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Survey: 1 in 3 workers anticipate financial struggles in retirement
 One-third of American
workers said they think they
will struggle with their
finances in retirement or that
they will never be able to
retire, according to a study
of 700 contribution-plan
participants and 300 nonparticipants from Natixis.
The majority — made of
workers who take an
optimistic view of their
financial futures — may
need to reevaluate their
spending and saving habits,
the report indicated. Of
millennials, Gen Xers and
boomers, no generation is
perfectly prepared for
retirement, Natixis said.
 Millennials underestimated
how much they'll need in
retirement, pinning the
number at $822,789, and
said they plan to retire at age
61, which means they'll need
to save 19% more every year
than if they retired at 67.
Members of Gen X also
underestimated how much
they'll need to retire, but by
less, as they submitted an

average projection
of $980,466. Baby
boomers will need
to put away an
average of $142,000
each year to reach
their goal of having
$1 million in savings for
retirement. A quarter of
boomers have already made
a withdrawal from their
plans, the report found.
 Daily expenses, general
debt, housing costs,
healthcare costs and the
immediate expenses to enjoy
prevent respondents from
saving more for retirement,
the report said.
As HR pros worry about
how to funnel talent into the
workplace, they also fret over
how to make sure workers
make their exit at the right
time. Their fears aren't
unfounded; nearly two-thirds
of workers have no retirement
account assets, according to a
report fr om the National
Institute on Retirement
Security. The survey also
found that, when accounting

for all working-age
individuals, the
median retirement
account balance is $0.
Recent research from
Monster r epor ted
that the average
worker wants to retire by the
age of 62. But employees
know this might not be
possible; a third of workers
said they worry about finances
at work, accor ding to an
Employee Benefits Research
Institute and Greenwald &
Associates study. Employees
said they want employer
assistance with retirement
planning, with 75% expecting
to need help calculating how
much to put away for a secure
retirement. Few said they
thought budgeting or debt
counseling would help them.
With a majority of workers
lacking plump savings
accounts and some even giving
up on the idea of retiring at all,
it follows that talent
professionals will name
retirement readiness as a top
concern. While older workers

are knowledgeable and
experienced, their far-extended
presence could slow the
promotion pipeline, cr eating
a potential talent problem for
an incoming youth generation
that wants to move up the
ladder quickly. It's important
for employers to recognize,
however, that the Age
Discrimination in Employment
Act (ADEA) prohibits them
from replacing r etir ementaged workers with younger
ones for the express purpose of
ridding their payrolls of aging
employees.
Instead, employers can take
action with ADEA-compliant
measures that help workers
prepare for retirement.
Employers can offer automatic
enrollment in 401(k) plans,
which require employees to
take steps to opt out of their
defined contribution plan,
rather than requiring them to
opt into one. Organizations can
also consider offering phased
retirement plans that allow
workers to ease into
retirement.

GOP Tax Scam Is Hurting Working Americans and Retirees
April 15th marks
the first Tax Day
where the impact of
the Tax Cuts and
Rich
Jobs Act (TCJA) will
Fiesta
be felt, and it’s clear
that working Americans, the
middle-class, and retirees aren’t
benefiting.
After getting millions of
dollars in tax breaks, most
wealthy corporations didn't raise
wages. They paid their

shareholders. Now, many of
them will pay next to nothing
this tax season. More than 60
major companies will owe $0 in
federal taxes this year.
Meanwhile, workers haven’t
noticed a significant difference
in their paychecks, and tax
refunds are down by $6 billion.
In fact, millions of Americans
who got a refund last year ended
up owing money this year.
The stakes are higher than

ever. Republicans are using the
federal deficit, which will
increase by about $1.9 trillion
over 10 years due to their tax
scam, as an excuse to try to
slash earned benefits like
Medicare and Social Security.
We can’t let them get away with
this.
The only way to make things
better for workers and protect
our earned benefits is to speak
out. We must ensure that

Medicare and Social Security,
which allow millions of older
Americans to retire with dignity,
stay strong and are expanded for
future generations.
It won't be easy, but together
we can save retirement security
and make sure older and
working Americans are heard in
Washington.
Rich Fiesta,
Executive Director,
Alliance for Retired Americans
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Consumers Confused by Short-Term Plans, Which Lack Needed ACA Protections
This week, the Georgetown
University Health Policy
Institute’s Center on Health
Insurance
Reforms highlighted an
important new study about
short-term insurance
plans. This study, pr epar ed
by the Kleimann
Communication Group and
commissioned by the
consumer representatives to
the National Association of
Insurance Commissioners
(NAIC), revealed that
consumers do not understand
the limitations of such plans
and are not currently being
effectively educated by the
disclosures they are receiving.
Short-term insurance plans,
also called short-term limited
duration insurance or STLDI,
are health insurance plans that
are exempted from many of
the consumer protection and
coverage requirements of the
Affordable Care Act (ACA).
Initially intended to function
as temporary, stop-gap
coverage, the Trump
Administration recently
expanded the availability of

these plans,
increasing the
maximum policy
term to one year and
making them
renewable for up to three.
Previously, the plans were
limited to three months and
were not renewable. The
Medicare Rights
Center remains
concerned that allowing these
bare-bones plans to be sold as
a long-term alternative to
ACA-compliant insurance
could have detrimental
consequences for consumers
and the health care system.
The ACA requires
individual health insurance
plans to meet certain
standards—such as coverage
of pre-existing conditions and
all essential benefits, and not
impose annual or lifetime
benefit limits. STLDI plans,
on the other hand, do not have
to comply with these insurance
regulations. Because they can
offer a less robust benefit and
deny coverage for serious
medical needs, these plans
typically have lower premiums

than more robust,
ACA-compliant
plans. This may look
like a great value but
can expose enrollees
to unlimited out-of-pocket
costs if they get sick or injured
and discover they are not
really covered.
The proliferation of these
plans may also put the ACA
market at risk. Many
experts predict that because
they can look like a good
value, short-term plans might
lure healthier people away
from the more comprehensive
coverage available through the
marketplaces, leaving an older
and sicker risk pool behind.
For many people who rely on
the ACA’s protections—
particularly older adults and
people with pre-existing
conditions—switching to a
short-term plan is not a viable
option. They would have to
remain in the ACA-compliant
market, where costs would
likely skyrocket.
In addition to re-introducing
discrimination into the health
care system and destabilizing

the individual market, the
Medicare Rights Center and
others are also concerned that
increasing access to these
skimpy plans would lead to
significant consumer
confusion. The new
study shows that is indeed the
case, that even when shown
the marketing brochure for a
popular, short-term plan few
consumers could understand
the plan’s benefits and
drawbacks. Many assumed the
STLDI policies would provide
the same coverage as ACAcompliant plans, including for
maternity care and prescription
drugs, and expected the plans
to cover pre-existing
conditions. For many study
participants, it took “a
significant period of time
before they understood” the
plan’s limitations, and some
participants never did so.
Further, the consumers did not
notice the federally-required
disclosures that explain the
policy’s exclusions and
struggled to understand the
associated cost implications.
...Read More

Medicare Rights Raises Concerns with Drug Rebate Rule
This week, the Medicare
Rights Center responded to a
U.S. Department of Health and
Human Services
(HHS) proposed rule that
would change the way that
Medicare prescription drug
plans (PDPs) and their
pharmacy benefit managers
(PBMs) negotiate and pay for
drugs.
Under the current Part D
payment system, plans submit
bids annually to the Centers
for Medicare & Medicaid
Services (CMS) that reflect the
plan’s expected rates and
expenses for the coming year.
In developing these bids, plans
negotiate payment rates with
pharmaceutical companies.
These negotiations give rise to

the formulary, or
list of covered
drugs and the
amounts that
beneficiaries will
pay for those
drugs during the plan year. It
includes the “full” price of the
drug, which beneficiaries will
pay during the deductible
period, and also sets the
amount of percentage-based
copays in the initial coverage
period, as well as the amounts
the beneficiary will pay after
the initial coverage period
(25% of that cost in 2019) and
after reaching catastrophic
coverage (usually 5% of that
cost). Sometimes this amount
is close to the price that people
without insurance would pay

for the drug,
which is often
called a “list
price,” but
sometimes it is
lower. People
without insurance may be able
to buy a drug for a price closer
to a particular plan’s full price
with the aid of manufacturer
discounts or coupons.
This “full” price—
sometimes called the
negotiated rate—is not,
however, always the amount
that actually passes between
the PDP or PBM and the
manufacturer and pharmacy.
Instead, discounts and rebates
can reduce this price, and do
not all need to be reported
back to CMS or included in

the prices on the formulary or
that set beneficiary payment
rates. This means that a person
paying a 30% copay based on
the negotiated rate may
actually be paying a higher
percentage of the price the
plan is actually paying. PBMs
and PDPs then use this money
to reduce premiums or provide
additional, supplemental
benefits
The proposed rule would
eliminate the rebates paid by
manufacturers to PBMs and
plans, and anticipates that any
resulting reductions in price
would be passed on to
beneficiaries. While Medicare
Rights strongly supports the
aims of the proposal—….Read
More
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Why does health care cost so much? It’s the prices
Why does health care cost so
much in the US? It is not
because we use more services
than people in other countries.
It’s the prices, the prescription
drug prices, the hospital prices
and the doctors’ prices.
One key way to address high
health care costs is to regulate
prices. That’s what every other
wealthy country does. And,
that’s what Medicare does–for
hospital and doctor services. The
commercial health insurers are
either unwilling or unable to rein
in these prices. And, at the
moment, neither the federal
government nor the commercial
insurers are able or willing to
rein in prescription drug prices.
A January 2019 piece
in Health Affairs by Gerard
Anderson et al. explains the
problem with prices in the US.
The difference between what

Medicare pays for
hospital and doctor
services and what
commercial
insurers pay has
increased
significantly in the
last 18 years. Back in 2000,
commercial insurers paid about
10 percent more than Medicare.
Today, they pay about 50
percent more than Medicare.
The difference between what
the US pays for prescription
drugs and what other countries
pay is even more significant. At
$1,011 per person (2015), the
US spends almost six times
more than Poland for
prescription drugs. The US
spends about twice as much as
western European countries.
Overall prescription drug
spending growth in the US was
3.8 percent as compared to 1.1

percent between
2000 and 2015.
On top of these
prices, we spend
far more than other
countries
on administrative
costs.
If you’re trying to understand
the difference
between Medicare for All, the
Sanders and Jayapal bills that
would improve and expand
Medicare and other Medicare
“buy-in” bills such as Medicare
for America, the Schakowsky
and DeLauro bill, check out
what each does about prices and
administrative costs. Medicare
for All regulates prices and
reduces administrative costs
significantly. Medicare for
America and other proposals that
allow people to keep the
coverage they have or buy into

Medicare neither regulates
prices nor reduces administrative
costs.
Here’s more from Just Care:

 The hidden costs of sleep
apnea
 Medicare drug benefit leaves
many with high out-ofpocket costs
 Programs that lower your
costs if you have Medicare
 Medicare for all controls
spiraling health costs
 One in four people with
Medicare spend around
$11,500 yearly on health
costs

Could you pay more in Medicare Advantage than traditional Medicare?
Many people with Medicare
opt for a Medicare Advantage
plan, a commercial insurance
plan that contracts with
Medicare to deliver Medicare
benefits, because they believe it
will save them money over
traditional Medicare. But, you
could pay more in a Medicare
Advantage plan than traditional
Medicare.
These days, the Trump
Administration makes the
commercial Medicare
Advantage plans look more
enticing than ever. The message
is “All the benefits of Medicare
and more.” But, what does that
really mean and what do you
trade away?
It’s not at all clear that you
will spend less for your care in a
Medicare Advantage plan.
According to the Kaiser Family
Foundation, average out-ofpocket costs for people with
Medicare in 2013 were $5,503
(41% of the average individual’s
Social Security annual income.)
Kaiser’s analysis does not

distinguish
between people in
traditional
Medicare and
people in Medicare
Advantage plans.
The Medicare
Advantage plans
don’t disclose this
data.
Why don’t the Medicare
Advantage plans reveal this
data? What are they hiding? Are
people spending more out-ofpocket than their advertisements
suggest? If people are spending
as much or more in Medicare
Advantage plans as in
traditional Medicare, it is hard
to believe many people would
opt for a Medicare Advantage
plan and restrict their access to
doctors.
If people are paying less out
of pocket in a Medicare
Advantage plan than in
traditional Medicare, it may be
because they are not getting the
care they need, delaying or
skipping care. They may choose

to go without care
to avoid paying the
deductible and
copays. Or, their
Medicare
Advantage plan
may not authorize
care they need.
Since the data is
not available, we
don’t know whether the cost of
getting care in a Medicare
Advantage plan or the health
plan’s refusals to cover care is
affecting people’s health and
well-being.
The data do show that people
who need costly
services disenroll from
Medicare Advantage
plans when they can and switch
to traditional Medicare at far
higher rates than people in good
health. Unfortunately, the cost
of Medicare supplemental
insurance or, in some cases, the
lack of access to supplemental
coverage, can be a barrier to
enrollment in traditional

Medicare. Congress needs to fix
that as soon as possible.

Here’s more from Just Care:

 Medicare ratings of
Medicare Advantage plans a
farce
 Inappropriate Medicare
Advantage care denials
appear widespread
 Ten ways Medicare
Advantage plans differ from
traditional Medicare
 How to get free or low-cost
dental care
 Millions safely import lowcost drugs from abroad
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Medigap Changes in 2020
As a result of the Medicare
Access and CHIP
Reauthorization Act of 2015
(MACRA), individuals who
are newly eligible for Medicare
on or after January 1, 2020 will
not be able to purchase
Medigap Plan C or Plan F
(including the Plan F high
deductible option). This is
because after January 1, 2020,
MACRA prevents individuals
new to Medicare from
purchasing Medigaps that pay
for the Part B deductible ($185
in 2019). Both Plan C and Plan
F cover the Part B deductible.
This law also applies to the
three states (Massachusetts,
Minnesota, and Wisconsin)
that operate their own Medigap
systems. People new to
Medicare in those states will
not be allowed to purchase
Medigaps that pay for the Part
B deductible.
Eligible for Medicare before
January 1, 2020
These Medigap changes only
affect individuals who are
newly eligible for Medicare in
2020 and after.
If you are eligible for
Medicare before January 1,
2020, you will still be able to
purchase Plan C or Plan F. If
you were eligible for Medicare
before this time but did not
enroll, you will be able to

purchase Plan C or Plan
F as long as you are
within your Medigap
open enrollment period
or have a guaranteed
issue right once you enroll in
Original Medicare. (Remember
that only those with Original
Medicare can purchase a
Medigap. Medigaps do not
work with Medicare
Advantage.) Visit Medicare
Interactive to learn
about protected times to buy
a Medigap.
If you currently have
Medigap Plan C or Plan F, you
can continue to renew it from
insurers in your state. As
always, premiums for
Medigaps can change from
year to year, and Medigap
issuers may choose to
discontinue plan offerings.
Your right to switch plans if
your premiums increase
depends on your state’s laws. If
your Medigap is terminated,
you will have a guaranteed
issue period.
Eligible for Medicare on or
after January 1, 2020
If you are newly eligible for
Medicare on or after January 1,
2020, you will not be able to
purchase Plan C or Plan F.
However, Plan D and Plan
G currently provide coverage
for all the same out-of-pocket

costs, except for the
Part B deductible
coverage.
Example: Individual
can purchase Plan C or
Plan F
Ricky will become eligible
for Medicare in 2019. His
65th birthday is in November.
He will continue to work and
receive coverage from an
employer with more than 20
employees, so he wants to
delay Medicare enrollment
until he retires in June 2020.
Ricky can still purchase a Plan
C or Plan F because he became
eligible for Medicare before
January 1, 2020, even though
he did not enroll in Medicare
or purchase his Medigap until
after that date.
Example: Individual cannot
purchase Plan C or Plan F
Martha will turn 65 on April
5, 2020, has not received
Social Security Disability
Insurance (SSDI), and does not
have End-Stage Renal Disease
(ESRD). She cannot purchase a
Plan C or Plan F because she is
newly eligible for Medicare
after January 1, 2020. Instead,
she can purchase Plan D or
Plan G for coverage of almost
all of the same out-of-pocket
costs.
Example: Individuals eligible
for Medicare due to disability

Note that under federal law,
individuals only have the right
to buy a Medigap if they are 65
or older. However, some states
require companies to sell
Medigap policies without
medical underwriting (refusing
to sell a policy, or charging
more, because of a person’s
health condition) to Medicare
beneficiaries under 65. This
includes people eligible
because they receive SSDI or
have ESRD.
Erik and his friend Wynn
live in a state that provides
Medigap enrollment rights for
all individuals eligible for
Medicare. Erik receives SSDI
for 24 months and becomes
eligible for Medicare in the
25th month, on October 1,
2019. He can buy a Plan C or
Plan F. Wynn also receives
SSDI, but his 25thmonth of
SSDI is May 2020. He will not
be able to purchase a Plan C or
Plan F.
Erik will also be able to buy
a Plan C or Plan F later,
including when he turns 65 in
2022 and has his federal
Medigap open enrollment
period. Wynn will not be able
to buy a Plan C or Plan F once
he is 65, as he was newly
eligible for Medicare after
January 2020.

Medicare Part D drug coverage
Whether you are enrolled in
traditional Medicare or a
Medicare Advantage plan, you
can get prescription drug
coverage through a Medicare
Part D drug plan. Part D drug
companies are commercial
insurance companies that
contract with the federal
government to provide drug
coverage to people with
Medicare. About 80 percent of
people with Medicare–43
million–take advantage of it.
Here’s how Medicare Part D
coverage works and what to
consider before choosing a Part

D drug plan, along with
you pay more for your
of the drug’s costs for
how to enroll and
drugs after you and your
covered brand-name drugs
premiums.
plan have spent around
and 37% of the the drug
$3,820 (2019) on
plan’s costs for covered
 Many drug plans have
covered drugs. At that point,
generic drugs while you are
a deductible, which can
you are in the coverage gap,
in the donut hole.
require you to pay up to
sometimes called the “donut  No matter which plan you
several hundred dollars out
hole.”
of pocket before your
choose, after you have paid
coverage kicks in. Enhanced  Unless you are enrolled in
$5,100 of your own money
drug plans generally have
the “Extra Help” program,
for covered drugs (2019),
low or no deductibles, cover
which protects you from the
Medicare will pick up 95%
a wider array of drugs, and
coverage gap if your income
of the cost of your drugs.
provide more coverage in the
is low, you will be eligible
You will pay the greater of 5
coverage gap, but they
for the “Coverage Gap
percent of the cost or $3.40
charge higher monthly
Discount Program.” Under
for generic drugs and $8.50
premiums.
that program, in 2019 you
for brand-name
will pay no more than 25%
drugs….Read More
 Most drug plans will make
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People are living longer despite care inequalities
The World Health
Organization report that life
expectancy has increased by 5
years, but data show inequalities
in access to health services
among countries.
A new global report finds that
people are living longer, despite
disparities in healthcare access.
The World Health
Statistics series is an annual
snapshot of global health
compiled by the World Health
Organization (WHO).
The World Health Statistics
2016 report focuses on the
health-related Sustainable

Development
Goals (SDGs)
adopted by all of the
United Nations'
member states in
September 2015.
The SDGs aim at achieving a
more sustainable future for all.
The main goals include
eliminating poverty and
inequality, providing affordable
and clean energy, reducing the
impact of climate change, giving
better access to education, and
promoting peace.
The SDGs differ from
the Millennium Development

Goals, which r ange
from reducing
extreme poverty and
the spread of HIV to
providing universal
primary education —
all by 2015. The list of SDGs is
more comprehensive and looks
ahead to 2030.
Far from universal health
coverage
Global life expectancy
increased from 2000 to 2015,
representing the fastest increase
since the 1960s. The most
significant gain occurred in the
WHO African Region, thanks to

improvements in child
survival, malaria control, and
access to treatments of HIV.
Here, life expectancy increased
by 9.4 years to 60 years.
In spite of global gains,
inequality persists. When it
comes to children, the report
shows that life expectancy
depends on the country of birth.
Newborns in 29 high-income
countries have an average life
expectancy of 80 years or more,
while newborns in 22 countries
in sub-Saharan Africa have a
life expectancy of under 60
years….Read More

Making Smarter Decisions About Where To Recover After Hospitalization
Every year, nearly 2 million
people on Medicare — most of
them older adults — go to a
skilled nursing facility to
recover after a hospitalization.
But choosing the facility can be
daunting, according to an
emerging body of research.
Typically, a nurse or a social
worker hands out a list of
facilities a day or two —
sometimes hours — before a
patient is due to leave. The list
generally lacks such essential
information as the services
offered or how the facilities
perform on various measures of
care quality.
Families scramble to make
calls and, if they can find the
time, visit a few places. Usually
they’re not sure what the plan of

care is (what will
recovery entail? how
long will that take?) or
what to expect (will
nurses and doctors be
readily available? how
much therapy will there
be?).
If asked for a
recommendation, hospital
staffers typically refuse, citing
government regulations that
prohibit hospitals from steering
patients to particular facilities
and that guarantee patients free
choice of medical providers.
(This is true only for older
adults with traditional Medicare;
private Medicare Advantage
plans can direct members to
providers in their networks.)
“The reality is that we leave

patients and families
without good guidance
at a really vulnerable
point in their care
trajectory,” said Dr.
Robert Burke, an
assistant professor of
medicine at the University of
Pennsylvania’s Perelman School
of Medicine.
Amid stress and confusion,
older adults and their families
frequently make less than
optimal choices. According to
a 2018 report from the
Medicare Payment Advisory
Commission (MedPAC), an
independent agency that advises
Congress on Medicare, nearly
84% of Medicare beneficiaries
who go to a skilled nursing
facility (SNF) after a hospital

stay could have selected a
higher-rated provider within a
15-mile radius. On average,
MedPAC noted, hospitals refer
patients needing short-term
rehabilitation to 34 facilities.
(Fewer options are available in
rural areas.)
Where older adults go is
important “because the quality
of care varies widely among
providers,” MedPAC’s report
notes, and this affects how fully
people recover from surgeries or
illnesses, whether they
experience complications such
as infections or medication mixups, and whether they end up
going home or to a nursing
home for long-term care, among
other factors….Read More

F.D.A. Halts U.S. Sales of Pelvic Mesh, Citing Safety Concerns for Women
The Food and Drug
Administration on Tuesday
ordered the two remaining
medical device companies
selling surgical mesh for the
repair of pelvic organ prolapse
to stop all sales and
distribution in the United
States.
It is the most stringent action
the F.D.A. has taken in the
lengthy legal and medical
battles over vaginal mesh, a

synthetic product
that has been
implanted in
millions of
women to
strengthen
weakened pelvic
muscles that can cause the
bladder, the uterus and other
organs to sag into the vaginal
area.
The agency issued the
decision against the two

companies,
Boston Scientific
and Coloplast, at
a time when
multimilliondollar verdicts
against
manufacturers of the devices
continue to be awarded or
upheld on appeal.
Litigation over pelvic mesh,
also called transvaginal mesh,
ranks as one of the largest mass

tort cases in the nation’s history
in terms of claims filed, number
of corporate defendants and
settlement dollars. Seven
medical device manufacturers,
including Boston Scientific and
Johnson & Johnson, are paying
nearly $8 billion to resolve the
claims of more than 100,000
women.
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Comprehensive Proposals to Enhance Social Security:
Statement Submitted to Ways and Means Subcommittee
On behalf of our
approximately 1.2 million
supporters nationwide, The
Senior Citizens League (TSCL)
would like to thank Social
Security Subcommittee
Chairman John Larson and
Ranking Member Tom Reed for
convening this important
hearing and for allowing us the
opportunity to submit a
statement for the record.
TSCL is a nonpartisan
organization that consists of
active and informed supporters,
most of whom are currently
enrolled in Social Security’s
Old-Age and Survivors
Insurance (OASI) program.
TSCL has served as an
independent voice for older
Americans on Capitol Hill since
1995. We have conducted
countless surveys of our
supporters over the past twenty
years, many on Social Security
benefit enhancements and
comprehensive reform options.
The results of our surveys
show that older Americans –

regardless of political
affiliation – have
strong opinions about
the future of the
Social Security
program. They want
Congress to enhance benefits,
improve the adequacy of costof-living adjustments (COLAs),
cut taxes for seniors, and require
working Americans – especially
the highest earners – to
contribute more fairly to the
program. They have also made it
clear to us that they will not
tolerate Social Security benefit
cuts for current or future
retirees.
In the pages that follow, you
will find three benefit
enhancements and three revenue
increases for which older
Americans have expressed
overwhelming support. You will
also find two recently proposed
benefit cuts for which older
Americans have shown strong
opposition.
Improving the
Social Security COLA

The automatic annual
Social Security
COLA was enacted in
1972 in order to
maintain the
purchasing power of
Social Security benefits.
However, the inflation index
that is currently utilized – the
Consumer Price Index for Urban
Wage Earners (CPI-W) – tends
to underestimate the inflation
older Americans experience
because it fails to capture the
portion of income that
beneficiaries spend on expenses
like health care or housing costs.
As a result, Social Security
benefits have lost more than a
third of their purchasing power
since 2000 according to our
research. A more adequate
measure of the inflation older
Americans experience is the
Consumer Price Index for the
Elderly (CPI-E), which the
Bureau of Labor Statistics
(BLS) has been tracking since
1987. On average, Social
Security benefits would be 0.2

percent higher using this
measure of inflation.
Over a twenty-five-year
retirement, a benefit increase of
that amount would compound
significantly. The Senior
Citizens League estimates that
an individual who filed for
Social Security with average
benefits over thirty years ago
would have received nearly
$14,000 more in retirement if
the CPI-E had been used to
measure inflation.
In a survey that was
conducted by The Senior
Citizens League between
January and March of 2018, 81
percent of respondents
expressed their support for the
adoption of the CPI-E. Two
comprehensive Social Security
reform bills – the Social Security
2100 Act (H.R. 860) and
the Social Security Expansion
Act (H.R. 1170) – would adopt
the CPI-E to improve the
adequacy of annual
COLAs.….Read More

Congressional Prescription Drug Hearings Examine Middlemens Price of Insulin
Congressional Prescription
Drug Hearings Examine
Middlemen and the Price of
Insulin
Pharmacy-benefit managers
(PBMs) from Cigna, CVS
Health and Caremark, Humana,
OptumRx and Prime
Therapeutics testified at a
Senate Finance Committee
hearing on prescription drug
prices Tuesday. The witnesses
said that increasing competition
and speeding up the introduction
of biosimilars would bring down
prices, but mostly they deflected
the blame for those expenses
onto others. Chairman Chuck
Grassley (IA) noted that few
people understand the role of
PBMs, middlemen who strike
deals with drug corporations in
secret.
The Committee called for an

investigation into
PBMs’ practice of
spread pricing, which
is charging
health plans one price
for a drug and
reimbursing pharmacies a lower
amount for that same drug.
PBMs then take the “spread”
between those two prices as
their own profits. Ranking
Member Ron Wyden (OR)
criticized PBMs for this system,
accusing them of exploiting
Medicaid and other
health care providers.
“PBMs are paying one set
price to pharmacies for a
particular drug, but they’re
turning around and charging
Medicaid and other health-care
payers far more for that same
prescription,” Sen. Wyden said
in his opening remarks.

Robert Roach, Jr. ,
President of the
Alliance, took the
analysis one step
further. “Calling out
PBMs is a good first
step,” said President Roach.
“However, what we have needed
for years now, and still need, is
to allow Medicare to negotiate
prices with pharmaceutical
corporations.”
On Wednesday, the House
Energy and Commerce oversight
and investigations subcommittee
held a hearing regarding the
rising price of insulin, which is
often $280 per vial. Insulin
manufacturers and pharmacy
benefit managers testified, and
Rep. Diana DeGette (CO)
chaired the hearing.
A Kaiser Family Foundation
analysis released last week

showed that Medicare Part D
spending on insulin, used as a
treatment for diabetes, increased
by 840% between 2007 and
2017.
Consumers’ out-of-pocket
spending for the drug
quadrupled over that time
period.
Committee members from
both sides of the aisle criticized
the witnesses intensely. Rep. Jan
Schakowsky (IL) was
particularly vocal , asking the
PBMs how they slept at night
and wondering aloud whether
illegal price collusion was at
play. Others commented that
prices were only lower now
because of the public outcry.
Both the House and Senate plan
to continue their investigations
after their recesses.
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Tips on Discussing Sensitive Topics with Your Doctor
Much of the communication
between doctor and patient is
personal. To have a good
partnership with your doctor, it
is important to talk about
sensitive subjects, like sex
or memory problems, even if
you are embarrassed or
uncomfortable. Most doctors are
used to talking about personal
matters and will try to ease your
discomfort. Keep in mind that
these topics concern many older
people. You can use booklets

and other materials
from NIA or the
organizations listed
at the end of the
article to help you
bring up sensitive
subjects when talking with your
doctor.
It is important to understand
that problems with memory,
depression, sexual function, and
incontinence are not necessarily
normal parts of aging. A good
doctor will take your concerns

about these topics
seriously and not
brush them off. If
you think your
doctor isn’t taking
your concerns
seriously, talk to him or her
about your feelings or consider
looking for a new doctor. Read
on for examples of ways to bring
up these subjects during your
appointment.

...Read More with theses
links below.
 Alcohol
 Falling and Fear of Falling
 Feeling Unhappy with Your
Doctor
 Grief, Mourning, and
Depression
 HIV/AIDS
 Incontinence
 Memory Problems
 Problems with Family
 Sexuality

Financial Scammers Often Prey on People With Early Dementia
When older adults fall prey to
scam artists, it might in some
cases be an early warning of
Alzheimer's disease, a new study
suggests.
The study of 935 older adults
found that those who appeared
susceptible to scams were at
higher risk of mental decline
over the next six years.
Compared with their more
skeptical peers, they were 47%
more likely to develop mild
cognitive impairment -problems with memory and
thinking that can progress to
dementia.
And they were typically twice
as likely to develop Alzheimer's
disease.
Researchers said it all suggests
that "low scam awareness" can

be a harbinger of
dementia. That's
important, in part,
because financial
fraudsters go after the
elderly.
"Older adults hold most of the
wealth in this country," said
Patricia Boyle, lead researcher
on the study. "We know they are
often the target of scam artists,
and they're vulnerable to falling
victim -- to the tune of about $35
billion a year."
If an older adult falls for a
scam, that alone does not mean
they're on a path toward
dementia, said Boyle, a
neuropsychologist with the Rush
Alzheimer's Disease Center in
Chicago.
But it might raise a red flag for

families, she said, if it's
part of a pattern of
behavior. Is your older
relative always
answering the phone,
even when the number is
unknown? Are they willing to
talk to "anyone"? Or quick to
give a stranger personal
information?
The study, published April 16
in the Annals of Internal
Medicine, did not look at actual
instances of victimization.
Instead, Boyle's team used a
questionnaire to gauge
participants' vulnerability to
being swindled. It asked about
their openness to sales pitches,
whether they had difficulty
ending phone calls from
strangers, and their interest in

potentially risky investments, for
example.
All participants were dementia
-free at the outset. Over the next
six years, 16% developed
Alzheimer's. It turned out that
the risk was higher among
people who had seemed
vulnerable to scams six years
earlier.
For each unit increase in
"scam score" -- indicating
greater vulnerability -- there was
a 60% increase in Alzheimer's
risk. The typical person with a
high scam score was more than
twice as likely to develop
Alzheimer's than the typical
person with a low score,
according to Boyle's
team….Read More

To stay healthy, exercise, and sit less
Written by Diane Archer
To stay healthy, exercise
appears necessary, but not
sufficient. We also should sit
less, according to a new study
published in Nature: Scientific
Reports. Sitting too much may
jeopardize your health.
Two and a half hours a week
of physical activity is important
for a longer life and to deter all
kinds of chronic conditions.
You should spend at least 20
minutes a day increasing your

heart rate.
That benefits your
heart, your mind,
your muscle, your
skin and more.
But, if you exercise for 20-30
minutes a day and then spend
the rest of the day sitting, you
may still jeopardize your
health. Sitting can increase your
likelihood of heart
disease, diabetes, and obesity.
It can lead to high blood
pressure, high blood sugar, and

extra body fat around
the waist. And, it can
hurt your cholesterol.
The Mayo
Clinic reports that, if
you sit too much, it increases
your risk of death from cancer
and heart disease. A metaanalysis of 13 studies found that
if you sit for eight hours a day
straight, without any exercise,
your risk of dying is analogous
to the risks of dying from
obesity and smoking.

The New York Times reports
that a 2019 study published in
the Journal of Applied
Physiology found a link
between inactivity and fewer
health benefits from exercise. It
suggests that sitting for long
periods could actually change
our bodies. Researchers from
the University of Texas at
Austin studied a small group of
healthy young people who sat
four days in a row for at least 13
hours a day...Read More

Rhode Island Alliance for Retired Americans, Inc. • 94 Cleveland Street • North Providence, RI • 02904-3525 • 401-480-8381
riarajap@hotmail.com • http://www.facebook.com/groups/354516807278/

After a heart attack, multiple drugs can affect quality of life
Written by Jonathan Block
Elderly nursing home patients
prescribed a multitude of
medications following a heart
attack may live longer compared
to those given just one
prescription drug, but it can
come at a cost: It may
negatively impact their quality
of life.
Researchers examined claims
data from nearly 4,800 nursing
home residents, most of whom
were white women with an
average age of 84. The study
looked at deaths,
hospitalizations and decreased

ability to manage
daily activities after
the residents were
prescribed one of four
kinds of medications
after leaving the
hospital following a heart attack.
Those medications were beta
blockers, blood thinners, blood
pressure drugs and statins.
Results, published
in Circulation: Cardiovascular
Quality and
Outcomes, showed that
residents prescribed three or
four medications after hospital
discharge were less likely to die

within 90 days
compared with those
prescribed just one
medication. The death
risk between those
taking one or two
prescription drugs did not differ.
Additional analysis found
that, with the exception of blood
thinners, greater prescription
drug use was associated with a
30% increase in functional
decline.
“Since using more
medications may interfere with
older adults’ ability to do their
daily activities, more

medications should not be taken
by older adults who wish to
maintain their independence and
daily functioning rather than
live longer,” lead author
Andrew R. Zullo, PharmD,
PhD, an assistant professor at
the Brown University School of
Public Health, said in a
statement. “Using mor e
medications after a heart attack
does not simply improve all
health outcomes.”
This article originally
appeared in Medshadow.org

Advil and Aleve increase risk of stroke and heart attack
Written by Diane Archer
According to the FDA, use of
NSAIDs, (nonsteroidal antiinflammatory drugs,) such as
Advil (Ibuprofen) and Aleve
(Naproxen), increase your risk
of stroke and heart attack. As a
result, the FDA now requires
drug labels for all prescription
NSAIDs to warn people of this
risk. Over-the-counter nonaspirin NSAIDs also must
contain this information.
People have been using
NSAIDs since 1999 to treat pain
and fever stemming from,
among other things, colds, flu,
arthritis and headaches. They
offer less risk of gastrointestinal
bleeding and other problems
associated with other pain

medications. But, over
much the risk is increased,
 It was previously
time, the FDA has seen
depending on the drugs and
thought that all NSAIDs
greater risk from these
the doses studied.
may have a similar risk.
drugs.
Newer information
 In general, patients with heart
How much Advil and
makes it less clear that the risk disease or risk factors for it
other NSAIDs is too much, you
for heart attack or stroke is
have a greater likelihood of
ask? Read the label on the
similar for all NSAIDs;
heart attack or stroke
bottle, and talk to your doctor.
however, this newer
following NSAID use than
Here’s more information
information is not sufficient
patients without these risk
from MedlinePlus, a r esource
for us to determine that the
factors because they have a
of the U.S. Information Library
risk of any particular NSAID
higher risk at baseline.
of Medicine.
is definitely higher or lower
 Patients treated with NSAIDs
The new FDA warning says:
than that of any other
following a first heart attack
 The risk of heart attack or
particular NSAID.
were more likely to die in the
stroke can occur as early as
 NSAIDs can increase the risk
first year after the heart attack
the first weeks of using an
of heart attack or stroke in
compared to patients who
NSAID. The risk may
patients with or without heart
were not treated with NSAIDs
increase with longer use of the disease or risk factors for
after their first heart attack.
NSAID.
heart disease. A large number  There is an increased risk of
 The risk appears greater at
of studies support this finding, heart failure with NSAID use.
higher doses.
with varying estimates of how

A psychiatrist’s reflections on grief
Written by
Dr. Marc Manseau
In the spring of 2014, I lost
my “memere” (the French
Canadian term for
grandmother). While I had lost
grandparents before and have
since, my memere’s passing was
particularly painful for me.
From my earliest memories, she
was a constant source of love,
support, and joy. She was like a
second mother, from taking care
of me when I was home from

school for a couple
weeks with the Chicken
Pox, to helping me
navigate the choppy
social waters of
adolescence, to the
countless times her
quick wit made me laugh. As
painful as her death was, it also
somehow felt “normal.” She
lived to her late seventies, and
while I would have wanted her
to live longer, I had the sense
that she lived a long, rich life.

Because she had found
out she was dying of
pancreatic cancer while
still feeling relatively
well, I had the
opportunity to say
goodbye. And I spent
the days following her passing
with family, celebrating her life
and cherishing her memory.
Five months later, my father
died suddenly of a heart
attack at sixty-one years old.
Only catastrophic metaphors

seem to work here: it was like
being hit by a Mack truck of
grief. For all we knew before he
died, he was perfectly healthy,
with a stellar visit with his
primary care physician only
weeks prior and very few risk
factors for heart disease (e.g., he
wasn’t a smoker, obese, or
diabetic). His relatively young
age and seemingly good health
made his sudden death stunning
and tragic….Read More
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How to avoid harm from prescription drug overload
Written by
Shannon Brownlee
Medications can treat
symptoms, prevent disease, and
even extend our lives. But can
taking too many drugs be
harmful? A new report from
the Lown Institute finds that
millions of older Americans are
at risk of harm from the side
effects of multiple prescription
drugs, an epidemic experts are
calling “Medication Overload.”
Over the past few decades, the
number of medications
Americans are taking has
skyrocketed. Currently, 42
percent of Americans age 65
and over take five or more drugs
compared to just 13 percent in
the mid-1990s. Nearly 20
percent of older Americans take
ten or more medications.
Taking five or more
medications should be seen as a
red flag for potential harm. Each
additional prescription drug
increases the risk of serious side

effects, such
as delirium, falls, and
bleeding. Last year,
five million older
Americans – one in ten
– sought medical treatment for
an adverse drug event. More
than a quarter million were
hospitalized. It’s very likely that
you or someone you know has
experienced harm from too
many medications, whether it is
physical harm from drug side
effects or mental exhaustion
from managing a laundry list of
medications.
Fortunately, patients, families,
and caregivers can take steps to
reduce medication overload.
While our culture reinforces
the idea that there’s “a pill for
every ill,” patients, families, and
caregivers can and should
question that assumption. The
best way to prevent harm from
medication overload is to avoid
taking unnecessary medications
in the first place.

Before adding another
medication to your
regimen, ask your
doctor these questions:
 What is this
medication for?
 How will we know when the
medication is working or not
working?
 When should I stop taking this
medication?
 Can I start on a lower dose
and see if that works?
 Are there side effects I should
watch out for if I take this
medication?
If you believe that you, or a
family member, are
experiencing harmful side
effects from medication
overload, or are having trouble
managing too many pills, ask
your primary care provider for a
“prescription checkup.” This
checkup is an opportunity to
discuss any side effects you’re
concerned about, and identify

any unnecessary or potentially
harmful medications you can
stop or taper. If possible, bring a
full list of the medications you
(or your family member) are
taking to the visit.
Engaging in conversations
about medications with your
doctor is an essential part of
reducing medication overload,
but it is by no means the only
solution. (For a full list of
recommendations for addressing
medication overload, see the
Lown Institute report.) Health
professionals, policymakers, and
patients must come together to
tackle this problem, for the sake
of the health and well-being of
millions of Americans.
This post was co-written
by Judith Garber, a health care
policy and communications
fellow at the Lown Institute and
co-author with Brownlee of
“Medication Overload:
America’s Other Drug
Problem.”

Patients Experiment With Prescription Drugs To Fight Aging
Dr. Alan Green’s patients
travel from around the country
to his tiny practice in Queens,
N.Y., lured by the prospect of
longer lives.
Over the past two years, more
than 200 patients have flocked
to see Green after learning that
two drugs he prescribes could
possibly stave off aging. One
95-year-old was so intent on
keeping her appointment that
she asked her son to drive her
from Maryland after a
snowstorm had closed the
schools.
Green is among a small but
growing number of doctors who
prescribe drugs “off-label” for
their possible anti-aging effects.
Metformin is typically
prescribed for diabetes, and
rapamycin prevents organ
rejection after a transplant, but
doctors can prescribe drugs offlabel for other purposes — in
this case, for “aging.”
Rapamycin’s anti-aging

effects on animals
and metformin’s on
people with diabetes
have encouraged
Green and his
patients to
experiment with them as antiaging remedies, even though
there’s little evidence healthy
people could benefit.
“Many of [my patients] have
Ph.D.s,” said Green, who is 76
and has taken the drugs for three
years. “They have read the
research and think it’s worth a
try.”
In fact, it’s easier for patients
to experiment with the drugs —
either legally off-label or
illegally from a foreign supplier
— than it is for researchers to
launch clinical trials that would
demonstrate they work in
humans.
No rigorous large-scale
clinical trials have been
conducted aimed at aging. The
FDA so far has not agreed that a

treatment could be
approved for
delaying the onset of
aging or age-related
diseases, citing
questions about
whether research can
demonstrate an overall effect on
aging rather than just on a
specific disease.
Given such reservations,
pharmaceutical companies have
little incentive to fund costly,
large-scale trials. Also, both
metformin and rapamycin are
generic and relatively cheap.
“There’s no profit,” said Matt
Kaeberlein, a pr ofessor of
pathology at the University of
Washington medical school
whose team received a $15
million grant from the National
Institutes of Health to study the
effects of rapamycin in dogs,
but has noted the lack of funds
for studies in people. “Without
profit, there’s no incentive.”
Supplements with purported

anti-aging effects routinely
enter the market with little
scrutiny and less evidence.
Yet, late last year, the NIH
rejected a $77 million
grant proposal by a prominent
group of researchers to
determine whether metformin
could target multiple age-related
diseases at once. It was the
second rejection of the
ambitious but unorthodox bid.
“We’re going to keep trying,”
said a lead author of the
metformin proposal, Stephen
Kritchevsky, a co-director of the
Sticht Center for Healthy Aging
and Alzheimer’s Prevention.
“These things take time.”
Less is known about
rapamycin’s anti-aging effects
and its possible side effects in
the general population,
including the possibility it could
lead to insulin resistance. Yet a
litany of studies show that
rapamycin extends animal life
spans….Read More
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