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Poverty Line Proposal Would Cut Medicaid, Medicare
A proposal the Trump
drugs. Meanwhile,
Administration is considering to
more than 150,000
use a lower inflation measure to
seniors and people
calculate annual adjustments to
with disabilities
the federal poverty line
would lose help paying for
ultimately would cut billions of
Medicare premiums, meaning
dollars from federal health
that they would have to pay
programs and cause millions of
premiums of over $1,500 per
people to lose their eligibility for,
year to maintain Medicare
or receive less help from, these
physician coverage.
programs. Many such programs  More than 300,000 children
use the poverty line to determine
would lose comprehensive
eligibility and benefits, and the
coverage through Medicaid
cuts to these programs — and the
and the Children’s Health
numbers of people losing
Insurance Program (CHIP), as
assistance altogether or receiving
would some pregnant women.
less help — would increase with
In addition, more than 250,000
each passing year. After ten
adults who gained Medicaid
years:
coverage from the Affordable
 More than 250,000 seniors and
Care Act’s (ACA) expansion
people with disabilities would
would lose it.
lose their eligibility for, or
 More than 150,000 consumers
receive less help from,
who buy coverage through the
Medicare’s Part D LowACA marketplaces would lose
Income Subsidy Program,
eligibility for or qualify for
meaning that they would pay
reduced cost-sharing
higher premiums for drug
assistance, increasing their
coverage and more out of
deductibles by hundreds or
pocket for their prescription

even thousands of
dollars. And tens of
thousands would lose
eligibility for premium
tax credits altogether, driving
their premiums up, in many
cases by thousands of dollars.
In addition, millions of
consumers who buy coverage
in the marketplace would still
get premium tax credits, but
their credits would be smaller.
They, too, would thus have to
pay higher premiums; these
increases would start small but
would grow over time.
The Administration, through
an Office of Management and
Budget notice, has requested
public comment on changing the
measure used to adjust the
poverty line each year for
inflation using an alternative
index, such as the chained
Consumer Price Index (CPI) or
the Personal Consumption
Expenditures Price Index
(PCEPI). Both measures rise
more slowly than the current

measure, the CPI for All Urban
Consumers (CPI-U). As a result,
either alternative measure would
result in a lower poverty line, and
the gap between the poverty line
under the current versus either of
the proposed methodologies
would widen each year. The
Administration claims that it
seeks to make the poverty line
more accurate, but, as explained
below, either change would
likely make the poverty line less
accurate overall while also
increasing the number of people
without health insurance and
experiencing other forms of
hardship.
This analysis focuses on the
impact of updating the poverty
line using the chained CPI; using
the PCEPI would have a
somewhat larger effect, meaning
that even more people would lose
eligibility for health coverage
programs, and the cuts to these
programs would be even larger.
...Read More on how this will
effect Medicare & Medicaid

Social Security Benefits Lose 33% of Buying Power Since 2000
Social Security benefits have
lost 33 percent of buying power
since 2000, according to the
latest Social Security Loss of
Buying Power Study released
today by The Senior Citizens
League. “One would think that a
higher cost-of-living adjustment
in 2019, combined with relatively
low inflation, would lead to an
improvement of buying power in
Social Security benefits,” says
study author Mary Johnson, a
Social Security policy analyst for
the League. “But any
improvement was offset by
spiking costs of essentials,

including out-of-pocket
spending on prescription
drugs,” Johnson says.
For roughly 10 million
older Americans who
have been retired since 2000, the
buying power of their Social
Security benefits only ‘improved’
by a meager 1 percent, from a
loss of 34 percent over the period
2000 to 2018 to a loss of 33
percent from 2000- 2019. The
loss occurred even though
beneficiaries received a 2.8
percent annual cost - of - living
adjustment (COLA) for 2019.
This years study of retiree

costs found that between
January of 2000 and
January of 2019, Social
Security COLAs
increased Social Security
benefits by 50 percent, but the
costs of goods and services
purchased by typical retirees rose
more than twice as fast — 100.3
percent. Food and medical costs
— particularly for fresh fruits
and vegetables, and prescription
drugs — were among the most
rapidly - rising costs over the
past year. The study examines
the growth since 2000 in price of
goods and services that are

typical for retired and disabled
households, and, compares them
to the growth in Social Security
benefits due to annual COLAs.
As an indicator of low
inflation, based on consumer
price index (CPI) data through
April of this year, Johnson
estimates that the COLA for
2019 will be about 1.7%
percent. That number could
change, since there are still five
months of consumer price index
data to be collected before the
Social Security Administration
announces the COLA in
October….Read More
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Spending and Prescribing Patterns Across Medicare, Medicaid,
and Large Employer Drug Coverage
Drug prices have been in the
news lately, and a timely
analysis from the Kaiser Family
Foundation gives valuable
insight into prescription drug
spending across large employer
plans, Medicaid, and Medicare
Part D. By understanding
spending and prescribing
patterns across these payers,
policymakers can make better
decisions about lowering the
cost of medications for
consumers.
In 2017, total prescription
drug spending amounted to
$333 billion in the US.
Combined, Medicare, Medicaid,
and large employer coverage
accounted for over 80% of that
total. There are significant
commonalities between the
three sources when it comes to
drug spending. For example,
13% of large employer drug
spending covered just five

drugs. Though the
drugs differed,
Medicare and
Medicaid saw the
same pattern with
10% of spending
covering only five drugs. The
same pattern held true for the
top 50 drugs for each payment
source. Spending is largely
concentrated in a small number
of prescribed medications
relative to all of the
prescriptions that are filled.
Medicare and private
insurance are also similar in
what conditions cause the
highest out-of-pocket spending
for their beneficiaries: cancer,
multiple sclerosis, and
rheumatoid arthritis. But there
are differences as well.
Unsurprisingly, employer
coverage and Medicare differ in
the types of prescriptions that
are most common. In 2016,

Medicare’s most
common
prescription was a
generic to combat
high cholesterol
while private
insurance’s two most common
prescriptions were for
antibiotics—with a high
cholesterol medication coming
in seventh.
The costliest medications also
vary according to payment
source. In 2016, Medicare and
Medicaid spent the most on
Harvoni, a treatment for
hepatitis C, while large
employers spent the most on
Humira, a treatment for
rheumatoid arthritis, with
Harvoni coming in fifth. Humira
was not in the top 10 in
spending for Medicaid or
Medicare.
And certain drug classes—
antidiabetic agents and

antivirals—were among the top
three in spending for private
insurance, Medicare, and
Medicaid in 2016. Medicare
alone spent $20 billion on
antidiabetic agents and $11.8
billion on antivirals.
Of significant concern is the
finding that high out-of-pocket
spending of more than $1,000 is
more common among people
with Medicare Part D than
employer coverage. At
Medicare Rights, we regularly
hear from our helpline callers
that prescription medications are
not affordable, and this new
evidence reinforces those
stories. More must be done to
ensure that everyone has access
to affordable medications they
need.
Read the analysis.
Read Medicare Rights’
report about trends
rom our helpline.

Though 'Donut Hole' Is Shrinking, Medicare Drug Costs Are Rising: Study
Seniors' out-of-pocket costs
for cancer drugs continue to rise
steadily, with patients paying
thousands of dollars each year
despite efforts to close the
Medicare Part D "donut hole,"
researchers said.
Prices for 13 anticancer drugs
available through Medicare Part
D in 2010 rose an average 8%
over inflation every year over
the past decade, said lead
researcher Stacie Dusetzina. She
is an associate professor of
health policy and cancer
research at Vanderbilt University
School of Medicine in Nashville,
Tenn.
Seniors on average now pay
$10,470 a year out of pocket for
those drugs, up from $8,794 in
2010, the researchers found.
"People are paying more for
the same drugs today than they
did before the donut hole
closed," Dusetzina said. "You
can see a steady march up in

price every year for all
of these products."
The problem is that
"some of the older
cancer drugs are the
most effective out of
the bunch," she said.
The number of anticancer
drugs covered by Medicare's
prescription plan increased from
13 in 2010 to 54 in 2018. As you
would expect, the new drugs
cost more.
"We're also seeing that the
newer products are just starting
out with higher price points,"
Dusetzina said. "Every new drug
appears to be priced pretty
aggressively."
But by tracking total and outof-pocket costs, Dusetzina and
her colleagues found that even
the older drugs have been
steadily increasing in price.
It had been hoped that drug
prices for seniors would
decrease after the Affordable

Care Act began slowly
closing the "donut
hole," a quirk of
Medicare Part D in
which patients were
exposed to a large
percentage of their drug costs
after they passed an initial
coverage limit.
That's just not the case,
Dusetzina said. People are
paying almost $1,700 more per
year for the same products.
In 2018, 48 of the 54
medications had monthly prices
exceeding $10,000 per
prescription fill, and 21 cost
more than $15,000 per fill, the
researchers found.
"Their out-of-pocket price for
their first fill can be several
thousand dollars, just for a 28day or 30-day supply of pills,"
Dusetzina said. "That is an
incredibly large amount of
money to ask someone to pay for
a fill of medication at a

pharmacy counter."
Even when they're filling drugs
for cancer treatment, she added,
"a lot of people will leave their
drugs behind if they're asked to
pay over $2,000 per month."
The price increases for the older
cancer drugs constitute "a pure
exercise of market power," said
Eliot Fishman, senior director of
health policy for the health
consumer advocacy group
Families USA.
"There is no major increase in
the cost of manufacture of those
drugs," Fishman said. "These
quite substantial cumulative
increases are just a result of the
power of these drug
manufacturers to set price and
increase price."
Under Medicare, anticancer
drugs are a protected class of
medications, Dusetzina and
Fishman said. That protection is
supposed to help ensure access
to the drugs….Read More
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Surprise! Congress supports legislation to protect
Americans from unexpected medical bills
The Hill reports that
Democrats and Republican
members of Congress are
coming together over legislation
that would protect some people
from unexpected medical bills.
Too often, Americans are going
to the emergency room and
finding themselves with
thousands of dollars of medical
bills they thought their insurance
would cover. The proposed
legislation would be beneficial,
but only address the tip of the
commercial health insurance
iceberg.
Here’s the heart of the
problem:
 Congress does not regulate
health care prices.
 Congress allows commercial
insurers to restrict their

coverage to a limited
group of medical and
hospital providers.
 And, Congress does
nothing to protect, or require
insurers to protect, people with
insurance who are seen
unknowingly or in emergency
situations by providers who
are not in their insurers’
networks.
Medicare for all, impr oved
and expanded Medicare, would
address all these problems at
once. Medicare
In our current commercial
health insurance system, insured
individuals can and do get billed
tens of thousands of dollars if
they end up receiving out-ofnetwork care even in emergency
situations. One insured teacher

in Texas received a bill
for $108,951 after a heart
attack. And, the problem
goes beyond emergency
situations to situations in which
individuals receive in-network
hospital care but receive out-ofnetwork doctor care, which is
outside their control.
It is not at all clear how often
people enrolled in Medicare
Advantage plans are faced
with surprise medical bills. If
you are enrolled in a Medicare
Advantage plan, you should be
protected against balance billing
by out-of-network providers.
For people not enrolled in
Medicare, in the US House,
Congressmen Frank Pallone(DNJ) and Greg Walden (R-OR)
propose turning responsibility

for handling unexpected medical
bills to providers and insurers,
taking patients out of the middle
in emergency situations. This
would be a big step forward for
patients. But, insurers and
providers may try to derail the
bill if insurers feel they would be
expected to pay more than they
think appropriate or providers
feel they would be expected to
accept lower rates than they
think appropriate.
In the Senate, Senators Bill
Cassidy (R-La.), Maggie
Hassan (D-NH) and Michael
Bennet (D-CO) are working on
legislation as well. A Senate bill
was in play last October. With
Congress, even small important
bi-partisan fixes can take way
too long.

Many older adults cannot afford home care
Home care is significantly less
costly than nursing home care.
And, most Americans would far
prefer to age in place, in their
homes, and receive home care
than move to a care facility. But,
the latest Urban Institute
research by Richard Johnson
and Claire Wang shows that
nearly half of older adults will
not be able to afford care in their
home when they need it.
Researchers looked at the
cohort of older adults with
severe need for long-term
services and supports (LTSS),

assistance with
bathing, feeding,
cooking and the like.
They found that
nearly half could not
afford two years of
paid home care on their own
even if they sold all their assets.
Overall, about two in three
adults over 65 not on Medicaid
can afford two years of paid
home care if they rely on income
and other savings that can easily
be turned into cash.
The researchers found that
three in four older adults could

afford home care for
two years if they sold
less easily liquidated
assets, including their
cars and businesses,
but not their homes.
And, four in ten older adults
could afford home care as long
as needed based on their income
alone. Half as many with severe
LTSS needs, two in ten, could
afford indefinite home care
based on their income alone.
But, most older adults end up
relying on unpaid family
caregivers and not paying for

home care. In the 14 years
between 1998 and 2012, fewer
than one in five adults 55 and
older needing help with four out
of five activities of daily living–
bathing, feeding, toileting,
transferring and dressing–
received it.
If you are interested in
learning more about care options
outside the home, including
assisted living facilities,
continuing care retirement
communities, nursing homes and
more, click here.

The GOP tax law’s lopsided giveaway to corporations, explained in one sentence
A new Congressional
Research Service
report shows the 2017
Republican tax law had a very
muted impact on overall
economic growth. Rather, the
main consequence was that real
tax rates for corporations fell by
nearly half while individual
income taxes barely budged.
The law, which was the GOP’s
proudest legislative
accomplishment during the
party’s two years of total

control of
Washington, has
somehow been all but
forgotten. Ignored by
its squeamish
supporters unsure how to sell a
gigantic corporate tax cut to
normal people and mostly left to
rot by Democrats who see more
value in hitting the GOP over
health care or other issues, it’s
remarkably anonymous major
legislation from a self-promoter
like Donald Trump.

But maybe that
shouldn’t surprise us. If
there was any
remaining doubt that
the Republican tax law
was a lopsided giveaway to the
corporate sector while offering
negligible benefits for American
workers, these findings should
quell it. Here is the key sentence
from CRS:
Otherwise, GDP growth was
level with pre-tax cut
projections. Wage growth was

marginal and slower than GDP.
And while companies did use
their windfall from the tax
cut, as Vox’s Emily Stewart
has been covering, “r elatively
little was directed to paying
worker bonuses,” according to
CRS.
It’s difficult to overstate just
how weak the tax law’s
influence was. Investments in
US businesses did not seem to
respond at all to the law’s
provisions...Read More
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Donald Trump's Sneak Attack on Social Security
"Chained CPI" might sound
technical and boring, but
anyone who has closely
followed the Social Security
debate knows better. It has
long been proposed as a
deceptive, hard-tounderstand way to cut our
earned Social Security
benefits.
Donald Trump’s recent
budget proposal included
billions of dollars in Social
Security cuts. The proposed
cuts were a huge betrayal of
his campaign promise to
protect our Social Security
system. Fortunately for Social
Security’s current and future
beneficiaries, he has little
chance of getting these cuts
past the House of
Representatives, which is
controlled by Democrats.
So Trump and his budget
director/chief of staff Mick
Mulvaney, who has long been
hostile to Social Security, are
trying another tactic to cut our
earned benefits. They are
pursuing a long game to reach
their goal. In a divide-andconquer move, the focus is not
Social Security. At least, not
yet.
"Trump thinks that he can
get away with executing this
long-game attack on Social
Security quietly, while the
media and public are focused
on his tweets, name calling,
and scandals. But we must not
be distracted. If we do not stop
this attack in its tracks, our
earned benefits will be next."
Last week, the Trump
administration revealed that it
is planning to employ the socalled chained Consumer Price
Index (CPI) in a way that does
not need congressional
approval. “Chained CPI” might
sound technical and boring, but
anyone who has closely
followed the Social Security
debate knows better. It has
long been proposed as a
deceptive, hard-to-understand

way to cut our
earned Social
Security benefits.
Trump plans to
switch to the
chained CPI to
index the federal
definition of poverty. If he
succeeds, the impact will be
that over time, fewer people
will meet the government’s
definition of poverty—even
though in reality, they will not
be any less poor. The definition
is crucial to qualify for a
variety of federal benefits,
including Medicaid, as well as
food and housing assistance.
The announcement was written
blandly about considering a
variety of different measures,
but anyone who knows the
issue well can easily read the
writing on the wall.
So, what does this have to do
with Social Security? Like the
poverty level, Social Security’s
modest benefits are
automatically adjusted to keep
pace with inflation. If not
adjusted, those benefits will
erode, slowly but inexorably
losing their purchasing power
over time. These annual
adjustments are already too
low, but they ar e better than
no adjustment at all. The
chained CPI would make these
adjustments even less
adequate. The top line of the
following chart shows what a
more accurate adjustment
would look like.
Proponents of the chained
CPI say that it is better at
measuring “substitution,” but
don’t be fooled. The current
inadequate measure already
takes into account substitution
of similar items. This is the
idea that if the price of beef
goes up, you can substitute
chicken. In contrast, the
chained CPI involves what are
called substitutions across
categories. If your planned
vacation abroad goes up, you
can stay home and buy a flat

screen television and
concert tickets
instead.
Of course, neither
form of substitution
is much help to
seniors and people
with disabilities whose health
care costs are skyrocketing.
There’s no substitution for
hospital stays and doctor visits.
Those who propose the chained
CPI are apparently fine with
letting seniors who can’t afford
even chicken substitute cat
food.
The idea of substitution
within or across categories
makes no sense for people with
no discretionary income. If all
of your money goes for
medicine, food and rent, how
does substitution make sense?

If you are so poor that your
children go to bed hungry, how
do you substitute?
Back in 2012, President
Barack Obama proposed a socalled Grand Bargain to cut
Social Security using the
chained CPI, in return for
Republicans agreeing to
increase taxes on the wealthy.
The goal of this Grand Bargain
was ostensibly to reduce the
deficit, despite the fact that
Social Security does not add a
single penny to the deficit.
….Read More
The chart below shows what
the current adjustment does to
benefits, and the bottom line
shows what the stingier
chained CPI would do:
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Rising Rx Drug Costs Continue to Create Tough Choices for Seniors
A solid minority of senior
citizens still struggles to afford
their prescription medications, a
new government report shows.
About 5% of adults 65 and
older don't take their medication
as prescribed to cut costs,
according to survey data from
the U.S. Centers for Disease
Control and Prevention.
And nearly 1 in 5 seniors has
asked a doctor to switch them to
a cheaper medication, the survey
showed.
"It could be they skipped
medication they couldn't afford,
they took less medication than
prescribed, or they delayed
filling a prescription," said lead
author Robin Cohen, a CDC
statistician.
While that reflects rising drug
costs, it also shows that seniors
are willing to be smart
consumers when it comes to
their health care, said Judith
Beizer, a clinical professor of
pharmacy at St. John's
University in New York City.
"I'm glad to see there are
people who are asking their
doctor for a lower-cost
medication, because they are
aware that there are alternatives,"
she said. "I always tell patients to
not be afraid to ask their doctor
if there is an alternative that
would have the same effect at a

lower cost."
Drug costs continue to
rise in the United States,
and not just because of
high price tags slapped
on new, cutting-edge medicines.
Drug companies also have
been steadily hiking prices on
older brand-name drugs,
outpacing the nation's overall
rate of inflation nearly fivefold
between 2005 and 2016,
according to a recent study
published in the journal Health
Affairs.
To see how seniors are dealing
with these costs, CDC
researchers turned to data from
the agency's longstanding
National Health Interview
Survey.
Researchers found that 86% of
seniors 65 and older had been
prescribed medication within the
past 12 months.
Of those, about 1 in every 20
couldn't afford to take their
medication as prescribed.
"I'm actually surprised that the
percentage who did not take their
medications as prescribed was so
low," Beizer said. "I would have
expected that to have been
higher."
At the same time, she said,
those folks need to understand
that not following their doctor's
orders can have severe health

consequences.
"If you don't take a
blood thinner as
directed, you could have
a blood clot that causes
a stroke," Beizer said. "Insulin
gets very expensive, but if your
glucose isn't controlled, you
could end up with long-term
complications of diabetes."
Additionally, about 18% of
seniors asked their doctor for a
cheaper drug than originally
prescribed, the CDC reported.
Younger seniors aged 65 to 74
are more likely to wrestle with
drug costs than older people.
They were twice as likely to
not take their medication as
prescribed than those 75 or
older: 6% versus 3%, Cohen
said.
Younger seniors also were
more likely to seek a cheaper
prescription, about 20%
compared to about 15% for older
seniors.
"I just wonder if that's because
older people say, I need to take
this, and the doctor is who I need
to listen to," Beizer said.
"Looking at 65- to 74-year-olds,
you're starting to get to some of
the older [baby] boomers, who
might be more outspoken about
their health care."
The type of health insurance
seniors carried had a huge impact

on their ability to afford their
medications, the report said.
About 8% of those covered by
Medicare alone said they did not
take medication as prescribed to
save money. That compared to
5% of people with either
Medicare Advantage or
Medicare and Medicaid, and 3%
of those with private insurance.
The same was true for those
who asked their doctor to switch
them to a lower-cost drug -- 20%
for Medicare only; 19% for
Medicare Advantage; 18% for
private coverage; and 14% for
Medicare and Medicaid.
Beizer said seniors shouldn't
be reluctant to talk to their doctor
about drug costs.
"Patients should realize they
are a partner in their health care.
They have an active role to
take," she said.
Your pharmacist can be
another source for good
information and advice.
"Pharmacists can be a good
patient advocate when it comes
to medication cost issues or
scheduling issues," Beizer said.
More information
The Campaign for Sustainable
Rx Pricing has more
about prescription drug price
hikes.

Beware: Social Security scams abound
If you get a call or email from
anyone claiming to need your
Social Security number or other
personal information, including
anyone who says he or she
works for Social Security, do
not give out this information.
Beware: Social Security scams
abound.
In one Social Security scam,
scammers call and pretend that
they work for Social Security.
They tell people receiving
Social Security benefits that
they are due additional money
from Social Security, and then
ask them to verify their personal
information. With that

information,
scammers can
alter people’s
addresses and
telephone information on file
with the Social Security
Administration and redirect
people’s Social Security checks
to their own bank accounts.
Phone scams are common and
come in many different forms.
(See this Just Care post
on financial scams and why
you should beware of
strangers offering help.) Back
in March 2017, Social
Security’s Office of the
Inspector General reported that

people were
receiving
recorded
messages that
Social Security had suspended
their benefits. People receiving
Social Security benefits were
told that to avoid arrest they
must call a phone number; when
they did, the scammers
demanded money from them.
While Social Security agents
may sometimes call people, they
will never ask for your personal
information. And, you should
never give anyone this
information over the phone or
via email, even if you think you

know the person. Keep in mind
that with new technology,
scammers can impersonate
relatives, sounding exactly like
a child or grandchild.
If you get a call from someone
you believe is a scammer,
pressuring you for money or
personal information, hang up.
You can report the call to 1-800269-0271, the Social Security
Administration’s Office of the
Inspector General or contact
Social
Security online at https://oig.ss
a.gov/report.
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May 21 Web Briefing: Making Sense of Medicare-For-All
and Other Plans to Expand Public Coverage
With the new Democratic
House majority and many 2020
presidential candidates talking
about what’s next in health
care, there’s renewed attention
on reforms that would expand
coverage and make health care
more affordable. These include
proposals to create a national
Medicare-for-all plan, a public
plan option, and allowing some
Americans to buy into existing
public programs such as
Medicare and Medicaid.

On Tuesday, May
21, KFF held a web
briefing to examine
these proposals and
their implications for the
nation’s health care system.
The briefing featured KFF
senior vice
presidents Mollyann
Brodie, Tricia
Neuman and Larry Levitt (as
moderator).
The discussion addressed key
questions, including:



What are the main
goals these proposals
are trying to achieve?
 Who would be
eligible for coverage?
 How do they differ?
 How might the proposals
affect people with coverage
through employers, Medicare
or Medicaid?
 How would providers be
paid?
 How does the public view

such proposals?
 What are the implications
for the 2020 primaries and
general election?
The panel also took questions
from participants after a brief
presentation drawing on KFF’s
analysis and polling on the
issues, including an interactive
side-by-side comparison of
ten bills introduced in Congress
this year….Click here to view
the Web Briefing

Medicare costs high for older adults and people with disabilities
No one should think that
Medicare provides more than
partial health care coverage. A
new Kaiser Family
Foundation report reveals high
costs for people with
Medicare. Average out-ofpocket spending was $4,734 in
2010, (the most recent year for
which data was available),
about 20 percent of the median
income of people with
Medicare, $23,500. (In 2014,
it’s $24,150).
The ten percent of people
with Medicare with the highest
costs spent an average of

$19,236 in 2010 on
premiums,
coinsurance and
services that
Medicare does not
cover. People with costly
conditions requiring multiple
hospitalizations and long-term
care incurred particularly high
out-of-pocket costs.
The oldest Medicare
recipients also spent
significantly more out-ofpocket on health care. People
over 85 spent about three times
more out of pocket ($5962) than
people between 65 and 74

($1926).
Women spent more
than men on average
in 2010, $5036 and
$4363 respectively.
Higher health care spending by
women with Medicare is largely
attributable to women living
longer and needing long-term
care, which Medicare for the
most part does not pay for.
Even with Medicare, people
who were hospitalized and then
admitted to nursing homes had
the highest documented out-ofpocket costs, which amounted
to $9508. Medicare does not

cover most home care or
nursing home care. People with
Alzheimer’s also had
particularly high out-of-pocket
health care costs of $8305 on
average.
But the people with the
largest health care bills were the
people living in long-term care
facilities, paying $17,534. They
spent nine times more than
people with Medicare living in
the community, whose average
costs were $1858.
….Here are three tips to
plan for long-term care.

CMS Medicaid Demonstrations Lack Transparency, GAO Finds
The US Government
Accountability Office (GAO)
released a report this week
finding that the Centers for
Medicare & Medicaid Services
(CMS) is insufficiently open
about Medicaid
demonstrations.
Demonstrations allow states to
test new approaches to
delivering services under the
Medicaid Program. Currently,
demonstrations account for
nearly a third of Medicaid
spending.
The laws that permit
demonstrations, including the
Affordable Care Act, require
CMS to solicit and consider
public comment and to make

public information
about pending and
approved
demonstration
applications. The
GAO found, however, that for
two of the four new
applications or extensions they
examined, states submitted
changes to their applications
that could have significant
effects on beneficiaries without
obtaining public comments on
those changes at the state level,
and that CMS has only
“limited” requirements for
amendments to existing
demonstrations. CMS does not
require amendment applications
to include how the changes

may affect beneficiary
enrollment or report
on concerns raised in
the states’ public
comments.
This is a particularly
concerning development where
states have proposed major
changes—including the
implementation of controversial
work requirements—through
amendments. One of the states
that did so, Arkansas, has been
the subject of a lawsuit in
which a federal judge found
that requirement was
implemented in a way that was
inconsistent with the law, and it
was invalidated. The Trump
administration is appealing that

decision and a similar ruling
which struck down a similar
work requirement in Kentucky.
Medicaid demonstration
projects are intended to be
investigative tests of changes to
the program. It is vital that
CMS do more to ensure
transparency and public
accountability for its approved
Medicaid demonstration
projects to ensure Medicaid
continues to do what it was
created to do—supply health
insurance coverage.
Read the GAO report.
Read more about potential
issues with current
demonstration projects.
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Using EEG data to diagnose Parkinson's disease
Currently, diagnosis of
Parkinson's disease relies on a
neurologist's professional
opinion. Researchers behind a
new study believe that an EEG
may be a more effective
alternative.
Parkinson's disease affects
more than 10 millionpeople
worldwide, according to the
Parkinson's Foundation, but no
scan has been proved to
definitively diagnose it.
Instead, a neurologist will
assess a person by asking them
to carry out certain tasks. These
may include writing or drawing,
walking, and speaking.
They will also examine the
face and limbs to check for signs
of tremors and facial expression
difficulties.
As diagnosis is currently rather
subjective, researchers have been
trying to find an easier and more
scientific method. A team from

the University of
Oregon, in Eugene, and
the University of
California, San Diego,
has studied the
possibilities of an EEG.
An EEG records electrical
activity produced by the brain
via small sensors attached to the
scalp. Attempts to use EEG
readings for Parkinson's disease
diagnosis have not always
produced the results that
researchers have been looking
for.
Nicole Swann, Ph.D., the
principal investigator of the new
study and an assistant professor
at the University of Oregon's
Department of Human
Physiology, says that this is
because, in the past, sine waves
were the focal point. These are
beta waves filtered to appear
rounder.
A search for sharpness

But it is the angles and
sharpness of brain
waves that could hold
the key to detecting
Parkinson's, according
to the new study's findings,
which appear in the
journal eNeuro.
While working on his
doctorate at the University of
California, San Diego, fellow
study author Scott Cole, Ph.D.,
realized a potential link between
the disease and sharp brain
waves.
Using EEG readings taken
from 15 Parkinson's patients and
16 healthy individuals, the team
honed in on the unfiltered waves.
"The raw signals go up and
down like sine waves but with
more asymmetry," explains
Swann, adding, "The steepness
— the slant — turns out to be
important in Parkinson's
patients."

Indeed, the team noticed that
Parkinson's patients who were
not taking medication had a
sharper peak at the top of their
brain wave, compared with the
bottom.
Finding that a noninvasive
method such as an EEG could be
a promising diagnostic tool may
have important consequences for
the future of the disease. The
team is hoping that doctors and
researchers can use the test to
track changes related to
Parkinson's in the brain over the
years.
"We don't know yet whether
this approach will be better, but
it could provide easily obtained
brain measurements that would
be helpful and possibly used in
tandem with clinical
observations and other EEG
measurements," notes
Swann….Raed More

DASH diet reduced heart failure risk 'by almost half' in people under 75
Sticking to a plant-rich diet
that can reduce high blood
pressure may also lower the risk
of heart failure in people under
the age of 75.
This was the conclusion of a
study that a team at Wake Forest
School of Medicine in WinstonSalem, NC, led to assess the
impact of the Dietary
Approaches to Stop
Hypertension (DASH) eating
plan on heart failure.
They report their findings in a
paper that now features in
the American Journal of
Preventive Medicine.
According to figures from
the Centers for Disease
Control and Prevention
(CDC), ther e ar e around 5.7
million adults with heart failure
in the United States.
The condition arises when the
heart continues to beat but
cannot pump blood as well as it

should.
The result is that
organs and tissues do
not get the oxygen and
nutrients they need to
function properly and remain
healthy.
"Heart failure is a frequent
cause of hospitalization in older
adults and is associated with
substantial healthcare costs, so
identifying modifiable risk
factors [for] heart failure is an
important public health goal,"
says lead study author Dr.
Claudia L. Campos, an associate
professor of general internal
medicine at Wake Forest School
of Medicine.
DASH eating plan can lower
blood pressure
The DASH eating plan is high
in fruits, vegetables, and whole
grains, as well as beans, nuts,
low-fat or fat-free dairy, poultry,
fish, and vegetable oils.

It is low in saturated
fats, full-fat dairy, fatty
and red meats, salt,
sugary drinks, sweets,
and tropical oils such as
those from coconut and palm.
Some previous studies have
shown that the DASH diet can
lower blood pressure and lowdensity lipoprotein, or
"bad," cholesterol.
The National Institutes of
Health (NIH) promote DASH
as part of a "heart-healthy
lifestyle" that includes
exercising, maintaining a
healthy weight, not drinking
too much alcohol, managing
stress, not smoking, and
sleeping well.
Although much of it is similar
to the Mediterranean diet,
DASH differs in that it
emphasizes low-fat dairy and
completely excludes alcohol.
The new investigation follows

another that also reported that a
plant-based diet could cut the
risk of heart failure. However,
that study focused on people
who were aged 45, on average,
while the new one examined
older adults.
The researchers analyzed
records from The Multi-Ethnic
Study of Atherosclerosis
(MESA), which enrolled men
and women at six clinics in
different universities across the
U.S.
DASH effective for
those under 75
The participants were aged 45
–84 when they joined in 2000–
2002. None had any
cardiovascular diseases at that
time. MESA tracked them from
that point, noting any incidences
of cardiovascular health
conditions, including heart
failure….Read More
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Senior Falls a Key Factor for Hospital Readmission
Fall-related injuries are a
major reason why seniors are
readmitted to the hospital within
a month after being discharged,
a new study finds.
"Falls are a trifecta in terms of
reasons why they need an
increased focus," said principal
investigator Geoffrey Hoffman,
an assistant professor in the
University of Michigan's School
of Nursing. "They are highly
prevalent, cause a lot of damage,
including death, and they are
preventable."
The analysis of two years of
data showed that the overall
U.S. hospital readmission rate
among people 65 and older was
14%, with rates of 16% among

those with mental
impairment and 13%
among those with a
previous fall injury.
Overall, fall-related
injuries within a month of
hospital discharge were the
third-leading cause of
readmission. The risk was
higher among patients already
considered to be at risk for falls,
and those who were discharged
to their homes or home health
care.
Fall-related injuries were the
second-leading reason for
readmission among patients with
mental impairment whose initial
hospitalization was fall-related.
Falls were the leading reason

for readmission among
patients whose initial
hospitalization was fallrelated and who were
discharged to home,
even if they had home health
care.
The University of Michigan
study suggests that by providing
personalized fall prevention
instruction before discharge,
especially for at-risk patients,
hospitals could improve older
patients' recovery and mobility,
according to Hoffman.
"However, fall prevention is
being left out of the discharge
planning conversation and that
needs to change," he said in a
university news release.

Proper education is crucial,
agreed study senior author
Lillian Min, an associate
professor of geriatrics and
palliative medicine.
"Discharge planners, doctors,
patients and families should
develop a personalized plan to
balance increased mobility and
fall prevention," she said. This
can include community-based
programs, home modifications
and education.
The findings were published
May 24 in the journal JAMA
Network Open.
More information
The U.S. National Institute on
Aging has more about fall
prevention.

Take a New View of Aging
The way you view aging can
affect how well you manage
stress.
Older people who see aging
negatively have stronger
(negative) emotional reactions to
day-to-day stresses, while such
events have little effect on the
moods of adults who are more
positive about getting older.
Their sunny outlook acts as a
buffer against little annoyances.
That's not all. People who
carry negative views also have
lower levels of satisfaction and
well-being. And they're more

likely to be hospitalized
or die young, according
to research published in
the Journal of
Gerontology:
Psychological Sciences.
Surveys by the nonprofit West
Health Institute and the National
Opinion Research Center
(NORC) at the University of
Chicago found that the time to
gain a positive perspective on
aging is early in life -- your 30s
and 40s. This is when many
people start to have general
concerns about the future, such

as facing health and
financial issues,
developing memory
problems and losing their
independence.
The survey found increasing
worry among younger people
that government programs don't
-- and won't -- do enough for
seniors.
What can you do to ward off
such worries? Stay on top of
lifestyle habits that help you
avoid serious health threats, like
diabetes and heart disease, and
that maintain mental sharpness.

These include eating a healthful
diet, doing regular exercise and
getting enough sleep.
But beyond activities that
benefit your physical side, add
in those that boost mental
health. Consider volunteering to
develop "emotional capital," as
in mentoring programs that
allow you to share what you've
learned in life with the next
generation.
More information
Read more about the
NORC survey findings through
reports posted on its website.

Most nursing homes are not adequately staffed, new federal data says
Most nursing homes had fewer
nurses and caretaking staff than
they had reported to the
government, according to new
federal data, bolstering the longheld suspicions of many families
that staffing levels were often
inadequate.
The records for the first time
reveal frequent and significant
fluctuations in day-to-day
staffing, with particularly large
shortfalls on weekends. On the
worst-staffed days at an average
facility, the new data show, on-

duty personnel cared
for nearly twice as
many residents as
they did when the
staffing roster was
fullest.
The data, analyzed by Kaiser
Health News, come from daily
payroll records Medicare only
recently began gathering and
publishing from more than
14,000 nursing homes, as
required by the Affordable Care
Act of 2010. Medicare
previously had been rating each

facility’s staffing levels
based on the homes’
own unverified
reports, making it
possible to game the
system.
The payroll records provide
the strongest evidence that, over
the past decade, the
government’s five-star rating
system for nursing homes often
exaggerated staffing levels and
rarely identified the periods of
thin staffing that were common.
Medicare is now relying on the

new data to evaluate staffing, but
the revamped star ratings still
mask the erratic levels of people
working from day to day.
At the Beechtree Center for
Rehabilitation & Nursing here,
Jay Vandemark, 47, who had a
stroke last year, said he often
roams the halls looking for an
aide not already swamped with
work when he needs help putting
on his shirt.
Especially on weekends, he
said, “it’s almost like a ghost
town.” ...Read More
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Only healthier living can slow the deadly march of Alzheimer's disease
“The man I live with is not the
man I fell in love with and
married,” Meryl Comer wrote in
an essay in AARP magazine
back in 2014. “My physician
husband, with his athletic torso
and steely blue eyes, has slowly
been robbed of something we all
take for granted: the ability to
navigate the mundane activities
of daily living—bathing,
shaving, dressing and using the
bathroom. ... His eyes are vacant
and unaware, as if an internal
window shade has been drawn.”
Comer, the president and
CEO of the Geoffrey
Beene Alzheimer’s Initiative,

has been lifting the
shade on the subject
since her husband’s
diagnosis, raising
awareness about one
of the deadliest—and
costliest—diseases in America.
And the world.
Alzheimer's is the sixthleading cause of death in
America, according to the
Centers for Disease Control. A
staggering 1 in 3 seniors die
with some form of dementia,
says the Alzheimer's
Association, and the disease
kills more people than prostate
and breast cancer combined.

“This will be our
epidemic,” Comer
told Our American
Stories, a nationally
syndicated
radio show. “This is
the dark side of longevity. It’s
like being a witness to the
future. I’m afraid for all of us.”
Comer is right. With the aging
of baby boomers, the number of
Americans aged 65 and older
with Alzheimer’s is expected to
rise dramatically, to over 13.8
million, by 2050, with some
estimates reaching as high as 16
million.
The human cost is

incalculable. But the cost to the
health care system is not. This
year, Alzheimer’s is projected to
cost the American people a
staggering $290 billion, with
Medicare and Medicaid picking
up nearly 70 percent of the tab.
By 2050, that number will rise
to $1.1 trillion.
Comer’s book, Slow Dancing
With a Stranger: Lost and
Found in the Age of
Alzheimer’s, is a harrowing tale
of the disease and the havoc it
wreaks on the lives of patients.
And their caregivers….Read
More

How does Medicare cover vaccines?

Dear Marci,
I have Medicare, and my doctor
has recommended getting
several vaccines in the coming
year. How will Medicare cover
these vaccines?
Lorelai (Lancaster, PA)
Dear Lorelai,
Vaccines that you r eceive in an
outpatient setting may be
covered by Medicare Part B or
Part D. Part D covers most
vaccines that your doctor
recommends you get, with a
few exceptions (see below). Part
D plans must include most
commercially available vaccines
on their formularies, including
the vaccine for shingles (herpes
zoster).
The amount you pay for your
vaccine may vary depending on
where you are vaccinated. Make
sure to check your plan’s
coverage rules and see where
you can get your vaccine at the
lowest cost. Typically, you will
pay the least for your
vaccinations at:
In-network pharmacies
A doctor’s office that
Coordinates with a pharmacy

to bill your Part D plan for the
entire cost of the vaccination
process (the drug and its
injection)
Or, can bill your plan directly
for the vaccination process using
an electronic billing system
When you are vaccinated in
either of the above settings, you
should only need to pay the
plan’s approved coinsurance or
copay for the drug and
vaccination process. When you
get a vaccine, ask the provider to
call your Part D plan first to find
out if your provider can bill your
Part D plan directly. If this is
possible, you should not have to
pay the full out-of-pocket cost
and later request reimbursement
from your plan.
If you have Extra Help, the
federal program that helps pay
for some to most of the out-ofpocket costs of Medicare
prescription drug coverage, you
can go to any provider or innetwork pharmacy to get
vaccines. You will be covered
for your vaccination and will
only be responsible for the Extra
Help copay. However , if you
get your vaccine from a provider
who does not directly bill your
plan, you may need to pay the
entire bill up front and then
request reimbursement from your
plan.

Part B cover s the vaccines
for the flu, pneumonia, and
hepatitis B in the following
situations:
 Flu: Par t B cover s one flu
shot every flu season. The flu
season runs from November
through April. Depending on
when you choose to get your
flu shot, Medicare may cover a
flu shot twice in one calendar
year. For example, if you get a
shot in January 2019 for the
2018/2019 flu season, you
could get another shot in
October 2019 for the
2019/2020 flu season.
 Pneumonia: Par t B cover s
two separate pneumonia
vaccines. Part B covers the
first shot if you have never
received Part B coverage for a
pneumonia shot before. You
are covered for a different,
second vaccination one year
after receiving the first shot.
You are not required to
provide a vaccination history
when receiving the pneumonia
vaccine. You can verbally tell
the health care professional
administering the shot if/when
you have received past shots.
 Hepatitis B: Medicare Part B
covers the hepatitis B vaccine
if you are at medium or high
risk for hepatitis B (If you are
at a low risk, the shot will be

covered under Part D).
If you qualify for Part B
coverage of a flu, pneumonia, or
hepatitis B shot, Original
Medicare covers these
vaccinations at 100% of the
Medicare-approved amount
when you receive the service
from a participating provider.
This means you pay nothing (no
deductible or coinsurance).
Medicare Advantage Plans are
required to cover these vaccines
without applying deductibles,
copayments, or coinsurance
when you see an in-network
provider and meet Medicare’s
eligibility requirements for the
service.
Part B also covers certain
vaccines after you have been
exposed to a dangerous virus or
disease. For example, Part B will
cover a tetanus shot if you step
on a rusty nail, or a rabies shot if
you are bitten by a dog. Original
Medicare covers 80% of the
Medicare approved amount for
these vaccines after you meet the
Part B deductible, and you will
be responsible for a 20%
coinsurance charge. If you have
a Medicare Advantage Plan,
contact your plan to learn about
the cost-sharing for vaccines like
these.
-Marci
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