian
economies can do exactly the same thing in perhaps less time i€ they
face their challenges directly. So I think that the appropriate
regponse is to do what was done in zndan&si&, to do what wasg done in
South erea,

' - The Japanese statements of the last few days avre
: ha&rﬁ&nzng about what they intend te do with their own financial
institutions and protecting the depositors. All this is basically
good news. So they've hit a rough patch in their financial
institutions and markets, but underlying productivity and potential
in Asia is enormous. Yes, I'm concerned about its impact on
Ammrlaans, and that's one of the reasons 1've besn so actively
inveolved in trylng to deal with it, bhut T don’'t think we should

. become pessxmlstmc. I think we shculd just be determined to wazk
thyrough these things as guickly as pogsible,

¢ Mr. President --
o] ¥r. President ——
THE FRESIDENT: One at a time, one at a time. - Go ahead,

Q Mr. President, should Larry Lawrence have been
buried in Arlington National Cemetery? .

MORE -
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THE PRESIDENT: Well, that depends on what the facts
are. The guestions which have been raised are serious, and I have
asked the State Department to conduct an ingquiry to f£ind out whether,
in fact, the basis of his eligibility is true or not, That's a fact
question. And let's wait until we see what the facts are, and then
we can all draw our conclusicons from that. But the questions
themselvestare seriocus. I think the other guestion you might ask is,
were the people involved in the decisien in any way at fault. I
don't think they were. They acted on the facts as they knew thenm.
The Grlglnal inguiry into the background check was done -=- for the
ambasgsador -—- was done by the State Department., I've asked thenm,
therefore, to follow up, try to find out the facts, When we get the
facts, then I think we can make ocur judgments on it.

Q Have you made an indefinite commitment to keep
Armerican troops in Haiti?

THE PRESIDENT: Have I made an indefinite commitment?
¥o. But I have made a deficit commitment to continue to be involved
there in ways that X think are appropriate, Xeep in mind, we have a
very nodest troop presence there now and we are payrticipating as a
minority partner, if you will, in the c¢ivilian police. With the
withdrawal af the United H&txons forces, the primary work of
mazntalnznggsamurzty has shifted to the international police force
working with the Haitian police. Our military presence there -- it
largely involves s lot of public works., wWe ars doing some public
works projects which we've been asked to continve to finish, try to
accelerate. . And of course, I think it does contribute to the
stability of the area. Bul our presence there cannot be indefinite,
and it will not be indefinite. But I think that we should have these
wzthﬁrawal&iiﬁ & staged fashion and we should know what the next
stage is before we take any precipitous action. The American people
should knawlzt’5 not a military operation.

Q Saddanm Husselin seens not to be satisfied with the
way <« this arrangement of the U.¥. Security Council. ¥®hat do you
feel and what do vou think can be done about it?

; 'Z’HE PRESIDENT: Well, I certainly think he's exposed his
cmotives and his real concerns Lo the entire world today.. You know,
“it wasn't very long ago -~ how many days age was it that he had this
sy&ballm funer&l for children, blaming the world community in general
and the United States in particular for the death of Iragi children.

‘Let me yemind you, when we got the United Nations
resplution pass&d, wi and the others who ﬁuppcrted it == 9B6 ~~ to
allow him to sell oil to get food and medicine for his people, even
while he was. continuing to resist getting rid of his entire chemical
and bialogmcal weapons arsenal, he delayed the full implementation of
that for a year and a half, He is in no position to point the finger
at anycne else in the world for the suffering of his own people. &And
pnece again today, he has proved that he is respnnSLble for the

suffering of his own people.

iThe rest of us are more than happy to let hinm sell eil
in amounts necessary to generate the cash to alleviate the human
sufferlng of*the people of Irag. That's what 986 was ail about.
This is not about ag6,. This is about some other way that he can
manipulate the feelings of people beyond the borders of Irag, even if
he has to let innocent children die to do it, so he can continue to
pursue a weapons of mass destruction program. And it's wrang and the
wold cammunmty should not let him get away with it.

Thank you.

¥

ERD 2139 P.M. EST
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AMERICA’S SENIORS AND MEDICARE:
 CHALLENGES FOR TODAY &ND TOMORROW

3 STATE-BY-STATE STATUS REPORT:
: EXECUTIVE S{JMMARY -

H

Medicare has successfully improved the health and qaaizty of life for millions of seniors and
people with disabilities. ‘Yet enroliment will double over the next 30 years (from 39 to §0
million beneficiaries); Medicare has not been given the, toola it needs to be as competitive and
cfficient as it needs to be in the 21 century; and zie:spzte modern medicine’s reliance on
pharmaceuticals, the program does not cover prescnptmn drugs. This report provides a state-by-
state break-out of ihc overwhelming demographic and health care challenges confronting the
Medlcam gmgram Key findings include:

|
MILLIONS QF AMERICANS RELY ON MEDICARE

» Medicare beneficiaries comprise an imporfant ami growing part of all states’ residents.
While aver half (54 percent) of beneficiaries live i m the 10 most populated states, states with
the highest concentration of elderly are often smai%er {Arkansas, Florida, lowa, North and
South Dakota, Pennsylvania, Rhode Island, and %’esz Virginia}, Nationwide, nearly 3
mitlion Meézc&z& beneficianies are non-elderly pﬁtf.}ple with disabilitics. States with the
highest proportion of disabled beneficiaries tend to be in the south (e.g., Mississippi,
Kentucizy, West Virginia, Alabama, and South Carolina).

©  Women beneficiaries outrumber men in all states. Nationwide, 57 percent of
Medicare beneficiaries (22 million) are womgrz This distrdbution of women to men is
remarkabiy consistent across all states, razzgzng ' from 51 to 59 percent,

> 40 states have more than 1 in 10 benefi c:arxe!s age 85 or older. These 4 million
‘ beneficiaries have spent almost one-quarter of their lives on Medicare, States in the
upper midwest {e.g., North and South Dakota, Minnesota, Nebraska, Kansas, and fowa)
have the highest proportion of “old elderly.”

° Inlb states, more than half of Medicare beneﬁcz&ne& live in rural sreas, In fact, in
Mzsszxszppt Montans, North and South f)akma, Vermont and Wyoming, over twe-zhzrﬁs
of beneficiaries live in rural areas. The$ miliwn beneficiarics nationwide (about one-
fourth of all beneficiaries) lving in rural America typically have few to no options for
managed care or prescription drug coverage.

+ Poverty smong the elderly has been reduced by nearly two-thirds sinece Medicare was
created. Medicare has contributed to this dramatic improvement by helping seniors pay for
the pozemza ily devastating cast of health care Whtm they can least afford it. Nationwide, the
elderly poverty rate declined from 29 to 11 percent from 1968 and 1998. In 10 states, the
eiderly povem rate feli by 75 percent or more.

" Fhe backup tables inchude information on the District of Columbis; bmz;se of lack of data, the territories are not
mciudcd in this analysis,

- = o



e

MEMCARE ENROLLMENT WILL SURGE

o 30 states will have one-fifth or more of their populatwn who are elderly in 2025 -
compared to no states today. About 62 million Amcrlcans will be.age 65 or older in 2025
compared 10 35 million today. In Florida, where 18 percent of state residents are elderly
today, about 5,5 million people — over 23 percent ofiresidents ~ will be elderly in 20235 as the
baby beom generation retires. Nationwide, this demegzaphm increase is over 75 percent
from 2600 o 2025, and s over 180 percent in 18 staies

» 8 states have move than a third of their 55 to 65 vear slds whe have no or undependable
health insurance. People ages 53 to 65 are the fastest growing group of uninsured - and are
at great risk of becoming sick. About 6 million people age 55 to 65 are uninsured or have
individual insurance, which is typically age- -rated, unéerwmten based on health sfatus, and
can be demeé The baby boom generation is abouz 1o turn age 55 - which will create an even
bigger accéss prablem, ;

MEDICARE;BENEFICIARIES NEED PRESCRIPTION DRUG COVERAGE

* 16 states have 20 percent or fewer firms offering health insurance to retirees.
Nationally, 22 percent of firms offer health i insurarnce tc retirees clder than age 65, No state
has more than 30 percent of firms offering this coa;eragc Trends suggest that this coverage
will continue to decline, so that very few sentors will get their prescription drug coverage
through their former employers in the future,

. Indwndual Medigap insurance with preseription drug coverage costs twice as much in
high- cost states. The average premium for a 65-year old for Medigap Plan H that includes
drug covérage among other benefits is about $135 per manth, but exceeds $150 in 9 states.
The part of the premium that is attributable 10 drugs alone can be $30 per month or $1,080
per year for coverage that is limited t0 $1,250 pergycar with a 8230 deducuble. Moreover, in
most states, insurers “age rate” or increase premiums as people get older, making insurance
more expensive when seniors can least afford to ﬁay forit,

s There are no Medicare managed care basic plarms with prescription drug coverage in 15
" states, About2 oul of ever’y 5 Medicare bcneﬁcmms lacks this prescription drug option.
Meéacare managed care plans have, in the recent past, offered prescription drug coverage to
attract beneficiarics. However, this coverage is becoming limited. Nationwide, nearly three-
quarters of plans cap benefits at or below 81, 000! compared to 35 percent in 1998. Similarly,
the proportion of plans that limit drug coverage t_i} $500 or lower has increase by 50 percent
between 1998 (from 19 to 32 percent).
!

» Most seniors are middle income and would not henefit from a low-income preseription
drug benefit, About 15.6 million or haif {49 pcrcczlt) of all elderly have income between
$15,000 and $50,000. Only in Louisiana, stsisszppz New Mezico, Rhode Island, South
Camimzz and Texas are there more poor than mzdéie class senjors. Nationwide, over half of
beneficiaries without drug coverage have i mcomc above 150 percent of poverty (812,750 for
a single, $15,000 for a couple). Thus, a ;}wscnpzmn drug benefit targeted o low-income will

not help most seniors.
r
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HEALTH CARE PROVIDERS RELY ON MEDICARE

+ Health care providers depend on over 5200 billion a year in Medicare spmdmg,
acconnting for one-fifth of all funding. This does not even count beneficiary payments
which comprise nearly half of their total health spendmg Medicare spending exceeds 20
percent of all health spending in 12 states. Natnonwndc, over 5,100 hospitals, 800,000
physicians and nearly 15,000 nursing homes care for Medicare beneficiaries.

!
PRESIDENT'S PLAN FOR STRENGTHENING & MODERNIZING MEDICARE

The President’s;F'Y 2001 budget dedicates $432 b:lhan over 10 years — the equivalent of over

half of the non-Sacial Security surplus - to strengthen and modernize Medicare, This plan

makes Medicaré more ﬁscaiiy sound, competitive, and cfficlent and it modernizes Medicare™s

benefits, inc aéwg the provision of a lang-overdue prescnptmn drug benefit. The reforms

coupled with ii’sg: surplus dedication would extend the life of its trust fund to at least 20285,

» Making Medicare more competitive and efficient. Since taking office, President Clinton
has worked to reduce Medicare growth and fraud and exiend the life of the Medicare Trust
Fund from 1999 to 2015. He has proposed to build on these efforts by: (1) expanding anti-
fraud pt}lzazcs, (2) making both Medicare managed cam and the traditional program more
cempctzzwe efficient and high quality; and (3) constrammg out-year program growth,
Savings total $71 billion over 10 yews.

» Aliocatmg $299 billion over 10 years to Trust F ami solvency, It would be 1mposslblc {o
pay for a doubling in Medicare eurcliment through ;}wvzéer payment savings or beneficiary
premium increases alone. To address the fiture ﬁmcmg, shortfall, the budget dedicates
$299 billion of the non-Social Security surplus to Medicare which helps to extend the Trust
Fund through 2025, and reduces publicly held debt since funds could not be used for tax cuts
or pew spending.

*  Modernizing Medicare’s benefits. Unlike virtually all private health plans, Medicare does
not cover prescription drugs. Yet over half of beneficiaries spend more than $500 annually
on medications and over thres in five lack éepcnéabie insurance coverage for drugs. The
President’s plan

°  Establishes a new voluntary Medicare preseription drag benefit that is affordable to
all beneficiaries and the program. The drug benefit, which costs $160 billion over 10
years, would be:

- Avcessible and voluntary, Optional {or all i}é’:mﬁciarics, Provides financial
incentives for employers to develop and refain their retiree health coverage

3
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- Affordable for beneficiaries and the program. Premiums of $26 per month in the
first year with no premiums for low-income beneficiaries. Provides privately-
negotiated discounts, gained by pooling benéficiaries’ purchasing power, for all drug
expenses. Has no deductible and pays for haif of each beneficiary’s drug costs from
the first prescription filled each year up to £5,000 in spending when fully phased in,
Discounts continue after Himit,

. Campezmmﬁ! and efficiently administered. | Competitively selects private benefit
manager for enrellees in traditional pro gram No price controls, no new bureaucracy.
Integrated into current eligibility and enrollment systems.

-~ High-quality, necessary medications. Privale entities that use formularies must
ensure access 1o medications off formulary that a physician certifies as medically
neccssary, Use of sta{e-ef-the»art quality improvement tools.

Lreafes a Medicare reserve fund to add protections for catastrophic drug costs. To
build on the President’s prescription drug bcnefit the budget includes a reserve fund of
$35 billion for 2006-2010, available to design pwﬁecuons for beneficiaries with
extremely high drug spending. This reserve will permit the Administration to work with
Congress to design this enhanced preseription dmg benefit. If no consensus emerges, the
reserve :m:zuié be used for debt reduction.

Imp roves preventive benefits in Medicare. T’l}is proposal would eliminate the existing
deductible and copayments for preventive services {¢.g., colorectal cancer screening,
bone mass measurements, and mammographies).

1
Creates health insurance options for people ages 55 to 65. The plan would allow
people ages 62 through 65 and dlsplar:cd wer&ers ages 53 to 65 to pay premiums to buy
into Medicare. [t also would require employers wht} drap previously promised retiree

- goverage to allow early retirees with limited altemaiz%s 10 have aceess to COBRA

continuation coverage until they reach age 65 and qualify for Medicare. To make this
policy more sffordable, the President proposes a tax credit, egual o 25 percent of the
premiurn, for participants in the Medicare buy+in and a similar credit for COBRA.
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Table 1, Intporfance &t; Medicare

STATE Al Aged THsabied Women Az ks e Rurat Poverty Rafe
Benefivinries | Brarficiaries! Beneficlarics # hii # % # A 968 1998
{ y 3 4 £ . A ¥
Alghums $AY 050 555000 1% 000 383000 158% 66,000 0% 234,000  36% | 41%  13%
Afacka 19000 32000 o000 e 5% XA 9008 1% ¥ 3% |
Arlzone 531,000 573,000 TRAOG ITOO 155 T Y% 91660 14551 % 5%
Arkansas A58 0 FEY R CSERAD 2000 15E% ER T 2IR000 GRG 1 4% i0% |
[~ 1N TIELAS g al AL IR % RIGET 5% 3000 a5 | o 0%
Soleratie 451,00 g eyec] &0 I 56% 45000 105 23000 19951 2% 1%
Ciannecticnl ST i 450 500 4 TITOOE ) 5% &) 500 10% 030 3% | 4% 4%
Fielawnre T AN LA kYIS 31000 5% WO % 00 27% | 30% 9% |
iX, 600G &1 000 Y 46,000 1460P% Mt 4% - % | 2% 15% |
Marida CERRLER[ LATLGHN TR 158000 156% 5000 11% 21960 35, | 0% 0% |
Cecrgin §8% 556 U0 (S350 - 514,080 :58% E3.000 9% G000 4% | av%m 1%
Tavenit 138800 14R.050 LG BeO00 | 545 56 0% 43,000 Ji% | 4% B% |
ke T35 568 HEOYG] 19 500 FTO00 1 555 7,000 ti%a o0l % 15% B |
iflnane 1,6k, 10 320,083 VB5000 W36 000 1§85 185,000 11%% 3006 1i% | 1% 12%
indana §47 560 31000 109,000 SR TG0 1 S9% 86,000 0% 30000 3i% L 15% | W%
jowa Ferayi] A0 47 000 TTo 00 7 S8 R 3% WEI0T 65 1% 6%
Wanias i3 e 348 505 41,000 FISAG0 | 585 SG000 13% 13000 338 f dive W%
Reniucky AR 347 000 123,000 3G 000 ¢ 56% 1,000 5% 342000 5% ¢ aiv% 4%
T ouisiana -] 50070 101,000 SIT 000 | 565 3.000 1% 162000 27 | 15% 6%
Maltie ] 7%, 50 3005 [FENA ) 56% 72,000 11% SEODT A5% (5% L%
Maryltfid &98,080 359,000 59,000 FEAC00 | 8% 53,000 (0% 35,000 G% [ 0% 0%
Mussachuses 1T 608 Ba7,000 135000 555,000 1 509 TILO0C (2% E5.000 2%t 1% &%
ichigan UX75,600 T 197 000 TEY 008 TES500 1 37 136,000 10% A0 Zi T asvh 1%
NESOTS &34 000 T 000 5050 8000 1 57% B1,000 3% 258,000 d0% TR TN
ississippr 411,000 EFER] B3, 000 138000 . 37% 3000 1% WTH00 e 555 oD% |
MTssoutt W58 600 T3, 000 [13.660 AB0000 | 3B% | 97.000 (1% 19,000 385 | 3055 6% |
Matian 134,000 [T7.660 7,000 F1.000 | 34% 3000 t1% TO3000 795 | 34%  10%
Mebrasin S DR T3 500 24,000 146,000 1 58% 33,000 13% 9000 50%% | 280 0%
Nevads 223,000 195,000 28 000 117,000+ 5% 15,000 1% 2E000T IR 50% W
New Hampshize (44 G600 143,000 21,000 QY060 1 379 (3,000 11% OO0 SAR | 3% 5%
New Jereey 1,188,060 1063 000 174,000 805,000 | 39% | (25,000 1% S0 | 23% B
New Mexica T 245,000 53,000 32000 T2T,0001 54% | ; 0% 04,000  46% | 40% — 16% |
New Vork TR Ghn| 2,420,000 346,000 1,535.000) S8% 310,000 12% 235000 9% 5% |
NanF Carolina 1,50%,500 317,600 178,000 636,0001 38% 100,000 9% 437,000 40%7|TAT% 1%
Notth Thakola 03,000 33,000 10,060 E8.000( 36% 14,000 14% | FEO0 R 1% 1A%
Dhio 1,659,000 V476000 213,500 G73.000] 58% 170,000 10% 345,000 19| 15% %%
Oktahoma £60,000 435 00 65,000 285,000] 577 56,000 11% 236,000 AT 1 44vh T0%
{regon 487 000 &58 00 33000 260,000 6% 53,000 11% 71,000 365 | 118 15%
Fennsylvania 080,000 15740500 IR0 1,210,600 3R 334,000 1% 34250016 [ I
fthode Tslind 170,500 T98.500 22, GO 00,0000 59% 20000 127 0% 1A% 0% |
South Laeoling 33500 449 000 98,000 113,000 2% 36,000 9% 184,000 H% 5%
[Sonik Dakota 18000 106,000 12,000 67.0001_57% 15,000 13% PO TN 1A% 1% |
Tenneisee BT 000 654, G 138,000 Bo 0 58% TR0 0% ; | 43 131%
Texas 3,106,000 Vs 57300 1243000 571% 23000 10% 0,000 2354 | 1% 1%
iak 105 00 176,000 PRI 05006 55% 0000 105 3R000 2k | i0% %A
Yermont O i) TG00 12.000 0,006 1% 060 11% 54,0007 5% 1 Ai% bR
Viginia R B 43 G001 TE3 G 000 5% 22,060 5% 6,00 3i% ] % 1%
Waskmaion TiE. 000 5¥X 3500 00 6% 000 1i% 0000 L% R T%
West Vt&inia 35,G00; 272,000 63,000 123060 5%% 32,600 ¥% 195000 R4 1% 1A%
WisEonan FISEH 589,000 %5660 3000 1% AGH0 1% Lo WHT % A
Wyarmg &4 000 56,000 5500 JAO00 54%% &0 0% A0 fo% | Asok | 10%
TOTAL 39,575,506 33106600 4 E7I 000 | I1.E80000 5% ZDILO00 11% DI 00E 1A% | 29%  11%
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Table 2. I)emographlc Trends

STATE Keniors: 2000 Kealors: 2028 95-6'4 I_l:zinsuﬂedf
i e # "% ndividnal lesured
i 2 i3
ATaboma SRo.000  13% NS Toagng  Eio,
Alacks TEASE prRs THE .
Arizona FIHE T, 1308 00 At ooy av
Arkansas T 331,000 4% R PR G S
[Caltforaia kLK ,324 D0 T5% REENET L
Eoioeade T ANe,000 1i% TIRA.B0G I R A
Connecticut T ABLOM  14% BIL.000 T8, T T CT
Delaware C o uF 000 1% 168,000 0% L VL0075,
6C GA00T 1% G2 B0 T45% 110060 I8E
Fleride L 3.355 000 195 5,451 {00 6% 126,000 d3% .
Cioorgia I F9.000  10% LGOS, 600 159 I EET R T
|Hawart e 1% pE5Y ) HECA L
Jidahe TSI 1% THIUS TR
fHinoh “TAN AT 1% s 1, X T A
Indiana RIGE 1% [oennoy  iee T340 3%
iowa L0 1% (3787 . £ A A
Karsms PRE T 13% RAs, 00 abv PO R
Keotucky OSORG00 1d% | ST % T Th,Od i
Lousiana U S 000 1% AR T 8% TYTT 00 A
Maine T YTEO00 4% 04,000 k1% TR
iaryland SE0.000TI% T039,000  16% T TEL000  24%
Massachusells %4000 14% TS L000 Ti CIGL Ay
Ffichigan TR TIRE 1 T84 RV ]
Manncsoia PGSRy 1ok TG i FRELE: T .
Rissisuipp A EE 2% AR ) IO
Missouri ML EEE 1A% [T E: s L E
Sritans AT IR Pl T DA Y
ChRASK TR SE 1A% Ty ] L 7A A
Nzvada TTEEE 1% R T ALLA dhbh
New Hampshire | . 142,000 12% pFER] oo )
MEW JCESCY TR0 3% 1853000 1% UL
New Mexico 200,000 1% 31,000 T T AT000 X%
New York ASE000 13% | 3,264,000 ¥ T Aga, 000 ddve
Nontk Carolina YHO00 13% PR T ae0.000  41%
Nerth Dakota - W I T&6, 3060 b P X L 1 A
) 1SS 135 TIee 0 1% TIEE R . 1)
Dk ahoa Y50 13% SR OB i P A0 T
AL 1A% T E I T : %W‘ZW%
l%smgiw&a YNNG 5% TP TR B ih
Rhode T5za8 EEET 5% P KO 1A LR 2&%
South (aoiing i (FE; LS 1% TG R _
South Dakoir TTE000 14% EEXc T X T
Tenncesce AT 105 TR 208 TR L0 T
Texas o000 10% LT {3 U 15,000 33V
tfiah P a0 9% 453,000 7% % 0T L .
Vermont ! ERS I SEE X IS A
Vlrgmla a1 | KEL 5% i 136000 Q%
Fachy [ 4RE] ma TR T A O L 1
E‘acsi YVirginia 257 600 456 D60 58 i ST 171
W:scamm F8 :W 3% X i i lisgho | 5%
Wroming SIEE 2% FFEAG S M 110 : FESEETYRE
TOTAL 707000 13% PAICLE N T LT T I BEE k%

1. Projeciions GF Siae Popisnon by AGe: 100G L0458, GCIies A proRctons. LS, Lepanment of Lommerce, Census Bustau,

2. March 19971990 OPE sverages for individuaily inswred and aninsurcd! Note: ceant coll size,
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Table 3. PrescriptioniDrugs

STATE Firms Medigap Access to Medicare | Income Distribution of People Apes 65 +
Offering Avg. Managed Care Basic | <18, 15- X is. !
Coverage Premiums Plans w/Drugs | 50,000 +
<1 2 1 4

Alabama < 19% $124 [i] 0% 242,000 248,000 84,000 41% 43% 15%
Alaska " na na [1] % 19,000 5,000 T.000] 2% 48% 23%
Arizona 1 22% na 618,329 94% 179,000 287,000 96,000 32% 51% 17% |
Arkansas T 14% $158 7 0% 64,000 165,000 26,0000 46%  46% 1% |
Cafifornia . 19% na 3,365,276 9% 1,237,000 1,541,000 605,000 37% 46% 18%
Colorado - 25% $135 387,606 83% 117,000 171,000 66,000 33%  49% 19% |
Connecticut - 24% $207 559601  97% 130,000 235,000 77,000 29% 53% 7% |
Delaware T ona $120 65,492 60% ;38,000 44,000 15,000 38% 46% 15%
DC . na na 71448 100% 136,000 25,000 . 12,000 49%  34%  16%
Florida . 20% 5167 2,080,337 Bl 925000 1,294,000 353000 36% 50% 4%
Georgia . 24% §213 312,886 3™% 273,000 368,000 101,000 37% 50% 14%
Hawat( 2% na 148,794 100% 1 57,000 77,000 26,000 36% 48% 16%
Idaho ., na na 45,058 25% 1 48,000 72,000 16,000 35% 53% 12% |
linois 1 25% $131 L3393 63% 457 000 678,000 136,000 17% 1% 2%
Indiana - 21% na 315,114 38% 266,000 357,000 78,000 38% 51% 11%
lowa 17% 4 [i] 0% 111,000 218,000 44,000 0% 58% 12% |
Kansas 1% 3126 84574 2% 120,000 198,000 22000 32% 4% 14%
Kentucky 20% na 161963 18% 187,600 121,000 30.000] 40%% 47% 13%
Louisiana . 4% na 332,643 52% 244,000 205,000 SLLOOO| 49% 41% 10%
Maine 20% 3197 124069  62% —+ 60,000 4,000 11,000 36% 57% 7% |
Maryland 23% na 530,113 Bl% 1216,000 275,000 129,000 5% 44% 21%
Massachusctts L 25% na 681,848 97% 286,000 378,000 93,000) 8% 50% 12%
Michigan 28% $166 745,704 54% 1409,000 640,000 151,000 3% 53% 13%
Minnesola 19% na 0 0% 1 EGL000 260,000 53,000 34% 5% 1%
Mississippl 17% $140 0 0% 1 166,000 112,060 29,000 54% 36% %
Missouri [8% $136 536,078 61% [ 235,000 390,000 111,000 32% 53% 15% |
Montana na L1T3 0 0% 1 33,000 62,000 10,000 31% 9% 10%
Nebraska 22% st 0 0% t 24,000 108,000 21,000 39%% 51% 10% |
Nevada 0% $143 184,350 B6% r 15,000 94,000 34,000 3% 46% 7% |
New Hampshire na $103 50,357  48% 144,000 76,000 14,000 33% " 57%  10% |
New Jersey 0% na 1,255,239 100% | 371,000 424,000 142,000) 40% 45% 15%
[New Mexico 0% $141 110,771 52% | 84,000 78,000 37,000) 42% 39% 19%
New York 24% 3150 3154414 B0% 1 973,000 1,028,000 340,000 42% d44% 15%
North Carolina 2% $123 0 0% b 346,000 428,000 114,000 9% 48% 13%
North Dakota na 3122 [i] 0% 1 34,000 43,000 G.0006] 40% 50% 1% |
Ohio 28% $131 1,537,564 8)% ! 519,000 766,000 136,000 37% 4% 10%
Oklahoma 22% 1z ATL159 0 5% L 157,000 225,000 56,000 6% 3% - 1%
Oregon 21% $119 256,842 3% | 124,000 212,000 48,000 3% 55% 13%
Pennsylvania 2% 5142 1,918,911 B81% t &08,000 851,000 177000 36% 53% 1%
Rhode Tsiand na $107 179,263  92% 175,000 68,000 14000 48%  43% ¥
South Carolina 21% $142 0 0% 1 195,000 181,500 35,000 47%  43% 5% |

outh Dakota na 13 [1] 0% 36,000 55,000 8,000] 36% 56% 8%
Tennessee 4% na 106,671 14% b 245,000 296,000 69,000| 40% 4954 %
Texas 15% $124 1533910 69% | 1 795,00 781,000 2540000 43%  43% 14%
Utah 21% $113 0 0% b 46,000 111,000 30,000 25% 5% it%
Vermont na $155 0 0% I 23,600 36,000 7,000 35% 55% 11%
Virginia 23% 398 234,746 30% i 167.000 364,000 150,000] 33%  41%  19%
Washinglon 17% 5159 MR 9% I 155,000 270,000 58,000 30% 2% 19% |
West Virginia 19% $1ié 1 (i 1 133,000 139,000 28,000 44%4 46% G
Wisconsin 13% na 331,034 42% i 200,000 325,000 82,000] 33% 54% 14%
Wyoming na $i23 0 0% |t 21000 26,000 7,000 3%  48% _ 13%
TOTAL 22% $136 13504275 6l% lz 050,000 15,647,000 — 4,321,000 38% 49% 14%

1. Private-sector establishments offering retirces 65+ insurance, 1996, 1996 MEPS Insarance Componcn'.. U.S, Agency for Health Care
Policy & Research, |

2. Average Medigap premiums for a 65 year old for Plan H. From state insurance commissioners® data.
3. Data from 2000 Medicare + Chaice plan submissions. Note: This is just for basic plans. ans may charge an cxtra premium for drags.
4 March 1997 1999 averape CPS.
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b Table 4. Medicare Spending and Ht}alth Care Providers
f

STATE Benefit spendrmg]  Mledickrs Shrre Tiangtals Physicians NeTeing Homes
§ Millions of Totat Speading ? | 1998 1991
$ 3 k: 4 . s
Alabarra 5% pILn ) i g nh 218
Aiwka T £ 22 + 1450 %
Fs— X pILA &5 ST 154
Athansas ] k1 FE] T 8908 P25
{aittorng 122 95K 114 425 {0 b ol i31g
Colorads pXEEL] 1655 Pz T 100 205
L rmociT ENb: FECA 13 t 11900 351
F}ciam 111 THE % Y 2,300 3]
5 ¢ GiE 1455 8 1 4288 21
JEiorida MR L 1273 703 § 41558 715
{Ccareia i 185, TS M 313
fiawal ] 135 73 . 3900 i3
f3aho R L5 43 T EE %
i . 188 Y] T 31900 BT
e R0 155 ity i 15,300 307
twn I e/ 411 17 i 2500 53
K T [ 53 I : 4,800 79T
Kentocky Py 21% 03 AL kIE3
Touisans e L 126 i 13,200 IO
Fiate ) T8 it i 3300 3%
Macyiand ¥ 153 £ I 18,600 FEp
Fiassachuaetis BT W &3 P 21300 121
plachigan ENIY A i63 t 28,205 145
Mincesin AL 5% 143 ! 5400 333
TSres D ¥ 11 T3 TH S.300 i3%
Y irovre T LA 21 16,300 LEYs
Montzow 7 15 Y o000 Ti2
Nehrisks 7,080 P9 9 3,700 54
Mevada \ 103 2% 27 31,400 43
Hew Hampshire | 0 6438 14% 16 4,200 63
New Jersey T B,908 9% %8 — 27,400 iYL
Mew Mexice ' 229 15% 47 4,000 73
New York 7,008 1§85 73 73,800 5]
North Caraling %298 %% 130 17,600 ELT
ot Lakoia AR 19% 37 - 2.300 ig
Chie e 5% ¥ } 31,900 58
Oklaboma R ¥ k) 31% 123 ] T Z20
TN B %X ¥ %% 4] ; 0400 136
Fennsyivema vE 151 FI T 703 1 5,165 FT]
Bhode 1akand 1Ty [5%% ) ; 3,300 66
Sowts Carolne | 65d V7% (5 ; AR 78
South Digsote | 64 9% 55 i 228 ¥
Tenntsscs P PP 123 : 14,360 pEg)
Texas 14,644 55 356 : 42, 0609) TioY
Litan FEE 1495 3] ; 5060 ¥
Yermas . ZR4 0% {4 t 2.0 i
Vicgenis 585 5% 38 1 16,800 218
Wadhington p¥1E T FE i R4 T
st Varginig 1538 P 33 : 4,700 )
Wiannen RIS Y 115 : 16,150 k74
Wynming F3E] % 23 i 1.260 33
TOTAL T8 961 9%, AT 61800 13,952

T, 1995 gpending Fomm the Hesth Usre Financing Admiisteation "
2. Medicare share of (ol geesensd hoalth care cxpenditures, 1993, Health Care Financing Review, Fall 1995
3-8 From 1998 Dais Compendiun from the Health Care Financing Administration.
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UNITED STATES: THE NEED FOR MEDICARE REFORM

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 38 MILLION AMERICANS

“ s 331 million seniers and 4.9 million people with d;sabtbaes rely on Me&!;mm

;-]

About 21.7 million Medicare beneficiaries (37 pemem} are women.

About 4. {} miliion Medicare beneficiaries (11 percent) are age ge 85 and older.

About 9. } million Medicare beneticiaries (24 percent) live in mrai areas, with lmited or no
options for managed care or preseription drug covcra;,e

3

]

* Poverty among U.S. elderly fell from 29 to 11 percent :smce Medicare was created.

MEDICARE ENROLILMENT WILL SURGE ' LS, $iderly Will frerease
- Deasmatically (Millions)
» ‘The number of seniors in United Sates will rise from"34 T million "

in 2000 to 62 million in 2025. The percent of residents in the United
States who a{c elderly will increase from 13 to 19 percent.

; 1%

+  About 6.} mzii:an people {28%) ages 55 (o 65 in the i}mted States,
whe are nat yet eligible for Medicare, ave uninsured or

individually insured, People age 55 o 65 are the fastest growing group of uninsured, The same
demographic trend will affect this age group, making this problem even worse in the near future,

SENIORS NEED PRESCRIPTION BRUG COVERAGE

» Only22 pel;cent of LS. firms offer retirec health insurance. Retiree health insutance provides
good ‘prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide have it.
This will be{lowcr in the future since 25 percent fewer firms offered retirge health in 1998 than 1994,

]

s The monthly premium for Medigap insurance including prescription drugs averages 3136
nationwide, which is out of reach for many seniors. Medigap (supplemental health insurance for
beneficiaries) has plans that include prescription drugs, but these plans are typical Iy costly and their
premiums Morease dramatically with age. Only about 13 in 10 Medicars beneficiaries nationwide
purchases Med;gap with drug coverage, and the extra wsi is sbout $90 per month,

» Accessin prescn;ziimz drug coverage through Meéicam managed care Is Hmited. About 23.5
million or 61 pemmz of Medicare beneficiaries aazzoaw;ée have the option of enrolling in a basic

znanaged care plan that offers prescription drugs. Morcover an
increasing aumber of plans are capping their drug coverage at $1,000 Mot Efderly Are Middic Class
or even $300. i

FERHOR:
1%

+ About 15.6 million elderly in United States are middle class ($15-
50,000} and would not be eligible for a low-income prescr:ptmn
drug bcncl!’it

HEALTH CAilE PROVIDERS RELY ON MEDICARE

* r l
» Health mre praviders depend on over 3200 billion i m Medicare spending Medicare pays for 19
percent of all personal health care expenditures in bmtl&d States, 'Th:s ig critical to!

® 5,108 hospitals, 801,600 physicians, 14,852 zzursizzg homes, and other health care providers.
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ALABAMA: THE NEED FOR MEDICARE REFORM

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 669,000 IN ALABAMA

. 551 000 seniors and 118,000 people with disabilities in Alabama rely on Medicare,
About 385,000 Medicare beneficiaries in Alabama (58 percent) are women.
®  About 66,000 Medicare beneficiaries in Alabama (10 percent) are age e §3 and older.
2 About 244 000 Medicare beneficiaries in Alabama (36 percent) live in rural areas, with limited or
no options for managed care or prescription drug coverage.

*  Poverty am;smg the elderly in Alabama foll from 41 t0 {3 ;zeréeni since Medicare was erented.

H
H

MEDICARE ENROLLMENT WILL SURGE IN ALABAMA nerouss Dramateatly.
; f {millines}

«  The number of seniors in Alabama will rise fram 552,004 in 2004 )

to 1,069,000 in 2025, The percent of residents in Alabama who are ot | . K

elderly will increase from 13 to 21 percent, J i m : ;

e About 104,000 people (27%) ages 55 to 65 in Alabania, who are’ 2000

not vet eligible for Medicare, are uninsured or mdmduaﬁy
insured. People age 55 to 65 arc the fastest growing gr:::zzp of uninsured. The same demographic
trend will affcst this age group, making this problem even worse In the near future.

ALABAMA SE% 1ORS NEED PRESCRIPTION BR{}G% COVERAGEL

*  Only 19 percent of Alabama firms offer retivec hcaltﬁ insurance. Retires health Insurance
provides good prescription drug coverage, but only one«quaner of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994.

«  The monthly premiam for Medigap insurance including preseription drugs averages 3124 in
Alabamas, which is ont of reach for many seniors. Madsg&;& {supplemental health insurance for
heﬁeficzmes} 1as plans that include prescription émgs, but these plans are szmiiy costly and their
premiums increase dramatically with age, Only aboat i in 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the extea cost is sbout $90 per month.

»  Access to prescription drug coverage through Med fcare managed care is limited in Alabama,

No Medicare beneficiaries in Alabama have the opuran of enrolling in

a basic managed care plan that offers prescription drugs Moreover, Most Elderly in élabama Are
Middle Clusy

nationwide, an increasing number of plans are cappmg their drug
caverage at $1,000 or even $500,

*  About 248,000 of all elderly in Alabama gare middje class (§15-
£0,600) and would not be cligible forn low-income preseriplion
drag begefit

i
ALABAMA HEALTH CARE PROVIDERS RELY ?N MEDICARE

» Health carc providers in Alabama depend on §4 hl"l()lt in Medicare spcndmg Medicare pays
for 22 percent of all personal health care expendstures in Alabama, This i3 critical ta;

® 110 hospitals, 9,700 physicians, 219 nursing homes, and other providers in Alsbama.

¥
H
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ALASKA: THE NEED FOR MI?D!CARE REFORM
MEDICARE PROVIDES CRITICAL HEALTH CARE ’f‘O 38,000 IN ALASKA

s 32,800 soniors and 6,000 people with disabilities in Alaska rely on Medicare.
& Ahout 20,000 Medicare beneficiaries in Alaska (51 ;icment} are women,
®  About 2,000 Medicare beneficiaries in Alaska (6 pcrcent) are age ¢ 85 and older.
®  About 19 (00 Medicare beneficiaries in Alaska (51 percent) live in roral areas, with limited or no
options for managed care or preseription drug COVerage.

i

e Poverly among the elderly nationwide fell from 29 to]11 percent since Medieare was ereated.

i o
MEDICARE ERROLLMENT WILL SURGE IN ALASKA Elderly In Alacka Wil Incresse
i : ! Pramatically fthewsands)
0

s The number of seniors in Alasks will rise from 38,{38;9 in 2800 to
92,000 in 2025, The percent of residents in Alaska who are elderly
will increase from 6 to 10 percent. {

i'

»  About 9,000 people (23%) ages 58.to 65 in Alaska, who are not yet

eligible for Medicare, are uninsured or individually insured,
People age 55 to 65 are the fastest growing group of uninsured. The same demographic trend will
affect this age group, making this problem even worse in the pear future.

ALASKA SENIORS NEED PRESCRIPTION DRUG C??ERA{;}EI

»  Only 22 percent of firms nationwide offer retiree health insurance. Retiree health insurance
provides good prescription drug coverage, but only onc~quaner of Medicare beneficiaries nationwide
~ have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
i 1998 than 1994,

» The monthly premium for Medigap insarance including prescription drugs averages 3136
* pationwide, which is out of reach for many sealors. ‘Medigap {supplemental health insurance for
beneficiaries) has plans that include presoription drugs, but these plans are typically costly and their
premiums increase dramatically with age. Only about ] in 18 Medicare beneficiaries nationwide
" purchases M&diga;a with drug coversge, and the extra gcst is about $90 per month.

!

¢ Access to prcscrlptwn drug coverage thmugh Medxcare managed eare i limited in Alagka. No

Medicare bencficiaries in Alaska have the option of cnrollm;_, ina

basic managed care plan that offers prescription drugs Moreover, Most Elderly in Aluska Are
nationwide, an increasing number of plans are capping their drug Middle Class
coverage at $1,000 or even 3500, o

¢  About 15 %i} of all eiéeriy in Alaska are middie class (315.50,000) .
and would not be eligible for 3 low-Incame prescnptm drug D
benefit, ' ' 208%:

ALASKA HEALTH CARE PROVIDERS RELY ON MEDICARE

»  Health care providers in Alaska 'dcpcnd on $160 millien in Medicare spending,  Medicare pays
for & percent of all personal health care expenditures in Alaska, This is critical to:
A -

® 37 hospitals, 1,400 physicians, 16 nursing homes! and other providers in Alaska.
i
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ARIZONA: THE NEED FOR Mi}?‘;mCARE REFORM
MED{CARE PROVIDES CRITICAL HEALTH CARE TO 651,000 IN ARIZONA

s 5’}’3 ,000 seniors and 78,080 pesple with disabilities in }krlzana rely on Medicare.
About BS? 300 Medicare beneficiaries in Arizona (55 percent) are women.
®  About §0,000 Medicare beneficiarics in Arizona (9 percent) are age e 85 and older.
®  About 91,000 Medicare beneficiaries in Arizona {14 percent) live in rural areas, with limited or
no options for managed care or prescription drug c&v;erage.

*»  Poverty améﬂag the elderly in Arizona fell from 13 fo 10 percent since Medicare was created.

Eiderly o Arivonn Wig
fnerease Dramatically

MEDICARE z:;imo LLMENT WILL SURGE IN ARIZ()!i’iA

| ; . {millians)
s The number of senjors in Arizona will rise from 638, 000 in 2000 to
1,368,000 in 2028, The percent of residents in Arizona who are +
giderly will increase from 13 to 21 percent. i o

= |
| 0

s About 113,808 people {33%) ages 55 to 65 in Arizona) who are not

yet eligible for Medicare, ave uninsured or mdmduﬂliy insured.
People age 35to 65 are the fastest growing group of umzzszzred The same demegraphic trend will
affect this age group, making this problem even worse int the near future.

ARIZONA SEM{)RS NEED PRESCRIPTION DRUL COVERAGE
i

*  Only 22 percent of Arizona firms offer retiree healthlinsurance. Retiree health insurance
provides good prescription drug coverage, but only ane-quamr of Medicare beacficiaries nationwide
have this coverage. This will be fower in the fature since 25 percent fower firms offered retiree health
in 1998 than 1994, i

s The monthly premium for Medigap insurance including prescription drugs averages 3136
pationwide, which is out of reach for many seniors. Medigap {supplemental health insurance for
bcqef‘ azmas} has plans that include prescription drugs, but these plans are typically costly and their
premioms increase dramatically with age. Only about i in 10 Medicare beneficiaries nationwide
purchases Med igap with drug coverage, and the extra cost is about $50 per month,

*  Acvess to p'mcriptien drug coverage through Medicare managed care is limited. About 618,329
or 94 pereest of Medicare beneficiaries in Arizona have the option

of enroliing in a basic managed care plan that offers prescnpuozz Most Elderly in Arizona Are
drugs However, nationwide, an increasing nurmber of plans are Middie Cless
capping {hetr drug coverage at 31,000 or even $500. ’ “};’,":‘” . agon

s About 287,008 of all elderly in Arizons are middle class ($15-
54,000) and would not be ¢ligible for a low-incame prcsc ription = w0
drug bene{it . I . six

ARIZONA gézgm‘n CARE PROVIDERS RELY ON MEDICARE

+ Health care providers in Anmua depend on $3 biiii:m in Medicare spending.  Medicare pays for
21 percent of all personal hea!ﬁ; care expenditures in Arizona. This'is critical to:

® 69 hospitals, 11,100 physicians, 164 nursing homes, and other providers in Arizona.
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ARKANSAS: THE NEED FOR M}EDICARE REFORM
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 433,000 IN ARKANSAS

+ 357,000 seniors and 76,000 people with disabilities in elirkansas rely o Medicare.
®  About 243,000 Medicare beneficiaries in Arkansas {56 percent) are women.
?  About 45,000 Medicare beneficiaries in Arkansas (10 percent) are age g¢ 85 and older.
¢ About 258,000 Medicare beneficiaries in Arkansas {6(} percent} live in rural arcas, with imited or
no options for managed care or prescription drug covcrage

*  Poverty amgmg the elderly in Arkaosas fell from 42 tu! 17 percent since Medicare was created,

i
: . Elderly In Arlansay VWil
MEDICARE ENROLLMENT WILL SURGE IN ARKANSAS tocrease Desmatially
: ! 16 {thousands)
+  The number of seniors in Arkansas will rise from 377,600 in 2008
to 731,000 in 2825, The percent of residents in Arkansas who are =
elderly will increase from 14 to 24 percent. s -
H
5%
+  About 88,008 people (39%) ages 55 to 65 in Arkansas! who are not 900

yet eligible for Medicare, are uninsured or individually ingured.

Peopic age ::5 to 65 are the fastest growing group of ::mzzsum} The same demographic trend will
affecs this age group, making this problem even worse in the near future.

ARKANSAS SENIORS NEED FRESCRIPTION BRUG COVERAGE

¢ Only 14 percent of Arkansas firms offer retiree health insurance. Retiree health insurance
provites good prescription drug coverage, but only une-qaamr of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future sm:e 25 percent fower firms offered retiree health
in 1998 t?xan 1654,

H

El

¢ The monthly premium for Medigap insurance including preseription drugs averages $158 in
Arkansas, which is out of reach for many seajors. Medigap {supplemental health insurance for
beneficiaries) has plans that include preseription dru gs, but these plany are typically costly. Arkansas
requires community-rated premitums, Only sbout 1 in I;) Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the extra cr:z_ls: is about $%0 per montly,

s Aceess to prescrzpiiaa rimg coverage through Meézcafe managed carc is limited in Arkansas,

No Medicare beneficiaries in Arkansas have the option fzf enrolling in
a basic managed care plan that offers prescription érugs Moreover, Muost Efderly in A thansas Are

nationwide, an increasing number of plans are cappmi, thc;r drug m"gﬁfm Class
coverage it §I 000 or even 3504, : "
33
sapoe Ly
» About 165, OIJ() of all elderly in Arkansas are middle ciass (%515~ wn 7%

58,000) nnd would not be eligible for s low-income prcsc ription
drug benefit

ARKANSAS iiﬁ&L’I’H CARE PROVIDERS RELY (}N MEMCARE

+  Health mrp provi:lcrs in Arkansas depead on 52 billien in Medicare spending.  Medicare pays
for 23 percent of all personal health care expenditures m Arkansas, This is eritical 1o

® 78 hospitals, 6,900 physicians, 207 nursing homes, ‘and other providers in Arkansas,

H
H
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CALIFORNIA: THE NEED FOR MEDICARE REFORM
MEDICARE ?Ri}?l DES CRITICAL HEALTH CARE 'I!() 3,783,600 IN CALIFORNIA

s 3,348,000 semors and 438,000 people with disubilities { in California z'eiy on Medlcaw
®  About 2, 1”9 000 Medicare beneficiaries in Cailfomia {56 percent) are women.
¢ About 3‘)4 000 Medicare beneficiaries in California {111} percent} are age xe 85 and older.
¢ About 168 600 Medicare beneficianies in California {4 percent) five in rural areas, with fimited or
no optzozzs for managed care or preseription drug cmieragc

s Poverty among the elderly in Californis feil from 20 to 9 percent since Medicare was created.

Fiderly In Califorsia Wil
knerease Dramatically
{milfions}

MEDICARE ENROLLMENT WILL SURGE IN CALIFORNIA

4

* The number of sentors in Califernia will rise frem 3,387,000 in s l
2000 to 6, 424 003 in 2025, The percent of residents in California |
who are ﬁidz::riy will increase from 10 10 13 peroent,

i

*  About 768,000 people (32%) ages 85 to &5 in California, who are

not yet eligil ble for Medicare, are uninsured or lndxvxé ually

insured. People age 55 to 65 are the Fastest growing gzoup of uninsured. The same derographic
trend will affect this age group, making this problem even worse in the sear future.

CALIFORNIA SENIORS NEED PRESCRIPTION DRUG COVERAGE

s Only 19 percent of California firms offer retiree health insurance. Retiree health insurance
provides good prescription drug coveragﬁ but only one—qnaﬁer of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer finms offered retiree health
in 1998 than 1994,

t :

+ The monthly premium for Medigap insurance including prescription drugy averages $136
nationwide, which is out of reach for many seniors. Medigap (supplemental health insurance for
beqeﬁczarzcs} has plans that include preseription drugs, but thess plans are typically costly and their
premivens increase dramatically with age. Only about 1 in 180 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the exira msz is about $90 per month.

*  Agxess to preseription drug cmmge through Medxezm managed care is limited. About

3,355,276 or 93 percent of Medicare beneficiaries in California have
the option of enralling in o basic managed care plan tha’[ offers Mast Elderly In Californis Are
prescription drugs. However, nationwide, an mcmasmg number of Ma"‘"’ Class

plans are cappmg their drug coverage at $1,000 or eved $500.

e Abont 1,541 000 of alt elderly in Califaraia are msziie ¢lass (§15- Q
£4,600) and would ast he cligible for a low-income prescnptlon . .
drag benefit. ) ‘s%

CALI FORNIA HEALTH CARE PROVIDERS RELY ()N MEDICARE

|
* Health care providers in California depend on §23 billian in Medicare spending. Medicare pays

for 18 parcznt of all persanal health care expenditures in California.” This is critical to:

¢ 425 hqspltais, 96,600 physicians, 1,319 nursing homes, and other providers in California.

|
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COLORADO: THE NEED FOR MEDICARE REFORM

MEDICARE ?éOVIDES CRITICAL HEALTH CARE TO 451,600 IN COLORADO

*

MEDICARE ENROLLMENT WILL SURGE IN COLORADO

.

389.0(}(} semj) rs and 62,000 people with disabilities in Colorado rely on Med fcare.
About 253 00 Medicare beneficiaries in Colorado (56 percent) are women,

®  About 43,000 Medicare beneficiaries in Colorado (10 percent) are age 85 ge 85 and ofder.

* About 83,000 Medicare beneficiaries in Colorado {19 percent) live in rural areas, with Hmited or
16 opzlons for managed care or presceiption deug caw;rztgf;

Poverty smong the clderly in Colorado fell from 24 to 3 percent since Medicare was created.

Elderly tn Colorado Wil
incresse Dramaticnlly
imitlions}

The number of sepiors in Colorade will rise from 452,000 in 2004
to 1,044,000 in 2025. The percent of residents in Colorado who are
elderty will increase from 11 to 20 percent.

About 93, 000 people (30%) ages 85 to 65 in Colorado, whe are not
yet ¢ligible for Medicare, are uninsured or iﬁdl?ldﬂa"} insured,

People age 55 ta 65 are the fastest growing group of zzmnszzr@d The same demopgraphic trend will
affect this age group, making this problem even worse in the noar future,

COLORADO SENTORS NEED PRESCRIPTION DRUG COVERAGE

Only 25 percent of Colorado firms offer retiree health insurance. Retiree health insurance
provides good prescription drug coverage, but only cne—quartcr of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994,

The mﬁnthiy premivm for Moedigap insurance mciuding preserviption drugs averages §135 in
Colorado, which is out of reach for many seniors. Medigap (supplemental health insurance for
i}czzeﬁcza::zcs) has plans that include prescription drugs, bzzt these plans are typically costly and their
premiums increase dramatically with age. Only about iz in 10 Medicare beneficiarics nationwide
purchases Medigap with drug coversge, and the extra cos% is about §90 per month,

i
Acuess to prescnpiwn drug coverage through Medicarz managed care is Hmited. About 387,696

or 83 percent of Medicare beneficiaries in Colorado havc the option of
crrolling in a basic managcd care plan that offers prescription drugs. Most Elderly in Colorada Are
However, nationwide, an increasing number of plans are capping their Middie Class

" drug coverage at $1,000 or even $500, m,ﬁ’@‘\\mm

) i %

About 171,000 of all elderly in Colorado are middle class (515 Lo
20,000} and woauld not be eligible for a low-income preseription 355 ‘
drug benefit. v

COLORADO HEALTH CARE PROVIDERS RELY Gfi MEDICARE

-

( }

Health carc providers in Colorado depend on §2 b:lhon in Medicare spending.  Medicare pays
for 16 pcraent of all personal health care expenditures i in Colorado. This is critical to:

*»

a5 hr;}spstals, 12,600 physzcxaﬁs, 206 nursing homes, and other providers in Colorado.

3

i
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CONNECTICUT: THE NEED FOR MEDICARE REFORM
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 510,000 IN CONNECTICUT

« 456,000 seniors and 54,000 people with disahilities in Conneciicm reiy on Medicare,
® About 297,000 Medicare beneficiaries in Connecti lcut (58 percent) are women.
¢ About 60,000 Medicare beneficiaries in Connecticut (1 2 percent) are age 85 and oider.
¢ About 18,000 Medicare beneficiaries in Connecticut (3 percent) live in rural areas, with limited or
no options for managed care or prescription drug cov;erage

¢ Poverty among the elderdy in Connecticut fell from 14: to 4 percent since Medicare was ¢reated.

| "
MEDICARE ENROLLMENT WILL SURGE IN CONNECTICUT Elderly In Canneticut Wil

Inerease Dramatically
2% (thousands)
7

¢ The sumber of seniovs in Connecticut will rise from 461,000 in
2000 to 671,000 in 2025, The percent of residents in Connecticut
who are elderly will increase from 14 to 18 percent.

{

¢ About 80,000 péople {26%]) ages 55 to 65 in Connecticut, who are
not yet eligible for Medicare, are uninsared or iadmduailv
insured, ?w;}ie ape 5§ o 65 are the fastest growing gmzzp of uninsured. The same demographlt.
trend will zszecz this age group, making this problem even worse in the near future.

§ ‘

CONNECTICUT SENIORS NEED PRESCRIPTION {}%{UG COVERAGE

§ :

*  Only 24 percent of Connecticut {irms offer retiree health jnsursnce. Retiree health insurance
provides good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide
have this coverage. This will be tower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994,

< ]

¢ * The monthly premium for Medigap insurance including preseription drugs averages 3207 in
Connecticut, which is out of reach for many seaiors. Medigap (supplemental health insurance for
beneficiaries) has plans that inclade pmscrzptzan drugs, but these plans are typically costiy
Connecticut requires community-rated premiums. (}niy about | in 10 Medicare beneficiaries
nationwide purchases Medigap with drug coverage, and the extra cost is about $90 per month.

*  Access to prescription drug coverage through Med:care managed eare is limited. About §59,603

or 97 percent of Medicare beneficiaries in Connecticut hava the option

of enrolling in a basic managed care plan that offers prescription Most Elderly in Counectiont
Are Middle Cluxs

drugs. However, nationwide, an increasing number of plans are
capping their drug coverage at $1,000 or even $500.

H
*  About 235,000 of all elderly in Connecticut are middle class (§15-
£0,000) and would not be cligible for 3 low-income prescription
drug benefit.

CONNECTICUT HEALTH CARE PROVIDERS RELY ON MEDICARE

»  Health care providers in Cﬁnnecilcat depend on $3 blillon in Medieare spending. Medicare
pays for 1B percent of all personal health care expend:mres in Connecticut. This is critical to:

¢ 33 hes;ﬁ%zzxis, 11,900 physicians, 251 nursing homes, and other providers in Connesticut,




DELAWARE: THE NEED FOR }\r’;{EB’ICARE REFORM

MEDICARE PR;()VIDE& CRITICAL HEALTH CARE TO 108,000 IN DELAWARE

» 95,000 seniory and 13,600 people with disabilitics in Delaware rely on Medicare.
®  About 61,000 Medicare beneficiaries in Uelaware (57 percent) are women.
¢ About 10,000 Medicare beneficiaries in Delaware (9 percent) are age 83 and older,

=

About 30,000 Medicare beneficiaries in Delaware (27 percent) live in rural areas, with limited ot

no options for managed care or preseription drug coverage,
i

« Poverty among the elderly in Delaware tet] from 30 to 9 pereent since Medicare was ereated.
I

MEDICARE EI?ROLLMENT WILL SURGE IN DELAWARE

Elderly In Delawure Will
Increase Dramatically

135 (thowvmnds} .y
* The number of seniors in Delaware will rise from 97,000 in 2000 = ”
to 165,000 in 2025, The percent of residents in Delaware who are a5
elderly will increase from 13 to 19 percent. -
2

+ About 11,009 people (17%) ages 55 to 65 in Delaware, wha are not
yet eligible for Medicare, are uninsured or mdmdually insured.
People age 55 to 65 are the fastest growing group of unmsurcd The same demaographic tread will
affect this age group, making this problem even worse 111 zhe near future.

DELAWARE SENIORS NEED PRESCRIPTION BR{K} COVERAGE

s Only 22 percent of firms aationwide offer retiree health insurance, Retiree health insurance
provides good prescription drug coverage, but only ona~quartcr of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994,

*  The manthly premivm for Medigap insurance including prescription drugs averages 3120 in
Delaware, which is ont of reach for many seniors. M@ézga;} {supplemental health insurance for
beneficiaries) has plans that include prescription drugs, i}ai these plans are typxcaiiy costly and their
premiums increase dramatically with age. Only about I in 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the extra cost is about $30 per ponth,

»  Access to pwscraptwn drug coverage through Medicare managed care is limited in Delaware.

About 65,482 or 60 percent of Medicare beneficiaries miIJc faware
have the aption of enrolling in a basic managed care plan that offers
prescription drugs. Moreover, nationwide, an increasing number of
plans are capping their drug coverage at 31,000 or even 3500,

Must ERerly bn Delaware Are
Mi&éiz Cluss

Ao ‘Q

»  About 46,0(3&} of all eiderly in Deiawarc are middie tlass {315
50,000) and would not be eligible for a low-income prasct‘ipiwn
drug benefit,

!

, ' |
DELAWARE iiEALTH CARE PRQVii)ERS RELY {}N MEDICARE

+  Healthen w providas in Beizware depend on S405 mzﬁwﬁ n Medicare sgenéiﬁg Mefdzcm
pays for 17 percent of all personal health care expend;tures i Delaware. This is oritical 1o

© 6 hospitals, 2,300 physicians, 39 nursing homes, and other providers in Delaware.




|

|
DISTRICT OF COLUMBIA: THE NEED FOR MEDICARE REFORM
MEDICARE Pli()vmﬁs CRITICAL HEALTH CARE TO 76,000 IN DISTRICT OF COLUMBIA

*  $7,6800 &mwrg and 9,000 people with disabilities in Dlsmct of Columbla rely on Medicare.
? About éﬁ L0800 Mcedicare beneficiaries in District of Cc fumbia (6 percent) are women.
?  About 10,000 Medicare beneliciaries in District of Ccfumh;a {14 percent) are age age §5 and older.
? About- %‘Eeé;caz‘e beneficiarias in District of Col ambza {- percent} live in rural areas, with limited
r no optlons for managed care or prescription drug covmgc

+  Poverty amqng the elderly in DC felt from 27 to 18 percent since Medicare was created.

!
MEDICARE K?’?’RQLLMEN‘T WILL SURGE IN DC ‘ Ekierly In BC Will Incrense

! Dramaticafly {thousands)

s The number of seniors in Distriet of Columbia will rise from
£9,000 in 2000 10 92,800 in 2025, The percent of res::icms in District
of Columbia who are elderly will increase from 13 to 14 percent.

, Z s

s About 30,000 people (25%:) ages 88 to 65 in District of Columbia,
whao are not yet eligible for Medicare, are uninsured or
individually insured. People age 55 to 65 are the fastest growing group of uninsured. The same
demographic trend will affect this age proup, making this problem even worse in the near future.

BISTRICT OF ﬁfGLUMBIA SENIORS NEED PRESCRIPTION DRUG COVERAGE
i
*  Only 22 pereent of firms astionwide offer retiree beaiih insurance. Retiree health insurance
provides godd prescription drug coverage, but only one-quamr of Medicare beneficiaries nationwide
have (his caverage. This will be lower in the future since 25 percent fewer firms offered retiree healih
in 1998 than 19%4.

¢ The month!y premlum for Medigap insurance including prescription drugs averages 5136
nationwide, which is out of reach for many seniors. wagap (supplemental health insurance for
begeficiaries) has plans that include prescription drugs, but these plans are typzca!iy costly and their
premiums increase dramatically with age. Only about 1iin 10 Medicare beneficiaries nationwide
purchases Medzgap with drug coverage, and the extra wst is about $90 per month, .

§

s  Access to prescription drug coverage tkmugﬁ Medicare managed care is limited. About 71,448

or 100 percent of Medicare bengficiaries in District of Caiumb;a have
the option of enroiling in a basic managed care plan zbaz offers Most Eldesty in the Distriet of
prescription drugs. However, nationwide, an increasing ‘number of Colambla Ave Middle Clasy
plang are cappmg their drug coverage at 1,000 or even $$i§(}
s About 25,000 of all elderly in District of Columbia are middle s Yo
class ($15-50,000) and would not be eligible for a low-income o
prescription drag benefit.

i
DISTRICT {}? COLUMBIA HEALTH CARE PROVIDERS RELY ON MEDICARE

o Health care pmvldcm in [}rsmct of Columbia éepzné on §1 billion in Medicare spending.
Medicare pays for 14 percent of all personal health eare axpendzzums ta District of Columbia. Thisis
critical to: |
2 190 Ewsgii!als, 4,200 physicians, 21 nursing homes, and other providers in District of Columbia.

H

H
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FLORIDA: THE NEED FOR MEI‘,DICARE REFORM
|
MEDICARE PROVIDES CRITICAL HEALTH CARE '1;0 2,761,000 IN FLORIDA

s 2,477,000 scniom and 284 000 people with disabilitics m Floruda miy an Medicare,
®  About 1,538,000 Medicare beneficiaries in Florida {56 percent) are women.
°  About 295,000 Medicare beneficiaries in Florida (11 psrcent) are age 85 and older.
©  About 219,000 Medicare beneficiarics in Florida (8 percent) live in rural areas, with limited or no
sptions for managed ¢are or prescription drug covembe

s Poverty among the elderly in Florida fell from 30to 9§perceat since Medicare was created.

Fiderly In Florids Wil
inereass Dramaticslly

5
MEDICARE ENROLLMENT WILL SURGE IN FLORIDA

.. {miltipns)
# The nuraber of seniors in Flovida will rise from 2,755,004) in 2000 i:
to 5,453,000 in 2025, The percent of residents in Florida who are i |
elderly will increase from 18 to 26 percent, | i:l 8
-
Fo

» About 426 881} people (33%) ages 55 to 63 in Florida, who are not
yet eligible for Medicare, are yninsured or w{imdtzziiy fnsured.
People age 55 10 65 are the fastest growing group of umzzsazmi The same demographic trend will
affect this agﬁ: group, making this problem even worse. m the near future.

F1ORIDA SEMOKS NEF{) PRESCRIPTION DRUG COVI;RAGE
s Only28 peremi of Florida firms offer retiree health insurance. Retiree health insurance provides
good preseription drug coverage, but anly one-guarter ef Medicare beneficiaries nationwide have this
coverage. This will be lower in the future since 23 percent fewer firms offered retiree health in 1998
than 1994,

s The monthly pwmium for Medigap insurance including prescription drugs averages $167 in
Florida, which is out of reach for many seniors. Medigap (supplemental health insurance for
beneficiasies) has plans that include prescription drugs, but these plans are typically costly, Florida
prohibits altained-age rating. Onlyabout 1 in 10 Medacare beneficiaries nationwide purchases
Medigap with drug coverage, and the extra cost is about. 39{) per month,

* Accessto prcscr;ptmn drug coverage through Me&izmre mansged care is limited. About

2,380,337 or 82 percent of Medicare beneficiaries in Flarida have the

option of enrolling in a basic managed care plan that offers Mast Elderly ia Florida Are
Middls Class

* prescription: drugs However, nationwide, an increasing number of
plans are ;:appzzzg their drug coverage at $1,000 or even $500.
l
= Aboutl 2?4 {186 of all elderly it Florida are middle ciass {$15.
50,000) and would not be eligible for a Jow-income prescnptwn
drug henefis,

FLORIDA HEALTH CARE PROVIDERS RELY ON MEI?%(‘JARE

+ Health care providers in Florida depend on $18 bllln!m in Medicare spending. Medicare pays
for 28 percent of all personal health care expenditures in Florida, This is critical to:

° 203 hospitals, 41,500 physiciing, 719 nursing homes, ang other providers in Florida.




|
GEORGIA: THE NEED FOR MEDICARE REFORM

MEDICARE ?R?OYIDES CRITICAL HEALTH CARE TO 885,008 IN GEORGIA

* 730,000 seniors aad 155,000 people with disabilities ia|€§ corgia rely on Medicare.
¢ About 514,000 Medicare bencliciaries in Georgia {58 percent) arc women.
°  About 83 000 Medicare bencficiaries in Georgia (9 percent} are age ¢ 85 and older.
2 About 350 L00 Medicare beneficiaries in Georgia (48 percent) Hive in rural sreas, with hmited or
no options for managed care or prescription drug coverage.

+ Poverty among the elderly in Georgia fell from 43 to 11 percent since Medicars was created.

Yidderly In Georpia Will
Increase Dramatically
{millions) '

MEDICARE ENROLLMENT WILL SURGE IN GEOR?]A

s

. i
+  The number of seniors in Georgls will rise from ???,ﬂiﬁﬁ in B0 to
1,668,000 in 2025, The percent of residents in Georgia who are
elderly will increase from 10 to 17 percent,

»  About 158,000 people (30%) ages 55 to 85 in Georgia,'who are not
yet eligible for Medicare, are uninsured or mdludnali} insured,
People age 55 to 65 sre the fastest growing group of unmsurcd The same demogeaphic trend will
affect this age group, making this problem even worse in 'the near future,

f

GEORGIA sgzéiezzs NEED PRESCRIFTION DRUG C‘OVERAGE

¢ Only 24 ;mrcenz of Gegrgia firms offer retiree heaiziz msn rance, Retiree health insurance
provides good prescription drug coverage, but only o:w-qnaﬁf;r of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future smce 25 percent fewer firms offered retivee health
in 1998 than}1994. ;

+ The monthly premium for Medigap insurance incimi;zzg preseription drugs averages $216 in
Georgia, which is out of reach for many seniors, Mcdlgap {supplemental health insurance for
bcncﬁc;anea} has plans that include prescnpuon drugs, huz these plans are typically costly. Georgia
prohibits attained-age rating. Only about 1 in 10 Medi lcare heneficiaries nationwide purchases

Medigap with drug coverage, and the extra cost is about $90 per month.

*  Access to prescription drag ¢overage through Me&mam managed care i3 limited in Georgia,

About 312,886 or 37 percent of Medicare beneficiaries | ;zz Georgia
have the option of enrolfing in a basic managed care piazx that offers Maoxt Elderly i Georgia Are
prescription drugs. Moreover, nationwide, an increasing number of “‘d‘““ Class

© plans are cappmg their drug coverage at $1,000 or even $300. ms. s
$3$ Q

I

+  About 368, 000 of all elderly in Georgha are middle class (315-
50,600) and would not be eligiblc for a low-income prascnptmn
drug bcneﬁ

GEORGIA HEALTH CARE PROVIDERS RELY ON MEDICARE
f

» Health czwe providersin (}ez}rgta depend on $4 lulimn in Medicare spending. Medicare pays for
18 percent of all personal health care expenditures in Georgza This is eritical 1o

¢ 161 hospitals, 18,500 physicians, 315 nursing homes, angd other providers in Georgia.
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HAWAIL: THE NEED FOR MEDICARE REFORM
MEDICARE PliOV!DES CRITICAL HEALTH CARE TO 155,060 IN HAWAIl

. 166 D00 seniors and 13,000 pmple with disabitities in Hawaii rely on Medlcam
About 86,000 Medicare beneliciaries in Hawaii (54 plercent) are women.
®  About 15,080 Medicare beneficiaries in Hawaii (10 percent) are age age 85 and older,
*  About 43,000 Medicars beneficiaries in Hawaii (27 p'ercent) live in rural areas, with imited or no
o;;!.zozzs fat managed care or prescription drig coverage.

|
» Poverty am{mg the elderly in Hawaii fell from 24 t0 8 pcmeni

sinee Medicare was createdl, ’ . Exberdy In Hawail Will
increase Desmaticaily

MEDICARE ENROLLMENT WILL SURGE IN HAWAL e {theusands)

* The number of seniors in Hawaii will rise frem 157,080 in 2000 {0
289,000 in 2025, The percent of residents in Hawail \a«he are ¢lderly
will increase from 1210 16 percent. 5 ¢

§

e

»  About 16,008 people (20%) ages 55 1o 65 in Hawaii, who are not
yet eligible for Medicare, are uninsured or individually insured, People age 55 to 65 are the
fastest growing group of uninsured. The same demographic trend will affect this age group, making
this problem even worse in the near {uture.

HAWAIL szrezé}as NEED PRESCRIPTION DRUG COVERAGE

¢ OCnly2y perx:eai of Hawail firms offer vetiree health insurance, Retiree heaith insurance provides
good prescription drug coverage, it only one-quarter cf Medicare beneficiaries nationwide have this
coverage. This will be lower in the future since 25 percezzi fewer firms offered reticee health in 1998
than 1594, |

¢ The monthl} premium for Medigap insurance including prescription drugs averages $138
nationwide, which is out of reach for many scaiors. Medigap {supplemental health insurance for
bveneficaaﬂcs) has plang that include prescription drugs, but these plans are typically costly and their
premiums increase dramatically with age. Only about 1§ in 10 Medicare beneficiarics nationwide
purchases Medigap with drug coverage, and the extra cost is about $90 pet month.

s Access to prescription drug coverage threugh Medlcare managed care is limited, About 148,794

or 100 percent of Medicare beneficiaries in Hawaii have the option of

enrolling in 8 basic managed care plan that offers prescription drugs. Maost Elderly in Hawaii Are

However, nationwide, an increasing number of plans are capping their Middle Class

drug coverage at $1,000 or even $500, Ko

qg mamz

s About 77,000 of sl elderly in Hawail arc middie ciass {315.80,000 |§/

and would not be eligible for a Jow-income pmcrzptm:z drug il

benefit.

HAWAIL HEALTH CARE PROVIDERS RELY ON MEDICARE

¢« Heslth care providers in Hawaii depend on $1 hiliion in Medicare speading. Medicare pays for
14 percent of all personal health care expenditures in Ha\x,m This i3 crstical to:
° 23 hasp;tais, 3,800 physictany, 38 nursing homes, and other providers in Hawaii.




JDAHO: THE NEED FOR MEDICARE REFORM

MEDICARE PII!IOVIDES CRITICAL HEALTH CARE TO 159,000 IN IDAHO
I
. 140 000 seniors and 19,000 people with disabilities in Idaho rely on Mcdlcarc
About 87 ,000 Medicare beneficiaries in 1daho (55 pércent) are women.
About 17,000 Medicare beneficiaries in ldaho (11 percent) are age 85 and older.
About 105 ,000 Medicare beneficiaries in [daho (66 percent) live in rural areas, with limited or no
options for managed care or prescription drug coverage

| ‘
k

¢ Poverty among the elderly in ldaho‘ fell from 25 to 8 percent since Medicare was created.

-]

<]

MEDICARE EII\‘ROLLMENT WILL SURGE IN IDAHO Elderly In 1daho Will Increase
. Dramatically (thousands)
Ryl

¢ The number of seniors in Idaho will rise from 157,000 in 2000 to m :

374,000 in 2025. The percent of residents in Idaho who 'are elderly 3

will increase from 12 to 22 percent. 200 157
100 | B
s About 30,000 people (31%) ages 55 to 65 in 1daho, who are not yet 2000

eligible for Medicare, are uninsured or individually msured
People age 55 to 65 are the fastest growing group of uninsured. The same demographic trend will
affect this age group, making this problem even worse in the near future.

IDAHO SENIORS NEED PRESCRIPTION DRUG COVERAGE
e Only22 percent of firms nationwide offer retiree health insurance. Retiree health insurance
provides good prescription drug coverage, but only onc-quarter of Medicare beneficiaries nationwide

have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994,

e The monthly premium for Medigap insurance includling prescription drugs averages $136
nationwide, which is out of reach for many scniors. Medigap (supplemental health insurance for
beneﬁc1ar1es) has plans that include prescr:ptlon drugs, but these plans are typically costly. Idaho
prohibits attained-age rating. Only about 1 in 10 Medxcarc beneficiaries nationwide purchases
Medigap wlth drug coverage, and the extra cost is about '$90 per month,

s  Access to prcscrlptlon drug coverage through Med:care managed care is limited in Idaho.

About 45,058 or 29 percent of Medicare beneficiaries in 'Idaho have
" the option of enrolling in a basic managed care plan that offers : Most Elderly in Idaho Are

prescription drugs. Moreover, nationwide, an mcreasmg number of Mid‘"" Class

plans are capping their drug coverage at $1,000 or even r$SO0

ﬂ% q
|
*  About 72,000 of all elderly in Idaho arc middle class ($15-50,000) e

and would not be eligible for a low-income prescription drug
benefit.

IDAHO HEALTH CARE PROVIDERS RELY ON MEDICARE

¢ Health care providers in Idaho dcpend on $1 billion i in Medicare spending. Medicare pays for
17 percent of all personal health care expenditures in Idaho. This is critical to:

® 43 hospitals, 2,500 physicians, 86 nursing homes, and other providers in Idaho.




ILLINOIS: THE NEED FOR MEDICARE REFORM

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 1,626,000 IN ILLINOGIS
i
« 1,440,000 smiom and 186,000 people with disabilities in Illinois rely on Medlcare
®  About 946,000 Mcdicare beneficiaries in Illinois (58 percent) are Woen,
®  About 185,000 Medicare beneficiaries in Tilinois (11 percent) are age age 85 and older.
®  About 343,000 Medicare beneficiarios in Hlinois (21 peroent) live in rural areas, with limited of
no options for managed care or prescription drug coverage.

|
¢  Poverty amo;ng the elderly in Illinois felt from 27 to 12 percent since Medicare was created.

MEDICARE ENROLILMENT WILL SURGE IN ILLINOIS lﬁldtr!.’t: In Winoks Wil Ineroase
i | Dramatieally (millions)

e The uumberiaf sentors in Hinols will rise from 2,484,{3{)0 in 2000
to 2,234,000 in 2025. The percent of residents in Hiinois who are
elderly will incresse from 12 to 17 percent, !

¢ About 227,000 people (24%) ages $5 fo 85 in Ilineis, Jvha are not
yet eligible for Medicare, are uninsured or mdnidnaily fnsured.
People age 55 to 65 are the fastest growing group of uninsured. The same demographic trend will
affect this age group, making this problem even worse inithe near future,
|
ILLINOIS SENIORS NEED PRESCRIPTION DRUG CQVERAGE

s Only 25 percent of Hlineis firms offer retiree health i::smance Retiree health insurance provides
poud prescription drug coverage, but only one-quarter ef Medicare bensficiaries nationwide have this
coverage. This wili be lower in the fiture since 25 pcrcezzz fewer firms offered retires health in 1998
than 1994,

» The monthly premium for Medigap insurance including prescription dregs averages 3131 in
Winvis, which is out of reach for many seniors. Medigap (supp! emental health insurance for
bc:;cfic;mcs} has plans that include preseription drugs, but these plans are typically costhy and their
premiums increase dramatically with age. Only about 1 in 10 Medicare beneficiaries nationwide
purchases ?séed igap with drug coverage, and the extra cost is about $90 per month.

*  Access 1o pmcriptiaa dmg coverage through Med:cam managed care is limited in Llinois.
About 1,031,593 or 63 percent of Medicare benefi czanas n Hlinois

have the option of enrolling in a basic manzged care p‘iaa that offers Most Eiderly in Tilinois Are
prescription drugs. Mareover, nationwide, n increasing number of Midifle Class
plans arc cappmg their drug coverage at $1,000 or even $5€§{} ssag007;

E X A —

«  About 678, Bi}ﬁ of all elderly in Ilinois are middle class {315~
50,000} and wonld not be eligible for a low-income presc ription
druy beaef‘zgi

ILLINOIS HEALTH CARE PROVIDERS RELY ONMEDRICARE

s Health ea rei pr’owders in Hlingis depend on 38 billien in Medicare speudmg Medicare pays fcr
18 percent of all personal health care expenditures in Iilmms This is oritical to:

i
® 198 hospitals, 31,900 physicians, 631 nursing homes, ang other providers in HHinois.




|

INDIANA: THE NEED FOR M}«;DICARE REFORM

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 841,004 IN INDIANA

» ’?32 000 seniors and 109,000 people with disabilities § m 256;3:13 rely on Me&:cam
About 486,000 Medicare beneficiaries in Indiana (58 percent) are women,
¥ About 86,000 Medicare beneficiaries in Indiana (10 percent) are age ge &3S and older.
*  About 259,600 Medicare beneficiaries in Indiana (3 Eipcrcent} five i rural aress, with mited or
0o opiim?s for managed care or prescription drug coverage.

»  Poverty among the elderly in Indiana fell from 28 to 9 percent since Medieare was created.

Elderly In Indiana Wili
Inerense Dinmatically
(millions)

MEDICARE ENROLLMENT WILL SURGE IN INDIANA

o The number of seniors in Indizng will rise from 763,000 in 2000 to
1,260,000 in 2025. The percent of residents in Indiana who are
elderly will E;tcreasc from 13 to 19 percent.

» About 134,000 people {30%} ages 85 (o 63 in Indiana, who are not
yet eligible for Medicare, are uninsured or individually insured.
People age 55 to 65 are the fastest growing group of umﬁsareé The same demographic trend will
affect this age group, making this problem even worse in 'the near futore,

-

INDIANA SEN }_XORS NEED PRESCRIPTION BRUG COVERAGE

* Only21 peréent of Indiana firms offer vetiree health i insurance. Retires health insurance provides
good prescription drug coverage, but only nne-quartcr of Medicare beneficiaries nationwide have this
coverage. This will be lower in the future since 25 perccnt fewer firms offered retiree health in 1998
than 1994, |

¢ The monthly premium for Medigap insurance including prescription drugs averages $136
nationwide, which is eut of reach for many seniors, Mcézgap {supplemental health insurance for
beneficiaries) has plans that include prescription drugs, buz these plans are {yp;cai?y costly and their
prestiums zzzcrcasc dramatically with age. Only sbout | zn 10 Medicare beneficiaries nationwide
purchases Medzga;x with drug coverage, and the extra cesz is about 390 per month,

" s Accessfo ptescnptigm drug coverage through Me:ii&:am managed care is Himited in Indiana,

About 314,114 or 38 percent of Medicare beneficiaries 1 in Indiana

have the option of earofling in a basic managed care pian that offers Mest Elderly in Indians Are
prescription drugs. Moreover, nationwide, an increasing number of M“*"" Class
plans are cappmg their drug coverage at $1,000 or even 3500 m‘

d

» About 357,000 of all elderly in Indiana are middle class ($15- g
50,000) and would not be eligible for a low-income preseription
drug benefit.

sn-s

INDIANA HEA:L’I’H CARE PROVIDERS RELY ON MEDMCARE
;

s Health care providers in Indiana iiepm{i on $4 billion in Medicare spending. Medicare pays for
18 percent o%‘ all personal beslth care expenditures in Indiana, This is critical 1o

° 135 hoséizzis, 15,300 physicidng, 507 nursing homes, and other providers iz; indiana,
i_ !

s
[
|
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TOWA: THE NEED FOR MFI}T{CARE REFORM

MEDICARE PR(}WI}ES CR??Z CALH K&iﬁ*i’i CARE 'i’{} 476,600 IN IOWA
2
s 429,000 seniors and 47,000 people with disabilities in Iawa rely on Medicare.
2 About 2’?6 (00 Medicare bencficiaries in Towa (58 pcrccnz} are women,
°  About 62,000 Medicare beneficiaries in lowa (13 percent} are age ge 85 and older.
®  About 300,000 Medicare beneficiaries in lowa (63 pcrccm} live In rural areas, with limited or no
ophons for managed care or prescription drug coverage.

|

¢ Poverty among the elderly in Jowa fell from 35 to 6 percent since Mzd_icam was ereated.

MEDICARE ENROLLMENT WILL SURGE IN IOWA é:wmy Foi bown WiH Inerease
ramaticatly Qhonsands)
s The pumber of seniors in lows will rige from 442,000 i in 2000 to ™

686,000 in 2025, The percent of residents in lowa who are elderly
will increase fmm 1540 23 percent.

W

s About 88, 8&& peophe (34%5 ages 55 10 85 in lowa, who are not yet
eligible for Medicare, are uninsured or individually msured
Peopie ape 55 to 85 are the fustost growing group of uzzmsurcd The same demographic trend will
affect this ag&z group, making this ;zmb lem cven worse in the near future,

TOWA SENIORS NEED PRESCRIPTION DRUG cgvamcz

*» QOnly 17 peri:cnt of Yowa firms offer retivee health insurance. Retiree health insurance provides
good prescription drug coverage, but only one-quarter of Medicare beneficiarics nationwide have this
coverage. Thiz will be lower in the future since 25 percent fewer firms offered retiree health in 1998
than 1994,

* The monthly premivm for Medigap insurance including prescription drugs averages $114 u
Towa, which is out of reach for many seniors. Med;gap {supplements! health insurance for
beneficiaries) has plans that include prescription drugs, but these plans are typically costly and their
premiums increase dramatically with age. Only about 1 in 10 Medicare beneficiaries mationwide
purchases Mcdi gap with drug coverage, and the extra cost is about $90 per month.

]

= Access to preseription drug coverage through Medica’re managed care is limited in Jowa, No

Medicare beneficiaries in Iowa have the option of enrollmg in a basic

managed care pian that offers prescription drugs. Moremrer, Maost Elderly bs lows Are
Middk Cinss

nationwide, an increasing number of plans are capping their drug
coverage at $1,000 or even $300.
X
s About 2!8,{}% of all elderly in Jowa arc middle class ($§15-50,000)
and would zwi be eligible for a low-income prescription drug
benelit,

IOWA HEALTH CARE PROVIDERS RELY OGN MEDICARE

+  Health care providers in Towsn dép’md on $2 biilien in Medicare spending,  Medicare pays for 20
percent of all personal health care expenditures in fowa.] This is critical to:

® 117 hospitals, 8,500 physicians, 263 nursing homes, and other providers in lowa.




KANSAS: THE NEED FOR MEDICARE REFORM
MEDICARE i’iii}ﬁi}ﬁg CRITICAL HEALTH CARE TO 389,600 IN KANSAS

* 343 800 seniors and 41,000 people with disabilities in Kansas rely on Medicare.
About 225,000 Medicare beneficiaries in Kansas {58 percent} are women.
¢ Abowt S{} 000 Medicare beneficiaries in Kansas (13 pcmczzz} are age §5 and oider,
®  Abeut 201,000 Medicare beneficiaries in Kansas {52 percent) live in rural areas, with limtted or
no {:zpi;{:zzzs for managed care or presoription drug cmmgc

f .
» Poverty among the elderly in Kansas fell frem 41 to 9 percent since Medicare was ereated,

MEDICARE ENROLLMENT WILL SURGE IN x.msz{as e Dy
!
. Cetausmnds}

»  The number of seniors in Kansas will rise from 35000 in 2000 t0 7=
605,000 in 2025, The pereent of residents in Kansas w%w are elderly
will increase from 13 to 20 percent. 50

' , ‘ l A

»  About §7,800 people (31%) apes S5 to 65 in Kansas,!wbﬂ are not EA—

yot eligible for Medicare, are uninsured or individually insured.
People age 55 to 65 are the fastest growing group of uninsured. The same demographic trend will
affect this age group, making this problem even worse in the near future,

_ !
KANSAS SENIORS NEED PRESCRIPTION DRUG COVERAGE

s  Ouly 21 perceat of Kansas firms offer retiree health insurance. Retiree health insurance provides
good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide have this
coverage. This will be lower in the future since 25 percent fewer firms offered retiree health in 1998
than 1994

1

¢+  The monthly preminm for Medigap insurance incl'nding prescription drugs averages 3126 in
Kansas, which is out of reach for many geniors. Medlgap {supplemental health insurance for
benefimmes) has plans that include prescription drugs, but these plans are typically costly and their
premiums increase dramatically with age. Only about 1 in 10 Medicare beneficiaries nationwide
purchases Medipap with drug coverage, and the extraI cost is about $90 per month.

I
* Access to prescription drug coverage through Medzcare managed care is limited in Kansus,

About 84,574 or 22 percent of Medicare benefi cmr:es in Kansas have

the option of enrolling in a basic managed care plan zizat offers Most Elderly in Kaazas Are
" prescription deugs. Morenver, nationwide, an mcreasm g number of Middle Cluss
plans are capping theie drug coverape at $1,000 or cvcn $560, ey s
RV
s About 198,000 of all clderly in Kansas are middie? class ($15-
80,000 and would not be eligible for a low-income preseription sl
drug benefit, I x4

.a . i
KANSAS HEALTH CARE PROVIDERS RELY ON MEDICARE

»  Health care providers in Kansas depend on $2 billion in Medicare spending.  Medicare pays for
19 percent of all personal health care expenditures in Kansas. This ¥s critical &

¢ 12’35’ hospitals, 6,800 ghysicians, 285 nursing homes, ané(eihcr\ providers in Kansas,

!
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KENTUCKY: THE NEED FOR MEDICARE REFORM
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 610,000 IN KENTUCKY

+ 487,000 sealors and 123,000 people with disabilities in Kentfucky rel} on Medicare,
®  About 339,000 Medicars beneficiaries in Kentucky {55 percent) are women.
®  About 57,000 Medicare beneficiaries in Kentucky (Qgpercmt) Bre age = 85 and older,
®  About 342,000 Medizare beseficiaries in Kentucky {56 percant] live in rural areas, with limited
or no aptions for managed care ot prescription drog covc:age

¢ Poverty among the elderly in I{mtack} fell from 42 tc 14 percent since Medivare was created.

? :
THudeely To Kentocky Wil
MEDICARE ENROLEMENT WILL SURGE IN KENT!%CKY tarreass Dronutically

£ ) {homrandn e

* The number of seniors in Kentucky will rise from 509,000 in 2000 ’ .
t0 917,000 in 2025, The percent of residents in Kentucky who are
elderly will increase from 13 to 21 percent,

s About ?6,&65 peaple (23%]) sges 55 (6 63 in Kentucky, who are
not yel eligible for Medicare, are uninsured or individ nally

insured. People age 55 to 65 are the fastest growing group of uninsured, The same demographic
trend will affect this age group, making this problem evc? worse in the near fulare,

: '
KENTUCKY SEN}QRS NEED PRESCRIPT ION DRUG 'C{}VERAGE

*  Only 26 percent of Keatucky firms offer retiree izeaﬁh insurance. Retiree health insurance
provides good prescription drug coverage, butonly cne-quarter of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994

. i

s The mq:mtlally1 premium for Medigayp insurance including prescription drugs averages 5136
nationwide, which is out of reach for many seniors. Medigap (supplemental health insurance for
beneficiaries) has plans that include prescription drogs, but these plans are typically costly and their
premiums increase dramatically with age. Only about [ in 10 Medicare beneficiaries sationwide
purchases Medigap with drug coverage, and the extra cost is about 394 per month.

s Access to presoription drug coverage through Mcdlcarc managed care is limited in Kenfucky.

About 161,963 or 28 percent of Medicare beneficiarics |n Kentucky

have the option of enrolling in a basic manag&d care plan that offers Muost Elderly tn Kentueky Are
! Wiiddie Class

prescription éwgs Moreover, nationwide, an increasing number of

plans are capping their drug coverage at $1,000 or even $500. m‘

le
*  Abogut 221,800 of all elderly in Kentueky are middle class {315 o

50,000} and would not be ¢ligible for a low-income prﬂcmptmn
drug benefit,

KENTUCKY HEALTH CARE PROVIDERS RELY ON MEDICARE

e Healih care providers in Ken:uei@ depend on §3 billion in Medicare spending. Madicare pays
for 21 percent of all personal health care expenditures in Kentucky. "This is critieal to

103 hospitals, 9,100 physicians, 318 nursing homes, znd other providers in Kentucky,
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LOUISIANA: THE NEED FOR S\?EDICARE REFORM
H ;
MEDICARE PROVIDES CRITICAL HEALTH CARE TG 596,000 IN LOUISIANA

s 495000 scmimz and 101,000 people with disabilitics m] Louisians teiy on Medicare,

*  About 333 400 Medicare beneficiaries in Louisians (% percent} are women,

¢ About 63 ,000 Medicare beneficiaries in Louistana (1 3 percent) are gg e 85 and older.
About 162 400 Medicare beneficiaries in Louisians {2’? percent} live in rural areas, with limited
of 50 i}g}f}G{ZS for managed care or presoription drug Coverage,

o

* Poverty among the elderly in Louisians fell from 35 10 16 pereent since Medicare was created.

: { ssixno Wi
MEDICARE ENROLLMENT WILL SURGE IN LOUISIANA ereesn Dramatiatly
e {thousands} e
« The number of seniors in Lonisiana will rise from 523 {04 in 2000 =
to 945,000 in 2025, The percent of residents in Louisi iana who are e
elderly will increase from 12 to 18 percent, 300
pitcd
* About 111,000 people (30%) ages 55 to 65 in Louisiana, who are

not yet ehg:hlc for Medicare, are uninsured or individually

insured. People age 55 to 65 are the fastest growing gmup of uninsured. The same demographic
trend will affect this age group, making this problem even warse in the near future.

|
LOUISIANA SENIORS NEED PRESCRIPTION DRUG|COVERAGE

e Only24 periccnt of Louisiana firms offer retiree health imsarance, Retiree health insurance
provides gaod prescription drug coverage, but only oue~quartcr of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
in 1998 than11994. |

-« The monthlzg premium for Medigap insurance including prescription drugs averages $136
nationwide, which is out of reach for many seniors, Medigap (supplementa health insurance for -
beneficiaries) has plans that include prescription drugs, but these plans are typically costly and their
premiums increase dramatically with age. Only about 1in 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the extra coisi is about 390 per month.

*  Access to preseription drug coverage through Medi&ém manzaged cave is limited in Louisiana,

Abomt 3132643 or 52 percent of Medicare beneficiaries 1:1 {.ouiziana
have the option of enrolling m a bagic managed care piam that offers Muost Eiderly fn Louisiang Are
prescription drugs. Moreover, nationwide, an increasing number of cpadte Cluss

plans are capping their drug coverage at $1,000 or even $500.

« About 205,000 of ail elderly in Louisisns are middie class ($15- g
56,660) and would not be eligibde for a low-income pmcngiwn
drug benehit.

H

LOUISIANA Hﬁ.&b’?}i CARE PROVIDERS RELY ON MEDICARE

s Heulth care ;}mv:écrs in i&wziana depend on $4 biiiwn in Medicare spending. M(:d;cara pays

for 21 percent of all personal health care expenditures in Louisiana, “This is critical to:
: 2

° 326 hospitals, 13,200 physicians, 220 nursing hames, ang other providers in Louisiana,
H

; |
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MAINE: THE NEED FOR ME?)ICARE REFORM
}
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 211,000 IN MAINE

« 178,000 seniors and 33,800 people with disabilities in Mame rely on Medicare.
¢ About 118,600 Medicare beneficiaries in Maine (56 pemaz} are women.
® About 22,000 Medicare beneficiaries in Maine (11 pcrccni} are age e 85 and older.
*  About 98 L0008 Medicare beneficiaries in Maine (46 percem} iive in rural areas, with limited or no
options f@r managed care or pmsz:rzpzm drug coverage.

¢ Poverty among the elderly in Muaine fell from 25 to 17 percent siove Medicare was created.

Elderly In Maine Will Ingeease

MEDICARE ENROLLMENT WILL SURGE IN MAINE
. : : Dramatically {thouoands)

s Thenu mbe::' of seniors in Maine will rise from 172,008 in 2008 o

304,000 in 2025, The percent of residents in Maine who are elderly | ™
will increase from 1410 21 poreent, o
1

»  About 31,000 people {23%) ages 55 to 65 in Maive, who arc not
yet eligible for Medicare, are uninsured or mdxvxduaiiy insared.
People age 55 to 65 are the fastest prowing group of umnsured The same demographic trond will
affect this ag,c group, making this probless even worse n; the near future.

MAINE SI*ZNIORS NEED PRESCRIPTION DRUG COVERAGE

o Ouly 20 percent of Maine firms offer retiree health insurance. Retiree heaith insurance provides
good prescription drug coverage, but only ane-quarter of Medicare beneficiaries nationwide have this
coverage. 'I‘hls will be lower in the future since 25 percent fewer firms offered retiree health in 1998
than 1994, i

¢  The monthly premiam for Medigap insurance including prescription drugs averages $197 in
Maine, which is out of reach for many seniors. Medigap (supplemental health insurance for
beneficiaries) has plans that include preseription drugs jbut these plans are typically costly. Maine
m‘qulws community-rated premiums. Only about ! in IO Medicare beneficiaries nationwide
purchases Medlgap with drug coverage, and the extra c?st is about $90 per month,

*  Access fo prescription drug coverage through Medlciare managed care is limited in Maine,

About 124,069 or 62 percent of Medicare beneficiariesin Maine have

the option of enrolling in a basic managed care plan that offers
prescription deugs. Moreover, nationwide, an mcreasmg number of
plans are capgzzzg their drug coverage at $1,000 or even SS{}{J

»  Ahout 94, ﬁi}{? of ail elderly in Maine are middle ciasés {315—58 4}
and would not be eligible for a low-income presc ription drug
benefit,

MAINE HEALTH CARE PROVIDERS RELY ON MEDICARE

Muest Elderty i Mzine Are
Middle Class
808

™
wE420 006:
it

$ES-
2 e
434

» Health care providers in Maine ééi}end on 31 billion in Medicare spending, Medicare pays for
18 percent of all personal health care expenditures in Maine. This iv critical to

® 3% ho:‘;;si{ais, 4,400 physicians, 135 nursing homes, and other providers in Maine.




. MARYLAND: THE NEED FOR ATEDICARE REFORM
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 628,000 IN MARYLAND

o 559,000 seniors and 69,000 people with disabilities in Maryland rely on Medicare.
¢ About 364,000 Medicare beneficiaries in Maryland (58 percent) are women.
®  About 63,000 Medicare beneficiaries o Maryland (m percent) are age e 85 and older.
¢  About 59,000 Medicare beneficiaries in Maryland (9 percent} live in rural areas, with limited or
no options for managed care or preseription drug coverage.

¢ Poverty among the elderly in Maryland fell from 20 to 10 percont since Medicare was created.

Elderly In Muryiond Wil
Increase Bramutically
115 {millions)

MEDICARE zz% ROLLMENT WILL SURGE IN MARYLAND

s The numhar of seniors in Maryland will risc from 589,000 in 2000
to 1,029,000 in 2025, The percent of residents in Maryland whoare |, w
elderty will increase from 1! to 16 percent. _

e About 102,000 people (24%) ages 53 to 68 in Maryland, who are
not yet el:g:h!e for Medicare, are pniosured or mdmdunliy
insured. People age 55 to 65 are the fastest growing group of uninsured. The same demographic
trend will affect this age group, muking this problem even worse in the near foture.

MARYLAND SENIORS NEED PRESCRIPTION DRUG COVERAGE
!

¢ Ouly 23 percent of Marylund firms offer retivee heal!h insurance. Retiree health insurance
provides good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms offered tetiree health
in 1998 than 1994, !

a

s  The monthly promium for Medigap ivsurance including preseription drugs averages $136
nationwide, which is out of reach for many seniors. Medigap (supplemental health insurance for
bez;ef' ciaries) hus plans that include prescription drugs, but these plans are typically costly and their
premiums ingrease dramatically with age. Onfy about 11 in 10 Medicare beneficiaries natinwide
purchases Medigap with drug coverage, and the extra cczst is shout $90 per month.

¢ Access to prescription drug coverage through Medicam managed care is limited. About 530,113

or 81 percent of Medicare beneficiaries in Maryland have the optu:m
of enrolling in a basic managed care plan that offers preseription Most Ebderly tn Maeyland Are
drugs. Howsver, nationwide, an increasing number of plans ate Middie Class

capping tftz:ir drug coverage at $1,000 or even 3500,

s  About 278 aae of all elderly in Maryland are middle class {$15-
50,8007 and. wﬁuid not be eligible for a low-income pmcrzpﬁan
drug henefi ;

MARYLAND HEALTH CARE PROVIDERS RELY ON MEDICARE

¢« Health carc providers in Maryland depend on $4 billion in Medicare spending. Medicare pays
for 18 peement of all personal health care expenditures in Maryland. "This is eritical to:

A 14 h&sp;wis, 18,600 physicians, 232 nurging homes, and other providers in Maryland,
B H H

|
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MASSACHUSETTS: THE NEED FOR MEDICARE R.EF()RM

MEDICARE PR;OVIDES CRITICAL HEALTH CARE TO 931,000 IN MASSACHUSRETTS

»

MEDICARE ENROLLMENT WILL SURGE IN MASSAC%&%E’I‘TS

*

£27,000 seniors and 124,000 people with disabilities in!Magsachnsetss rely on Medicare.

* About 556,000 Medicare beneficiaries in Massachuselts (59 percent) are women.

®  About 112,060 Medicare beneficiaries in Massachuse(ts (12 percent) are age age 85 and older.

¢ Abount 15,000 Medicare beneficiaries in Massachusctts (2 percent) live in rural areas, with limited
or no options for managed care or prescription drug coverage.

Poverty among the elderly iy Massachusetis fell from 119 to § percent smce Medicare was

¢reated, i

i

Elderly In Massachusetts Will
increase Dramaiically

s fmillinne)

The number of seniors in Massachusetts will vise from 843,008 in

2000 to 1,252,000 in 2025. The peroeot of residents in Massachzzseﬁs

who are elderly wall increase from 14 10 18 percent.

About 103,000 people (21%%) nges 55 to 65 in Massachuscﬁs, whe

are not yet eligible for Medicare, ave vninsured or mdmdually
iusured. People age 55 {o 65 arc the fastest growing group of uninsured, The same demographic
trend will affect this age group, making this problem even worse in the near future,

MASSACHUSETTS SENIORS ?ii%i"ﬁil} PRESCRIPTION DRUG COVERAGE

Only 25 percent of Massachusetts firms offer rotiree health insurance. Retiree health insurance
provides good prescription drug coverage, but only one-guarter of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fower firms offered retiree health
in 1998 than 1994,

The monthly premmm for Medigap insurance includi mg preseription drogs averages 3136
pationwide, which is out of reach for many seniors. Medigap (supyiemeuiai health insurance for
beneficiaries) has plans that include preseription drugs, bpt these plang are typieaily costly.
Massachusetts requires community-rated premiums.. Only about | in 10 Medicare beneficiaries
nattonwide pmc?zasc:s Medigap with drug coverage, and the extra cost is about $9C per month.

Access to pmm;zmz% dyug cmfemgf: through Medicare managcd eare is limited, About 981,848

or 97 percent of Medicare beneficiarics in Massachusetts have the
option of enrolling in a basic managed care pian that cffers Mast Elderly in Massachusetts
prescription drugs.. However, nationwide, an increasing number of Are Middie Class

plans are capping their drug coverage at $1,000 oreven %58{}

About 378,000 of all elderly in Massachusetis are middle class
($15-50,000) and would not be eligible for a !cw-mcame
prescription drug benefit. ‘

MASSACHUSETTS BEALTH CARE PROVIDERS REI;JY ON MEDICARE

| ]

Health care providers in Massachusetes depend on $6 :billion in Medicare spending. Medicare
pays for 20 percent of all personal health care expenditures in Massachusetts, This is eritical to:
® 85 hospitals, 27,500 physicians, 521 nursing homes, and other providers in Massachusetts.

Y S A N A —



M;ICHIGAN: THE NEED FOR MEEDICARE REFORM
MEDICARE PROVIDES CRITICAL HEALTH CARE ’I’{G 1,379,000 IN MICHIGAN

+ 1,191,000 seniors and 183,006 ;}wpie with disabilities § m Michigan reiy on Medivare.
®  About 785,000 Medicare beneficiaries in Michigan {5? percent; are women.
®  About 536 000 Medicare beneficiaries in Michigan {10 percent) are age age 85 and older.
¢ About 294 000 Medicare beneficiaries in Michigan (22 percent} live in rural areas, with limited or
o cptzons for managed care or prescription drug coverage,

*» Poverty am(;ng the elderly in Michigan fell from 25 to 10 percent since Medicare was created.

Elerty 1n Michigan Will
[ncrense Dramatically
{mnidlinmg)

MEDICARE ENROLLMENT WILL SURGE IN MICI-II:GAN

» The number of seniors in Michigan will rise from 1 lé‘?,ﬁﬂﬂ in
2000 to 1,821,800 in 2025, The percent of mldents i Mzchzgzxn who
are elderly will increase from 12 © 18 percent, - "

»  Ahout 144 8&8 people (20%:;) ages 55 to 65 in Michigan, who are
not yet eligible for Medivare, are uninsured or indiy zﬁaaiiy
insured. People age 35 to 65 arc the fustest growing gzczzp of uninsured, The same demographic
trend will affect this age group, making this problem even worse in the near future.

MICHIGAN SENIORS NEED PRESCRIPTION DRUG COVERAGE

»  Only 28 percent of Michigan firms offer retivee health insurance, Retiree health insurance
provides good prescription drug coverage, but only one- quarter of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994,

¢ The monthly preminm for Medigap insurance including prescription drugs averages 5166 in
Michigan, which is out of reach for many seaiors. Medigap (supplemental health insurance for
beneficiaries) has plans that include prescription drugs, but these plans are typically costly and their
premiums increase dramatically with age. Only about { in 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the extra c%st 15 about $50 per month,

* -Access te prescription drug coverage through Medicare managed cure is imited in Michigan,

About 745,704 or 54 percent of Medicare beneficiaries in Michigan

have the option of enrolling ina hagic manag@d care pian that offers Mast Elderly in Michigan Acs
prescription drugs. Moreover, nationwide, an increasing nember of M""’"’ Class
plans are capping their drug cov::rage at $1,006 or cvenfﬁi}ﬁ ma

50,000) and would not be eliglhle for a low-income prescrlptwu
drug bencfit, |

<5 [5.200;
»  About 640, 000 of all elderly in Michigan are middle class ($15- ‘D
il!!v—

MICHIGAN HEALTH CARE PROVIDERS RELY ON MEDICARE

* Health cate providery in Mzchigaa depend on 38 billisn in Mediecare spending.  Medicare pays
for 20 percent of all personal health care expenditures in Michigan. "This Is eritical t
%

® 163 hqspizais, 28,200 physicians, 385 nursing homes, and other providens in Michigan.
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MINNESOTA: THE NEED FOR A}IEDICARE REFORM
I -
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 644,000 IN MINNESOTA

« 5774000 smai:rs and 67,000 ;we;aiﬁ with disabilities in Minnesota rciy on Medicare.
¢ About 368,800 Medicare beneficiaries in Minnesota {S? percent} are women.
¢ About §1,000 Medicare beneficiaries in Minnesota {i3 percent) are age 85 and older,
® About 238,000 Medicare beneficianies in Minnesola {4‘3 percent} live in rural areag, with Hmited
or i options for managed care or prescription drug cevefage

* Poverty smong the elderly in Minnesota fell from 32 to 10 percent since Medicare was created.

Biderly In Minnssots Wil
increase Dramalically
{mitlion}

;
MEDICARE ENROLLMENT WILL SURGE IN MiﬁNEESOTA
*  The number of seniors in Minnesota will rise from 5;;6,{}06 in 2680 *
to 1,099,600 in 2025, The percent of residents in Minnesota whoare |,
elderly willlincrease from 12t 2{3 percent.

s About 100,000 people {24%) ages 58518 65 in ane&ota, who are
not yet eligible for Medicare, are uninsured or individually
insured. Peopls age 55 to 65 are the fastest growing gmup of uninsured. The same demogeaphic
trend will affect this age group, makiang this problem even worse in the near future.

I
MINNESOTA SENIORS NEED PRESCRIPTION DRIIJG COVERAGE

e« Onlyl9 pér‘:eut of Minuesota firms offer retiree health insurance. Retiree health insurance
provides good prescription deug coverage, but only one-quarter of Medicare beneficiarias nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994,

»  The monthly premium for Medigap insurance including preseription drugs averages §136
pationwide, which is out of reach for many senjors. * Medigap (supplemental health insurance for
beneﬁmarm) has plans that include prescription drugs, but these plans are typlca Hly costly, Minnesota
requires community-rated premiuvms. Oniy about | m 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the extra {ccst ix about 350 per month.

s Access ta prwriptmn dmg coverage through Meéacam managed care is limited in Minoesota,

No Medicare beneficiaries in Minnesota have the option of enrolling

in 2 basic managed care plan that offers prescription drugs. Morgover, | Most Eiderly in ?gixmmu Are
ie ' ; Middie Class

nationwide, an increasing numnber of plans sre capping their drug
coverage at $1,600 or even $500.

*  About 260,000 of all elderly in Minnesota are middle class {($15.
30,000 and would not be eligible for 2 low-income prescription
drug bmt“ £

Miﬁlﬁfﬁgi}ré HEALTH CARE PROVIDERS RELY ON MEDICARE

¢ Heaith care providers in anesota depend on 53 hillign i Medicare s;}mdmg Medicare pays
for'ls peszmnz of all peesonal health care expenditures in Minnesota,” This is eritical to:

* 143 haspttals, 15,400 physicians, 435 nursing h?mcs, and other providers in Minnesota.

i



MISSISSIPPI: THE NEED FOR MEDICARE REFORM
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 411,000 IN MISSISSIPPI

* 1323000 seniors and 83,008 people with disabilities in Mississippi rely on Moedicare,
- ¥ About 236,000 Medicare beneficiaries in Mississippi (57 percent) are women.
®  About 43,000 Medicare beneficiaries in Mississippi (i percent} are wgg;wﬁﬁ and older,

®  About 287,000 Meadicare beneficiaries in &étsszsszppi {70 percent) live in rural areas, with limited
or no options for managed care or prescription drug wverage

« Poverty among the elderly in Mississippi fell from 55 to 20 percent since Medicare was created.

Elderly to Mississippi Wil
Tugrease Dramationtly

I
MEDICARE EQNR{}LLMENT WILL SURGE IN MISSISSIPPI
‘ : ! . (thousans)

|
¢ The number of seniors in Mississippi will rise from 344,000 in
2000 te 615 660 in 2025. The percent of residents in Mlssmsmpu who
are elderly wzil increase from 12 to 20 percent. |

+  About 75,000 people (34%) ages 55 to 65 in Mississippi, who are
not vei eligible for Medicare, are uninsured or individually
insured, Pcc:pic age 55 to 65 are the fastest growing group of uninsured, The same demographic
trend will affect this age group, makmg this problem cétm worse in the near future,

MISSlSSIPPI SENIORS NEED PRESCRIP‘I‘IQN I}Rﬁg{; COVERAGE

v Onlyl7 percmt of Mississippi [irms offer retiree heaith insurance. Retiree health insurance
provides good prescription drug coverage, but only onw;zzamr of Medicare beneficiaries nationwide
have this covernge. This will be lower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994,

¢ The mm}tbl}' premium for Medigap insurance inclading prescription drugs averages $140 in
Mississippi, which is ont of reach for many seniors. Medigap (supplemental health insurance for
ber;ef’ ciaries) has plans that include preseription drugs, but these plans are iypmaiiy costly and their
premiums increase dramatically with age. Only abcui 1 in 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the exira cest is sbout $90 per month,
i

*  Access to prescription drug coverage through Medicare mansaged care is limited in Mississippi.

No Medicare beneficiaries in Mississippi have the option of enrelling
in & basic maxzag&é care plan that offers prescription drugs Moreover, KMatiy Elderly in Mississippi

natiomwide, an increasing number of plans are capping their drug Are Middle Class

coverage at §1,000 or even ;‘SSZ}{} 1 ™ ﬁ
apon
+  About 122 000 of all elderly in Missigsippi are m;dd]c class ($15- e s
&0,000) md would not be eligible for a !aw-mcomc prescription
drug benefil, ;

| .

MISS&SW?I HEALTH CARE PROVIDERS RELY ON MEDICARE
*  Health care praviders in Mississippi depend on $2 biflion in Medicare spending. Medicare pays

for 22 percent of all personal health care cxpcndltures in Mississippl. This is critical to;
® 101 hospitals, 5,300 physucmns, 151 nursing homes, and other providers in Mississippi,

; |
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MISSOURE: THE NEED FOR MEDICARE REFORM
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 850,000 IN MISSOURI

* ‘?35 000 seniors and 115,000 people with disabilitics in|Missouri rely on Medicare,
About 439 Q00 Medicare beneficiaries in Missouri (58 percent) are wamen,
®  About 97,000 Medicare beneficiaries in Missouri (1 1! percent) are age ze 85 and older.
¢ About 319,000 Medicare benaficiarics in Missouri (38 percent} live in sural areas, with fimited or
ne aptions for managed care or presoription drug co&g’eragc,

* ~Povorty among the elderty in Missourt felt from 30 w__fs pereent since Medicare was created,

Elderiy In Missoue Will
inerense Dramatically
{millions)

g
MEDICARE ENROLLMENT WILL SURGE IN MISSQURI

»  The number of seniors in Missouri will rise from 755,000 in 2000
to 1,258,000 in 2025. The percent of residents in Missouri who are
chderly will increase from 14 o 20 percent.

+ About 104,000 people (23%) ages 55 to 65 in Missouri, who are
not yet eligible for Medicare, are uninsured or m{}ivzéua!b
insured. People age 35 10 65 are the fastest growing greap of uninsured. The sume demographic
trend will affect this age group, making this problem even worse in the uear future,

i
MISSOURI SENIORS NEED PRESCRIPTION DRUG COVERAGE

o Only 18 perceat of Missouri firms offer retiree heal!ﬁ insurance. Refiree health insurance
provides good prescription drug coverage, but only 0ne~qu&rter of Medicare benefictaries nationwide

' have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994,

¢ The monthly premium for Medigap insurance including presoription drogs averages $136 in
Missouri, which iz out of reach for many senjors, Med:ga? {supplemental health insurance for
beneficiaries) has plans that include pmscrzpizon dmgs but these ptans are typically costly. Missouri
prohibits attained-age rating. Only about I in 10 Medicare beneficiaries nationwide purchases
Medzgﬁp with drug coverage, and the extra cost is aheut $94 per month,

&  Access to preseription drug coverage through Medtcare munaged care is Hinited in Missouri,

About 536,078 or 61 percent of Medicare benefi clar:es in Misgourt

have the option of enrolling in a basic managed care plan that offerg Most Elderly in Missouri Are
prescription drugs, Morcover, nationwide, an increasing number of Middle Class

. . \ . . 55050041
plans are capping their drug coverage at $1,000 or even $500. 15%

f !
¢  Abcut 390,000 of all ¢lderly in Missouri arc middle class ($15-

£0,000) and would not be eligibte for a low-income preseription o
drag benefit.

514000,
Q %

H
H

;
MISSOURI HEALTH CARE PROVIDERS RELY (;}N MEDICARE

s Health care providers in Missowri depend on $5 biliioa in Medicare spending. Medicare pays
for 22 pcracnt of all personal health care expendrtures in Missouri, This is critical to:
f |

® 12} hospitals, 16,300 physicians, 482 nursing homes, and other providers in Missouri,
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MONTANA: THE NEED FOR MEDICARE REFORM

MEDICARE PROVIDES CRITICAL HEALTH CARE ’1{{} 134,000 IN MONTANA
« 117,000 seniors and 17,000 people with disabilities in Montana rely on Medicare.
¢ About 73,000 Medicare beneficiaries in Montana {54 percent) are women.
® About 15,000 Medicare beneficiaries in Montans (] f pereeni} are age 85 and older.
¢ About 103,000 Medicare beneficiaries in Mountana ('?? percent) live in rural areas, with limited or
no eptions for managed care or prescription drog coverage

+  Paverty ampng the elderly in Montana fell from 34 ml 10 percent since Medicare was created.

Elderly To Montans Wil
Increase Dramatically
(thousands) .,

MEDICARE ENROLLMENT WILL SURGE IN MONTANA

+  The number of seniors in Montana will rise from 12&3i D06 i 2000
to 274,000 in 2025. The percent of residents in Moniana who are
slderly will increase from 13 to 24 peroent,

!

¢ Abowt 23,400 people (34%) sges 55 {u 65 in Montana, who see nod
yet eligible'for Medicare, are uninsured or individuslly insured.
Prople ape 55 10 65 are the fastest growing group of uninsured. The same demographic trend will
affect this age group, making this problem even worse in the near future,

MONTANA S__fii”i ORS NEED PRESCRIFTION I}R’i}(}_, COVERAGE

o QOuly22 pcrcent of firms nationwide offer retiree he!altk insurance. Retiree health insurance
provides good prescription drug coverage, but only ona»quarter of Medicare beneficiarics nationwids
have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
zn 1998 than 1994,

|

s The monthly premium for Medigap insurance including prescription drugs averages $111 in .

" Montana, which is out of reach for many seniors. Med:gap {supplemental health insurance for
bmeﬁczarses} has plans that include prescription dmgs, but these plans are typically costly and their
premiums increase dramatically with age. Only about 1 in 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the extra cost is about 390 per month.

*  Access to preseription dripg coverage through Medmam managed care is fimited in Montana,

No Medicare beneficiaries in Montana have the option lof enrofling in

a basic managed care pim that offers prescription émgs Mareover, Most Elderly in Montana Are
" nationwide, an increasing number of plans are cagpmg ’their drug mﬁfﬁk Chs
caverage at 31,004 or even 5560, j 215206,
, HR

s  About 62,000 of all clderly in Montana are middle class (S15-
50,000) and would not be eligible for a low-income prescription o

I

drug benefit. ' . %

MONTANA HEALTH CARE PROVIDERS RELY Oll\I MEDICARE

e Health care providers in Momana depend on $1 bnlllon in Medicare spending. Medicare pays
for 19 pctceni of all personal health care expenditures in Montana. This is eritical to:

° 48 hosp;tais, 2,600 physicians, 102 mzrsuzg homes, and other providers in Montana.
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NEBRASKA: THE NEED FOR NfExDICARE REFORM

MEDICARE PI;{(}ViI}ES CRITICAL HEALTH CARE 'IiiO 251,000 IN NEBRASKA

*

-

MEDICARE EHROLLMENT WILL SURGE IN NEBRASKA

22’? ,000 seniors and 24,000 peaple with disabilities in Nebraska rely on 2 Medicare.
About 146,000 Medicare bencficiaries in Nebraska (58 percent) are women.

¢ About 33,000 Medicare benefigiaries in Nebraska (13 percent) are age 85 and older,

®  About 145,000 Medicare beneficiaries in Nebraska (59 percent) live in rural areas, with limited or
no apt mm for managed care o prescription drug covcrag:e

Poverty ameng the etderly in Nebraska fell from 28 to 10 percent sinee Medicare was created.

Flderly In Nebrasha Wil
{ncrease Dramatically
{thansands)

The number of seniors in Nebraska will rise from 235,000 in 2000
to 405,000 in 2025. The percent of residents in Nebraska who are -
elderly will ncrease from 14 to 21 percent. ’

About 47,600 peaple (37%) ages 55 to 65 in Nebraska, wha are not

yet eligible for Medicare, sre uninsared or individually insured.
People age 53 to 63 are the fastest growing group of uninsured. The same demographic trend will

affect this age group, making this probles even worse in the near future.
: {

NEBRASKA SENIORS NEED PRESCRIPTION DRUG éQVERAGE

*

?
f.

Only 22 percent of Nebraska firms offer retiree heaith insurance. Retires hcalth insurance

" provides good preseription drug coverage, but only czzc-x;uaﬁer of Medicare beneficiaries nationwide

have this coverage. This will be E{;wer in the future since 25 pervent fewer firms offered cetires health

in 1998 than {994, ;

P

The monthly premium for Medigap insurance indndiéxg prescription drogs averages Sl in
Nebraska, which is out of reach for many seniors. Medigap {supplemental haalth insurance for
beneficiaries) has plans that include preseription drugs, but these plans are typically costly and their
premiums increase dramatically with age. Only about | m 10 Medicare beneficiaries nationwide
purchases Medzgap with drug covera ige, and the extra cost is about 590 per month.

; i .
Aceess o prescrxpiiaﬁ drug coverage through Medicare managed care s limited in Nebraska.

No Medicare beneficiaries in Nebraska have the option of enrolling in

a basic mmgeé care pian that offers prescription drugs, Momover Most Etderly in Nebrasha Are
nationwide, an increasing number of plans are capping their drug coniddle Class
coverage at $1.000 or eves $500. 0%

4;3.:‘00:
About 108§, 896 of il elderly in Nebraska are middle c!ass ($15. 315
50,000) and would nat be eligible for 2 low-income prﬁsel’ipiiﬁl& s
drug benefit!

NEBRASKA HEjIAIfI'H CARE PROVIDERS RELY ON MEDICARE

Health care providers in Ncbraskiz depend on $1 bii!ie?n in Medicare spending. Medicare pays
for 17 percent of all personal health care expenditures in Nebraska. This s critical to:

® 9] hospitals, 4,200 physicians, 154 nursing homes, and ather providers in Nebraska,

3
i




NEVADA: THE NEED FOR MEDICARE REFORM
|
MEDICARE PROYIDES CRITICAL HEALTH CARE 'I_'() 223,600 IN NEVADA

« 195,600 scniors and 28,000 people with disabilities in Nevada rely on Medicare,
¢ About 117,000 Medicars beneficiaries in Novada {52 percent) are women.
®  About 15,000 Medicare beneficiaries in Nevada (7 gmccnt} are age ¢ 85 and older.
> About 25,000 Medicare beneficiaries in Nevada (11 percenz) Hve in rural areas, with limited or no
options for managed care or prescription drug coverage.

» Poverty among the clderly in Nevada fell frony 50 to 9 percent since Medleare was created.

Eidery I Nevada Wi

: i
MEDICARE ENROLLMENT WILL SURGE IN NEVADA crens Devmatically

{ o, fhausands)

* The number of seniors in Nevada will vise from 219,000 in 2000 to
486,000 in 2025. The percent of residents in Nevada who are elderly
will increase from 121t 21 percent.

s About 41,000 peaple (26%]) ages 55 to 65 in Nevada, who are not
yet eligible for Medicare, are uninsured or indmdualiy insured,
People age 53 to 65 are the fastest growing group of uninsured. The same demographic trend will
affect this age group, making this problem even worse in the near future.

NEVADA SE?‘ZI{}RS NEED PRESCRIPTION DRUG COYVERAGE

* Only 20 pe rcient of Nevada firms offer retivee health insurance. Retirer health insurance provides
good prescription drug coverage, but only one-quarter of Medzc:zz*e beneficiaries nationwide have this
coverage, This will be lower in the future since 25 perccat fewer firms offered retirge health in 1998
than 1994.

» The monthly premium for Medigap insurance inc!udiu%g preseription drags averages S143 in
. Nevada, which is out of reach for many seniors. Medigap (supplemental health insurance for
beneficiaries) has plans that include prescription drugs, but these plans are: typzcaily costly and their
premiums increass dramatically with age. Only about ) m 10 Medicare beneficiaries nationwide
purchases Mea:f igap with drug coverage, and the extra cost is about $90 per month,

*  Accessto pvesc;i;ztien dreg coverage thmugh Mcdlcare managed care is limited. About 84 359

or 86 percent of Medicare beneficiaries in Nevada have the option of

enrolling in & basic mwzg&d care plan that offers prSGription drugs. Mast Elderly in Nevada Are
Middle Class

However, na‘iz&awzde an increasing number of plans are capping their
drug cmrerage at $1,000 or even 3500,

»  About %4000 of all elderly in Nevada are middle class (815
50,600) and would not be eligible for a low-income prescripiion
drug benefit.

NEVADA HEALTH CARE PROVIDERS RELY ON MEDICARE
1

¢ Health care pmvidem in Nevada depend on $1 billion in Medicare spending.  Madicare pays for
20 percent of ali personal health care expenditures in Nevada, This'ig eritical to:

° 27 izos;)ita}s, 3,400 physicians, 43 nursing homes, and other providers in Nevada,

£
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NEW HAMPSHIRE: THE NEED FOR MEDICARE REFORM

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 164,600 IN NEW HAMPSHIRE

*

ENROLLMENT WILL SURGE IN NEW HAMPSHIRE

i43 A08 seniors and 21,060 people with disabilities in New Ham;zshxm rely on Medicare,
About 93,000 Medicare beneficiarics in New Hampshire {57 percent} are women,

About 18,000 Medicare beneficiaries in New Hampshire {11 percenti sre a age age 85 and older,
About 55,000 Medicare beneficiaries in New Hampshire (34 percent} live in rural areas, with
limited or no options for managcd care or prescription drug ¢overage.

k2]

-]

Poverty ameng the elderly in New Hampshire fell from 23 10 9 percent swce Medicare was
created.

Eideriy In New Hampshine
WAk Forrease Dentestically
4., {thowsands]

The number of seniors in New Hampshire will rise from 142,000
in 2000 to 273,000 in 2025, The percent of residents in New
Hampshire who are elderly will increase from 12 fo 19 porcent,

About 20,000 people (21%) APCS 55 to 6§ in New Hampshire, who
are not yet clugnbie for Medicare, are uninsared or individually
insured. Peoplc age 53 to 63 are the fastest growing group of uminsured, The same demagraphic
trend will affect this age group, making this problem even worse in the near future,

NEW HAMPSH?RE SENIORS NEED PRESCRIPTION DRUG COVERAGE

NEW HAM?SH{RE HEALTH CARE PROVIDERS RELY ON MEDICARE

*

Only 22 percent of firms nationwide offer retirce health insuranee, Retiree health insurance
provides good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994.

The monthly premiom for Medigap tnserance inclading preseription drugs averages $105 in
Ney Hampshire, which is out of reach for many scnlers. Medigap (supplementa) heaith insurance
for benefi c1arics) has plang that include prescription drugs, but these plans are typical !y costly and
their premiums increase dramatically with age. Only about 1 in 18 Medicare beneficiaries nationwide
purchases Med igap with drug coverage, and the extra cost is about $90 per month,

I
Access to prescriphon drug covernge ihmngh Medicare manageﬂ care is limited in New

Hampshire. About 80,957 or 48 percent of Medicare beneficiaries in New -

Hampshire have the option of enrolling in & basic managed care plan that Atost Elderly in New

offers prescription drugs. Moreover, nationwide, an increasing numbser of” Hampshire Are Middle Class

plans sre capping their drug coverage at 31,600 or 3500, ey .
134

About 76,000 of all clderly in New Hampshire are middic class (315 % .

50,600} and would not be eligible for a low-income prescription drug il

benefit. %

Health care ;;wviders in Now Hampshive depend on $1 billion s Medicare spending, Medicare
pays for 14 percent of all personal health care expenditures in New Hampshire, This is critieal tor
® 26 hospitals, 4,200 physicians, €3 nursing homes, and other providers in New Hampshire,

i H
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NEW JERSEY: THE NEED FOR MEDICARE REFORM

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 1,188,000 IN NEW JERSEY

. 1 A164,000 seniors and 124,000 pce;;ie with dizabilities in New Jersey rciy on Medicare,
About 96,000 Medicare beneficiaries in New Jersey {59 percent} are women.
¢ About 129,000 Madicare beneficiaries in New Jersey {11 percent) are age age 85 and older,
> About - Medicare beneficiaries in New Jersey {- percent) bive in rural areas, with limited or no

aptions for managed care or prescription drug coverage.

I
+ Poverty among the clderly in New Jersey fell from 25 to 8 percent since Medicare was created.

MEDICARE ESROLLMEN’T WILL SURGE IN NEW JERSEY

¢ The number of seniors in New Jersey will rise from 1,690,000 in
2000 to 1,654,000 in 2025, The percent of residents in New Jersey
who are elderly will increase from 13 10 17 percent.

*  About 179,600 people (26%) ages 55 to 45 in New Jersey, who are
not yet eligible for Medicare, are uninsured or individually

Eldery In New Jerscy Will
Iatrease Deamatically
{milliony) .

insured. People age 55 10 65 arc the fastest growing group of uninsursd. The same demographic
trend will affect this age group, makiog this problem even worse in dic near future,

NEW JERSEY SENIORS NEED PRESCRIPTION DRUG COVERAGE

+ Only20 pcrcfent of New Jersey firms offer retivee health insurance. Retivee health insurance
provides good preseription drug coverage, but only one-quarter of Medicare beneficiaries nationwide
have this covérage, This will be lower in the future since 25 percent fewer firms offered retiree health

m 1998 than 1994,

+
1

* The monthly premium for Medigap insurance including preseription drugs averages $136
nationwide, which is vat of reach for many seniors. Medigap (supplemental health insurance for
beneliciaries) has plans that include prescription drups, but these plans are typically costly and their
premiums increase dramatically with age. Only about 1 in 10 Medicare bencficiaries nationwide
purchases Medigap with drug coverage, and the extra cost is about $90 per month.

H

= Access to prescription drug coverage through Medicare mansged care is limited. About

1,255,239 or 100 percent of Medicare beneficiaries in New Jersey
have the option of enrolling in a basic managed care plan that offers
prescription drags, However, nationwide, an increasing number of
plans are capping their drug coverage at 1,000 or even $500.

¢ About 424,000 of all elderly in New Jersey are middle class ($15-
50,000) and would not be ¢ligible for a low-income prescription
drug benefit.|

l
NEW JERSEY HlEﬁsL'I’.IJ CARE PROYIDERS RELY ON MEIDMCARE

Maost Elderiy ta New Jersey
Are Middle Class

mw
15%

ﬁ

= Health care providers in New Jerscy depend on 57 billion in Medicare spending. Medicare pays
for 19 percont of all personal health care expenditures in New Jersey. This is critical o

i

° B8 hospitals, 27,400 physicians, 273 nursing homes, and other providers in New Jersey,
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NEW MEXICO: THE NEED FOR MEDICARE REFORM

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 225,000 IN NEW MEXICO

[

MEDICARE E]flROLLMENT WILL SURGE IN NEW MEXICO

193,000 seniors and 32,000 people with disabilities in New Mexico rely on Medicare.

°  Ahout 121,000 Medicare beneficiaries in Now Mexico (54 percent) are women.

About 21,000 Medicare beneficiaries in New Mexico (10 percent) are age 85 and older.
About 104,000 Medicare beneficiarics in New Mexico {(46é percent) live in rura! sreas, with
limited or no options for managed care or prescription drug coverage.

a

O

Poverty among the elderly in New Mexico icll from 49 fo 16 percent siacc Medicare was
created.

Ellorby b Noew Mexics Wi
{nergase Veanmtically
{thousands)

44

The nambe:i' of seniors in New Mexico will rise from 206,000 in
2490 to 441,000 in 2825, The percent of residents in New Mexico
who are elderly will increase from 11 to 17 percent.

About 43,800 people (31%) nges 55 to 65 in New Mexico, who are
not yet oligible for Medicare, are uninsured or individuaily

ingsuved. People age 55 to 65 are the fastest growing group of uninsured. The same demographic
trend will affect this age group, making this problem even worse in the near future,

NEW MEXICO SENIORS NEED PRESCRIPTION DRUG COVERAGE

Oaly 20 percent of New Mexico firms offer retirce heaith insurance. Retiree health insurance
provides good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
in 1598 tha? 1994,

The monthly premium for Medigap insurance including prescription drugs averages $141 in
New Mexico, which is out of reach for many seniors. Medigap (supplemental health insurance for
benefi ciaries) has plans that include prescription drugs, but these plans are typically costly and their
premiums increase dramatically with age. Only about | in 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the extra cost is about $90 per month,

i .
Access to preseription drag coverage through Medicare managed care is limited in Now

Mexico. About 110,771 or 32 pereent of Medicare beneficiaries in

New Mexico have the option of enrolling in a basic managed care plan Must Elderly in New Mexico
that offers preseription drugs. Morsover, nationwide, an increasing Are Middic Class
number of plans are capping their drug coverage at $1,000 or §500. W

t 4 o~ | 1
About 78,000 of all ciderly in New Mexico are middle class (315
50,800) and would not be eligible for a low-income prescription S0,
grug benehit, \ e

NEW MEXICO HEALTH CARE PROVIDERS RELY ON MEDICARE

*

Health care providers in New Mexico depend on 81 billion in Medicare spending. Medicare
pays for 15 percent of all personal health care expenditures in New Mexico, This is critical to:
® 42 hospitals, 4,000 physicians, 73 nursing homes, and other providers in New Mexico,

i



NEW YORK: THE NEED FOR MEDICARE REFORM
MEDICARE ?iéownzs CRITICAL HEALTH CARE TO 2,666,000 IN NEW YORK

= 2.320,000 se‘ﬁinrs and 346,000 people with disabilities in New York rely on Medicare,
®  About 1,355,000 Medicare beneficiaries in New York (58 percent) are women,
2 About 3 i!) 000 Medicare heneficiaries in New York (12 percent) are age se 85 and older,
*  About 235 600 Medicare beneficiaries in New York (9 percent) live in rural areas, with Hmited or
ne options for managed care of prescription drug coverage.

*  Poverty among the elderly in ﬁm Yaork fell from 23 te 15 percent since Medicare was created,

Flgerly In New York Will
tarrease Drumatically
{miflions)

MEDICARE ENROLLMENT WILL SURGE IN NEW YORK

»  The mumber of seniors in New York will rise from 2,358,000 in
2000 to 3,263,000 in 2025, The percent of residents in New York
who are elderly will increase from 13 1o 17 percent.

& e M e A

#  About 386,000 people (24%) nges 55 to 65 in New York, wha are
not yet eligible for Medicare, are uninsured or individually
fnsured. People age 85 to 63 are the fastest growing group of uninsured, The same demographic
trend will affect this ape group, making this problem even worse in the near future.

#

NEW YORK SENIORS NEED PRESCRIPTION DRUG COVERAGE
f
»  Only 24 percent of New York firms offer retivee health insurance. Retiree health insurance
provides good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 28 percent fewer firms offered retiree health
in 1998 than 1994,

«  The monthly premium for Medigap insurance incloding preseription drags sverages §S1539 in
Mew York, which is ouf of resch for many seniors. Medigap {(supplemental health insurance for
heneficiaries) has plans that include preseription drugs, but these plang are typically costly. New
York requires community-rated premiums. Only about | in 10 Medicare beneficiaries mationwide
purchases Medigap with drug coverage, and the extra cost is about 390 per month,

e  Access to p[rescription drog coverage through Medicare managed care is limited, About

. 2,154,414 or 80 percent of Medicare beneficiaries in New York have

the option of enrolling in a basic managed care plan that offers Most Elderly in New York Are
prescription drugs. However, nationwide, an increasing number of Middle Class
plans are capping their drug coverage at $1,000 or even $500. v
i <SEL g0
»  About 1,028,000 of all elderly in New York are middlc class (§15- . o
50,000} and would not be eligible for a low-income preseription sagon:
drug beuefit

NEW YORK HEALTH CARE PROVIDERS RELY ON MEDICARE

o Health carc providers in New York depend on $17 billion in Medicare spending. Medicare pays
for 18 pcrcent of all personal bealth care expenditures in New York. This i is eritical to:

° 223 haspitais, 73,800 physicians, 662 nursing homes, and other providers in New York.
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NORTH CAROLINA: THE NEED FOR MEDICARE, REFORM
MEDICARE FROVIDES CRITICAL HEALTH CARE TO 1,095,000 IN NORTH CAROLINA

s 917,000 seniors ami 178,080 people with disabllities in North Cavolins rely on Medicare.
® About 636 000 Medicare beneficiaries in North Carcling (38 percent) are women.
¢ About 100,000 Medicare beneficiarics in Nowth Caroling {8 percent) are age g 85 and older.
°  About 437,000 Medicare bencficianies in North Caroling (40 percent) live in rural areas, with
fimited or no options for managed care or prescription drug coverage,

*  Poverty among the elderly in NC fll from 37 to 11 percont since Medicare was created.

MEDICARE ENROLLMENT WILL SURGE IN NC B o Devomnaity !
. 18 {milions}
s  The number of seniors in North Caroling will rise from 331,000 80 |
20800 to 2,004,008 in 2025. The percent of residenis in Nonth "
Carolina who are elderty will increase from 13 0 21 ;}ez‘cem 18} :
ol ER
+  About 200, 68{3 peaple (31%) ages 85 {0 65 in North Caralina, who R

are not yet eflglbie for Medicare, are uninsured or fodividually
insured. People age 55 10 65 are the fastest growing group of uninsured. The same demographic
trend will affect this age group, making this prablem even worse in the near future,

NORTH CAROLINA SENIORS NEED PRESCRIPTION DRUG COVERAGE

o Only22 percent of North Carolina firms offer retirce health insurance. Retiree health insurance
provides good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide
have this cov erage. This will be Jower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994,

o The monthly preminm for Medigap insurance including presceription drugs averages $125 in
North Carolina, which is out of veach for many seniors. Medigap (supplemental health insurance
for beneficiaries) has plans that include prescription drugs, but these plans are typically costly and
their premiums increase dramatically with age. Only about I in 10 Medicare beneficiaries nationwide
purchases Madaga;; with drug coverage, and the extra cost is about $90 per month.

e Accessio pmscriptiun drug mw:mgc through Medicarec managed care is limited in North

Carolina. No Medicare beneficiaries in North Caroling have the
aption of enrolling in a basic mansged care plan that offers Most Elderty in North Carnlios
prescription drugs. Morsover, nationwide, an increasing number of H:‘“ Middie Class
plans are capping their drug coverage 8t 31,000 or even $560. m:
N czw
« Ahout 425,8{}%} of all eldevly in North Carolina are middle class o
{815-50,000) and would not be ¢ligible for a low-income
prescription drug benefit,

NORTH CA if}{}i}ﬁ\f& HEALTH CARE PROVIDERS RELY ON MEDICARE

+ Health e:afre providers in North Carolina depend on $5 billion in Medicare spending. Medicarg
pays for 20 percent of all peesonal health care expenditures in North Carolina. This is critical (o0

¢ 130 hospitalg, 17,600 physicians, 399 nursing homes, and other providers in North Carolina.
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NORTH DAKOTA:

THE NEED FOR MEDICARE REFORM

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 103,000 IN NORTH DAKOTA

* 93,000 seniovs and 10,000 people with disabilitics in North Dakota rael;y on Medicare.
®  About 58,000 Medicare beneficiaries in North Dakota (36 percent) are women.
°  About {4,600 Medicare beneficiaries in North Dakota (14 percent) are age 88 and older,
°  About 69,600 Medicare beneficiaries in North Dakota (67 percent) Hve in rural areas, with
limited or no options for managed care or presoription drug coverage.

1

s Paverty am{mg the elderly in North Dakota fell from 12 to 14 percent smce Medicare was

ereated. ;
MEDICARE ENROLLMENT WILL SURGE IN NORTH DAKOTA

* The mzmbﬁ:r of seniors in North Dakota will rize from 99,000 in
2000 to 166,000 in 2025, The percent of residents in North Dakota
who ate elderly will increase from 13 to 23 pereent,

s About ZQ,OﬂG people (39%) ages 58 to 65 in North Daketa, who
are not yet eligible for Medicare, are uninsured or individually

Eldexly In North Daketa Wikl
Ineecane Dramatically
{thousands)

e .,

insured. People age 55 to 65 are the fastest growing group of usinsured. ‘The same demographic
trend will affect this age group, making this problem even worse in the near future.

NORTH DAKOTA SENIORS NEED PRESCRIPTION DRUG COVERAGE

»  Only 22 percent of firms nationwide offer retivee health insurance. Retiree health insurance
provides goad prescription drog coverage, but only one-quarter of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms oﬁ'crcd retires health

in 1998 than 1994,

#  The monthly premiuvm for Medigap insurance including prescription drugs averages $122
North Dakota, which is out of reach for many seniors. Medigap (supplemental health insurance
- for benefi c;mes) has plans that include preseription drugs, but these plans are typically costly and
their promiums increase dramazrmily with age. Only about 1 in 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the extra cost 1s about $90 per month.

s Access to prescription drug coverage through Medicare managed care is limited in North

Dakota, No Medicare beneficiarics in North Dakota have the option
of enrolling in a basic managed care plan that ofTers prosoription
drugs. Moreover, nationwide, an increasing number of plans are
capping their drug coverage at 31,000 or even $500.

»  About 43,000 of afl elderty in North Daketa are middle class ($15-
54,004} and would not be eligible for a low-income prescription
drug benefit.

ND HEALTH CARE PROVIDERS RELY ON MEDICARE

Most Elderly in North Balota
Art M ddie Cless

mm
HS—

¢ Health carc providers in North Dakota depend on $488 million in Medicare spending.
Medicare pays for 19 percent of all personal health care expenditures in North Dakota. This helps:
47 hqsplta!s 2,200 physicians, &8 nursing homes, and other providers in North Dakota.




OHIO: THE NEED FOR MEDICARE REFORM
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 1,689,000 IN OHIO

* 1,476,000 seniors and 213,600 peaple with disabilities in Ohio rely on Medicare.
® About 973,000 Medicare beneficiaries in Ohio (58 percent) are women,
¢ About 170,600 Medicare beneficiaries in Ohiio (10 percent) are age RS and older.
¢ About 325,000 Medicare beneficiaties in Ohio (19 percent) live in rural areas, with limited or no
options f?r managed care or preseription drug coverage,

H .
* Poverty among the elderly in Ohbio foll from 25 to 9 percent since Medicare was created,
z ;

MEDICARE ENROLLMERT WILL SURGE IN QGHIO Elderly tn Obio Will facrsase
; Bramatically (millicns}
15 1

» The numhcr:af senjors in Ohio will rise from 1,525,000 in 2000 fo
2,305,000 in 2025. The percent of residents in Ohio who are elderly
will increase from 13 to 20 percent,

+  About 151000 people (21%) ageé 55 to 63 in Ohio, whe are not yet
eligible for Medicare, are uninsured or individually insured.
Peopls age 35 1o 65 are the fagtest growing group of uninsured. The same demographic trend will
affect this age group, making this problem sven worse in the near future,

OHIO SENIORS NEED PRESCRIPTION DRUG COVERAGE

+  Only 28 percent of Ohio firms offer retiree health insurance. Retirce health fnsurance provides
good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide have this
coverage. This will be lower in the future since 25 percent fewer firms offercd retiree heatth in 1998
than 1994,

+  The monthly preminm for Medigap insurance including prescription drugs averages $131 in
.. Ohio, which Is out of reach for many seniors. Medigap (supplemental health insurance for
beneficiaries) has plans that include presoription drugs, but these plans are typically costly and their
premiums increase dramatically with age. Only about | in 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the exira cost is sbout 590 per month.

+  Atecess to prescription drug coverage through Medicare managed care is limited. About

1,537,564 or 83 percent of Medicare beneficiaries in Ohio have the

option of enrolling in 2 basic managed care plan that offers Most Elderly in Obin Are
preseription drugs. However, nationwide, an increasing number of vahiddlle Class
plans are capping their drug coverage at $1,000 or even $500. 0% -
EH
«  About 766,000 of all clderly in Obio are middle class (815-50,000) s
and would hot be eligible for 1 low-income prescription drug saos:
henefit,

OHIO HEALTH CARE PROVIDERS RELY ON MEDICARE

e  Health mré providers in Ghio d(éfmnd on $9 billion in Medicare spending.  Medicare pays for 19
percent of all personal health care expenditures in Ohio. This is critical to:

> 176 hcslpitais, 31,900 physicians, 856 nursing homes, aud other providers in Ohio,
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OKLAHOMA: THE NEED FOR MEDICARE REFORM
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 360,008 IN OKLAHOMA

* 435,000 scniors and 65,000 peaple with disalilities In Oklahoma rely on Medicare,
® About 283 006 Medicare beneficiaries in Oklahoma (37 percent) are women.
®  About 56,000 Medicare beneficiaries in Okighoma (11 percent) are age §5 and older.
% About 236,000 Medicare bencficiarios in Oklahoma (47 percent) live in rural areas, with Himited
or no oplions for managed care or prescription drug coverage.

*  Paverty samong the clderly in Oklnhoma fell from 44 fo 10 perveat since Medicare was created.

Eilderly 1a Okizhama il
Inceease Dramatically
{thousands}

MEDICARE ﬁl;fROLLM ENT WILL SURGE IN OKLAHOMA

o ‘The nuwmber of seninrs in Oklabomia will rize from 472,000 in 2000
to 888,000 in 2025, The percent of residents in Okiahcma who are ™
elderly will increase from 14 to 22 percent. %6

*  Abont 85,000 penple (28%) ages 55 to 65 in Oklahoma, who are
not yet eligible for Medicare, are uninsured or individually

insured, People age 55 to 65 are the fastest growing group of uninsured. The same demographic
trend will affect this age group, making this problem even worse in the near future.

!
OKLAHOMA §EMORS NEED PRESCRIPTION DRUG COVERAGE

v Only 22 percent of Oklahoma firms offer retirec health insurance. Retirce health insurance
provides good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994,

| : .
¢«  The monthly premium for Medigap insurance including prescription drugs averages 5112 in
Oklakoma, which is out of reach for many scaiors. Medigap (supplemental health insurance for
beneficiaries) has plans that include prescription drugs, but these plans are typically costly and their
premiums increase dramatically with age. Only about | in 10 Medicare bencficiaries nationwide
purchases Medigap with drug coverage, and the extra cost is about $90 per month.

*  Access to prescription drug coverage through Medicare managed care is limited. About 377,159

or 75 percent of Medicare beneficiaries in Oklahoma have the option

of enrolling in a basic managed ¢are plan that offers prescription Moyt Etderly in Oklzhoma Are
drugs. However, nationwide, an increasing sumber of plans are Middle Class
capping their drug coverage at $1,000 or even $500. e -
H . E )
®  About 225;0{}8 of all elderly in Oklahoma are middle class ($15- .
50,008) sud would not be eligible for a Tow-income prescription 0
drug benefit, SR

OKLAHOMA HEALTH CARE PROVIDERS RELY ON MEDICARE
H

+  Health care providers in Okliashoma depend on 82 billion in Medicare spending.  Medicare pays
for 21 percent of all personal health care expenditures in Oklahoma.” This is critical to:

® 123 hospitals, 7,300 physicians, 220 nursing homes, and other providers in Oklahoma,



QREGQN: THE NEED FOR MEDICARE REFORM

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 481,000 IN OREGON
* 428 ,000 seniors und 53,000 people with disabilities in Oregon rely on Med:cam
About 2§§ 8030 Medicars beneliciaries in Gregon {56 percent) are wornen,
> . About 53,000 Medicare beneficiaries in Oregon {11 percent) are age 85 e 85 and older.
°  About 171,000 Medicare beneficiartes in Oregon {36 percent} live in rurgl mas with limited or
no ﬁptzans for managed care or preseription drug coverage,

£l

*» Poverty amoug the elderly in (‘}regen fell from 31 to 10 percent since Medicare was created.

Ehfrrly In Oregon Wil
toprens Drpmatioafly
{pithong

MEDICARE ENROLLMENT WILL SURGE IN OREGON

s The number of seniors in Oregon will rise from 471,000 in 2000 1o
1,054,008 in 2025. The percent of residents in Oregon who are
elderly will increase from 14 10 24 percent.

s About 83,000 peaple (31%) ages 88 1o 65 in Oregon, who are nut
yet eligible for Medicare, are uninsured or individually insured,
Peopic age 5510 65 are the fastest growing group of uninsured. The same demographic trend will
affect this age group, making this problem even worse in the near future,

OREGON SE?IK)RS NEED PRESCRIPTION DRUG COVERAGE

» Only 21 pcm&nt of Oregon firms offer retiree health insurance. Retivee berith insurance provides
good prescription drug coverage, but only one-guarter of Medicare beneficlaries nationwide have this
coverage. This will be fower in the future since 25 perccnz fewer firms offered retiree health in 1998
than 1994,

» The monthly premium for Medigap insurance including prescription drugs averages $119in
Oregon, which is out of reach for many seniors. Medigap (supplemental health insurance for
beneficiaries) has plans that include preseription drugs, but these plans arc typically costly and their
premiums increase dramatically with age. Only about 1 in 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the extra cost is about $90 per month,

s  Access to presceription drug coverage through Medicare managed care is Himited in Oregon.

About 256,842 or 53 percent of Medicare beneficiaries in Oregon
have the option of enrolling in & basic managed care plan that offers Most EMerly in Orego Are
prescription drugs. Moreover, nationwide, an increasing number of " Middle Cless
plans are capping their drug coverage at 31,000 or even 3500, oy I S150001
+ 7

s Abhout 212;{}0{} of all elderly in éregea are middle class {315 D
56,000) and would not be cligible for a low-income prescriplion s ~en
drug benefit, : a8

OREGON HEALTH CARE PROVIDERS RELY ON MEDICARE

o Health care providers in Oregoh depend on $2 billion in Medicare spending.  Medicare pays for
19 percent of all personat health care expenditures in Orcgon. This is oritieal o
® 62 hospitals, 9,400 physicians, 130 nursing homes, and other providers in Oregon.
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PENNSLYVANIA: THE NEED FOR MEDICARE REFORM

MEDICARE PRIOVIDES CRITICAL HEALTH CARE TO 2,089,000 IN PENNSLYVANIA

* 1,874,000 scniors and 215,000 people with disabilities in Pennslyvania rely on Medicare.

®  About 1,219,000 Medicare beneficiaries in Pennslyvania (58 percent) are women,
About 224,000 Medicare beneficiaries in Pennslyvania (11 percent) are age 85 and older.
About 342,000 Medicare beneficiaries in Pennslyvania (16 percent) live in rural areas, with
limited or no options for managed care or prescription drug coverage.

[+

[+

¢ .Poverty among the clderly in Pennslyvania fell from 23 to 8 percent since Medicare was
created. :

MEDICARE EIGROLLMENT WILL SURGE IN PENNSLYVANIA Elderly In Pennsylvania Will

Increase Dramatically

' (millions) 45

o The number of seniors in Pennslyvania will rise from 1,899,000 in
2000 to 2,659,000 in 2025. The percent of residents in Pennslyvania |,
who are elderly will increase from 16 to 21 percent. 20

¢ About 277,000 people (25%) ages S5 to 65 in Pennslyvania, who
are not yet eligible for Medicare, are uninsured or individually
insured. People age 55 to 65 are the fastest growing group of uninsured. The same demographic
trend will affect this age group, making this problem even worse in the near future.

PENNSLYVANIA SENIORS NEED PRESCRIPTION DRUG COVERAGE

»  Only 22 percent of Pennslyvania firms offer retiree health insurance. Retiree health insurance
provides good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994.

¢ The monthliy premium for Medigap insurance including prescription drugs averages $142 in
Pennslyvania, which is out of reach for many seniors. Medigap (supplemental health insurance for
beneficiaries) has plans that include prescription drugs, but these plans are typically costly and their
premiums increase dramatically with age. Only about 1 in 10 Medicare beneficiaries nationwide
purchases Miedigap with drug coverage, and the extra cost is about $90 per month.

e Access to plli'cscription drug coverage through Medicare managed care is limited. About

1,918,911 or 81 percent of Medicare beneficiaries in Pennslyvania

have the option of enrolling in a basic managed care plan that offers Most Elderly in Pennsylvania
prescription drugs. However, nationwide, an increasing number of Are Middie Class
plans are capping their drug coverage at $1,000 or even $500. v i
M%
¢  About 881,000 of all elderly in Pennslyvania are middle class ($15- Q )
50,000) and would not be eligible for a low-income prescription a0
drug benefit. ' s

|
PENNSLYVANIA HEALTH CARE PROVIDERS RELY ON MEDICARE

)
e Health care providers in Pennslyvania depend on $13 billion in Medicare spending. Medicare

pays for 24 percent of all personal health care expenditures in Pennslyvania. This is critical to:
© 203 hospitals, 50,100 physicians, 769 nursing homes, and other providers in Pennslyvania.

b



RHODE ISLAND: THE NEED FOR MEDICARE REFORM
MEDICARE PROVIDES C RI’I‘IC&L HEALTH CARE TQ 170,080 IN REODE ISLAND

* 143,000 seniors and 22,000 people with disabilities in Rhode Island rely on Medicare,
®  About 100,008 Medicare beneficiaries in Rhode Island {59 percent) are women.
¢ About 20,000 Medicare beneficiaries in Rhode Isfand {12 percent} are age 85 and older,
®  About - Medicare beneficiaries in Rhode Island {- percent] live in rural aress, with limited or no
options for managed care or prescription drug coverage,

s FPoverty am}rng the elderly in Rhode Island fell from 14 o 10 percent since Meadicare was
ereated, '

Elderly o Bhodoe bshamd Will
1aceease Drnmativally
{thousands) »

MEBICARE ENROLLMENT WILL SURGE IN RHODE ISLAND

» The anmbc}r of sentors in Rhode Istand will rise from 148,000 in
20006 to 214,000 in 2025, The pereent of residents in Rhode Island
who are elderly will increase from 15 10 19 pereent,

s  Aboul 21,000 peaple (26%) ages 55 1o 65 in Rhode Island, who are
not yet eligible for Medicare, are uninsured or individually
insured, People age 55 10 65 are the fastest growing group of uninsured. The same demographic
trend will affect this age group, making this problem even worse in the near futare.

RHODE ISLAND SENIORS NEEZ} PRESCRIPTION DRUG COVERAGE

#  Omly 22 percent of firms nationwide offer retiree health insurance. Retiree health msurance
provides good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994,

|

s The moml;Iy premivm for Medigap insurance including preseription drugs averages 3107 in
Rhode Island, which is out of reach for many sentors, Medigap (supplemental health insurance for
beneficiaries) has plans that include prescription drugs, but these plans are typically costly and their
premiums increase dramatically with age. Only about | in 10 Medicare beaneficiaries nationwide
purchases Medigap with drug coverage, and the extra cost is about 390 per month.

L}

s Access to i}mseription drug coverage through Medicare managed care iy Hmited. About 179,263

or 92 percent of Medicare beneficiaries in Rhode Island have the
option of enrolling in a basic managed caze plan that offers Most Elderly in Rhode Ishnd
prescription drugs. However, nationwide, an increasing number of Are Middie Class
plans are capping their deug coverage at $1,000 or even $500. S

L]
$15. ﬂ .
*  About 68,000 of all clderly In Rhode Island are middic class ($15- v .h S

20,000 az;ui would not be eligible for a low-income prescription
drug benefit.

i
RHODE ISLAND HEALTH CARE PROVIDERS RELY ON MERICARE

«  Health care providers in Rhode Island depend on gi billion in Medicare spending. Madicare
pays for 19 pereent of al peesonal health care expenditures in Rbode Island. This is critical to:
® 11 hogpitals, 3,300 physicians, 100 nursing homes, and other providers in Rhode Island.
i
z ]

b
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SOUTH CAROLINA: THE NEED FOR MEDICARE REFORM
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 545,000 IN SOUTH CAROLINA

» 449,000 seniors and 96,000 people with disabilities in South Carolina rely on Medicare.
°  About 314,000 Medicare beneficiaries in South Carolina (58 percent) are women.
About 46,000 Medicare beneficiaries in South Carolina (9 percent) are age 85 and older.
About 184,000 Medicare beneficiaries in South Carolina (34 percent) live in rural areas, with
limited olr no options for managed care or prescription drug coverage. .
¢ Poverty among the clderly in South Carelina fell from 29 to 15 percent since Medicare was
created.

o

Q

MEDICARE ENROLLMENT WILL SURGE IN S. CAROLINA e roane Doty

! (thousands)

¢ The pumber of seniors in South Carolina will rise from 478,000 in ;
2000 to 963,000 in 2025. The percent of residents in South Carolina b
who are e[del'rly will increase from 12 to 21 percent. 500

¢ About 108,000 people (30%) ages 55 to 65 in South Carolina, who
.are not yet eligible for Medicare, are uninsured or individually
insured. People age 55 to 65 are the fastest growing group of uninsured. The same demographic
trend will affect this age group, making this problem even worse in the near future.

!
SOUTH CAROLINA SENIORS NEED PRESCRIPTION DRUG COVERAGE
i
* Only21 percent of South Carolina firms offer retiree health insurance. Retiree health insurance
provides good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994.

¢ The monthly premium for Medigap insurance inclulding prescription drugs averages $142 in
Soyth Carolina, which is out of reach for many seniors. Medigap (supplemental health insurance
for benefici@arics) has plans that include prescription drugs, but these plans are typically costly and
their premiums increase dramatically with age. Only about | in 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the extra cost is about $90 per month.

s Access to prescription drug coverage through Medicare managed care is limited in South
Carolina. No Medicare beneficiaries in South Carolina have the

option of enrofling in a basic managed care plan that offers Most Elderly in South Carolina
prescription drugs. Moreover, nationwide, an increasing number of Are Middle Class
plans are capping their drug coverage at $1,000 or even $500. ol
_}
‘ . R . §15- ﬁ <§15,000:
¢  About 181,000 of all elderly in South Carolina are middle class 50,000: %

“

($15-50,000) and would not be cligible for a low-income
prescription drug benefit.

SC HEALTH CARE PROVIDERS RELY ON MEDICARE

¢ Health caf’e providers in South Carolina depend on $3 billion in Medicare spending. Medicare
pays for 17 percent of all personal health care expenditures in South Carolina. This is critical to:
° 62 hospitals, 8,400 physicians, 178 nursing homes, and other providers in South Carolina.

|



SOUTH DAKOTA: THE NEED FOR MEDICARE REFORM

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 118,000 IN SOUTH DAKOTA

¢ 106,000 seniors and 12,000 people with disabilitics in South Dakota rely on Medicare,
¢ About 67,000 Medicare beneficiaries in South Dakota (57 percent) are women.
°  About 15,000 Medicare beneficiaries in South Dakota (13 percent) are age 85 and older.
®  About 85,000 Medicare beneficiaries in South Dakota (72 percent) live in rural areas, with
limited or no options for managed care or prescription drug coverage.

¢ Poverty among the elderly in South Dakota fell from 14 to 13 percent since Medicare was

created.

MEDICARE EﬁROLLMENT WILL SURGE IN SOUTH DAKOTA
» The numberf of seniors in South Dakota will rise from 110,000 in
2000 to 188,000 in 2025. The percent of residents in South Dakota
who are elderly will increase from 14 to 22 percent.
|
e About 23,000 people (38%) ages 55 to 65 in South Dakota, who
are not yet eligible for Medicare, are uninsured or individually

Elderly In South Dakota Will
Increase Dramatically
(thousands) 4

insured. People age 55 to 65 are the fastest growing group of uninsured. The same demographic
trend will aff;ect this age group, making this problem even worse in the near future.

!

SOUTH DAKOTA SENIORS NEED PRESCRIPTION DRUG COVERAGE

H

¢  Only 22 percent of firms nationwide offer retiree health insurance. Retiree health insurance
provides good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health

in 1998 than |i1994.

¢ The monthl;'( premium for Medigap insurance including prescription drugs averages $113 in
South Dakota, which is out of reach for many seniors. Medigap (supplemental health insurance
for beneficiaries) has plans that include prescription drugs, but these plans are typically costly and
their premiums increase dramatically with age. Only about 1 in 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the extra cost is about $90 per month.

® Access to prescription drug coverage through Medicare managed care is limited in South

Dakota. No Medicare beneficiaries in South Dakota have the option
of enrolling in a basic managed care plan that offers prescription
drugs. Moreover, nationwide, an increasing number of plans are
capping their drug coverage at $1,000 or even $500.

*  About 55,000 of all clderly in South Dakota are middle class ($15-
50,000) and would not be eligible for a low-income prescription
drug benefit.

Most Elderly in South Dakota

“Are Middle Class

 350.000+;
%

«$15,000:
3%
515
50,500

%

SOUTH DAKOTA HEALTH CARE PROVIDERS RELY ON MEDICARE

¢ Health care brovidcrs in South Dakota depend on $1 billion in Medicare spending. Medicare
pays for 19 percent of all personal health care expenditures in South Dakota. This is critical to: -
° 59 hospiltals, 2,200 physicians, 83 nursing homes, and other providers in South Dakota.

|

1
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TENNESSEE: THE NEED FOR MEDICARE REFORM
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 807,000 IN TENNESSEE

* 669,000 seniors and 138,000 people with disabilities in Tennessee rely on Medicare.
®  About 465,000 Medicare beneficiaries in Tennessee (58 percent) are women.
°  About 78,000 Medicare beneficiaries in Tennessee (10 percent) are age 85 and older.
°  About 307,000 Medicare bencficiaries in Tennessee (38 percent) live in rural areas, with limited
or no options for managed care or prescription drug coverage.

s  Poverty among the clderly in Tennessee fell from 43 to 12 percent'since Medicare was created.
| 3
MEDICARE ENROLLMENT WILL SURGE IN TENNESSEE
|
* The number of seniors in Tenncssee will rise from 707,000 in 2000
to 1,355,000 in 2025. The percent of residents in Tennessee who are

Elderty In Tenncssee Will
Increase Dramatically
(millions)

elderty will ilncrcasc from 12 to 20 percent. 02 o
os | O
s About 150,000 people (28%) ages 55 to 65 in Fennessee, who are 2000

not yct eligible for Medieare, are uninsured or individually
insurcd. People age 55 to 65 are the fastest growing group of uninsured. The same demographic
trend will affect this age group, making this problem even worse in the near future,

TENNESSEE SENIORS NEED PRESCRIPTION DRUG COVERAGE

e . Only 24 pcr‘cent of Tennessee firms offer retiree health insurance. Retiree health insurance
provides good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994.

o The montthy premium for Medigap insurance including prescription drugs averages $136
nationwide, which is out of reach for many seniors. Medigap (supplemental health insurance for
beneﬁcaanes) has plans that include prescription drugs, but these plans are typically costly and their
premiums increase dramatically with age. Only about 1 in 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the extra cost is about $30 per month.

* Access to prescription drug coverage through Medicare managed care is limited in Tennessee.

About 106,671 or 14 percent of Medicare beneficiaries in Tennessee

have the option of enrolling in a basic managed care plan that offers

Most Elderly in Tennessee Are

prescnptlon drugs. Moreover, nationwide, an increasing number of mxj:’d" Class
plans are capping their drug coverage at $1,000 or even $500. 1%
. <3 15,000
¢ About 296,000 of all clderly in Tennessece are middle class ($15- S o

50,000} and would not be eligible for a low-inceme prescription
drug benefit,

TENNESSEE HEALTH CARE PROVIDERS RELY ON MEDICARE

£9%

s Health care providers in Tennessce depend on $5 billion in Medicare spending. Medicare pays
for 22 percent of all personal health care expenditures in Tennessee.” This is critical to:

° 125 hospitals, 14,800 physicians, 273 nursing homes, and other providers in Tennessee. '
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TEXAS: THE NEED FOR MEDICARE REFORM
MEDICARE PE{}V}I}FES CRITICAL HEALTH CARE TO 2,196,000 IN TEXAS

s 1,924,000 seniors and 272,000 people with disabilities in Texas rely on Medicare.
®  About 1,243,000 Medicare bencficiaries in Texas {537 percent) are women.
2 About 222,000 Medicare benefictaries in Texas {10 percent) are age 83 and older.
®  About 509,000 Medicare beneficiaries in Texas {23 percent) live in rueal aress, with limited or no
options for managed care or preseription drug coverage. ’

* Poverty among the elderly in Texas fell from 33 to 13 percent since Medicare was created.

MEDBCARE EI;I'R{}LLMENT WILL SURGE IN TEXAS Elderly In Texas Wil Increase
Dmmﬁmifyinﬁiﬁaﬁ}

¢« The namizez{ af seniors in Texas will rise from 2,101,000 iv 2000 to ‘

4,364,000 in' 2028, The nercent of residents in Texas who are elderly

will iacrcasczfmm 1010 16 percent. 13 2

200

¢ About 475,000 peaple (33%) ages 85 10 68 in Texas, who arce not
yet eligible for Medicare, are uninsured or individually insured,
People-age 58 10 65 are the fastest growing group of uninsured. The same demographic trend will
affect this age group, making this problem even worse in the near future, K

TEXAS SEN!()‘RS NEED PRESCRIPTION DRUG COVERAGE

s  Only 19 percent of Texas firms offer retirec health insurance. Retiree health insurance provides
good prescription drug coverage, but only one-quarter of Medicare beneficiarics nationwide have this
coverage. This will be lower in the future since 25 percent fewer firms offered retiree health in 1998
than 1994, ,

o  The monthly premium for Medigap insuranee including prescription drugs averages 5124 in
Texas, which is out of reach for many seniors. Medigap (supplemental health insurance for
benef clarles) has ptans that include preseription drugs, but these plans are typicaily costly and their
premiums incrense dramatically with age. Caly about 1 in 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the exira cost is about 390 per month.

*  Access to prescription drug coverage through Medicare managed care is Bmited. About

1,533,210 or 69 percent of Medicare beneficiaries in Texas have the
Most Elderly i Fexast Are

option of enrolling in 8 basic managed care plan that offers
prescription drugs. However, netionwide, an increasing number of
plans are capping their drug coverage at $1,000 or even $500.

i
About ’?81&&& of all elderly in Texas are middie class ($15-50,000}
and would tot be eligible for a low-income prescription drug
henefit.

TEXAS HEALTH CARE PROVIDERS RELY ON MEDICARE

Middle Class

5 My
4%

Yy R S0
¥
15

3

Health cari?: providers in Texas dopeand on 515 billion in Mcdicare spending.  Medicare pays for
18 percent of all personal health care expenditures in Texas. This is'critical to:

® 386 hospitals, 49,000 physicians, 1,105 nursing homes, and other providers in Texas.
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+  About 111,000 of all elderly in Utah are middle class ($15-50,000)

i

UTAH: THE NEED FOR MEDICARE REFORM
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 198,000 INUTAH

¢ 176,000 seniors and 22,000 people with disabilities in Utah rely on Medicare.
®- About 109,000 Medicare beneficiaries in Utah {35 percent) are women,
°  About 20,600 Medicare bepeficiaries in Utah (10 percent) are age 85 and older.
®  About 55,060 Medicare beneficiaries in Utah (28 percent) live in rural areas, with limited or no
options for managed care or prescription drug coverage.

f . . :
*  Poverty among the dderly in Utah felt from 29 to 8 percent since Medieare was created,

MEiiZCARE ENROLIMENT WILL SURGE IN UTAH Elderly 1n Ltk Will Increase
: Dramatically {ibi}asn?gs}
*  FPhe pumber of seniors in Utah will rise from 282,000 in 2000 1o g
495,000 in 2?25. The percent of residents in Utah who are elderly
will inareas&z from 9 to 17 peroent,

LBEEES

{ .
» About 27,000 péople (20°) ages 55 1¢ 63 ia Utah, whe are not yet
eligible for Medicare, are uninsured or individually insured.

People age 55 o 85 are the fastest growing group of uninsured, The same demographic trend will
affect this age group, making this problem even worse I the near future,

UTAH SENIORS NEED PRESCRIPTION DRUG COVERAGE

s Only 21 percent of Utah firms offer retiree health insurance. Retires bealth insurance provides
good preseription drug coversge, but only one-quarter of Medicare beneficiaries nationwide have this
coverage, T"his will be lower in the future since 25 percent fewer firms offered retiree health in 1998
than 1994,

¢ The monthi}f premium for Medigap insurance including prescription drugs averages $113 in
Utah, which is out of reach for many seniors. Medigap {supplemental health insurance for
beneficiaries} has plans that isclude prescription drugs, but these plans are typically costly and their
premiums increase dramatically with age. Only about { in 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the extra cost is about $90 per month,

*  Access to prescription drug coverage through Medicare managed eare is limited in Utah. No

Madisare beneficiarics in Utah have the option of earolling in a bask
managed care.plan that offers prescription drugs. Morcover, Most Elderfy in Utah Are
nationwide; an increasing numiber of plans are capping their drug Middle Class
coverage at $1,000 or even $500, el vl

and would not be cligible for # low-income prescription drug
benefit,

UTAH HEALTH CARE PROVIDERS RELY ON MEDICARE

o Healdh care providers in Utal tié[iend on $1 billion in Medicare spending.  Medicare pays for 15
percent of all personal health care expenditures in Utah. This is eritical 10: .

° 41 hospitals, 4,900 physicians, 81 nursing homes, and other providers in Utah,
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P
VFRMONT: THE NEED FOR MEDICARE REFORM

MEDICARE PROVleS CRITICAL HEALTH CARE TO 86,000 IN VERMONT

¢ 74,000 seniors and 12,000 people with disabilities in Vermont rely on Medlcarc
® * About 49,000 Medicare beneficiaries in Vermont (57 percent) are women.
°  About IQ 000 Medicare beneficiaries in Vermont (11 percent) are age 85 and older.
°  About 64,000 Medicare beneficiaries in Vermont {75 percent) live in rural areas, with limited or

no options for managed care or prescription drug coverage.
i

* Poverty amtlrmg the clderly in Vermont fell from 41 to 8 percent since Medicare was created.

Elderly In Vermont Will
Increase Deamatically
(thousands) .,

MEDICARE ENROLLMENT WILL SURGE IN VERMONT

¢ The number of seniors in Vermont will rise from 73,000 in 2000 to e
138,000 in 2025. The percent of residents in Vermont who are elderly | '®
will increasé from 12 to 20 percent, s

I °
¢ About 15,000 people (30%) ages 55 to 65 in Vermont, who are not |
yet eligible for Medicare, are uninsured or individually insured.
People age 55 to 65 are the fastest growing group of uninsured. The same demographic trend will
affect this age group, making this problem even worse in the near future.

VERMONT SENIORS NEED PRESCRIPTION DRUG COVERAGE

¢+ Only22 pci’cent of firms nationwidc offer retiree health insurance. Retiree health insurance
provides good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide
have this coverage. This will be Iower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994.

* The monthly premium for Medigap insurance including prescription drugs averages $155 in
Vermont, which is out of reach for many seniors. Medigap (supplemental health insurance for
beneficiaries) has plans that include prescription drugs, but these plans are typically costly. Vermont
requires community-rated premiums. Only about 1 in 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the extra cost is about $90 per month.

e Access to p:rescription drug coverage through Medicare managed care is limited in Vermont,

No Medicare beneficiaries in Vermont have the option of enrolling in
a basic maﬁaged care plan that offers prescription drugs. Moreover, Most Elderly in Vermont Are
nationwide, an increasing number of plans are capping their drug m_ﬁjdd" Class
coverage at $1,000 or even $500. - me <s15m00
5%

*  About 36,000 of all elderly in Yermont are middle class ($15- m Q
50,000) and would not be eligible for a low-income prescription
drug benefit, :

VERMONT HEALTH CARE PROVIDERS RELY ON MEDICARE

» Health care providers in Vcrmoﬁf dcpend on $289 million in Medicare spending. Medicare
pays for 16 percent of all personal health care expenditures in Vermont. This is critical to:

° 14 hosbitals, 2,100 physiciang, 40 nursing homes, and other providers in Vermont.



VIRGINIA: THE NEED FOR MEDICARE REFORM
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 864,000 IN VIRGINIA

. 742 000 seniory and 122,000 people with disabilities in Vieginia rely on Me{izcare
About é% 000 Medicare beneficiaries in Virginia (57 percent) are women.
®  About 82 400 Medicare beneficiaries in Virginia {9 poroent) are age e 85 and older.
.2 About 440,000 Medicare beneficiaries in Virginia {51 percent) {ive in rural areas, with Bimited or
no options for managed care or preseription drug coverage,
f .
«  Poverty among the clderly in Virginia fell from 29 to 11 percent since Medicare was created.

. Elderly In Virginia Will
MEDICARE ENROLLMENT WILL SURGE IN VIRGINIA Incresse Dractieall

! {millions)

« The number of seniors in Virginia will rise from 788,000 in 2000 "
to 1,515,000 in 2025, The percent of residents in Virginia who are 13
efderly will increase from 11 to 18 percent.

! ™
+ About 136,000 people {21%) ages 35 to 65 in Virginia, who are not
yet eligible for Medicare, are uninsured or Individually insured.
People age 55 to 85 are the fastest growing group of uninsured. The same demographic trend will
affect this age group, making this problem even worse in the near future,
E

'VIRGINIA SENIORS NEED PRESCRIPTION DRUG COVERAGE

s  Only 23 percent of Virginia fivins offer retiree health insurance, Retiree health insurance
provides good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994,

«  The monthly preminm for Medigap insurance including preseription drugs averages $98 in
Virginia, which iz out of reach for many seniors. Medigap (supplemental health jnsurance for
beneficiaries) has plans that include prescription drugs, but these plans are typically costly and their
premiums increase dramatically with age. Oaly about | in 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the extra cost is about $90 per month.

*  Access to prescription drug coverage throngh Medicare managed care is Himited in Virginia.

About 244,746 or 30 percent of Medicare beneficiaries in Vieginia
have the option of enrcliing in a basic managed care plan that offers Most Elderly in Vieginis Are
prescription drugs, Moreover, nationwide, ar increasing number of Middle Class

plans are capping their drug coverage at $1,000 or even $509.

550,000+

«  About 364,000 of all elderly in Virginia are middle class (315
50,000) and would not be eligible for a low-income preseription
drug benefit.

ViRG{NIA KE:%L’{K CARE PROVIDERS RELY ON MEDICARE

* ﬁeaiib care providers in V;rgmm depend on 54 billion in Medicare spending.  Medicare pays for
16 percent of afl personal health care expenditures in Virginia. This’is critical to:

2 gf h!ospimis, 16,800 physiciaris, 218 nursing homes, and pther providers in Yirginia.
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WASHINGTON: THE NEED FOR MEDICARE REFORM

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 718,000 IN WASHINGTON

. 632 (000 scniors and 86,000 people with disabilities in Washington rely on Medicare.

About 400,000 Medicare beneficiaries in Washington (56 percent) are women.

About 77,000 Medicare beneficiaries in Washington (11 percent) are age 85 ge 85 and older,

®  About 160,000 Medicare beneficiaries in Washington (22 percent} live in rural areas, with limited
or no options for managed care or prescription drug coverage.

a

¢ Poverty among the elderly in Washington fell from 28 to 8 percent since Medicare was created.
I

Elderly 1n Washington Will
increase Dramatically

r
MEDICARE ENROLLMENT WILL SURGE IN WASHINGTON

’ - {millions)
» The number of seniors in Washington will rise from 685,000 in s
2000 to 1,580, 000 in 2025. The percent of residents in Washington 13
who are elderly will increase from 12 to 20 percent. ;: o
03 i
e About 129, 000 f)coplc (26%) ages 55 to 65 in Washington, who are 2000

not yet ellglble for Medicare, are uninsured or individually
insured. People age 55 to 65 are the fastest growing group of uninsured. The same demographlc
trend will affect this age group, making this problem even worse in the near future.

WASHINGTO:N SENIORS NEED PRESCRIPTION DRUG COVERAGE
i

*  Only 17 pereent of Washington firms offer retirce health insurance. Retiree health insurance
provides good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
in 1998 than 1994.

e The monthly premium for Medigap insurance including prescription drugs averages $159 in
Washington, which is out of reach for many seniors. Medigap (supplemental health insurance for
beneficiaries) has plans that include prescription drugs, but these plans are typically costly.
Washington requires community-rated premiums. Only about 1 in 10 Medicare beneficiaries
nationwide purchases Medigap with drug coverage, and the extra cost is about $90 per month.

® Access to prescription drug coverage through Medicare managed care is limited in Washington.

About 434,817 or 59 percent of Medicare beneficiaries in Washington
have the option of enrolling in a basic managed care plan that offers Most Elderly in Washington
prescription drugs. Moreover, nationwide, an increasing number of Are Middle Class
plans are c?pping their drug coverage at $1,000 or even $500. % Sisane

e About 27(:,000 of all elderly in Washington are middle class ($15- D
50,000) and would not be eligible for a low-income prescription s
drug benefit. v

WASHINGTON HEALTH CARE PROVIDERS RELY ON MEDICARE

+ Health ca‘rc providers in Washmgtun depend on $3 billion in Medicare spending. Medicare
pays for 16 percent of all personal health care expenditures in Washington. This is critical to:

° 89 hospitals, 16,400 physicians, 280 nursing homes, and other providers in Washington.



WEST VIRGINIA: THE NEED FOR MEDICARE REFORM

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 335000 IN WEST VIRGINIA

L 3

MEDICARE ENROLLMENT WILL SURGE IN WEST VIRGINIA

272,000 seniors and 63,000 people with disabilities in West Virginia rely on Medicare,

®  About 183,000 Medicare beneficiaries in West Virginia (55 percent) are women.

About 32,600 Medicare beneficiaries in West Virginia (9 percent) are nge 85 and older.

¢ About 199,000 Medicare beneficiaries in West Virginia (59 percent) live in rural areas, with
timited or no options for managed care or prescription drug coverage.

&

Poverty among the elderly in West Virginia foll from 41 1o 16 percent sinee Medicare was
ereated,

Elderly In West Virginga Wit
Increase Dramatically
{thousands)

The number of seniors in West Viréinia will rise from 287,000 in
2000 to 460,000 in 2028, The percent of residents in West Virginia
who are elderly will inersase from 16 to 25 percent.

About 53,000 people (30%} ages 55 to 65 in West Virginia, who 0

#re not yet eligible for Modicare, are univsured or individually
insured. People age S5 1o 65 are the fasiest growing group of uninsured. The same demographic
trend will affect this age group, making this problem even worse in the aear fiture.

. %

WEST VIRGINIA SENIORS NEED PRESCRIPTION DRUG COVERAGE

WEST V!RG!NZ:A HEALTH CARE PROVIDERS RELY ON MEDICARE

Only 19 pereent of West Virginia firms offer retivee health insurance. Retiree health insurance
provides good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer finms offered retiree health
in 1908 than 1994,

The monthly premium for Medigap insurance including prescription drugs averages $116 in
West Virginia, which is out of reach for many seniors. Medigap (supplemental health insurance
for beneficiaries) has plans that include prescription drugs, but these plans are typically costly and
their premiums increase dramatically with age. Only about 1 in 10 Medicare beneficiaries nationwide
purchases Me:dzgsp with drug coverage, and the extra cost is about $90 per month.

Access to prescnyimn drug coverage throngh Medicare managcd eare is limited in West

Virginia. No Medicare beneficiaries in West Virginia have the option
of enrolling | ina basic managed care plan that offers prescrlptmn Most Elderly In West Virginia
dmgs{ Moreover, nationwide, an increasing number of plans are Are Middie Class

capping their drug coverage at $1,000 or even 3500,

Abnat 139, {}ﬁ(} of all elderty in West Virginia sre middle class
{$15.50,000) aud would not be eligible for 2 low-income
prescription ;Img benefit,

|
Health care f).rovidcrs in West Virginia depend on $2 billion in Medicare spending. Medicare
pays for 21 pereent of all personal health care expenditures in West Virginia, This is oritical to:
®  §3 hospitals, 4,700 physicians, 101 nursing homes, and other providers in West Virginia.

S
¥
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WISCONSIN: THE NEED FOR MEDICARE REFORM

MEDICARE PROVIDES CRITICAL HEALTH CARE TG 775,600 IN WISCONSIN
i .
s 683,000 seniors and 86,000 people with disabilities is Wisconsio rely on Medicare.
®  About 443,000 Medicare beneficiaries in Wisconsin (57 percent) are women.
®  About 81,000 Medicare beneficiaries in Wisconsin (12 percent) are age 85 and older.
¢ About 291,000 Medicare beneficiarics in Wisconsin (38 percent) live in rural areas, with limited
ar no options for managed care or prescription drug coverage.

, F
« Poverty among the elderly in Wisconsin fell from I8 io 6 percent since Medicare was created.,

ERiprty In Wisconsin Will
Feerense Dramaticsdly

s {milfipns)

+ The number of seniors in Wisconsin will rise from 705,000 in 2008 12
to 1,200,000 in 2025, The percent of residents in Wisconsin whoare || -
elderly will increase from 13 to 21 percent. .

s L R
b

MEDICARE E?}ROLLMENT WILL SURGE IN WISCONSIN

L]

« About 112,000 people (269%) ages 55 to 65 in Wisconsin, who are
ot yet eligible for Medicare, are aninsured or individually

insured, People age 55 o 65 are the fastest growing group of uninsured, The same demographic
trend will affect this age group, making this problem even warse in the near future,

WISCONSIN SENIORS NEED PRESCRIPTION DRUG COVERAGE

»  Only 23 percent of Wisconsin firms effer retiree healih insurance, Retiree health insurance
provides good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide
have this coverage. This will be lower in the future since 25 percent fewer firms offered retiree health
m 1998 than 1994,

¢ The mouthly preminm for Modigap insurance including prescription drugs averages $136
nationwide, which is oaf of reach for many seniors. Medigap (supplemental health insurance for
beneficiaries} has plang that include prescription drugs, but these plans are typically costly and their
premiums increase dramatically with age. Only abowt 1 in 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the extra cost is about $90 per month.

* .- Access to preseription drug coverage through Medicare managed care is Hmited in Wisconsin.

About 331,034 or 42 percent of Medicare beneficiaries in Wisconsin

WISCONSIN HEALTH CARE PROVIDERS RELY ON MEDICARE

have the option-of enrolling in a basic managed care plan that offers
preseription drugs. Moreover, nationwide, an increasing number of
plans are capping thelr drug coverage at $1,000 or even 3500,

About 32§,§§ﬂ of all elderfy in Wisconsin are middle class (315-
50,000) and would not be eligible for a low-incame prescription
drug benefit.

. Most Eiderly in Wisconsin Are
Middle Class

b P ]
~EE3000
D 3%

g

«  Health care providers in Wisconsin depead oa $3 billion in Medicare spending. Medicare pays
for 17 percent of all personal health care expenditures in Wisconsia, This is eritical to

© 125 hospitals, 16,100 physicians, 361 nursing homes, and other providers in Wisconsin,
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WYOMING: THE NEED FOR MEDICARE REFORM

MEDICARE Pl?lOVI[}ES CRITICAL HEALTH CARE TO 64,008 IN WYOMING

« 56000 seni&m and 8,000 people with disabilitics in Wyoming rely ox Medivure.
¢ About 34,000 Medicare beneficiaries in Wyoming (54 percent) are women,
About 6,000 Medicare beneficiaries i Wyoming (10 percent) are age 85 and alder.
About 44,000 Medicare beneficiaries in Wyoming (69 percent) live in rura) areas, with limited or
o options for managed care or prescription drug coverage.

f

Q

* Poverty amoug the elderly in Wyomiag fell from 42 to 10 percent since Medicare was created.

Elferdy In Wyoming Wil
Inprease Dramatisully
i {thousands) 144

MEDICARE ENROLLMENT WILL SURGE IN WYOMING

s The number of seniars in Wyoming will rise Trom 62,000 in 2000
fo 145,000 in 20258, The percent of residents in Wyoming who are
elderly will increase from 12 10 21 percent,

« About 14,0068 peépie (38%) ages 55 to 68 in Wyoming, who are
not yet cligible for Medicare, are uninsvred or individually

insured, People age 35 t0 65 are the fastest growing group of uninsured. The same demaographic
trerd will affect this age group, making this problem even warse in the near future.

WYOMING Sﬁi}f}”{)RS NEED PRESCRIPTION DRUG COVERAGE

« Only22 pcréent of firms nativawide offer retivee health insurance, Retiree health insurance
provides good prescription drug coverage, but onty one-quarter of Medicare beneliciaries nationwide
have this coverage. This will be lower in the future since 28 percent fewer firms offered retiree health
in 1998 than 1994,

o The monthly premium for Medigap insurance including preseription drugs averages $123 in
Wyoming, which is out of reach for many seniors. Medigap (supplemental herlth surance for
benef“c;ams} has plass that include prescription drugs, but these plans are typically costly and their
premiums ingrease dramatically with age. Only about 1 in 10 Medicare beneficiaries nationwide
purchases Medigap with drug coverage, and the extra cost is about $90 per month.

& Access to prescription drug coverage through Medicare managed ¢are is limited in Wyoming.

No Medicare beneficiaries in Wyoming have the option of enrolling in

a basic managed care plan that offers preseription deugs. Moreover, Mast Elderly i Wyeming Ave
nationwide, an increasing mumber of plans are eapping their drug Middle Class
coverage at $1,000 or even $500, e
d;;s::iﬁ:
& About 26,000 of all clderly in Wyoming are middie class (315- .s.
50,600} and would not be eligible for iow-mcume preseeiption s
drug bcneﬁt

WYOMING Hﬁz}i&’i{ CARE PROVIDERS RELY ON MEIHCARE

i . .
»  Heaith care providers in Wyoming depend on 3218 million in Mecdicare spending.  Medicare
pays for 15 percent of all personal health care expenditures in Wyoniing. This is critical to

Q

25 hospitals, 1,200 physicians, 13 nursing hotaes, and other providers in Wyoming.



