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BARRIERS TO HEALTH CARE FOR OLDER AMERICANS

TUESDAY, MARCH 12, 1974
U.S. SENATE,

SUBCOMMITTEE ON HEALTH OF THE KLDERLY OF THE
Speciar. COMMITTEE ON AGING,
Washington, D.C.

The subcommittee met, pursuant to notice, at 10 a.m., in room
5110, Dirksen Office Building, Hon. Edmund S. Muskie, chairman,
presiding.

Present: Senators Muskie, Hartke, Chiles, Fong, and Pell.

Also present: William E. Oriol, staff director; Elizabeth Heid-
breder, professional staff member; John Guy Miller, minority staff
director ; Margaret Fayé, minority professional staff member; Patricia
Oriol, chief c%erk; Gerald Strickler, printing assistant; Joan Merri-
gan, clerk; and Dorothy McCamman and Herman Brotman, con-
sultants.

OPENING STATEMENT BY SENATOR EDMUND §. MUSKIE,
' CHAIRMAN

Senator Musk1e. The subcommittee will be in order.

This hearing continues the inquiry of the subcommittee into barriers
to health care for older Americans, a series we began 1 year ago this
month with hearings on the administration’s Medicare cutback pro-
posal, and have continued in other hearings last year in Washington
and around the country.

Today and tomorrow we will hear testimony on the administration’s
national health insurance proposal—the comprehensive health insur-
ance plan. Before we hear from our witnesses today, I would like to
m(ailkei some brief points about national health insurance and the
elderly. -

First, I note with pleasure that every concerned group in the Nation
has recognized the need for enacting a program of national health
insurance. The defects of our health care system, for all citizens, are
so severe that they can only be solved by a nationwide plan which
insures every American access to sound health care. The public, health
professionals, the administration, and Congress all agree that national
health insurance is a top priority for America.

Second, I would like to note that agreeing on an adequate national
health insurance plan will be a difficult and complicated process. Co-
operation and a willingness to reason, by all parties involved, will be
essential for the process to be successful. I am gratified that the admin-
istration has exhibited the necessary spirit of cooperation. I hope it
continues.

®77)
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Third, I believe it critical for us to keep in mind, as we consider the
various national health insurance plans which have been proposed,
that they must be judged by their effectiveness in dealing with the
entire range of problems which beset health care in America. The
health care needs of the elderly, with whom this subcommittee is pri-
marily concerned, and of all other groups in America, will only be
satisfled when we insure that benefits are adequate to cover individual
health needs; that health costs are financed equitably; that costs are
kept under control; and that all the health services our people need
are actually available to all our citizens, regardless of geographic loca-
tion or economic status, in well-planned, rational, institutional, and
organizational form.

We cannot immediately legislate the total reform of our health
system which should be our ultimate goal. But we should keep that
ideal goal in mind, and aim to achieve it in the near future.

The fourth and final point I wish to make goes to the immediate
concern of these hearings: The effect on the elderly of the administra-
tion’s health insurance proposal. In our consideration of national
health insurance, we must hold firm to a basic premise that we will
not accept cutbacks in health care for the elderly.

‘Regretfully, examination of the administration’s proposal reveals
that 1t violates this standard. The administration’s proposal on bal-
ance would actually lessen the health care coverage which our elderly
now receive under Medicare. These cutbacks come in the form of new
deductible and coinsurance charges which would force the elderly to
pay more out-of-pocket costs for health care now covered by Medicare.

CHART 1.
MEDICAL CARE BILL PER AGED PERSON AND
PROPORTION COVERED BY MEDICARE, FY 1966-1973
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FISCAL YEARS

Source: Social Security Administration
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The administration’s proposal does include some improvements for
the elderly—proposed coverage of outpatient drugs, improved mental
health coverage, and catastrophic coverage. But the cutbacks included
in the plan make it inadequate to meet the health needs of older
Americans.

To set the framework for our examination of the administration’s
health insurance plan as it affects the elderly, I had charts prepared
to analyze the new administration proposals, and I turn to them now.

Chart 1 illustrates how the total per capita medical bill for the aged
has mounted since the beginning of Medicare while there has been a
downward trend in the proportion that is paid by Medicare in recent
years. The proportion that is covered by Medicare hit a peak of 45.5
percent in 1969 ; by 1973 this had dropped to 40.3 percent.

I might add that this slide downward to 40 percent is new informa-
tion. It has just been acknowledged by the Department of Health,
Education, and Welfare.

In other words, the Medicare program now covers only two-fifths of
the health care costs of the aged. The amount not covered—$620 per
person per year—is substantially more than the average per person
bill of $445 in fiscal year 1966, before Medicare was in effect. Medicare
beneficiaries write us letter after letter of the burden of these increased
medical costs, and asking how they can hope to pay medical bills even
with increases in Social Security benefits. So, even as it exists today,
Medicare needs to be improved.

Turning to chart 2, this gives some information on what kinds of
health costs the elderly incur. The chart shows that more money is
spent on hospital care for the aged than any other type of health care.
Of the total expenditure of more than $22 billion for the elderly in

CHART 2.

AMOUNT OF HEALTH CARE EXPENDITURES FOR THE AGED,
"BY TYPE, AND PROPORTION COVERED BY MEDICARE,

FY 1973

‘ Type of Expenditure 0 2,000 4,000 s,olon 8,[:00 1o,t|mo 12,?00

Hospital Care ... ... ...

Physicians’ Services . . . .

Dentists’ Service ... ...

Other Professional Services $353
22.9%F

Drug & Drug Sundries . .

Eyeglasses & Appli
yeglasses & Appliances —~, GCOVERED BY

MEDICARE

Nursing-Home Care . . .

Other Health Services. . .
3.8%

Source: Social Security Administration
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1973, $10.9 billion was spent on hospital care. Physicians’ services were
next with almost $4 billion followed by a total of $3.2 billion for nurs-
ing home care.

When we look at the proportion of each service which wag covered
by Medicare, we see that hospitalization was 60.9 percent covered and
physicians’ services 52.8 percent covered.

Nursing home care, which was the third largest expenditure, had
only a miniscule 6.5 percent covered by Medicare. By far the biggest
share of Federal support for long-term care is provided by Medicaid.

The bars on the chart which do not have any cross-hatching are
those services which are not covered at all by Medicare. They are den-
tists’ services, prescription drugs, eyeglasses, and appliances. Of
these three services, the biggest expenditure by the elderly was more
than $2 billion for prescription drugs. Alternatives to institutionaliza-
tion such as home care are not even listed separately, but are included
in the “other” professional services of which Medicare pays only 25
percent.

So this chart illustrates two points. First, that hospital care has a
dominant role in the health care delivery system for the aged——and
that dominance must be taken into account when we consider chang-
ing Medicare. Second, the chart shows how Medicare must be ex-
panded—into areas like home health, nursing home care and drugs—
to cover adequately the elderly’s health expenses.

Turning to chart 3, it shows how out-of-pocket charges have in-
creased since Medicare was started. Hospital insurance deductible and
coinsurance charges have risen 110 percent, and the monthly premium
charge under part B medical insurance has risen 123 percent.

CHART 3.

MEDICAL CHARGES SOAR

PERCENT
1966 1974 INCREASE
HOSPITAL INSURANCE
DEDUCTIBLE ................ $40 $84 110%
CO-INSURANCE
HOSPITAL
Ist-60th DAY ... ... ... NONE NONE -
61st-90th DAY ... .. .. ... $10 DAILY $21DAILY 110%
LIFETIME RESERVE DAYS . . . $20 $42 110%
NURSING HOME /EXTENDED CARE
Ist- 20thDAY ......... NONE NONE -
21st-100th DAY .. ... .. .. $5 DALY $10.50 DAILY 110%
MEDICAL INSURANCE
PREMIUM ................... $3.00 $6.70% 123%%
DEDUCTIBLE . ................ $50.00 $60.00 20%
COINSURANCE ... ............ 20% 20% -

*Increase scheduled for July 1974.
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These increasing charges under Medicare are one reason why 1t
covers only 40 percent of per capita health bills for the aged. These
charges impose a severe burden on older people and I am convinced
that it is time that this upward trend be halted. To this end, I intro-
duced legislation in the last session of the Congress which would have
frozen the hospital deductible and coinsurance at the 1973 rates. This
proposal was adopted by the Senate as a part of the amendments to
HL.R. 3153 but was referred to committee by the House. The $84 deduct-
ible rate, and coinsurance increases subsequently went into effect
January 1, 1974, thus increasing the upward trend.

In chart 4, we see how the President’s proposal to combine parts A
and B of Medicare and impose a 20 percent coinsurance charge would
affect costs for hospital stays. This chart assumes an average cost of
$110 for hospital charges per day.

It also assumes for illustrative purposes that there were no other
coinsurance or deductible charges prior to hospitalization.

Medicare now imposes a deductible of $84 but no coinsurance charges
until after 60 days of hospitalization in a benefit period. This is shown
by the straight line at the $84 level at the bottom of the chart.

Under the President’s proposal, there would be a $100 deductible,
and 20 percent coinsurance charge after the deductible is satisfied,
beginning on the very first day and $22 for each succeeding day until
the maximum charge of $750 is reached. The maximum would be
reached on the 31st day. :

This proposal, it can be seen, will certainly increase costs for patients
with short-term hospital stays over the current Medicare program.
Medicare, as we saw in chart 2, covers a larger proportion of hospital

CHART 4.
PRESIDENT’S PROPOSAL INCREASES HOSPITAL COSTS

FOR MEDICARE PATIENTS
BASED ON $110 HOSPITAL CHARGES PER DAY

CO-INSURANCE.PLUS
DEDUCTIBLE CHARGES

$800 $750

$740
— PATIENT
| CHARGES UNDER
PRESIDENT'S\ 552
L pRoPOSAL N\

400 —

$410

MEDICARE NOW

DAYS IN HOSPITAL
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expenditures than any other type of care, but this proportion is likely
to drop under this proposal because most hospital stays under Medi-
care are short term,

According to the American Hospital Association, the average hos-
pital stay for persons over age 65 was about 12 days in 1973. In our
lustration, the 12-day stay would cost $344 under the President’s
proposal compared to the present charge of $84.

CHART 5.

LENGTH OF STAY OF MEDICARE
HOSPITAL PATIENTS, 1971

30% (_M% 284% PERCENT OF PATIENTS DISCHARGED s
2 ~125
2 —20
5l —15
W0 —{10

; —15

Sorless 6-10 M-15 16-20 21-25 26-30 31-40 41-50 51-60 61& Over
DAYS IN HOSPITAL

Source: Social Security Administration

Turning to chart 5, this has'a distribution of hospital stays in 1971
which illustrates how few patients have long hospital stays. Only 1.
percent of the patients had stays of longer than 60 days. It is only -
this 1 percent which now pays coinsurance for hospitalization cov-
ered by Medicare. Under the President’s proposal, everyone hospital-
ized would have to pay coinsurance charges unless they had already
incurred $750 in cost-sharing charges in the same year.

Chart 6 gives us some information to help evaluate the value of the
administration’s proposed coverage of out-patient prescription drug
costs above a $50 deductible. This chart shows the results of a survey
of supplementary medical insurance enrollees—those with Medicare
part B insurance—and their charges for prescription drugs in 1971,
the latest figures available.

About 25 percent had no charges for drugs. A total of almost 40
percent had drug costs, but of less than $50—so the coverage of drugs
with a $50 deductible would not help them. Another 18.3 percent had
charges of between $50 and $100—so less than half their drug costs
would ‘be covered. Although because of rising costs there have been



some changes in the distribution of drug charges since these figures
were collected, they indicate that under the administration plan
many of the aged would still have to pay for all of their drug costs
or a good portion of their drug costs.

CHART 6.

AVERAGE ANNUAL CHARGE PER SMI* ENROLLEE
FOR PRESCRIPTION DRUGS, 197

30% 30%
PERCENT OF SMi ENROLLEES
254%
25— 25
20 20
15 15
10 10
5 5
0 No  S01- $10- $20- $30- $40- $50- S60- SBO- §100- $140- $180- - 0
Charge $9.99 $1099 $2999 $39.99 $4999 $59.99 $79.99 $99.99 $139.99 $179.99 & Over
CHARGE FOR PRESCRIPTION DRUES
*Supplementary Medical Insurance — Part B‘Medicare
Source: Social Security Administration )
CHART 7.
PRESENT : )
LAW PRESIDENT'S PROPOSAL
HOME HEALTH BENEFITS A
HOSPITAL INSURANCE
DEDUCTIBLE ........... 0
CO-INSURANCE ... ...... 0
DEDUCTIBLE ........ $100
VISITS COVERED ........ 100
> CO-INSURANCE ...... 20%
VISITS COVERED .. ... 100
MEDICAL INSURANCE
DEDUCTIBLE ......... . 1% 60
CO-INSURANCE . ........ 0
VISITS COVERED . ....... 100 )
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The drug benefit under the proposal would at least add something
to Medicare coverage. But the proposed home health benefit woul
reduce. the current home health benefit and impose coinsurance
charges, and this is illustrated in chart 7.

FurreEr Repuvcrion or HoMme VisITs

The number of home health visits now authorized under Medicare
is 100 under part A and 100 under part B, for a total of 200 per year.
The administration plan would reduce this number and it would
apply a new coinsurance charge of 20 percent to home health visits.
Thus, a home health benefit—which is inadequate now—would be
further reduced:

In his message transmitting his proposal to Congress, the Pres-
ident said that he did not “consider our current approach to long-
term care desirable because it can lead to overemphasis on institu-
tional as opposed to home care.” I agree, and I have introduced
legislation to increase the number of home health visits allowed un-
der Medicare, and to make other liberalizations in the home health
benefit. It seems contradictory for the administration to agree in
principle with the need for home care, but to propose a cutback in
home health benefits. '

Many of the problems with the administration proposal, illus-
trated by these charts, can be traced back to the principle of cost-
sharing—meaning increased out-of-pocket costs. When we began our
series of hearings a little over 1 year ago, I asked this question in
my opening statement: “How can many of our elderly realistically
expect to receive adequate medical care, in the face of these Medicare
cutbacks ?”

. The cutbacks to which I referred would have resulted from admin-
1stration proposals to raise the costs of Medicare to almost 21 million
older Americans.

It came as no surprise, to me at least, when the administration

could not find anyone in either House of Congress to make a serious
effort to advance that cost-sharing legislation.
. In fact, the Senate took a step later in the year which indicated
1ts concern about the high cost of Medicare to participants in that
program by voting in favor of my proposal to hold the line on the in-
crease in the Medicare hospital deductible and coinsurance charges.

The Senate vote, I firmly believe, was a clear signal to the effect
that the relentless rise in the costs of Medicare to the consumer must
be stopped, before this essential program becomes too expensive to
help the people it was meant to serve.

And yet, the administration has again come forward with a pro-
posal which raises objections very similar to those expressed last year.

The difference is that now the Medicare cost-sharing is tied to the
plan described by President Nixon as his comprehensive health in-
Surance program, meant to serve all age groups, not just older persons.

Once again, these provisions are described as “improvements.”

Once again, there is talk of cost-sharing.

Once again, we are told that less is more,



685

The President’s comprehensive health insurance program deserves
serious congressional scrutiny and debate. These 2 days of testimony
before the Subcommittee on Health of the Elderly will begin that
process.

Senator Frank Church, who is chairman of the full committee, has
submitted a statement which I will be delighted to include in the
record at this point.

PREPARED STATEMENT OF SENATOR FRANK CHURCH

Mr. Chairman and members of the Subcommittee on Health of the
Elderly, I will take just a few moments to comment on the timeliness
and importance of these hearings. :

It seems to me that the subcommittee has acted promptly and wisely
to provide a forum for discussion of the President’s proposed compre-
hensive health insurance plan and its potential impact upon health
care for the elderly.

The President’s proposal, made on February 6, is significant for
several reasons; for example, it offers some protection against cata-
strophic illness, and it clearly recognizes that there are major deficien-
cies in the present health care systems. These and other features of the
administration plan—as they affect all age groups—should receive
careful congressional consideration and extensive debate.

To the Committee on Aging and in particular this Subcommittee on
Health, however, it already is apparent that early attention should be
given to those provisions of the President’s program that have direct
meaning for older Americans.

These hearings provide the opportunity for that kind of dialog.

One issue which, I hope, will receive particular attention is the ad-
ministration’s proposal, once again, to increase cost-sharing for
older persons now covered by Medicare. .

Today, Medicare beneficiaries pay an $84 deductible before hospital
charges are paid by the program. There is no coinsurance charge until
after 60 days of hospitalization.

The administration’s proposal would require a $100 deductible and
20-percent coinsurance for all covered hospital services.

INcrREASE OF 20 PERCENT ON INSURANCE

Nor is that all. The monthly premium now paid for supplementary
medical insurance would increase by about 20 percent, from $6.30 to
$7.50.. Home health visits would be cut from the present authorized 200
visits to 100 visits per year with no liberalization of the present strin-
gent requirements to qualify for home health benefits.

Drugs are supposed to be included, but we have no details as to
whether the proposed coverage of drugs would equal the legislation
which I have sponsored and which has already passed the Senate. We
do know that there would be a steep $50 deductible before any pre-
scriptions are paid for.

Finally, it 1s certainly meritorious that the administration’s plan
would cover hospital stays without limit for those who require lengthy
hospitalization. I have sponsored, and the Senate has passed, legisla-
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tion which would improve the Medicare program substantially in this
regard by increasing the lifetime reserve and reducing coinsurance
charges.

Action to help long-term patients is to be welcomed, but too much
emphasis is placed in the proposal on this catastrophic type of cover-
age while leaving uncovered such needs as routine medical checkups
for older people and the provision of eyeglasses and hearing aids.

Mr. Chairman, last year when the administration offered an earlier
version of the cost-sharing proposal, you and I and other Members of
the Congress took vigorous exception. In addition you and I intro-
duced a resolution calling upon the administration to submit legisla-
tive recommendations to improve Medicare coverage, rather than
diminish it.

We also expressed opposition to the administration’s proposals to
increase out-of-pocket payments for the elderly and the disabled under
Medicare.

It seems to me that the latest administration plan is subject to much
the same objections—and perhaps to new objections—as was the case
last year. I will, therefore, follow these proceedings closely, and work
with you to assure that a national health insurance program—when it
finally comes—results in better health care for the elderly, rather than
in a setback for older Americans and all those who worked to enact
Medicare 9 years ago. '

Senator Muskie. Senator Harrison A. Williams, former chairman of
this committee, has submitted a statement for the hearing record.
Without objection, his statement will be inserted in the record.

PREPARED STATEMENT OF SENATOR HARRISON A. WILLIAMS

Mr. Chairman, your decision to devote 2 days of testimony to the
potential effects of the President’s proposed comprehensive health
insurance program is very welcome.

As chairman of the Senate Committee on Labor and Public Wel-
fare, I am very much concerned about the overall impact that CHIP
would have upon health care for all persons in the United States. I am
glad to see that it has several provisions which are distinct improve-
ments over earlier administration approaches.

But, as a former chairman of the Senate Committee on Aging and
now as its ranking member, I have a special concern about those pro-
visions of CHIP which would change the way in which the Medicare
program serves older Americans.

I am the first to admit that Medicare—as it now stands—is in need
of improvement. The latest official estimates show that Medicare cov-
ers only a little more than 40 percent of medical bills of the elderly.
Medicare does not cover such essentials as out-of-hospital prescription
drugs, eye care and eyeglasses, and hearing aids—yet the costs to Medi-
care participants keep going up.

For all of its inadequacies, however, Medicare guarantees most older
Americans payment of the bulk of average hospital bills and a large
share of doctors’ bills.

Obviously, Medicare needs improvement. The subcommittee, for
example, has clearly made the case for improved home health care
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benefits under Medicare and greater emphasis upon preventive health
care services.

I’'m all for making Medicare better than it now is, and it is with
that viewpoint that I examine the proposed CHIP program.

CHIP—A FuriscaLE RETREAT

After careful evaluation, however, I am forced to conclude that
CHIP would be more than a step backward for Medicare; it would
be a full-scale retreat.

The most obvious drawback of CHIP is that it would dramatically
increase the cost of Medicare for most beneficiaries.

As things stand now, a Medicare patient pays the first $84 of a
hospital bill and there are no coinsurance charges until the 60th day.
}\i/[ost hospital stays under Medicare, however, come nowhere near 60

ays.

The administration would change this picture considerably. It
would raise the $84 to $100, and then it would charge 20-percent co-,
ilnsurance for every day spent in the hospital, beginning with the first

ay. .
An average hospital stay for a person 85 years or older now stands
at about 12 days, according to the American Hospital Association.
Under present Medicare, the hospital charge would be $84. Under the
administration plan, the average hospital bill could be almost four
times that figure.

The fact that CHIP would provide unlimited coverage of hospital
and medical charges in catastrophic illnesses after maximum patient
charges of $750 is a point in its favor, but this improvement would
help only a very small proportion of Medicare beneficiaries.

One part of the proposal which would affect a large proportion of
the beneficiaries is the addition of income tests to determine how much
of the increased charges aged persons in certain income groups must
pay. This, I believe, is a proposal that is extremely ill advised.

One of the key principles of Medicare, as enacted almost 9 years
ago, was that benefits should be a matter of right, paid for by payroll
taxes during the work lifetime. This principle has worked well and
should not be lightly tossed aside in favor of onerous income testing
which will complicate and downgrade the Medicare program.

In addition. the Medicaid program which now assists the low-
income aged would be gutted and left with only a residual long-term
care program. This would reduce the health coverage available to the
needy aged in many States.

And with regard to the coverage of out-of-hospital prescription
drugs. the CHIP provision for Medicare coverage is welcome. But it
requires a $50 per person deductible which still leaves uncovered a high
proportion of drug costs for most Medicare beneficiaries.

All in all, the administration’s proposal would provide only small
additional coverage for a small proportion of beneficiaries. It fails to
improve Medicare benefits substantially and increases rather than
reduces charges.

Thank you, Mr. Chairman, for the opportunity to present this
statement. '
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Senator Muskre. Before we turn to our first witness, Mr. Glasser, I
would like to give an opportunity to other subcommittee members to
comment on the opening of these hearings.

Senator Pete Domenici has submitted a statement he would like
placed in the record. He planned to be here, but had to go instead to a
hearing by the Subcommittee on Transportation.

So, without objection, his prepared statement will be included in
the record at this point.

PREPARED STATEMENT OF SENATOR PETE V. DOMENICI

I am happy to participate in these hearings concerning the elderly
and the administration’s national health insurance proposal. Adequate
protection against the economic as well as physical consequences of
sickness is important to all Americans. For older Americans, though—
whose health often fails at a time when purchasing power has also
been substantially reduced—comprehensive health insurance is an
issue of special import.

We are reminded fairly often of the economic plight of the elderly,
but the situation bears repeating. In 1971, more than 50 percent of
all older couples had incomes below $5,000 annually and over 20 per-
cent of all older persons were living in poverty. The statistics on the
health problems of the elderly are also impressive. For example, about
85 percent of older persons not in institutions have one or more
chronic health conditions. Older persons have a one-in-four chance of
being hospitalized during.a year—this is twice as great as for per-
sons under age 65. Once in a hospital, older persons on the average
stay 17.5 days, again twice as long as for younger persons. Older per-
sons are also twice as likely to wear glasses and 13 times as likely to
use a hearing aid as younger persons.

Looking at the average older person’s health and economic situation
together, we see that maintaining one’s health in retirement is going
to cost more. Unfortunately, it also means that the elderly do not al-
ways get the health care they need because of the cost involved.

As 1f the economic and health problems facing older persons were
not enough, in recent hearings before this committee we have heard
emphasized other related concerns in the multiplicity of problems
faced by older persons.

WEAKNESSES IN MEDICARE PROGRAM -

Today we are specifically interested in health insurance proposals
to better meet the needs of the elderly. Medicare was a major achieve-
ment. After 8 years, we are now, however, aware of some weaknesses
in that program. For example, in spite of the statistics I mentioned
on chronic illnesses among the aged, Medicare does not cover the cost
of dental care, out-of-hospital drugs, eyeglasses, or hearing aids. Med-
lcare contributes only a small amount toward home health care—cur-
rently less than 1 percent of all Medicare reimbursements. Medicare
also provides inadequate coverage of catastrophic health care needs
which causes great fear for many elderly. Neither does Medicare cover
preventive health services.
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Medicare costs, like other health costs, have been rising, and this is
a concern to all of us. We, therefore, must investigate methods to en-
courage optimum utilization of health services—which is dependent
to a great extent on the availability of suflicient and appropriate
health service providers, including home-health services. We must
also consider covering drugs prescribed by generic name only. As we
have the responsibility for apportioning limited funds, we must make
sure our programs are designed to achieve the best possible utilization
of the Social Security tax dollars.

We also need to understand the economic burden of health care on
the individual older person. Even with Medicare, private health care
expenditures are still more for older persons than for others. The per-
capita figures for fiscal year 1972 were $337 for persons aged 65 and
over as compared to $265 for persons aged 19 to 64. In addition, the cost
of medicare itself to an older person has risen sharply since its incep-
tion in 1966. The premium for part B, supplementary medical insur-
ance, has risen from $36 to $75 annually while the hospital deductible
has risen from $40 to $84—both represent over a 100 percent increase.

To help the elderly cope with these health and related financial prob-
lems, it 1s obvious that we need to look closely at the comprehensive
health insurance proposals now before Congress, including the admin-
istration’s national health insurance plan specifically being studied in
these hearings.

The results of Congress’ work on this issue will have a major impact
on our older citizens. Our results must reflect our appreciation of the
past and present contributions of today’s senior citizens to this Nation,
and our understanding of the special problems of this group.

Senator Muskie. Senator J. Glenn Beall, Jr., has also submitted a
statement for the hearing record. Without objection, it will be inserted
in the record at this point.

PREPARED STATEMENT OF SENATOR J. GLENN BEALL, JR.

Mr. Chairman, I sincerely regret that the necessity to be on the
Senate floor will make it impossible for me to be present for today’s
hearings. These hearings are of vital importance because they address
themselves to one of the most pressing problems confronting our Na-
tion’s senior citizens. Access to health care is of crucial importance
to older Americans and this 2-day series of hearings is designed to shed
light on the various legislative proposals pending before the Congress
that are aimed at paying the bills for sentor citizen health care.

The health care issue can and should be approached from two differ-
ent directions simultaneously. One is obviously the problem of paying
the health care bills. Second, and of equal importance in my mind, 1s
the quality, efficiency and effectiveness of our health care delivery sys-
tem. The hearings today and tomorrow are primarily designed to
focus attention on the first aspect of this problem.

Mr. Chairman, I would like to take a minute to discuss a legislative
proposal I have undertaken which is designed to grapple with the issue
of how our health care services are delivered. On March 13, 1972, I
introduced S. 3329, the predecessor of S. 723, and the first bill intro-
duced in the Congress aimed at making research and development in
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health care delivery as effective and important a science as biomedical
research. S. 3329, which establishes a National Institute of Health
Care Delivery, was added to the HMO legislation which passed the
Senate in 1972, but final action was not taken on this legislation in the
92d Congress. I then reintroduced the proposal as S. 723, along with
Senators’ Dominick, Hathaway, Hollings, Javits, Pastore, Stevens,
and Young. The bill passed the Senate on May 15, 1978, as separate
legislation.
“Buriep 1N BUREAUCRACY”

When I introduced S. 723 in the Senate, I said the following with
respect to the existing research and development effort in health care
delivery :

The Nation’s effort in this area is at the National Center for Health Services
Research and Development (now changed to the Bureau of Health Services Re-
search). The Center is presently buried in the bureaucracy of HEW. In its pres-
ent position, the Center lacks visibility and its clout is small. It lacks an effec-
tive organizational structure and the flexibility that characterizes many gov-
ernment research and development organizations. It is not funded adequately.
Its research function has been shortchanged and over emphasized. It does not
even have a legislative mandate. I doubt whether many in Congress other than
those with a special interest in health or those who serve on the Health or
Appropriations Committees, know the Center exists.

Of special interest to senior citizens, is that portion of the proposed
Institute’s mandate that would have it develop a policy “with respect
to long-term care, particularly for mentally and physically handi-
capped individuals and senior citizens, with special emphasis on
alternatives to institutionalization, including the use of home health
aides.” Many of the other functions of the Institute would also con-
tribute directly to improving the quality of our health care delivery
system and thus improve benefits to our Nation’s senior citizens. Need-
less to say, I was especially pleased when the Senate, by a vote of
79 to 15, passed S. 723. Even though the Congress has not yet com-
pleted action on this legislation, I remain convinced that S.723 best
responds to existing deficiencies in our Government’s efforts to improve
the quality of health care delivery.

Mr. Chairman, I ask unanimous consent that the pertinent portions
of Senate Report No. 93-131 be printed in the record of this hearing.

[See app. 1, p. 747, for material referred to above.]

Senator Muskie. We have, I think, an excellent list of witnesses
this morning. And I am happy to begin with Melvin A. Glasser,
director of the Social Security Department of the United Auto
Workers.

Mr. Glasser, it is a pleasure to welcome you this morning, and we
look forward to your testimony.

STATEMENT OF MELVIN A. GLASSER, DIRECTOR, SOCIAL SECURITY
DEPARTMENT, UNITED AUTOMOBILE WORKERS OF AMERICA

Mr. Grasser. Mr. Chairman, my name is Melvin A. Glasser and
I am director of the Social Security Department of the United Auto-
mobile Workers of America.
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I welcome this opportunity to testify before your committee on the
potential impact on the aged of the administration’s proposed com-
prehensive health insurance program. This is a matter of direct con-
cern to our union. We have over 400,000 retirees and dependents who
are covered by Medicare. Qur active worker membership of over
1,400,000 also have a deep interest in the Medicare program. Their
taxes are paying for Medicare; they have close identification with
their fellowworkers no longer in the work force; most of them have
parents and relatives covered by the program. Finally, they recognize
that at some future date they too will be Medicare recipients. )

Prior to the passage of Medicare the UAW was active in legislative
efforts to translate the proposal into law. Since 1966, our union has
studied the administration of Medicare, followed various proposals
to strengthen and to weaken it and appeared before this committee
and other committees of the Congress to share our experience and our
views.

It was just a year ago that I had the privilege of appearing before
this committee to protest an administration proposal to weaken Medi-
care through transferring insured costs to out-of-pocket payments by
the elderly. Fortunately for our senior citizens, that proposal failed.

As I hope to delineate in this testimony, we have before us another
administration proposal, in a different guise, and with the same ob-
jective. My comments are directed to S.2970.

IsmprovED HEALTH INSURANCE PROPOSAL

At the outset may I indicate that the Nixon administration’s cur-
rent proposals (identified with its acronym CHIP), represent an
improvement over their national health insurance proposal of 2 years
ago. More comprehensive benefits are stipulated. There are more man-
datory coverage provisions and substantial improvement in benefit
coverages. Unfortunately these improvements contain a good deal
more form than substance as 1 hope to be able to illustrate this
morning.

Al of us interested in health care are nonetheless grateful to the
administration for introducing its proposal. It brings back to first
priority for consideration the need for the Congress to act expedi-
tiously on what all parties, regardless of their points of view, have
come to recognize as a constantly aggravating health care crisis in
this country.

Mr. Chairman, your committee is, by definition, concerned pri-
marily with those public and private health insurance arrangements
which affect the health of persons age 65 and over. I have labeled
this group the “elderly aged.” I would like to suggest, however, that
we need also to concern ourselves with an emerging group of persons
whom I would define as the “early aged.”

The early aged are under 65. Their number is rising. Voluntary
early retirement programs, many pioneered by the UAW, are becom-
ing industrywide phenomenons. Chronologically speaking, many of
the early aged are in their fifty’s. We know that many are in their
early sixty’s for the majority of those who now take old age retire-
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ments under Social Security leave the work force before the age of
65 and are thus ineligible for Medicare for some years.

Another category of the early aged, increasing rapidly in recent
weeks as a result of the energy crisis, consists of those who have been
involuntarily retired. Last week the Detroit press reported that in
the automobile industry, hundreds and perhaps thousands of high
seniority nonunion salaried workers had been asked to retire early.
These management requests carry a high degree of compulsion since
these white collar workers lack the protection of a union contract.

But whether the retirements are voluntary or involuntary, the
early aged are in many ways worse off than those who retire at 65
and are immediately eligible for Medicare. The early aged are prime
candidates for America’s greatest killers and cripplers. Cancer claims
34 percent of its victims among persons between the ages of 45 and
64; 21 percent of arteriosclerosis and hypertension deaths each year
occur among persons in this age group.

It is well known that chronic illness and disability do not wait
until age 65 to take their toll. For example, 20 percent of the popula-
tion between the ages of 45 and 64 have some sort of limitation or are
unable to carry out their normal activities due to chronic health con-
ditions, compared to only 8 percent of persons between the ages of
17 and 44.

ErrecT oN EarLY AcED

I suggest, therefore, that in addition to the impact of the 