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States bring price fixing suit against generic drug makers 

 BOSTON (AP) — Attorneys 

general from more than 40 states 

are alleging the nation’s largest 

generic drug manufacturers 

conspired to artificially inflate 

and manipulate prices for more 

than 100 different generic drugs, 

including treatments for 

diabetes, cancer, arthritis and 

other medical conditions. 

The lawsuit, filed in federal 

court in Connecticut on Friday, 

also names 15 individual senior 

executives responsible for sales, 

marketing and pricing. 

Connecticut Attorney General 

William Tong, a Democrat, said 

investigators obtained evidence 

implicating 20 firms. 

“We have hard evidence that 

shows the generic drug industry 

perpetrated a multibillion dollar 

fraud on the American 

people,” Tong said. 

“We have emails, text 

messages, telephone 

records and former company 

insiders that we believe will 

prove a multi-year conspiracy to 

fix prices and divide market 

share for huge numbers of 

generic drugs.” 

Tong said the investigation 

had uncovered a primary reason 

why the cost of health care — 

and specifically generic 

prescription drugs — has been 

so high in this country. 

The surging prices of 

prescription drugs have drawn 

the attention of a number of 

politicians across the political 

spectrum from President Donald 

Trump to liberal Democratic 

presidential candidate 

Sen. Elizabeth Warren 

of Massachusetts. 

The new court suit was 

the second that has been filed in 

the investigation. The first, filed 

in 2016, named 18 corporate 

defendants and two individual 

defendants. Two former drug 

company executives entered into 

settlement agreements and are 

cooperating with the attorneys 

general in the investigation. 

A spokesman for one of the 

companies named in the suit, 

Teva Pharmaceuticals USA Inc., 

a wholly owned subsidiary of 

Israeli-based Teva 

Pharmaceuticals Industries Ltd, 

said Teva hasn’t engaged in any 

conduct that would lead to civil 

or criminal liability. 

A spokesman for one of the 

companies named in the suit, 

Teva Pharmaceuticals USA Inc., 

a wholly owned subsidiary of 

Israeli-based Teva 

Pharmaceuticals Industries Ltd, 

said Teva hasn’t engaged in any 

conduct that would lead to civil 

or criminal liability. 

“The allegations in this new 

complaint, and in the litigation 

more generally, are just that — 

allegations,” Kelley Dougherty, 

a Teva vice president, said in a 

statement Saturday. “The 

company delivers high-quality 

medicines to patients around the 

world and is committed to 

complying with all applicable 

laws and regulations in doing 

so.”...Read More 

 

How Obamacare, Medicare And ‘Medicare For All’ Muddy The Campaign Trail 

The health care debate has 

Democrats on Capitol Hill and 

the presidential campaign trail 

facing renewed pressure to make 

clear where they stand: Are they 

for “Medicare for All”? Or will 

they take up the push to protect 

the Affordable Care Act? 

Obamacare advocates have 

found a powerful ally in House 

Speaker Nancy Pelosi, who in a 

recent “60 

Minutes” appearance said that 

concentrating on the health law 

is preferable to Medicare for All. 

She argued that since the ACA’s 

“benefits are better” than those 

of the existing Medicare 

program, implementing 

Medicare for All would mean 

changing major provisions of 

current Medicare, which covers 

people 65 and up as well as 

those with disabilities. 

This talking point 

— one Pelosi 

has used before — 

seems tailor-made for 

the party’s establishment. It’s 

politically palatable among 

moderates who believe that 

defending the ACA’s popular 

provisions, such as protecting 

coverage for those with 

preexisting conditions, fueled 

the Democrats’ House takeover 

in 2018. 

Progressive Democrats argue 

that the time has come to 

advance a far more disruptive 

policy, one that guarantees 

health care to all Americans. 

Those dynamics were on full 

display on Capitol Hill, as 

recently as an April 30 Medicare 

for All hearing. 

But this binary view 

— Medicare (and, for 

argument’s sake, 

Medicare for All) 

versus Obamacare — 

oversimplifies the issues and 

distracts from the policy 

proposals. 

“It’s sort of a silly argument,” 

said Robert Berenson, a health 

policy analyst at the Urban 

Institute, of Pelosi’s talking 

point. “She’s trying to argue the 

Affordable Care Act needs to be 

defended, and Medicare for All 

is a diversion.” 

As the debate continues, one 

point should be clear: Medicare 

for All would not look like the 

ACA or like Medicare today. 

Instead, it — or any other single-

payer system — would 

drastically change how 

Americans get health care. 

Analyzing Medicare Isn’t That 

Helpful In Understanding 

‘Medicare For All’ Proposals. 
Medicare for All is 

complicated, analysts noted, and 

the phrase is often deployed to 

mean different things, depending 

on who is speaking. 
What’s clear is that the 

“Medicare” described in Sen. 

Bernie Sanders’ (I-Vt.) 

legislation — the flagship 

Medicare for All proposal — 

would create a health program 

far more generous than 

traditional Medicare’s current 

benefit, or even the vast majority 

of health plans made available 

through the ACA. ...Read More 
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While most people newly 

eligible for Medicare are 

automatically enrolled in Part 

B—because they are collecting 

Social Security retirement 

benefits at age 65—a growing 

number are not, as they are 

working later in life and 

deferring their Social Security 

benefits. Unlike those who are 

auto-enrolled in Part B, these 

individuals must make an active 

Medicare enrollment choice, 

taking into consideration 

specific timelines and existing 

coverage. 

Currently, far too many people 

make honest mistakes when 

trying to understand and 

navigate this confusing 

enrollment system. The 

consequences of Part B 

enrollment 

mistakes are 

significant—

including late 

enrollment penalties, higher out-

of-pocket health care costs, gaps 

in coverage, and barriers to 

accessing needed services. In 

2018, an estimated 760,000 

people with Medicare were 

paying a Part B Late Enrollment 

Penalty (LEP), with the average 

LEP amounting to nearly a 28% 

increase in their monthly 

premium. 

The Beneficiary Enrollment 

Notification and Eligibility 

Simplification (BENES) Act (S. 

1280/H.R. 2477), championed 

by Senators Todd Young (R-IN) 

and Bob Casey (D-PA) and 

Representatives Raul Ruiz (D-

CA), Jackie 

Walorski (R-IN), 

Brad Schneider 

(D-IL), and Gus 

Bilirakis (R-FL), would help 

prevent these costly errors. It 

would ensure that people 

approaching Medicare 

eligibility receive clear and 

timely information about 

Medicare Part B enrollment 

rules. It would also simplify 

Part B enrollment periods, 

bringing them in line with 

Medicare Advantage and Part D 

prescription drug plans to 

reduce confusion, and improve 

transitions to Medicare by 

eliminating needless gaps in 

coverage. 

People with Medicare call the 

Medicare Rights Center’s 

National Consumer Helpline 

every day because they are 

confused about whether they 

need to enroll in Part B, or they 

made a mistake and are now 

struggling with lifetime 

penalties or gaps in their health 

coverage. The BENES Act 

would make the Medicare Part 

B enrollment system much 

easier to navigate and better 

equip people approaching 

Medicare eligibility with the 

information they need to make 

optimal coverage choices. These 

long overdue reforms will 

improve the health and financial 

security for millions of current 

and future Medicare 

beneficiaries.” 

View our BENES 

Act fact sheet. 

Medicare Rights Applauds the Introduction of the Bipartisan BENES Act 

Stop Freaking Out About Social Security  

 

A new issue brief from the 

Kaiser Family Foundation 

indicates that people with 

Medicare who choose Medicare 

Advantage (MA) plans have 

lower Medicare spending and 

use fewer services relative to 

their peers with Original 

Medicare, even before they 

enroll in MA. 

By comparing average 

Medicare (Part A and Part B) 

spending and use of services for 

people with Original Medicare 

who switched to an MA plan in 

2016 with those who did not, the 

report finds that those who 

switched spent 13% less 

($1,253, on average) in 2015 

than those who stayed in 

Original Medicare. When Part D 

spending is 

included, this 

difference grows to 

15%. Similar 

differences in 

spending were found across all 

demographics and chronic 

conditions, even after adjusting 

for health risk factors. 

These results have significant 

policy implications. They not 

only suggest that favorable self-

selection into MA plans is 

occurring—again raising 

questions as to why higher 

utilizers of care are less likely to 

choose MA—but also 

demonstrate the possible need 

for significant reforms within the 

MA payment system. 

Currently, Medicare payments 

to MA plans are 

based on Medicare 

spending by similar 

people in Original 

Medicare. However, 

if MA enrollees use fewer 

services and have lower 

Medicare spending relative to 

this group before they enroll in 

MA, then this payment structure 

is deeply flawed—resulting in 

excessive overestimations of 

MA enrollee costs and 

unsustainable overpayments to 

MA plans. 

The potential consequences of 

such systemic inaccuracies are 

staggering. If the observed 

trends continue, overpayments 

could cause billions of dollars in 

excess Medicare spending over a 

ten-year period. For example, if 

the average Medicare spending 

difference ($1,253) were applied 

to just 10% of all MA enrollees 

in 2016 (1.8 million people) it 

would amount to more than $2 

billion in excess spending in that 

one year alone. 

The Medicare Rights Center 

urges policymakers to ensure the 

accuracy of Medicare payments 

to plans on behalf of current and 

future MA beneficiaries. With 

more than 20 million people 

with Medicare enrolled in MA 

and Medicare payments to plans 

projected to reach $250 billion in 

2019, the time for further 

exploration and solutions is now. 

 

Read the KFF brief. 

Issue Brief Shows People in Medicare Advantage Plans Spend Less on Medicare 

At What Cost 

By Bloomberg 
Click here to view video 
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Price Check On Drug Ads: Would Revealing Costs Help Patients Control Spending? 

[Editor’s note: The Trump administration on May 8 finalized its rule requiring drugmakers to include price information in 

television ads for any products that cost $35 or more a month or spanning a typical course of therapy. The move comes amid 

growing federal and state interest in price transparency, although whether it will result in lower prices is uncertain. Here’s a story 

originally published on June 6, 2018 that explores some of the issues.]  

President Donald Trump wants to control spending on drugs. One of his big ideas: include prices in advertisements, just like warnings 

about side effects. 

That’s not as simple as it sounds. 

Apart from legal questions about whether the Food and Drug Administrationhas the author ity to require pr icing in ads, other  

uncertainties arise. 

For example, what is the right number to use? 

There is a dizzying array of ways to look at drug prices, including average wholesale and average sales prices. 

And dosage factors in. Would the price be pegged to a monthly cost? A per-dose cost? Or, even more inscrutable, a “unit cost,” which 

may not equal a single dose? 

A final complication: The prices likely would not be what most consumers actually pay. 

Most patients with insurance typically shell out either a flat-dollar copayment or a percentage of the drug’s cost. Some patients get 

coupons that can reduce their cost to zero. 

An FDA working group is currently studying these issues. 

Still, we wondered how drug prices pinned to ads might look, hypothetically. 

We picked the top 10 most-advertised drugs by spending, courtesy of a list from Kantar Media, which advises clients on advertising 

and tracks spending, and showed how much each drug company spent last year on those ads. Another consulting group, Connecture, 

then figured the typical monthly costs, based on average wholesale prices. Those costs are based on typical dosages. 

 

Here’s what we found: 
  

 

Drug: Humira 

Company: AbbVie 

Monthly cost: $5,846.44 

Typical regimen: 40 mg every 

other week by injection 

2017 advertising: $429 million 

Treats: Rheumatoid arthritis, 

chronic plaque psoriasis, 

Crohn’s disease  

Drug: Lyrica 

Company: Pfizer 

Monthly cost: $1,070.15 

Typical regimen: 300 mg per 

day in pill form 

2017 advertising: $350 million 

Treats: Fibromyalgia, diabetic 

nerve pain, spinal cord injury 

nerve pain and pain after 

shingles  

Drug: Xeljanz 

Company: Pfizer 

Monthly cost: $4,914.77 

Typical regimen: 5 mg twice 

daily in pill form 

2017 advertising: $273 million 

Treats: Rheumatoid arthritis, 

psoriatic arthritis  

Drug: Eliquis 

Company: Bristol-Myers 

Squibb 

Monthly cost: $502.84 

Typical regimen: 5 mg twice 

daily in pill form 

2017 advertising: $227 million 

Treats: Prevention of stroke and 

blood clots  

Drug: Keytruda 

Company: Merck 

Monthly cost: $8,369.36 

Typical regimen: 200 mg every 

three weeks by infusion 

2017 advertising: $209 million 

Treats: Melanoma, non-small 

cell lung cancer and other 

cancers  

Drug: Taltz 

Company: Eli Lilly 

Monthly cost: $6,193.92 

Typical regimen: 80 mg every 

four weeks by injection 

2017 advertising: $207 million 

Treats: Plaque psoriasis, active 

psoriatic arthritis  

Drug: Chantix 

Company: Pfizer 

Monthly cost: $515.89 

Typical regimen: 1 mg twice 

daily in pill form 

2017 advertising: $207 million 

Treats: Aid in smoking 

cessation  

Drug: Trulicity 

Company: Eli Lilly 

Monthly cost: $876.24 

Typical regimen: 0.75 mg once 

weekly by injection 

2017 advertising: $195 million 

Treats: Type 2 diabetes  

Drug: Cosentyx 

Company: Novartis 

Monthly cost: $11,309.72 

Typical regimen: 300 mg every 

four weeks by injection 

2017 advertising: $174 million 

Treats: Plaque psoriasis, 

psoriatic arthritis, ankylosing 

spondylitis  

Drug: Entresto 

Company: Novartis 

Monthly cost: $555.91 

Typical regimen: 97 mg/103 

mg twice daily in pill form 

2017 advertising: $159 million 

Treats: Chronic heart failure  

Sources: Kantar Media, Connecture 

Graphic presentation by producer Lydia Zuraw. 

KHN’s coverage of prescription drug development, costs and pricing is 

supported in part by the Laura and John Arnold Foundation 
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CBO report lays out a framework for thinking about Medicare for all 

Union Plus, Working Hard for Union Families Sine 1986 

 

STANDING UP FOR  

UNION MEMBERS & THEIR FAMILIES 

ACTIVE OR RETIRED 
 

Click here to see the benefits that are available to 

Alliance for Retired Americans members 

On Wednesday, May 1, 

the Congressional Budget 

Office (CBO)a repor t on 

Medicare for All. The report 

looks at the many factors at 

play if the US were to 

transition to Medicare for all. 

Rather than express a view on 

whether Medicare for all could 

reduce national health care 

spending and guarantee 

Americans access to good care, 

it lays out a framework for 

thinking about a successful 

Medicare for all system. 

The CBO considered a 

number of the design 

considerations and choices 

involved in  moving to a 

single-payer Medicare for all 

system. CBO looked at seven 

variables: Administration, 

Eligibility and financing, 

Covered services and 

financing, Role of current 

systems, Provider roles and 

rules, Payment rates, Cost 

containment and financing. 

CBO is clear that Medicare 

for all would guarantee 

coverage to everyone in the 

US. Today, the government 

pays for slightly over half of 

our $3.5 trillion health care 

spending.  Still, about 29 

million Americans are 

uninsured, about 11 percent of 

the population and millions 

more are underinsured. 

As health economist Robert 

Pollinout 

in CommonDreams, CBO 

also recognizes that a Medicare 

for all system would end 

turnover in our health care 

system, allowing the system to 

invest in the long-term health 

care needs of Americans. 

“Unlike private insurers, 

which can experience 
substantial enrollee turnover 

over time, a 

single-payer 
system without 

that turnover 

would have a 
greater incentive 

to invest in 
measures to 

improve people’s 

health and in 
preventive 

measures that 
have been shown 

to reduce costs.” 

The CBO posits 

that the federal 

government could 

administer Medicare for all in 

the same way to administers 

Medicare today. Or, it could 

delegate that authority to the 

states. Since many states lack 

the skill and the resources to 

administer a single-payer 

program, and if the Affordable 

Care Act is any indicator, the 

will to do so, delegating to the 

states could jeopardize care for 

millions of Americans. It 

would also add to the 

bureaucracy. 

The CBO did not offer cost 

estimates for different designs 

since there are so many 

variables. It explains that costs 

will vary depending upon how 

Medicare for all ultimately 

looks. But, it points out that 

Medicare for all would give 

policymakers tools for reining 

in costs not currently available 

to them. 

“In addition to those design 
choices, policymakers could 

consider using two other 
techniques to contain the 

growth of government 

spending on the single-payer 
plan and total health care 

spending: global budgets and 

utilization management.” 
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Medicare Medical Savings Accounts could cost you thousands  

The Money And Politics Of Prescription Drugs: What You Need To Know 
If there’s one area of health 

care where Republicans and 

Democrats might strike a deal, 

it’s prescription drugs. 

President Donald Trump has 

floated a plan to cut drug 

prices. Democratic and 

Republican ideas abound in 

Congress, where lawmakers 

have put more than 40 bills on 

the table. In 2018, 39 states 

passed 94 laws targeting 

pricing and costs. Florida’s 

House recently approved a 

move backed by the state’s 

Republican governor to allow 

imports from Canada. So far, 

Vermont is the only state to 

take that step. 

Why do prescription drugs 

draw so much attention? 

Because millions of Americans 

rely on them, and 8 out of 10 

say the cost is 

“unreasonable.” 

America spends 

about $460 billion a 

year on these drugs, 

roughly as much as 

the combined 

revenues of the top 

three car makers. 

That spending flows mainly 

in two ways: retail drugs sold at 

pharmacies, and drugs provided 

by doctors and other clinicians 

at hospitals, outpatient clinics 

and long-term care centers. 

Retail drugs account for about 

10% of all health care 

spending. The doctor-

administered drugs add about 

another 6% to 7%. 

Tracking the money 

challenges the savviest of 

analysts. Between the 

drugmakers and the patients lie 

an array of middlemen, who 

end up masking the true prices 

through discounts to one 

another and rebates 

to patients. 

Here are a few 

benchmarks to help 

you navigate the 

realm of prescription 

drugs. 

Out-Of-Pocket Costs 
With all the focus on 

affordability, it’s worth noting 

that about a third of all retail 

prescriptions come at no cost to 

the patient. Another half have 

an out-of-pocket cost of under 

$10. In recent years, the 

average out-of-pocket cost has 

fallen from about $10 to a bit 

over $8. 

There are several reasons, 

including company rebates, 

better drug cost protections 

through the Affordable Care 

Act, and greater use of generic 

drugs, which are cheaper than 

brand-name drugs protected by 

patent. 

But just because the pressure 

has eased on average doesn’t 

mean the financial burden isn’t 

intense for the relative few. A 

small number of people and 

prescriptions accounted for a 

huge share of the estimated 

total out-of-pocket costs of 

$57.8 billion in 2017. 

The Federal Bill Grows 
Even if most individuals are 

cushioned from rising drug 

prices, taxpayers, through the 

federal government, are not. 

Spending skyrocketed after the 

Medicare Part D prescription 

drug benefit took effect in 2006 

and has continued to rise 

rapidly since…...Read More 

and see charts on this issue. 

If you’re thinking about 

signing up for a Medicare 

Medical Savings Account 
(MSA) plan, you might want 

to think again. A Medicare 

MSA plan–sometimes called a 

high-deductible health plan–is a 

type of private Medicare 

Advantage plan that can 

require you to spend thousands 

of dollars out of pocket before 

it will cover your health care. 

While your health plan sets 

aside some money in a Medical 

Savings Account to cover some 

of your healthcare expenses, it 

is likely far less than you will 

need to pay before your health 

plan will begin covering your 

care. 

Unless you have thousands of 

dollars to spend out of pocket 

on health care, you may be 

gambling with your health in a 

MSA plan or going into 

medical debt. If you can’t 

afford the high deductible, you 

may end up needing to forgo 

care. Even if you’re healthy 

today, keep in mind that 

insurance should 

protect you from 

unforeseeable 

health care needs, 

injuries or illnesses 

you never 

expected. 

If you want to be sure that 

you can get the care you need 

when you need it, you are 

likely to be far better off 

getting traditional 

Medicare with supplemental 

insurance to fill the gaps.  Here 

are five reasons why. 

 The Medicare Medical 

Savings Account plan 

deductible (or amount you 

must pay out of pocket before 

your coverage begins) could 

be $4000 or more.  While 

your health plan will put 

some money into your MSA 

to cover a part of the 

deductible, it could be as 

little as $1000 or less. So, 

you could pay $3000 of your 

own money on top of the 

money in the MSA to reach 

the deductible and receive 

coverage from your 

plan. 

 If you spend the 

money in your 

Medical Savings 

Account on health-

care services Medicare does 

not cover, such as dental care 

or vision care, the costs will 

not count towards your 

deductible. 

 You may find that the 

Medicare Medical Savings 

Account plan delays or 

denies coverage for care 

your doctor says you need. 

 You will need to pay for a 

Medicare Part D prescription 

drug plan unless you have 

drug coverage through 

another source. 

 Before your coverage kicks 

in, you can see any doctor 

that takes Medicare and pay 

with the money in your 

MSA. But, if you need a few 

thousand dollars worth of 

care, you will likely need to 

spend a bunch of your own 

money before your coverage 

kicks in.  And, if you are in a 

serious accident or diagnosed 

with a costly condition, you 

will need to make sure the 

doctors and hospitals you use 

are willing to accept payment 

from your Medical Savings 

Account health plan. 

While people with employer 

coverage are seeing huge 

increases in their 

deductibles and often have no 

choice but to accept them, 

people with Medicare can avoid 

them and likely should. 

NB: People with Medicaid, 

Veterans’ Benefits, Federal 

Employee Health Benefits and 

many types of employer and 

retiree coverage cannot join a 

Medicare Medical Savings 

Account plan.  And, people in a 

Medicare Medical Savings 

Account Plan will not be able 

to use Medicare supplemental 

insurance or most other 

insurance to fill coverage gaps 

in the plan. 
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.People on Medicare can 

choose coverage from either 

traditional Medicare or 

Medicare Advantage plans, 

typically trading off broad 

access to providers for 

potentially lower premiums and 

out-of-pocket costs. 

Beneficiaries who choose 

Medicare Advantage may differ 

from those in traditional 

Medicare in both measurable 

and unmeasurable ways, which 

may influence their use of 

services and spending. Yet, 

Medicare payments to Medicare 

Advantage plans per enrollee 

are based on average spending 

among beneficiaries in 

traditional Medicare. 

This analysis looks at whether 

beneficiaries who choose to 

enroll in Medicare Advantage 

plans have lower spending, on 

average – before they enroll in 

Medicare Advantage plans – 

than similar people who remain 

in traditional Medicare. We 

compare average traditional 

Medicare spending and use of 

services in 2015 among 

beneficiaries who switched to 

Medicare Advantage plans in 

2016 with those who remained 

in traditional Medicare that year, 

after adjusting for health risk. 

We adjust Medicare spending 

values for health conditions and 

other factors, with a model 

similar to the CMS HCC Risk 

Adjustment Model that is used 

to adjust payments to Medicare 

Advantage plans (see Methods). 

Key Findings 

People who switched from 

traditional Medicare to 

Medicare Advantage in 2016 

spent $1,253 less in 2015, on 

average, than beneficiaries who 

remained in traditional 

Medicare, after adjusting for 

health risk (ES Figure). 

 Even among traditional 

Medicare beneficiaries with 

specific health conditions, 

those who shifted to Medicare 

Advantage in 2016 had lower 

average spending in 2015, 

including people with diabetes 

($1,072), asthma ($1,410), 

and breast or prostate cancer 

($1,517). 

 Even after risk adjustment, the 

results indicate that 

beneficiaries who choose 

Medicare Advantage have 

lower Medicare spending – 

before they enroll in Medicare 

Advantage plans – than 

similar beneficiaries who 

remain in traditional 

Medicare, suggesting that 

basing payments to plans on 

the spending of those in 

traditional Medicare may 

systematically overestimate 

expected costs of Medicare 

Advantage enrollees. 

Do People Who Sign Up for Medicare Advantage  

Plans Have Lower Medicare Spending?  

Addiction Medicine Mostly Prescribed To Whites, 

Even As Opioid Deaths Rose Among Blacks 

White drug users addicted to 

heroin, fentanyl and other 

opioids have had near-exclusive 

access to buprenorphine, a drug 

that curbs the craving for 

opioids and reduces the 
chance of a fatal overdose. 

That’s according to a study out 

Wednesday from the University 

of Michigan. It appears in 

JAMA Psychiatry. 

Researchers reviewed two 

national surveys of physician-

reported prescriptions. From 

2012 to 2015, as overdose 

deaths surged in many states so 

did the number of visits during 

which a doctor or nurse 

practitioner prescribed 

buprenorphine, often referred to 

by the brand name Suboxone. 

The researchers assessed 13.4 

million medical encounters 

involving the drug but 

found no increase in 

prescriptions written 

for African Americans. 

“White populations are almost 

35 times as likely to have a 

buprenorphine-related visit than 

black Americans,” said Dr. 

Pooja Lagisetty, an assistant 

professor of medicine at the 

University of Michigan Medical 

School and the study’s lead 

author. 

The dominant use of 

buprenorphine to treat whites 

occurred while opioid overdose 

deaths were rising faster for 

blacks than for whites. 

“This epidemic over the last 

few years has been framed by 

many as largely a white 

epidemic, but we know now 

that’s not true,” Lagisetty said. 

What is true, Lagisetty 

added, is that most of 

the white patients either 

paid cash (40%) or 

relied on private insurance 

(35%) to fund their 

buprenorphine treatment. The 

fact that just 25% of the visits 

were paid for through Medicaid 

and Medicare “does highlight 

that many of these visits could 

be very costly for persons of 

low income,” Lagisetty said. 

Doctors and nurse 

practitioners can demand cash 

payments because there’s a 

shortage of clinicians who can 

prescribe buprenorphine, 

according to Dr. Andrew 

Kolodny, co-director of Opioid 

Policy Research at Brandeis 

University’s Heller School for 

Social Policy and Management. 

Only about 5% of physicians 

have taken the special training 

required to prescribe 

buprenorphine. 

“The few that are doing it are 

really able to name their price, 

and that’s what we’re seeing 

here and that’s the reason why 

individuals with more resources 

— who are more likely to be 

white — are more likely to 

access treatment with 

buprenorphine,” said Kolodny, 

who was not involved in the 

study. 

Kolodny wants the federal 

government to eliminate the 

required special training for 

buprenorphine and a related cap 

on the number of patients a 

doctor can manage on the drug.  

….Read More 
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Three Key Bills Gain Support in Congress  

This week, The Senior 

Citizens League was pleased to 

see support grow for three 

important bills that would 

strengthen the Social Security 

program and reduce prescription 

drug prices for Medicare Part D 

beneficiaries if signed into law. 

First, the bipartisan Social 

 Security Fairness Act (S. 521, 

H.R. 141) gained eight new 

cosponsors in the Senate and the 

House, bringing the cosponsor 

totals up to thirty and 165, 

respectively. The new 

cosponsors are: Senator Dianne 

Feinstein (CA), Senator Kyrsten 

Sinema (AZ), Representative 

Sean Casten (IL-6), 

Representative Susan Davis (CA

-53), Representative Elaine 

Luria (VA-2), Representative 

Colin Allred (TX-32), 

Representative Ed Case (HI-1), 

and Representative Filemon 

Vela (TX-34). 

The Social Security Fairness 

Act, if adopted, would make the 

Social Security program more 

equitable by repealing the 

Windfall Elimination 

Provision (WEP) and 

the Government 

Pension Offset (GPO). 

These two provisions 

of law unfairly cut the Social 

Security benefits of millions of 

teachers, police officers, and 

other state or local government 

employees, often by 40 percent 

or more. By repealing both 

provisions, the Social Security 

Fairness Act would ensure that 

public servants receive the 

Social Security benefits they 

have earned and deserve. 

Second, two new cosponsors 

– Representative Josh Harder 

(CA-10) and Representative 

Abby Finkenauer (IA-1) – 

signed on to the Social Security 

2100 Act (H.R. 860), bringing 

the total up to 205. This bill, if 

adopted, would 

comprehensively strengthen and 

reform the Social Security 

program. 

It would: boost monthly 

Social Security benefits by 2 

percent, improve the adequacy 

of the Social Security 

cost-of-living 

adjustment, create a 

new minimum benefit 

set at 125 percent of 

the poverty line, and cut taxes 

for millions of beneficiaries. To 

cover the cost of these benefit 

enhancements and extend the 

solvency of the Social Security 

Trust Funds for decades to 

come, it would also apply the 

payroll tax to income over 

$400,000 and gradually increase 

the payroll tax rate from 6.2 

percent to 7.4 percent. 

Finally, one new cosponsor – 

Senator Richard Blumenthal 

(CT) – signed on to 

the Medicare Drug Price 

Negotiation Act (S. 99), 

bringing the cosponsor total up 

to eight. If adopted, this bill 

would require the Secretary of 

Health and Human Services to 

negotiate lower prescription 

drug prices on behalf of 

Medicare Part D beneficiaries. 

Under current law, the 

Medicare program is prohibited 

from negotiating prices with 

pharmaceutical companies 

despite the fact that other federal 

health programs are required to 

do so. As a result, older 

Americans enrolled in Part D 

often pay much higher prices 

than other American consumers 

for their prescription drugs. If 

adopted, this bill would lead to 

billions of dollars in savings for 

the Medicare program, and it 

would immediately reduce 

prescription drug prices for 

Medicare Part D beneficiaries. 

The Senior Citizens League 

was pleased to see support grow 

for these three bills this week, 

and we thank the new 

cosponsors for their support. In 

the months ahead, The Senior 

Citizens League will continue to 

advocate for the passage of 

the Social Security Fairness Act, 
the Social Security 2100 Act, 

and the Medicare Drug Price 

Negotiation Act, and we urge 

Congress to enact them this 

year. 

Fraud Prevention Checklist 

   New technology & 

communication, while opening 

the door for many positive 

avenues of progress, also makes 

us more susceptible as targets 

for scammers.  These 

individuals reach out to as many 

people as possible under some 

guise until they find someone 

who falls for their tricks.  The 

range of tricks being used by 

such scammers is always 

growing and evolving.  While 

you cannot know the details of 

each one of them, you can get a 

sense of the general types of 

scams out there. 

Today’s seniors came from a 

generation raised to accumulate 

savings, to trust others, and to 

feel ashamed if they make any 

mistakes that feel “foolish”. 

 Because of their advanced age, 

it may take awhile for seniors to 

remember the events associated 

with the fraud and, 

when they finally do, 

the memories are 

somewhat faded. 

Additionally, because 

advanced age can cause 

increased reliance on caregivers, 

family, and friends, abuse and 

fraud can happen with those 

individuals as well, breaking 

trust and taking advantage of 

need.  The answer is absolutely 

not to resist asking for help, but 

to educate yourself so that you 

can recognize the signs of any 

problems and intervene 

appropriately. 

Based on the National 

Council on Aging’s “Top 10 

Scams Targeting Seniors,” 

we’ve assembled a checklist of 

steps you can take to prevent 

falling prey to fraud. Review 

this list with your loved ones, 

checking off items as you 

complete them and 

making notes for future 

steps.  It might be a 

good idea to print out 

this list and keep it by the 

phone/mail spot in the house. 

On a personal note, this story 

hits very close to home: my 

husband’s grandmother was 
recently conned out of $9,000 

when a caller from Vegas 
pretended to be her grandson – 

with whom she hadn’t spoken on 

the phone for awhile – and 
claimed to have run into some 

financial trouble, such that he 
now needed both a plane ticket 

back home as well as some 

money wired over.  This caller 
begged the grandmother “not to 

tell anyone” about what he was 

going through since it was so 
embarrassing. – MV 

 “Hi Grandma, it’s me…” – 

The Grandparent Scam 

 “I’d like to help you deal with 

your loss…” – Death scams 

 “Let’s reassess your home” – 

Real estate scams 

 “Hi, I’m a Medicare 

Representative…” – Medicare 

fraud 

 “Affordable prescriptions 

available here…” – Drug 

scams 

  “With modern science, who 

needs wrinkles?” Fake anti-

aging products 

 “Update! Click here…” – 

Internet fraud (including 

email/phishing) 

  “I am a Nigerian prince…” – 

Financial schemes 

 “You’ve won the lottery!” 

Contest scams 

 “Hello there, we need your 

help!” – Bogus 

 Telemarketers 

….....Read More 
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 New York's ongoing measles 

epidemic alarmed midtown 

Manhattan resident Deb 

Ivanhoe, who couldn't remember 

whether she'd ever been 

vaccinated as a child. 

So Ivanhoe, 60, sought out her 

long-time primary care doctor, 

who performed an antibody test 

to see whether she had any 

protection against measles. 

To her surprise, the test 

revealed that Ivanhoe had no 

immunity to measles. Her doctor 

quickly gave her a measles 

booster shot. 

"I'm a New Yorker. I'm out 

and about. I take the subway 

every day," Ivanhoe said of her 

concerns. "One of the 

outbreak areas is in 

Williamsburg, 

Brooklyn. I have 

friends in 

Williamsburg. I go to there to 

visit, for dinner. It all becomes 

local." 

Ivanhoe is one of a growing 

number of adults who are 

worried that their immunity 

against measles might have 

lapsed, if they even received a 

vaccination. 

The U.S. Centers for Disease 

Control and Prevention has 

downplayed these concerns, 

saying that only adults in high-

risk groups should talk with 

their doctor about a 

measles vaccination. 

But experts are divided 

on whether the CDC is 

underestimating the 

threat posed by possibly waning 

immunity in adults. 

New outbreaks, new dangers 
There's good reason adults are 

worried. At least 764 cases of 

measles across 23 states have 

been reported so far this year, 

the CDC says. Most cases have 

occurred in unvaccinated groups 

living in communities located on 

either side of the nation, in the 

areas surrounding New York 

City and Portland, Ore. 

The high-risk groups of adults 

who should discuss measles 

vaccination with their doctor 

include international travelers, 

health care workers, and folks 

living in communities that are in 

the throes of an outbreak, Dr. 

Nancy Messonnier, director of 

the CDC's National Center for 

Immunization and Respiratory 

Diseases, said in a media 

briefing last week. 

"Most adults are protected 

against measles. That's what the 

science says," Messonnier said. 

"That includes people who were 

born before measles vaccine was 

recommended, and even folks 

who only got a single 

dose."...Read More 

Do Adults Need a Measles Booster Shot? 

Potentially Blinding Shingles of the Eye on the Rise 

The virus that gave you 

chickenpox as a kid can rise 

again after decades of inactivity 

and inflict a painful, even 

blinding, eye infection in old 

age. 

New research reveals that 

cases of eye-based "shingles" 

have tripled since 2004. 

Exactly what is driving the 

increase remains unclear. What 

is clear, however, is that either of 

two vaccines could prevent many 

cases of shingles. 

The problem? Relatively few 

Americans have been vaccinated. 

"Shingles is a recurrence of 

pre-existing varicella zoster virus 

(VZV) infection, which patients 

likely first got when they had 

chickenpox earlier in life," said 

study lead author Dr. Nakul 

Shekhawat, an ophthalmologist 

with Kellogg Eye Center at the 

University of Michigan in Ann 

Arbor. 

"VZV never completely goes 

away ... but lies 'dormant' in 

some of the deeper nerves of the 

body, and can reactivate years or 

even decades later within the 

territory of those same nerves to 

cause shingles," he explained. 

In fact, roughly 20% 

of shingles cases strike 

nerves around the eye. 

Because the eye has 

"numerous highly 

sensitive nerves," it's 

particularly painful, Shekhawat 

said, and a rash, swelling, 

inflammation and pink eye can 

go along with it. In some cases, 

corneal scarring and blistering 

can result in permanent vision 

loss. 

For their study, he and his 

colleagues analyzed health 

records for 21 million patients. 

They found that from 2004 to 

2016, the rate of eye shingles 

infections rose from under 10 

cases for every 100,000 people 

to more than 30 per 100,000. 

Patients in the study were 

enrolled in the same healthcare 

plan, allowing investigators to 

compare treatment records over 

the 12-year period. 

Although shingles infection 

rates did triple, the researchers 

found that those over age 75 

were at highest risk. Among that 

population, there were 53 cases 

per 100,000, according to the 

study. Whites and women also 

had a higher risk. 

Though shingles can 

strike younger adults, it 

is considered a peril of 

old age, Shekhawat 

said. Nationwide, it 

strikes about 4 in every 1,000 

Americans -- but 10 in 1,000 of 

those over 60. 

While Shekhawat said 

America's aging population is 

probably a factor, it's clear that 

"there's something else going 

on." What that might be is still 

unknown. 

But getting more people 

vaccinated would likely make a 

big difference, he noted, adding: 

"From a public health and 

prevention standpoint, we can do 

much better." 

A two-dose vaccine called 

Shingrix, approved in 2017, can 

prevent 97% of shingles cases, 

and an older vaccine (Zostavax) 

can cut risk by half. 

What's more, even people who 

have had shingles can gain future 

protection by getting vaccinated, 

according to the U.S. Centers for 

Disease Control and Protection 

(CDC). It recommends Shingrix 

for anyone over 50. 

Although vaccination patterns 

for Shingrix have yet to be 

analyzed, Shekhawat said only 

10% to 30% of eligible patients 

have gotten the Zostavax 

vaccine. 

Dr. Thomas Steinemann is a 

clinical spokesman for the 

American Academy of 

Ophthalmology. 

He pointed out that the vaccine 

can't cure shingles or relieve 

symptoms once they develop, so 

people should plan to get the 

shot as a preventive measure, 

before problems begin. 

Treatment can range from eye 

drops and compresses in 

manageable cases to surgery in 

more advanced cases, he said. 

The researchers presented their 

findings last week at a meeting 

for the Association for Research 

in Vision and Ophthalmology in 

Vancouver. Research presented 

at meetings is typically 

considered preliminary until 

published in a peer-reviewed 

journal. 

To learn more about shingles, 

visit the U.S. National Institute 

of Neurological Disorders and 

Stroke.  
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Heartburn or Heart Attack: When to Worry 

You've just eaten a big meal 

and feel a burning sensation in 

your chest. Heartburn, right? 

Probably, but there's a chance 

the chest pain is caused by 

reduced blood flow to your heart 

(angina) or an actual heart 

attack. 

How much do the symptoms 

of heartburn and heart attack 

overlap? 

Heartburn, angina and heart 

attack may feel very much alike. 

Even experienced doctors can't 

always tell the difference from 

your medical history and a 

physical exam. That's why, if 

you go to the emergency room 

because of chest pain, you'll 

immediately have tests to rule 

out a heart attack. 

What's the best thing to do if 

you have chest pain and you're 

not sure what's causing it? 

If you have persistent chest 

pain and you aren't sure it's 

heartburn, call 911 or 

emergency medical help. 

Call your doctor if you had an 

episode of unexplained chest 

pain that 

went away 

within a 

few hours 

and you 

did not 

seek medical attention. Both 

heartburn and a developing heart 

attack can cause symptoms that 

subside after a while. The pain 

doesn't have to last a long time 

to be a warning sign. 

What is heartburn? 

Heartburn is discomfort or 

actual pain caused by digestive 

acid moving into the tube that 

carries swallowed food to your 

stomach (esophagus). 

Typical features of 

heartburn include: 

 Starts as a burning sensation 

in the upper abdomen and 

moves up into the chest 

 Usually occurs after eating or 

while lying down or bending 

over 

 May awaken you from sleep, 

especially if you have eaten 

within two hours of going to 

bed 

 Is usually 

relieved by 

antacids 

 May be 

accompanied 

by a sour taste in your 

mouth—especially when 

you're lying down 

May be accompanied by a 

small amount of stomach 

contents rising up into the back 

of your throat (regurgitation) 

What signs and symptoms are 

more likely to occur with a heart 

attack than with heartburn? 

The "textbook" heart attack 

involves sudden, crushing chest 

pain and difficulty breathing, 

often brought on by exertion. 

Many heart attacks don't happen 

that way, though. The signs and 

symptoms of a heart attack vary 

greatly from person to person. 

Heartburn itself can accompany 

other symptoms of heart attack. 

Typical heart attack signs 

and symptoms include: 

 Pressure, tightness, pain, or a 

squeezing or aching 

sensation in your chest or 

arms that may spread to your 

neck, jaw or back 

 Nausea, indigestion, 

heartburn or abdominal pain 

 Shortness of breath 

 Cold sweat 

 Fatigue 

 Lightheadedness or sudden 

dizziness 

The most common symptom 

of heart attack for both men and 

women is chest pain or 

discomfort. But women are 

more likely than men to 

experience some of the other 

symptoms, such as jaw or back 

pain, shortness of breath, and 

nausea or vomiting. Heart 

problems are more common 

among people who have high 

blood pressure, diabetes or high 

cholesterol. Smoking and being 

overweight are other risk 

factors….Read More 

Anger a Threat to Health in Old Age  

The loss of loved ones can hit 

the elderly particularly hard, but 

a new study suggests it's anger, 

and not sadness, that may 

damage the aging body more. 

Anger can increase 

inflammation, which is linked 

with conditions such as heart 

disease, cancer and arthritis, the 

researchers said. 

"As most people age, they 

simply cannot do the activities 

they once did, or they may 

experience the loss of a spouse 

or a decline in their physical 

mobility and they can become 

angry," explained lead author 

Meaghan Barlow, of Concordia 

University in Montreal. 

"Our study showed that anger 

can lead to the development of 

chronic illnesses, whereas 

sadness did not," she added. 

For the study, the 

investigators looked at 226 

adults, aged 59 to 93, in 

Montreal, who 

completed 

questionnaires about 

how angry or sad they 

felt. The participants 

were also asked if they 

had any chronic 

illnesses, and blood 

samples were collected from 

them to measure inflammation. 

According to study co-author 

Carsten Wrosch, of Concordia 

University, the findings showed 

that "experiencing anger daily 

was related to higher levels of 

inflammation and chronic illness 

for people 80 years old and 

older, but not for younger 

seniors." 

However, sadness was "not 

related to inflammation or 

chronic illness," Wrosch added 

in an American Psychological 

Association news release. 

Barlow suggested that sadness 

may help older seniors adjust to 

challenges such as 

physical and mental 

declines because it can 

help them disengage 

from doing things that 

are no longer possible. 

So, she explained, 

negative emotions -- 

including anger -- aren't always 

bad and can be beneficial under 

certain circumstances. 

"Anger is an energizing 

emotion that can help motivate 

people to pursue life goals," 

Barlow said. 

"Younger seniors may be able 

to use that anger as fuel to 

overcome life's challenges and 

emerging age-related losses, and 

that can keep them healthier. 

Anger becomes problematic for 

adults once they reach 80 years 

old, however, because that is 

when many experience 

irreversible losses and some of 

life's pleasures fall out of reach," 

she added. 

Education and therapy may 

help older adults keep anger in 

check by regulating their 

emotions or by providing them 

with strategies to manage aging-

related physical and mental 

changes, the study authors 

noted. 

"If we better understand which 

negative emotions are harmful, 

not harmful or even beneficial to 

older people, we can teach them 

how to cope with loss in a 

healthy way," Barlow said. 

"This may help them let go of 

their anger." 

The findings were published 

May 9 in the journal Psychology 
and Aging. 

More information 
HealthinAging.org 

offers wellness and prevention 

resources. 
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