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Setting the record straight about America's multiemployer pension crisis
Just days
ahead of the
House Ways
and Means
Committee’s
planned
markup of legislation that would
offer government loans for
struggling multiemployer
pension plans, conservative
academics have launched an allout attack on the bill.
The legislation, The
Rehabilitation for
Multiemployer Pensions Act,
is a rebranding of the Butch
Lewis Act introduced in
November 2017 by Rep.
Richard Neal (D Mass) and
Sherrod Brown (D) Ohio.
In a June 27 commentary in
the Hill, Olivia Mitchell, an
economist who teaches at the
Wharton School, called the
legislation “A step in the wrong
direction.”
Far from it.
Well before Neal and Brown
introduced the bill, they asked
the company where I am CEO,
Cheiron Inc., to prepare
actuarial projections to
determine how effective the
legislation would be in
stemming insolvencies of
struggling multiemployer
pension plans.
Our projections – which have
been reviewed by congressional
staff, pension experts on Wall
Street and other actuaries –
show that the legislation would
protect 1.3 million plan
participants fr om insolvency,
eliminate the need for as much
as $65 billion in financial help
from the Pension Benefit
Guaranty Corp. and prevent

insolvencies
for at least 30
years.
Conservative
economists
maintain that
the
multiemployer pension crisis is
more than 10 times larger than
the $54 billion estimate, and that
Congress would be wasting
taxpayer money by lending
money to struggling pension
plans.
But even if all the troubled
multiemployer pension plans
were to become insolvent, their
underfunding would be less than
half that amount, according to
their 2017 annual filings with
regulators. That’s based on even
more conservative assumptions
than single-employer plans.
Conservative economists
blame labor unions and
employers for the financial
troubles of multiemployer
pension and for not contributing
enough to multiemployer
pension plans.
But during the 1980s and
1990s, it was the IRS tax code
that limited employers’ taxdeductible contributions to
multiemployer pension plans.
Because the plans were
constrained from contributing
more to the plans while earning
double-digit returns and
generating large surpluses, they
were forced to increase pension
benefits or stop making
contributions.
Conservative academics say
that multiemployer pension
plans pay far too low premiums
to the PBGC compared with
single-employer pension plans.

But this
ignores that
the top PBGC
guarantee for
participants in
singleemployer
plans is $67,295.40 a year or
about five times as much as the
$12,870 a year that full-career
participants in multiemployer
plans would receive.
Critics assert that while
corporate plans that go out of
business are required to cover
pension promises out of
company assets, bankrupt
employers in multiemployer
pension get a pass. But federal
pension law lets corporate
pension sponsors use Chapter 11
of the Bankruptcy Code to
offload pension obligations on
the PBGC, as hundreds of
companies have done.
Multiemployer plans don’t have
this option under pension law.
When an employer contributing
to a multiemployer goes
bankrupt the remaining
employers and, ultimately, the
participants are saddled with its
unfunded liabilities.
Conservative critics argue that
the Butch Lewis Act would
make the multiemployer pension
crisis worse by allowing
struggling plans to make new
pension promises and leave
taxpayers on the hook if they
can’t repay the federal loans.
But current law already
prohibits failing
multiemployer pension plans
from increasing benefits. The
legislation goes even further and
would forbid plans that receive
government help to increase

benefits or lower contributions.
Moreover, pension plans that
receive the government loans
would be required to set aside
the money in dedicated
portfolios to pay off their
obligations to retirees.
Struggling plans would not be
able to invest the loans in the
stock market.
Finally, the critics would
require the PBGC to charge
multiemployer plans higher and
risk-related insurance premiums.
But higher variable risk-related
PBGC premiums for singleemployer plans are widely
blamed for causing hundreds of
corporate sponsors to freeze
their plans or shutter them
completely and buy annuities
from insurance companies to
pay the promised pension
benefits.
Raising PBGC premiums for
multiemployer pension plans
would similarly hasten the
decline of these plans.
The multiemployer pension
system generated $14.7 billion
in federal, state and local taxes,
and added $50 billion in value to
the GDP in 2016, according to a
study by the National Institute
on Retirement Security. If
Congress fails to act soon,
taxpayers will have to foot a
huge bill for millions of
pensioners who lose their
benefits.
Read More:
House committee OKs
multiemployer
pension reform bill
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Federal Appeals Court Takes Up Case That Could Upend U.S. Health System
The fate of the Affordable
Care Act is again on the line
Tuesday, as a federal appeals
court in New Orleans takes up a
case in which a lower court
judge has already ruled the
massive health law
unconstitutional.
If the lower court ruling is
ultimately upheld, the
case, Texas v. United States, has
the potential to shake the
nation’s entire health care
system to its core. Not only
would such a decision
immediately affect the estimated
20 million people who get their
health coverage through
programs created under the law,
ending the ACA would also
create chaos in other parts of the
health care system that were
directly or indirectly changed
under the law’s multitude of
provisions, such as calorie
counts on menus, a pathway for
approval of generic copies of
expensive biologic drugs and,
perhaps most important
politically, protections for
people with preexisting
conditions.
“Billions of dollars of private
and public investment —
impacting every corner of the
American health system — have
been made based on the
existence of the ACA,” said
a friend-of-the-court
brief filed by a bipartisan group
of economists and other health
policy experts to the 5th Circuit
Court of Appeals. Upholding
the lower court’s ruling, the
scholars added, “would upend
all of those settled expectations
and throw healthcare markets,
and 1/5 of the economy, into
chaos.”
Here are five important things
to know about the case:
 It was prompted by the tax
bill Republicans passed in
2017.
The big tax cut bill passed by
the GOP Congress in December
2017 eliminated the

penalty included
in the ACA for
failure to maintain
health insurance
coverage. The
lawsuit was filed
in February 2018
by a group of Republican
attorneys general and two
governors. They argued that
since the Supreme Court had
upheld the ACA in 2012
specifically because it was a
valid exercise of Congress’
taxing power, taking the tax
away makes the entire rest of
the law unconstitutional.
Last December, Judge Reed
C. O’Connor agreed with the
Republicans. “In some ways
the question before the court
involves the intent of both the
2010 and 2017 Congresses,”
O’Connor wrote in his decision.
“The former enacted the ACA.
The latter sawed off the last leg
it stood on.”
 State and federal Democrats
are defending the law.
Arguing that the rest of the
law remains valid is a group of
Democratic attorneys general,
led by California’s Xavier
Becerra.
“Our argument is simple,”
said Becerra in a statement last
Friday. “The health and
wellbeing of nearly every
American is at risk. Healthcare
can mean the difference
between life and death, financial
stability and bankruptcy. Our
families’ wellbeing should not
be treated as a political
football.”
The Democratic-led House of
Representatives has also been
granted “intervenor” status in
the case.
 The Trump administration
has taken several positions
on the lawsuit.
The defendant in the case is
technically the Trump
administration. Traditionally, an
administration, even one that
did not work to pass the law in

question, defends
existing law in
court.
Not this time.
And it is still
unclear exactly
what the
administration’s position is on
the lawsuit. “They have
changed their position several
times,” Sen. Chris Murphy
(D-Conn.) told reporters on a
conference call Monday.
When the administration first
weighed in on the case, in June
2018, it said it believed that
without the tax penalty only the
provisions most closely
connected to that penalty —
including requiring insurers to
sell policies to people with
preexisting conditions — should
be struck down. The rest of the
law should stay, the Justice
Department argued.
After O’Connor’s ruling,
however, the administration
changed its mind. In March, a
spokeswoman for the Justice
Department said it had
“determined that the district
court’s comprehensive opinion
came to the correct conclusion
and will support it on appeal.”
Now it appears the
administration is shifting its
opinion again. In a filing with
the court late last week, Justice
Department attorneys argued
that perhaps the health law
should be invalidated only in the
GOP states that are suing, rather
than all states. It is unclear how
that would work.
 Legal scholars — including
those who oppose the ACA
— consider the case
dubious.
In a brief filed with the
appeals court, legal
scholars from both sides of the
fight over the ACA agreed that
the lawsuit’s underlying claim
makes no sense.
In passing the tax bill that
eliminated the ACA’s tax
penalty but nothing else,

Congress “made the judgment
that it wanted the insurance
reforms and the rest of the ACA
to remain even in the absence of
an enforceable insurance
mandate,” wrote law professors
Jonathan Adler, Nicholas
Bagley, Abbe Gluck and Ilya
Somin. Bagley and Gluck are
supporters of the ACA; Adler
and Somin have argued against
it in earlier suits. “Congress
itself — not a court —
eliminated enforcement of the
provision in question and left
the rest of the statute standing.
So congressional intent is
clear.”
 It could end up in front of
the Supreme Court right in
the middle of the 2020
election.
Depending on what happens
at the appeals court level, the
health law could be back in
front of the Supreme Court —
which has upheld the health law
on other grounds in 2012 and
2015 — and land there in the
middle of next year’s
presidential campaign.
Democrats are already
sharpening their rhetoric for that
possibility.
“President Trump and
Republicans are playing a very
dangerous game with people’s
lives,” Senate Minority Leader
Chuck Schumer told reporters
on a conference call Monday.
Murphy said he is most
concerned that if the lower court
ruling is upheld and the health
law struck down, Republicans
“won’t be able to come up with
a plan” to put the health care
system back together.
“Republicans tried to come up
with a replacement plan for 10
years, and they couldn’t do it,”
he said.
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Congress has ambitious agenda tackling health care costs
Lawmakers are trying to set
aside their irreconcilable
differences over the Obama-era
Affordable Care Act and work
to reach bipartisan agreement
on a more immediate health
care issue, lowering costs for
people who already have
coverage.
Returning from their Fourth
of July recess, the Senate and
House are pushing to end
surprise medical bills, curb
high prices for medicines, and
limit prescription copays for
people with Medicare.
Partisan disagreements could
derail the effort, but lawmakers
fear the voters' verdict in 2020
if politicians have nothing to
show for all their handwringing about drug prices.
President Donald Trump has
political exposure himself
because the big price cuts he
promised haven't materialized.
On Friday, he promised an
executive order that he said

would be intended
to enable the U.S.
government to pay
lower prices for
prescription drugs.
The U.S. would pay no more
than the lowest amount paid by
other nations or companies, he
said.
"Frankly, the issue is so
urgent for Americans who are
facing increasing drug costs
that to us it's really not about
who gets the credit," said Rep.
Diana DeGette, D-Colo. "It's
about what kind of relief we
can give to consumers." She
serves on the House Energy
and Commerce Committee,
which has a role in shaping the
legislation.
In the Senate, Republican
Lamar Alexander has
shepherded bipartisan
legislation on surprise medical
bills through the Senate Health,
Education, Labor, and Pensions
Committee that he leads. That

bill also would
raise the legal age
for buying tobacco
products to 21.
"Obviously we
will continue to have
significant disagreements on ...
Obamacare," said Alexander.
"What we've done is shift our
focus to the larger topic — or
the different topic — of
reducing health care costs." He
would like his bill to be on the
Senate floor by the end of this
month.
Different pieces of legislation
are at various stages in a halfdozen committees in the Senate
and the House. The Senate
seems to hold the keys to what
can pass because Republicans
and Democrats have to work
together to avoid gridlock on
the Senate floor that could
sidetrack legislation. In the
House, Speaker Nancy Pelosi,
D-Calif., is keeping an open
line to the Trump

administration on drug costs.
"The public demand for
action is high on both sides of
the aisle and I'm sure these
guys are feeling it," said John
Rother of the National
Coalition on Health Care, an
umbrella group that represents
a cross section of business and
consumer organizations. "They
have to do something, and the
question is, is that something is
going to be meaningful, or is it
going to be window-dressing?"
A look at some
of the major pieces:
 Medicare Drug
Negotiations
 Medicare "Inflation
Rebate"
 Limit on Medicare Drug
Copays
 Medicaid Gene Therapy
 Surprise Medical Bills
….Read More on the above

What is a Medicare Savings Program?
Dear Marci,
I was at a health fair recently
where someone told me that I
might qualify for a Medicare
Savings Program to help me
save on Medicare costs. What
is the Medicare Savings
Program?
-Vernon (Bend, OR)
Dear Vernon,
Medicare Savings Programs
(MSPs) are state programs that
assist you with paying your
Medicare costs. These costs
include premiums, deductibles,
coinsurance charges, and
copayments for Part A and Part
B. there are three main
programs, each with different
benefits and eligibility
requirements*:
1.Qualified Medicare
Beneficiary (QMB): Pays
for Medicare Parts A and B
premiums. If you have QMB,
typically you should not be
billed for Medicare-covered

services
when
seeing
Medicare providers or
providers in your Medicare
Advantage Plan’s network.
2.Specified Low-income
Medicare Beneficiary
(SLMB): Pays for Medicare
Part B premium.
3. Qualifying Individual (QI)
Program: Pays for
Medicare Part B premium.
If you enroll in an MSP, you
will automatically get Extra
Help, the feder al pr ogr am
that helps pay your Medicare
prescription drug (Part D) plan
costs.
To qualify for an MSP, you
must have Medicare Part A and
meet income and asset
guidelines (note that these
guidelines vary by state, and
some states do not count assets
when determining MSP
eligibility). If you do not have

Part A but
meet QMB
eligibility
guidelines, your state may have
a process to allow you to enroll
in Part A and QMB. Many
states allow this throughout the
year, but others limit when you
can enroll in Part A.
States use different rules to
count your income and assets to
determine if you are eligible for
an MSP. Examples of income
include wages and Social
Security benefits you receive.
Examples of assets include
checking accounts and stocks.
Certain income and assets may
not count when determining
you MSP eligibility. And some
states do not have an asset
limit.
If your income and assets
seem to be above the MSP
guidelines, you should still
apply if you need the help.
*Qualified Disabled Working

Individual (QDWI) is the fourth
MSP and pays for the Medicare
Part A premium. To be eligible
for QDWI, you must:
 Be under age 65
 Be working but continue to
have a disabling impairment
 Have limited income and
assets
 And, not already by eligible
for Medicaid.
To learn if you qualify for an
MSP, contact your State Health
Insurance Assistance Program
(SHIP). A SHIP counselor can
help you find out if your
income and assets are under
your state’s limits for an MSP.
The names of these programs
may vary by state, and MSPs
are not available in Puerto Rico
and the U.S. Virgin Islands. To
contact your SHIP, call 877839-2675 or visit
www.shiptacenter.org.

-Marci
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KHN’s ‘What The Health?’: All About ‘Medicare for All’
We’re doing something a little
different this holiday week.
Because “Medicare for All” is so
much in the news, we’re
rerunning an earlier explainer
episode.
But first, KHN’s “What the
Health?” host Julie Rovner talks
with KHN correspondent Shefali
Luthra about how health care
played in the Democratic
presidential candidate debates
June 26 and 27.
This replay of KHN’s “What
the Health?” podcast from
February takes a deep dive into
the often-confusing Medicare for
All debate, including its history,
prospects and terminology.
The panelists are Julie Rovner
of Kaiser Health News, Joanne
Kenen of Politico, Paige
Winfield Cunningham of The
Washington Post and Rebecca
Adams of CQ Roll Call.

than a third of
would offer specific groups of
Among the takeaways
beneficiaries, the
people — perhaps those over
from the podcast:
Medicare drug plans and
age 50 or consumers
 Medicare for All is a
much of the bill
purchasing coverage on the
new rallying cry for
processing for the entire
insurance marketplaces — the
progressives, but the current
program.
opportunity to buy into
Medicare program has big
Medicare coverage.
limitations. It does not cover
 Many consumers — and
most long-term care expenses
politicians — are confused by  Sanders’ vision of Medicare
and includes no coverage of
the terms being thrown around
for All is based on Canada’s
hearing, dental, vision or foot
in the current debate about
system. But even there,
care. Medicare also includes no Medicare for All. The plan
hospitals and doctors are
stop-loss or catastrophic care
offered by Sen. Bernie Sanders
private businesses, drugs are
limit that protects beneficiaries
(I-Vt.) and some of his
not covered everywhere, and
from massive bills.
supporters would be a “singlebenefits vary among the
payer” system, in which the
provinces.
 Though recent comments by
government would be in
Democratic presidential
 The health care industry is
charge of paying for all health
candidates on eliminating
nearly united in opposing the
care — although doctors,
private insurance with a move
talk of moving to a Medicare
hospitals and other health care
to Medicare for All stirred
for All program because of
providers would remain
controversy, private insurance
concerns about disruption to
private. Others often use the
is indeed involved in many
the system and less pay.
term Medicare for All to mean
aspects of the government
Currently, Medicare
a much less drastic change to
program. Private companies
reimbursements are about 40%
the U.S. health care system,
provide the Medicare
lower than private insurance.
such as a “public option” that
Advantage plans used by more

Poll: Most favor Medicare for All if they can keep their doctors
.A majority of voters support
"Medicare for all" if they can
keep their doctors, even if that
means a diminished role for
private insurance, a new poll
finds.
The Morning Consult/
Politico survey reports that 55
percent of voters support a
Medicare for all system when
told it would diminish the role of
private insurers but that people
could keep their doctors.
When respondents are only

told that Medicare for
all would diminish
the role of private
insurers, the share
supporting the idea
falls to 46 percent.
The poll comes as Democratic
presidential candidates are
battling over how far to go
towards a government-run,
Medicare-for-all system, and
whether to leave a significant
role for private insurers.
Sens. Bernie Sanders (I-

Vt.), Elizabeth
Warren (D-Mass.)
and Kamala
Harris (D-Calif.) are
all supporting a
system of government insurance
for everyone, leaving only a very
small role for supplemental
private insurance.
Former Vice President Joe
Biden and South Bend, Ind.,
Mayor Pete Buttigieg, by
contrast, are supporting giving
people the option to get

government-run insurance, while
also letting private insurance
remain for those who want it.
The poll finds that overall
support for Medicare for all —
when people are not told
anything about private insurers or
doctors — is 53 percent of
voters.
That includes 77 percent of
Democrats, 50 percent of
Independents, and 27 percent of
Republicans.

Policy Basics: Top Ten Facts about Social Security
Social Security provides a
 Fact #2: Social
foundation of income on which
Security
workers can build to plan for
provides a
their retirement. It also provides
guaranteed,
valuable social insurance
progressive
protection to workers who
benefit that keeps up with
become disabled and to families
increases in the cost of
whose breadwinner dies.
living.
 Fact #1: Social Security is
 Fact #3: Social Security
more than just a retirement
provides a foundation of
program. It provides
retirement protection for
important life insurance and
nearly every American, and
disability insurance
its benefits are not meansprotection as well.
tested.

 Fact #4:
Social Security
benefits are
modest.
 Fact #5:
Children have an important
stake in Social Security.
 Fact #6: Social Security lifts
millions of elderly
Americans out of poverty.
 Fact #6: Social Security lifts
millions of elderly
Americans out of poverty.

 Fact #8: Social Security is
particularly important for
people of color.
 Fact #9: Social Security is
especially beneficial for
women.
 Fact #10: Relatively modest
changes would place Social
Security on sound financial
footing..
….Read More on each of the
Top 10 Facts
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How To Get A Cheaper Prescription Before Leaving The Doctor’s Office
When Mary Kay Gilbert saw
her doctor in May for a skin
infection on her leg, she wasn’t
surprised to receive a
prescription for an antibiotic
cream.
But Gilbert, 54, a nurse and
health consultant, was shocked
when her physician clicked on
the desktop computer and told
Gilbert the medicine would cost
$30 on her Blue Cross and Blue
Shield plan.
“I was like, ‘Wow — that’s
pretty cool that you know that
information,’” she recalled
telling the doctor in Edina,
Minn.
Allina Health, a large
Minnesota hospital network to
which Gilbert’s doctor belongs,
is one of a growing number of

health systems and
insurers providing
real-time drug
pricing information
to physicians so they
can help patients
avoid “sticker shock” at the
pharmacy.
The pricing tool, which is
embedded in physicians’
electronic health record and
prescribing system, shows how
much patients will pay out-ofpocket based on their insurance
and the pharmacy. It allows the
doctor to find a cheaper
alternative when possible and
start the process of getting
authorization for a drug, if the
insurer requires that.
The soaring cost of drugs has
been front and center in the

growing national
debate about
revamping U.S.
health care.
Consumers abandon
hundreds of
thousands of prescriptions each
year at the pharmacy, often
because of high prices,
jeopardizing their health and
often leading to higher costs
down the road, studies show.
Experts say the tool can help
consumers — who are facing
increasing copayments and
higher deductibles — learn
about cheaper options in the
doctor’s office.
Still, doctors have been slow
to adopt the technology,
sometimes because of concerns
about getting bogged down in

long discussions about drug
costs. Humana, for example,
introduced its drug pricing tool
to its network doctors in 2015.
Today, fewer than 10% are
using it, company officials said.
But the tool has serious
limitations too. Because price
negotiations among insurers,
drugmakers and middlemen are
often highly competitive and
secretive, the tools often don’t
have data for everyone. For
example, Allina’s works for
only about half its patients.
That’s because not all pharmacy
benefit managers share their
data on health plan enrollee
costs, and those that do often
provide only a fraction of their
information. …..Read More

Former Lilly employee reports that drug prices are set to maximize profits
Does Congress understand that
pharmaceutical companies can
and do set drug prices to
maximize profits, without regard
to their research and
development costs? If they have
any doubt, members should read
Fran Quigley’s piece
in Common Dreams about
Frances Leath, a 15-year former
Eli Lilly employee in its business
development and strategic
planning unit. She watched her
bosses at Lilly set drug prices at
thousands of times their cost.
By the time Leath left Lilly,
she found it emotionally and
physically challenging to be
there. In her words, “I felt like I
was participating in things that
conflicted with being a
Christian.”
Among other drugs, Lilly
manufactures Humalog,
insulin. Today, Humalog’s price
can be as high as $275 a dose
even though it costs Lilly
about $5 to make. In 1996,
Humalog cost $21 a dose. Lilly
is pushing up Humalog’s price as
high as it can, and people are
dying because they can no longer
afford it.
Leath reports that it was not

always this way at
Lilly. The company
slogan in 1987 had
been: “We make
drugs as if people’s
lives depend on it.”
But, then in 2001,
Prozac, which had earned the
company more than $2.5 billion
a year, was going generic, and
Lilly’s stock price fell by almost
a third. The pressure was on to
find a way to make up for the
loss.
Shortly thereafter, the FDA
approved Lilly’s new drug,
Xigris, for treating severe sepsis.
Leath says Lilly at first planned
to price it at $500 for a dose, 100
times its cost to manufacture.
But, Lilly knew it could set a far
higher price; its cost was
irrelevant. So, Lilly ended up
charging $6,500 a dose, after
contemplating a $10,000 a dose
price.
Leath voiced concerns with
her boss about charging prices
without regard to cost that
people could not afford. His
response: “If Grandma is on the
table, no one is going to blink at
paying $10,000 to save her life.”
And, that became the rationale

for Lilly charging
exorbitant prices.
What’s worse, Lilly
could set a sky high
price for Xigris
even though it could
not show that Xigris
actually improved health
outcomes. In the US, all the
pharmaceutical company has to
do to get FDA approval is to
show that the drug is better than
a placebo. It does not even have
to show it is better than other
drugs on the market. Germany
has a far better model requiring
such proof, which you can read
about here.
As it turned out, Lilly was
making $100 million a year on a
drug that was not benefiting
patients. Xigris was eventually
taken off the market in 2011.
Of course, Gilead, Pfizer and
every other for-profit
pharmaceutical company also
charge as much as they can for
their drugs. Research and
manufacturing costs are
irrelevant to the drugs’ price.
The only question is what price
the market will bear. And,
because insurers and Pharmacy
Benefit Managers can also

benefit from high drug prices,
they are willing to promote
costly drugs, incentivizing
drugmakers to set high prices.
Like virtually all corporate
executives, pharmaceutical
company execs focus first and
foremost on generating profits
and raising stock prices. So long
as they can charge astronomical
prices for their drugs, they will.
Indeed, their success usually
depends on it.
If Congress cares about
ensuring prescription drugs are
affordable, it must step in and
regulate drug prices for everyone
in the US, just like every other
country does. The only reason
drug prices are as high as they
are is because Congress awards
drugmakers monopolies and then
does not regulate drug prices.
The simplest and fairest way
to set drug prices is
through international reference
pricing, setting pr ices in the
US at the average of what other
wealthy countries pay.
If you want Congress to rein
in drug prices, please sign this
petition.
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Aging in place: Safety at home
Many people want to remain
in their homes as they age, and
there are an increasing number
of resources and services to aid
those who wish to “age in
place.” For improved safety,
you will likely want to do home
modifications. Some
modifications are easy; others
take more serious renovations.
About four out of five older
people own their homes. To
continue to live safely in them,
many need modifications. Here
are some tips from
the National Institute on
Aging, AARP and Aging in
Place
Easy modifications
to eliminate tripping
hazards and prevent falls:
 Remove throw rugs
 Take care to keep electrical
and phone cords out of the
way
 Remove low furniture
 Remove or create a place for
the bedspread; many an
older person has tripped on
a bedspread spilling out
onto the floor
 Move or remove all clutter

More serious
renovations for
convenience
and easy
access:
 If you have
stairs at the
entrance to your home,
install a sloping walkway
for ease of access and make
sure pathways are clear and
not slippery; the house
number should be free and
clear for emergency medical
personnel to see, should the
need arise
 If you have a multi-story
home, explore whether you
could exclusively on the
first floor to avoid stairs; if
you use stairs, consider
installing a stairlift
 Widen doorways to
accommodate wheelchairs
and walkers; replace
doorknobs and bathroom
faucets with lever handles
for ease of opening
 Install counter space of
variable heights in the
kitchen, for those who wish
to, or have to sit









 Adjust shelving
so that needed
objects are within
easy reach, or
move those objects
so that they can be
reached without
climbing or stretching
Ensure adequate lighting;
nightlights that come on
automatically should
especially be placed near
stairs, in hallways, and near
bathrooms
Raise electrical outlets to 18
inches off the floor, so one
doesn’t have to bend quite
as low to plug and unplug
In the bathroom, grab bars
become a must; check to
make sure toilet seat is at a
convenient height or needs
raising; benches in the
shower are a big help; they
can be built in if a bathroom
is being renovated; handheld showerheads can be
used for those using
benches, as well as
accommodating those
standing
Some guides recommend

smoke and carbon monoxide
detectors on every level of
the home. Make sure you
can hear them
Some of these home
modifications can be expensive,
running into the thousands of
dollars. But, they can also keep
you from falling or otherwise
hurting yourself and needing a
caregiver or having to move,
which is bound to be far
costlier.
You might be able to get help
paying for these
modifications. If you have
Medicaid, it may help cover the
cost of home modifications,
depending where you live. And
the Veterans Administration
may also cover the cost of some
home modifications.
Occupational therapists can
generally recommend key
home modifications. There is
also a growing industry of
Certified Aging in Place
Specialists. Check with
your area agency on aging.

Meals on Wheels Delivers an Extra Health Bonus for Seniors
Meals on Wheels might do
more than deliver hot food to
isolated seniors: New research
suggests it can serve as an early
warning system for declining
health.
The study included Meals on
Wheels drivers in Guernsey
County in Ohio and San Diego
County, who were trained to
use a mobile app to alert care
coordinators if the drivers had a
concern or noticed a change in
a senior's condition.
The care coordinators then
followed up with seniors to
provide support and connect
them with health and
community services.
Over the 12-month study
period, the drivers submitted
429 alerts for 189 clients. The

most frequent
alerts were for
changes in health
(56%), self-care or
personal safety
(12%) and
mobility (11%).
Follow-ups on
the alerts led to 132 referrals,
with most for self-care (33%),
health (17%) and care
management services (17%),
according to the researchers at
West Health Institute, Brown
University in Rhode Island, and
Meals on Wheels America.
The study was published
recently in the Journal of the
American Geriatrics Society.
West Health and Meals on
Wheels America plan to expand
the research program to as

many as 30 Meals
on Wheels sites
across the United
States, that include
about 40,000
seniors.
"By collaborating
with Meals on
Wheels America, we've
developed a safe, cost-effective
and scalable program to
preemptively identify and
address concerns that too often
result in deterioration of a
senior's medical condition or
pose a major safety risk," said
Dr. Zia Agha, chief medical
officer at West Health Institute.
"We're excited learnings
from this research program are
now being implemented across
the country within Meals on

Wheels America's expanded
program that will positively
impact as many seniors as
possible," Agha added in an
institute news release.
In a special editor's note, Dr.
Michael Malone, section editor
in models of geriatric care,
quality of improvement and
program dissemination with
the Journal of the American
Geriatrics Society, wrote, "As
health care systems struggle to
address the social determinants
of health, this innovative Meals
on Wheels model may provide
part of the solution."
More information
HealthinAging.org has more
on seniors and home care.
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Alzheimer's blood test almost 'usable in routine clinical care'
New research shows that a
blood test for Alzheimer's
disease accurately detected
levels of beta-amyloid protein in
all stages of the condition,
approaching "a level of accuracy
that is usable in routine clinical
care around the world."
The brain changes that lead to
the symptoms of Alzheimer's
disease can occur decades
before any other signs of the
condition are noticeable.
In fact, some recent studies
have claimed that certain
biochemical changes in the brain
may occur up to 34 years before
symptom onset.
Detecting Alzheimer's disease
far enough in advance could
make it easier for those affected
to plan accordingly and begin
treatment as early as possible.
Beginning treatment for
Alzheimer's disease as soon as
possible can maximize the
effectiveness of the therapy. So,
to be able to diagnose the
condition as early as possible,
researchers have been trying to
come up with blood tests for
Alzheimer's disease.
For instance, last year, a team
of scientists developed a test that
detected the protein beta-

amyloid from blood
samples using immunoinfrared sensor
technology. Having a
lot of this protein in the
brain is a hallmark of
Alzheimer's.
A year later, research by Dr.
Niklas Mattsson — a physician
at Skåne University Hospital in
Sweden — found that examining
changes in another protein called
neurofilament light using a
blood test could track
Alzheimer's progress and show
whether medication is working.
Now, Drs. Mattsson and
Hansson have participated in
new research that aimed to
investigate the effectiveness of a
"fully automated immunoassay"
for detecting beta-amyloid levels
in a population sample that
included people with
Alzheimer's, people with mild
cognitive impairment, and
people with neither.
Dr. Sebastian Palmqvist — an
associate professor in clinical
memory research at Lund
University and a physician at
Skåne University Hospital — is
the lead author of the new study
paper, which now appears in the
journal JAMA Neurology.

Test almost 'usable in
routine clinical care'
Dr. Palmqvist and
team carried out two
cross-sectional studies
investigating the accuracy of the
test in 842 participants (265 of
whom had mild cognitive
impairment, which is a precursor
of dementia) and in an
independent validation cohort of
237 participants (109 of whom
had mild cognitive impairment
and 94 of whom had already
developed Alzheimer's).
Their studies revealed that
the test "accurately predicted
cerebral [beta]-amyloid status
in all stages of Alzheimer
disease." Dr. Hansson says,
"[W]e are starting to approach
a level of accuracy that is
usable in routine clinical care
around the world."
"Previous studies on methods
using blood tests did not show
particularly good results; it was
only possible to see small
differences between [people
with Alzheimer's] and healthy
[older] people," says Dr.
Palmqvist.
The researchers hope that the
test will soon help clinicians
screen potential participants in

clinical drug trials for
Alzheimer's, or that it will help
healthcare professionals
diagnose Alzheimer's more
accurately and earlier on, thus
improving people's access to
treatment and their overall
outlook.
Using the test to prescreen
participants for Alzheimer's
clinical trials would "minimize
the number of unnecessary
([beta-amyloid]-negative)
lumbar punctures and [betaamyloid] PET scans, as well as
lowering the costs for the
examinations up to 30–50%,
depending on the cutoff," they
write.
"The next step to confirm this
simple method to reveal betaamyloid through blood sample
analysis is to test it in a larger
population where the presence of
underlying Alzheimer's is
lower," adds Dr. Palmqvist.
We also need to test the
"
technique in clinical settings,
which we will do fairly soon in
a major primary care study in
Sweden. We hope that this will
validate our results."
Dr. Sebastian Palmqvist

Can social interaction predict cognitive decline?
A recent study concludes that
social interaction might be more
than just a pleasant pastime; it
might help doctors predict an
individual's risk of cognitive
decline and, perhaps, dementia.
Cognitive decline refers to a
general reduction in mental
abilities over time.
It affects many people as they
age and, in some cases, can lead
to dementia.
As the average age of the
population rises, an increasing
number of people are likely to

experience cognitive
decline.
A group of
researchers from
Brigham and
Women's Hospital in Boston,
MA, are interested in the
potential role that social
interaction might play.
Specifically, their most recent
study looked at whether there is
an interaction between levels of
social activity, cognitive
performance, and the amount of
beta-amyloid in the brain, which
is a neurological hallmark

of Alzheimer's
disease.
Cognitive decline and
sociability
To investigate, the
scientists followed 217 older
adults involved in the Harvard
Aging Brain Study. At the
beginning of the study,
participants were aged 63–89
and showed no cognitive
deficits. The authors followed
the group for 3 years.
Each participant completed a
questionnaire that ascertained
their levels of social interaction;

this included meeting family and
friends, religious activities, and
volunteer work.
The researchers also measured
levels of beta-amyloid in each
participant's brain. As expected,
there was significant variability,
with some people having much
higher levels, putting them at
increased risk of developing
Alzheimer's.
The authors published their
findings in The American
Journal of Geriatric Psychiatry.
...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/

Survey Urges Grandparents to Lock Down Their Meds When Kids Visit
Many American seniors fail to
secure their medications when
grandchildren are around,
putting kids at risk of accidental
poisoning, an alarming new
survey finds.
Eighty-four percent of the
1,074 grandparents who
responded to the online survey
said they keep their medications
in the usual spot when grandkids
visit -- including cupboards or
cabinets (61%); countertops and
tables (18%); purses or bags
(7%); or other locations (15%).
Only 5% said they routinely
keep their medications in a
locked cupboard or cabinet.
RELATED ARTICLES
 For Many, Pot Is Now an
Alternative to Opioids or
Sleep Meds
 Anti-Vaccine Movement a
'Man-Made' Health
Crisis, Scientists Warn
 Abuse, Injury More
Likely When Child is
With Male Caregiver:

Study
 The Safer Way
to Ease PostSurgical Pain
The survey was
conducted by the
University of Michigan Institute
for Healthcare Policy.
"Prescription medicines, and
even over-the-counter medicines
and supplements, can harm
children and teens who find
them in Grandma's purse or on
Grandpa's kitchen table," poll
director Dr. Preeti Malani said
in a university news release.
"Meanwhile, opioid
painkillers and sleep medicines
can be diverted for recreational
use by teens. No matter how old
your grandchildren are, you
need to think about medication
safety," she said.
Nearly 40% of kids treated in
U.S. emergency departments for
medication-related poisoning
had taken their grandparents'
medicines, according to the U.S.

Centers for Disease
Control and
Prevention.
And Grandma and
Grandpa's house isn't
the only place where
youngsters might be at risk.
When grandparents visit their
grandkids' homes, only 7% put
their meds in a locked cupboard
or cabinet. Nearly three-quarters
keep them in their bag.
And the poll revealed that
nearly a third of respondents
transfer their prescription
medications to other containers - usually ones that are easier to
open.
The danger isn't rare.
Nearly 9 out of 10
grandparents said their
grandkids had visited them
during the past year. Four out of
10 said they care for their
grandchildren at least once a
month, and 18% care for them
weekly, the poll reported.
One in 10 lives with

grandchildren year-round.
The findings suggest that
grandparents need more
education about safe medication
storage when they're around
children and teens, report
authors said.
"A few simple steps can keep
those little ones safe when
you're together," said Alison
Bryant, senior vice president of
research for AARP, which
supported the survey.
"Don't leave medications in
your purse or on a kitchen
counter -- it's best to keep them
locked up. It's also a good idea
to go through your medications
every few months and safely
discard any that are expired or
no longer needed," Bryant
added.
More information
The U.S. National Library of
Medicine has more on children
and medicine safety.

Midlife functional impairment raises risk of
hospitalization, nursing home admission
Middle-aged adults who
develop functional
impairments—difficulty
performing activities of daily
living (ADLs) such as bathing
and dressing—are at higher risk
for hospitalization and nursing
home admission than
unimpaired adults the same age,
according to an NIA-supported
study. The findings, published
online in JAMA Internal
Medicine, raise questions about
how clinicians can help those in
midlife prevent or delay
struggles with daily activities
that affect health and quality of
life.
Researchers at the University
of Pennsylvania and the
University of California, San
Francisco, wanted to find out
how middle-aged adults became
functionally impaired and if
their impairments posed the
same risks as in older adults.

Nearly 15 percent of
adults age 55 to 64 are
functionally impaired,
meaning they have
difficulty performing
one or more of six basic ADLs:
bathing, dressing, transferring
(such as from a bed to a chair),
toileting, eating, and walking
across a room.
The researchers analyzed
health data for 5,540 adults age
50 to 56 from the nationally
representative Health and
Retirement Study (HRS). None
was functionally impaired when
they entered the HRS in 1992,
1998, or 2004, but 1,097 of
them (19.8 percent) reported
that they developed an
impairment in at least one ADL
by age 64. Examining data
reported every 2 years through
2014, the researchers found that
functionally impaired
participants had a significantly

higher risk of
hospitalization and
nursing home
admission than
participants their age
without functional impairment.
The risk of death in the two
groups was about the same after
adjusting for factors such as
health status and health
behaviors like smoking.
The study found similar risks
for hospitalization and nursing
home admission, as well as for
death, in the 857 HRS
participants (15.5 percent) who
developed trouble performing at
least one instrumental ADL.
These activities include
managing money, managing
medications, shopping for
groceries, preparing meals, and
making telephone calls.
The authors noted that not all
functional impairments are
permanent; sometimes they are

temporary or disappear and then
recur. Participants with
functional impairments were
more likely to be women, racial
or ethnic minorities, unmarried,
and to have lower
socioeconomic status. They also
had poorer health status and
were more likely to smoke,
exercise infrequently, and lack
health insurance.
As in older adults, functional
impairment in middle-aged
adults can affect health and
quality of life, the authors
concluded. Clinicians could
address risk factors such as
chronic disease, depression, and
obesity to prevent or delay
functional impairment, and
intervene to prevent adverse
outcomes in middle-aged adults
who become functionally
impaired.
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Transient Ischemic Attack (TIA)
Overview
A transient ischemic attack
(TIA) is like a stroke, producing
similar symptoms, but usually
lasting only a few minutes and
causing no permanent damage.
Often called a ministroke, a
transient ischemic attack may be
a warning. About 1 in 3 people
who have a transient ischemic
attack will eventually have a
stroke, with about half occurring
within a year after the transient
ischemic attack.
A transient ischemic attack
can serve as both a warning and
an opportunity — a warning of
an impending stroke and an
opportunity to take steps to
prevent it.
Transient ischemic attack
(TIA) care at Mayo Clinic
Symptoms
Transient ischemic attacks

usually last a
few minutes.
Most signs
and
symptoms
disappear
within an hour. The signs and
symptoms of a TIA resemble
those found early in a stroke and
may include sudden onset of:
 Weakness, numbness or
paralysis in your face, arm or
leg, typically on one side of
your body
 Slurred or garbled speech or
difficulty understanding others
 Blindness in one or both eyes
or double vision
 Dizziness or loss of balance or
coordination
 Sudden, severe headache with
no known cause
You may have more than one

TIA, and the
recurrent
signs and
symptoms
may be
similar or
different depending on which
area of the brain is involved.
When to see a doctor
Since TIAs most often occur
hours or days before a stroke,
seeking medical attention
immediately following a
possible TIA is essential. Seek
immediate medical attention if
you suspect you've had a
transient ischemic attack.
Prompt evaluation and
identification of potentially
treatable conditions may help
you prevent a stroke.
Causes
A transient ischemic attack
has the same origins as that of

an ischemic stroke, the most
common type of stroke. In an
ischemic stroke, a clot blocks
the blood supply to part of your
brain. In a transient ischemic
attack, unlike a stroke, the
blockage is brief, and there is
usually no permanent damage.
The underlying cause of a TIA
often is a buildup of cholesterolcontaining fatty deposits called
plaques (atherosclerosis) in an
artery or one of its branches that
supplies oxygen and nutrients to
your brain.
Plaques can decrease the
blood flow through an artery or
lead to the development of a
clot. A blood clot moving to an
artery that supplies your brain
from another part of your

body, most commonly from
your heart, also may cause a
TIA….Read More

Genes, yes, but obesity pandemic mostly down to diet: study
A three-fold jump since 1975
in the percentage of adults
worldwide who are obese has
been driven mainly by a shift in
diet and lack of exercise, but
genes do play a role as well,
according a large-scale study
published Thursday.
For people genetically
predisposed to a wider girth,
these unhealthy lifestyles
compounded the problem,
resulting in an even higher rate
of weight gain, researchers
reported in The BMJ, a peerreviewed medical journal.
The standard measure for
obesity, the Body-Mass Index
(BMI), is calculated on the basis
of weight and height.
A BMI of 25 up to 30 means
that one is overweight. Thirty
and above corresponds to
obesity, a major risk factor for
heart attacks, stroke, diabetes
and some cancers.
About four percent of adults
in the mid-1970s had a BMI of
30 or higher. By 2016, that share
had risen to 13 percent (11 for
men and 15 for women),

according to the
World Health
Organization.
There are
currently about two
billion people 18
and older -- 39
percent of all adults -- with a
BMI above the "overweight"
threshold of 25, and 700 million
of them are clinically obese.
The prevalence of excess
weight has risen even more
dramatically among children,
from four percent in 1975 to
over 18 percent in 2016.
To tease out the relative
impact of environment and
genes on obesity, scientists led
by Maria Brandkvist at the
Norwegian University of
Science and Technology
combed through data on nearly
120,000 people in Norway
whose height and weight were
regularly measured between
1963 and 2008.
Adults began tipping the
scales at significantly higher
weights in the 1980s and 1990s,
they found.

Those born after
1970 were far more
likely to have a
substantially higher
BMI as young
adults than earlier
generations.
- 'Obesogenic' environment Half of the people monitored
were divided into five groups
depending on their genetic
susceptibility to obesity.
Comparing the two groups at
the extremes, the researchers
found, for example, that 35-year
-old men with genetic variants
known to favour weight gain
were already heavier in the mid1960s than men the same age
without those fat-inducing
genes.
Four decades later -- even as
obesity rates increased across
the board -- that gap nearly
doubled.
Women showed the same
trend, though the increase over
time was somewhat smaller.
"Genetic predisposition would
make a 35-year old man of
average height 3.9 kilos heavier

than his genetically protected
peers in the 1960s," explained
Brandkvist.
"In Norway today, his
vulnerable genes would make
him more than 6.8 kg heavier."
In addition, he will have
gained an extra 7.1 kilos
"simply as a result of living in
our 'obesogenic' environment,"
she added.
"This man's 13.9 kg excess
weight is caused mostly by
today's unhealthy lifestyle, but
also by how his genes interplay
with the environment."
While the correlation between
the genetic profiles and degree
of obesity was strong, the study
-- by its nature -- cannot
determine a direct cause-andeffect relationship, the authors
caution.
Only clinical trials can
highlight causal relationships,
but for many areas of interest
such experiments are not
possible with humans, for both
practical and ethical reasons.
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Does drinking alcohol in older age prolong life?
Large-scale research suggests
that drinking alcohol in older age
may lower mortality risk.
However, the scientists are
cautious about potential biases in
their own research and say that
more research is necessary.
The debate around the
potential health benefits of
alcohol has been ongoing.
Some studies have suggested
that moderate alcohol
consumption extends life and
protects the heart, while others
have negated these benefits,
arguing that the former studies
are flawed and that there is no
such thing as safe alcohol
consumption.
For instance, some studies
have suggested that light to

moderate drinking
helps protect women
against stroke, and
other studies have
put this benefit down
to resveratrol, the active
compound in red wine.
Moderate drinking —
sometimes defined as 2–7
glasses of wine per week — may
also keep depression at bay,
according to some research,
although the same study showed
that heavy drinking increased
depression risk.
When it comes to the
cardiovascular benefits of
alcohol, the results are mixed.
Some suggest that moderate
consumption of wine and beer,
but not spirits, protects against

cardiovascular
disease, while
other results point to
protective benefits of
drinking vodka as
well as wine.
However, many of the
participants in these studies had a
generally healthful lifestyle and
adhered to a
healthful Mediterranean diet,
so it is har d to ascer tain the
precise role of alcohol in these
results.
Furthermore, people's drinking
habits change with time, so it's
hard to track the effects of
alcohol. Some researchers
have warned that the available
data are "not sufficient to
recommend drinking to anyone."

But now, the results of a new,
large-scale study are in. The
Health and Retirement Study
(HRS) is "one of the largest
and most rigorous" studies on
alcohol consumption and death
risk in the United States, and a
new report has presented the
findings of a 16-year follow-up
period.
The results appear in the
journal Alcoholism: Clinical &
Experimental
Research. Katherine Keyes,
Ph.D., an associate professor of
epidemiology at Columbia
University, in New York, is the
first and corresponding author of
the study….Read More

One-Third of Adults Over 65 Have Not Received Dental Care in More Than Two Years
One-out- of three adults
covered by Medicare are not
getting regular dental care,
according to a new survey by
The Seniors Citizens League
(TSCL). “We estimate that
roughly 20 million older
Americans are going without biannual cleanings, X-rays, and
dental exams,” says Mary
Johnson, a Social Security and
Medicare policy analyst for The
Senior Citizens
League. Medicare does not
cover routine dental health
services, and that often comes as
a surprise to new

beneficiaries. More
than half of survey
participants say they do
not have any dental
insurance coverage.
The high cost of
treatment is a frequently
cited barrier by those
who are not getting the dental
care they need. Elizabeth H., a
retiree living in Colorado says “I
do not have the $7,000 I was told
that I needed to get my teeth
fixed. They need to either be
pulled and a bridge put in, or
root canaled. Being on a limited
income, I do not see getting any

of this done, and so it
affects my health
negatively. Without
dental care, I’m not as
healthy as I could be.”
Advancing age puts
many retirees at risk of
oral health problems. A
common cause of cavities in
older adults is dry mouth, a side
effect of more than 500
medications. Periodontal disease
is widespread, even though it can
be prevented with regular visits
to the dentist and cleanings. In
addition, research shows a strong
link between oral health and a

host of other diseases.
“Poor oral health makes serious
medical conditions more difficult
to treat,” Johnson points out.
Researchers have found links
between gum disease and other
inflammatory conditions such as
heart disease, stroke, diabetes,
respiratory disease, and
Alzheimer’s disease. Improved
oral care, on the other hand, can
reduce medical costs in patients
with inflammatory diseases,
according to research published
in the American Journal of
Preventive Medicine...Read
More

What Type of Anxiety Do You Suffer From?
Anxiety disorders are
common – and treatable.
If you live in the U.S. and are
coping with an anxiety disorder,
you have lots of company.
"They're super-duper common,"
says Debra Kissen, executive
director of the Light on Anxiety
CBT Treatment Center in
Chicago. She's also co-chair of
the Anxiety and Depression
Association of America's public
education committee.
Anxiety disorders affect 40
million adults in the U.S.

annually, accounting for
18% of the population,
according to the ADAA.
That makes anxiety
disorders the most
common mental illness
in the U.S., affecting more
people than depression. Having
one condition doesn't preclude
having the other. It's not
uncommon for someone who has
an anxiety disorder to also suffer
from depression, or vice versa,
according to the ADAA. The
good news is that anxiety

disorders are typically
highly treatable, Kissen
says. "As
uncomfortable as it is,
an anxiety disorder is
treatable, and with
some hard work can be moved
past," Kissen says. Anxiety
disorders are typically treated
with cognitive behavioral
therapy – a type of talk therapy
– and medication. Anti-anxiety
medications such as Zoloft,
Prozac, Paxil and Lexapro are
among the antidepressants health

care professionals often prescribe
to patients. These medications,
known as serotonin reuptake
inhibitors, are often prescribed in
combination with cognitive
behavioral therapy, Kissen says.
"If people (with anxiety)
gradually face their fears and
stop counterproductive safetyseeking behaviors, they can
make excellent progress," she
says. Click through the gallery
above to read about six types of
anxiety disorders:
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