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Deaf Mr. President: 

As budget discussions continue to move forward. we wanted to' reiten1te our concerns regarding the 
roJe of Medicaid in a <kficit redueti<m package. No singie decision made in the c:on£t,":x{ of b4Iancins 
the budget will be of greater importance to stares tban the treatment of the Medicaid program. For 
that reason. we beli(lve that it is crltkal that ttIt concerns we raise on behalf of the National 
Govemors' Ass~iation be addressed successfully as negotiations continue. Our mOSt vital concemS 
mlate (0 thc level .of Medkaid savings targeted in a deficit reduction package. the per capit3. .cap. and 
the disproportionate share hospital (OSH) program, 

As 'set forth in NGA testimony before the Senate Finance Committee and the House Commerce 
Committee 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 ha~ 
made lQ deficit reduction, Despite lirrrired flexibility in the program. Governors have been abre 10 

Slinificantly restrain Medicaid spending in recent years, in recogTIllion of this success, Ihe 
Congressional Budget Office lowered its baseline projeclions of future growth in Medicaid spending 
by almost $S6 billior. in February, ' 

1nis SS6 billion makes J significant contribution to deficit reduction, Accordingly, any additional 
Medicaid savings included in a balanced budget package should be kept to a minimum, Governors 
believe that with the additionai program flexibility we outlined in our testimony. anothe'r $8 billion in 
Medicaid savings can be produced between now and 2002. Attached you win fir.d i1 derailed 
description of our savings recommendations. Actual state experiences in implememadon couid 'lieU 
yleld levels of savings beyond OUT conservative estimate. 

I 
In order [0 ensure [hat recipients retain access to high quality health c~re. Governors believe overall 
levels of additional Medicaid savings should be kept at $8 bilHcn. Furthermore, Ibe method adopted 
for ,achieving Medkaid savings is of primary imp0l13r'1c(: ~o GovemoOrs, We adamantly oppose a cap 
em federal Medkaid spending in any fonn, Unilateral caps in federal Medicaid spending will result in 
coSt shifts to states. enabling the federal government to balance its budgel at Ihe expense of the states, 

Under a cap, once the federal spending obligation is fulfilled, states would become solely responsible 
for meeting uncontrn!l;lb!e progr.tm cOSt increases. stemming from things such as new dru~ 

tre3.tments, iawsuils. a..'ld disasters. In confronting this cost shift, Slates would be presemed wrth 
h~\'~ral bad alternatives, States wou[d hs\'e to choose between cutting back on payment ra!es 10' 
providers, eiirrunatinB optjonal benefits pTovided to recipients, ending. coverage for optional 
be~efidaries. Of coming up with additio~a15t3te funds to absorb tOO percent of die cost of ser"ices~' 

, . ~~ 
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Rather than make the tough choices on bud,et priorities. the federal government is puning 5t3t¢;<: ttl 

the: position of having to make an impossible decision. No option ~,OiJld be painl¢ss. If !>i3[-e~ cno!>t' 
[J address, shortfalls by significandy cutting provider reimbursement rates. Iho:~e v:ho needed health 
em the moSt could find it difficult to access care:. M~di-caid options could not be easily eiiminaned. 
because they make up an important core of the program. More than tWfHhirds of r..1edic3id spendin& 
goes toward the elderly and people with d.isabilities. So-<alled optional eligibility categorte~ include 
the {rail elderly in nursing homes and pregnant women and children. The JartreSI optional benefit in 
many states is coverage for critical prescription drug services. In the end, states could find that thty 
have no (hoice but to raise taxes or cut ather important spending priorities. su<,h as education. 

t 

The federal government will spend almost $7 billion on the Medicaid prescription drug benefit in 
1998. Shifting COstS to stales-through 21 per capita cap in order to achieve 57 billion in savinp. 
esst:ntiall)' forces states to confront chokes such as discontinuing 3: vitaliy important benefit that i~ 

currently provided to 24 miUion Americans. 

The Medicaid proposals that have been set forth so far have included signiflc.3m C:UlS in the DSH 
program in addi\ion to the federal savings that would be realized through a per capita cap. GO'lernor~ 
believe that 58 billion in additional savings on top of the $86 billion already produced is. :> reason.ablc 

savings target for Medicaid. Accordingly. we would OPPO.se the high levels of DSH savings. included 
in the budget proposals on ~he table, Ie is also important that DSH not be considered a p<)tenria! 
source of savings isolated from the rest of Medicaid: DSH funds ate an important pan of sI3tewide: 
systems of bealtb tare access for thc uninsured, AU Medicaid savings proposals \II'iIi be evaluated on 
the basis of their impact on the program as a whole. 

Furthermore. DSH funds must continue to be distributed tbrough states Clnd no{ directly to provider~. 
This will ensure that DSH dollar...are used in ways (hat complement other federal and stale sources of 
health care funding. Maintaining the slate role in the distribution of DSH wit) ensurt' effcclj\-'" 
coordination with the Slilt.e"S overall heahh inframucmre, 

, 
Governors place the highest priorily On the successful resolution of the concerns we have raised, We 
would wetcome the opportunilY to work with you as Medicaid issues are addressed in the context of 
developing a balanced budget package. and wt would be happy to provide you with nny addition3l 
information you may require. Because sr::nes administer the program and provide on average 43 
percent of iu funding. Governors must be involved In any budget negofiations related to the (utlue or 
Medicaid. 

Sincerely. 
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Background, In the late 1980s and eilr'Y 19905. Medl,aid spending was increasing at average 
Ilrmual rates in excess of 20 pr:::rcent, These growth rates were unsustainable. Medicaid costs 
were making it difficult to support other important $fate priorities. To address financial preuurt$ 
and to develop a more quality-oric:nted system. Governors began [0 tnmsfonn state Med)caid 
systems from their historical role as claims processors and bill payers to more sophisticated "atue 
purchasers of quality health em services, 

This transformation is producing results. Governors have ~n able to significantly restrain 
spending ~spite limited fle:tibiHty In the program. Medicaid spendln$ has grown,at an average 
rate of less than 4 percent over the last tWO years, In Febru~ 1997, the Congressional Budget 
Offtce )owered its baseline projections of future growth in Medieaid spending by al:most S86 
billion. reflecting the Successt:s states have achieved in contrOlling costs. This S86 billion makes 
a significant contribution loward cffons !o balance the federal budget. and foUows a -similar CBO 
reyisjon in December 1995 (flat yielded $31 billion in Medicaid savings, 

Last year. Congress initially considered Medicaid reform proposals producing S185 billion in 
Medicaid savillgs over seven years. B)' tne end of the debate. Congress supponed a package 
induding Medicaid savings of $85 billion, Throughout bm year's reform discussions. toe 
President support-ed a reform pa<:kage that would havt achieved $54 billion in Medicaid savings, 

With the savins;s already produced and recognized by ceo. Medicaid's contribution of .$&6 
billion toward deficit r-eduction thiS yearis welt within the parameters of last year's debate. In 
fact. when you combine the two baseline recalculations made by CEO within the last 18 months. 
Medk3id savings have already contributed Sll? billion in deficI[ reduction. exceeding the 
targets of both Congress and rhe Administration at the end of 1351 year's Medicaid deh::w:, 

Recommended Funding LeveL Given this contribution. Governors beheve that additional 
Medicaid s3\'ing:~ included in any deficit reduction package developed by Congress and the 
Adminisfr.;l(ion should be kept to a minimum_ With $tale program transformations reflected in the 
new CB9 baseline. there is Jess room in the program from which to squetu additIonal savings 
wilhout having a detrim;mai effect on the number of people served by lhe program or the range 
of benefits (hey receive. 

I 
However, Governors do believe that limited Medicaid savings on top of the S86 billion already 
achieved afe possible, The same pursuit Qf administrative simplification, innovation and good 
management that produced the e;J.traordinary low Medicaid growth rates of recenl years will 
continue to r~strain unnecessaf)' program spending., 
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We belie.ve that with the additional flexibiHty outlined below. states can produce $8 billion 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 $8 billion. our ability to actuaH), a<:oievc: savings could 
exeeed CBO's expectations with this enhanced flexibility. Governors would not suppon a 
savings target and poney (hzn~s: based purely on the budgetary process. Instead. the flexibility 
providt:d through programmatic reforms should determine the level of savings targeted. 

Recommended Savings Strategy. Governors: adamantly oppose a cap on federal Medicaid 
spending in any form. It seems to us particularly unne<:essary tQ experiment with a fundamental 
tr3nsformatiotJ of a program on which the federal government will spend half a trillion dollars 
over the ned five yeatS in order to achieve the S$ billiQI'l in additional savings Governors 
consider reasonabie. 

Unilateral caps in fedti'al Medicaid spending will result in CQst s.hifl5 to states. The federal 
budget must not be balanced at the expense of s.tates. Under a cap. oncr.!' the federal spending 
obligation is fulfilled. states would have 10 choose between cutting back on paymenl rates. 
optional:benetits provided to redpients.. ending coverage for optional beneficiaries. Of taming up 
.with ndditional state funds to absorb 100 percent of the cost of services. 

Governors believe that there are better ways to achieve Medicaid savings in the range of an 
addiTional $8 biUion by 2002. The Medicaid Task Force of.the National Governors' Association 
has developed an alternative strategy to realize these savings. Oo~or$ would wek:ome the 
opportunity to work with Congress and the Administration to explore a number of options which 
when combined would produce significant budgetary savings. 

The following refonn possibilities provide Congress :and thc Administ~alion with concrete 
alrematives to program caps. Federallegisiative or administrative action would be ne.cessary for 
(he changes set forth below to be implemented. The.specific barriers that currently prohibit state 
impJeme:n1ation are identifitd in boldfaet. following eacb description, 

Managed ~are reforms 

1. Manag~d care. Repeal of the waiver requirement for mandatory managed care will 
facilitate funher dtve!opment of the Medicaid rr.a.naged care market. As the Medic31d markets 
macUre, competition betWeen managed care entities will enable stales to negotiate even more 
favorable ,,'es. - 1902(0)(23) 

Savings attributable. to managed care should be calculated using three separate assumptions. 
First, that managed care enrollment is mandator;. Second. that m::tndatory enrollment would be 
triggered if voluntary enrollment does not reach a targeted level. Third, that.managed care 
enrollment is volunt.ll\'. . . 

I 
States have already achieved significant savings through Medicaid managed care. For example, 
Mkhigan will save $120 m.illion in Medicaid costs through managed care in 199&, about 2.5% of 
the stare's total program budget. Missouri's managed care program will have savcd $50 million 
through 1997 compared to fee for service cOStS 

2 
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Managed care does not: simply produce a one time savings bonus for States. Between 1990 arid 
1996. Wisconsin has saved more than Sl00 million as a result of managed Cart. Through 
competitive bidding. F1ori-da's newest round of managed care contraCts include capitation rates 
between 87 and 92 percent of fee for service rates. Previous contracts included rates at 95% of 
fee for service, 

With the development of models to accommodate spedal population needs, Medicaid managed 
care win increasingJy penetrate the more complie~ and costly segments of [he caseload ~ the 
.Iderlyand disabled. 

2. Man.agUJ. care for rite dualiy ~Jigiblt:. The dually eligible population. which. currently , 
numbers 6 minton. would be enrolled in managed care, creating 8 more streamlined. cost~ 
effective system of health care delivery foriliose: elderly and disabled individuals who rec~ive a 
complete. but uncoordinated, package of benefits from bam Medicaid:and Medicare. Managed 
care win produce savings for both programs, while creating a more u-ser-friendlY health C:lre 
experience for recipients. - 1902 (a)(23) lind lSO:% 

As above. savings attributable to enrolling the dually eligible in managed care should be 
calculated using three separate assumptions. first, that managed care enrollment is mandatory, 
Second. that mandaTory enrollment would be triggered if voluntary enrollment does not reach a 
targeb!d level: ,Third. that managed care c:nronme~t is voluntary. 

Utah has conducted fI: Voluntary managed eare program for tke dutilly eligible. operating within 
existing federal limitations. and has seen 3 redoctioTlln costs for services of approximately ]0 
percent for the populari()n enrolled in managed care. Minnesota's managed care program for the 
dually eligible has produced a 5'percenr reduction eompared to fee for service COSts. 

3. Pr()vl'der selecliviry. To darify chat there is no de facto entitlement for providers to 
participate in the Med.il!aid program in the fee for service environment. HCFA should support 
Stares in their efforts to contract with a limited number of facilities so they can negotia.te bener 
rates, For example. Medicaid recipients CQu!d be directed to two out of four hospitals in a city 
for services, or (0 a particular soufte to have prescriptions filled. Texas and Washington each 
have achieved 2 ~rcent savings in their hospital reimbursement rates through seJective 
contracting, ~ 1902(0)(23) 

Reimbursement refQrms 

4. Reit;tbll.rst:menr rules/or QMBs and the dually eligible. Recent judiCial in[erpretations 
have begun (0 force States to reimburse providers at Medicare rates for services provided [0 these 
populations. Medicaid rales, which are on average signifIcantly lower than Medicare rates. 
should be sufficient to discharge state obligations until the federal government assumes full 
resptJnsibility for the cost~shflring obligadons associated with QMBs and until a more integrated 
system is developed to serve the dually eligible, Michigan estim3fes that permitting tne state to 
limit reimbursement rates to Medicaid levels for these popohuions would save $85 million per 
year in Michigan alone. Florida had to include 587 mBUon in its 1997-1998 budget following a 
suit requiring the: state ro Use Medicart rather than MediCAid reimbursement rates. Alabama has 
seen i[S costs increase approxima!ely $50 million per year following its loss in the defining case 
on chis issue. Haynes Ambulance SeFVice. Inc., et al. v. State ojAJab4"..n, et at . .... For definition 
of Medicare cost sharing, see 19\)$(p){3) 
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5. Boren. repeal. States and HCFA agree th:1t reimbursement rales for institutional care will 
be significantly moderated when the Boren amendment is repealed. The Ameritan Public 
Welfare Association has developed a model proje::ting federal savings through Boren repeal 
ranging from aconservarj'Je estimate of $6 billion to as mueh as $8 bimon over four years in . 
nursing facility costs and additional savings ranging between $4 billion and SID billion in ' 
bo.pital eo.u. - 1902(0)(13)(A) , 

6, Cost based retmbursenrent. Policies that require stales to reimburse providers such as 
federall:r: qualified health ~iinics at rares that do not reflect states' positions as dominant 
purchasers in the health care market place should be repealed. Wisconsin will save $5 million 
annuaUy'through the repeal of FQHC provider protections. 

Similarly, Boren-like language that has exposed states to lawsuits driving up rates for services 
induding outpatient and home healrh cnre should be repeated, California's recent loss of a case 
on outpatient care rates will c¢st the state hundreds of millions per year. Ohio currently faces a 
cost~based reimbursement lawsuit for home health services that could cost the state between 
1100 and $130 million. essentiall~ doubting horne health reimbursement rates. 
1WZ(.){36){A) and 1902 (a)(13)(E) 

,I Other refortn,S 

I 
7, Cosr sharing. Significanr Medicaid savings could be realized through a number of cost 
sharing models. for exampJ~. if every Medicaid recipIent were responsible for a sliding scale 
premium that average$ SS monthly. over $2 billion in Medicaid savings would be generated 
annually~ contributing significantly to efforts (Q avoid any cap in spending. An even more 
funda:nental reexaminatIon of family cost-sharing obligations for children with disabilities; Hving 
at home or institutions would yield additional savings. Oregon has implemented a slidinr, scale 
premium for new enrollees in the Oregon Health Pian. with premiums ranging from $6 to $2~ per 
month_ Between December 1995 and January 1997, Oregon has coUe¢ted OVf!r $7 mimon In 
premiums from its expanded eligibility group of approximately 75.000 househ-olds. ~. 1916 

I 
8. EPSDT, Governors. Congress and the Administration should work together to a.ssess the 
difference in cost between EPSPT and an actuarially based package of benefits comparable to 
those offered by Medicaid's p3Ckage of mandai:ory and optional benefits, - 1905(r). especially 
1905(r)(5), 

9, Fraud and tJbuse. Aggressive ru:w sta(e~based swuegies ~o prevent Medio;;ard fraud 
should be e"panded nationwide as needed. Fer example. a Florida fraud redoctiol'l initiative ~al 
includes a provision requiring durable medical ~tl;pment suppliers to purchase surety bonds has 
produced savings between on~ and two percent oCtile state's total Medicaid budget. Florida's 
non-partisan budget scoring entity predicts additional savil'lgs due to fraud reduction of S8 I 
mjllion in 1998 and S11 J miJllon in 1999. There is an administrative concern regarding 
whether stales have adequate authority to proceed with()tlt additional clarification from 
HCFA .. 



THE WHITE HOUSE 

WASHINGTON 

May 22, 1997 

': 

MEMORANDUM TO THE I'RESIIJENT 

FROM: Chris Jennings 

cc: Bruce Reed. Gene Sperling 

This memo is in response to your conversation with Gene on Saturday and our conversation 
Sunday regarding Judy Havcmann~s story in The Washington Post on Medicare premiums, As 
we discussed, Havcmann's story suggested that the original Medicare premium estimates were 
too low and thallhe actual increase will be twice as high previously projected (about a dollar a 
month), 

OUf response (below) has been very well received both with the aging advocacy community and 
with our base Democrats, Perhaps because ofour success in obtaining a positive response from 
the aging advocacy community, Minority Leader chose not to mention the increases in Medicare 
premiums in his initial critique of the balanced budget agreement. 

Understanding that we should not take anything for granted, Gene hus suggested we get the aging 
advocates (AARP, etc.) 10 g{) on record by asking fOf written statements of support for Medicare 
provisions. To entice these groups to do this, we arc cons.idering designing a \Vhitc House event 
or meeting, perhaps with the Vice President,;;iS carly as next week. It is our intention to ensure 
that these groups formally support the Medicare premiums, savings, and structural reforms, that 
we are ass.uming in the current budget agreement. We anticipate that they may be willing to go 
011 record on the provisions they support to give themselves the opportunity to highlight 
additional provisions thaI they will Hot accept hut tear that RepUblicans may try and include in 
the Hnal agreement: 

The following is our response to the criticisms raised in Judy Havcmann's story on Saturday: 

• 
WhHe Qriginal prelimin:u)' CBO pr{)jc'::fions may have been slightly off. wc .still estimate 
th!lt the Part B pr~mium will be only about SI more in 1998 than under current law. In 
subsequent years within the 5~year Budget Agreement, the annual increase: should be no more 
than about $2 more per nwnth. As a result: by 2002. we project the premium being 
approximately $8 I~ore than it otherwise would have been without the home bealtb reallocation. 



l{ega,'dlcss of ihe tinallH'ojcction, the P1U1 IS premium will be almost $20 per month 
less than it would have been jf it was set at the same 31.5 percent level th~,t the 
President vetoed. The monthly premium under lhe 1997 Budget Agreement will be 
about $69 in 2002. (fthe policy were a 31.5 percent premium instead of25 percent, the 
premium would be about $87. In 2002 alone, this would equate to .bout $21 S a.year ". 
more for a single beneficiary, $430 for a couple, 

Low-inC{)m~ beneficiary protedions 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 tills commitment will help many of the 
estimated 2.5 million Medicare beneficiaries' who have incomes between 125 and 150 
percent of poverty- just above the current eligibility level for Medicare premium 
protection. 

Savings from the new I)remium lire offset by inve..'1tmcnts in beneficiary 
improvemen1s. The $9 billion in savings that comes from graduaJly including home 
health inlhe 25 percent premium is virtually identical [0 the amount of money dedicated 
to the invC5tment in new. benefits. Specifically. the 1997 Balanced Budget Agreement 
invests $3-4 billion in new preventive benefits (which will, [or example, detect breast and 
colon cancer, and cover the management of diabetes), $4 bilIion to limit excessive 
hospital outpatient coinsurance to beneficiaries, and $1,5 billion in premium protections 
for low-income Medicare beneficiaries. (This contrasts with the vetoed 1995 balanced 
budget agreement, which reinvested virtually none of its much greater beneficiary savings 
for benefit enhancements.) 



THE WHITE: HOUSE 

WASH1NGTON 

MEMORANI)UM 

February 10, 1997 
I 

TO: 	 tnterested Parties 

FROM: 	 Chris lennings 
Nancy-Ann Min 

SUBJECT: 	 Validation for Home Health Transfer 

Attached please find an op~ed piece from today's W(1,\'hingtan Pas/that validates OLlr policy 10 

shin most home health expenditures from Part A of Medicare to Part B, The author, Marilyn 
Moon, is not only a fellow at the Urban Institute, but is also a Trustee of the Medicare trust fund. 
Following arc some excerpts from the article: 

"Shifting I~omc health from Part A of Medicare to Pan B docs not reduce overall 
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 wilt achieve the full amount of short-run savings needed to 
extend the' life of the Part A trust fund for more than a year or lOW. The home-health 
shift--or some equivalent policy change--is necessary to supplement other changes." 

, 

I 


o 	 "Indeed, if the only allowable solutions to the trust~fund problem that Medicare faces are 
cuts in spending:, then we are in danger of having the cure of "saving' the trust fund kill 
the patient." 

"Rather, shifting the home-health benefit-in conjunction with other changes designed to 
achieve a reasonabte level of savings--can buy time for an orderly consideration of 
longer-range solutions to Medicare's problems," 



" " 

Marilyn Moon 

No Medicare 
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MIIDICARE TRUST FUND SOLVENCY PROBLEM 


Unlike Ibe Republicans, This is Not a Problem Democnls Just Discovered. The President, his 
Administration and the Democrats have been concmted about Medicare trust fund from the beginning. 
OHRA 1993 and economic improvements resulting from Ihis legislation have strengthened the trust fund 
and pushed out the insolvency dutc by three yearS. Furthermore, in the context of broader reforms, the 
Administration's proposai ·would have extended the life of the trust fund another 5 years. The 
Republicans "",,,,,ted each and """Y initiative Ibat would have strengthened Ibe Medicare Trust 
Fund. 

The Medica... Trust' Fund IS • Long-Term Problem lhat Needs 10 be Addressed. Of coUrSe with the 
aging of our popuI3t~on, 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 thoughtfully, outside the bodg.tary 
process! and independent of partisan pol~tics. 

In Contrast 10 Ibe Democnls, the Republicans Have Just Discovered Ihis Issue. In the last two yearS, 
an the RepubliCans have done has been to oppose our efforts to improve the Trust Fund. As a matter of 
fact, the only proposal they have put fortb (their tax cut for the highest income seniors -- the top 13 
percent) actually ...cernates the problem, 

Tbe RepUblicans are Using Ihe Trust Fund as a Smoke Sereen for Cuts. Let's be clear: Their 
proposals have nothing to do with the iong-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 wealthy and to fulfill their campaign promises. 

; , ~ 

I 
When Ibey Finally Put Forth a Detailed Budget and Commit to Dealing with Medicare In Ih. 
Contexl of Serious HeaUb Care Reform, Ihe Presidenl Stands Ready 10 Work Toward a Real 
Solution: Currently, the issue of Medicare is only being addressed by Republicans as they face • political 
crisis to find funds t6 pay for large tax cuts for the well-off and fulfill their campaign budget P!omises. 
When Republicans finally put fonh a budget that is detailed and makes clear they are not slashing 
Medicare to pay for ~ax 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, 



.. ' 

REPUBUCAN MEDICARE CUTS 

, " 

Republicans are considering proposals that would cut Medicare funding by bet'o/een 
$250 billion and $305 billion betw..,. now and 2002, Slashing Medicare at this level 
translates into 20% to 25% cuts in 2002 alone for this program serving OUf most vulnerable 
Americans - tbe elderly and disabled. ' ' 

COERCION INSTEAD OF'CHOICE: Managed care simply cannot'produce anywhcre near 
the magnitude of Federal savings being suggested by the Republicans without turning , 
Medicare into li fixed voucher prog,ram. That ~ould put Medicare's 36 mUHon benefic~aries,' 
many of whom have pre-existing- conditionsj into the 'private insurance market to shop for 
what they can get. With a fixed and limited voucher, beneficiaries would have to pay far 
more to stay in the current Medicare program if large savings are to be realized, That's not : 
choice, that is finkncial coercion,' ' 

ADDING TO ALREADY HIGH COSTS FOR SENIORS: Today, despite their Medicare 
benefits; health care consumes major amounts of older Americans' income. According to the 
Urban Institute, t~e typical Medicare beneficiaries already. dedicate a staggering 21% (or 
$2,5(0) of their incomes to pay for out-of-pocket health care expenditures, 

. . I , 
$3,100-$3,700 Out.:.of-Pocket Payments: If the Republican cuts ($250 billion to 
$305 over seven years) are evenly distributed between health care providers and 
beneficiaries, the <'Uf' would add an additional $815 to $980 in out-ot-pocket burdens 
to Medicare beneficiaries in 2002. Over the seven year period, the typical beneficiary 
would pay, between $3,100 to, $3,700 more, ' 

Reduce Half of Social Security COlA: The Republicans say tbey aren't cutting 
Social Se6Jrity. but these Medicare cuts are a back-door way of doing jusfthat. By 
2002, the typical Medicare beneficiary would see 40 to 50 percent of his or her cost-" 
of-living ~djustment eaten up by the increases in Medicare cost sharing and 
premiums: In fact, about 2 minion Medicare beneficiaries will have all Qr more than: 
all of their COlAs consumed by the Republican beneficiary cost increases, 

I, 
$40-$50 BIllion In (;ost-Shlfting: Assuming the other half of the Republicans' cuts I 

go to provideIS. hospitals. physicians and other providers -would be targeted with 
between a $125 billioo to $150 bUlion cut over seven years, In 2002 alone, a $33 
billion (;ut 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 increa'led premiums and health cru:e costs -between now and 2002. , 
Rural and Inner City Hospitals At Risk: Cuts of this magnitude, combined with the 
growinr, u'ncompcnsated care burden (which would be further exacerbated by Medicaid 
cuts and increases in the number of uninsured), would place rural and ioner-city 
providers ,tn jeopardy because they have limited or no ability to shift costs to other 
payers, As a result. quaHty and access to needed health care would be threatened. 

I 

"" 



I . 
THE REALITY OF MEDICARE GROWTH , 
• 	 Despite thl current rhetoric, Medicare expenditure growth is comparable to the growt~ 


in private health insurance. 


• 	 Un~er Administration estimate81" Medicare spending per person is projected to : . 
grow over the next five years at about the same rate as private health insurance 

. spending. 	 Under CBO estimates) Medicare spending per person is projected to 
grOw only about one percentage point faster than private health insurance. , 

• 	 So,' untcss Medicare can control costs substantially better than the private 1 

sector, beneficiaries and providerS would be forced to shoulder the burden of .. 
the, huge cuts being proposed by Republicans. I 
I'. 	 . 
, 

MAJOR BURDEN ON RURAL AMERICA 
I 

• 	 Reducing Mci:!icare payments would disproportionately hann rural hospitals. 

, 	 . 
• 	 Nearly 10 million Medicare beneficiaries (25% of the total) live in rural America'where 

there is often only a single hospilal in their county. These rural hospitals tend to be small 
and Serve large numbers of Medicare patients: ' ' 

. , 
.. 	 Signif!cant 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 turn to local ~~payers to 
increase what arc already substantial local subsidies. 

.. 	 Rural residents are more likely than urban residents to be,uninsured. so offsetting the 
effects of Medicare cuts by shifting costs to private payers is more difficult for small rural 
hospit~ls. 

• 	 Rural hospitals arc often the largest employer in their communities; dosing these hospitals 
will result in job loss and physicians leaving thC!)c communities.. 

UNDERMINES URBAN SAFETY NET 
. 	 . 

• 	 Large reductions in Medicare payments would have a devastating impact on a significant number 
of urban safety-net hospitais. These hospitals already are bearing a disproportionate share of the 
nation'S growing ·burden of unoompensatcd care. On average, Medicare accounted for a bigger 
share of net 'operating revenues for these hospitals than did private insurance payers. 

> 



,I . . 
I 

REPUBLICAN MEDICAID curs 
, 

Republicarui are considering·cutting federal M~caid funding by $160 to more than 
$190 billion betw.,tn 1996 and 2002. The Republicans claim tbat they are not cutting the. 
,program, but simply reducing the rate of growth. Yet, these technical number disputes avoid 
the real question: who will he hurt, who williosc coverage and who williosc benefits if $l(j(), 
to $190 billion are cut from a program that provides critical health eare services. It also 
ignores the fact tha,t 3 to 4 percent of program growth is for the increasing number of people 
being covered, wit~out which millions more Ameri~ would be uninsured. 

• 	 ilEAVY BURDEN TO FAMILIES FACING WNGTERM CARE: While most 
people think that Medicaid helps only low-income mothers and children, ahout two­
thirds .of Medicaid funds are spent on services for elderly and disabled Americans. 
Without Medicaid, working families with a parent-or spouse wbo need long-term care, 	 . . 
would face nursing home bills that average $38,000 a year. 

, 
• 	 MANAGED CARE SAVINGS NOT NEARLY SUFFICIEI\T: Savings from 

managed care cannot produce·anywhere ncar the magnitude of cuts proposed by the 
Republicans. Two-thirds of Medicaid funds are spent on the elderly and disabled, and 
there is tittle 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 wil!.he in managed care.plans. there are litlle 
additional savings Jefl in the remaining 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. Iss~es of flexibility can't mask the inevitable fact that states are being asked to. 
absorb enOrmous federal cuts --. forcing them to cui spending for education. law 
enforcement or other' priorities --' and that's unreaHstic. . , 

LIKELY IMPACTS: So let's look at wbat these cuts reaily mean. Even accounting for some: 
managed care savings, they mean deep cuts in eligibility,· benefits arid payments to ~octo~ 
hospitaJs. nUrSing bomes and other health care providerS. If the Republicans were to cut $l{iO 
to $190 billion be~een 1996 and 2002 and those cuts were divided evenly between 
eliminating eligihiiity for elderly and disabled beneficiaries, eliminating eHgibiHty for 
cbildren. cutting services,. and cuuing provider payments, that would mean -- in the year 
2()02 alone -- that: 

,! 

• 	 5 TO 7 MILLION KIDS WOULD WSE COVERAGE; and 
• 	 800,000 TO I MILLION ELDERLY AND DISABLED BENEFICIARIES 


WOULD WSE COVERAGE; and 

• 	 TENS OF MILLION WSE BENEFITS: All preventive and diagnostic screening 

services for children, hoote health care and hospice services would be eliminated - ­
as well a.<dental care if the $190 biHion·wcre cut;;md. . 

• 	 OVER TEN BILLION REDUCED TO HEALTII CARE PROVIDERS: Already 
low payments [oheahh care providers would he reduced by $10.7 [0 $12.8 billion. 

" 



MEDICARE/MEDICAID CUTS:. 
BUSINESS. PROVIDER AND ADVOCACY GROUPS' RESPONSES 

I . - . 
. ': 

Tbe Natiopal Association of Manufacturers says: 
I . 

"I~cross the board leductions in (Medicare an.d Medicaid] should, be aVoide~ since they are 
likely to exacerbate cost-shifting to the private sector, " (February 11. 1995) , I ,, . ' . , .' .I

I 

1 .
Eastman Kodak sa:ys; 

"My message to you as you wrestle with the growing costs afthe Medicare,program is that 
greater use of ma~ged care and aggressive purchasing of care on the part of the 
government are more appropriate solutions than massive across-the-board cuts in payments 
to providers, whr'ch result in cost shifting or an invisible tax on companies providing coverage: 
to employees in the private sector." (March 21, 1995) 

, 

I 
, 

American Hospitsl Association says; 
I 

"One of every four~hOSpitals i~ the United States is in ~erious trouble,', and with deep 
reductions in Medicare growth will be forced to cut services or close its doors. " (April 13) 

1995) I .' 
I. . \ . . 

. "The wrongway [to reform Medicare} is to do business as usual, letting short-sighted 
political pressures fqueeze Medicare spending and weaken a program that needs to re~iti. 
strong for our nation's seniors. fI (February 6" 1995) . " , " , 

"Sixty-four percent of the electorate.believes that if you ran for office saying that you woul4 ~,~ 
ItotcUt social security, and if Congress votes this year to cut Medicare then that Member of ' 1 

,Congress has broken their campaign promise," (April' 1995 Polling Data Report) 

A . AssclJi'
, 

.mencano' bon of Retired feaans says: I 
I ,I

ttMedicare was hardly discussed in the last election; and there was certainly no mandate I ,from the electoraiho change the system," (March 28, 1995) 
, I 

Medicare curs "wduid mean that over the next 5 years older Americans would p~y at lease_ 
~2(}()() more out a/pocket than they would pay under current,law, And over the n~ seven .: !-. 
years they would Pay $3489 more out ofpocket, .. (March 6, 1995) j , 

: ..1 . ,
it••• fTlhe total numper of Medicaid beneficiaries in need ""ko would lose long-term care' 
sen'icf!s... cGuld re~ch 1.75 million in tite year 2000. ': (Match 6.1995) 

, , "' 
I ,, 



. The Nallooal Councilor Senior Citizens ilI~S: . . 

7'he facts M not ~rrant a panic approach or a furidamental re~asling of Medicare. The 

tlW1.t fund is not abput go belly-up;-a seven-~r window does IUJt merit a panic button." 


, , 
"The levels of the cuts in Medicare contemplated by the Senate and House Budget Committees 
will not just devasiate the finances of millions of older citizens. but more importonr/y, they 
will devastate the hopes for a secure and healthy old age for all Americans, • (April 1995) 

Older Women's L.agw: says:, 
I 

"We receive "hundrtds of ieffers from 'WOmen who are already forced to chose between paying 
for food and rent and buying much needed medicine that is JWt covered by their Medicare, 
Substantial cuts in IMedicare will literally take food au~ oj the mouths of these older women. " 
(January 10, 1995) 

I 

Children's Defense , fund Says: 
,, 

"States could make these cuts in several ways: by raising faxes subStantially; by excluding 

groups of children from programs or putring them on waiting lists; by r~ducing benefits or 

the quality ofservices; Or by making [ow-income families pick up more costs through co­, . I 

payments and jees." Regardless of which method is chosen, the overall effect would be large. # I 

(April 19, 1995) , 

Catholic lkaUb Association says; , , 
"Budget cuts ofsuCh magnitude lin Medicare and Medicaid] would attack the very fiber of 
these programs and, in fact~ decimate them. Consequently, the Catholic Health Association 
believes that Congress should put aside co~ideration of tax cuts for now and refocus the . 
debate on how best to solve the deficit problem." (March 2, 1995) 

I 

I, 

I 
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April 27, 1995 MEMORANDUM 


To: 

From: 

Subject: 

cc: 

Kevin Kelly 
Senator Mikulski's office 

Jean Hearne, eso 

Medicaid baseline information 

Murray Ross 
Robin Rudowitz 

The following eso 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 i$ anything else you might find useful. 

(AU outlays are forfedersl fiscal years in billions of dollars.) 

•
Projection year 1997 1998 

Medicaid spej'lding on 
children and non 
ageclldisabled adults 

SS.6 . 64.6 

. Federal share for 
i children and non-
Iaged/disabled adults , 33.4 36.8 

Federal share for elderly 
and disabled ' 

Federal share for DSH 
payments 

, 

67.21 75.4 
, 

1999 2000 2001 2002 

71.6 79.0 87.5 96.6 

. 

40.8 : 

83.6 

45.1 

924', 
49.9 

101.9 

55.1 

, 

111.7 i 

, i 
10.5 10.8 11.0 I9.4\ 981 

, 

10.3 

I have a preliminary staff estimate through the year 2000 of extending the transition 
benefit. This "",n give you an idea of the costs involved for that benefit. 
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Federal and state share of , 1997 1998 19991 2000, 

extending the transition benefit 

I(in billions of dollars) .6 .6 1.3 1,5 

A fundamental problem you may want to think about with respect to including Medicaid 
in SWAP proposals is that under current law Medicaid is essentially a state 
administered program. Stales must meet general fedaral guidelines but underneath 
those guidelines they have a great deal of flexibility in setting eligibility rules and 
benafi)S packages. If the federal government were 10 pick up a large piece of the 
Medicaid program AND administer that piece of the program, it would seem logical that 
benefits and eligibility rules would need to be standardized. On the other hand, if the 
faderal govemment wera to allow the states to continue administering the program 
while the federal government pays for all of the benefits, states would have a strong 
incentive to extend both eligibility and benefits. If your proposal ends up including a 
capitated payment wi1h a growth ceiling - as in Ihe CSO Reducing toe Deficit book, you 
may not have quite as much of a problem to deal with. 

Another consideration - what to do with disproportionate share payments. States report 
their share of DSH payments to be about 42% of total DSH payments, You can figure 
out how much lhat would be by multiplying the above payments by .42/,58 or .72, 

If you have any questions you can give either Robin Rudowitz or myself a call at 
x6282Q, ' 



NIedieaid/Chil~ Care Swap 

Green Book. Page 800: (FY92) 

# ofAFOC children receiving Medicaid..... 15.1 million 
# of AFDC adults receiving Madicaid 6.9 million 

I 

Green Book. Page 802 (FY92) 
I 

$ for Medicaid Expenditures for AFOC kids 14.49 million 
$ for Medicaid Expenditures for AFOC adults 12.185 million

• 

Gre":n Book. Page 804 (FY92) 

I 

% Share of Meaicaid: ., 

AFDC kids 16% 
"'FDC adults 13.4% 

Questions: 


Assume: 2 year transition of Medicaid and extension ofcurrent law (expiring in '98) 


1) Pick up adult share only? 


2) Pick up kids share only? 


3) Pick up $ after current law (ie: for extension only feds will pick up tab?) 


4) Other s.ugge~tions: .. 
., 

, . 



REPUBLICANS BREAK CONTRACT, 
MFIHCAHK CCTS l<'OH; Sf.:NI0I{S ANI} TAX HUO:S ~'OK W{}HKII"(y JI)\MII,U<:S 

TO PAY FOR TAX CUTS FOR THE WEALTHY , 
I 

Repu,biicans have repeatedlv promised that they could provide a hu~e 'L'tx Cll( wp;etec. 

It.l the \\'<:&11.hy. Vll,l;u!(;c the butlgt:t by 2002--auJ IlVlliullt1!1: ehkl1y \,II IItltiC l<v.t:;~ Ill> wl.nkitlg 

fa.lllilit;ti. nIl':i, but..1gel$ show Lbal UI<;;!ic Welc frtbc plOlJJisc::., RevuL1it.:ii.u~ lJave LWKcll thcil 

contract wit1~ hi:.toricaUy ::;cycre cuts in McdicMc and ta.;( hihs {PC working flllllilict> tn 'order 

to finll!lec t!t"t.lf tAX brenk for the wcnltby. 


I . 
REPUBLICANS ARE MAKING THE LARGEST MEDICARE CUT IN HISTORY TO 

PAY FOR THEIR TAX CrT AND CAMPAIGN PROMISES. On April 28, Spe,",,,
, 
Omenrh ,,;1Hi tha1 Mp.dlf'lIft': wnnlti 'H11 hI". II p.'1(1 nfth~ Kp,pnhhf'an hnrig('J ('ut.; HI:' rnuld n01 


have been mOfe wrong. :Medicare takes th~ largf:'st sineJe cut in the Republican budget By 

their accounting. nearly 2~ ctnts out of eve!): dollar that Republicans cut is ftom Medicare. 

The CUf i~ tlltw times laI1!'er than the lar.R;cst previous Medicare cm in historY.
, 
THEIR MEDICARE CUT IS ADOUT l'AYlNG FOR TAX CUTS AND lIITTING 
ARBITRARY DEFICIT TARCETS--NOT ABOUT THE ECONOMY OR HEALTH 
CARE REFORM. The pt'opolj.jld Medicare cute of $230 billi.on to $300 billion arc needed to ; 

make room for most··but not a1l--of a $345 bi.llion 'tA.... cut that pro"idcs a tax break (if over 
$20,000 fouhe weatthiellt 1 percen~. Speaker Gingrich and Majority Leader Dole have 
H'J~I"';T~n th~ :Whltl'l HOIl!\t"<: r:,,1110 r~nOlUlr~ In.. hr~lIJ.:« for th.. wr.1I1thy. m9.t~?d. Sp;>a\.:t':r 

Gingrich calls the Contract tax cuts his ""crown jewel. ~ "\vhile Senate Majority Leader Dole 
and Sena1.or~Gn'l.1nm have. insisted they will make room for' the taX CUl Ho\.~·evef the tax CUTS 

are officiallY paid fOf, the fact remains that the .. ntire Medicare CUt would be totally 
uuuet:~!Jn)" if Rl:publi(;<lu~ did oul m:",d tv pjj.y fur lItek 14."\ I.:ul:.. 

I 
WHEN IT COMES TO HEALTH CARE, REPUBLICANS SINGLE OUT SENIORS 
FOR PAIN, CUTTING GROWTH PER PERSON IN THEIR MEDICARE BELOW 
CROWiHiIN PRIVATE HEALTH CARE. RepUblican.; claim that they are just ..lo\ving 
the "expl,~ding" rate of growth in MedicMe. In fact, tlte- cost pill' p"t-$on in Medicare 1'> about 
thl'; 9.l!mf'. a<: ,thf'; pr1vatl' ~f';(""tnr. l':VP.fl thoneh Ml"du'"rf'; rl.l"al1\ wtth a popnlatll'll1 mOH'. prnnt': t.o 

'have health probl.ems. Tbe RepUblican approach i2nores health carc costs 2encrally. and 
simply cuts thc average grov.'1h rate for a Medicare recipient far below that for (lther 
Americans not on Medicare. Medicare was a'€ifgnM ro provide health insurance foy senior 
cmum~, ;lOt1jZjJf .turned mro a second·c1oss cruzen prOf(ram in order TO mee! arhrrrayy 
f.'UmpiJlt," Pf{.JlfU:'C>. 

! 
BY 2002, REPUBLICAN CUTS WOULD INCREASE OUT·OF-POCKET COSTS BY 
ABOCT S900 A YEAR AND DEVASiATE RURAL HOSPlTALS. If cute are chntnbuted ' 
e,'enly b~:t\.<te..n provider.. and beneficiarie.., the'y Tepresent about a $900,increase in out-of­
pocket COi~ per bencfici.vy pel' yea", That is equivl\lcnt to elimmating 40(}/~-50% of the 
S01"Jal Sl':l'llf1ty r(\S,t"Of-ltVl11e 11110\'\"11111"1':$. fnr 1'.1I('.h MlCdl(,lIf"" hr:nf'.t"w.m·ry hf':l\HH'.n now rind 

1002. As r~jmbursement rates decline. many rural hospitals that rely on Medicare would have 
to close down. 

http:bencfici.vy
http:l':VP.fl
http:billi.on
http:t!t"t.lf
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REPUBLICAN MEDICAID CUTS WOULD DRASTICALLV RAISE LONG·TERM 
c,.uu: co~n:s f(Ott WON;KII\'(i f(AMIUj('s' Ifth.-" t(;f',rmhhr.an l':ltt~ w"'r~ rl,vldl',d I";v~ly 
among eliminating eligibility fOf eJderly and disabled beneficiaries. eliminat1nS eligibility for 
t;hildeen. t;unioe services. and rulling provider paymentS, they would fort;e state! to cut off 
cO\"eJ'aee for 5 to 7 mllllon childre-n and 800,000 to 1 million elderly and disabled 
AfUf:,'lCam... TIu; Hou~c um.1 SeTiate l.H.ldgt:(:; iudUllt: 11 $1 GO billilJu .;ut ill MeJi(,:aiJ. TItey 

\.\'uulJ: liUlit gIowtlHU 4%}ln )"cdl--en:u t.I:uugll McJ:kl1ii,l') bcuefit:itu.r gw\,·th d.!OUC 1:'l llelUl)' 

Ulh.t high, A~ oil fesult, million~ of Amef;(:'~.1}~ will be !Cut off while Ule: cot"ots of loug.-term CMe 
dtMticuUy meeco!\:, T'\\"o-thinh of Medicuid fund:s MC 'pcnt on 'c('\,;cc! f<:ir ddcrly &.nd 
di::tthled American:;; without Medicaid, working f3filllit';!l with a fl-3rent or CPQWH! who need:: 
Ions-term care would face l'Iur;;i.ng: home bills averaging $3S,000 per year. 

H.10'U HUCA N \1ANAfa:n Co\. kl<: PKOPOSAI.S \VII.1. NOT I ,KA I} TO 
,IGNIFICANT SAVINGS UNLESS THEY CUT BENEFITS AND COERCE: SENIORS, 
l'hl!:re. is no evidence {hat simply shifting to manaeed care can achieve significant savings 
among the populations !hat Medicare and Medicaid overwhelminglv serve--the elderly and 
Jl:'lableu. RClJuulk<U1 vl.n.II.:hct pl<)lJOSi.tJ~ \H)ulJ OVi:lllpen,J 011 yuuugel, hcahhiet "'CUiUI!>, wlJik 
achie.... ing limited ~...\vings only by dn:unalicll.lIr t~:.in8 CO:!otll, <urting benefit!>, IlJ)U limiting 
choice for 'the 3eniot"ll 'who need ::'1cdico«; lind Medicaid mo't. 

WHILE CUTTING TAXES FOR THE WEALTHY, REPUBLICANS ,.\LSO RAISE 
TAXES FOR 12 MILLION LO\\'.INCOW1 WORKERS AND THEIR FAMILlIl'i 'IV 
SI.ASHIN(~ THI( I(A}(,,\KIl INC(}M~: TAX CW .... OlT. 'fhl'; EriC h~.lr" tilm,hr:~ mov~ 
from welfaH~ to work and makes work pay for hard~workini. lower-income Americans. 
providing: a tax CUl averagine nearly S1.400 per ytar for over 21 million workers and their 
families eaming up to $28)00, Senate Republicans have proposed a maior cm in the EITe 
IlIi1l \\in Mille ta....cs by ail i1\"1::W:gc \J[ $235 [v! 12 lIIilliulf vf (ltelle \\Ulkc!!) dl.U ureil fruuilies. 
1110$, 12 million !OW-Ulcome wQlking fAmilies will p4)' $235 morc under t11e Republicl1ll. 
budgct, while the top 1% will pay $20,000 IC~$ under the Contract', tQ.x cut!!. 

http:pl<)lJOSi.tJ
http:l'Iur;;i.ng
http:t(;f',rmhhr.an


, 


MEMORANDUM 


To: Distribution 

From: Chris Jennings 

Date: May 12, 1995 

Re: ~edicare State by State Information 

Attached, for your information, are the back-up tables for Ihe Medicare portion of Ihe state by 
state analysis being released today. You will find two pages of infonnation: the first is a 
beneficiary breakoul by stale, and Ihe second is the slale 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 bolh 2002, and the total seven year period. 

I hope you find the information useful. If you have any*. questions, please call me at 6-5560. , 



" ' 

'. 


NOTES; Based on tltstcrical state .share of Me<jieare l!flfQIlees. ImliOOd forwaro witti growth in tne states' share <It enrolleeS. 
r mats may oot add due to f{II.mdmg 



; '. f 
.~G1tho ~ Mi.I<Ucato ~pos.af 8)' sute 
~ by State UndMtba ~p«IS4lf 
(f1s,catycanr.) 

,' .. 

VanatiQ<I in the coS\s pc< beneficiary aUO!>$ slates reflects factrn-s svdl as; (1)" pr.u::ti<;(l pa«efn diffCf{)no.:lS. 
(2i OO$t dlffefC1lOeS; (3) d~ In health. status a04 \he I'UJ1l1bCf of Wfy old Ji<;'~ in a ~fC; 
end ("l) <td1e!<!fl<::CS in !he 1WPP1y ct hea\ttl CIlIC ~~ 

NOTES: /<.ssJJroos Ihat itv:;ma.${!$ if, beflcfldary-out-ofilOd<ct oosts: (e.g., premiuin~ lind ooinsurancc) are <.lQ.lJal to 5i'J"% QI (he filIal 0Jts. 

~ 00 hislorica! stale share of M<x:!>CllC outlays &. ermt.l~, tr<!t0ed fQfw<lfd with growth in the matc:>' share (If ~a'f$ &. f!flI\lUcoom.. 

~ima\es based crt ~,e O:J1131$ by I<s¢;ltion (If Sflf1Ik;e eeli1i\..'1y. TIlliS, ccrtain stale cSNr,at()5 11I..1Y Ix) al(c<.:;ljjj by 

part-year residency and stale border CW$siolg to Obtain ca~ {c.g" florkla.& Minncww}. 

State booJct crossing makes the 0iSttid of Cotvmtlia trs1i<1l3lCs UM:lIiabie. 

T«t>nlca! recsl~!cs <If Ihe 3gg'etl.:rte ~s may ~ in a i_year tOtal (If $2l}2 billion. 
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(~ -'f. DEPARTMENT OF HEALTH & HUMAN SERVICES Oftll;(l, cf the Assmtant Secretary 
for ~!$Iu1JQn .~-:;j i 

washington, C·,C. 20201 

February 21, 1997 

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 01 the fraud and abuse proposals that could be 
Included in an Administration initiative next month. Preliminary 
discussions with HCFA indicate that we could have legislative 

language re:adYby March 13.~J 
! 

Richard J. Tarplin 

Attachment I 

cc: Melissa Skolfield 
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ANTI-fRAUD and ABUSE LEGISLATIVE PROPOSALS 

Program lntegrit" 
Soda! St>curity Numbers ~ Under this proposal the Secretary would have {he aUfhority to 
requi;e providers and suppl!ers to disclose (heir S{)cial Security Nu:nbors ($SNs). The 
SSA woule be required to verify the vaHdity of the SSNs. 

Rationale' 	 With the knowledge of a national, unique personal identifier, this proposal 
\,vould provide an important toOl to improve our ability to deny entry into 
Medicare to fraudulent and unscrupulous providers and suppliers. 

o 	 Provider Enrollment Process .. This proposal would authorize the Secretary to assess an 
application fee for all Medicare providers at tImes of enrollment or reenrol!ment. Under 
the new en:-oUment process. a corrective action plan would need to be institured and an;-, 
overpayment recouped before a provider would be given another hilling number. 
Additlonally, HCFA would have the authority to revoke a provider number ifit is 
dttermine-d that the provider is engaged in fraud or abuse, 

Rationale: 	 One of the most effective and efficient measures to, combat Medicare fraud 
and abuse IS th¢ verification ofpro'\lider enrollrr.ent applications to ensure 
that only legitimate health care providers are able to bin Medicare, Current 
law authorizes the Secretary to collect application fees :rom physicians, 
However, certain other provider lypes (e.g. Dl\lE suppliers) require a more 
comprehensive revi~' and, as such, require incremental fundlflg to satisfy 
enrollm'ent requirements, 

o 	 Enrollment Waiting Period After Denial .. This proposal would specify that if an 
application has been denied, there would be a SDHI10nth waiting period before the 
provider could reapply. 

Rationale: 	 Instituting: a six month waiting period would allow sufficient time for the 
applicant to meet th.e conditions of participation, Further a six month 
moratorium would prevent denied applicants the abijity to inundate HeFA 
v.ith applications that are not significantly different from the application 
thaI was denied. 

H.,plet i 
o 	 Prevent ()upJicative Payments for Hospi~t Services ~ This proposal would cJarif): that a 

hospice can receive payment from either Medicare or Medica1d for dually eligibie ' 
beneficiaries, but not both. 

i, 



Rat;onal<:: 	 Under cur:-ent law. when dual e;igibJes who arc !':.ufsing horne residents 
elect the t>...kdicare hospice benefit, Medicaid continue; to pay at leas't 95% 
of the ful! nursing home rate (which Includes both roorn and board and to 
Some extent, medical and social services) and Medicare pays the hospice . 
pet diem ( ...... hich Covers the provision ofall bospice benefils, including 
medical nursing,. home health aide, and socia! services). The nursing home 
would be expected to provide the palliative care, 

, 
Benefit Period Modifi-c3tions and Limitation on Total Available Hospice Days ~ This 
propo:>ul would replace the current third and fourth hospice benefit periods: with a finite 
number of thirty and/or six~y~day periods (afterthe two 90~day periods). 

Rationale: 	 The ho~pice benefit is intended for beneficiaries with terminal ilIncsses. 
However, there have been instances where beneficiaries have been under 
the hospice benefit, for example. for more than two-years. This proposal 
would limit the hospice benefit by allowing It beneficiar}: to be able 10 USt: 

only 360 days ofhospice eare in their lifetime. 

o 	 Limitation of Liability and Beneficiary Protection· Th;s proposal would clarify that if 
a hospice submitted a claim for a beneficiary that fhey had reason to believe was terminaUy 
ill we W(1)ld pay the claim upon appeal. In this instance, neither the hospice not the 
beneficiar\' would be Hable for the services, - ,

I 

Rationale: I 	 Under current law the beneficiary i~ unprotected and a hospice may seek 
full payment from the beneficiary for denied claims for hospice care 
furnished to the beneficiary. 

o 	 Hospice Pa~;ment at Location of Service .. This proposal would tink payment for bospice 
services to the zip code of the site where the service was furnished. 

Rationale: 	 This propos..al would ensure that payments reflect the prevailing costs in the 
areas where services are furnished, not the higher cost urban areas where 
agencies tend to locate their parent offices. 
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WHAT IS YOUR POSITION 0:"/ A MEDICARE COMMISSION!' 


j 


There's nothing ir, y~tJr budget about the l('lng-term solvency of the Medicare program, Do 
),ou still '"pran Crri"g a corr,miSSlOn? 

, 

ANSWER: 


, Li.!'{ n:.~ speak asia ~v1edicare trustee first and as a Cabinet Secretary second. 
, 

, As a lru5tct' we have said in ea..:::h of the last fOUf vears that we need to first address the 
sho~·tl'rn~ finan~cing problems of the Medicare p;ogram so thai we have enough tlme to 
confront tbe long-range problems created b: the retirement of the Baby Boom generation. 
T1I;: Pre:''ldenl has endorsed that approach and h3.s laid out a series of savings thaI will 
I,.'xlend t~(' trust 'fund for ,! decade., 

I . 

, 
 As HilS St..'cretciry I would say that i! is in:.portaOl to have bipanisan SUPPOt1 for bNh the 

short-lerm and lbng-!erm lixcs. ! think we afe much closer together On both issues this 
yeaL I wo!.!id like to see the Cor.greS::' deai quick:y wah the short·term package and thcn 
wt' can sil down' and talk about creut:ng a commission or some other partel to help us deal 

. I ., I blWill !!h: Inn~ ·1;.:rm pro (:ms, , 
. . The hottom line

l
is lh::J.t we will all have to deal v.ith these issues. No commissio:1 is going 

10 shidd us fl0r\) tbe himl choices thaI have to be made. That is why the President has 
steppd fom'<lr~ to meet the Congress halfway on the shorHerm issues, And that is why 
we \\'iil 31: need ~o be at the lank when I.\'C deai with the long-~crm issues,

! . 
~..,._==~===~~====~==d 
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i 
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WHAT'S MAGIC ABOUT TEN YEARS? 


QUESTION: 

What"s magic about 10 years for tne Trust rund? 

ANSWER: 
.. 	 The President has proposed ~v1cdjcan: saving.s sufficient to extend the tife of (he Hospital 

Insurance Trust Fund for (he next ten years to enSure that there is sufficient time for 
Co~g1CSS ::md the; Administration 10 addn:ss the issue of long~tcm' solvency, 

.. 	 Th:: :"1edicare su';'ings included in the Republican badge! last year extended HI Trust Fund 
$l'h'cnc) for mon:: than len yeaTS. 

" 	 Then: is nothing magic about len years. The President does fe.cl, however. that it is 
important 10 extend the trust fund for aboul this length of time in order to develop the 
hW3d consensus necessary for a long-ll'rnl SOIUtlOfl. 

" 



CO~1PARING THE PRESIDENT'S 1997 & 1998 

BUDGET PROPOSALS 


How doe;; this yea(s ~cdicare budget proposal differ frorr. last }"ear's? If you are serious about 
b:.>!.:mc:ng the hudget and protecting the solvency of the Med:care Part A Trust Fund, '\\'hy do you have 
c,~s,,'nuJJ!y mt.' sam~; proposals as last year -- which ,WC:C no differem. from savings proposals we 'YC seen 
for thl..' P.L<;t ~c\'<:r:l! years? 

I 

ANSWER 

~ 	 ,\lany (1fth..: pcop0sals in this year's budget are repealed from las! year and, yes. are similar 10 

pwpnsals Wi..' hast' seen o\'crtne yca:s. However. these are all solid proposals thaI exhibit fiscal, 
prud.:m:c at> \\ I.: mhnage this large program. 

I 

• 	 We hJ\t.: adJed [j fl'w legislati\'c items. These changes were made to reflect pas;:;agc of the Health 
Il1s"...I,Jn:':t' Portability Protection Act lH1PPA), as \\ell as additiona! research into the needs of QUf' 

b.:ndldaril'~ ar;;j pf(1\'id-ers,, 

~ 1lll' majl1r ~h'\llt;l'~ indudc: 
: 

.. 	 Cl1lTl.'(':[mg I II,PPA by climinat:ng advisory oplOions and replacing tbem wi:h interpreted rulings 

l~lT anti.h~ckh~d.; statulcS, repealing the exemptions to ami-kickback sta:lItes for certain managed 
('.:In: pl<ms, '-In? reinstating rcasonablt: diligence standard for providers facing eIv.1 monetary' 
p~llalti ...,;;:. ' 

, 
.. 	 Limiting ocncCiCtary out-or-pocket c:-:pcnditures for outpatient services~ 

;. 	 L~l\H~rmg th<::rv1cdicare felmburscmt:nt ,~alC' fo:- managed care from 95 percent to 90 percen1 of 
thl.: ,·\APCC 1nd 	 ' 

• 	 Eliminating th<: proposed inle-rim Pfl1Spcctive payment system (PPS) for Skilled Nursing , 
F.<!cilities. and replacing il \\ ith a full PPS impleme:uatlo:1 in 1998, 

I 
'" 	 We II.:!,,\.! ad\'*nccd the respite bendit frum 2002 to 1998. 

to> 	 A nl!W {l~n;?fi~iary cenle;C"d purchasing initiative will gl\'t us new tools to better manage 


Mdican: und' adopt private sector initiatives. 

I ' , 
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CBO VS. OMB BASELINE 


QUESTION: 

Will the Prcsidcnt usc' ,:he OMS or CBO basdine to score his ~kdic3re proposals'? 

ANSWER: 

Our plan SI.\YCl> ~13S billion h Medicare o\er six years, about half-way belween the eno's $116 
billion scoring of our plan las! year and thiC Republican's lasl offer of$158 billion as scored by CBO. 

i ' 

,. 	 WI.' rcco~rHl:c lhat ,due to differences in technical and economic assumptions. e80's scoring of our 
\h.'uicJfl.' p:.tckagc and of the ir.di\'idu31 proposals will differ from Administration scori:lg. We iVant 

10 wnrk with Congress to <J.dopt a common set of ccon9r.lic assumptions and spending p~ojcclions! to 
use in fash:l1ning ~ bipartisan bala!1ced budget. : 

WI..' cxp.:ct lhal will be doable in light ofihc similarity between e130 and the Administration 
ha:.dim:s. '!'J.l tha,lq.";)d. we will \\'orl-; \~ilh Congress to develop a package of Medicare proposals that 

L_.. ~a_'_il_i,_.,~ 	 .....=================dIJ..c===;=a=,=a='ain~,;".,:,=:).'_"='=)a=g.'r.C_C=~b=)='='=O=:=)=),.i.d.'.S·_=." 

, 
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HOW PRESIDENT'S MEDICARE SAVINGS COMPARE TO 

REPUBLICAN PLAN 


QUESTIO;,\/: 

The six-year savings in your plan sounds vcry similar 10 the six year savings in the Republican's 1996 
budget Why \vas it sp bad last year. but okay Ihis year? Doesn't this really prove that the President W3S 

dcmagogumg on Medicare: 

ANSWER: 
. 	 , 

.. 	 Las; vcar. the Republicans look a huge step in the right direction when they modified their extreme 

S~70-btllion r-4ed(carc plan and offered a less severe $158 billion plan. 


,. 	 \\'hi!.: the sire of proposed Medicare saving.s is important, how those savings are achieved is equally, 
if not more, imp0f13nt Despite the smaller gap betwcen (lur c~rrt:nt Medicare savings and the'· 
Rcpub:ican·.5 last :offer. the President" s FY 1998 budget retains some key differences with the 
RC['lublicall's pla9 last year; 

, 
to 	 The- PresidC'nlis Dian protects beneficiaries from increased liabilllV. not only bv limiting ! ' • • , 

increases in Part B premiums. but also by lowering outpatient coinsurance rates, maintaining 
h:liJnccd hilling proteclions. cxcludiag f\·ledicJ! Sadngs Accounts, and establishing community 
rating f(l;- ~\kGigap pl;lMS. 

.. 	 Our plan places a smaller burden on hospi\ais, with $33 billion in savings over 6 years compared 

10 Si ... billion in the Republican's last offer. OUf hospital savings are small enough to ensure that 
hcacficlarics , ...ill still have acceSS to earc. paJ1iculariy in rural areas, 

.. 	 WC' propose a richer package of prc"cntive benefIts thai \,,'ill improve the health and quality of 

life of Dl:r bC'llef:ciaries and save Medicare money in {,he long~run. 

.. 	 OUT pian will'make Medicare a more prudent purchaser of services -- just like a private insurance 

.;ompany·~ through innovative approaches such as expanding center.s of excellence, c(mpetiti\'e 
biddin!;. and flexible purchasing authority. 

.. Wc arc eontinuing 10 crack dmvn on fraud and abuse in Medicare by building on progress wc 

made to!;cthcr in HIPPA. 
:. I 
. 	 I 

• 	 Ha\"ioc said this.lwe in the Admir.istrmion wO:Jld like 10 focus on what we havc in common. not how; 
- , 	 " • I 

we differ. \Vc share the goal of extending the: so!vency of the Part A trust fund and finding prudenl 
sJvings in ~kdic'are thai can contributc to a balanced budget Our goal is to work in a bipartisan 
fashion 10 achic\'~ these two importanlgoa!l; this year. . ~ 

~;;;==;,;;;.-	 -~. 
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I 
WHAT ABOUT PROPAC RECOMMENDATION TO FREEZE 


HOSPITAL PA YMENTS? 


QUESTION: 

Why do you rccomme:1d an update for hospital payments when ProPAC recommends a 

freeze? 
 I 
ANSWER: . 

, 
,. 	 ProPAC recently recommended that hospilaJ payments be frozen for a year at FY96 levels. 

Tht'y ha$.l'd thi:.: t~commcndatlOn on the fact that Medicare costs per case have actually 
been dL'cr~asing in rC<l1 tenns over tne past few years while paymenlS have increased. 

,. 	 OUf budget was dt>\'e!opcd before ProPACs recommer,dalion was announced. and ..vc 
think our propo;;~d is sound and reasonable. In the con~cxt of our other budget provisions, 
maoy of which will :educe hospital payments in otber \.va)';::" \\'e did not think Ihat freezing 
hospi131 paym::ni5 was :lppropriatc. and \\/c did not need to do that to achieve necessary 
s;J"in1!s aGo .:.\1;",':1(1 thr.: l~:Js: fund for ten vC'ors.- i 	 . 

I-
 We are continuing to analyze ProflACs work and we think they can contribute greatly to 

:lw dhdnt.:lJc lin \1edicarc reforms this \·cat. , ~ i 	 " .. 



DID YOU IGNORE THE REPUBLICAN GME PROPOSAL~ 


•.--=> 

QlJESTlON: 

Why did you ignon:.tne Republican's proposal? isn"t there anything you liked about it: 

ANSWER: 

.. Wt: did not ignore the Republican proposal at aiL We are \'ery supportive of efforts to 
hroaden lile hase of funding for teaching nospita!s beyond Medicarc funding. However, 
we t\lcuscd our 9fv1E Reform p:Op...')S~1I5 on the Medicare program. 

.. ,.\!\ a maHer of r~cl. the Republican approach embodied many of the Same principles as our 

:.Jpprozcil. Ihill i~: 

lp pm\·idcia stable source of funding for graduate medical education. 
hI car Ihe grcw,1h in tbe numbe; nfresidents. 
11.1 pro\·idc spc<:ific leaching paym;:nt$ for services provided to managed C3.re 

cl1r'l!I~t::-;. 

.. 11t\\\~'\CL we did han: some conccrr.s <thnl.:( the way the Republican GME Trust Fund was 
:,lfUclured in lJst veir's 8al.a.nced BudgC"t Act, and about how a GME trust rund wot;ld . . 
nrcr.1h: in !,!cnt:raL Our primary conccrn~ were: 

J J 1h:1I the funding of the Genera: Funds \\',)5 dIstributed basically in block grant style: 
w:th liale or;no conneCllon between Inc leyel of current leaching activities or services 
~nJ Iht' Ic~'('i of funding:,
:2) Ihl.' distribution mechanism tor the f\-1anaged Care Trus! Fund. while related to a 
1... \,..:1 of servjces. had no linkage between the cost of leaching services expended hy a 
h\l:;rjt~: andithc level of payment: . 
~) !h~ lock or clarity on how thl' n~lIi{}nai cup on the number of residents was supposed 
ttl (,1.: ent'nn:cd, 
-l) th..: s1.1urcJ and amount of mom'\' in thl." trust funds. , . 

• A ... you c~n sCt,,;.:our Gr...fE proposal this yc:ar is vcry similar 10 our approach last year. It is 
it grnup of incremental proposals d~$;g.n~d to cap thc gro\1.1h in the number of residency 
shl!!-'. encourage morc trainin};! in primary care and in l1on~hospital settings. an"d equalize 
funding for t->-lcdtCilrc FFS beneficiaries and managed care enrollees. 

i • D~ran~l~n!aJ strff would be h3.PPY ttl discuss idc35 300Ut GME trusl funds with-your stafr' "I 
at any Ilmt.', 

Ii 
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WON'T YOUR MEDICARE MANAGED CARE REFORMS 

HURT BENEFICIARIES? 


QUESTION 

Senalor Wydeo and ol~crs have said you are laking too big a bi(c oul of managed carr payments. \\'00 l 

thest: policies (t?'suit in fewer hcnetlt$, higher premiums, and fcv..cr people in managed care: 

Won't r::lanagec care pians take away the extra benefits and raise the premiums they charge 
1 
I 

ANSWER: 

1 

I' Ther.: i:-. vcry c!e:.n:evidence lna: Medicare is overpaying for managed care services. Bc.;;:ause of 
"rav(i[abk sekclion." ~1edicare lost about S; billion In the last year alonc. 

~~EstaDlishcs Hltcrim limits on payments beginning in 1998: 

~·Rcm{wcs p3ymcnts to lcaching hospitals and DSH hospitals so that those funds go to the 
(t!cilili..:~'djH:;;l!y: and' 

··Reduces the formula frorn 95 to 90% beginning in 2000, 

, W.: d~lIf! belic......: benefIciaries will losc bcnc:hs or be charged higher premiums for several reasons: 

--;\1::tnagr.!d -;;ure plans must remain competitive and to do so they must offer additional benefits 
or n:duccd prl!miufl)s: 

I . 
, Wl' 3[1,' 3!50 propo$ing .changes that wii! enhancc managed c~re as an option, They includt.:: 

Open Enro,!!mem 
~r.!\\ Ch('liccs: PPOs and I'SOs 

~lcdigap RcfonTIs: No prc-existing condition exdusions 

Our paym~nl floor \vill make managed care more attractive in markets where payments are 
100 low today. 

, 20 




QUALITY [N MANAGED CARE 


QUESTION 

What is HHS doing to' improvC" qualilv in manae.cd care?-	 I .• 
., 

ANSWER: 
• 	 Since thetr incepti6n, the i\-ledic;!re and l\-1edicaid programs have acted to ensure access to hi~h 

oualitv health care' for their beneficiaries. The Climon Administration is taking new steps to assu'!~ 
Ih:.'i1 the g~owifH~ p~r1i(}n of Amcncans who aTC covered bv nHL.'1aged health care plans receive the ... ., 	 • I 

C3It' thl.!Y deserve.: 	 ! 

• 	 Spedfi~ recent actio;'!s include: 

.. 	 B.anning "gag"- clauses in managed care conuacts wlih physicians that limit what can be 


di$cusscd with patient about mcdlcJlI~ rteccssary services; 


.. Limiting financial incentives that ;1\.1\ phySicians' mcome at "substantial risk:' so thaI incentives 

\0 centrol CQsts do not ccr.aii ncr.:d<d ,:ar::. 

.. Requiring !\'ledicare plans to report 5taJ;>of-lhe-3rt measurement of their performance: 

.. 	 Requiri:1g suryc')'s of member ~a~lsf3cti\m \\ili! serVices provided by ma:13ged care plans. and 
~ISSl'ssn:en: o(:hl: result$ of C:ln:; 

j, 
"' 	 AdJiiion:ll inil:.:nlves undemay include: 

.. Sirenglhening' rights of bcndiciarics 10 appl:3t managed care plan decisions to deny specilie
I 	 . 

treatments: 

.. !'n)',. iding sid~~by-side comparisons t)f costs. r.lmefhs, and OIher key features in managed care 
ptans J\ ailnhle 10 Medicare heneficiaries, and 

.. 	 Establishing national marketing guiJdinc:;, Ihal detail what information managed care plans need 
to cover in m~rketing materiab sent t() ~kdi;:arc hcnefidaries. 

24 
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IS HOME HEALTH PROPOSAL A GIM!\1ICK? 


QUESTION: 

Isn't the President's proposal to transfer home hcalth from Part A to P<L'1 B a gimmick? , 

ANSWER: 

• 	 There's been a great deal of confusion ahout these proposals. Let me walk you through our , 
thinking on this issue, 

• 	 It is \Cr\' clear th:lt \~e have;; problem with the cos! of home health care. This is one of the 
fastest ~row:ng arf3s of the f",1edicare budget with a projected annual growth of i 0.6 
Pl.'fCCO! h:;:wecTl 1,997 and 200~, 

.. 	 With respect to our proposaL il IS important first to understand that the home health 
fct!IIOt'.:uion is f'lot;a part of the SIOOll38 bIllion in savings the Presidem seeks in 
f\·ledicarc, However. it does contrlbule suhstantia!ly to extending the solvency oflhe Part 
1\ trusl fend. 

.. 	 S\.!conrl. It is also important to remember that our proposal is d::slgned to return to the 
original intent of the boml' health policy Ih;)! existed prior to 1980·· to provide post­
neU1:,: can: Sl':-"ICl'S under Pan A for beneficiaries who ha\'c been hospitalized. That also 
makes lhis benefit consisl with the posl.hospital SNF benefit. which covers 100 days 
fnllowing a J-day hospilali7.aiiof'l, 

.. 	 Final!;. this reaHcicatior. is onl) one par: of u comprehensive borne health care package 
dc:dg.ned to reibrrp the payment system and reduce fraud and abuse. For example: 

i 
·\\'c reouce sp,cnding, on homt' health oy $! 5 billion over five years and $20 billion 
ovcr six years . 

• \\'c close loopholes thaI have allowed home health agencies to defraud the Medicare 
progmm. 

, 
-AnJ w~ modfmizc the paymenl systen: by moving iO a prospective payment system in 
:!ooo. \ 

, , 

," 



EXPLAIN HOME HEALTH TRANSFER 


QUESTION 

Can )ou explain you~ home health benefit tran::fcr proposal? 

ANSWER 

~ This proposal is ~ot part of {he S 1 00 billion in S-rear Medicare savings. It is budget neutral. 

., 

, 
\),,'\.' rrnr.,lSC Hl n::::aore the home health benefit under Part A 10 a limited "posI-hospital" benefit 
.:lOO fclur:l other home health ,ServIces. to Part B: 

-Under this proposal. the firs! 100 visits following a three-~day hospi!al stay would be paid 
un!..!:.:; Pan A: with aU subsequent visits paid under Part 8 . 

•For ocn<.:iiciarics who do not have il prior hospital stay. all home health \'isi~s would be paid 
UlH.!":r Pari B} 

, 
" • 	 ThIS is I.'t'osislcr:! wtlh the original di\'lSioll of services under Pans A and B of Medicare., 

I 

~ 	 It ::\:;{l i~ c,\:) .... lsl~n! \d1h the post hospital S;-";F bendiL which covers 100 days folloWing a 3·day 
bllSpil;\!i:;';J:til){i, , 

, 
" 	 Tlti.s i ... a mainstrtam proposal that has enjoyed bipartisan suppOrt. House Republicans voted to; 

nu\\',-' hom*.: h~'ahh vis.its beyond a certain limillo Part B on IWO separate occasions during the las.t 
~.I,jgc: J.:b;Jtc, In addilion. the so~caHed Blue Dog coalllion has proposed to return extended 
jwm<: fleall!: "isit!> to Part B. 

" 	 lkOt.'llcio.ries would continue 10 nOI pay coinsurance or deductiblc$ when using any home bealth 
'l'(\·le,.':;. til addition. the Pan B prcll)ium will nOl be increased to reflect increased home health 
ep;;!;;. 

" 	 Filial!:-. this proposal is part of a broader home health reConn plan that will reduce the delicit by 
S1:' biJlH)1l o\'er:; years by limiting currenl home bealth paymenis and then crctHing a new 
prospcct!\'C P;\YTCtlt system 10: home hcalth. It also curbs payment loopholes and other fraud a:1d \ 
abuse in lhl' Iwmc health hcncfl! r 

I 	 ' 

, 
KEY I\,FORMXFION 

Tbi.. rfnposal is ('on:~iSlt'nt with the origin~1 inh.'ril of Medicare Part A: 



.. 	 Part A was originally designed 10 pay for short-term. post~acute carc services, 

.. 	 OBR.4 80 removed the 3-day hospitaJ slay requirement and IOO·visit limits. which caused 

Ut:!iZ3IIO:1 to explode and 1urned home health into an unlimited chronic care benefit. 

.. 	 Redefining. home health rcco)!:nizes the changing nature of the benefit: 

.. 	 fl.1ore and more beneficiaries have come to accept and prefer home care to insti:.utional can:. As 
a result, the home health benefit has really become two benefits: one for post-acute care needs 
and Ont.' for chronic care needs. 

.. 	 FioaflCt:1g post-acute home visits from Part A a:1d chronic care visits from Part B·recognizes the 

{ranSfonn;Hi<m of the home health benefit. and makes it consistent with the original Structure of, 
tilt.' ~1C'cicar(' program. 

I 
• 	 Our home health proposal protects the III trust fund: 

• 	 SilK"" the OBRA 80 change, Part A finances about 99 percent of aU home health .care. regardJels, , 
,.If \\ h;:ther the vlsi! is post-acute or long·tcnn_ Part A can no longer financially support the 
L'.xplnSI\'C grO\\1/1 in long-!crm hom;: health Cilrc, 

SA V!NGS _. in millions 
i 

FY 1998 	 FY 1~98 • 2002 

P;ln ,,\ ·SI4.410 ·S8L960 

!'an B Sl4AIO $81.960 

r.. kJica:<.' En;;::: SO SO 


ADf)[TIONAL INF,ORMATION: 

.. 	 l :ndcr t~;js proposal!. fiscal intcnnediaric-s (Fls) would continue 10 process home health claims and 
dl,.'(l,.'rn1lfl-: which visits arc paid undet Part A versus Pan B. In the first year. HCFA would pro\'!dc 
glliJ;mn: on It) Fls on how to make, these delc-rminations. After the first year. when settled cost 
f-:pon::. aT': ,)\-ailahlc, Fls ....,.ilt make thes;: determinalions themselves_. 



TRUST FUND EFFECT WITHOUT HOME HEALTH SHIFT 


Hov..- far iolO thc future \\'Quld your plan extend the Trust Fund if the Home Heahh Transfer proposal 

was not included? 


ANSWER: 

, 
• 	 II would ester.d so~vcncy for a year and II half. ThaI \\'Duld move us into late 2002 from the current 

estimatl.' of carly 10tit As you can see. removing that proposal has a severe impact on our ability 10 

eX1I:':nd the trusl fund for tcn years. While some may cal! the proposal a gimmick, I would make twt) 

points in Ihat n:gar'ct: 

II> 	 \\\; vicw this as a sound proposal. based on the "olion that those visits that aTC not closely 

conn-.:ctcd to a hospital slay. morc naturally belong b Pan B; 

,. 	 Second. by m~\'ing this ponio~ of home heahh to Part e. where it rightly belongs. we can meet 

our goal oflru~t fund solvency, withour resorting to extreme cuts to either providers or ' 
h.:ne:i.:iaries. ;ro extend th..: life oftne trust fund until 2007 without this policy. much deeper, 
(UIS in paYllll.:JPS 10 hos.pitals. managed can: plans and nursing homes would be required. 

b===~~~====~"=='~-==-===-==~~===-~, 
I 

KEY INFORMATION: 
! , 	 , 

• 	 The rl.:JSOn Ihat !h~' home bcnl!h shirt proposal appears to have such a dispropoftionate effect on trusl 
fund $'3ln.'nc\ is 1~\'or(lJd:, I 

.. !t takl..'s;;1 signllicalll lc\el of savings to begm l{) move back lhe insolvency date, Once that le\'ei, 
has ht'l.:n achic\·cd. lhen additional savings wiH han: a more noticeable effect- In other \\'ords, 
after you gel o\'er that initial hump, you get morc hang for the buck. 	 ; 

.. 	 While thc to!a} livcwyear s3\'ings from she Pan A pto,-'ider savings proposals is comparable to the 

(i\'("'·Yl..'iH sadngs ror the home health shift the savings streams are different. The provider 
savings pr0posals grow significantly over thc budgel window, from $5 billion in FY :998 to $15 
bitlion in FY 2002, The Home Health Shift grows from S12 billion to $15 billion over the $~C 
pnlod. The Home Health Shift starts at J highf.'r level of savings, which is imponant because the 
ear!i~r you adpress the truSI (und imhalancc. the more effective a given level ofsavings will be. 

i 
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, 

CBOjLETTER TO ARCHER ON HI TRUST FUND 
, 

QUESTION: 
II 	 I 

:CBO ba..<; sem me this letter (attached) iayint; out 3 Illustrative scenanO$ for preserving a posltivc end-of· 
year balaJ".ce ir. the Hf~rust fund through ::007 The 5-year Medicare cuts illus!raled under these ' . 	 , 
scenariOS range from ~72: bU~or_lO S)OO biliio:), None of these involve a home health trar.sfer. 

In ligh: afthis an(llysl~. shouldn't you c:op the horne health transfer gimmick and concentrate on real. 


policies to preserve the Part A trust fund? 


ANSWER: 

~ 	 The (BO Dno.:ysls prove:; perfectly O;jr po:n! that without our home health proposaL extremely 


sc\'cn: 1-.h:dtf.'an: srcnding cuts \-"Quld be rcqu:red to extend the Pan A trust fund into 2007 


" 	 Don'1 he di~trac!d hy tbe "3 sce!larios" .. they are all quite similar. The rr.ain difference is the 

dcgn~-: 1(1 wtw::h cuts are hack lo.aded. 


" S(;.:nano ! sh'ows $103 billion in 5-\'car cuts and $458 b!llion in lO year >cuts., . 	 . 

• Sccnari\1 :2 ;;h1owf., S88 billion ;n 5-yca: ~uts and $468 billinn in 10 year cuts. 

- Sc.:nJr;0 3 sh1o\\'s S72 billion in 5-year cuts and $475 billion in 10 year cuts_ 
I 

I 


.. under allY o(ih~sJ scenarios, the Pan A tuts required to maintain a nnsitive Trust Fund balance Into . ! 	 J'~, 

2007 In: almost twire as deep as the budget cutS "ve propose. 	 ' 

.. 	 Our Part /\ saving?, 11.'<1\'ir.g aside the home health transfer. are only $245 bihon over 10 year V$.: 

$-160-,n5 billion. ifnore, with the home health transfer. our Par: /\ savings are $448 billion over 1,0 


YC3rs! 

, 

It.. Put ~n01her \\a:-. i~ the lOtn year, cnder an~ of the CBO scenarios, Part A spending wou:d have to 

:: be Clit more than 3'3% below baseline. We propose a CUI of 14'% below baseline in the 10th vear .. 

I 
I 

;; ~ 	 One-e ag:1in. our h?mc health polley is not a gimmick. We propose real reforms to rein i:I the COS! of 
this bem:nc BUl '\'C a:so insist on moving out of Part A that part of the benefil that belongs:n Part 
H. 	 ' 

II., 
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.)..-no E. O'Neill 
Director 

houary 29,199'7 
" .',. / 

-- -- ---- - -",-c::-----;!l!Y-i 
Honorable Bill Archer 
Chaitul!rn 
Committ.ee O!l Waysand,Mcan.s 
U.s. Ho,,",e of Repres=tsrives 
Washingtol1. D.C 20515 

7671 

CBO bas rc:cer:eci numerous requests from Members and Committees asking, '1{ow large 
=:.;-e. the policy changes n.teded to preserve the Hospital lnsurao.ce (Hi) truSt fund'!" The 
ansv.cr to trus question depends ou the desired ievel oftr'US't fund balances, the time period 
over wmch the po~cy changes are measured, and the specific policks prnpoSl'ltl. As.=ul~ 
th., question his no 1J1'!.ique ans~ver, 

The attached mem:onmdwn desrnbes three scenarios that could preserve a pos-ltIve 
eod-of-ye;lr b.'"lllCC in the HJ trust funrl through 2007. 'These sc.:oarios are only iJlll$trlllive; 
they are nOl based on specific policies. Instead, the scenarios are intended to illustrate the 
magnitude of tile r;:quired reductions. f~matiDg the effect ofany given proposal on the HJ 
truSt fund would t~quHe an assessment of the underlying policies. 

I 

We hope that you lviu find !his information usefuL Please contact me ifwe can be of further 
assistance. 'The CBO staff contact is Tom Bradley. 

I 

Enclosure 
I 
; 1# ' 

ee: 	 Honorable Charles B. Rangel 
Ranking Minority Member 

r 
Identical letter sent to Honorable \\'Illiam V. Roth, Jr, 

http:lnsurao.ce
http:Committ.ee


January 29. 1997 

rLLUSTRAnVE CALCULAnONS OF 
POLICY CH.-\);GES REQUIRED , 
TO EX11:i'<1) THE LiFE OF THE 

MEDICARE HOSPITAL fNSURA..NCE TRUST Flp.'m 

in fiscal yeors 1995 anc 1996, outlays froin the Medicare Hospi1sllnsur:mcc (HI) Trust fund 
exceeded i.ncom~. resutting in a decline in the trust fund's ba..lance. This balance stood at 
SI25 biJlion at the end of 1996, The Congressional Budget Office (CBO) projects that. under 
=11.w, HI outlays will continue to outpace mcome, and the trus1 fund will be exhausted 
in 200 L 

COO projects that HI outlays will exceed p')7~11 taxes and other receipts by $10 billion in 
1997 and by growing amounts mereafter, By 2007. outlays will exceed receipts by S130 
billion. unJ the trust fund will have a oegative balance of $556 billion, Cumulative 
uoniInerest outlays, &om the depiction of the trust fund in 2001 through 2007, are expected 
to exceed noninterest receipt.<; by oearly S500 biJlioo. In addino", the projections include 
interest CQStS incurred afkr the trust fWld is depleted (see Table I), 

Avoiding depletion ofthe HI tru.<:t fund riming :he coming decade will require a substantial 
slo"ing in the grov.ib of outlays, • large rise in payroll taxes or other receipts, or a 
e<>rnbination of lowa-than-projectrd outlays and higher receipts. CBO has received a 
number ofrequ~ for the minimum cbange in outlays or revenues required to preserve a 
positive balance in Ibe HI trust fund. 

, , , 
This memoran~ pres<:ms three sceruuioo that preserve a positive trust fimd balance' 
through 2007 by malcing • constaot percentage-point reduction in the annual rate of growth' 
ofoutlays tultil the gap between outlay. and m:e!pts is closed: 

• 	 Under scJ.no I, the rat<: of grov.1h ofoutlays j. reduced by 4.3 percmtage points in' 
each year peginnlng in 1998 (from 7.7 percent a year in the baseline over the 1998-, 

2007 peri¥ to 3.4 peroent); , 

Under slano 2, the reduction is delayed Wltil 1999, and the rate of growth of 
outlays j$lrcduced bv ).3 pcrcc;ruage puiots: ,1

" 	 ' 

Under sJn.no 3, the reduction is delayed until 2000, and the rate of growth of 
outlays is 'reduced by 7,0 percentage points. 

I 

" 



In comparison. a similar result could be achie\-'ej by inCteasing the HI payroll ta,.x rate. from 
2,9 percent (or employers:wd et.nployccs. combined, to about J,S percent starti!1g in 1998. 
The figure shows the ""'tUS oi the HospiuJ lmuran", Trust Fund under the CBO baseline and 
the three ahernative scenarios, The data u:::dcriying the figt:TC are prese:J.ted in Table ;,!, 

These scena...-ios demonstrate severa.! lm;>Or".3nt points: ' 

• Over S450 billion in cumuhtive policy changes are needed oV"," the ne.xt 10 yea..,; to 
keep the HI trust fund from being exhausted before the ""d of2oo7. The reduction in 
nOninter.s! outlays over the 1998-2007 period is $458 billion in scenario I, $468 
billion in s~ario 2, and $475 billion in scenario 3. 

• The amount of sa:vings needed over the next 5 years dOJl'!Ilds on the spccilic policies 
under co:lSide1'atiOQ, Over the J998-2002 period. the reduction in noninterest outlays 
is $103 billi"" in scenario I. $88 billion in scenario 2, aod 572 billion in scenario 3. 

The smalla are the reductions iD years I-5. the larger must be the reductions in yea.."'S 
6-10. 

• lill three ~os involve a 3Ubstantiai reduction in the rate of growth ofHl outlays 
ova the 199&-2007 period. Under =rio I. the average annual rate ofgrowth of 
oo:Jays wo\lld be reduced by [nore tbJm half(from 7.7 percent in the baseline to 3.4 
p=t). Ir: scena:rios 2 and 3. outlays would grow at an .VenIge nrte of only 2.6 " 
percent. ., 

•
. i 

. I 
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HOW DOES ¥OlJR HOME HEALTH PROPOSAL REFLECT PRE· 

1980 POLICY? 


QUESTION: 

\rhy do yOU sa'" that the home health transfer reslores pn:~ t980 policy? Part B expenses used [0 be. - . , 
includ~d in the Pa:1 13 premium. bUi you arC recommending these expenses be excluded from the Part 
13 prl'mium. 

, 

ANSWER: 
, 

~ 	 O'JT proposal 10 reaJlocale sam\! of the home health fH1ancing to Part B restores the post-aclUe 
nln.' /illlUr:.' (~r l'ar{ A and. in this \\·ay.is consisicrH wilh the original t-.kdicare law. 

I 
• 	 PJn:\ ins'Jranc;: (fln3.:1ced 0:.' the H! Trus1 Fund) was designed to cover hospitalizations and 

short-term. recupcralivc, pm,t·acu!c care in Ihc home or in Other facilities. 

• 	 This is reflecteo in the division of home health services thai existed p~ior to the OHRA 1980 
n:f,lm:s. 

Lntil 0BR.-\ 1980. the Pan A portion of lhe home health benefit ,vas limited to onl), 100 visits p~r 
Y\.·;.jL ;md cDutd (1nly be provided aftl!r a hospital stay of) days or more, The Part B portion 
financ..:J :.in additional! 00 home health \'isils after the P.1rt A benefit was exhausted . 

• ' 	 Lnder our Prop0s9L the firsl 100 visit:; followi!1g n three-day hospital stay would be reimbursed 
under Pan A. AlljO'lher visits. including tho;>!.: not foHawing hospitalization, would be reimbursec 
undL'r Pan B, I 

• 	 11 1:-' trw thar the Administration does oot propnse to allow an increase in the Part B premium dul.: 
{(\ an fI!Jlk;r;;;:llion :ofhomc health c·.;penduHrcs 


I 


• 	 Th\,.' Administrati6n is committed to rcfomling Medicare without increasing beneficiaries" out·of.. 

• 	 ThL' :\d:nil1!s!ra1ion is concerned ahout the impact that higher beneficiary out .. of~pockct expenses 
\H)uk! hav\,.' on poorer Medicare heneficiaries Currcntly, Medicare beneficiaries spend an average 
of S:::.605 on oUl~of·pocket health eX!1L'ndilures: this. accounts for 18% of family income for 
~kdicarc ncneflciaries. Poorer beneficiaries: spend a greater proportion of their incomes. 

I 
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Il\1POSING PREMIUM ON PART B HOME HEALTH 


QUESTION 

Why <lren'1 you going to charge:\ premium or coinsurance for home health spending Iha: is transferred 

to Part B? 

ANSWER: 

.- ' 	The cornerstone of the President" s Medicare plan is our commitment to protecting beneficiaries nom 
Un:1CCC5sar:- incr~Jses 10 their out-of-podet health expenses, 

! 
• 	 Contrary to popular opiniop.. most Medicare beneficieries have modest incomes. About 75 percenl 

ofbencfi{'Jaries hhvc annual incomes 0(525,000 or less. and nearly 12 percent have incomes below 
thl.' federal p(H'cny !evel. , 

I 

-ElderlY Americans already spend about 18 percent of their income on out-of·pocket health care 
Co:;iS" more 'than two·at'ld-onc-ha!ftimes what the non-elderty pay. 

I 	 . 

I. 
• 	 lmposinl,; cO:!1},ur,ancc or pn:nmm1s on )hH1'h.' health services financed under Panl3 would 

,lLh,t.antially l(1w~r Ihe s1<i;'!dJ.rd of b\"ing for the majority oltvfedicare beneficiaries, It would be 
<specially dev,;!swdni; for our I[)west~income beneficiaries, who tend to rely heavily on home heahh , 

KEY I~FOR'vIATION: 
I 

~ 	 19lJ:; HCFA data shov.' thaI bencJiciJrics with 3 or more limita .ions in Activities of Daily Living 
tAlKs) h:n'e a higher numhcr ofhonv..' hl.!Jlth visits during the year. As these beneficiaries lend II) 

be more frail and have less income. they \\ould he most vulnerable to additional oUl-of-pockel costs 
tOf homc health, 

... 	 The avewge number of VIsilS for ali users was 55, whereas the number of visits for beneficiaries 

\\ith 3 Of more J\DLs was 91\; in addition. a greater percentage of beneficiaries with 3 Or more 
ADls us:: 109 or mor..: yj"ib in il y.... ar compared to all home health users. 
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INCREASE IN HOME HEALTH TRANSFER SAVINGS 


QCESTION: 

Why is the amount of money moved by your home health transfer higher than lasl year? 

ANSWER: 

OUf policy has not!changed. Hov.'eveL scoring of this policy has been updated, ,," I 

: I> , ,Sinc(' iast \Car. (1·...I'f actuaries have obtained bener data on who uses home heahh care and for bow 
lone. \\'lIh this new data. the actuaries have developed a more reliable estimate ofhO\v mucb home 
hCJilh care will beiEnanced in I'an B under au( refonn proposal. ' 

I 

.. 	 Last ~'~ur" thl' JClUaries l)st,;d )993 Medicare bencficiarv survev data·· \vh:ch includes on I\' a . , " " " 

san'!ph! of Ifh: ~\:1cdicar(' population -- as the basis for tts home health reform estimate. 

.. 	 ThIS year. :he actuaries used! 994 and 1995 claims data u which includes the entire popuia)on -­

as Inc 03SlS for Its home health reform es:imatc. 

• 	 ThiS rh..'W d:ltJ shows that (:ompared to what we estimated las! year. a greater percentagc of 

hcndlc:dril':' U$("" more ihon 100 visits in a given yeac Sincc our proposal would finance these 
\'bit~ unJ<.."r P;.U1 B, this new data increased our estimate of its effect on Part A 

I, 
I 

KEY INFORMATION: 

• 	 Anoih.:r f3chlr af~ccting lhc estimaled amount of home health financed in Part B is percentage of 
bcncflciarks using more than i 00 ~'islls per year. The following table shows thal between 1991 and 
J994. the Ix.·rc~l:tagc of benefic:ancs using 100 or more visits in a given year grev,,' from 1J pertcnt 
to :;0 pcrc~·:li. 

Visits li:;cJ 1991 1992 1994 

I-SO i 74.2% 6~L4()/;' 64A% 

51-100 12,8% 1l7% 14.8% 

IOJ·{ ~O , 5.0Q/o ., !%;. . 6.9% 


lSI-cOO 4.1%, 4AoA.. 4.:;°/0 


100" ),9% (1,4°in , fl.?"/n 



, 
WHY IS 25% PREMIUM AN EXTENSION OF CURRENT LAW?, 

QUESTION: I 

Last year Republicans proposed c:'t\tcnding the then-cunent law Part B pn:mium. set at 31.5% of 
, program coStS, and ):ou criticized thai as a bC:1c1iciary cut Now you propose extending the currenl­
ia\\ 25% premium ~lc and it's not a CuL Wb' is that?I 	 . 

ANSWER: 

• 	 In 1984. the Pa:1 B premium was established at 25 percent of Pan B program costs. Since thai 

time, this policy. has been maintained through extensions in various budget bills, 


.. 	 Up umil 19'1(1, the law required the premium [0 be set at a level to cover 25 percent of program 

costs. HeFA'$ actuaries then d~lerrnined thai dollar amount. 


• 	 In OBRA qO. Congress \\TOh: into law dolla: amounts based on CBO's projeciions of 25 perccnl 


p~emiums for 1991-1995. 

,I 

• 	 Part B program 'gro\~1h during chat period was slower than expected. As a result. the premium for 

1995 actually re'presented 31.5% of program costs. 


, 
• 	 Extending th~ 3'1,) percent policy -- the n.:suli of an estimating error -- into the futurc \\ould have 


;mpos..:d a Iin;.u{ciai burdcn 01': bt:ndlciarics, Thoi is why thai policy would have ht:cn a cut 


• 	 Fortunately. thJt did not happen. and the Pan B premium in 1996 and 1997 returned to levels that 

renett 25 percent of program costs. 


i 
• 	 We tblnk this iJ a reasonable share for bcncliciaries to pay and now propose !O make the polley 

pemlancnl. I !I 



I!\COME-HELATED I'ART B PREMIuM 


iiQ(]ESTION: 

\Vh\' isn't there a meanS-h.::siCC Pan !3 premium? In tbe past, the Presidem supportc-d a means.-tested 

pre.:nlUm, ~ el there isn;t one in the FY 1997 budget. Why not? • 


ANSWER: 

.. 	 The Presidenl is commiHcd to protecting beneficiaries from unnecessary increased OUlMofwpo<:ket 
costs, The proposdllO permanently extend the: Part B premium to cover 25 percent of costs would 
continue the plemi~m policy for the lasl decade. Congress began the 25 percent premium in TEFRA, 
though it has \'aric9 somewhat since then, , 

"' 	 Thret' years ago. (~e Administration supported a mcans~les(ed Part B Premium in the context of 
o\'('rall h....ahh cJn:'n:rorm, In (hat plan, the President proposed to expand Medicare beneflts, 
indudin!; pro\,idink coverage fo!" prescription drugs and long term care, The income-related increase 
in the Part n premium would have helped to offset the additional benefits_ 

I, 
• 	 :\lthou~h we >irt! n~{ proposing one this year. the President has indictilcd his willing.ness to discuss 

this iSSl11.: ~n tht' CO()lt:'Xl ufbipal1isan discussions on a balanced budget. , 
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WHY AREN'T THERE MORE INCENTIVES fOR 

BENEFICIARIES TO BE COST CONSCIOUS? 


QUESTION: 

Senator Loti has si.lJd:~our budget doesn't ask enough ofbenefidarics. Why don't you ask 
$cmors W pay mor..::? 

ANSWER: 

• 	 Fns: it's imp0f13!~: to rememocr that our senior citizens are not. by and large, a wealthy 
grour_ Thrcc-qu~rters of tli~t,enciarjes earn less than $25,000 a year; eJdeTty women on 
r-.h.'djca~c hun: :m JVt:r3gl.' an:1ual income of less than $\3.000. Plus. we know that seniors 
spl.'nd an an:rag.t:;of21 '}Q of their income on health care costs (~omparcd with 8% for those 
under 0)). ,, 

• 	 Second. w;,: do a~k ocm'liciarics \0 contnbutc, By keeping the Part B premium at 25% of 
C(lsiS Wt' produ{'\ S I {) billion in s<H'lngs over 5 years and $ J 7.7 billion over 6 years, , 

• 	 Th;.: Pn:sid.:nl ha~, said h~ is willing to discuss an income-related premium for uptJcr­
inCnnll' f'lI:r:dicia'rks. But We mo:;\ b~' careful not 10 create an incentive lor rhos!! seniors to, 
drnn (lui cd Part B. , 	 I 


I 




WHAT IS THE STATUS OF THE QUALITY CO;\1MISSION? 


QlJESTlO~ 

• 
\':'h31 is the SlaWs of the- President's Advisory Commission on Consumer Prolection and 
Q'Jolity ir. the Health Care Industry; ! thought he was going to make appointments by the , 
i'\o\'cmhcr elections_ ' 

ANSWER 

• 	 I U!!1 J (\)-chair of the Commission. along with the Secretary of Labor. We arC' working 
\\';lh the Whill' House to f:nalizc decisions about the members of the' Commission. We' 
ha~·1.' JlJpn:i..'I:Jll.'d especially the n:cornmendations from the Congress, 

• 	 I expect tllI.:n.: will he M annOU:l(;cmen: on Ihc Comm:sslo:l '$ appointment in the nCUf 

fuwre 
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WHY ARE YOU OPPOSED TO ADVISORY OPINIONS'! 


w==~=""'=';===;====;=="~~=======i' 

QUESTION: 

Hov,' can you propos~ repeal of the recently-enacted advisory opinion requiremenl \;:hen your 

department STILL. aFter all these years. has not published regulations on the so-called Stark II 

kgislation ;1fohibilin,g so-call physician self-referrals? . 


ANSWER: 

,. 	 Tht' Advisory opinion requirements addresses, among other issues, the applicability of the anti­

kickhac~ law which is an intenl»based provision. 


Loder HI PP1\, indi\ iduals can submit s;Jecific requests 10 HHS as to whether certain business 
ilrrangcmcnl:-, mayor may not bl! considered to violate the anti-kickback la.... s. Because it IS 
di fticuh. if nol impossibh:. to dctcnnine intent based on sucn a request. we believe thai tht HI PPA 
pflwision is impractkal. Our responses to requests will not he satisfactory to the sender since we 
will hI.' unable 10 address the inlent of the fequeslcT. 

l 
• 	 :\s.iO Ihe Stark IJ ?~(1\'isions, the development of these regulations has been a d:fiicult task for 


I!CFr\, Tbe lh.,,·c;oprnenl orlhC" n:g~lation has been competed and it is now in clcarance \\ ithin 

:11\, Adm!l\i"tratlt'm, \\'l' would anticipate its publication by late spring. 


I 

~ 	 ThL"n.: ::In: .\ nUmbL"f or reasons for the deJay. Unfortunately, there was no expenise in the agency 
m n:~;.)rJ It' th",' ihlrica!C' fmancial 3rrang:;ments that are the subject of the regulation. Staff had to 
d\·,j"f'lh::-: C'xpJrtise through cnnsul!a~ions \Vi~h professional organi7.a!ions and legal experts, , 

• 	 Thi.' proce:;s was :further compli(:alcd by the rael that the health care marketplace was rapidly 
,;\'olvi:lg whili.' the regulation was being developed, Given the potential for a tlawed regulation to 
c.:msl!" unn\!ct.'!-.sa~' disruption in t~e health care sector, .....e thought caution was \varramed. 

• 	 ThJt hcing. said. ~..'e ha ...e ttied as Ihe regulation was being developed to address questions from the 
indu:;try ir, n:gard to our inlerpn:wlion of areas of the law that are nol straightforward. F...1r 
c:\;:mlpk .- qut.'slions were raised about \~hc!her screening mammography services were included 
under the ddrn!lion of designaled health services as a radiological service. We have informed 
imcrestcd panics that given Ih,,' statuIQry limits on the use of screening mammography services, 
we did n'Ol C'()nsi~cr that the rderral ror these services poses a risk of abuse. Similarly. we have 
i:'Jlonned phYSicians that the provision of use of lithmritor services to treat kidney stones docs not :1 

post: :.t risk of ah~sc .. 

-,. II 
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TOTAL >vlEOICAID SA VI~GS 


QUESTION: 

What arc the 10t~1 savings in Medicaid and how does the President's Medicaid legishdve package 
achieve its savings? 

ANSWER: 

.. 	 The Pn:sidcnt's plan saves approximately $9 biHion nct of new investments over fivc 

years. 


" 	 TOI3.! s<I\'ings arc about S22 billion over five years, 

Roug.hly (wo-thirds of the savings comes from a reduction in Disproponionatc Share 
Hospita-ls (DSH) payments ilnd roughly onc~third from the- per capita cap. 

I 

i • in addltiop. the President's p!an invests $13 billion in improvements to Medicaid. 
, including ,health initiatives to expand coverage for children. changes to last year's welfare 

reform la~l,'. and new policies to help people with disabilities return to work 

II 

• 




MEDICAID GROWTH RATES 


QUESTION: 

Last year you criticized the Republicans for constraining the aggregate grov.'th rate in Medicai'd to 
5 percent per year. Now you are proposing approximately 6.5 percent growth. Isn't that 
hypocritical on the part of the Administration? '\ 

ANSWER: 

~ 	 When the Republican block grant proposed a 5 percent growth rate, predictions of future 
growth:in Medicaid were higher than they are now. 

... 	 We arei proposing a gro\V(h rate for Medicaid that we think is realistic in view of the 
growth;in private sector health costs. the reduced growth rate in Medicaid itself over the 
last year, and our and CIlO's projections of the Medicaid baseline over the next decade. 
With t~e decline of the Medicaid baseline, we can maintain services with lower growth, 

I 

I 


.. 	 The goal of the per c'apita cap policy is twofold: 
I 

• 	 First. we can constrain Medicaid to an appropriate growth rate. 

.. 	 Second and more important. the per capita cap policy' imposes fiscal discipline in 
'Medicaid, If costs increase more dramatically in the future, we will have a policy 
~that automatically protects States that want or need to expand the number of 
;etigibles, but at the same time keeps costs down .. 

4 




GROWTH INDEX FOR THE PER CAPITA SPENDING LIMIT 


QUESTION: 

How much does the per capita cap save and what is the pet capita growth index? ,, 
IANSWER: I , 

'" 	 The PreSident's Medicaid budget proposes net savings of $9 billion over the 5 year 
budget period -- this is less than 2 percent below the baseline spending projected 
for this period, 

'" 	 This wili indude savings of $22 billion from a combination of the per 
capita cap proposal and a reduction to disproportionate shore hospital (DSH) 
payments -- roughly one-third from the per capita cap and two-thirds from 
DSH. The Budget proposes $!3 billion in new spending in Medicaid 
primarily for children and to restore reductions to iega\ immigrants that 
were included last year's welfare reform btu. 

.. In the p~licy we proposed last year. the per capita cap growth index was based on 
the nom,ina! GOP - index of the change in the gross domestic product. We are 

, currently examining the index and will be refining our proposal in close 
consuha~ion with the Congress, 

5 




I 
DO,ES THE PER CAPITA CAP LOCK IN INEQUITIES? 

I , 

QUESTION, Does per capita cap lock in inequities? 

ANSWER, 

.. 	 It is not the goal of the per capita cap to address the differences that have evolved 
over tibe among States in per capita sp~nding, The goal of the per capita cap is to 
ensurc!that Medicaid has "fiscal discipline" by limiting per capita growth in the 
states'~ program to reasonable rates, 

.. 	 Having said this. the per capita cap creates an incentive for greater efficiency. The 
per capita cap grov.rth rates: are ap-plied equally to all states. 

• 	 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 
~lhey do now to keep spending growth within the limits, 
I 

.. , The p~r capita tap does not address variation in base year spending due to 
decisions States have made historically about the overall generosity of their 
Medic~id programs. For example, some states have decided to cover many 
optional benefits, while others cover very few. 

• 	 'For 3 decades. low spending states have dedi ned 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 possihle these low spending States, now faced with a per capita cap, 
IwiH decide to dramatically exp~d their Medicaid programs and the share of ; 
ithe State budget they devote to Medicaid; but we don't think this is very 

,llikely_ 

l(Continued on the foUQwing page) 
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DSH CUTS - IMPACT ON STATES 


QUESTION: 
, 

What is the President's policy on disproportionate share hospital (DSH) payments and what 

impact will it h~ve On States? HO\v are DSH payments retargeted? How much savings will be 

achieved through a rcd~ction in DSH payments? 


. ANSWER: 

• 	 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 closely target those hospitals providing the majority of 
uncompensated care, and will provide for reaHocation of DSH funding to 
safety net providers that offer outpatient care. 

• 	 States \vill have 50me discretion to target a portion of their DSH funds to 
those pro\'iders and facilities most in need. 

• 	 AI! Stales will c.'i.perience cuts in DSH funding. 

'" 	 The President" s Medicaid savings plan is made up of $22 billion in Medieaid 
*wings. of 'which roughly 213 is DSH savings and 1/3 is savings from the per 
~al1ha cap policy. With olher legislative proposals. final savings derived from the 
Administration·:; t'.kdicnid package will net $9 billion. 

= 

I I 




MEDICAID FOR IMMIGRANTS 


QUESTION: . 

The Welfare Refonn bill just enacted by Congress and signed by the President eliminated 
Medicaid coverage for newly arriving immigrants. \Vhy are you proposing to allow States 
10 cover disabl'ed immigrants and children under Medicaid? 

ANSWER: 

Ii> When ~c signed the welfare reform bill, the President expressed his grave 
rescrvalions about provisions of the bill that had nothing to do with the central goal 
.of movjng people from welfare to work. In particular, he opposed limitations on 
bencfil~ for legal immigrants and promised to develop legislation to address those 
concerns. 

• The be~efits restored in the President's budget are targetted toward those who 
cannot 'work, Disabled legal immigrants and legal immigrant children are the most 
vulo!!f~ble 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 is different. !t is impossible to predict 
or plan in advance to pay for medical care that an immigrant may need as a result 
of unexpected illness or injury after he or she has entered the country. 

• 	 Our bUdget proposals assist the most vulnerable groups of immigrants for whom 
I~ck' of access to medic! care may produce tong~tenn negative consequences. 

15 




, 
OUTREACH TO MEDICAID ELIGIBLE CHILDREN , 

QUESTION: 

How do you prbpose to 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 bf enrolled? 

ANSWER: 

• 	 We plan to 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 
withoudState suppon and we will rely extensively on State expertise and best 
practices regarding outreach erforts to Medicaid beneficiaries, 

I 

• 	 We want to minimize the burden on the states by building upon current activities . • 
• 	 Working with States, public and private entities. provider communities. 

found3t~Ons. elC. we intend to initiate a campaign to determine and eliminate 
barriers, to enrollment for the 3 million eligible children currently not participating 
in Medicaid. 

I 

• 	 We inl~nd to build upon existing partnerships with other Federal programs such as 
Hcadst~rt. \ViC_Department of Education programs. etc. to ensure families with 
eligiblc;chitdren arc a'\.VtlfC of Medicaid. 

• 	 We hope to enroll as many children as we can. Our current estimate is 1.6 
-million! , 

I 

IS 
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DOES.THE CAP PROPOSAL GIVE STATES ADEQUATE FLEXIBILITY? 


QUESTION: . 

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

Why do yOll 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 State flexibility to 
enable States ~o do what is necessary to live within the spending limits? 

ANSWER: ' 

,
• 	 The President's budget seeks to grant maximum flexibiHty to States to run the 

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

I 
,. We believe (hat the President's proposals for Medicaid reform go a long way in 

responi:Hng to the interests of the States, In particular. the President's plan 
i

addresses the top concerns of the Governors: 

• 	 !Repeal of the Boren Amendment regulating provider payments; 
I

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

• 	 ; Eligibility simplification and expansions without waivers; and 

• 	 Elimination 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 fot which the Medicaid 
program requires mandatory coverage are among the most vulnerable. and the 
mandatory services make up a core benefit package. 

k' 
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WHY NOT REPEAL REQUIREMENTS 

YOU WAIVE UNDER 1115 


QUESTION; 

I
Tne Admintstr~lion has waived many provisi9ns of Medicaid law to enable States to 
pursue the demonstration projects that you haH so loudly. However, you are unwilling to 
repeal or reviSi? these provisions of the law for other Stales. Isn't'this inconsistent? Wby 
should States nave to come to you to ask for permission to reform their Medicaid 
programs? ' 

ANSWER, 

The Medicaid statute imposes minimum requirements for State Medicaid programs. 

HeF A has tried 10 provide maximum flexibility to States under title XIX. However. 

specific repeal 'of provisions of certain requirements can only be done under section 1115 

authority, HeFA has prepared legislation to address many of the major areas in which 

Stales request I-vaivcrs, For instance: 
. 
• 	 Manag<;d can:--Proposed legislation addresses eliminating the 75125 enrollment 

compos;ition requirements (but retaining the Federal oversight of quality) and 
making' 19i5(bi freedom-of-choice waivers a State Plan option. These changes 
will rn~k.!..' i~ l.!<lsier for States to implement managed care without waivers. 

• 	 Expansions--Proposed legislation contains provisions under a per capita cap to 

enable ~tates to enroll individuals up to J50 percent of the FPL. 


I
I 
I • J'QHCs--Lcgislallon pfoposes to phase-out cost-based reimbursement. Instead. 

tafgetc~ funding would be established to provide continued viability of these safety 
net pr()~·idefs. Access standards would be maintained. 

I 
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NEW INITIATIVES FOR THE MIDDLE CLASS 
, AT THE EXPENSE OF THE POOR? 

QUESTION: 
, 

i Why did you d:ecide to use Medicaid savings to finance your initiatives for uninsured children 
and unemployed workers: 

I 

ANSWER: 

• 

i • Medicaid savings are used only to finance Medicaid investments. including restored 
, coverag'c lor legal immigrants \\;ho are disabled or children. and twelve month continuous 

eligibili,ty for children. 

II 
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HEAL THY WORKING FAMILIES· COMPARED TO LAST YEAR 


QUESTION: 

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

ANSWER: 

.. The pro~~am is very similar to last year's proposal. 
,I 

'" 	 It ~ill give grants to states to extend subsidies to workers who lose their 
jobs and health benefits. 

• 	 \Vo'rkers will be eligible for a full subsidy if their income is at or below 
WO percent of poverty. The subsidy will be phased out at 240 percent of, 	 . 
poverty.

I 
• 	 States will have flexibility in determining how to use funds to assure access , 	 . 


to a health insurance product, 
, 	 . 

II> lMr: have made a few changes: 

I 


- W~ have changed a few provisions to assure the portability rights 
est~tished in the Health Insurance Portability and Accountability Act are 
protected. 

- The structure of the program has been changed to assure cost containment. 
It is nQw a 4-ycar. capped demonstration program with a limited Joan fund 
to account for growth in demand within states. 

- The eligibility, coverage, and administration provisions in the proposal are 
essentially the same as those included in last year's proposal. 

I 




GRANTS VS. TAX SUBSIDIES 


QUESTION:, 

Senators Daschle, Kennedy and others have introduced multibillion tax credit and grant 
programs to pro~ide insurance to uninsured children. Isn'1 the Administration's approach an 
implicit rejectiori of these costly new federal entitlements proposed by Democrats in 
Congress?! ' , , 

ANSWER: 

.. 	 No, we believe our proposals are consistent with the goals of those in Congress who 
have intoduced legislation to expand insurance coverage for children. 

r 

to Nearly 	to mHIion children --one in seven--are uninsured in America today. That 
number lIM increased as employers have been reducing dependent coverage. Our goal 
must be t6 significantly reduce the number of uninsured children through practical. 
incremental reforms. We believe this problem requires a multi-faceted, bipartisan 
strategy that involves a pragmatic series of incremental steps by both federal and stale 
goverrunents, as well as the private sector, 

I 

.. 	 We want io build on the knowledge gained by nwnerOtlS states that have taken steps to 
help families who cannot afford to purchase insurance for their children, States have 
fO,nned ~erships with providers, insurers, philanthropic organizations and 
businesses to solve the problem ofuninsured children. These states have found that by 
localizing the problem of uninsurance, they can develop and reach achievable goals. 
Tbey have established strong provider networks. administrative efficiencies and strong 
outreach 10 their eligible (a:miHes. Through the success of these effons. other states are 
replicating pwgrams to insure children. 

.. 	 We believe ours is a good approach. There are other approaches that have merit as 
wclt We look forward to workjng with members of Congress in both parties to enact 
meaningful legislation this year, 

3 




, 

UNINSURED CHILDREN ELIGmLE FOR MEDICAID 

QUESTION: 

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

ANSWER:. 

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

Our goal is to enroll 1.6 million of these children by the end of year 2000. 

6 




PRESIDENT CLINTON'S CHILDREN'S HEALTH INITIATIVE 


QUESTION: 

The President has said he hopes to eover 5 million of the uninsured children in four years. 
How will you achieve that? 

, , 
ANSWER: I 

• 

The President's goal is based on sound understanding of the characteristics ofwrinsured 
chHdren, Since there is no single reason why a child is uninsured. no single solution 
effectively and efficien~y addresses this problem. Our proposal has three parts: 

Children Losing 'Employer,Based Insurance 

• 	 Workers Between Jobs. The President's proposal to help children whose parents lose 
their health insurance when they lose their job provides states with funds to help 
tcmporatily uninsured workers pay for continuing health insurance. 
(+ 700,000 kids by 2000), 

Children Above the Poverty Line 

• 	 State Partnership~Grants. States win receive $).75 billlon over the next five years to 
. develop i~ovarlve methods to insure children. 


(+ I million kids by 2000) 

I , 

Medicaid-Eligible Children 
I 

• 	 Medicaid .ContinuousEligibility. States will have the option ofproviding 12 months 
ofcontinuous Medicaid coverage to any child who becomes eligible for coverage 
during the year. 
(+ I million kids by 2000) 

• 	 Medicaid,Outreach. 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 
enroUed. ~ 

(+ 1.6 	million kids by 2000),, 



President Clinton's Children's Health Initiative - conl'd 


• 	 Adole.scent.s..age.L4.:.18. Current Jaw requires states to expand Medicaid coverage to 

poor children between the ages of !4 and 18.
, 
(+ 1 million kids by 2000), 

Summary: 

Workers Between,'Jobs O.7miUion 
Pnrtnership Grants I million 
Continuous Eligibility l million 
Medicaid Outreach 1.6 million 
Ado!escents (14-18) 1 million 
TOTAL Approximately 5 million 

I 
Other information; 

: These are the Depktment of Health and Human Services estimates. , 	 , ' 

! Illustrative estimates of potential coverage assume aU states and partners participate in,
i programs. Estimates do not account for overlap between target populations, 

L=.,'~~========~======-==-=-~ 
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http:Adole.scent.s..age.L4.:.18


, , 

MEMORANDUM 

February 12, 1997 

TO: Bruce Reed 

FR: Chris Jennings 

RE: Medicare premiums and structural reforms 

cc: Elena Kagan 

i 
Attached is a Medicare premium chart that illustrates our projections for Part B premiums 

under OUf current Medicare proposal as we1l as projections for premiums under our proposal and 
the Republican proposal during last year's budget debate, It 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 included in our premium calculations. 

As you will note, our current projections show that our Part B premium wlH be $63,80 in 
2002. about $11 ~ than current law (because it extends current law to maintain the Part B 
premium at 25 percent of program costs as we djd in the last two hUdgets). This premium is still 
aboul 525 il:Ji:i Ihan (he CBO projection of the vetoed Republican budget. 

In addition, these numbers show that including the borne 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 additiomll savings for including the home health expenditures in the Part B premium are 
projected (0 be $20 billion (no( $17 billion) over five years. None ofthis infonnmion is 
conceptuaHy new, but 1 thought that you might find it llseful to have ~t all in one place, 

Final1y~ [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 Medicare reform is as much 
about structural change as it is about achieving savings to extend the life of the Trust Fund. You 
and other principals might find it useful in discussions to make this point. 

I hope this infonnation is helpful. Please call me at 6w 556p with any questions. 
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The President's FY 1998 BUdget: 

Medicare Structural Reforms in the President's Budget 


,, 

i 

•

The President's Budget modernizes Medicare and brings if into tbe 21st century througb a 
number of major structura1 changes. 

FEE-FOR-SERVICE PAYMENT REFORM 

• 	 Building on tbe succe.1Js of prospective payment for inpatient hospital, the 
Presidentts Budget would move to' prospective payment systems for: 

• 	 Skilled nursing facilities (SNF). Driven primarily by increases in intensity of 
services, SNF is onc 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 costs (routine, ancillary, and capital), 

• 	 Home health services. Medicare's retrospective reimbursement rates do not help 
control volume. contributing to the increasjngly high expenditures in this area. 
The President's budget implements a prospectlve payment system in 1999, which 
pays home heruth agencies based on characteristics of the patients, not on how 
many services agencies provide. 

• 	 Hospital outpatient dep.rtments (OPDs). 

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

Addresses tbe current inequity in cojns~rancc for'hospital outpatient 
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 
stnce charges are significantly greater than Medicare's payment rates. 
beneficiaries pay nearly a 50~percent copayment for outpatient department 
services, as oppose to the 20-percent rate for other Part B services, The 
President's proposal assures that by 2007, coinsurance wil! be reduced to 
the Iradition.l 20-percentlevel. 



IMPLEMENT SUCCESSFUL PURCHASING APPROACHES 
, 

• 	 Adopts 'approaches to purchasing health cue 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 a demonstration that pays facilities a single flat fee to 
provide aH diagnostic and physician services associated with coronary artery 
bypass graft (CABG) surgery. Medicare has achieved an average of 12 percent 
savings for the CABG. This proposal would make the Hcenters or cxcellem:::e" it 
permanent part of Medicare expanding it to include heart procedures. knee 
surgery~ and hip replacement surgery. 

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

i 
• 	 Purchasing Through Global Payments. This enables the Secretary to 

selectively contract \'lith providers and suppliers to receive global payments for a 
package of services for a specific condition or need ofan individual. Providers 
would be selected on the basis of their ability to provide high quality services, to 
improve coordination ofcare, and to offer additional benefits. Beneficiaries 
would voluntarily elect on a monuHowmonth basis to participate in such an 
arrangement. 

• 	 Flexible ])urchasing Authority. This authorizes the Secretary to negotiate 
alternative administrative arrangements, excluding changes in quality standards or 
co-nditions of participation. with providers who agree to provide price discounts to 
Medicare. Savings from these arrangements could be given directly to the 
beneficiaries who use them. 

MANAGED CARE PAYMENT REFORMS 

The President's Budget would refonn the payment methodology for managed carc plans. 

• 	 Addresses flaws in payment methodology for managed care. The reforms will create 
a national floor to better assure that managed care products can be offered in lo'l.v payment 
areas, which nrc predominantly in rural communities. In addition. the proposal includes a 
blended payment methodology, which combined v",ith the national minimum floor, will 
reduce geographical variation in current payment rates. , 



• 	 Canoes out GME; {ME, and DSH payments from managed care. Eliminates medical 
e~ucation and disproportionate 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 centers. 

, 
• 	 Adjust~ payment rates to reduce Medicare's current Qverpayment of managed eare. 

Current~y. this overpayment exists because managed care enrotlees are typicaHy healthier 
than Medicare beneficiaries who remain in fee-for-service, This is a temporary 
adjustment until we implement 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 pJan options. The budget increases the number of plans 
~~ including Preferred Provider Organizations and Provider Sponsored Organiz.ations ~~ 
availab1e to seniors and people with disabilities, These options will meet strong quality 
standards and include consumer protections, The pJans would be required to compete on 
cost and' quality; not on the health status of enroilees. 

• 	 Replaces 50/50 rule witb quality measurement system. The Secretary, in consultation 
with consumers and the industry, will develop a system for quality meastlrcment. Once 
this system is in place, the current requirement that requires managed care plans to 
maintain a level of private enrollment at least equal to the public program enrollment wHl 
be eliminated, 

• 	 Provides beneficiaries wifh 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 ofInsurancc Commissioners to 
better standardize benefits. This proposal creates 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 appJes to apples comparison when 
evaluating their coverage options, 

• 	 Establishes an annual coordinated open enroUrncnt 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 undcnvritten by insurers for private supplemental insurance coverage. This should 
encourage more beneficiaries: to choose managed care plans because they would be 
assured that they could always go back to fee-for-service, 



, 
1. Deeper Cuts 

2. Home Health Transfer 

3. Managed Care Cuts. 

4. High-Income rJrcmium 

5. i\':edicarc Commission 

I. On'raJl Savings 

2. Per Capita Cap 

3. DSII 

4. Flexibility 

MEI)ICARE IS£!.LllS 

--Why do you say you have split the difterencc with Republicans? 

--How do you get from the $116 to $138? 


~~A gimmick, 

~-Not included in the Part B premium. 


--Reducing from 95% 10 90%. 

~~Gcographic disparity (rural areas). 


--Reports say you mc wming to con~idcr hiGh-income premium. 
--Will you move to lhi~ later'? 

--Do you plan to have one? 

--Aren't youjllst putting olTthe hnrd choices? 


MF.PlCAID ISSUES 

--Many (base DemsJLiberal glOupS) believe $22 bi1llotl too high, 

--Why extensive cuts when baseline has faUe:'} so much. 

--Others \von't think we go fllr cnough. Can squeeze more savings. 


-·Advocates and Govc:nors fcar index wilLbe further constrained 
in this or future year's budget talks. 

--Govcrnors believe it co be an unrunded man,jatc. 
~*Another formula fight 

--High vs. Low, 
--Policy vs. (lolitics. 

~~Govemors want a great deal. 

--Liberal basc opposes excessive flexibility. 

--Boren Amendment politics. 




COYF;RA(iE EXPANSION 

Workers In-Between Jobs, 

-- Defensible policy but so fhr, few strong advocates, 
I 
I 

Children's Coverage Options 

1, Our Policy 

2 .. Dcmocra.'s Policy 

3 . .RcpubHcan's Policy 

Health Care Quality 

1. 	Our Quality Initiatives 

~~ t\dministmtivc Icgi:dativeiregulatc-ry initiatives. 

2. HiIIlnttiatives 



MEMORANDUM 

TO: Interested Parties January 5, 1997 

FR: Gene S.. and Chris J. 

RE: Pear's NY TImes Article on Medicare PremiumsIHome Health Policy 

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 cafe policy. Our position, of course, is to not comment on any 
spccific item in the upcoming budget. However, the enclosed should help 
respond (0 general questions about the article and our home health care policy. 

We anticipate a number of press and Hill inquiries following-up 011 this article. 
Please review and provide any edits to Chris 1. by IO;()() am tomorrow morning. 



.DRAfT 

, TALKING POINTS ON NY TIMES' MEDlCAR~: I'REMltJM STORY 

,, 
(General: We do not comment on any clement of the budget before it is rclca'i<'tI by tbe 
PrcsidenL) 

PREMIUM INCREASES. It is no secret tbat tbe President reviews every Medicare 
option with a sensitivity to how proposals will affect beneficiaries. Recent Census 
Bureau data reveals that fully t;wo..thirds of older Americans have incomes less than $25,000. 
Moreover, Ibe Urban Institute has ~ly estimated that the elderly already spend over one­
fifth of their out-of-pockct income on hasllb care. 

, 
INTEGRITY OF PRESIDENT'S HOME HEALTH CARE AND B.4.L\"lCED BUDGET 
PROPOSALS. The President's clear and overriding goal is to balance the Federal budget by 
2002, extend the life of the Medicare Trust Ftmd until the middle of the next decade, and to 
protect our values. His upcoming budget pmpcsal \\.11 achieve all or these goals. '111e heme 
healul poliey mentioned in the NY 77l11es is also consistent \\'th these goals. It is good 
policy, has received bipartisan support, and makes it possible to strengthen the Trust Ftmd 
without indirectly harming beneficiaries throu!,>h excessive hospital, doclor and other provider 
cuts. While the policy reallocates a portion ofTmst Fund expenditures into general revenues, 
it docs so in the context of plan that strcllbrthens Medicare and eliminates the deficit. , 

• 	 GOOD POLICY. The lioinc health provision Is good policy because it focuses on .,. 
one of thelmost costly services In Medicare; home health services in excess of 100 
visits - the most ·rapidly increasing part of the benefit - have no place in Part A 
side (the Hospital Insumnce Trust Fund) of the program. In combination with the 
Administration's proposal to establish a new prospective payment system for home 
health care, the proposal would constrain the growth and utilization of this benefit. 

• 	 BIPARllSAN SUPPORT. The home health paUcy mentioned in article has been 
supported by R£publlcans and Democrats, and is not new. Reallocating tbc portion 
of home health eare expenditures that are associated with more chronic care was a 
prop",,,,l included in our last budget. It was also included in the House-passed budget 
in 1995 -- a pmpcsal that ,irtually every Republican House Member voted for ­
including Ways and Means Cimimran Archer and his Health Subcommittee Chairman, 
Bill Thomas. In fact, a similar allocation of expenditures was the law of the land 
prior to 1980. 

• 	 PROTECTS AGAINST EXCESSIVE Curs. 'n.e absence of the home h.,..dth 
policy would necessitate excessive Medicare cuts thilt would threaten quality 
health care for millions of beneficiaries. In addition to desire to focus attention on 
home health care, we advoolted the home h",1th propo5<,i last year ""s because it 
enabled US to sl"''I1gtllen the Tms! Fund \\1thaut excessive cuts in hospitul, physician, 
nurSing home and other important provider payments. 



J 

DRAFT 

Q&As ON NY TiMES' MEDICARE I'RE"'IIUM STORY 

Q. 	 Isn't !llis home hcuJtb cure trJnsfcr just a gimmick thut silIl),ly shirts dollars 
around and I)ushes ou1 the needed tough medicine that Medit.....ire rt..'quircs? 

A. 	 No it is not. 'n,e home health policy mentioned in article hus hccn supported by 
Republicans and Democrats. and is nol new. Reallocating the portion of home heallh 
= expendilures that arc associated with morc chronic eare was a proposal included 
in our lasl budget. II was also included in d,e House-passed budget in 1995 - • 
proposal thaI virtually every Republican House Member voted for - including Ways 
and M""ns Olainnan Archer and his Health Subcommittee O..innan, Bill Thomas. In 
facl, a similar allocation of expeodilures was Ihe law of the land prior to 1980. 

, 
Q. 	 I~egardless of pasl positions on Ihis issue, Republicans now clearly oppose it on 

the grounds that it is a gimmick and is flawed policy. How can you defend it? 

A. 	 'Ille home health provision is good pelicy hocall'iC it focuscs on one of the most costly 
scrviccs in Mcdi=; home health services in excess of 100 visits -- the most rapidly 
increasing part of the benefit •. have no place in Part A side (the Hospitnl Insurance 
Trust Pund} of the program In combination with the Administmtion's proposal to 
establish a new prospective p<'ymcnt system for home health carc, the propllsal would 
constrain the grow1.h and utilil'lltion of this benefit. Sneh an mlcrvcntion is long 
overdue. . ," 

Q. 	 Even if it is defensible policy, if it is included in thl' year's budget, shouldn't it he 
includt'<l in the Part B premium - like every other sen;ce in the Part B side of 
the program? 

A. 	 I canllol comment on U,is year's budgel before it is released, However, the President 
.is clearly concerned about any propesal's impact on beneficiaries, Recent Census 
Bureau data reveals that fully (wo-~,irds of oldor Americ:lOs have inoomcs less than 
$25,000, Moreover, the Urban Instilute has recelltly eslimated that the elderly already 
spend over ono-fifih of their out·of-rx)Ckct income on health C<1.rc. 

Q. 	 Iloesn'l this policy silIlj,ly add to the deficit, which would require even greater 
con.tihutions from taxpayers to support the progrdm'! 

A. 	 While the policy rcallro'ltcs a portion of Tmst Fund expenditures into geneml 
revenues, it 'docs so in the context of plan that strengthens Medicare and eliminates the 
deficit. His last budget did just lhat and his ne"l budget will do the SlIme, 



, ,: 
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Clintbn,Draft~~:Bu9.get'~Q'F~miiiar:Liries

. 	 ,'" ',' ,'''' ", 

BesidesRestorihgsOrn~'Cuts 
lit Welfare: '97 Pr~posals 

.Mostly Follow '96 Goals. 

Jly JACKIE CALM£:s 
,And L.u:Ji:rE MCOL''UY 

SIO// nll'po",II"l';:[TflE W"u. STJI.£f!1" J"VI!.>lM. 
, WASHINOTON .;. AS President Clinton, 

embarks on a new term; IN! Is preparing 
to lay 04'1. what !s'baslrally an old budget 
plan as his first major'ad, " '" 

Among tile lew new initiatives are Mr_ 
Clinton's proposals to restore Some cuts in 
!be Republican-sponsored welfare bill that 
he slgne.d Into taw last year, fn his budget. 
request plantttd tor Feb. 6. he will propoSe 
to add more than S16 bUllon over live years,
for welfare, most of that to restore rood. 

I stamp, benefits and ether ,cuts to legal 
· Immigra;nts who, were ~ted in. the. 
'law, '. . .' , , .•, ' 

About S3 billion ot, that 81'OOUnt, over 
· tbree years;woUld now to state aoo lOCAl, 

gl)\'ernment tn gnlnts to tr'aln wtUa,re 
recipiems.tor jobs: as Mr, Cllilton':'prom­
lsed In h:s"re-electlon campaign; Arid 
empklyen. who hIre weuaie recipients

,would,qualify' for S400 miUlon' in' tax 
breaks, ,. ­

, Bulin mostrespecLS. the Clinton blldget 
ror tiscal 1998, wblch begins'OCt. 1, wUl 
track last year's unrealized blueprint foc 
reachint a baln~ budget In 2002, And 

,for 'all the talk of rtlS(!Mng'the fiscal 
stalemate between the White House and 

· COngress. Republicans are ,'likely (0 be 
disappointed by Mr. Clinton"s proposals 
on such· hOt, bulions as,' Medicare and 

, , Medi~!d, deCenseand t,ax cuts.' . ". 
Clmton ·aldes candidly ,describe the 

, budget as the opening bId for the expt!cted
negodaoons :wltb cimgresslonal Republl-' 

, cans later this year ralner than the pres!'
dent's bottom line. essentially a repeat of a 
~etle. Mr. Clinton, employed with some 

I
polltlcal,success: in'1995,' ,_. 
. The presIdent, wil! call for saving S)OO 

, , ' ~', I 

I ' , ' 

."?r. c).'.-- • 
'IV- ,\.y. 

,v-.\; '\l...;.,t.u--' . l r " " 
.' 

1.'1 ""':-"" ~, ~ ""'" (a.N'.> ~~( ~~ '. .' 
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Mlrn;:reasc'wellare' spending by $16 billion­
, ovel.f,ve Years 

• SaY'e $100 biU;O~ i~ Medicare, lind,~" 
. ,.' abOOt $~O bllliO)l in Medicaid, '.' ". 
'.Calf 101 lamfly ilnd tlducation lax cuts' . 
.lrtCfMsa bY '$40 million the '~ain' - -< 

, 	~ !«lerll program lor urvices'for pcc-ple 
,.w!ItIAIDS',-;.. ;", ,,' , 

tied to/the health t:l:Iverage:: The I are 

' drawirig fire from Ilberals on capitol Hill 


and elsewbere. The pmi4ent IS expected 

. ,-to propo$e, that, some· 01. ,(tie 'Medicaid 

saVings go' to exp'and coVerage ror unin' ' 
,- sured children.:·', " . ' -,' " 
' "The White House al~o plans ill request 

also 	 ~ ; funds for a new nationwide, computer
covered. The ,proposai ~ , ,syst~ designed to speed payment of 

slmi,tar to (lne recently introducer( by Rep. Medicare claims. The White House Office 
William Thomas CR..' Calli.), Chal~ Or :. oHtanaigement and, Budget"' had opposed 
the 'House Ways and. Means hea.!!h ,s~b- .' ,fundltig tbe $yStem. but Health and HU-' 
comn'lltt,e and is likely to~wto'blpfutlsan ... man 'Se~ 'secretary DOOna Shalala 
SUppGrt." ' , ., , , ,",' ',_ 'appealed ~ dedslOn and prevn.iI~.. , 

,sbield beneflclariesJrom added costs, the - pose a $tO mtUion increase in fUnding- for,
' pr~~t 'will recycle Il ,proposaL to set· the- Ryan WhIte Care·Act, the $1 blllion-a- . 

UtelT monthly, premiums foc doctor, Visits ',year. program ~ fuilds' medlW '. and ". 
and o£ber-l)tItpatient service& at levels sodaUorvtees tor people with AIDS, The 
designed to eover 25% Of program costs increise is Ukely to dlSappOJnt AIDS actt'y­
!.boo.ugh 2002.. TIle beneficiaries' 'pre-, lsts who ~ve pressed the adf!Urilstl'atlon 
mlutM. now $43.80 a month,' presumabl)' for much hlghet funding glven,the high' 
would rise with program CiJ:lts. as they dO ,cost of the new, brea!tthrOugh AiDS drugs,; 
now, WltbolJ~ such a Change Ole premiums ,Mr, CJinton is: exPected to seek an 'addj- . , 
would be lower after 1~" ,,'. ~ S2i) mUllon 111 ~preventkm fund., 

For Medlea.I.d, the. he:iltlrlll$Wce .' Illg;~ a4% increase In the budget for the , , 
pro~rn for lbe·~r, lht p~'fjve-"~ Natioriai institutes or HealUi,~,' ... ' . ',_-:>' ' •I'. 

year savings of about $20 billion are much "For defense; the presjdent wUl con~mue 

less ~ than either, £be ministration or to seek less spt1ldjng than the ,GOP COn-

Contress PI"OpOSe.d: p",viotlsiy.liLfgeiy'be-,;' gress, which s.uppo,r1S a mD~_ costly mlS-' '.: 

cause projeeted-OOSI$ are'rislng less raP- 'slle-d:elense system and other weaponry.,' 

idly, :Aboot a third of the savings would' I~. qinton's'llS98 p~lls ex~ted.'to ,", ~ , 


lcome'In»nhnPostngaC:apon.spendlngfor -'.be'roughly'S2S0 hlilion; $5 bllUon lower 

each reeiple,nt, but the presid(mt Is Insist-, _than eu~ntlevels. In a~nati,onal:SC· ,: 

ing (hat all Qualified,persons remain entF ' curlty proposal, Mr. CUnton will seek $100 " 


",,-' '-million In1998'as:a dO\y1i'payment on'a 

..Whlle the admimstra.lioo w~nts to" ".The adminiStration ,also pl~ns to' pro- ' 

,., 

" • 	 U.S, debfto the United Nations'that ex· 
-: \' .' eeoos ,51 billion, ,WhUe the remainder 

would,be rontinrent on further U,N. over; 
,,{ • :~ balll eff!>rts. ~ven the ~rowsed'oown 'pay-­
, ' ~:' '~t ~ likely to raise hackles 'amohg GOP. ,~, " 

• j ". ".' ',cnticsotlheinternatlonalbody:'-.: ," ,,' 1"• 
';', . ','Ttle president,alsO\VlIl revive illS pro:' , 

., .'" ".' ! posed five-year .tax,:euts or nearly $100 r ", ,,;,:' • 

.- ',{' '-'.", billion, chiefly a S50P-per-:chi\d Income-tax , 
, c, -" ;::, credit fot most families and tax breaks for, 
:'; " '-"eo!tege~uJti,on. 'J',"_',' "I .'j"\'" 

, , ' .. : ' '.' In'another move sure to draw Republi· , ,,<'. ' 
, . , '. '"' ::w ~U<;iS!fl.• the p~nt~s bU,dget; like 

" ... ·,/:last year s, will assume that his tax cuts' 
: -'. are suspenCletL after, WOO it the deficit 

,. ':." ,doesn't fall by as mueb as tus b'udget office 
'-'-,-: 	 ',proJec~.' ';,;",' , ..'i', " 

' ", ',' ' " '_" , . _ . ",'.', ".Congress's Republican leaders alreadY " '" "r, ' "1 ~: ':\'" ,- ',' .havesignaJedijpposi~~nto'admi,nistratlon! ::' ,: 
CCMA.·"Is;-I.......tLOI'-- "'~~' "" .~llsroalterthenewwt!lfnrelaw.whkh:'. .' 

;. ' " '. . .,t', ' ' , "~ ;'.was ?csigned t~.sa:'le $S!) bill;vn Ihrmilth "" ".. 

"," " 
. . . . 

>,' " , 

", , 

", ' 

" 

,-,,.:ID.,,, 	 .1'. 'l"'I :,'~',~, ',"', '200z,'Atlhesametimc.GOPg{)Venl0rs~" ':; 
..,....~~ ~1?~;~ h-- ·'I~,.tJ:, ' : .t: .:.1. ;,wit~,:latge_-I>e:gill'lmljlignin(popuiatiOfls"", ':".',

." " ' . ,.n 'J.' \'><' are',CQn~ling,JI1e!r'states'-\representa',,' ",c' 

~ \ I, , CV:'-~ ~'l...;c\e~ci..x, ~, ~I,Vl.._' :':, IjVest?,emnp~a:n~bo~ttbe.~,u~s: ' 
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tesa Shame"W{H~v~.None~:.·,··, .. :"., 
.' . ".:" '. ,..,... " ': -::,: "'.:" ", ,; . '; ,.::, . '. ' .." 

',t~ " By DAN M. KAHAN ' . ,,' whlltHhetonventlonalalternatim seru:la' ... 1M will shame b(i'an effective d~ter: , ~ 
'. Shame Is making acomeback In Arne!", .much more ambiguous sign&!. Fines su~ ,: 'rent? yes:. Studies ShDW that most people 
~n ~lim1nal law. COurts, in 'New York. gest that OUenders may buY the V!i'lik!g~ .{"refrain from cr1me less beeause the,Y re~r. , 

'Texas and other states have ordered drunk ' .' Of breaklng the law.~Community service -, • formal penalties than because they ve.ii1· 
drivers to 'display brlgbtly colOred "OW" ! sends ali 'even more oonfUstrig' message;' \'" teinallzed community, values and value 
bumper sUckers. Flortl1a. and 'Oregon (Normally, we admtre people ,WhO educate',' the respect ot their pe&s, ,Shaming pun-, . ' 
'judges requ1l:e nollViolent sex (!f1enders to the retarded.. install smoke, detectcrs in /" ishmeilts tap'these dlspositions just as et­
. post warning Signs on their property; In - 'nurslrig hOmes. restore dllapldated ~in; . reeuvely as fines and comimmity service:. , '," 
, tennessee, burglars must pmnlt thelrvte:' come housing and the: 11ke.. Say1ilg that "whlch have already heen shOwft to be rea- ", . 
'tims to enter their ttomes and help them-· , such services are fit punishments for criJn· • ,: SonAbly effective for nonviokmt offenses., ' 
selvtS'~'iil Hoboken. N.J" people amV'ictel1 . "'"'. ,,; ! . - . "'::" ~~ The critics' suggeStion that shaming Is ,~,~' . 

: of public' urtnaUOIl:~evtn,atfiuent stock~ " . , '."'.~ cruel is eVen harder to credit. To be sure, 
-brokers":'must sweep dty streeti." ' shame hurls. But 1t isn't nearly as patnM ,.. ' 

, JUdges.are rounUn'gon the pain of pu~ , 'as imprisonment', Not' surprislngl~"-, or" 
lie humU!.at1on to diSeourage lawbreak1i1g.' . , :tenikn a1m~ always, choose snarni~g , 
Bula growlntehorusotskeptlCs deride the '~' " ' :. over jail time:-men given the choke.' : ,_ ,', 
new punlshments as ilmmlcky 1U)(I'/:rueL ' ::. : 'What nia.tes sharrie' attraet~ve to the' ' .. , 
Their aWtude l$,lll-«mceived. lr!' truth. ' : '. '·pubUe-lts powe'l' ·,to _expr~st..'mora,1 con··: 
sllame's power to express moral condem- '. '.,' , demnation-ls exatUy what malres It 00' . 
'IlllUon makC$ it apotentially effective. and : jectlonable'to some' uitics.'We live In an 

,politically viable" alternative' to 1mprison-' : , are or relativism and skepticism. In which 
ment: " - . " -. :- some view morall11ng as an mappropr1a.te 

Wlth.the majority of.inmates servin&" :,' . '!unctloil for nte law. Thooe whO are squea- . 
time fo,r nonviolent c:rimes. refonnel'$ have ' ,-' :mtsh abOut m01'8.lh1ng may bt'able w n· . 
long-coritendedtbateheaper.!essseVereal· , ' " ,tiona1tte tm~nt' at !east in some" 
ternat1ves, like fines and community seT-' '" ' --, : ", , . " " -.- Wei. On the grounds'that it remove(dan· 

- " Viet, would be as effective- as ,1mpruori· . 'mals insUlts those woo serve their mmmu· ~ &'erous 1ru:llvtd'l.tals frOm soerety. No such 
',ment;Bil1--the Call tw "'alternative-sane- ·nitlesvotuntarl1j • .',', ':-', " ,,;" rationalization 1s possible,when the verY 
,'tkms;' baS little PoUttcaJ resonance. Indeed. ';," Th~' lesSon for reformers is .tbat 'they : ' pw-poseola puDishment 1$ to inflict shame. 
legislators have extended prtsoD to many can't hope to replace imprtsonment unless:, '. ;,But diswmtOI1 With publl.e· moral1drig"

" offenses; lnell.idiDg white-collar' Crlmes. ~.'. th'ey t1ru1 alternative sanctions'that unam·· 'is It. Jin8u1arly UneompeJ1IDi reason wOp., , 
. previously puniShed only willi probatlcm:. ' ' , ,- bifUously , 'express -.. reproaCh., ,BecaUs.e".', ,poSe shaming 'punis~nts, Tlie nE!edless ; ;: 

' .. , .' It would be a mistake. though. to Wer shaming penalties satisfy the publ1c's de- " brutaUty-lWt to'mention the finandal, 
'that the public t:tjeets alternaUvlril8.00- 'mand tor Condemnatlon, jUdges b8:ve be~ll" . ~aste'-ot 1niprisOn1ng. offenders who.'"., 

" tiom ~e-'they aren't ~,enough,' able ~lmposelhem for a ~de rangeofae- .' '. could be effeettvely shamed'~ too high Ii 
The real complaint is that fiDes and incl:m- ' noos offeD!lC3 normany punished by 1m-:., price to pay tor the fiction that we live ma 

, splcuous .comnnnilly' service' send.tIre prtSonment; 'from' embeU.lement . and ,nonjudgmental sOciety. ' ")" 
, .wrongmessage.Amertr.ansexpectpwlish- ,·:,toXic-waste dumping to drunlt drtvlng and' ,~:,,' -, .' '., .. 
, ment nP! Just to protect them from harm, drug pomsskm-the klnds or Offenses lor' " , Mr: KaJuin 'teacltes'l::mtStJlmional and :'. 

but also to express their liullgnatlcm: about -whlctl.refornul:r$ have long advocated con·, ,criminal law ,.at,the, University atClticago 
. clime. Imprisonment· Clearly, does so. ' 'ventional alternative sanctions.. , - "Law School. ",__ " , , 

j , - . ,', "'" ,,' ',' ," 
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. 
THE PRESIDENT: Thank you, Ruth. ' I think she has 

made clearer than I could ever hope to that fer 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 most vulnerable older 
Americans. I propose three 'new health care options that would 
give them the security theY,deserve.· The centerpi~ce of our plan·
will let many more of these Americans buy into one of our 
nation's qreatest achievements I Medicare. 

When Medicare was first enacted. President Johnson 
said -- and I quote -- 'lIt proved that the vitality of, our 
democracy can shape the oldest of our values to the needs and 
obligations of changi'ng times. I} Onc'e again we are faced with 
changing times -- a new economy that changes the way we work and 
the way we live; new techn'ologies and medical breakthroughs, 
holding out hope for longer, healthier lives; a new century
brimming with promise I but still full of challenge and much more 
rapid change. The values remain the same, but the new times 
demand that we find new ways to create opportunity for all 
Americans~ 

For the pa,st five years ,we have had' an economic 
strategy designed to expand opportunity and" strengthen our 
families ,in changing times -- insisting on fiscal responsibility, 
expanding "trade, investing in all our people. Yesterday I 
announced that the budget I will submit to.Coflgress in three 
weeks will be a balanced budget, the ftrst one in 30 years. 
Within this balanced budget we propo~e to expand health care 
access for millions of Americans. 

" 

Last summer j with the' balanced budget agreement I 
signed, we took action to extend the life of 'the Medicare trust 
fund until at least 2010 1 and we app.ointed a Medicare commission 
to maKe sure that Medicare can meet the needs ·of the baby boom 
generation~ We took action t.o root out fraud and abuse in the 
Medicare system, assigning more prosecutors, s~utting down fly­
by-night home health care providers t taking steps to ,put ~n end 
to overpayments for prescription drugs. Since 1 took off~cef we 
have saved over $20 billion in health cQre claims -- 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 
ensure that the same system that served our parents can also 
serve our children. That means bringfng Medicare, into the 21st 
century in a fiscally responsible way that, recognizes the 
changing needs of our people in a new era. 

• 

We know that for different reasons more and more 
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of them lose their h~alth" coverage when their spouse becomes 
eligible for Medicare and loses his or her health insurance at 
work. That's the story we heard today • 

. 
Some lose their coverage when they lose their jobs 

beoause of downsizing or layoffs. still·others lose their 
insurance when their employers unexpectedly drop their retirement 
health car~ 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 access ,to health 
care to millions of Americans. ,First, for the first time, people· 
between the ages of 62 and 65, will be able to buy into the 
Medicare program at a ffxed premium· rate that for many is far 
more affordable than private insurance, but firmly based in the 
aotual cost of insuring people in this age group, and, as you 
just heard 'from. what Ruth said, far, far more affordable than the 
out-of-pocket costs that people have to pay if they need it. 

This is an entirely new way of adaptin9 a program 
that has worked in the past to the needs of the future. It is a 
fiscally responsible plan that finances itself by charging 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 
Americans, and it is clearly the right ,thing to do~ 

Second, statistics show that older Americans who 
lose their 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 proposal, people between the ages 
of 55 and 65 who have been laid off or displaced will also be 
able to buy into Medicare early, protecting them aqainst the 
debilitating costs of unforseen illness. 

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

Taken together, these steps will h~lp to take our 
health care system into the 21st century, providin9 more American 
families with the health care they need to thrive, maintaining 
the fiscal 'responsibility that is giving more Americans the 
chance to live out their dreams l shaping ,our most enduring values 
to meet the needs of changing times. It is the right thing to 
do. And thank you, Ruth, for demonstratin~ that to us today. 

Thank you very much. (Applause.) 

END 11:50 A.M. EST 
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I.· THE PRESIDENT: 'Today I want to discuss our continued 
economic progress and important steps we must take to continue it. 
For the ,last five years we have pursued a comprehensive economic 
strategy 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 econo~y is growing steady and strong I' that 
the American Dream is, in factt alive and well~ 

Last month the economy created 400,000 new jobs~ 
Unemployment is now 4.6 percent I the lowest in a qUarter century, 
There were more new manufacturing jobs 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 strongest in a 
generation. . 

This continuing"prosperity is due to the ingenuity 'and 
the'enterprise and the "hard work of the American people.who "are 
creating the economy of the future. It is also the result of our 
economic ,strategy of cutting the deficit, inve"sting in education and 
our future; and expanding our exports through trade agreements. This 
year's balanced bUdget law both honors "our values and c"ontinues that 
progress.. It extends opportunity to our children with the most 
significant new investment in health care fn a generation, and in 
education in a' generation.. It offers tax cuts for college. and ' 
pr9vides for· health insurance for up to 5 million children. It 
honors our duty to our parents by extending the lifetime of the 
Medicare trust fund until 2010. 

Now we have more to d9 to strengthen Medicare While 
preserving its commitment to older Ame~icans. Medicare is at the 
core of our historic social compact -- our recognition of the duty we 
owe to one another. I.t has been one of the great achievements of 
this century and now we have an obligation 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 ~he baby boomers have 
acces,s to quality affordable health care when w~ retire. 

The Medicare reforms I signed into law this year were" 
the product of strong cooperation among- Democrats' and Republicans, 
the President and the Congress. The balanced budget law establishes· 
also a commission to continue this bipartisan progress and draft 
comprehensive reform. J 

. I 
;. Today 1 am pleased to announce my appointees to th~ 

commisalon~ They include stuart Altman, a highly respected ,health 
care expert who has worked for Presidents of both parties; Dr. Laura 
Tyson, who served our nation well as Chair'of the National Economic 
Council and Chair of the Council of Economio Advisors in our 
administration: Bruce Vladic, 'who directed.the Medicare program ,for 
four years as administrator of. the Health Care Financing Agency: and, 
Anthony Watson, the CEO of a major progressive managed care plan in 
New York that has pioneered support for fair treatment of patients 
while providing quality care. 

.J 
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These are distinguished, respected, highly skilled 
experts~ ~hey 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 propo~als to keep Medicare at the core of the 
American dream in the new century. 

Thank you. 

'Q Will you recess-appoint Bill Lann Lee next week? 

Q -- economy is so 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 
interpretation of what I said yesterday in my comments. What I said 
was -- I was asked about proposals 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 qoinq around town here about what ouqht to be done 
with the surplus. Some people say we should have a tax cut with a 
surplus: some people say we, should spend more money with the SUrplus; 
some people' say we should apply it to the debt. What I tried to 
point out yesterday is there is not a surplus. The people who say 
there is a surplus 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 projected line now. 

Now, no doubt this news today is good news. It augers 
for stronge~ qrowth in this quarter and it may well mean,that we will 

...... ' _have a better prediction.1n terms .of the size of. the deficit. and.... · ",.. 
~'.;:::;-:',;';.;;.;.~ ~:.:.:eliminat1nqE·'i t ialtogether ;]10W' tl:Can we','did' at~·tl'ie '€ime tne' baliinced', '<'.:.: ->•.';,,":--:'.> 

budget law was passed, at the time of the mid-session review last 
August. The only point I tried to make is all those are still 
estimates. And itfs good to have a good estimate, but we don't want 
to spend money we donlt 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 year to $23 billion a'year is a big 
part of that. So before we make any unduly rash decisions about the 
future, letts make sure that we're taking care of the economy because 
that's -- the best thinq you can do for Americans' incomes is to give 
them a strong economy', 

Q will you recess-appoint Bill Lann Lae next week? 

Q. Are you looking at ~, flat tax, "Mr. President? 

Q Mr. President, are you concerned -­

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

Q Will you'recess-appoint Bill Lann Lee next week?' 

Q Mr. president, are you concerned that the Southeast 
Asia financial crisis will affect the U.S. economy? 

THE PRES I DEN'!'! It 11 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 tee's personal storYI his work experience, his 

MORE 
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integrit"y 1 . and his fitness for this job are absolutely beyond 
question. He Should not be denied the job beoau~e he disagrees'wlth 
the Republicans.in the Senate on whether affirmative action is or is 
not good ,"policy. The only thing he I s required to do is to enforce 
the law as the supreme court hands 1t down or as the congress pa~ses-' 
it, and to recuse in the case of any kind of personal, conflict - ­
whi'ch he said he would do in the case of the California law f which is 
now moot. ' 

So I be,lieve I will say again he "is entitled to a 
vote. The senators ought. to vote on him. No 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 guesti'on of what kind of affirmative action programs we should or 
shouldn't have, surely that should not disgualify him for this 
position. rhat is the point I have made. I.still think that he 
ought to be able to serve. 

Yes, now go ahead. 

, Q Mi. president', are you concerned that the Southeast 
Asia financial blowout, which seems to be ongoing still, is going to 
eat,into these economic growth figures that you revealed today? 

THE PRESIDENT: Well, first of all, I think we all have 
to acknowledge that our economies are interrelated. About a third of 
our growth over the last five years has been due to our ability to 
sell more American produots around the world -- about a third., And 
anything whioh ~ndermines our ability to continue to sell more 
American prod.ucts .around the world -- any action taken abroad or at 
home is not good for our future growth 'prospects. 

, .NOW I that I s one of the reasons that I have moved. so 

aggressivelY,to work with our allies in'Asia and in Europe and with 

the International Monetary Fund and the·World Bank to try 'to 

stabilize the situation.' '. 


, On the other hand, let me, remind you that there ,is' , 

enormous productive'power in these Asian economies. They have ,some 

financial difficulties now, which have to be addressed in a . 

disciplined way. If you 'see the rapid recovery that Mexico ~ad 

within the space of two years, you see that these stronq Asian , 

economies can do exactly the same thing in perhaps less time if they

face th'eir challenges 'directly. So I think that the ,appropriate 

response is '. to do what was done in Indonesia l to do what was done in 

,south Korea~, 

The Japanese stateme~ts cf the last few days are 
heartening about what they intend to do with their 'own financial 
institutions and protecfing 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 
Americans, and thatU:s one of the reasons live been so actively 
involved in tryi~q to deal with<i~, but I,don't think we should 
become pessimistic. I think we fihould.just be determined to work 
through thase things as quickly ~s possible. 

Q Mr. President 

Q Mr. President 

THE PRESIDENT: One at a' time, one at a time. Go ahead. 

Q Mr. President, should Larry Lawrence have been 

buried in Arlington National cemetery?" , 
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THE PRESIDENT: Wall, that depends on what the facts 
are. The questions which have been raised are serious, and I have 
asked the state Department to conduct an inquiry to find out whether, 
in fact, the basis of his eligibility is true or not. Thatfs a fact 
question. And let's wait until we see what the facts are, and then 
we can all,draw our conclusions from that. But the questions 
themselves tare serious. I think the other question you might ask is, 
were the people involved in the decision in any way at fault. I 
don't think they were. They acted on the facts as they knew them. 
The origin~l inquiry into the background check was done -- for the 
ambassador -- was done by the State Department. I·ve asked them I 

therefore, ,to follow up, try to find out the facts. When we get the 
facts, then I think we can make our judgments on it. 

o Have you made an indefinite commitment to keep 
~er1can troops in Haiti? 

THE PRESIDENT: Have I made an indefinite commitment? 
No. But I have made a deficit commitment to continue to be involved 
there in ways that! think are appropriate. Keep in mind, we have a 
very modest troop presence there now and we are participating as a 
minority partner; if you will, in the civilian police~ With the 
withdrawal of the United Nations forces, the primary work of 
maintaining: seourity has shifted to the international police force 
workinq with the Haitian police. Our military presence there -- it 
largely involves a lot of public works. We are doing some public 
works projects which we've been asked to continue to finish, try to 
accelerate." And of course I I think it does contribute to the 
stability of the area. But our presence there cannot be indefinite, 
and it will1not be indefinite. But I think that we should have these 
withdrawals in a staged fashion and we should know what the next 
stage is before we take any precipitous action. The American people 
should knowjitfs not a military operation. 

Q Saddam Hussein seems not to be satisfied with the 
way -- this arrangement of the U.N. Security Council~ What do you 
feel and what do you think can'be done about it? 

: THE PRESIDENT: Well, I certainly think he's exposed his 
,-mctives"and,:h,is real concerns to,.the, entire .. world ,today.' You -know, ,~.' 

..:. -~" ',:-',' '::,'rewasnft'veri long"ago' ':'-' now many 'clays' ago was it that he had·-thi's ,,' -'~~ 
symbolic funeral for children, blaming the world community in general 
and the United States in particular for the death of Iraqi children. 

Let me remind you, when we got the united Nations 
resolution passed, we and the others who supported it -- 986 -- to 
allow him to!sall oil to qet food and medicine for his people, even 
while he was;continuinq to resist getting rid of his entire chemical 
and bioloqical weapons arsenal f he delayed the full implementation of 
that for a Yf;!ar and a half. He is in no pO,sition to point the finger 
at anyone else in the world for the suffering of his. own people. And 
once again today, he has proved that he is responsible for the 
suffering of his own people. 

iThe rest of us are more than happy to let him sell oil 
in amounts necessary to generate the cash to alleviate the human 
sufferinq of ithe people of Iraq. That'. what 986 was all about. 
This is not about 966. This is about some other way that he can 
manipulate the feelings of people beyond the borders 'of Iraq, 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 wrong and the 
wold community should not let him qet away with it. 

I 

Thank you. 

END 2:39 P.M. EST 
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I 
AMERICA'S SENIORS AND MEDICARE: 

: CHALLENGES FOR TODAY AND TOMORROW , 	 ,," ; STATE-BY-STATE STATUS REPORT: 

EXECUTIVE SUMMARY 


I 
Medicare has successfully improved the health and quality oflife ror mimons of seniors and 
people with disabilities. Yet, enrollment will double o.Jer the next 30 years (from 39 to 80 
million beneficiaries); Medicare has not been given the ltools it needs 10 be as competitive and 
efficient as it needs to be in the 21$1 century; and despit6 modern medicine's reliance on 
pharmaceuticals. the program does not cover prescripti~n drugs, This report provides Il state-by­, 	 , 
state break-out of the overwhelming demographic and health care challenges confronting the 
Medicare program. I Key findings include: I 

I 
MILLIONS OF AMERICA:IIS RELY ON MEOICARE 

, 	 , 

• 	 Medicare beneficiaries comprise an important a~d growing part of all states' residents. 
While over half (54 percent) of beneficiaries live irt the 10 most populated states, states with 
the highest concentration of elderly are often smaller (Arkansas:, FJorida, Iowa, North and 
South Dakota, Pennsylvania, Rhode Island, and W';SI Virginia). Nationwide, nearly 5 
million M~dicare beneficiaries are non-elderly people with disabilities, States with the 
highest proportion ofdisabled beneficiaries tend to'be in the south (e.g., Mississippi, 
Kentucky, West Virginia, Alabama, and South Carolina). 

o 	 Women beneficiaries outnumber men in aU tates. Nationwide, 57 percent of 
Medicare beneficiaries (22 mtllion) are women 

l
, This distribution ofwomen to men is 

remar~abjy consistent across all states. rangingl from 5 I to 59 percent, 
. 	 i 

j) 40 states have more than 1 in 10 beneficiariJs , a~e 85 Or older. The..'le 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 Iowa) 
have the highest proportion of "old elderly." 

o 	 In 1.5 states t more than balf of Medicare beneficiaries live in rural areas. In fact, in 
Mississippi, Montana. North and South Dakot~ Vennont and Wyoming, over two-thirds 
of beneficiaries live in rural areas. The 9 million beneficiaries nationwide (about one­
fourth of all beneficiaries) living in rural AmeHca typically have few to no options for 
managed care or prescription drug coverage. I 

• 	 Poverty among the elderly bas been reduced bf nearly two-thirds sinee Medicare was 
created. Medicare has contributed to this dramatic improvement by helping seniors pay for 
the pote~1ially devastating cost of health care wh~ they can least afford it. Nationwide, the 
elderly poverty rate declined from 29 to 11 percent from 1968 and 1998, In 10 states, the 
elderly p6verty rate fell by 75 percent or more. I 

, 	 I 
, 

I The backup tables include infonnation on the District ofColumbia; because of lack ofdata, the territories are not 
! included in this analj'$i~. j • 



MEDICARE ENROLLMENT WILL SURGE 

I 
• 30 states will have one-fifth or more of their population who arc elderly in 2025 ­

.' 	 compared to no states today, Abollt 62 million Americans will be.age 65 or older in 2025 
compared t9 35 million today. In Florida, where 18 Ipercent of state residents are elderly 
today, about 5.5 million people - over 25 percent oflfCsidents - will be elderly in 2025 as the 
baby boom generation retires. Nationwide. this demographic increase is over 75 percent 
from 2000 to 2025, and is over 100 percent in 15 states. 

• 	 8 states ba~e more than a third of their 55 to 65 Jear olds who have no or undependable 
health insur.ance. People ages 55 to 65 arc the fastest growing group of uninsured - and are 
at great risk of becoming sick. About 6 million peo1pJc age 55 to 65 are uninsured or have 
individual insurance, which is typically age-rated, u'nderwritten based on health statust and 
can be denied. The baby boom generation is about 10 tum age 55 - whlch will create an even 
bigger acc¢ss problem, I 

, 

, 	 I 
, 

MEDICAREUENEFICIARIES NEED PRESCRI~T[ON DRUG COVERAGE 

• 	 16 states ~ave 20 percent or fewer firms Offcrinl he~lth insurance to retirees. 
Nationally, 22 percent of firms offer health insurance to retirees older than age 65. No state 
has more than 30 percent of firms offering thjs covierage, Trends suggest that this coverage 
wilt conti~ue to decline, so that very few seniors vJill get their prescription drug coverage 
through their fonner employers in Ille future. I 

• 	 Individual Mcdigap insurance with prescription drug coverage costs "'Ilice as much in 
high-cost states. The average premiwu for a 65-year old for Medigap Plan H that includes 
drug coverage among other benefits is about S135,per month, but exceeds $150 in 9 stales. 
The part ofllle premium that is attributable to drugs alone can be $90 per month or $1,080 
per year for coverage that is limited to $1,250 periyear with a $250 deductible. Moreover, in 
most states, insurers "age rate" or increase premiums as people get older. making insurance 
more expensive when seniors can least afford to pay for it 

" 	 I 

• 	 There are no Medieare managed care basic PIJns with prescription drug coverage in 15 
states+ About 2 out ofevery 5 Medicare beneficikries lacks this prescription drug option. 
Medicare managed care plans have, in the recent rpast, offered prescription drug coverage to 
attract ~neficiarles. However, this coverage is Oecoming limited. Nationwide. nearly three­
quarters of plans ClIp benefits at or below $I,OOO! compared to 35 percent In 1998. Similarly, 
the proportion of plans that limit drug coverage to $500 or lower bas increase by 50 percent 
betwee; 1998 (from 19 to 32 percent). r 

• 	 Most seniors arc middle income and would not benefit from a low-income prescription 
drug benefit. About 15.6 million or half (49 pefccnt) of all elderly have income between 
$15,000 and $50,000. Only in Louisiana, Mississippi, New Mexico, Rhode Island, South 
Carolina and Texas are there more poor than middle CJllSS seniors. Nationwide, over half of 
beneficiaries without drug coverage have income above 150 percent of poverty ($12.750 for 
a single, $15,000 for a couple), Thus, a prescription drug benefit targeted to low-income will 
not help most seniors. , 

, 



I 

-, 
HEALTH CARE PROVIDERS RELY ON MEDlclRE 

I 
• 	 Health care providers depend on over S200 billion a year in Medicare spending, 

accountingJor one-fifth of all funding. This does; not even count beneficiary payments 
which comprise nearly half uftheir total health spending. Medicare spending exceeds 20 
percent ofall health spending in 12 states. Nationwide, over 5,100 hospitals, 800,000 
physicians and nearly 15.000 nursing homes care fo~ Medicare beneficiaries. 

I 
I 

PRESIDENT'S PLAN FOR STRENGTHENING & MODERNIZING MEDICARE 
• 

The President',;FY 2001 budget dedicates $432 billion ';ver 10 years - the equivalent ofover, 
ha1fofthe non~Social Security surplus - to strengthen and modernize Medicare. This plan 
makes Medicarb more fiscally sound, competitive, and e1fficient and it modernizes Medicare's 
benefits. incJud~ng the provision ofa long~overdue presqription drug benefit. The refonns 
coupled with the surplus dedication would extend the lite of its tnt,t fund to at least 2025. 

• 	 Making MJdi~are more competith"c and efficient] Since taking office, President CJinton . 	 . 
has worked to reduce Medicare growth and fraud and extend the life of the Medicare Trust 
Fund from 1999 to 2015. He has proposed to build on these efforts by: (1) expanding anti­
fraud policies; (2) making both Medicare managed care and the traditional program more 
competitive; efficient and high quality; and (3) cons6-aining out-year program growth. 
Saving., lolal $71 billion over 10 year,. 

. I 
• 	 Allocating $299 billion over to years to Trust Fund solvency, It would be impossible to 

pay for a doubling in Medicare enroHment through p,rovider payment savings or beneficiary 
premiruu increases alone. To address the future financing shortfall. the budget dedicates 
$299 billion of the non-Social Security surplus to Meqicarc which helps to extend Ihe Trust 
Fund through 2025, and reduces publicly held debt since funds could not be used for tax cuts 
or new spending, 

• 	 Modernizing Medica ...·s benefits. Unlike virtually all private health plans, Medicare does 
not cover prescription drugs. Yet over balf ofbeneflciaries spend more than $500 annually 
on medications and over three in five lack dependab~e insurance coverage for drugs. The 
Presjdent's plan: : 

, Establishes a new voluntary Medicare prescription drug benefit that is affordabJe to 
all beneficiaries and the prngrnm, The drug benefit, which costs $160 billion over 10 
years, would be: I 

Accessible and V(J/fmlary, Optional for an b~neftciarics. Provides financial 
incentives for employers: to develop and retain their retiree health coverage 

, 
I 

! 



•, 

Affordable/or beneficia;ies and tIle program. Premiums of$26 per month in the 
first year with no premiums for low~income ~eneficiaries. Provides privately­
negotiated discounts. gained by pooling beneficiaries' purchasing power, for aU drug 
expenses. Has no deductible and pays for h~lfofeach beneficiary's drug costs from 
the first prescription filled each year up to $5,000 in spending when fully phased in. 
Discounts continue after limit 

CO"!pI?Jitively and efficiently administered. Competilively selects private benefit 
martager for enrollees in traditional program. No price controls, no new bureaucracy. 
Integrated into current eligibility and enrollient systems. ' 

Hig"..quality, necessary medications. Priva~e entities that use formularies must 
ensure access 10 medications nff formulary t~at a physician certifies as medically 
necessary. Use of state-of-the~art quality improvement tools. 

creatJ a Medicare reserve fund to add protc1ctions for catastropbic drug cost'i. To'. , 
build on the President's prescription drug benefit, the budget includes a reserve fund of 
$35 hillion for 2006·2010, availlible to design ptote.tions for beneficiaries wilh 
extremely high drug spending. This reserve wili permit the Administration to work with 
Congress to design this enhanced prescription d~g benefit If no consensus emerges, the 
reserve ;,vou!d be used for debt reduction. i 
Improves preventive benefits in Medicare. This proposal would eliminate the existing 
deductible and copayments for preventive servites (e.g., colorectal cancer screening~ 

, 	 I
bone mass measurements, and mammographies).

i 	 ' i, 
1 	 ' • 	Creates healtb insurance opti~ns: for people ages 55 to 65. The plan would allow 

people ages 62 through 65 and displaced workerS ages 55 to 65 to pay premiums to huy 
into Medicare, It also would require employers ~ho drop previously promised retiree 

. coverage to allow early retirees with limited altdnatives to have access to COBRA 
continuation coverage until they reach agc 65 anti qualify for Medicare. To make this 
policy more affordable, the President proposes ~ tax credit, equal to 25 percent ofthe 
premium, for participants in the Medicare buy~in and a sim.ilar credit for COBRA. 

.
, 

• 
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2. Average Medigap premiums for a 65 year old for Plan H. From slate insurance tommissioners' data. 
3. Data from 2000 Medicare + Choice plan submissions. Note: This isjust for basit plans. 1>lans may charge an extra premium for drugs. 
4. Marcil 1997-1999 avcragc CPS . 

+ 



. Table 4. Medicare Spending and Health Care Providers - , 

".,, 

, 

I 
1993. Hedth Cve Flnt.nelng Revirw. f)t)ll99S. 

'","",0' Mmlor'''' 
!, 

., 



I 
• 	 UNITED STATES: THE NEED FOR MEDICARE REFORM " 

i I 
MEDICARE PROVIDES CRlTlCAL HEALTIl CARE TO 38 MILLION AMERlCANS• , 	 I 
• 	 33.1 million seniors and 4.9 million people with disabilities rely on Medicare. 

II About 21.7 million Medicare beneficiaries (57 percertt) are women. 
<l About 4.? malion Medicare beneficiaries (11 percent) are age 85 and older. 
(I About 9.! million Medicare beneficiaries (24 percent) live in rural areas, with limited or no 

options. for managed care or prescription drug coverage. , 
• 	 Poverty am~ng U.S. elderly fell (rom 29 to 11 percent ~ince Medicare was created. , r---------- ­
MEDICARE ENROLLMENT WILL SURGE 	 us. EJd(rly Willln~rra5(!I

: 	 Ol'ttltUlticlllly (Million!) 

• 	 The number ohcniors in Uniled States will rise from~34.1 million 

in 2000 to 62 million in 2025. The percent of residents in the United 

States who are elderly will increase from 1 J to 19 peree~t. 


i 	 I 
• 	 About 6.1 ,riUlion people (28%) ages 5S to 6S in the U~ited States, 

who are not' yet eligible for Medicl'ln'l, arc uninsured or 
individually insured. People age 55 to 65 are the fastes~ growing group ofuninsured, The same 
demographic trend will affect this age group, making this problem even worse in the near future. 

I 
SENIORS NEED PRESCRlPTlON DRUG COVERAGE 

,, 	 I 
• 	 Only 22 per:cent of U.S. firms offer retirtt health ins~rance. Retiree health insurance provides 

good·prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide have it 
This will be lower in the future since 25 percent fewer finns offered retiree health in 1998 than 1994. 

: 	 I 
• 	 The monthly premium for Medigap insurance including prescription drugs averages $136 

natiouwjde~ which is ont of reach for mauy seniors. 1:Aedigap (supplemc"ntal 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 II in 10 Medicare beneficiaries nationwide 
purchases Medigap with drug coverage, and the extra oost is about $90 per month, , 	 . 

• 	 Aceess to pfescription drug coverage througb Medic~m manag(ld care is limited. About 23.5 
minion or 6 J percent ofMedieare beneficiaries nationwide have the option ofenrolling in a basic 
managed cafe plan that offers prescription drugs. Morehver. an ' 

... 

increasing rtumber ofplans arc cnnpino their drug coverage at $1,000
-.- I;; MUll Elderly Art Middle: Class 

or even $500. I 
• 	 About 15.6 milliol1 elderly in United S(ates are middle class ($Is.. 

SOtOOO) Rnd would not be (lligible for a low~iRcome prescription 


drug bener' 
 I 
HEALTH CARE PROVIDERS RELY ON MEDICARE .,, 	 ,

' 

• 	 Health <:nre providers depend on Qver $200 biHion i~ Medicare spending. Medicare pays for 19 
percent of all personal health care expenditures: in Unit~ States: TI~is is critical to: 

, 
5,108 hospitals, 801,600 physk:ians. 14,852 nursing homes. and other health care providers. 



I 

ALABAMA: THE NEED FOR MEDICARE REFORM 

I 
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 669,000 IN ALABAMA . 	 I . 
., 	 551 t OOO senior'S and 118,000 people with disabUiCies in:Alabama rely on Medicare. 

o 	 About 385,000 Medicare beneficiaries in Alabama (~8 percent) are women. 
o 	 About 6~,OOO Medicare- beneficiaries in Alabama (lq percent) are age 85 and older. 
'" 	 About 244,000 Medicare beneficiaries in Alabama (36 percent) live in rural areas, with limited or 

no options formanagcd care or prescription drug co~erage. 
, 	 I . 

• 	 Poverty am!lng the elderly in Alabama feU from 41 to (3 percent since Medicare was creattil, 

MEDICARE E~ROLLMENT WILL SURGE IN ALAB1MA EId"Iy" AI....":" Wi"
Jncrease Dramllmalty 

I 
.. 	 The nnmbe', of seniors in Alabama will rise from 582,000 in 2000 

to J,069,000 in 2025. The percent of residents in Alabama who are 
elderly will increase from 13 to 21 percent. I 

. 	 I . . 
• 	 About 104,000 people (27%) ages 5510 65 in Alabama, who are 

not yet eligible Cor Medicare, are uninsured or individually 
insured. People age 55 to 65 are the fastest growing sn?up of uninsured, The same demographic 
trend will affect this age group. making this problem e~en worse in the near future. 

I I 
ALABAMA SENIORS NEED PRESCRIPTION DRUG COVERAGE , 	 I , 
• 	 Only 19 percent of Alabama firms offer retiree health insurance. Retiree health insumnce 

provides good prescription drug coverage~ but only one~quarter ofMcdicate beneficiaries nationwide 
have this covemge. This will be lower in the future si~ce 25 percent fewer firms offered retiree health 
in 1998 than 1994. . J 

• 	 The monthly premium for Mooigllp insurance inclJdine: prescription drugs averages S1l4 in 
Alabama, which is ou1 of reach for many seniors. Medjgap (supplemental health insurance for 
bef!eficiaries) has plans that include prescription dru~ but these plans are typically costly and their 
premiums increase dramatically with age. Only about J in II) Medicare beneficiaries nationwide 
pu:rchaJres Medigap with drug coverage. and the extra cost is about $90 per month. 

, 	 I 

(millions)u. 

"" 

• 	 Access to! prescription d ....g coverage through Medicare managed care ill limited in Alabama. 
No Medicare beneficiaries in Alabama have the option ofenrolling in . r------------, 
a basic managed care plan that offers prescription drugs. Moreover, Mosl Eldtrly in Alabama Are 
nationwide, an increasing number of plans are cappin'g their drug 
eoveragefat $1,000 or even SSOQ, I' 

, 	 <H5/X1O' 
0% 

• 	 About 248,000 ofall elderly in Alabama are midd1~ class (SIs.. SIS­

50,000) and would not be eligible for a low~income prescription ~; 

drug be~efit. I 
, 

ALABAMA HEALTH CARE PROVIDERS RELY ON MEDICARE 

i 	 ' . I 
• 	 Health care providers in Alabama depend on $4 billion in Medicare spending. Medicare pays 

for 22 per.cent of all personal health care expenditures in Alabama. This is critical to; 

110 hospitals, 9,700 physicians. 219 nursing ho~es, and other providers in Alabama,{I 

: 	 . I' 
, 	 i 

I 

Middle Clan 



I 
ALASKA: THE NEED FOR MEDICARE REFORM 

I , 
MEDICARE PROVIDES CRITICAL HEAI,TH CARE TO 38,000 IN ALASKA 

• 32,000 S(lniors and 6,000 peopEe with disabilities in A,LIla rely on Medicare. 
<l About 20,000 Medicare beneficiaries in Alaska (51 percent) are women, 
(I About 2.000 Medicare beneficiaries in Alaska (6 percent) are age 85 and older. 
(I About 19,000 Medicare beneficiaries in Alaska (51 percent) live in rural areas, with limited or no 

options for managed care or prescription drug coverage, 

• 	 Poverty among the elderly nationwide feU (rom 29 to 11 percent sin<:e Medicare wa, cr¢ated. 
, 	 , 

MEDICARE ENROLLMENT WILL SURGE IN ALASKA Eldtrly In Aladia Willll\{'~ 
I I Dramatically (dwulAnds) 

, : 100 

• 	 The number of seniors in Alaska will rise from 38,000 in 2000' to 

92,000 in 2015. The percent of residents in Alaska whot are elderly :~ 


will increase from 6 to 10 percent , 

" __'"'_,___i 

,~ "" • 	 About 9,080 people (23%) ages 55,to 65 in Alaska, w~o are not yet 
eligible for Medicare, are uninsured ur individually ~nsured. 


People age 55 to 65 ate the fastest growing group of uninsured, The same demographic trend will 

affect this age group, making this problem even worse In the near future, 


, 	 I 
ALASKA SENIORS NEED PRESCRIPTION DRUG COVERAGE 

I 
• 	 Only 22 peKeht of firms nationwide offer retiree bealth insurance. Retiree health insurance 

provides SQod prescription drug coverage, but only one~quarter of Medicare beneficiaries nationwide 
have thi!i coverage. This will be lower in the future sin~e 25 percent fewer firms offered retiree health 
in 1998th~n 1994. I 

• 	 The monthly premium for Medigap insnrance including prescription drllg.~ averages $136 
nationwide, which is out of reach for many seniors.!Medigap (supplemental health insurance for 
bel)eficiaries) has plans that include prescription drugs, but these plans are typically costly and their 
premiums increase dramatically with age. Only about 11 in 10 Medicare beneficiaries nationwide 

. purchases Mooigap with drug coverage. and the extra cdst is about $90 per month.
l 	 j. , 	 , 

• 	 Access to prescription drug coverage througb Medicare managed care i!l limited in Alaska. No 
Medicare beneficiaries in Alaska have the option of enrolling in a 
basic managed care plan that offers prescription drugs! Moreover, Mosl Elderly Irl Aluka Are 
nationwide, an increasing number ofplans are capping their drug Middle Clnn 
coverage ;1 $1,000 or even $500. 	 .~:::-'I 

• 	 About 15;000 or aU elderly in Alaska are middle class ($ls..50~OOO) 
and would not be eligible for a row~jncome prescription drug 
benefit. I : .....".

I 	 ­
ALASKA HEALTH CARE PROVIDERS RELY ON MEDICARE 

, 	 I 

• 	 Health care providers in Alaskn depend on 5160 ~illion in Medicare spending. Medicare pays 

for 6 percent of a!! personal health care expenditures in Alaska. This is critical to: 

.. 22 h~spitaJs. 1.400 PbYSki~~S, 16 nursing homes] and other providers in Alaska,, .! 

r 



I 

ARIZONA: THE NEED FOR MEDICARE REFORM , 	 I 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 651,000 IN ARIZONA , , 	 I 

I 
• 	 573,000 seniors and 78,000 people witb disabilities in Arizona rely on Medicare. 

" About 35'7,000 Medicare beneficiaries in Arizona (55 percent) are women" 
o 	 About 60.000 Medicare beneficiaries in Arizona (9 ~nt) are age 85 and older. 
o 	 About 91.,000 Medicare beneficiaries in Arizona (14 Percent) live in ruml areas, with limited or 

no options for managed care or prescription drug coverage, 

i 
• 	 Poverty among the elderly in Arizona fell from 13 to 10 percent since Medicare was created. 

: 	 I' w'..d'"IA'
MEDICARE ENROLLMENT WILL SURGE IN ARIZONA 	 ~,y D .=" ,III I [ru:ruse- DramatitAlly 

I (milliorn) 

• 	 The number ofseniors in Arizona will rise from 635,000 iu 2000 t-o u 
1,368,000 in 2{)lS. The percent of residents in Arizona \~'ho are 
elderly will increase from 13 to 2! percent. ' 

, 

• 	 About t 19,000 people (33%) ages S5 to <is in ArizonaJ who arc not i l«:<j 1m 

yet eligible for Medicare, are uninsured or indIvidually insured. ,'-_________"J 

People age 55 to 65 are the fastest growing group of unittsured, The same demographic trend will 
affect this age group, making this problem even worse in the near ruture, 

i 	 I 
ARIZONA SENIORS NEED PRESCRIPTION DRUG COVERAGE 

• 	 Only 22 peLnt of Arizona firms offer retiroo healthfiUsurante. Retiree health insurance 
provides good prescription drug coverage, but only one..quarter of Medicare beneficiaries nationwide 
have this CQverage, This will be lower in the future stnck 25 percent fewer firms offered retiree health 
in 1998 than 1994, I 

I 
• 	 Tbe monthly premium for Medigap insurance including prescription drugs -averages S136 

Dationwid~ which is out of rtach for many seniors. Medigap (supplemental health insurance for 
beqeficiruieS) has plans that inciude prescription drugs, but these plans ate typically costly and their 
premiums h;crease dramatically with age. Only about I! in )0 Medicare beneficiaries nationwide 
purchases Medigap with drug eovemge. and the extra rest is about $90 per month, 

• 	 Access to P:rescriPtion drug coverage through Medielre managed cnre is limited. About 618,329 
or 94 percent of Medicare beneficiaries in Arizona have the option 
of enrolling in ... basic managed care plan that offers prescription 
drugs. However, nationwide, an increasing number of plans are 
capping the.ir drug coverage at $1,000 or even $500. ! 

, 	 i 
• 	 About 287,000 of all elderly in Arizona are middle class ($15 .. 

50,0(0) and would not be eligible for a low~bl(:ome v.rcscription 
drug bene~t. I 

, 	 ,
' 

ARIZONA HEALTH CARE PROVIDERS RELY ON MEDICARE 

Most Elderly ip Arizonl A~ 


MiddlcClau 


",..,., 
'" 

• 	 Health ea~e providers In A~izon~ depend on 5:3 billiln in Medicare spending. Medicare pays for 
21 percent ofall personal health care expenditures in Arizona. This'is critical to: 

" 	 69 hospitals., 11,1 00 PhYSici~Sl 164 nursing homel. Md.other providers in Arizona. 



I 
ARKANSAS: THE NEED FOR MEDICARE REFORM . 	 I 

MErHCARE PROVIDES CRITICAL HEALm CARE TO 433,000 IN ARKANSAS,
I . 

• 	 357,000 seniors and 7-6~OOO people witll disabilities in Arkansas rely Ott Medicare. 
o 	 About 243,000 Medicare beneficiaries in Arkansas (~6 percent) are women. 
.0 About 45,000 Medicare beneficiaries in Arkansas (lq percent) are age 8$ and older. 
o 	 About 258,000 Medicare beneficiaries in Arkansas (60 percent) live in rural areas, with (imited or 

no options for managed care or prescription drug cov'erage,. 	 ,, 

• 	 Poverty nm~ng the elderly in Arkansas fell from 42 t~ 17 percent since Medicare was created. 

i 	 I FJderly In Arlwnw; Will
MEDICARE ENROLLMENT WILL SURGE IN ARKANSAS Intrtll.lt I)ranullitally 

I (ihOUSAntb:) 
• 	 The number ofseniors in Arkansas will rise from 377,000 in 2000 

to 731,000 i~ 2025, The percent of residents in Arkansas who are '" 
elderly will i)ncreasc from 14 to 24 percent I %$II m 

• About 88.000 people (39%) ages 5S to 65 in Arkansast who are not >---"',._...__. ­
yet eligible for Medieare~ arc uninsured or individually insured. 
People age 5,5 to 65 are the fastest growing group of uninsured, The same demographic trend will 
affect this age group, making this problem even worse iti the near future, 

ARKANSAS SENIORS NEED PRESCRIPTION DRUG iCOVERAGE 

• 	 Only l4 percent of Arkansas firms offer reUree health insurance. Retire;; 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 pe1'(:ent fewer firms offered retiree health . 	 ,
in 1998 than 1994.' 	 i. 

• 	Tbe monthly premium for Mwigap insurance indud,ing prescription drugs averages $158 in 
Arkansas, ';Vhich is out of reacb for many seniors. M~digap (supplemental health insurance for 
beqeficiaries) has plans: that include prescription drugs, ~ut these plans are typically costly, Arkansas 
requires community-rated premiums, Only about 1 in 10 Medicare beneficiaries nationwide 
purchases Mcdigap with drug coverage; and the extrn cOst is about $90 per month., 

• 	 Access to prescription drug coverage througb Mwje~r(! managed care is limited in Arkansas. 
No Medicare beneficiaries in Arkansas have the option of enrolling in 
a basic mnnaged care plnn that offers prescription drugs~ Moreover. Mon Efdnty in ArkanSAS An 

MiddfeClaunationwide, an increasing number ofplans are capping their drug 
coverage at $1,000 or even $500, 	 : 

• 	 About 16S,hoo ofall elderly in Arkansas nrc middle Lass (SI$­
50,000) nnd would not be eligible for a low-inoome prescription 

drug benefit. ' 


. . 	 I 
ARKANSAS HEALTH CARE PROVIDERS RELY ON MEDICARE 

. 	 . I 
• 	 Hcalth ure providers in ArkansaS depeod on $2 billion in Medicare spending. Medicare pays 

for 23 percent of all personal health care expenditures in Arkansas, This is critical to; 

, <> 78. hospitals, 6.900 physicians, 207 nursing homes, lund q,ther providers in Arkan~as. 

http:Intrtll.lt
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I 
CALIFORNIA: THE NEED FOR MEDICARE REFORM 

i 
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 3,783,000 IN CALIFORNIA . 	 ,. 

• 3,348,000 sC!liors and 435,000 people with disabilities in California: reJy on Medicare, 

Poverty among the elderly in California Cell from 20 to 9 pertent since Medicare was created. 

~ About 2,129,000 Medicare beneficiaries in Catifomi~ (56 percent) are women, 
Q About 394,000 Medicare beneficiaries in California (10 percent) are age 85 and older. 
(I About 168,000 Medicare beneficiaries in California (4 percent} live in rural are~ with limited or 

no options for managed care or prescription drug covera.ge, 
! 

• 

MEDICARE ENROLLMENT WILL SURGE IN CALIJORNIA • 10_'.Colif.,,:" Will, 'I: 
Intrta5t DramatK'Rlty 


• 	 Tbe number ofseniors in California will rise from 3,387,000 in 
2000 to 6,4i4~OOO in 2025. The percent of residents in <i:alifornia 
who are eld~rlY will increase fro~ 10 to 13 percent. I 

• 	 About 768,000 people (32%) ages 5S to 65 in California. who arc 
not yet eligj'ble for Medicare, arc uninsured or individually 

{mlllioru) •.• 
'" 

. ! 
I 

, 

insnred. People age 55 to 65 are the fastest growing gro~p Qf uninsured. The same demographic 
trend will affect this age group. making tbis problem even worse in the near future. 
., 	 I 
CALIFORNIA·SENIORS NEED PRESCRIPTION DRUG COVERAGE, 
• 	 Only 19 percent of California firms offer retiree heal.th insurance. Retiree bealth insurance 

provitles good prescription drug coverage. but only one~'quarter of Medicare beneficiaries nationwide 
have this coverage. This will be IO\\-'er in the future since 25 percent fewer firms offered retiree health 
in 1998 than 1994. I 

, 
• 	 The monthly premium for Medigap insurance inclu~ing prescription drugs avcrnge.s- $136 

nationwide~ whieh is out .of reach for mnny seniors. Medigap (supplemental health insurance for 
be'1efi<:iaries) 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. 

I 
• 	 Access to prescription drug coverage through Medicitn: managed care is-limited. About 

3,365,276 or 93 percent of Medicare beneficiaries in C8Jifomia have ',----------, 
the option of enrolling in a basi<: managed care plan that oHers Most Elderly In CaUfo'l'Jlilt A« 

Middle Clast prescription drugs. However, nationwide,.an increasing number of 

plans are capping their drug coverage at $1,000 or even' $500. 


: 	 ., 
• 	 About 1.541,000 ofaJl eldtrly in California are middle class (SIs.. 

50,000) and would not be eligible ror a low-income prescription . 
drug benefit. ."I 

CALIFORNIA HEALTII CARE PROVIDERS RELY ON MEDICARE 

. 	 i 
• 	 Health ea~e providers in California depend on $23 ~ilUon in Medicare spending. Medicare pays 

for 18 percent of all personal health care expenditures in California.' This is critical to: 

o 425 h~spitaIS. 96,600 physicians. J,319 nursing hoLes. ,!nd other providers i~ California., 

http:nationwide,.an
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COLORADO: THE NEED FOR MEDICARE REFORM 
! 	 I 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 451,000 IN COLORADO 

i 	 I 
• 	 3891000 scni~rs and 62,000 pcopl.c with disabilities in ~oloradt) rely on Medicare. 

D About 253,000 Medicare beneficiaries in Colorado (~6 percent) are women. 
Q About 45,000 Medicare beneficiaries in Colorado (I ~ percent) are age 85 and older. 


About 83,000 Medicare beneficiaries in Colorado (19 percent) live in nlral areas, with limited or 

no options for managed care or prescription drug cov1ernge. 


• Poverty am~Dg the eJderly in Colorado fell from 24 tJ:3 percent since Medicare was created.I r·--------~ 
MEDICARE ENROLLMENT WILL SURGE IN COLORADO

I 
• 	 The number ofseniors in Colorado will rise from 452,000 in 2000 

to l,044,OOO
i 
in 2025. The percent of residents in Coloraao who are 

elderly will itCtcaSe from I i to 20 percent I 
, " 	 ' 

• 	 About 93,000 people (30%) ages 55 to 6S in Cororado~ who are not 
yet eligible for Medicare, are uninsured or individuaUy insured. 

Etikrly [n Colorado Will 
''''''''' ....mati"Uy 

uo (mUllons) 
1..1$ 

" 
<" 
O.M I!I!!I'MI!I•.u_......__- •• 

People age 5'5 to 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.

I 	 ' 
COLORADO SENIORS NEED PRESCRIPTION DRUG COVERAGE 

I 
.. 	 Only 25 pertent ofColorado firms offer retiree health insurance. Retiree health insurance 

provides good prescription drug coverage, but only one-.guarter ofMedicare beneficiaries nationwide 
have this coverage. This will be lower in the future sinc~ 25 percent fewer tirms offered retiree health 
In 1998 tha~ 1994. I 

• 	 The monthly premium for Mooigap insurance including prescription drugs averages 5135 in 
Colorado, wbieh is out of reach for many seniors. M~djgap (supplemental health insurance for 
ool1eflciaries) has plans that include prescription drugs. but these plans are typically CQsrJy and their 
premiums increase dramatically with age. Only about II in 10 Medicare beneficiaries nationwide 
purchases Medigap with drug coverage. and the extra cOst is about $90 per month. 

, 
! 

Access to prescription drug coverage tbrough Medic~re managed care is limited. About 387,696• 
or 83 percerit ofMedicare beneficiaries in Colorado hav~ the option of ,----------, 
enrolling in a basic managed 'care plan that offers prescription drugs. Musl Elderly In Colorado Art 

However, nationwide, an increasing number of plans aTe capping their Middle elln:. 
drug coverage at S1,000 or even $500. I 

• 	 About 171,000 ofnil elderly in Colorado are middle <lass ($15" 
50,000) and wnuld not be eligible for a low-income p~ription 
drug btttC~t. I 

COLORADO HEALTH CARE PROVIDERS RELY ON MEDICARE 
i 	 , 

, 
, 	 I 

• 	 Health car~ providers in Colorado depend on $2 billion in Medicare spending. Medicare pays 
for 16 percent of all personal health care expenditures in Colorado. This is critical to: 

l) 65 hOS~italS, 12,600 physici~s. 206 nursing homel, aod ,other providers in Colorado. 



CONNECTICUT: THE NEED FOR MEDICARE REFORM 
i 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 510,000 IN CONNECTICUT 

, 
• 	 456,000 seniors and 54,000 people with disabilitiC!! in Connecticut rely on Medicare., 

Q About 2~7,{}OO Medicare beneficiaries in Connecticut (58 percent) are women. 

() About 60,000 Medicare beneficiaries in Connecticut (12 percent) are age 85 and older.
, 
o 	 About 16,000 Medicare beneficiaries in Connecticut (3 percen!) live in rural areas. with limited or 

no options for managed care or prescription drug cov'erage. 
, 	 I 

, 

• 	 Puverty among: the elderly in Connecticut fell from l~ to 4 percent since Medicare was erclltcd. 
I Elderly fn Conn~kul WillMEDICARE ENROLLMENT WILL SURGE IN CONNECTICUT 

lru:rclIsc Dramalinlly 
(tnowaruls). 	 I ."• 	 The unmoor ofseniors in Conne<:tjcut wiIJ rise from 461,000 in 

2000 to 671~OOO in 2025. The percent of residents in COhnecticut 
who are elderly will increase from 14 to 18 percent I 

• 	 About 80,000 people (26%) ages 5S to 6S in Connectic;ut, who are 
not yet eligi~Ic for Medicare, are uninst1~d or indivi~ually 
insured. People age 5S 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. . 	 . 

: 	 I' 
CONNECTICUT SEl\'10RS NEED PRESCRIPTION DRUG COVERAGE 

] 	 ! 
• 	 O!1ly 24 percent of Conncdicut firms offer retiree be~lth insurance. Retiree health insurance 

provides good prescription drug coverage, but only one-quarter ofMedicare beneficiaries nationwide 
have this coverage, This will be tower in the future since 25 percent fewer flnns offered retiree health 
in 1~8 than 1994. I 	 . 

I 
• 	 . The monthly premium for Medignp ill!lUrllnee intlud;ng prescription drugs averages: $207 in 

ConnecticutJ which is out of reacb for many senion. Medigap (supplemental health insurance for 
bcqeficiaries) has plans that include prescription drugs, but these plans are typically costly. 
Connecticut requires community-rated premiums. Only~about 1 in 10 Medicare beneficiaries 
nationwide purchases Medigap with drug coverage, and ~he extra cost is about $90 per month. 

• Access to prescription drug coverage tbrough Medic~re managed care is limited. About 559,603 
or 97 percent of Medicare beneficiaries in Connecticut have the option r--------..:---, 
of enrolling 'in a basic managed care plan that offers pre~rjption Most Eldtrly In Cottuedknt 

Are Middk ClAn drugs. However, nationwide, an increasing number of plans are 

capping their drug coverage at $1,000 or even $500. ! 


• 	 About 235,000 oiall elderly in Connecticut are middle class ($15­
50,000) and would not be eligible for' a low-income prescription 

drug benefit. 
 I 

CONNECTICUT HEALTH CARE PROVIDERS RELY ON MEDICARE 

• 	 Health care providers in Connecticut depend on $3 Jillion in Medicare spending. Medicare 
pays for is percent ofall personaJ health care expendittires in Connecticut. This is critical to: 

33 hospitals, 11,900 physicl:ms. 25! nursing homes~ and .other providers in Connecticut. c 



, 
I, 	 , 

DELA WARE: TIlE NEED FOR MEDICARE REFORM 
I 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 108.000 IN DELA WAR£ 

• 95,000 seniO~ and 13,600 people with disabilities in nl,aware rely on Medicare. 
" About 6 hOOO Medicare beneficiaries in Delaware {57 perecnt) arc women. 
(j About 10.000 Medicare beneficiaries in Delaware (9 Percent) are age &5 and older, 
(> About 30',000 Medicare beneficiaries in Delaware (27 percent) live in rural areas, with limited or 

no options for managed care or prescription drug coverage. 

• 	 Poverty am~ng the elderly in Delaware fell from 30 tol9 percent since Medicare was created. 
Ir 	

Elderly In OelaMln: Will 
MEDICARE ENROLLMENT WILL SURGE IN DELAWARE iPCn:lUll OrllmlltkallyI 

• 	 The number of seniors in Delaware wil1 rise from 97,000 in 2000 
to 165,000 hi 2025. The percent of residents in Delawarb who are 
elderly will increase from 13 to 19 percent. 

• 	 About 11,000 people (17%) ages 55 tn 6S in Delaware, who are not 
yet eligible for Medicare, are uninsured or individually insured. 
People age 55 to 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. 

, 
DELAWARE SENIORS NEED PRESCRIPTION DRUG COVERAGE 

I 
• 	 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 win be lower in the future since 25 percent fewer finns offered retiree health 
in 1998 thim 1994. I 

• 	 The monthly premium for Medigap insurance including prescription drugs averages SUO in 
Delaware, which is out of reach for many seniors. MJdigap (supplemental health insurance for 
be~eficiaries) has plans that include prescription drugs, ~ut these plans are typically costly and their 
premiums increase dramaticany with age. Only about f in )0 Medicare beneficiaries nationwide 
purchases Medigap with drug coverage, and the extra. cost is about $9{) per month. 

• 	 Access to p.:cscription drug coverage through Medic~re managed care is limited in Delaware. 

(Ihomlltld!) m 

'* 

Abou165,492 or 60 percent of Medicare beneficiaries in~De(aware 
have the option ofenrolling in 11 basic managed care plan that ofTers Must Eldl'lMY Iii Dl'lIl'IIwue Arl'l 

Middle Clanprescription drugs, Moreover. nationwide. an increaslng number of 
plans are capping their drug coverage at SJ )000 or even $500, 

. 	 . I 
• 	 About 46,000 o( all elderly in Delaware arc middle dass (Sts.. 

50,000) and would not be eligible (or a low-income prescription ." 
~-n,

drug bencfi.t. 	 I 
I 	 I '--------I 

DELAWARE HEALTH CARE PROVIDERS RELY ON MEDICARE 
, 


; i 

• 	 Health care providers in Delaware depend on $405 milUon in Medicare spending. Medicare 

pays for 17 Percent of all persona1 hcalth care expenditures in Delaware. This is critica1 to~, 
o 6 hospitals, 2,300 physicians;39 nursing homes. and other providers in Delaware. 

• 




DISTRICT OF COLUMBIA: THE NEE~ FOR MEDICARE REFORM 


MEDICARE PROVIDES CRITICAL HEALTH CARE TO 76,000 IN DISTRICT OF COLUMIliA 


• 	 67,000 seniO~ and 9,000 people with disabilities in Dil1rid of Columbia rely on Medicare. 
Q About 46.000 Medicare beneficiaries In District ofChlumbia (60 percent) are women. 
(l Aoout 10,000 Medicare beneficiaries in District ofC?lumbia (14 percent) are age 85 and older. 
/) About ~ Medicare beneficiaries in District ofColumoia (- percent) live in rural areaS, with timited 

or no options for managed care or prescription drug Covcnlge. 

• 	 Poverty aming the elderly in DC fcll from 27 to 18 pJcent since Medicare was created. 
i· 	 I .-------, 

MEDICARE ENROLLMENT WILL SURGE IN DC FJdcrly In DCWullnrnnae 
I DraJm'lticnlly (tlulllllamls) 

• 	 Tbe number ofseniors in District of Columbia will rise from 
69,000 in :ZOOO 'I) 92,000 in 2025. The pereent of resid'Cnts in District 
ofColumbia who are elderly will increase from 13 to 141percent 

. . 	 I 
• 	 About 10,000 people (25 % 

) ages 5S to 65 in District of Columbia, 
who arc not yet eligible for Medicare. are uninsured or 
individuully insured. People age 55 to 65 are the fastest growing group ofuninsured. The same 
demographic trend will affect this age group. making thi~ problem even worse in the near future. 

I 
DISTRICT OF COLUMBIA SENIORS NEED PRESCRIPTION DRUG COVERAGE 

I 	 ' I 
• 	 Only 2l peieent offirms nationwide offer rttiree health insurance. Retiree health insurance 

provides goOd prescription drug coverage) but only one~uarter of Medicare beneficiaries nationwide 
have this coverage. This win be lower in the future since 25 percent fewer firms offered retiree health 
in 1998 than' 1994, I' 

• 	 The monthly premium for Mcdignp insurance includi.ng prescription drugs averages $136, 
nationwide; which is .out ofreaeh for many seniors. ~edigap (supplemental health insurance for 
beneficiaries) has plans iliat include prescription drugs, but these plans are typically costly and their 
premiums increase dramatically with age, Only about I jin 10 Medicare beneficiaries: nationwide 
purchases ~edigap with drug coverage. and the extra CQ~ is about $90 per month. 

, 	 , 
• 	 Access to prescription drug coverage through Mcdi~re managed care is limiti!d. About 71,448 

.. 
: 7S 

-

or 100 percent of Medicare beneficianes in District ofCpfumbia have 

the option ofenrolling in a basic managed care ptan that offers 
 Most f.1dtrly iu tbe Distrin (If 

Columbia Ant Middlt elluprescription drugs. However, natiollwide, an increasing' number of 

plans are capping their drug coverage at $1,000 or even ~500, 


,, 

• 	 About 25,000 ofall elderly in Dis:1rict of Columbia are middle 
dass ($15-50,000) and would uot be eligible for a low'-income 
PrescriPtiO~ drug benefit. I 

DISTRICT OF COLUMBIA IIEALTH CARE PROVIDERS RELY ON MEDICARE 

• 	 Health car~ providers in Distrie~ of Columbia depen~ on $1 biUion in Medicare spending. 
Medicare pays for 14 percent ofall personal health carelexpenditureS in District ofColumbia. This is 
critical to: 1 I 
<) 	 10 hospitals, 4,200 physicians. 21 nursing homes, and oUter providers in District of Columbia. 

I 
• 

http:includi.ng
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I I 
FLORIDA: THE NEED FOR MEDICARE REFORM 
; 	 I 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 2,761,000 IN FLORIDA . 	 1 , 	 , 
• 	 2,477,000 seniors Rnd 284,000 people with disabilities in Florida rely on Medicare. 

o About 1,538,000 Medica;e beneficiaries in Florida (56 percent) are women. 

<) About 295,000 Medicare beneficiaries in Florida (J 1~percent) are age 85 and older. 

o 	 About 219,000 Medicare beneficiaries in Florida (8 percent) live in rural areas, with limited or no 

options for managed care or prescription drug coverage. 

• 	 Poverty among the elderly in Florida feU from 30 to 91perccnt since Medicare was created. 

I 
MEDICARE ENROLLMENT WILL SURGE IN FWRIDA 

I• 	 The number oCseniors in Florida will risc f..om 2,755.000 in 2000 
to S,453,OOOJn 2025. The percent of residents in Florida who are 
elderly will i:crease from 1 g to 26 percent i 

• 	 About 426~OOO people (33%
) ages 55 to 65 in Florida, ~ho are not 

yet eligible for Medkare, are uninsured or individually insured. 
People age 5'S to 65 are the fastest growing group of uni~sured. TIle same demographic trend will 
affect this age group, making this problem even worse in the near future. 

I'WRIDA SENIORS NEED PRESCRIPTION DRUG COV.:RAGE 

I 
• 	 Only 20 pen::ent of Florida 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 offert:d retiree health in 1998 
ilia 1m. I 

• 	 The monthly premium (or Medigap Insurance indud!ng prescription drugs averages $167 in 
Florida, whieh is out ofreacb for mnny seniors. Med!gnp (supplemental health insurance for 
beQcficjaries) has plans that im:lude prescription drugs, but these plans are typically costly, F!odda 
prohibits llttained~llge nlting. Only about 1 in 10 Medic*,"e beneficiaries nationwide purchases 
Medigap with drug covemge, and the extra cost is about,$90 per month. 

I 
• 	 Access to' p~escription drug coverage through Medicare managed care is limited. About 

2,380,337 or 82 percent ofMedicare beneficiaries- in Fl6rida have the lr----------, 
option ofenrolling in a basic managed care plan that offers : MI'mt EldeMY hi Florida Arc 
prescription:drugs, However, nationwidej an increasing' number of 
plans are capping their drug coverage at $1.000 or even $500, 

I 	 : 
• 	 About 1,294,000 ofaU elderly in Florida are middle class (SIs.. 

50,000) ltnd would not be eligible for u Jow-income pt-escription 

drug bencfit. 1 


" 
I]dtrl} In Florida WlII 
httrt:aK Dntnmtieally 

(miUituu) 

Mlddlt ebB 

FLORIDA HEALTH CARE PROVIDERS RELY ON MEDICARE 
. 	 I 

• 	 Health care providers in Florida depend on $18 billiln in Medicare spending, Medicare pays 
for 28 percent ofall personal health care expenditures i~ Florida, Tbis is critical to; 

o 	 203 hospitals, 41.500 physich\ns. 119 nursing homL, !lOP other provjders in Florida, 

• 

.1, 



, , 

GEORGIA: THE NEED FOR MEDICARE REFORM 
; 	 I 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 885,000 IN GEORGIA 

• 	 730,000 seniors aod 155,000 people with disabilities in!GeOrgia rely o~ Medicare. 
(l About 514,000 Medicare beneficiaries in Georgia (58 percent) are women. 
o 	 About 83:,000 Medicare beneficiaries in Geotgia (9 p~rcent) are age 85 and oider. 
o 	 About 350,000 Medicare beneficiaries in Georgia (4q percent) live in rural areas.;with limited or 

no optiOlls for managed care or prescription drug coverage,

I 
• 	 Povert)' amnng the elderly in Georgia fell from 43 to 11 ~r(:cn' Sinc•• ~~~~w~a~.~c~r.~.~t;.d~.:..-,

I r 
MEDICARE ENROLLMENT WILL SURGE IN GEORGIA ! l%Jcrly In Georgia Will I ,lncrcaseDramaticolly 

(millions) .I u ..,• 	 The number ofseniors in Georgia will rise from 779,000 in 2000 to 
1,668l 000 in 2025. The percent of residents in Georgia J-ho are : '" 
elderly will increase from 1 0 to t7 percent 

• 	 About lS8,O~O people (30%) ages 55 to 65 in Georgia.,wbo are not 
yet eligible (or Medicare, are uninsured or individually insured. 
People age 5? to 65 are the fastest growing group of uninsured. The same demographic trend win 
affect this age group, making this problem even worse in1the near future. 

I 	 I 
GEORGIA SENIORS NEED PRESCRJPTION DRUG COVERAGE 

• 	 Only 24 ~rCeot ofGoorgin firms: offer retiree health insurance. Retiree health insurance 
provioes good prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide 
have this c~erage. This win be lower in the future since 2S percent fewer firms offered retiree health 
in 1998 thanll994.· I 

I 	 I 

I 


• 	 The monthly premium (or Medigap insurance including prescription drugs averages $215 in 
Goorgia;. whicb is out of reach for many seniorS. Med'igap (supplemental health insurance for 
be;qeficiaries) has plans that include prescription drugs, 6ut these plans are typically costly. Georgia 
prohibits attained-age rating" Only about 1 in I 0 Medic~e beneficiaries nationwide purchases 
Medigap with drug coverage. and the extra cost is about ,$90 per month, 

• 	 Attcu to prescription drug toverage througb Mediclre managed care is limited in Georgia. 
About 312,886 Of 31 percent ofMedicare beneficiaries in Georgia 1'------:::.---.., 
have the option ofenrolling in a basic managed care plan that offers Mo!' Elderly in Georgia Art 
prescription drugs. Moreover, nationwide, an increasing number of ~iddle CIa-5~ 
plans are capping their drug coverage at $1,000 or even $500. 

; 	 I 
• 	 About 368,000 of nil elderly in Georgia are middEe class (S1S. 

50,000) and: would not be eligible for a low-income prescription 
drug bcnefi,t. : 

! 
GEORGIA HEALTH CARE PROVIDERS RELY ON MEDICARE 

• 	 Healtlt e.aJ provident in Georgi~ depend on 54 billiol in Medicare spending. Medicare pnys for 
18 percent ofall personal health care expenditures in aJargia. This is criticol to: 

: 	 I 
o 	 161 hospitals. 18,500 physicians, 315 nursing Itomes, and other providers in Georgia . 

• 




HAWAII: THE NEED FOR MEDICARE REFORM , 	 I 
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 159,000 IN HAWAII 

: 	 I 
• 	 146,000 seniors and 13t OOO people with disabilities in Hawaii rely 0-0 Medicare., 

¢ 	 About 86,000 Medicare benefieiaries in Hawaii (54 percent) are women., 
Q About 15,000 Medicare beneficiaries in Hawaii (1-0 percent) are age 85 and older. 
I} About 43·,000 Medicate benefie;aries in Hawaii (27 percent) live in rural areas, with limited or no 

options for managed care or prescription drug coverage. 
.. 	 I 

• 	 Poverty among the elderly in, Hawaii feU from 24 to 8 percent 
since Medicare was treatoo. j Elderly In HaMil Will 

I hu:n:ale l)n;matitsiHy 

MEDICARE ENROLLMENT WILL SURGE IN HAWAII 
I 

• 	 The number
l 
of seniors in Hawaii will rise from 157J)OO in 2000 to 

289,000 in 1025. The percent ofresidents in Hawaii whQ are elderly 
will increase from 12 to 16 percent. ' • 

(timUSIIl$tb) 

-
• 	 About 16,000 people (10%) ages 55 to 6S in Hawaii, w,bo are not 

yet eligible for Medicare, are uninsured or individually insured. People age 55 to 65 arc the 
fastest growing group ofuninsured. The same demographic trend will affect this age group, making 
this problem ~cven worse in the near future. I 

IIAWAn SENIORS NEED PRESCRIPTION DRUG COVERAGE 

• 	 Only'29 pe~ent of Hawaii firms otfet retir~ health i4uran«. Retiree health insurance provides 
good prescription drug coverage. but only one--quarter ofMedicare beneficiaries nationwide have this 
coverage. This will be lower in the future since 25 percent fewer finns offered retiree health in 1998 
than 1994. j 	 I ' 

• 	 The monthly premium for Medigap insurance includi,ng prescription drugs averages $136 
nat,ionwide. which is out or reacb for many seniors. Medigap (supplemental health insurance for 
beneficiaries) has plans that include prescription drugs. ~ut these plans are typically cosHy and their 
premiums increase dramatically with age. Only about 1 in 10 Medicare beneficiaries nationwide 
purchases Mcdigap with drug coverage, and the extra cost is about $90 per month. . 

I 	 ! 
• 	 Access to prescription drug coveragetbrough Medic~re managed care is limited. About 148,794 

or 100 percent ofMedicare beneficiaries in Hawaii have)he option of 

enroUing in a basic ffilllU'iged care plan that offers prescription drogs. 

However, nationwide, an increasing numbcr of plans are c_3pping their 

drug coverage at $i,OOO or even $500. , 


• 	 Abou1 77,000 ofall elderly in Hawaii arc middle class (S1s..S0 j OOO) 
aod would pot be eligible for a Jow~income prescrip1i6n drug 
bendil. i

I 
HAWAII HEALTH CARE PROVIDERS RELY ON MEDICARE 

• 	 Health care providers in Hawaii ~epend o.n $1 b~lIionl in Medic:nre 1I()cnding. Medicare pays for 
14 percent of all personal health care expenditures in Ha1wail. TIlis is critical to: 
o 	 23 hospitals, 3,900 physicians. 38 nursing homes, arid otber providers in Hawaii,, 

Most Elderly In lIawaii Are 
MJddle Class 

• 




, 
,IDAHO: THE NEED FOR MEDICARE REFORM 
I 	 I 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 159,000 IN IDAHO · 	 I 
• 	 140,000 seniors and 19,000 people with disabilities in Idaho rely on Medicare. 

o 	 AbDUl 87,000 Medicare beneficiaries in Idaho (55 pcircent) are women. 
o 	 About 17,000 Medicare beneficiaries in Idaho (11 pdrcent) are age 8S and older. 
o 	 About 105.000 Medicare beneficiaries in Idaho (66 percent) live in rural areas, with limited or no 

options for managed care or prescription drug covedge. 

• 	 Poverty am~ng the elderly in Id~ho fell from 25 to 8 Jercent since Medicare was created.
• 	 . I ,-'.-------, 

I 
MEDICARE ENROLLMENT WILL SURGE IN IDAHO Elderly In Idaho Will InClU5t 

Dnunntically (thousands) 
ofOO 	 374 

• 	 The number of seniors in Idaho will rise from 157,000 in 2000 to 
374,000 in 21125. The percent of residents in Idaho who lare elderly ,.will increas~ from 12 to 22 percent. 	 I 

• 	 About 30,000 people (31 %) ages 55 to 65 in Idaho, who are not yet 
eligible for Medicare, are uninsured or individually i~sured. 
People age 55 to 65 are the fastest growing group ofuniAsured. The same demographic trend will 
affect this age group, making this problem even worse id the near future. 

· 	 ,IDAHO SENIORS NEED PRESCRIPTION DRUG COVERAGE 
,, 	 I 

• 	 .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 sinc~ 25 percent fewer firms offered retiree health 

in 1998 thani 1994. I 
• 	 The monthly premium for Medigap insurance including prescription drugs averages $136 , 

nationwide, which is out of reach for many seniors. ¥edigap (supplemental health insurance for 
beneficiaries) has plans that include prescription drugs, but these plans are typically costly. Idaho 
prohibits attained-age rating. Only about I in 10 Medicare beneficiaries nationwide purchases l
Medigap with drug coverage, and the extra cost is about $90 per month. 

• 	 Access to p~eseription drug coverage through Mediclre managed care is limited in Idaho. 
About 45,05'8 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 increasing number of Middle Cllss 


plans are capping their drug coverage at $1,000 or even $500. 


i 
• 	 About 72,000 of all elderly in Idaho arc middle class (SI5-50,OOO) . 

and would not be eligible for a low-income prescription drug 

benefit. I 


IDAHO HEALTH CARE PROVIDERS RELY ON MEDICARE 

I 
• 	 Health care providers in Idaho de'pend on $1 billion in Medicare spending. Medicare pays for 

17 percent of all personal health care expenditures in Idaho. This is 'critical to: 

o 	 43 hosp,itals, 2,500 physicians, 86 nursing homes, aid ot~er providers in Idaho. 

,.l--....._~_ 
,~ 

." 



I 
ILLINOIS: THE NEED FOR MEDICARE REFORM . 	 I 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 1,626,000 IN ILLINOIS 
I, 	 I. 

• 	 1,440,000 seniors and 186,000 peopl~ with disabilities in II1in{Jis rely on Medicare, 
Q About 946,000 Medicare beneficiaries in J1Iinois (58 Percent) are women, 
,:. 	 About i85,Ooo Medicare beneficiaries in I1Iinois (11 Percent) are age 85 and older. 
¢ 	 About 343,000 Medicare beneficiaries in Hlinois (21 Percent) live in rutal areas, with limited or 

nO' options for managed care or prescription drug coverage. 
I 	 I 

• 	 Poverty arno'ng tbc elderly in Illinois: feU from 27 to 12 percent since Medicare was: created. 
I 	 I r·~~------~ 

MEDICARE ENROLUiENT WILL SURGE IN ILLINOIS £lderly [n Illinois Willlnrn:He
I 	 I Ontmatklllly (miltton$) , 	 : l.~ , 

u• Tbe number ofseniors in Illinois will rise from 1,484,000 in 2000 : 
to 2,234,000 in 2025. The percent of residents in Illinois, who are 
elderly will increase from 12 to 17 percent. I 

• 	 About 227,000 people (24%) fages 55 jo 6S in Illinois, lho are not 
yet eligible for Medicare, are uninsured or indi\'idually insured. 
People age 55 to 65 are the fastest growing group ofunl~sured, The same demographic trend will 
affect this age group, making this problem even worse in;the near future, 

I 
ILLINOIS SENIORS NEED PRESCRIPTION DRUG COVERAGE . 	 : 

• 	 Ooly 25 pe~tnt ofIllinois firms offer retiree health i~sunulce. Retiree health insurance prov,ides 
good"prescription drug coverage. but only one-quarter of'Mcdicare beneficiaries nationwi-de have this 
coverage. This will be lower in the future since 25 perceht fewer firms offered retiree health in 1998 
iliMl.~ I 

.. 	 The monthly premium for Mcdigap insurance including prescription drugs averages $131 in 
Illinois, which is ont of reach (or many seniors. Medigap (supplemental health insumnce for 
beneficiaries) has plans that include prescription drugs, but these plans are typically costly nnd their 
premiums increase drnmaticaUy with age. Only about 1 in 10 Medicare beneficiaries nationwide 
purchases Medigap with drug coveruge. and the extra cost is about $90 per month. 

• 	 Access to P~CriPtiOO d~ OOVtntgt tbrongh MediJre managed eare is limijed in illinois. 

1.0 J , 

,m 

About 1,031,593 or 63 percent ofMedleare beneficiaries in Illinois 
have the option of enrolling in a basic managed care pl~ that offers 
prescription drugs. Moreover, nationwide, an increasing number of 
plans are capping their drug coverage at $1 1000 or even $500. ' 

I 	 . 

• 	 About 678.000 ofaZI elderly io Illinois are middle class (Sts.. 
50,0(0) and,wuuld not be eligible for a low ..income pmcription 

drug b<nefi/. I 
ILLINOIS HEALTH CARE PROVIDERS RELY ON ME()ICARE

'. 	 I 

Most Elderly in IIllnuis An 

Mlddlt'Clus 


...
-­." 

. 


• 	 Health carel providers in Illinois depend on $8 bill~un\in Medicare spending, Medicare pays for 
18 percent of all personal hea~th care expenditures in IH~nois, This is critical to: 

• 	 i 98 hospitals, 31,900 physicians. 631 nursing bomes, 
i 

anp other providers in Illinois . 



INDIANA: THE NEED FOR MEDICARE REFORM , 
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 841,000 IN INDIANA 

• 	 732,000 seniors and l09~OOO people with disabilities in' Indiana rely on Mediear~, 
<') About 486.000 Medicare b¢neficiaries in Indiana (58' percent) are women. 
\> About 86,000 Medicare beneficiaries in Indiana (10 Percent) are age 85 and older. 
>} About 259,000 Medicare beneficiaries in Indiana (3 -Ipercent) live in rural areas, with limited or 

no options for managed care or prescription drug coverage. , 	 I 
• 	 Poverty among the elderly in Indiana fen from 28 to 9 percent since Medicare wall created. 

MEDICARE ENROLLMENT WILL SURGE IN INDIJA ' RId,,'y '.'"d;..~ Will. 	 I II'ICtt.Mt DrjUI1Phcplly 

(mUltoM) 
• 	 The number ofseniors in Indiana will rise from 763,000 in 2000 to 

1,260,000 in 2025. The peroent of residents in Indiana "":ho are 

elderly will ircrease from 13 to 19 percent 
 I 

• 	 About 134.000 peopJe (30%) ages S5 to 6S in lndiana, ~ho are not 
yet eligible for Medieufet are uninsured nr individually insured. 
People age 55 to 65 are the fastest growing group of uninsured. Thc same demographic trend will 
affect this age group. making this problem even worse in!the near future. 
.; 	 I 

INDIANA SENIORS NEED PRESCRIPTION DRUG COVERAGE , 	 I 
• 	 Only 2] pe~ent oflndiana finus offet retiree health i,nsurance. Retiree health insurance provides 

goo(fprescription drug coverage, but only one-quarter oftMedicare beneficiaries nationwide have this 
coverage. This will be lower in the future since 25 perce~t fewer firms offered retiree health in 1998 
than 1994, : I 

• 	 The monthly premium for Medigap insurance includi,ng prescription drugs averages $136 
DatioDwid~ whicb is out of reatb for many seniors. Medigap (supplemental hea1th insurance for 
beneficiaries) bas plans that include prescription drugs, b:ut these plans are typically oost1y and their 
premiums increase dramaticaUy with age. Only about 1 in 10 Medicare beneficiaries nationwide 
purchases M~igap with drug coverage, and the extra coSt is about $90 per month. 

I 	 i 
• 	 Access to prescription drug coverage thr<tllgh Mcdieari; maMged care is limited in Indiana. 

".. 

About 3 14.J 14 or 38 percent of Medicare beneficiaries i~ Indiana 
have the option of enrolling in a basic managed eare plan that offers 
prescription ~rugs, Moreover, nationwide. an increasing'number of 
plans are capping their drug coverage at SI.OOO or even $500. . 	 : 

, 	 , 

• 	 About 3571000 of all elderly in lndiana are middle clal.s (515­
50.000) ilnd 'WOUld not be eligible for' a low~income pf'~ripti()n 
drug benefi~. I 

INDIANA HEALTH CARE PROVIDERS RELY ON MEDICARE 
i 	 , I 

MMt eldtrly in Indilln* Are 

MiddlfC"D 
-., 

."........ 

• 	 Health care' providers in Indiana depend on $4 billio,! in Medicare spending. Medicare pays for 
i 9 percent ofaU personal health care expenditures in Indiana. This is critical to: 
I. I 

() 	 ltS hos~itllls. 15.300 physicians. 501 nursing homes, anlj other providers i~ Indiana. 
I 	 I 
I 

• 


http:II'ICtt.Mt


I 

. IOWA: THE NEED FOR MEDICARE REFORM 

I 
MEDICARE PROVIDES CRfflCAL HEALTH CARE TO 476,000 IN IOWA . I 
• 	 429,000 seniors and 47,000 people with disabilities in Iowa rely on Medicare, 

o About 27'6,000 Medicare beneficiaries in Iowa (58 ~rcent) are women. 

<) About 62',000 Medicare beneficiaries in Iowa (13 per~ent) are age 85 and older. 

Q About 30.0,000 Medicare beneficiaries in Iowa (63 pe:rcent) live in rural areas, with limited or no 

options for managed care or prescription drug coverage, 

! 
• 	 Poverty among tbe elderly in Iowa fell from 3S to 6 percent since !\-fcdicarc was created. 

: . 
, 

MEDICARE ENROLLMENT WILL SURGE IN lQWA i 
• 	 The number ofseniors in Iowa will risc from 442,000 in 2000 to 

686~OOO in 2025. The percent of residents in Iowa who a~e elderly 
will increase;from 15 to 23 percent. I 

• 	 About 86,000 people (34%) ages SS to 65 in Iowa. who arc not yet 
eligible for Medicare, are uninsured or individually i~sured. 

l>ld("rly In lowlI Will Intt'tlW: 
Dramatically (Ihousaruk) 

,. 	
". 

People age 55 to 65 are the fastest growing group ofunin'sured. The same demographic trend will 
affect this age grouP. making this problem even worse in:thc near future . . 

IOWA SENIORS NEED PRESCRIPTION DRUG COVERAGE. 	 . 

• 	 Only 17 per~nt oflowa firms offer retiree healtb ins~rance. Retiree health insurance provides 
good ·prescription drug coverage, but only one-quarter oflMedicare 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 

• The monthly premium for Medigap insurance including prescription drugs averages $114 in 
Iowa, 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 I in 10 Medicare beneficiaries nationwide 
purchases Medigap with drug coverage, and the extra coSt is about $90 per month. , 

; I 
• 	 Access to prescription drug coverage through Medic~re managed cltre is limited in Iowa. No 

Medicare beneficiaries in Iowa have the option ofenrolling in a basic 

I 
managed care plan that offers prescription drugs. More~ver. Most EldfF!Y in 10_ Are 

MlddkCtaunationwide, an increasing number ofplans are capping their drug 

coverage at $1,000 or even $500. 


,. 
• 	 About 2181000 of ,nil elderly in Iowa arc middle class ($15-50,000) 

and would taot be eligible for a (uw-incorne prescription drug 


benefit. : I 

IOWA HEALTH CARE PROVIDERS RELY ON MEDICARE 

• 	 Health care providers in Iowa depend on $2 billion in Medicare spending. Medicare pays for 20 
percent of all personal health care expenditures in Iowa, This is critical to: 

117 hospitals, 8.500 physicians~ 263 nursing homes, and .other providers in Iowa, 



. 	 I 
KANSAS: THE NEED FOR MEDICARE REFORM 

I 
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 389,000 IN KANSAS 

I 
• 	 348,000 seniors and 41,000 people with disabilities in Kansas rely on Medicare. 

o About 225,000 Medicare beneficiaries in Kansas (58 percent) are women. 

() About 50.000 Medicare beneficiaries in Kansas (13 Percent) are age 85 and older. 

¢ About 203,000 Medicare beneficiaries in Kansas (52 percent) live in ruml areas, with limited or 


no options for managed care or prescription drug coverage. 

i 	 I 
• 	 Poverty among the elderly in Kansas feU from 41 to 9 percent since Medicare was created. 

MEDICARE ENROLLMENT WILL SURGE IN KANJAS • "",'rlyl'''''~WiIl'Innease Dramatinilly 
I I (lhumands) 

• 	 The number of seniors in Kansas will rise from 359.000 in 2000 to : 7$0 

605,000 in 2025. The percent of residents in Kansas who are elderly 
will inereaie from 13 to 20 pe~nt. I 

• 	 About 51,000 people (31 e;.) ages 5S 10 65 in Kansas'lwho are not 
: 

yet eligible for Medicare, are uninsured or individually insured. 
People age/55 to 65 are the fastest growing group ofu~insured. The same demographic trend will 
affect this age group, making this problem even worse ,in the near future. 

I 
KANSAS SENIORS NEED PRESCRIPTION DRUG COVERAGE 

j 
• Only 21 p'crcent of Kansas firms offer retiree health insurance. Retiree health insurance provides 

good'prescription drug coverage, but only one-quarter1of Medicare beneficiaries nationwide have this 
coverage. This will be lower in the future since 25 percent fewer finns offered retiree health in 1998 
than 199( I 

• 	 The monthly premium for Medigap insurance including prescription drugs averages $126 in 
Kansas, which is out of n:acb for many seniors. M~digap (supplemental health insurance for 
be~eficiaries) has plans that include prescription druSs. 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. 

. 	 II 	 . 
• 	 Access to prescription drug coverage througb Medicare managed <::arc is limited in Kansas. 

About 84,574 or 22 percent of Medicare beneficiarje~ in Kansas have :~---------~ 
the option ofenrolling in a basi<:: managed care plan that offers Most EId~rty in lUIluas Art: 
prescription drugs, Moreover, nationwide, an increasing number of Mlddlt CJII.U 

plans are capping their drug coverage at $1,000 or eJen $500. m~, 
• 	 About 198,000 urall elderly in Kansas are middlJ class (S15­

SO,OOO) and would not be eligible for a I()w..inrom~ prescription 
drug benefit. I 

. 	 i 

1.'1(1 

KANSAS HEALTH CARE PROVIDERS RELY ON MEDICARE 

: 	 I 
• 	 Health care providers in Kaasas depend on $1 b~Uion in Medicare spending. Medicare pays for 

19 perc~nt ora!! persona! health care expenditures in Kansas. ll1is is critical to: 

<) 	 127 hospitals, 6.800 physicians, 285 nursing hJmes. and othcr'providers in Kansas, . 	 I . 



I 

KENTUCKY: THE NEED FOR MEDICARE REFORM 

I 

MEDICAID; PROVIDES CRITICAL HEALTH CARE TO 610,000 IN KENTUCKY 

l
• 487,000 seniors and 123,000 pwple with disabilities in Kentucky rely ~n Medicare. 

~ About 339,000 Medicare beneficiaries in Kentucky (56 percent) are women . 
.:, About 57,000 Medicare beneficiaries in Kentucky (9~percent) are age 85 and older. 
<) About 342,000 Medlcare beneficiaries in Kentucky (56 percent) live in rural areas, with limited 

or no options for managed care or prescription drtlg Coverage. 
. I 

I 
• 	 Poverty among the elderly in Kentucky fell from 42 t~ 14 percent since Medicare w,as created,i r·~~~~~~ 

MEDICARE ENROLLMENT WILL SURGE IN KENTUCKY ')""'1 1, ",.t_WiD
I Irt\'JUu IJruUilJik.11y 

I"' {thousands} ~1 
The number ofscniors in Kentucky will rise from 509,000 in 2000 • 	

j 

to 917,000 in 2025. The percent of residents in Kentucky who are 

elderly will increase from 13 to 21, percent 


• 	 About 76,000 people (23%) ages SS w 65 in Kentucky, who are :woo li)l$ 

not yet eligible for Medic:are, are uninsured or individually 
insured. People age 55 to 65 are the fastest growing grou'p of uninsured, The same demographic 
trend will affect this age group, making this problem even worse in the near future. , . 	 I 

I 	 , 

KENTUCKY SENIORS NEED PRESCRIPTION DRUG ·COYERAGE 

• 	 Only 20 pereent ofKenfucky firms offer retiree health insurance. Retiree health insurance 
provides good prescription drug coverage, but only one-quarter ofMedicare beneficiaries nationwide 
have this coverage, This will be lower in the future since' 25 percent fewer firms offered retiree heaJth 
in 1998 than 1994. I 

• 	 The monthly premium for Medigap in!lurance includi~g prescription drugs averages 5136 
nationwide, which is out or reach for many seniors. Medigap (supplemental health insurance for 
beqeficiaries) has plans that include prescription drugs, b~t these plans are typically costly and their 
premiums increase dnunatically with age. Only about 1 in 10 Medicare beneficiaries nationwide 
purchases Medigap with drug covemge, and the extra cost is about $9Q per month. 

11M, 

• 	 ~ccess to PrLcrtption drug coverage tbrough Mcdica~ managed care is limited in Kentucky. 
About 161.963 or 28 percent ofMediea.re beneficiaries in

l 
Kentucky 

have the option ofenrolling in 11 basic managed care plan'that offers 
prescription drugs. Moreover, nationwide, an increasing ~umber of 
plans are capping their drug coverage at $1 ,000 or even $500. 

I 
• 	 About 221J)OO of aU elderly in Kentucky are middle class (SIS­

50,000) and would not be eligible fbr a low~inef)me prbcription 
drug benefit. 1 

Most Elderly h1 Kt!,uucky An 
Middle Clan 

KENTUCKY HEALTH CARE PROVIDERS RELY ON MEDICARE 

• 	 Health care providers in K,;ntuciQ., depend on $3 billi~n in Medican spending. Medicare pays 
for 21 percent of all personal health care expenditures in Kentucky. l'his is critical to: 

I 
o 	 103 hospitals, 9, tOO physicians, 318 nursing homes. imd ,other providers in Kentucky . 

• 


http:ofMediea.re


LOUISIANA: THE NEED FOR MEDICARE REFORM , 	 II 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 596,000 IN LOUISIANA 
I 

• 	 495.000 scni~rs and 10:1.000 people with disabilities in
l
Louisiana rely ~n Medicare. 

I) About 333.000 Medicare beneficiaries in Louisiana (56 percent) are women, 

{) About 6~.OOO Medicare beneficiaries in Louisiana (I:i pe'rcent) are age 85 and older. 

o 	 About 1~2.000 Medicare beneficiaries in Louisiana {27 pereeD!} live in rural areas, with limited 

or no options for managed care or prescription drug coverage, 
, 	 I 

• 	 Poverty among the elderly in Lo~isiana feU from 3S to 16 percenC since Medicare was created. 

MEDICARE ENROLLMENT WILL SURGE IN LOUISIANA r'-'-::EId-::-'rt:-y-:I"-:Lo-"-:"-:-;'-~-:W=.='--'
Jncmu~ Dnmmticslly

I ..... (Itmusamh) 9(~, 	 I ­
• 	 The number ofseniars in Louisiana wiU rise from 523,000 in 2000 


to 945,000 in 2025. The percent of residents in Louisinria who are 

elderly will increase from 12 to 18 percent 
 I 

• 	 About 111,000 people (3(}%) ages 55 to 65 in Lonisian"a, who are 

not yet eligible Cor Medicare,. are uninsured or indivi~unUy 


insured. Pe6pJe age 55 to 6S are the fastest growing group of uninsured, The same demographic 

trend will affect this age group, making this problem eve'n worse in the near future. 


: 	 I 
LOUISIANA SENIORS NEED PRESCRIPTION DRUG1COVERAGE 

• 	 Only 24 pe~cnt of Louisiana firms offer retiree health insurance. Retiree health insurance 
proviCles good prescription drug coveruge, but only one~uarter ofMedlcare 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 

! 	 I 
.• 	The monthly premium for Medigap insurance inc:lnd!ng prescription drugs averages $136 

nationwide; whi(::h is out ofrcacb for many seniors. Medigap (supplemental health insurance for 
beqeficiaries) bas plans that jnclude prescription drugs, but these plans are typically costly and their 
premiums increase dramatically with age, Only about 1 ,in 10 Medicare beneficiaries nationwide 
purdmses Medigap with drug coverage, and the extra cort is about $90 per mont~, 

• 	 A£(:ess to prescription drug (overage through Medi~re managed eat"(! is limited in Louisiana. 
About 332,643 or 52 percent of Medicare beneficiaries in Louisiana 
have the option ofenrolling in It basic managed care plan that offers Must Eldtrly in Louisiana Are 

MidditClIWprescription drugs.. Moreover, nationwide, an increasing number of 
plans are capping their drug rovernge at $).000 or even $500, 

• 	 About 20S~OOO ofnil elderly in Louisiana are middle tlJl.S5 (SIs.. 

50.(00) and would not be eligible for a low..income p~crlptiou 

drug benefi1t. j 


LOUISIANA HEALTH CAR~: PROVIDERS RELV ON MEDICARE 
. 	 I 


-

• 	 Healtb ca~ providers in Lonisiana depend on 54 billion in Medicare spending. Medicare pays 
for 21 pertent of all personal health care expenditures in Louisiana, 'This- is critical to: 

, 	 ! 
, 126 hospitals, 13,200 physicians, 220 nursing homeS, an~ other providers in Louisiana, 



MAINE: THE NEED FOR MEDICARE REFORM 
1 
I 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 211,000 IN MAINE 

I . 
• 	 178,000 seniors Dod .33,000 pecple with disabiliti(!S in Maine rely on Medicare. 

{\ About 118,000 MedIcare beneficiaries in Maine (56 Percent) are women. 
1) About 22,000 Medicare beneficiaries in Maine (1 J pCrcent) are age 85 and older. 
" About 98,000 Medicare beneficiaries in Maine (46 ~rcent) live in rural areas, with limited or no 

options for managed care or prescription drug coverage. 
. 	 I 

• 	 Poverty among the elderly in Maine feU from 2,5 to 11 pe~ent since Medicare was created. 

MEDICARE ENROLLMENT WILL SURGE IN MAINE 	 Ehkrly In".'~ '''" In,,,,,,, . 	 I' Dramatically (tlmumnds) 

• 	 The number ofsenial'S: in Maine win rise from 172,000 in 2000 to . 	 . ,
304,000 in 2025. The percent of residents in Maine who are elderly 
will increase from 14 to 2t percent. I 

• 	 About 31,000 people (23%) ages 55 to 65 in Maine, who are not 
yet eligible for Medicare, are unlll!lured or individually insured. 
People nge 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. 

, 	 I. 
MAINE SENIORS NEED PRESCRIPTION DRUG COVERAGE 

• 	 Only 20 percent ofMaine firms offer reHree bealth iLurance. Retiree health insurance prov~des 
good'prescription drug coverage, but only one~qtlarter of-Medicare beneficiaries nationwide have this 
coverage, This will be lower in the future since 25 percent fewer finns offered"retiree health in 1998 
than 1994, i ' I 

• 	 The mon1hly premium for Medigap insurance inclu~ing prescription drugs averages $197 in 
Muine, 'which is out of reach for wany seniors. Medigap (supplemental health insurance for 
beneficiaries) has plans that include prescription drugs,]but these plans are typically costly. Maine 
re:quires community~rated premiums. Only about 1 in to Medicare beneficiaries nationwide 
purchases Mcdigap with drug covemge, and the extra cost is about $90 per month, 

, 	 I 

• 	 A<:cess to prescription drug coverage through Medi~are managed care is limited in Maine. 
About 124~069 or 62 percent of Medicare beneficiaries!!n Maine have 
the option ofenroUing in a basic managed care plan that offers Ml»t tlderly hi Maine An: 

prescription drugs, Moreover, nationwide. an increa5itlg number of 
plans are capping their drug covetage at $1,000 or ev~ $500. 

I, 	 .I 
• 	 About 94,000 of all elderly in Mnine arc middle class (SI5-S0,OOO) 

and would not be eUgible for a low-income prescription drug 


benefit. I , I 

MAINE HEALTH CARE PROVIDERS RELY ON J\1EDlCARE 

• 	 Hcaltb care providers in Maine dePend on $1 biliiol in Medicare spending. Medicnre pays for 
18 percent ofaU personal health care expenditures in Maine, This is- critic'al to: 

., 	 39 h04pitals. 4,400 physicians. 135 nursing homeJ and ~ther providers in Maine. 

..'",,. 

Middl"Clllu 



MARYLAND: THE NEED FOR MEDICARE REFORM 
I 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 628,000 IN MARYLAND 

• 	 i 
• 	 559,000 seniors Qnd 69,000 people with disabilities in ~1llryland rely on Medicare. 

a About 364,000 Medicare beneficiaries in MaryJand (~8 percent) are women. 
o 	 About 63,000 Medicare beneficiaries in Maryland (10 percent) are age 85 and older, 
(I About 59,000 Medicare beneficiaries in Maryland (9 percent) live in rural areas, with limited or 

no options for managed care or prescription drug coverage. 

• 	 Poverty am~ng the elderly in Maryland fell from 20 tJ 10 percent since Medicare was creatcd. 
, 	 , 

MEDICARE ENROLLMENT WILL SURGE IN MARYLAND 

i 	 I 
• 	 The number, ofseniors in Maryland wUl rise from 589,000 in 2000 

to 1.029.000 in 2025. The percent of residents in Maryland who are 
elderly will ircrease from 11 to l6 percent. I 

• 	 Abou1102,OOO people (24%) ages 55 to 6S in Maryland, who arc 
not yet eligible for Medicare, Ill'(! uninsured or individually 

Eldtrly In Maryland Will 
Incrctllt Oramatically 

(milliom)U5 

." 

insured. People age 55 to 65 are the fastest growing group ofun!nsured. The same demographic 
trend will an:ect this age group, making this problem ever worse 1n the near future. 

MARYLAND SENIORS NEED PRESCRIPTION DRUG. COVERAGE. 
I 

• 	 Only 23 percellt ofMarybmd firm, 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 iq the future since 25 percent fewer finns offered retiree health 
in 1998 than 1994. : 

I 
• 	 The monthly pt'(!mium for Medigap iusurance indud~ng prescription drugs averages $136 

nationwide, which is: out of r~ch for many seniors. ~edigap (supplemental health insurance for 
bel)eflciaries) has plans that include prescription drugs, Dut these plans are typically costly and their 
premiums increase dramatically with age, Only about t in IO Medicare beneficiaries nationwide 
purchases Medigap with drug coverage, and the extra coSt is about $90 per month. 

• 	 Access to prescription drug coverage through Medicire managed care is limit~. About 530,113 
or 81 percent of Medicare beneficiaries in Maryland hav~ the option , 
of enrolling in a basic managed care plnn that offers pres~rjption Mosl Elderly lu Maryland Are 

drugs, However, nationwide, an increasing number of plans are Mid(1l(! Cbu 
capping their drug coverage at $1,000 or even $500. I ~, 

i I 
• 	 About 275,000 ofall elderly in Maryland are middle class (Sis.. 

501000) and:would not be eligible for a Jow~ineome pmcription 
drug benefit. 

MARYLANIl HEALTH CARE PROVIDERS RELY O~ MEIlICARE 
I 

• 	 Health cure; pn:tviders in Maryhuid depend on $4 bilt!on in Medicare spending. Medicare pays 
for 18 pef'«;~t ofall personal health care expenditures in, Maryland. 'This is critical to: 

50 hOllPjrols. 18,600 physici.ms, 232 nursing hOmes.!and, other providers in Maryland,Q , 	 . ,., 

http:physici.ms


u 
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1 	 ,i 
• MASSACHUSETTS: THE NEED FOR MEDICARE REFORM 

, 	 I 
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 951,000 IN MASSACHUSETTS 

• 	 827,000 seniors and 124,000 people with disabilities in!Massachnsetts 'rely on Meditare. 
(> About 556.000 Medicare beneficiaries in Massachusetts (59 percent) are YIOmeli. 
¢ About 112,000 Medicare beneficiaries in Massachus~Us (12 percent) are age 85 and older. , 
o 	 About 15,000 Medicare beneficiaries in Massachusetts (2 percent) live in ruml areas. with limited 

or no options for managed care or prescription drug cOverage. , 	 I 
• Poverty among the elderly in Massachusetts feU from 19 to 8 percent since Medicare was 

'.create,d 	 I 

I r-----------,
FJdtrty In Mauadiustru Will

MEDICARE ENROLLMENT WILL SURGE IN MASSACHUSETTS Inrmue DramaticallyI , 	 (mi!lioru) 
• 	 The number of seniors in Massachusetts will rise from 843,000 in 

2000 to 1,252,000 in 2025. The percent of residents in Massachusetts 
who are elderly will increase from 14 10 18 percent. 

• 	 About 103,000 people (21%) ages 55 to 6S in Massach~setts. who 
are not yet eligible for Medicarc t are uninsured or individually 
inSured. People age 55 to 6S are the fastest growing grou1p of uninsured. The same demographic 
trend will affect this age group, making this problem even worse in the near future, 

. 	 I 
MASSACHUSETTS SENIORS NEED PRESCRIPTION DRUG COVERAGE 

1
• 	 Only 25 percent of Mau:achtL'ictts firms offer retiree health insunuu:e.. Retiree health insurance 

provides good prescription drug coverage. but only one-q\uuter of Medicare beneficiaries nationwide 
have this coverage. This wtll be lower in the future slnce'25 percent fewer firms offered retiree health 
in 1998 than 1994, 	 . I, 

• 	 The monthly premium for Medigap insurance including pres(:riptmn drugs averages $136 
nationwide, which is out of reach for many seniors. Medigap (supplementa1 health insurance for 
beneficiaries) has plans that include prescription drugs, but these plans are typically costly. 
Massachusetts requires oommunity-rated premiums.. Only about t in 10 Medicare beneficiaries 
nationwide purchases Medigap with drug coverage, and the extra cost is about $90 per month. 

. . 	 I. 
• 	 Access to prescription drug coverage through Medicare managed care is limited. About 981,848 

or 97 percent ofMedicare beneficiaries in Massachusetts have the 
option ofenrolling in a basic managed care plan that offers 
prescription drugs .. However. nationwide, an increasing number of 
plans are capping their drug coverage at $1 ,000 or even $500. 

I 
• 	 About 378,000 of nil elderly in Massachusetts are mid~!e class 

(515-50,000) and would not be eligible for a low-in(:ome 
prescription'drug benefit. i 

MASSACHUSETTS HEALTH CARE PROVIDERS RELY ON MEDICARE. 	 , 

• 	 Health care providers in Massachusetts depend on $6.billion in Medie:are spending. Medicare 
pays for 20 percent ofall personal health care expenditur~s in Massachusetts. This is critical tQ: 

o 	 8S hospitals, 27.500 physicians, 52! nursing homes, and other providers in Massachusetts. , 	 I . 

I 
I 
I 
I 

I 


Mltlt Elderly In MIISSllChusetts 
Art Middle Class 



,, 
• 	 MICHIGAN: THE NEED FOR MEDICARE REFORM 

, 	 I 
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 1,379,000 IN MICHIGAN 

. I. 	 , ' 

• 	 1,191,000 seniors and 188,000 people with disabilities in Michigan rely on Medicare. 
(> About 785,000 Medicare beneficiaries in Michigan (57 percent) are women, 
., About 13,6,000 M~icare beneficiaries in Michigan dO percent) are age 85 and older, 
(> About 294,000 Medicare beneficiaries in Michigan (21 percent) live in rural areas, with limited or 

no options for managed cafC or prescription drug cov~rage, 

• 	 Poverty am~Dg the elderlv in Michigan fell from 25 toll0 percent since Medicare was created. 
!. i 

MEDICARE ENROLLMENT WILL SURGE IN MTClU'GAN 1~ldtrl)' In M!dlig~n Will 
~ 	 t I"CreMe Dramatically 

, u (mIIliMJI) 

• 	 Tbe number ofseniors in Michigan will rise from 1,197,000 in: I.j 

2000 to 1.821,000 in 2025. The percent of residents in Michigan who 

are elderly ~m increase from 12 (0 18 percent 
 I 

• 	 About 144,000 people (10%) ages S5 to 65 in l\:1ichiga!1, who aN.' ~ mi 

not yd eligible for Medicare, aN.' 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 thc near future. , 	 . I 

MICHIGAN SENIORS NEED PRESCRIPTION DRUG,COVERAGE 

I 
• 	 Only 28 percent ofMichigan firms offer retiree health insurance. Retiree health insurance 

provrdes good prescription drug coverage. but only one-quarter of Medicare beneficiaries nationwide 
have this coverage. This will be lower in the future sinc~ 25 percent fewer firms offered retiree health 
in 1998 than 1994. I ,,, 

• 	 The monthty premium for Medigap insurance inclu~ing prescription drugs averages $166 in 
Michigan, ~hich is out of reach for many senioT'S. M~igap (supplemental health insurance for 
beneficiaries) has plans that include prescription drugs, but these plans are typically costly and their 
pre'miums increase dramatically with age, Only about ( in 10 Medicare beneficiaries nationwide 
purchases Medigap witb drug coverage, and the extra cost is about $90 per month, 

I 
• 	 . Ac.ccss fo prescription drug covcruge tbrough Medi~re man~ged caN.' is limited in Michigan. 

About 745,104 or 54 percent of Medicare beneficiaries in Michigan 
have the option of enrolling in a basic managed care plan that offers Most EMul)" 11'1 Micbigan An: 

MKldit Cis"prescriptiori drugs. Moreover, nationwide. an increasing number of 

:~ ~ 

plans are capping their drug coverage at $1,000 or even1S500, 
. , I 	 I, 	 , , 	 . 

• 	 About 640,000 of all elderly In Michigan are middle 'class ($15­
50,000) and would not be eligible for a low-income prescription 
drug benefit. 1 

, 

MICHIGAN HEALTII CARE PROVIDERS RELY ON MEDICARE 

, 	 I 
• 	 Health care providers iu Michigan depend on $S biUiQn in Medicare spending. MediGare pays 

for 20 perchnt ofall personal health care expenditures in Michigan. 11iis is critical to: 

o 163 ho~pitals, 28,200 physicians, 385 nursing homr" an~ other providers in Michigan. 



I 
i j 
I I 

• 	 MINNESOTA: THE NEED FOR MEDICARE REFORM , 
I 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 644,000 IN MINNESOTA
I . 	 I . 


• 577,000 seniors and 67,000 people with disabilities in Minnesota rely on Medieare. 
Q About 368.000 Medicare beneficiaries in Minnesota (57 percent) are women. 
<:) About 81,000 Medicare beneficiaries in Minnesota (iJ, percent) are age SS and older. 
<> About 258.000 Medicare beneficiaries in Minnesota (40 percent) live in rural areas, with limited 

or no options for managed care or prescription drug ~verage.
I 

• 	 Poverty among tbe elderly in Minnesota feU from 32 to 10 percent sine(! Medicare was created. , I . 
MEDICARE EkROLLMENT WILL SURGE IN MINNESOTA EI_InMinn_ wm

J 	 locnmst! DnUrultiCfll1y 
j 	 M (milliom} 

• 	 The number ofscniors in Minnesota will rise from 596,000 in 2000 
to l~099tOOO in 2025. The percent of residents in Minn~sota who are 
elderly wililincrease from 12 lo ~O percent ! . 

• 	 About 100,000 people (24%) ages 55 to 65 in Minn~ta, who are 
not yet eligible (or Medie.arc, arc uninsured or individually 
insured. P~()ple age 55 to 65 are the fastest growing group of uninsured. 111C same demographic 
trend will affect this age group, making this problem e~en worse in the near future. 

i 
MINNESOTA SENIORS NEED PRESCRIPTION DRUG COVERAGE , 

• 	 Only 19 pkrcent of Minnesota ~rms offer retiree be~lth insurance. Retiree health insurance 
provides good prescription drug coverage) but only one·quarter of Medicare beneficiaries nationwide 
have this c.overage. This will be lower in the future sillce 25 percent fewer finns offered retiree health 
in 1998th?n 1994. . ,I 


• 	 The monthly premium for Medigap insurance including prescription drugs averuges $136 
nationwide, whicb is out of rt'i8cb for many seniors,l Medigap (supplemental health insurance for 
bel1efkiaries) has plans that include prescription drug~ but these plans are typically costly. Minnesota 
requires communityKrated premiums. Only about ! in' 10 Medicare beneficiaries nationwide 
purchases Medigap with drug coverage, and the extra Cost is about $90 per month. 

I, 
• 	 Access t~ prescription drug coverage tbrougb Med;icart'i nuuUlged care is limited. in Minnesota. 

No Medicare beneficiaries in Minnesota have the opt~on ofenrolling ": " 
in a basic" managed care pl.art that offers prescription ~rugs. Moreover,: MOlt E1de~y 11'1 Minnesota Arc 
nationwide, an increasing number of plans are capping their drug , Middle ClUJ 
coverage at Si ;000 or even $500. ~I 

• 	 Aoout 260.000 of oU elderly in Minnesota lire middle class ($Is.. ...
50,000) and wonld not be eligible for a low·jncomc prescription 
drug b(!iefiC. 	 ! 

MINNESOTA HEALTH CARE PROVIDERS RELY ON MEDICARE 
. 	 I 

• 	 Health care providers in MinnC:8ota depend on $3 billion io Medkare spending. Med!care pays 
for "15 ~nt ofaU personal health care expenditures in Minnesota: This is critical to: " 

I 	 I 
0, 143 hospitals. J5,400 physicians, 435 nursing h?mes, an9 other providers in Minnesota. 

I 

I, 


1.1 

u 

"" 



J 
MISSISSIPPI: THE NEED FOR MEDlCARE REFORM 

, 	 I 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 411,000 IN MISSISSIPPI 

I 

• 328~OOO seniors and 83,000 peop1e with disabilities in ~1is!lis!lippi rely on Medicare. 

\) About 236,000 Medicare beneficiaries in Mississippi (57 percent) are women. 
I} Abou,t 43,000 Medicare beneficiaries in Mississippi (l1 percent) are !S~,§5 and older. 
\) About 287,000 Medicare beneficiaries in Mississippi (70 percent) live in rural areas, with limited 

or no options for managed care or pres:cription drug Coverage. 
i 

• 	 Poverty um.oog the eJderly in Mississippi fell from 55, to 20 percent 

; 	 I 
MEDICARE ENROLLMEf>T WILL SURGE If> MISSISSIPPI 

I 
I 

• 	 The number ofseniors in Mississippi will rise from 3,44,000 in 
2000 to 615,000 in 2025. The percent of residents in Mississippi who 
are elderly will increase from 12 to 20 percent I 

• 	
, 

About 75,,000 people (34°/v) ages 55 to 6S in Mississippi, who are 
not yei eligible for Medicare, are uninsured or indiv!dually 

Medicare was created. 

Elderly In J\lu5/$,ippi Will 

JU\!I"CMI: Dnmmticnlly 


,. { thO'll!lU'!tIs) 

!IOO 

'" L- "",IIL~_ 
111ft 

insured. People age 55 to 65 are the fastest growing group ofuninsured. The same demographic 
trend will affect this age group, making this problem e~en worse in the near future,, 

, 
MISSISSIPPI SENIORS NEED PRESCRIPTlOf> DRUG COVERAGE 

: 	 > I 
J 	 ' 

• 	 Only 17 percent o-fMississippi firms offer retiree health insunlnce. Retiree health insurance 
provides good prescription drug'covemge. but only ol1.6-quaner of MedIcare beneficiaries nationwide 
have this covernge, This will be lower in the future since 25 percent fewer firms offered retiree health 
in 1998 th~n 1994, . , I 

• 	 The monthly premium for Medigap insurance including prescription drugs averages Sl4(} in 
Mississippi, which is out of reach for many seniors.' Medigap (supplemental health insurance for 
befJeficiaries) has plans that include prescription drus4. 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 $9{) per month. , 	 ' 

I 

• 	 Aecess to prescription drug coverage through M~d,kare managed eare is limited in Mississippi. 
NO' MediCare beneficiaries in Mississippi have the op~ion of enrolling 

in a basic managed care plan that offers prescription drugs. Moreover, 
 Muy Elderly in Mi.llSI~!I(lpl 

Art MiddleCluJInationwide.lill increasing numbt.-r ofplans are capping their drug 

coverage at $1.000 or even $500. I 


, 

• 	 About 112,000 ofaU elderly in Mississippi are middle class (Sl5­

50,000) ond would not be eligible for a 10w-incomJ prescription , 	 ; 
drug benefit. 	 ; 

MISSISSIPPI HEALTH CARE PROVIDERS RELV/ON MEDICARE 

• 	 Health Cure providers in Mississippi depend on $2 billion in Medicare spending. Medicare pays 
for 22 percent of al1 personal health care expenditures in Mississippi. This is tritical to; 
I) 101 hospitals, 5,300 physicians. J5l nursing ho~cs. and other providers in Mississippi. , 	 . I 



, 

I 


MISSOURI: THE NEED FOR MEDICARE REFORM 
I 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 850,000 IN MISSOURI 

• 	 735,000 seniors and 115.000 people with disa.bilities in!MiSSOUri rely o~ Medicare. 
t) About 489,000 Medicare beneficiaries in Missouri (58 per(':cnt) are women, 

(\ About 9~,OOO Medicare beneficiaries in Missouri (11; percent) are age 85 and older. 

{j About 319.000 Medicare beneficiaries in Missouri 08 pereent) live in rural areas; with limited or 

no options for managed care or prescription drug coverage, 
I 

• 'Poverty am~ng the elderly in Missouri feU from 30 tulS percent since Medicare was created. 

MEDICARE ~ROLLMINT WILL SURGE IN l\lISSJURI 

I 
Elderly [n Mi"oo~ Will 

iMh'!/lU- Ontrnahcully 
. (millions) 

• The number of seniors in Missouri will rise from 755,000 in 2000 
to l.258,000 in 2025. The percent ofrcsidents in Misso'uri who arc 
eld~(y will increase from 14 to 20 peccent. I 

• About 104,000 people (23%) ages S5 to 65 in Missouri. who are 
not yet eligible for Medieare, are uninsured or individually 
insured. People age 55 to 65 are the fastest growing grOup of uninsured, The same demographic 
trend wilJ affect this age group, making this problem even worse in the near future, 

I I 
MISSOURI SENIORS NEED PRESCRIPTION DRUG1COVERAGE 

• 	 Only 18 percent of Missouri firms oITer retiree health insurance. Retiree health insurance 
provIdes good prescription drug coverage, but only om~..quarter of Medicare beneficiaries nationwido 
have this c'overage. This wilt be lower in the future since 25 percent fcwer firms offered retiree health 
in 1995than 1994, I 

• 	 The monthly premium for Medigap insurance indlding prescription drugs averages $136 in 
Missouri,' which is out of reach for many seniors. Medigap (supplemental health insurance for 
beqeficiaries) has plans that include prescription drugs, but these plans arc typically costly. Missouri 
prohibits attnined~age rating. Only about I in 10 Medicare beneficiaries nationwide purchases 
Medlgap with drug coverage. and the extra. cost is abOut $90 per month,, 	 , 


• 	 Aecess: to prescription drug coverage fbrough Mcd,icare managed care is Umited in Missouri. 

" "" 

About 536,078 Dr 61 percent ofMedicare beneficiaries in Missouri 
have the option Df 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. . 	 , 

I 	 I 
• 	 About 390,000 orall elderly in Missouri arc middle class ($15w 

50,(00) ~nd would not be eligible for a Io\l'~income prescription 
drug benefit. I 

i 
MISSOURI HEALTH CARE PROVIDERS RELY ON MEDICARE 

I 

MOll' Elderly in Miu{luri An 

Middle Clau 


-,". 
• 	 Health care providers in Missouri depend on 55 billion in Medicare spending. Medicare pays 

for 22 phrcent ofall personal health care expenditur~s in Missouri, 1bis is critical to: 
, 	 i 

, 12: hospitals, 16,300 physicians, 482 nursing rmes, .n~ other providers in Missouri. 

r 




I 


• 

I 	 , 

MONTANA: THE NEED FOR MEDICARE REFORM 
I 

MEDICAREI'ROVIDES CRITICAL HEALTH CARE TO 134.000 IN MONTANA 

I 
fI 	 117,000 seniors Dud 17,000 people with disabilities in !\fontana rely on Medicare. 

<) 	 About 13.000 Medicare beneficiaries in MOontana (54 percent) are women. 
!) 	 About 15,000 Medicare beneficiaries in Montana (1 ~ percent) are age 85 and older. 
(> 	 About lO3,OOO Medicare beneficiaries in Montana (77 percent) live in rural areas, with limited or 

no options for managed care or prescription drug coYerage. 

• 	 Poverty nm~ng the elderly in Montana fell from 34 t~ 10 percent since Medicare was created. 

MEDICARE E~ROLLMENT WILL SURGE IN MON)ANA EId,dr ,. Moo",", Will 
,. 1; Increase DrnmnticQUy 

j )011 • (thousands) 1'7' 

• 	 The number of seniors in Montana will rise from 128,000 in :1000 ' 
to 274,000 in 2025. The percent of residents in Monana who are Jill i 
elderly will increase from 13 to 24 percent. I" , 

I 	 • 
• 	 About 23,000 people (34(1/..) ages 55 to 65 in MontauII1 wbo ar~ not 1000 U:! 

yet eligible1for Medicare, are uninsured or individually insured. 
People age 55 to 6S are the fastest growing group ofuninsured. The same demographic trend will 
affect this age group, making this problem even worse in the near future. 

MONTANA SI':NIORS NEED PRESCRIPTION DRUG'COVERAGE 
, 

• 	 Only 22 pjrcent of firms nationwide offer retiree hekth insurance. Retiree health insurnnce 
provides good prescription drug coverage, but only one~quarter of Medicare beneficiaries nationwide 
have this coverage. This will be lower in the future sin~e 25 percent fewer firms offered retiree health 
in 1998 than 1994. I 

, I 	 I 
• 	 The montbly premium for Medigap insurnnce including prescription drugs averages $111 in ' 

Montana. which is out of reach for many seniors. Medigap (supplemental health insurance for 
bCl}cficiarihs) has plans that include prescription drugs! hut 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.

I ' 
• 	 Access to prescription drug coverage through Medi~are managed care is limited in Montana. 

No Medicare beneficiaries in Montana have the option! ofenrolling in 

a basic managed care pian that offers prescription drugs. Moreover. 
 Molt Eldt"rly in Montan. Art" 

Middle Class nationwide, an increasing number ofplans are capping their drug 
coverage at $1,000 or even SSO(}, 	 J 

• 	 About 62,000 of all eldedy in Montana are middle ~lass (SIs..: 
50,000) and would not be eligible for a low-income preseription ." 
drug ben~fit.. 	 I ' 

, 	 , 
MONTANA HEALTH CARE PROVIDERS RELY ON MEDICARE 

I 
. 	 . . I 

• 	 Health care providers in MODtaoll depend on Sl billion in Medicare st)(mdiDg. Medicare pays 
for 19 percent of all personal health care expenditures' in Montana. This is critical tQ: 

(I 41' h~spitaIS. 2,600 physicians. 1 02 ~ursing hornet. and qther providers in Montana. 



I• NEBRASKA: THE NEED FOR MEDICARE REFORM · 	 I 
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 251,000 IN NEBRASKA 

I· 
• 	 227~OOO seniQrs and 14,000 poopll?' with disabilities in Nebraska rely on Medicare. 

o About 146.000 Medicare beneficiaries in Nebraska (58 percent) are women. 
" About 33.000 Medicare beneficiaries in Nebraska (I~ percent) are age 85 and older, 
Q About 14,9,000 Medicare beneficiaries in Nebraska (59 percent) live in rural areas, with limited or 

no options for managed care or prescription drug cOl:'~rage.
'. 	 I 

• 	 POycrty amlng (he elderly In Nebraska fell from 28 (0110 percent sjn~ Medicare was created. 

MEDICARE ENROLLMENT WILL SURGE IN NEBRASKA .....rly I.""'m'" IVili, 	 I Intreast Dramatically 
, l't¥J {ihollSliruh} 

• 	 The number,ofseniors in Nebraska will rist'! from 239,000 in 2000 : 

to 405,000 hi 2025. The percent of residents in Nebraska' who nrc ; Mi) 


elderly will i~creaS(: from 14 to 21 percent. I . 

• 	 About 47,000 people (370/.) ages 55 to 65 in Nehraska'iwho are not 

yet eJigible (or Medicare, are uninsured or individually insured. 
People age 55 to 65nre the fastest growing group ofuninsured. TIle same demographic trend will 
affect this age group, making this problem even worse in the neo.r future. 

· 	 !, 
NEBRASKA SENIORS NEED PRESCRIPTION DRUG COVERAGE ,, 

1• Only 21 pen.:eut of Nebraska firms otTer retiree bealth insurance. Retiree h~nlth insurance 
, prO\:ldes goo4 prescription drug coverage, but only onc¥qharter ofMedicare beneficiaries nationwide 

have this coverage, This will be lower in the future since
l
25 percent fewer firms offered retiree health 

in 1998 than 1994. . ' ! 
.! 

• 	 The monthly premium for Medigap insurance includj~g prescription drugs averages $111 in 
Nebraska, which is out of reach fof' many seniors. Medigap (supplemental health insurance for 
bet)eficiades) has plans that include prescription drugs, but these plans are typicnlly costly and their 
premiums increase dramatically with age. Only about I in 10 Medicare beneficiaries nntionwide 
purchases Medigap with drug coverage, and the extra cost is about $90 per month. 

I 	 i 

• Ac£cS!J to pr~Criptit)n drug roverugc through Medica~ managed care is limited in Nebras·ka. 

.oc$ 

No Medicare beneficiaries in Nebraska have the option o(enrolling in 
a basic managed care plan that offers prescription drugs. Moreover, 
nationwide, an increasing number ofplans are capping their drug 
coverage at si,ooo or even $500. I 

• 	 About 1081000 of aU elderly in Nebraska arc middle elks (SIs,. 
50,000) and would not be eligible f(u'lllow~incQme pr~cripti()n 
drug bcnefit~ I 

NEBRASKA HEAI.,TH CARE PROVIIlERS RELY ON MEDICARE, 
, 

Most Elderly ia Nebralka Are 

Middle Class 


...-'" 
• 	 Health tare providers in Ncbraskit depend on $1 billio:n in Medicare spending. Medicare pays 

for 17 percent of all personal health care expenditures in Nebraska. This is critical to: 
i 

Q 9] hospitals. 4,200 physicians, 154 nursing homes, a~d qther providers in Nebraska, 



• , 	 I 
NEVADA: THE NEED FOR MEDICARE REFORM 

i 
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 223,000 IN NEVADA 

• 	 .9S,OOO seniors and 28,000 people with disabilities in Nevada n-Iy on Medicare. 
o About Il7.oo0 Medicare beneficiaries in Nevada (52' percent) are women. 

<> About J5,000 Medicare beneficiaries in Nevada (7 ~t) are age 85 and older. 

<> About 25,000 Medicare beneficiaries in Nevada (t 1 Percent) live in rural areas, with limited or no 


options fOT managed care or prescription drug coverage. 

1
• Poverty am~ng tbe elderly in Nevada feU from 50 to 9 pcrceut since Medicare was: created, 

I 
MEDICARE ENROLLMENT WILL SURGE IN NEVADA , 

! 

• 	 The numbcr'ofscniors in Nevada will rise from 219.000 in 2000 to 
486,000 in 2025. The percent of residents in Nevada wb3 are elderly 
will increase fro~l 12 to 21 percent. I 

• 	 About 41,(}O0 people (26%) ages 55 to 65 in Nevada, who are not 
yet eJigible for Medical"('. are uninsured or individually insured. 

Elderly Ju Ne\1ida WiD 
Intl'UK llnlrnaticalfy 

(thuusllllds) _ 

~" 
l~: 

People age S5 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. 

• 	 I 
NEVADA SENI?RS NEED PRESCRIPTION DRUG COrRAGE 

• 	 Only 20 pcrci:nt ofNevada firms offer retiree health i~snrance. Retiree health insurance provides 
good· prescription drug coverage, but only one-quarter ofMedicare beneficiaries nationwide have this 
coverage, This will be lower in the future since 25 perce~t fewer firms offered retiree health in 1998 
ilia 1m. I 

• The monthlY,premlum f~r Mcdigap insurance includi~g preseription drugs averages $143 in 
. Nevada. which is out o( rench (or many seniors. Medigap (supplemental health insurance for 
bel}eficiarles) has plans that include prescription drugs. but these plans are typically costly and their 
premiums increase dramatically with age, Only about J in 10 Medicare beneficiaries nationwide 
purchases Medigap with drug coverage, and the extra cost 

l 
is about $90 per month. 

I 	 I 

• 	 Ac«JS to p~crlption drug coverage through Medicll~ managed care is limited. About J84,359 
or 86 percel)t ofMedkare beneficiaries in Nevada have th~ option of 
enrolling in a basic managed care plan tbat offers prescription drugs. Most Elderly In Nevada Are . 	 . 

I 	
Middle Class However, nationwide, I1n increasing number of plans are capping their 

drug coverage at $1,000 or even $500, 

• 	 About 94tOOO of all e1derly in Nevada arc middle dass (SIS.. 
50,000) and would not be eligible for a low-income preScription 
drug benefit. ! 

NEVADA HEALTH CARE PROVIDERS RELY ON MEDICARE 
i 

• 	 Health care providers in Nevada depend on $1 billion in Medicare spending. Medicare pays for 
20 percent ofall personal health care expenditures in Nevada. This 'is critical to: 

o 	 27 hospita.ls. 3.400 pbysicians, 43 nursing homes. andLt.her providers in Nevada. 

http:hospita.ls


, 
I 

NEWIHAMPSHIRE: THE NEED FOR MEDICARE REFORM 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 164,000 IN NEW HAMPSHIRE 

• 	 143,000 seniors and 21,000 people with disabiUties in New Hampshire rely on Meditare. 
<) About 93,000 Medicare, beneficiaries in New Hampshire (57 percent) are women, 
!I About 18,000 Medicare beneficiaries in New Hampshire (11 percent) arc age 85 and older, 
o 	 About 55',000 Medicare beneficiaries in New Hampshire (.34 percent) live in rural areas, with 

limited or no options for managed care or prescription drug coverage, 

• 	 Po,,'crty amo,ng the elderly in New Hampshire fell from 23 to <) percent since Medicare was 
created. ' 

Elderly In ~ ILultfllhirtENROLLMENT WILL SURGE IN NF,W HAMPSHIRE WilIlntrtaSt Drum.J:fleally 
(tboUlumibl m 

• 	 The number of seniors in New Hampshire wHl rise from 142.000 
in 2000 to 273~OOO in 2025. The percent of residents in New 
Hampshire who are elderly will increase from 12 to 19 percent. .,

' 
• 	 About 20,000 people (21%) ages 55 to 65 in New Hampshire, wbo W» W$ 

are not yet eligible for Medicare, are unin$ured or individually 
insured. People age 55 to 65 are the fastest growing group ofullinsured. The same demographic 
trend will aff~ct this age group, making this problem even worse in the near future. 

NEW HAMPSHIRE SENIORS NEED PRESCRIPTION DRUG COVERAGE, 

• 	 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 finns offered retiree health 
in 1998 than 1994. 

• 	 The monthly premium for Mcdigap insuranc<: including prescription drugs averages $105 in 
Nc~ Hampshire, which is out of reach for many seniors. Medigap (supplemental health insurance 
for beneficiari(:s) has plans that include prescription drugs, but these plans are typically costly and 
their premiums increase dramatically with age. Only about I in 10 Medic.nre ~eneficiaries nati.onwide 
purchases M~igap with drug covelllge. and the extra cost is about $90 per month. ,, 	 . 

• 	 Access to preScription drug covemge tbrough Medicare managed care is limited in New 
Hampshire. About 80,957 or 48 pereent of Medicare beneficiaries in New· -----------." 
Hampshire have the option ofenrolling in II basic managed care plan that Most £lu4lrly hi New 
offers prescription drugs. Moreover. nationwide, an increasing number of' Ihmruhlre Ar~ Middk elm 
plans are capping their drug coverage at $1 ,000 or $500, 

• 	 About 76,000 oralJ elderly in New Hampshire are middlc dass (515-­ ...SO,OOO) and would not be eUgible for a low~income prescription drug 

benefit. 


, 
NEW HAMPSHIRE HEALTH CARE PROVIDERS RELY ON MEDICARE . 	 . 

, 
• 	 Health care providers in New Hampshire depcnd on $1 biUlon hi Medicare spending. Medicare 

pays for 14 percent.of all personal health care expenditures in New Hampshire. This is critical to: 
l! 26 hospitals, 4,200 physicianS. 63 nursing homes. nnd ot~er providers in New Hampshire. 

http:percent.of


• 
NE;W JERSEY: THE NEED FOR MEDICARE REFORM 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 1,188,000 IN NEW JERSEY 

• 1,064,000 seniors and 124.000 people with disabilities in New Jersey rely on Medicare. 
Q About 696,000 Medicare beneficiaries in New Jersey (59 percent) are women. 
o 	 About 129,000 Medicare beneficiaries in New Jersey (11 percent) are age 85 and older, 
¢" 	 About ~ Medicare beneficiaries in New Jersey (- percent) live in rural areas, with limited or no 

options for managed care or prescription drug coverage. 

• 	 Poverty amJng the elderly in New ,Jersey fell from 25 to 8 percent since Medicare was created. 
I 	 r·----------~ 

MEDICARE ENR,"OLLMErfr WILL SURGE IN NEW JERSEY (I(Jtriy In NllwJmey Will 
11'I(f"(Qff Onul'Ill.tkallj 

• 	 The number of seniors in New Jersey will risc from 1,090~OOO in 
2000 to 1,654,000 in 2025. The percent of residents in New Jersey 
who are elderly wilt increase from t 3 to 17 percent. 

• 	 About 179,000 People (26%) ages 55 to 65 in New Jersey~ who are HOt ms 
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, 

NEW JERSEY SENIORS NEED PRESCRIPTION DRUG COVERAGE, 

• 	 Only 20 perc!cnt of New Jersey 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 finns offered retiree health 
in 1998 than 1994., 

• 	 The monthly premium for Medigap insurance induding prescription drugs averages $136 
nationwide, which is out of reach for many seniors. Medigap (supplemental health insurance for 
bef)eficiaries) has plans that include presa-iption drugs, but these plans are typically 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 15 about $90 per month. , 	 ., 

• 	 Access to prescription drug coverage thrnugh Medicure maMged tare is lid!ited. About 
) ,255,239 or J00 percent of Medicare beneficiaries in New Jersey 
have the option of enrolling in a baste managed care plan that offers Most Eldtrly In Ntw Jersey 

An Middle Clauprescription drugs. However, nationwide, an increasing number of 
plans are capp,ing their drug coverage at $) ,000 or even $500. 

• 	 About 424,000 of all elderly in New Jersey are middle class ($15­
50,000) and would not be eligible for a lo,¥~income prescription 
drug benefit. ~ 

I 
NEW JERSEY HEALTH CARE PROVIDERS RELY ON MEDICARE, 

j • 	 • 
• 	 Health care pro,\;'ders: in New Jersey depend on 57 billion in M,edienre spending. Medicare pays 

for 19 perccntof aU personal health care expenditures in New JerseY, This is critical to: 

• 	 88 hospit3;ls. 27,400 physicians, 275 nursing homes. and,other providers in New Jersey . 

(mUUmu) 1.7 



• NEW MEXICO, THE NEED FOR MEDICARE REFORM 

MEDICARE PROVIDES CRl11CAL HEALTH CARE TO 225,000 IN NEW MEXICO 

. 
• 	 193,000 seniors and 32,000 people with disabiJides in New Mexico rely on Medicare. 

" About 121,000 Medicare beneficiaries in New Mexico (54 percent) are women. 
" About 21,000 Medicare bt:neficinries in New Mexico (lO percent) are age 85 and older. 
" About J04,000 Medicare beneficiaries in New Mexico (46 percent) live in rural areas. with 

limited or no options for managed care or prescription drug coverage. 

• 	 Poverty among the elderly in New Mexico fell from 49 10 t6 percent since Medicare was 
created. 

MEDICARE EJijROLLMENT WILL SURGE IN NEW MEXICO 

• 	 The numbef ofscniors in New Mexico will rise from 206,000 in 
2000 to 441,000 in 2025. The percent of residents in New Mexico 
whQ are elderly will increase from 11 to 17 percent 

• 	 About 43,~O peop1e (JI 0'/0') Jlg~ 55 to 65 in New Mexico, who arc 
not yet eligibJe for Medieare, are uninsured or individuatIy 
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, 

NEW MEXICO SENI()RS NEED PRESCRIPTION DRUG COVERAGE 

• 	 Only 20 percent of New Mexico firms offer retiree heaith insurance. Retiree heallh insurance 
provides gOOd prescription drug coverage) but only one-quarter ofMedicnre beneficiaries nationwide 
have this co'verage, This will be lower in tbe future since 25 percent fewer firms offered retiree bealth 
in 1998 .han 1994. 

I . 
• 	 Tbe monthly premium for Medigap insurance including prescription drugs averages $141 in 

New Mexico, wblch is out of reach fOT many seniors. Medlgap (supplemental health ins'umnce for 
berieficiaries) has plans that include prescription drugs, but these plans are typically eostly and theit 
premiums increase dramatically with age, Only about I in 10 Medicare beneficiaries nationwide 
purchases Medigap with drug toverage. and the extra cost is about $90 per month, 

I 
• 	 Access to prescription drug coyerngc tbrough Medicare tnnnnged care is limited in New 

Mexico. About 110,771 or 52 percent of Medicare beneficiaries in 
New Mexico have the option ofenrolling in a basic managed care plnn Most t:lderly in New Mexico 

that offers prescripti<)U drugs. Moreover, nationwide, an increasing 
number ofplans are capping their drug coverage at $1,000 or S500. 

I 

• 	 About 78,000 ofall e-lderly in New Mexico are middle class ($Ss.. 
SO,OOO) and would not be eligible for n low-income prescription 
drug benefit. 

• 

Eltkrty II'! New Muiro Will 
(»CrelUt Onirnlild¢.diy 

(dKlUSallW} ~~I 

lOOO 10M 

Are Middle Chlss 

NEW MEXICO HEALTIl CARE PROVIDERS RELY ON MEDICARE 

• 	 Health care providers in New Mexico depend on $1 billion in MMicare spending. Medicare 
pays for IS percent of all personal health care expenditures in New Mexico. This is critical to: 
o 42 hospitals, 4,000 physicians, 73 nursing homes, and other providers in NC\v Mexico. . 	 . 



• NEW YORK: THE NEED FOR MEDICARE REFORM 

MEDICARE PROVIDES CRlTICAL HEALTH CARE TO 2,666.000 IN NEW YORK 
I 

• 2,320,000 se~iors and 346.000 poople with disabilities in New York rely on Medicare. 
Q About 1,;>55,000 Medicare beneficiaries in New York (58 percent) arc women. 
Q About .310,000 Medicare beneficiaries in New York (12 percent) are age 85 and older. 
/) About 235,000 Medkare beneficiaries in New York (9 percent) live in rural areas, with limited or 

no optio~s for managed care or prescriplion drug coverage, 

• 	 Poverty among the elderly in New York feU from 23 to 15 percent since Medicare wns created. 

MEDICARE ENROLLMENT WILL SURGE IN NEW YORK 

• 	 The number ofseniors 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 elde'rly will increase from 13 to 17 percent. 

, 
• 	 About 386,000 people (24%) ages 5:5 to 65 in New York, who arc 

oot yet eligible for Medicare. are uniWlured or individually 

IMcrly In New York Wilt 
Increase Ornmnlicnlly 

(mUlwn,) 

1_ ;ru, 

insured. peOple age 5S to 65 are the fastest growing group of unInsured. The same demographic 
trend wilt affect this age group, making this problem even worse in the ncar future. , 

, 
NEW YORK SENIORS NEED PRESCRIPTION DRUG COVERAGE: 

i, 
• 	 Only 24 percent of New York firms offer retiree henlth insurance. Retiree health insurance 

provtdes good prescription drug coverage, but only one~quarter of Medicare beneficiaries nationwide 
have this coverage. 11tls will be t~wer in the future since 25 percent fewer firms offered retiree health 
in 1998tll,n 1994. 

• 	 Tbe monthly pnmium for Medigap insurance including preseription drugs averages S159 in 
New York, which is (Jut of reath for many seniol'S. Medigap (supplemental health insurance for 
ber)efidaries) has plans that include prescription drugs, but these plans are typically costly. New 
York requj~community~rnted premiums, Only about I in 10 Medicare beneficiaries nationwide 
purchases ~edigap with drug covernge. and the extra cost is about $90 per montb. 

• 	 Access to p~escription drug coverage through Medicare managed care is limited. About 
2, J54,414 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 N~w York Are 
prescriptionl drugs. However, nationwide j an increasing number of Middle CI*~ 
plans are capping their drug coverage at $1.000 or even $500. 

• 	 About 1,028,000 ofaU elderly in New York are middle class (SI5­
50,0(0) and wouJd not be eligible for tl low-incomc prescription 
drng benefit. 

NEW YORK HEALTH CARE PROVIDERS RELY ON MEDICARE 

• 	 Heaith ure providers in New York depend on $17 billion in Medicare spending. Medicare pays 
for 18 perc~nt of all personal health care expenditures in New York: TIlis is critical to: 

• 	 223 hospitals, 73,800 physicians, 662 nursing: homes. an,d other providers in New York• 



• NORTH CAROLINA: THE NEED FOR MEDICARE REFORM 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 1,095,000 IN NORTH CAROLINA 

• 	 917,000 scni,ors and 178~OOO p~oplc witb disabilities in North Carolina rely on Medioearc. 
" About 636,000 Medicare beneficiaries in North Carolina (58 percent) are women. 
<I About 100,000 Medicare beneficiaries in North Carolina (9 per<:Ctlt) ore age 85 and older. 
G About 437.000 Medicare beneficiaries in North Carolina (40 percent) live in rural areas, with 

limited or no options for managed care or prescription drug coverage, 

• Poverty among tbe elderly in NC feU from 37 to 11 percent sin£c Medicare was treated. 

Kltkriy In North Carotlna Will
MEDICARE ENROLLMENT WILL SURGE IN NC , Increau Drutmltic1l.Uy 

(millions) 

• 	 The numbe~ ofseniors in North'Cnrolinn will rise from 99t,OOO in 

2000 10 2,004,000 in 2025. The percent of residenl!> in North 

Carolina who are elderly willlncrease from 13 to 21 percent, 


• 	 About 200~OOO people (31 %,) ages 55 io 6S in North Carolina, who - = 
arc not yet ~ligible for Medicare, arc uninsured or individually 
insured. Pe9ple age 55 to 65 are the fastest growing group ofuninsured. The same demographic 
trend will affect this age grouP. making this problem even worse in the near future. 

NORTH CAROLINA SENIORS NEED PRESCRIPTION DRUG COVERAGE 
. 

• 	 Only 22 pereent of North Carolina firms offer retiree health insun\ntc. Retiree heattb insurance 
provides good prescription drug coverage, but only one~quarter of Medicare beneficiaries nationwide 
have this coverage. Tbis wm 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 S125 in 
North Carolina. whicb is out of reach for many seniors. Medigap (supplemental health insura.nce 
for,beneficiaries) has plans that include prescription drugs, but these plans are typically costly and 
their premillms increase dramatically with age. Only about I in 10 Medicare beneficiaries nationwide 
purchases lYiedigap with drug coverage. Ilnd the extra cost is about $90 per month. 

, 
, 	 . 

• Access to prescription drug cov-crugc through Medicare managed eare is limited in North 

, 

Carolina. No Medicare beneficiaries iii North Carolina have the 
option of enrolling in a basic managed care plan that offers 
prescription drugs. Moreover, nationwide, an increasing number of 
plans are c,apping their drug coverage a1 $1,000 or even $500. 

Most Elderly In Nonh Cualina 
An Middle Chm 

• About 428,000 of all elderly in North Carolina arc middle class 
($)5-5O,oor» and would not be eligibJe for a low~income 
prescription drug benefit, 

NORTII CAROLINA HEALTII CARE PROVIDERS RELY ON MEDICARE 
• 

• 	 Health ca)re providers in North Carolina depend on $5 billion in Medicare spending. Medicare 
pays for 20 percent ofall personal bealth care expenditures in North·Carolina. This is critical to: 

130 hospitals. 17.600 physicians, 399 nursing bomes. an~ other providers in North Carotina, 

http:Drutmltic1l.Uy


• NORTH DAKOTA: THE NEED FOR MEDICARE REFORM 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 103,000 IN NORTH DAKOTA 

• 	 93,000 seniors and [0.000 people witb disabilities in North Dakota rely on Medicare, 
o About 58,000 Medicare beneficiaries in North Dakota (56 percent) are women. 
" About 14,000 Medicare bcrteficiarics in North Dakota (14 percent) are age 85 and older. 
o 	 About 69,000 Medicare beneficiaries in North Dakota (67 percent) live in rural areas, with 

limited or no options for managed care or prescription drug coverage. 

• 	 Poverty Among the ~Iderly in North Dakota fell from 12 to 14 percent since Medicare was 
created. i 

MEDICARE ENROLLMENT WILL SURGE IN NORTH DAKOTA 

• 	 The number ofseniors in North Dakota will rise from 99,000 in 

2000 to 166~OOO in 2025. The percent of residents in North Dakota 

who are elderly wtll increase from 15 to 23 percent. 


• 	 About 20,000 people (39%) ages 5S to 6S in Nortb Dakota. who 
arc not yet eligible for Medic;lf(l, are uninsured Of individually 
insured. P~ple age 55 to 6S are the fastest growing group of unins.ured. The same demographic\ 	
trend will afff{;t this age group, making this problem even worse in the near future. 

i ' 

NORTH DAKOTA SENIORS NEED PRESCRIPTION DRUG COVERAGE 

• 	 Only 22 pereent I)f firms nationwide offer retiree health insurance. Retiree health insurance 
provides good prescription drug coverage. but only one-quarter ofMedicare beneficiaries nationwide 
have this coverage, This will be lower in (he future since 25 percent fewer firms offered retiree health 
in 1998 'han 1994, 

• 	 The monthly premium for Medigap insurance including prescription drugs averages $122 in 
Nortb Dakota, whieb is out ofreacb for many seniors. Medigap (supplemental health insurance 

, for'benefic,janes) has plans that !nclude prescription drugs, but thcse plans are typically costly and 
their prem~ums 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. 

• Aceess to prescription drug t<lverage through-Medical'{! managed care is limited in Nortb 

E!dtrly In North Dakota Will 
InCftll,t Dramatically 

(fhoU5l1ndJ) ,. 

Dakota. No Medicare beneficiaries in North Dakota have the optIon 

ofenrolling in a basic managed care plan that otTers prescriplion 
 Most Elderly In North Dllkota 

drugs. Moreover, nationwide. an increasing number of plans nre 
capping their drug covel)'lge at $1 ,000 or even $500. 

• 	 About 43~OOO or all elderly in Nortb Dakota are middle class ($t5~ 
50,000) and would not be eligible for a low~incomc prcs.:riptioh 
drug benefit., 

ND HEALTH CARE PROVIDERS RELY ON MEDICARE 

• 	 Health care providers in North Dakota depend on S480 mUlion in Medicare spending. 
Medicare

l 
pays for 19 percent of all personal health care expenditures in North Dakota. This helps: 

Q 47 h~spitals, 2,200 physicians, 88 nursing homes. and ot~er provlders in North Dakota. 

A~MJddlt ClUJ 

-



OHIO: THE NEED FOR MEDICARE REFORM 


MEDICARE PROVIDES CRITICAL HEALTH CARE TO 1,689,000 IN 01110 

• 	 lA76,OOO seniors and 213,000 people wUh disabilities in Ohio rely on Medicare. 
o 	 About 973,000 Medicare beneficiaries in Ohio ($8 percent) arc women. 
o 	 About 170,000 Medicare benefidarics in Ohio (t{) percent) arc age 85 and older. 
(l About 325,000 Medicare beneficiaries in Ohio (19 percent) live in rural arcas, with limited or no 

options f~r managed (:afe or prescription drug coverage. ,, 
• 	 Poverty among the eJderly in Ohio fell from 25 to 9 percent since Medicare was created. 

MEDICARE ENROLLMEl\'T WILL SURGE IN OHIO Elderly In Ohio Will lnere.tl.Se' 
DrumaticaUy (minions) 

• 	 The numbci ofseniors in Ohio will rise from 1,525,000 in 2000 to 
2,305,000 in 2025. The percent of residents in Ohio who are elderly 
will increase from 13 to 20 percent. 

,
• 	 About 191 ;000 people (2]%) ages 55 to 65 in Ohio, who arc not yet 

eligible for Medicare, are nninsured or individually insured. 
People age 55 to 65 are the fastest growing group ofuninsured, 'flie same demogrnphic trend will 
affect this age group, making this problem even worse in the near future. 

OHIO SENIORs NEED PRESCRIPTION DRUG COvERAGll 

• 	 Only 28 percent of Ohio 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 2S percent fewer firms offered retiree health in 199& 
than 1994. ' 

• 	 The monthly premium for Medigap insurance including prescription drugs averages ·S131 in 
..Ohio, whlcti is out ofrcaeh for many seniors. Medigap (supplemental health insurance for 

ooqcficiaries) has plans that indude prescription drugs. but these plans are typically 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 $90 per month. 

• 	 Aecess to prescription drug (overage through Medicare managed care is limited. About 

••• 

" 

1,537.564 or 83 percent ofMedicare beneficiaries in Ohio have thc 

option of enrolling in n basic managed care plan that offers 
 M0lI1 Elderly in Ohio Art 

Middle CI.$$ prescription drugs. However. nationwide, an increasing number of 
plans are capping their drug <;overag<: at SI,ooO or even $500, 

• 	 About 766,000 ofall clderly in Obio are middle cll1ss (SJS..SOfOOO) ".and would not be eligible for a low ..income prescription drug 
~, -benefit. ; 

, 
01110 HEALT!! CARE PROVIDERS RELY ON MEDICARE 

• 	 Health car~ providers in Ohio- d~pend on $9 biUion in Medienre spending. Medicare pays for 19 
percent of ail personal health care expenditures in Ohio. This is critical to: 

, 176 hospitals. 31.900 physicians, 856 nUrSing homes, an9 other providers in Ohio. 

http:lnere.tl.Se
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• OKLAHOMA: THE NEED FOR MEDICARE REFORM 

• MEDICARE PROVIDES CRITICAL HEALTH CARE TO 500,000 IN OKLAHOMA 

• 	 435,000 seniors and 65,000 people with disabilities in Oldnhoma rely on Medicare. 
Q About 285,000 Medicare beneficiaries in Oklahoma (57 percent) are women. 
l) About 56,000 Medicare beneficiaries in Oklahoma (Ii percent) are age 85 and older. 
" About 236,000 Medicare beneficiaries in Oklahoma (47 percent) live in rural areas, with limited 

or no op~ions for managed care or prescription drug coverage, 

• 	 Poverty among the e.derly in Oklahoma fell from 44 10 10 percent since Medicare was. created. 

Elderly In OIdaooma Will 
MEDICARE ENROLLMENT WILL SURGE IN OKLAHOMA lncreBlt DrsmlUIN:lly 

• 	 The number of seniors in Oklahoma wUl rise from 472,000 in 2000 -
to 888.000 in 2025. The percent of residents in Oklahoma who. are 
elderly will increase from 14 to 22 perccnL 

• 	 About 85,000 people (28%) ages 55 to 65 in Oklahoma, who are lOOO lIrni 

not yet eligible for Medicare. are unjmmred or indivldunlly 
Insured. People age S5 to 6S are the fastest growing group of uninsured. The same demographic 
trend will a~fect this age group, making this problem even worse in the near future. 

I 
OKLAHOMA SENIORS NEED PRESCRIPTION DRUG COVERAGE 

I 

• 	 Only 22 percent of Oklahoma firms offer retiree health insurance. Retiree health insurance 
'provrdes 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 fi~s offered retiree health 
in 1998 than 1994. 

I
• 	 The monthly premium for Medigap insurance including prescription drugs averages 5112 in 

Oklahoma, 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 
pre'miums increase dramatically with age. Only about I in 10 Medicare beneficiaries nationwide 
purchases Me<iigap with drug coverage, and the extra cost is about $90 per month, 

• 	 A«ess to prescription drug coverage through Medicare managed care is limited. About 377,159 
01' 75 percent of Medicare benefieiaries in Oklahoma have the option 
ofenrolling in a basic managed care plan that offers prescription 
drugs. However. nationwide, an increasing number of plans are 
capping th~ir drug coverage at $1,000 or even $500 . 

•
• 	 About 225,000 of nil elderly in Oklahoma llrc middle class (St So­

50,0(0) and would not be eligible for a low-income prescription 

drug b~ner.t . 


OKLAHOMA HEALTH CARE PROVIDERS RELY ON MEDICARE 

• 	 Health care providers in Oklahoma depend on $2 billion in Medicare spending, Medicare pays 
for 21 percent ofall personal health care expenditures in Oklahoma: This is critical to: 

I
(, 123 hospitals,. 1,300 physicians, 220 nursing homes, and other providers in Oklahoma. , 	 . 

Most Elderly In Oklahoma Are 
Middle Class 



u 

, 
OREGON: THE NEED FOR MEDICARE REFORM 

, 	 , 
MEDICARE PROVIDES CRITICAL HEALTH CARE TO 481,000 IN OREGON 

• 	 428,000 seniurs and 53.000 proplc with disabUitie..'I in Or.cgon rely on Medicare, 
<I About 269,000 Medicare beneficiaries in Oregon (56 percent) are women. 
<) • About 53,000 Medicare beneficiaries in Oregon (11 percent) are age 85 and older, 
<I About 171,000 Medicare beneficiaries in Oregon (36 percent) live in rural areas, with limited or 

no options for managed care or prescription drug coverage, 

• 	 Poverty among the elderly in Oregon feU from 31 to 10 percent Sincc~~~~~w~'.~.~c~re~.~tcd~._-, 

.::Wrrl)· In O~nWillMEDICARE ENROLLMENT WILL SURGE IN OREGON Jutrta,t Dmmatifally 
(mlUiollS) 

• 	 The number ofseniors in Oregon will risc from 471,000 in 2000 to 
1.054,000 in 2025. The percent of residents in Oregon wbo are 
elderly will i[lcrease from 14 to 24 percent. 

• 	 About 93,006 people (31%) ages 55 to 65 in Oregon, who are not 1'* lII!!! 

yet eligible ~or Medicare, ar<; uninsured or individually insured. 
People age 55 to 6S 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 SENIORS NEED PRESCRIPTION DRUG COVERAGE ,, 
• 	 Only 21 percent of Or<;gon firms offer retiree health insurance, Retiree health insurance provides 

good" prescription drug coverage, but only one-quarter of Medicare beneficiaries nationwide nave 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 $119 in 
Oregon, which is out of reach for mllny seniors. Medigap (supplemental health insurance for 
beijeficiaries) 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 M,edigap with drug coverage, and the extra cost is about $90 per month, 

• 	 A(:cess to p~criptiQU drug coverage through Medicare managed care is limited in Oregon. 
About 256.8;42 or 53 percent of Medicare beneficiaries in Oregon 

have the option ofenro!ting in a basic managed care plan that offers 
 Most r:k1crly in Orc-goll Are 

Mlddl.eClanprescnption:drugs, Moreover, nation~idej an increasing number of 

plans are capping their drug coverage at SI,OOO or even $500. 


, 
.. 	 About 212,000 ofaU elderly in Oregon nre middle class (SlS­

50,0(0) Ilnd would not be eligible for a low-income prescription "'" ....
drug benefit. 	 ... 

OREGON HEALTH CARE PROVIDERS RELY ON MEDICARfl; 

• 	 Health care providers in Oregon depend on $2 billion in Medieare spending. Medicare pays for 
19 percent of all personal health care expenditures in Oregon, This is critical to: 

q 62 hospitals, 9,400 physicians., 130 nursing homes, and other providers in Oregon. 



, 	 , 

PENNSLYVANIA: THE NEED FOR MEDICARE REFORM 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 2,089,000 IN PENNSLYVANIA , , 
• 	 1,874,000 seniors and 215,000 p~~plc with disabilities in Pcnnslyvania rely on Medicare. 

o 	 About 1,2 J9,000 Medicare beneficiaries in Pennslyvania (58 percent) are women. 
o 	 About 224,000 Medicare beneficiaries in Pennslyvania (11 percent) are age 85 and older. 
o 	 About 342,000 Medicare beneficiaries in Pcnnslyvania (16 percent) live in rural areas, with 

limited or no options for managed care or prescription drug coverage. 

• 	 ·Poverty among the elderly in Pcnnslyvania fell from 23 to 8 percent si~ce Medicare was 
created. 

; 
MEDICARE ENROLLMENT WILL SURGE IN PENNSLYVANIA 

• 	 The number ofseniors 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. 

• 	 About 277,000 people (25%) ages 55 to 65 in Pennslyvania, who 
are not yet Jligible for Medicare, are uninsured or individually 

Elderly In Pennsylvania Will 
Increase DramalieaUy 

(miliionJ) 1.7 

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. 

PENNSLYV ANIA SENIORS NEED PRESCRIPTION DRUG COVERAGE 

• 	 Only'22 percent of Pennslyvania firms ofTer 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 Mcdigap insurance including prescription drugs averages $142 in 

PCI,mslyvania, 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 J0 Medicare beneficiaries nationwide 
purchases Medigap with drug coverage, and the extra cost is about $90 per month. 
'. . 

• 	 Access to p~escription drug coverage throug'h Medicare managed eare is limited. About 
J,918,911 o~ 81 percent ofMedicare beneficiaries in Pennslyvania 

have the option ofenrolling in a basic managed care plan that offers 

prescription drugs. However, nationwide, an increasing number of 

plans are capping their drug coverage at $1,000 or even $500. 


• About 881,000 of all elderly in Pennslyvania are middle class ($15­
50,000) and would not be eligible for a low-income prescription 
drug bencf~t. 

, 
PENNSLYVANIA HEALTH CARE PROVIDERS RELY ON MEDICARE 

, 
• 	 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:" 
o 203 hospitals, 50,100 physicians, 769 nursing homes, and other providers in Pennslyvania. 

Most Elderly in Pennsyl .... ni. 
Arc Middle Class 



• RHODE ISLAND: THE NEED FOR MEDICARE REFORM 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 170,000 IN RHODE ISLAND 

. 
• 148,000 scn~9rs and 22.000 people with disabmtics in Rhode Island rely on Medicare, 

o 	 About 100,000 Medicare beneficiaries in Rhode Island (59 percent) are women. 
o 	 About 20,000 Medicare benetic1aries In Rhode Island (12 percent) arc age 85 and older. 
o 	 About _ Medicare beneficiaries in Rhode Island (- percent) live tn rurnl areas, with limited or no 

options for managed care or prescription drug coverage, , 
, 

• 	 Poverty among the elderly in Rhode Island fcll from 14 to 10 percent since Medicare was 
ercutcd. ' 

MEDICARE ENROLLMENT WILL SURGE IN RHODE ISLAND 
, 

• 	 The numbA ofseniors in Rhode Island will rise from 148,000 in 
2000 to 214,000 in 2025. The percent ofresidents in Rhode Island 
who are elderly will increase from 15 to 19 percent 

• 	 About 21,000 people (26%) ages 5S to 65 in Rhode Island, who arc 
not yet eligible for Medicare. arc uninsured or individually 

• 

Elderly In Rhude htaruJ Will 
lntrtalt Oramatkally 

(timW'and$} 

'" 

lIlOIl tm 

insured. Pepple age 5S to 65 are the fastest growing group ofuninsured. The same demographic 
trend will affect this age group, making this problem even worse in the near futurt:. , . 


: 

RHODE ISLAND SENIORS NEED PRESCRIPTION DRUG COVERAGE 

• 	 Only 22 percent of firms natinnwide offer retiree health insurance. Retiree health insurance 
provides gqod prescription drug coverage, but only one~quarter ofMedicare beneficiaries nationwide 
have this coverage. This will be lower in the future since 25 percent fewer finns offered retiree heahh 
in 1998 thaln 1994. , 

I 
• 	 The monthly premium for Medigap insurance including prescription drugs averages $107 in 

R~ode Island, which is out of reacb for many seniors. Medigap (supplementaJ health insurance for 
beneficiaries) hilS plans that include prescription drugs. but these plans are typically costly and their 
premiums in~rease 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 toveragc through Medicare managed eare is limited. About 179,263 
or 92 percent ofMedicare beneficiaries in Rhode Island have the 

option ofJnrolling in a basic managed care plan that offers 

prescription drugs. However. nationwide, an increasing number of 

plans are capping their drug coverage at $1,000 or even"$500. 


• 	 About 68,000 of aU ~Jderly in Rhode [Sland are middle class ($15~ 
SO.OOO) and would not be eligible for a lowPjncome prescription,
drug benefit. 

I 
RIIODE ISLAND HEALTH CARE PROVIDERS RELY ON MEDICARE 

• 	 Healtll care providers in Rbod~ Is1and depend on $1 billion in Medicore spending. MediC<lfe 
pays for 19 percent ofall personal health care expenditures in Rhode Island. This is critical to: 

II hospitals, 3,300 physLcians. 100 nUl'Sing homes. and other providers in Rhode Island. Q , 	 . 

Most &lderly In Rhode hland 
Art Mkldle Clan 
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SOUTH CAROLINA: THE NEED FOR MEDICARE REFORM 
, 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 545,000 IN SOUTH CAROLINA 

• 449,000 scni!>r.!l and 96,000 people with dis~bilitics in South Carolina rely on Medicare. 
o 	 About 314,000 Medicare beneficiaries in South Carolina (58 percent) are women. 
o 	 About 4~,OOO Medicare beneficiaries in South Carolina (9 percent) are age 8S and older. 
o 	 About 184,000 Medicare beneficiaries in South Carolina (34 percent) live in rural areas, with 

limited or no options for managed care or prescription drug coverage. 
I 

.' 	Poverty among the elderly in South Carolina fell from 29 to 15 percent since Medicare was 
created. 

Elderly In South Carolina Will 
MEDICARE ENROLLMENT WILL SURGE IN S. CAROLINA Incre;uc Dramatically 

(tholDand!) "lI 
• 	 The numbef of seniors in South Carolina will rise from 478,000 in 


2000 to 963,000 in 2025. The percent of residents in South Carolina 

who are elderly will increase from 12 to 21 percent.
, 	 . . 

• 	 About 108,000 people (30%) ages 55 to 65 in South Carolina, who 
.are not yet eligible for Medicare, arc 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 ncar future. 

I 
SOUTH CAROLINA SENIORS NEED PRESCRIPTION DRUG COVERAGE , 
• 	 Only'21 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 finns offered retiree health 
in 1998 than 1994. 

• 	 The monthly premium for Medigap insurance inclu'ding prescription drugs averages S142 in 
So"th Carolina, 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 I 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 
Carolina. No Medicare beneficiaries in South Carolina have the 
option of enrolling in a basic managed care plan that offers Most Elderly in South Carolipa 
prescripliol) drugs. Moreover, nationwide, an increasing number of Are Middle Class 

plans are capping their drug coverage at $1,000 or even $500. ,,. ".....• 	 About 181,000 of all elderly in South Carolina arc middle class 
(SI5-50,OOO) and would not be eligible for n low-income "' 
prescription drug benefit. 	 . 

SC HEALTH CARE PROVIDERS RELY ON MEDICARE 

• Health care providers in South Carolina depend on $3 billion in 'Medicare spending. Medicare 
pays for 17 percent ofall personal health care expenditures in South Carolina. This is critical to: 
o 62 hospitals, 8,400 physicians, 178 nursing homes, and Qther providers in South Carolina. 

I 
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• 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 disabilities in South Dakota rely on Medicare. 
o 	 About 67,000 Medicare beneficiaries in South Dakota (57 p'ercent) arc women. 
o 	 About 15,000 Medicare beneficiaries in South Dakota (13 percent) are age 85 and older. 
o 	 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 ENROLLMENT WILL SURGE IN SOUTH DAKOTA 

• 	 The numbc~ ofseniors in South Dakota will risc from 110,000 in 
2000 to 188,000 in 2025. The percent of residents in South Dakota 
who are elde~ly will increase from 14 to 22 percent. 

I 	 . 

• 	 About 23,000 people (38%) ages 55 to 65 in South Dakota, 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 ncar future. 

. I 

I 
SOUTH DAKOTA SENIORS NEED PRESCRIPTION DRUG COVERAGE 

• 	 Onl:),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 finns offered retiree health 
in 1998 than~1994. ' 

• 	 The monthly premium for Medigap insurance including prescription drugs averages $113 in 
Soyth 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 J0 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 Most Elderly in South Dakota 

"Are Middle Class drugs. Moreover, nationwide, an increasing number of plans are 
capping their drug coverage at $1,000 or even $500. 

• 	 About 55,000 of all elderly in South Dakota are middle class ($15­ ."
50,000) and would not be eligible for a low~income prescription 
d rug benefit. 

SOUTH DAKOTA HEALTH CARE PROVIDERS RELY ON MEDICARE 

• 	 Health care'providcrs 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: 
o 	 59 hospi,tals, 2,200 physicians, 83 nursing homes, and ot~er providers in South Dakota. 

Elderly In South Dakota Will 
Increase Urnmaticllily 

(thousands) IU,... ,. 
~ 

• 
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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. 

o 	 About 465,000 Medicare beneficiaries in Tennessee (58 percent) arc women. 
o 	 About 78,000 Medicare beneficiaries in Tennessee (10 percent) are age 85 and older. 
o 	 About 307,000 Medicare beneficiaries in Tennessee (38 percent) live in rural areas, with limited 

or no options for managed care or prescription drug coverage. 

• 	 Poverty among the elderly in Tennessee fell from 43 to 12 pcrcenfsincc Medicare was created. 
I 

Elderly In Tenness« Will 
MEDICARE ENROLLMENT WILL SURGE IN TENNESSEE Increase Dramatically 

I (millions) u 
• 	 The number of seniors in Tennessee will risc from 707,000 in 2000 

to 1,355,000, in 2025. The percent of residents in Tennessee who are 
elderly will increase from 12 to 20 percent. , 

•." __ 
• 	 About 150,000 people (28%) ages 55 to 65 in Tennessee, who are 100CI lOl5 

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. 

TENNESSEE SENIORS NEED PRESCRIPTION DRUG COVERAGE. 
• 	 . Only 24 percent of Tennessee firms otTer 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 finns offered retiree health 
in 1998 thari 1994. , 

I 
• 	 The monthly premium for Medigap insurance including prescription drugs averages $136 

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 typically 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 $90 per month. 

• 	 Access to prescription drug coverage through Medicare managed care is limited in Tennessee. 

.....L~_ 

About 106,671 or 14 percent of Medicare beneficiaries in Tennessee 
have the option ofenrolling 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 296,000 of all elderly in Tennessee are middle class ($15­
50,000) and would not be eligible for a low-income prescription 
drug benefit. 

Most Elderly in Tennessee Are 

Middle Clau 

"."..,',,% 

TENNESSEE HEALTH CARE PROVIDERS RELY ON MEDICARE 

• 	 Health care providers in Tennessee depend on $5 billion in Medicare spending. Medicare pays 
for 22 percent of all personal health care expenditures in Tennessee.· This is critical to: 

I 
o 	 125 ho$pitais, 14,800 physicians, 273 nursing homes, an~ other providers in Tennessee, 



,
• 'TEXAS: THE NEED FOR MEDICARE REFORM 
, 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 2,196,000 IN TEXAS 

• 	 1,924,000 seniors and 272.000 people with disabilities in Texas rely on Medicare. 
D About 1.243,000 Medicare beneficiaries in Texas (57 percent) are women. 
<I About 222,000 Medicare beneficiaries in Texas (10 percent) are age &5 and older. 
o 	 About 509,000 Medicare beneficiaries in Texas (23 percent) live in rural areus, with limited or no 

options for managed care or prescription drug coverage. ' 

• 	 Poverty among the elderly In Texas fell from 33 to 13 percent since Medicare was created. 

MEDICARE ENROLLMENT WILL SURGE IN TEXAS 

• 	 The numbc~ ofseniors in Texas will rise from 2,101,000 in 2000 to 
4,364,000 in'2025. TIle percent of residents in Texas who arc elderly 
will lncfe.'lse from 10 to 16 percent.

I 

• 	 About 475,000 people (33%) ages 55 (0 65 in Texas, who arc not 
yet eligible for Medicare, are uninsured or individually insured. 

EkI~rly In Tau WiIIlncffiUc 
I I 

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, \ 

TEXAS SENIORS NEED PRESCRIPTION DRUG COVERAGE 

• 	 OnlyJ9 pe~nt ofTens firms offer retiree health insurance. Retiree heaIth 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 2S percent fewer finns offered retiree health in 1998•than 1994. ! 

• 	 The monthly premium for Medigap insurance including prescription drugs averages 5124 in 
Texas, which is out of reach for many seniors. Medigap (supplemental health insurance for 
bel1eficiaries) has plans that include prescription drugs, but these plans are typically costly and their 
premiums i~crease 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, 

• 	 Aceess to prescription drug coverage through Medicare managed C1Ire is limited. About 
1,533,910 or 69 percent of Medie are beneficiaries in Texas have the 

option of enrolling in a basic managed care plan that offers 
 Most EJdt"rJy in Tens Are: 

prescription drugs, However, nationwide, an increasing number of 
plans are capping their drug coverage nt $1 ,000 or even $500. 

• 	 About 781,000 ofall elderly in Texas ne middle class ($15--50.000) 
and would not be eligible for a low~income prescription drug 
benefit. 

Middle Class 

TEXAS HEALTII CARE PROVIDERS RELY ON MEDICARE 

.. 	 Health car~ providers in Texas dc'pend on S15 biJUon in Mcdkare $pcoding. Medicare pays for 
1& percent,of all personal health care expenditures in Texas. This is'critical to: 

, 386 ho~pitals, 49,000 physicians, 1,105 nursing homes, ~nd other providers in Texas, 



• •UTAH: THE NEED FOR MEDICARE REFORM 
, 

MEDICARE PROVIDES CRmCAL HEAL'm CARE TO 198,000 IN.UTAH 

, 	 ' 

• 	 176,000 seniors and 22,000 people with disabililles in Utah rely on Medicare. 
Q, About 109.000 Medicare beneficiaries in Utah (55 percent) are women, 
Q About 20.000 Medicare beneficiaries in Utah (10 percent) are age 85 and older. 
<> 	 About 5S,OOO Medicare beneficiaries in Utah (28 percent) live in rural areas, with limited or flO 

options for managed care or prescription drug covcmge. 

• 	 Poverty am~ng the,elderly in Utah feU from 29 to 5 percent since Medicare WI1S .::r.ealcd. 

MEDICARE ENROLLMENT WILL SURGE IN UTAH 	 foldlrly In Utah Willlncrells~ 

• 	 The DumbcrofSClliors in Utah will risc from 202,000 in 2000 to 
495,000 in 2015. The percent of residents in Utah who are elderly 
will increase from 9 to 17 percent, 

•
f .

• 	About 27,000 people (20-/..) ages 55 to 65 in Utah, who arc not yet 
eligible for Medicn~ 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 ncar future, 

UTAH SENIORS NEED PRESCRIPTION DRUG COVERAGE 

• 	Only 21 percent ofUtah firms olTer retiree health insurance. Retiree health insurance provides 
good 'prescription drug coverage, but only onc·quarter ofMedicare beneficiaries nationwide have this 
coverage, This will be; lower in the future since 25 peroent fewer firms offered retiree health in t998 
than 1994. I 

I

• 	The monthly premium for,Mcdigap insurance including prescription drugs averages $113 in 
,Utah, which is out of reaeb for many seniors. Mcdigap (supplemental health insurance for 
beqeficiaries) has plans that include prescription drugs, but these plans are typically costly and their 
premiums increase dramatically with age, Only about t 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 Utah. No 

• 

Medicare beneficiaries in Utah have the option ofenrolling in a basic 
managed care,plan that offers: prescription drugs. Moreover, 
nationwide: an increasing number ofplans are cappiug their drug 
coverage at $1,000 or even $500. 

• 	About] 11,000 of all elderly in Utah arc middle class (SlS-S(MOO) 
and would not be eligible for u low-incOJDe prescription drug 
benefit. 

UTAH HEALTH CARE PROVIDERS RELY ON MEDICARE 

, 	 . 

!\tod EIderly 1 .. lJlah An: 
Middl~ Clan 

• 	 Health care providers in Utah depend on $1 billion in Medicare spending. Medicare pays for 15 
percent ofall personal health care expenditures in Utah. This is critical to: . . 

• o 41 hospitals, 4,900 physicians. 81 nursing homes. and ot~er providers in Utah, 



• VERMONT: THE NEED FOR MEDICARE REFORM 
I 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 86,000 IN VERMONT 

• 	 74,000 seniors and 12,000 people with disabilities in Vermont rely on Medicare. 
o ' 	About 49,000 Medicare beneficiaries in Vermont (57 percent) arc women. 
o 	 About 10,000 Medicare beneficiaries in Vermont (11 percent) are age 85 and older. 
o 	 About 64,000 Medicare beneficiaries in Vermont (75 percent) live in rural areas, with limited or 

no optio~s for managed care or prescription drug coverage. , 
• Povc~ty am~)Dg the elderly in Vermont fell from 41 to 8 percent since, 

MEDICARE ENROLLMENT WILL SURGE IN VERMONT ,.
• 	 The number ofseniors in Vermont will rise from 73~000 in 2000 to 

138,000 in 2025. The percent of residents in Vermont who are elderly 
will increase from 12 to 20 percent. 

I 
• 	 About 15,000 people (30%) ages S5 to 65 in Vermont, who are not 

yet eligible for Medicare, arc uninsured or individually insured. 

was created. 

Elderly In Vermont Will 
Increllse Drllmaticnlly 

(thousllnds) III 

1000 lOIS 

• 
• 

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 

• 	 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 co~erage. This will be lower in the future since 25 percent fewer finns offered retiree health 
in 1998 than 1994. 

I
• 	 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 
beqeficiaries) 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. 

• 	 Access to prescription drug coverage through Medicare managed care is limited in Vermont. 
No Medica~e beneficiaries in Vennont have the option ofenrolling in 
a basic managed care plan that offers prescription drugs. Moreover, 
nationwide, an increasing number of plans are capping their drug 
coverage at SI,OOO or even $500. 

• 	 About 36,000 of all elderly in Vermont are middle class ($15­
50,000) and would not be eligible for a low-income prescription 
drug benefit. 

Most Elderly in Vermont Are 
Middle Class 

VERMONT HEALTH CARE PROVIDERS RELY ON MEDICARE 

• 	 Health care providers in Vermont depend on $289 million in Medicare spending. Medicare 
pays for 16 percent of all personal health care expenditures in Vennont. This is critical to: 

o 14 hospitals, 2,100 physicians, 40 nursing .homes, and ot~er providers in Vermont. 
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• 	 VIRGINIA: THE NEED FOR MEDICARE REFORM 
• 

MEDICARE PROVIDES CRJTICAL HEALTH CARE TO 864,000 IN VIRGINIA 

• 	 742,000 seniors and 122.000 people with disabilities in Virginia rely on Medicare. 
Q About 4?5,OOO Medicare beneficiaries in Virginia (57 percent) are women. 
(I About 82,000 Medicare beneficiaries in Virginia (9 percent) are age 85 and older. 
Q About 440,000 Medicare beneficiaries in Virginia (51 percent) live in rural areas, with limited or 

no options for managed care or prescription drug coverage, _ .. 
I 

• 	 Poverty among the elderly in Virginia fell from 29 to 11 percent since Medicare was created. 

Elderly In Virginia Will 
MEDICARE ENROLLMENT WILL SURGE IN VIRGINIA Increllse Drnmntintlly 

I (milflons):!. ,• 	 The number ofseniors In Virginia will rise from 788,600 in 2000 

to 1,515,000 in 2025. The percent of residents in Virginia who are 

e!derty will, increase from II to 13 percent 


I 
• 	 About 136,000 peopfe(21O/.) ages 55 to 65 in VirginiA, who are not 

yet eligible for Medicare! are uninsured or individuaUy insured. 
People age 55 to 65 are the fastest growing group of uninsured, The same demographic trend will 
aff~ this ~ge group, making this problem even worst in the near future: ,, 

. VIRGINIA SENlORS NEED PRESCRIPTIO:-l DRUG COVERAGE 

• 	 Only 23 percent of Virgin in firms offer retiree health insurance. Retiree health insurance 
provides good prescription drug coverage, but only one~quarter ofMedic are beneficiaries nationwide 
have this coverage. This will be lower in the futute since 25 percent fewer firms offered retiree health 
in 1998 than 1994. . 

The monthly premium for Mcdigap iusurance including prescription drugs averages 598 in• 
, 

Virginia, which is out of reach for many seniors. Medigap (supplemental health insurance for 
befleficiaries) has plans that include prescription drugs, but these plans are typically cosHy and their 
premiums increase dramalicaliy with age. Only about) in i 0 Medicare beneficiaries nationwide 
purchases Medigap with drug coverage, and the extrn cost is about $90 per month, 

l• 	 Atccss to preseription drug coverage through Medicare managed care is limited in Virginia. 
About 244,746 or 30 percent ofMedicare beneficiaries In Virginia 

Most Ekff'rly in Vif1linLa Are 
Middle Clan 

have the option ofentQlling in a bask: managed care plan that offers 
prescripti.on drugs. MOre<.lver, nationwide, an increasing number of 
plans are'capping their drug coverage at $1,000 or even $500. , 

• 	 About 364,000 or all elderly in Virginia llre middle class ($15­
50,000) and would not be eligible for n low~income prescription 

drug benefit. 


VIRGINIA HEALTH CARE PROVIDERS RELY ON MEDICARE 

• 	 Health b.re providers in Virginia depend on $4 billion in Medicare spending. Medicare pays for 
16 percelnt ofall personal health care expenditures in Virginia. This'is critical to: 

96 hospitals, 16,800 physicians, 21 S nursing homes, and ,other providers in Virginia. 
!• 

, 

http:prescripti.on


• WASHINGTON: THE NEED FOR MEDICARE REFORM 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 718,000 IN WASHINGTON , 
• 	 632,000 scni~rs and 86,000 people'with disabilities in Washington rely on Medicare. 

D About 400,000 Medicare beneficiaries in Washington (56 percent) are women. 
o 	 About 77,000 Medicare beneficiaries in Washington (11 percent) are age 85 and older. 
o 	 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. 

• Poverty among the elderly in Washington fell from 28 to 8 percent sin,ce Medicare was created. 

i 
MEDICARE ENROLLMENT WILL SURGE IN WASHINGTON 

• 	 The number of seniors in Washington will rise from 685,000 in 
2000 to .,580,000 in 2025. The'percent of residents in Washington 
who are elderly will increase from 12 to 20 percent. , 

About 129,000 people (26%) ages 55 to 65 in Washington, who are• . 
, . 	

. 

not yet eligible for Medicare, arc uninsured or individually 

Elderly In Washington Will 
Increase Dramatically 

(millions) ,., 

insured. People age 55 to 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. 

WASHINGTON SENIORS NEED PRESCRIPTION DRUG COVERAGE 

• 	 Only 17 percent ofWashington firms offer retiree health insurance. Retiree health insurance 
provides gO,od prescription drug coverage, but only oneMquarter 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 $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 communitYMrated premiums. Only about I in 10 Medicare beneficiaries 
nationwide'purchases Medigap with drug coverage, and the extra cost is about $90 per month. 

. 	 I 
• 	 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 
prescription drugs. Moreover, nationwide, an increasing number of 
plans are capping their drug coverage at $1,000 or even $500. , 

I 
• 	 About 270,000 of all elderly in Washington are middle class ($15­

50,000) Bnd would not be eligible for a low·income prescription 
drug bene,fit. 

Most Elderly in Washington 

Art Middle Class 


'" 50.000: 

'" 
WASHINGTON HEALTH CARE PROVIDERS RELY ON MEDICARE 

• 	 Health ca~e providers in Washi~gton depend on $3 billion in Medicare spending. Medicare 
pays for 16 percent of all personal health care expenditures in Washington, This is critical to: 

, 

o 89 ho~pitals. 16,400 physicians, 280 nursing homes, and.other providers in Washington . 

• 

• 




Virginill. No'Medicare beneficiaries in West Virginia have the option 
ofenrolling in a basi<: 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. 

I , 
• About 139,000 of all elderly in West Virginia are middle class 

(SIS-SOtOOO) 'and would not be eligible for a lO"'~ineome 
"..­.,. 

prcstription drug benefit, 
. I 

M(ut Elderly in \\fHI Virginia 
An Middle Class 

• 	 WEST VIRGINIA: THE lIi'EED FOR MEDICARE REFORM 

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 335,000 IN WEST VIRGINIA 

• 272,000 senior! and 63,000 people with disabiHtics in West Virginia rely on Medic-arc, 
Q About 183,000 Medicare beneficiaries in West Virginia (55 percent) are women. 
Q About 32,000 Medicare beneficiaries in West Virginia (9 percent) are age 85 and older. 
/) About 199,000 Medicare beneficiaries in West Virginia (59 percent) live in rural areas. with 

limited or no options for managed care or prescription drug coverage. 

• 	 Poverty among the elderly in West Virginia fell from 41 to Hi pertenl since Medicare was 
created. 

Elderly In Wc~f Virginia WiD
MEDICARE ENROLLMENT WILL SURGE IN WEST VIRGINIA InrrcoR DramlllirlliUy

*"' 
• 	 The number or seniors In West Virginia will rise from 287,000 in 


2000 to 460,000 in 2025. The percent ofresidenfs in West Virginia 

who are elderly will increase from 16 to 25 percent 


.. 	 Abouf 53,000 people (30%) ages 55 to 65 in West Virginia, who J(II(I lOi.~ 

are not yet eligibJe for Medicare. are nninsured or individually 
insured. People age 55 to 65 are the fastest growing group of uninsured, The snme demographic 
trend will affect this age group, making this problem even worse in the near future. , 

WEST VIRGINIA SENIORS NEED PRESCRIPTION DRUG COVERAGE 

• 	 Only' 19 percent of West Virginia firms offer retiree health insurnnce. Retiree health insurance 
provides good prescription drug coverage, but only one--quarter ofMedicare 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 $116 in 
West Virginia. 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 cosdy and 
their premiums increase dramatiC3lly with age. Only about J in 10 Medicare beneficiaries nationwide 
purchases Medlgap with drug coverage. and the extra cost is about $90 per month. 

• 	 Aecess to prescription drug coverage through· Medicar<: managed care is limit(ld in W(lst 

(Iholfiarnls) 

WEST VIRGINIA HEALTH CARE PROVIDERS RELY ON MEDICARE 
I 

• Health care providers in West Virginia depend on $2 billion in Medicare spending. Medicare 
pays for 21 percent of all personal health care expenditures in West Virginia. This is critical to: 
o S3 hospitals. 4,700 physicians.; 101 nursi.ng homes. and o!her providers in West Virginia . 

• 


http:nursi.ng


,• 	 WISCONSIN: THE NEED FOR MEDICARE REFORM 
" ·. 
• 


I--.-.-~-

MEDICARE PROVIDES CRITICAL HEALTH CARE TO 775,000 IN WISCONSIN 
I, 

• 	 689tOOO seniors and 86,000 people with disabilities in Wisconsin rely on Medicare. 
(0 About 443,000 Medicare beneficiaries in Wisconsin (57 percent) are Women, 
Q About 91,,000 Medicare beneficiaries in Wisconsin (12 percent) are age 85 and older. 
" About 29t.OOO Medicare beneficiaries in Wisconsin (38 percent) live in rural areas., with limited 

or no options for managed care or prescription drtlg coverage. 

i 
• 	 Poverty among the elderly in Wisconsin feU from 28 to 6 percent sinee Medicare was created., 

Fl,ifrty In WiswB$in Will
MEDICARE ENROLLME:>IT WILL SURGE IN WISCONSIN Inrn:a~e J)rumaticllllyI , (mmmll~)

• 	The number ofseniors in Wisconsin will rise from 705,000 in 2000 
to l~OO.OOO in 2025. The percent of residents in Wisconsin who are 
elderly will increase from 13 to 21 percent. 

, 

, _ :IOU• 	 About 112,000 people (260/.) ages 55 to 65 in Wisconsin, who are 
i u 

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 thls problem even worse in the near future, 

WISCONSIN SENIORS NEED PRESCRIPTION DRUG COVERAGE 

• 	 Only 23 percent ofWisconsin firms offer retiree health insurance. Retiree health insurance 
provides good pres<:ription drug coverage, hut 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 montbly premium for Mooigap insurance induding prescription drugs averages $136 
nationwide, which is out ofn:ach for many seniors. Medigap (supplemental health insurance for 
beneficiaries) has plans that include prescription drugs, but these pfans are typically costly and their 
premiums in~rease dramatically with age, Only about I in 10 Medicare beneficiaries nationwide 
pur~hases Medigap with drug coverage, and the extra cost is about $90 per month. 

• 	,- ~eeess to prescription drug coverage through Medicare managed care is limited in Wisconsin. 
About 331,034 or 42·percem of Medicare beneficiaries in Wisconsin 
ha..'e the option of enrolling in a basic managed care plan that offers • Mrut Elderly In Wisc:on~n AN: 

Mkldlt CID51prescription drugs, Moreover. nationwide, an increasing number of 
plans are capping their drug coverage at $1,000 or even $500, 

• 	 About 3251000 of all elderly in Wisconsin Are middle class (Sl5­
50,000) and would not be eligible for It low~incomc ph'lscription 
drug benefit: ~l% 

: 	 '---------' 
WISCONSIN HEALTH CARE PROVJI)ERS RELY ON MEDICARE 

• 	 Health care providers in Wisconsin depend on $3 billion in Medicare, spending. Medicare pays 
for 17 percent ofalt personal health core expenditures in WiS(:Qnsin, 'This is critical to: 

o 125 hospitals, 16,100 physicians, 361 nursing homes. an<~ other providers in Wisconsin,, 
,, 



I'" : 

• -

/, 
, 	 WYOMING: THE NEED FOR MEDICARE REFORM 
• 	 , 

MEDICARE P~OVIDES CRITICAL HEALTH CARE TO 64,000 IN WYOMING 

I 
• 	 56,000 seniors nnd 8,000 people with disabilities in Wyoming rely on Medicare, 

o 	 About 34.000 Medicare beneficiaries in Wyoming (54 percent) are women, 
(I About 6,000 Medicare beneficiaries iii Wyoming (10 percent) are age 85 and older. 
Q AboUl44.000 Medicare beneficiaries in Wyoming (69 percent) [lve in rural areas, with limited or 

no optio~s for managed care or prescription drug coverage, 

• 	 Poverty among the elderly in Wyoming fell from 42 to 10 percent sin~c Medicare was created. 

, 
I , ,• 	 About 14tOOO people (3S%) ages 55 to 65 in Wyoming, who urc 

not yet eligi~le for Medicare, are uninsured or individually 
insured. People age 55 to 65 are the fastest growing group of uninsured. The same demographic 
trend will aff~ct this age group, making this problem even worse in the near future. 

WYOMING SENIORS NEED PRESCRIPTION DRUG COVERAGE 

• 	 Only 22 per~ent affirms nationwide offer retiree health insurant4!. Retiree health insurance 
provides good presedption drug coverage, but only one~quarter of Medicarc beneficiaries nationwide 
have this coverage, This wilf 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 $123 in 
Wyoming, 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 
pre'miums increase dramaticaIly with age, Only about 1 in 10 Medicare beneficiaries nationwide 
purchases Medigap with drug coverage, and the extra cost is about 590 per month, 

• 	 Access to prescription drug cover.. ge througb Medicare managed eare is limited in Wyoming. 

• 	 Healtb care providers in Wyoming depend on $218 million in Mcdkare spending. Medicare 
pays for J5 pe:rcent ofall personal health care expenditures in Wyoniing, This is critical to: 

25 hospitals.. 1,200 physicians:. 33 nursing homes, and other providers in Wyoming., 

MEDICARE ENROLLMENT WILL SURGE IN WYOMING 

• 	 The number ofs~niors in Wyoming will risc from 62,000 in 2000 
to 145~OOO ill 2025. The percent of residents in Wyoming who arc 
elderly win increase from l2 to 21 percent 

No Medicare 'beneficiaries in Wyoming have the option ofenrolling in 
a basic managed care plan that offers prescription drugs. Moreover, 
nationwlde j an increasing number of plans are eapping their drug 
coverage at $1.000 or even $500. 

.. About 26,000 of all elderly in Wyoming are middle class ($IS­
50,(00) and would not be eligible for n low-income prescription 
drug ben4!fit.: 

, 
WYOMING HEALTH CARE PROVIDERS RELY ON MEDICARE 

I 
I 	 . 

)')"terly In WYQming Will 
lnrrust IJt1InmlicltUy 

(tooUSStlth) U~
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MIni Elderly ill W}ominll Art 

MiddleClliu 


,.....," 
3% 


