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HEALTH PROMOTION—DISEASE PREVENTION

FRIDAY, JUNE 14, 1985

U.S. SENATE,
SuBcoMMITTEE ON HEALTH oF THE COMMITTEE ON FINANCE,
Washington, DC.

The subcommittee met, pursuant to notice, at 9:30 a.m., in room
SD-+215, Dirksen Senate Office Building, the Hohorable David
‘Durenberger (chairman) presiding.

Present: Senator Durenberger.

[The press release announcing the hearing and background mate-
rial-on health promotion and disease prevention for the elderly and
the opening statements of Senator Durenberger and Senator
Mitchell follow:)

[Press Release No. 85-022, Apr. 30, 1985]

Finance CommiTTEE RESETS HEARING ON HEALTH PROMOTION, DISEASE PREVENTION

Senator Bob Packwood (R-Oregon), Chairman of the Senate Committee on Fi-
nance, announced today the rescheduling of a hearing by the Subcommittee on
Health on health promotion and disease prevention strategies for Medicare benefici-
aries.

The hearing, originally scheduled for May .10, has been reset to begin at 9:30 a.m.,
Friday, June 14, 1985, in Room SD-215 of the Senate Dirksen Office Building.

Senator Packwood said Senator David Durenberger (R-Minnescta), Chairman of
the Subcommittee on Health, would preside at the hearing.

In announcing the new date for the hearing, Chairman Packwood said, ‘*“The Com-
mittee on Finance has a keen interest in receiving an inventory of the health pro-
motion and disease prevention strategies available to Medicare beneficiaries.”

“While Medicare and other Federal health programs make it possible for many
elderly persons to receive treatment for an iliness, the elderly are not receiving
services that could help prevent future illness and disability,” Packwood said. “It is
time to begin exploring the potential of such services.”

The Chairman said the Administration would testify on this issue, “inasmuch as
the Department;of Health and Human Services has established national objectives
for disease prevention. Of course, HHS also funds a substantial amount of national
research in this area.”

He explained, “We would like to receive testimony from experts about health pro-
motion and disease prevention mechanisms or strategies which can improve the
- health and well-being of our na..on's elderly population.

“And, we also would like to hear from health care providers, employers, insurers
and others who have experience with health promotion and disease prevention,”
Senator Packwood said. “This would include, but is not limited to, insurance premi-
um differentials, as well as health education, nutrition, immunization, exercise and
health care programs.”

(1)
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HEALTH PROMOTION AND DISEASE PREVENTION FOR THE ELDERLY

INTRODUCTION

The elderly segment of our population--those persons age 65 and over--
is the fastest growing segment of the U.S. population. In the first years of
this century there were 3.1 million elderly persons in the U.S., comprising
4 percent of the total populitton- By the early 1940s, the number>;f elderly
persons had tripled to 9.0 million, the proportion increasing to 6.8 percent.
In 1980, the population of elderly persons had nearly tripled again to 25.5
million persons, or 1ll1.3 percent of the total U.S. population.
] Elderly persons, who represent just over 1l percentkef the population,
consume approximately 30 percent of all national health expenditures and 50
percent of the Federal health budget. Some experts estimate that the elderly
may consume fully half of all U.S. health expenditures by the middle of the
next century.

As the nation searches for ways to reduce expenditures for health care in
general, and for Medicare in particular, increasing attent{on has been focused
on the ugse of preventive health measures to reduce the burden of illness and

disabllity, thereby improving the quality of life for the elderly population

of the the U.S.

Ty
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This document provides background fnformation on the subject of disease

prevention and health:promotion for the elderly population of the Unfted States.
~ N\

The report summarizes current knowledge in the area and describes recent devel-

opments in both the public and private sectors.

The report {s divided into three parts. The first part describes the health
status_of the over-65 population, includigg a review of zmorbidiLy and mortality
data for that group and a comparison with the under~65 population. Thebsecond
part provides an oggréiew of disease prevention and health promotion, with par-
ticular attention to their relevance to the elderly population. The third part
describes coverage of disease prevention and health promotion services and acti-
vities under private sector Ilnsurance and employer-sponsored health programs.

There are two appendixes to the report. The first appendix describes the
coverage of disease prevention and health promotion services under the Medicare

program. The second appendix reviews recent legislative proposals and action

related to disease prevention and health promotion for elderly persons.



I. MORBIDITY AND MORTALITY AMONG THE ELDERLY

The pattern of illness and disease has changed markedly over the years of
this century. Prior to 1900 and during the early years of this century, the
primary focus of health care was the control of infectious disease. The leading
causes of premature death and disability were such diseases as smallpox, cho-
lers, tuberculosis, diphtheria, typhoid fever, and measles. Preventive health
aeasures at that time were concerned with the control of infectious disease
through public health activities such as environmental sanitation, cie;n wvater,
regulation of food, and immunization. .

Over the past eighty years {nfectious disease has virtually disappeared
from the l1ist of leading causes of death. Only one infectious disease, fnflu-
enza/pneumonia, remains in the ten leading causes of death and of years of
life lost prematurely. '

In the 19808, the major causes of morbidity and mortality, particularly
for the elderly, are heart disease, cancer, stroke, diabetes, and pulmonary
diseases. As a result, the focus of intervention strategies for disease pre~
vention is different. Prevention strategies for sinfectious diseases depend
on community-wide social and environmental actions. Prevention measures for
today's chief causes of mortality and morbidity are focused aore on individual
personal choices regarding such practices as saoking, eating, alcohol use,

exercising, use of seat belts, and appropriste uses of medicattons.
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The.follovlng table shows the leading causes of mortality by age group for
persons aged 65 and over. In the United States, three out of four elderly per-
sons die from heart disease, cancer, or stroke. Heart disease was the aajor
cause of death among the elderly in 1950 and rezains the major cause at the
present time. Death rates from cancer have continued to rise since 1900, es-
pecially deaths caused by lung cancer. Although cancer death rates increase
with age, cancer accounts ls} smaller proportioas of total deaths {n the older
age groups. Cancer accounted for about a fourth of all ?eathu for those

aged 65 to 74 years, a little less than a fifth of the deaths for the 75 to

84-year-old group, and about 10 percent ‘for the very old.

Death Rates (per 100,000) from Selected Causes by Age, U.S., 1982.

Age Groups All Over
Cause 65~74 75-84 85 and over 65
All Causes 2,885.2 6,329.8 15,048.3 5,048.8
Diseases of Heart 1,156.4 2,801.4 7,31.8 < 2,223.9
Malignant Neoplasams 824.9 1,238.7 1,598.6 1,022.4
Cerebrovascular Disease 193.5 675.1 2,000.8 505.7
Chronic Obstructive
Pulmonary Disease and i
Allled Conditions 131.2 236.0 278.0 176.8
Pneumonia and Influenza 47.6 183.4 747.8 152.9
© Atherosclerosis 20.6 102.9 563.0 95.2
Diabetes Mellitus 60.1 125.4 212.1 94.0
Accidents 50.9 103.9 255.9 85.8
Nephritis, Nephrotic
Conditions, and
Nephrosis 25.8 69.7 182.8 53.5
Liver Disease, Cirrhosis 40.1 1.1 17.9 35.3
Septiceaia 15.8 41.1 106.9 31.8
Hypertension 10.8 29.0 83.2 23.0
Ulcer of Stomach and
Duodenun 9.9 25.9 65.1 19.8
Anemias 3.6 11.7 34.1 8.9
Nutritional Deficiencies 2.2 9.6 41.6 8.1

]

Source: National Center for Health Statistics: Advance report, final mor-
tality statistics, 1982. Monchly Vital Statistics Report, Vol. 33, No. 9, Sup-

pleaent. DHHS Pub. No. (PHS) 85-1120. Public Health Service, Hyattsville, Md.

Dec. 20, 1984.

4
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In sddition to their high risk of mortality, elderly p;rsons are slso at
risk for a variety of chronic conditions and functional ifmpairwents such as
arthrictis, hypertensive disease, diabetes, and hearing impairments. These
condltl;ﬁc may be precursors to fatal {llnesses (e.g. hypertenc{ye disease
leading cto mortality from heart disease), or may be indicative of~physical
deterioration associated with the aging process (e.g., hearing tapairments).
Such conditions are relatively rare in younger &ge groups, but the llkelihbod
of a person having a chronic {llness or disabling condition increases dramati-
cally with age. Over 80 percent of persons 65 and over have at least one
chronic condition, miny of the elderly have aultiple chronic conditions. N

The following table compares the prevalence of chronic conditions in per-

sons age 65 and over with the prevalence for persons age 45 to 64.

Prevalence of Chronic Conditions for Persons 65 and Older, 1981

Incidence per 1,000 Incidence per 1,000

Condition -Persons 65 and older - Persons 45-64 -
Arthritis 464.7 246.5
Hypertensive Disease 378.6 23,7
Hearing lmpairments 283.8 142.9
Heart Conditions 277.0 122.7
Chroaic Sinusitis 183.6 177.5
Visual Impa{raments 136.6 55.2
Orthopedic lmpairments 128.2 117.5
Arteriosclerosis 97.0 21.3
Diabetes 83.4 56.9
Varicose Veins 83.2 50.1
Hemorrhoids 65.9 66.6
Frequent Constipation 59.2 - 22.4
Disease of the Urinary

Systean : 56.1 3.7
Corns and Callosities 51.9 35.8
Hay Fever 51.9 77.5
Hernia of the Abdominal .

Cavity 49.1 24,7

Source: U.S. Senate Special Committee on Aging and American Association
of Retired Persons. Aging American: Trends and Prospects.



I1. DISEASE PREVENTION AND HEALTH PROMOTION FOR THE ELDERLY

This section summarfzes current knowledge on disease prevention and health
promotion for the elderly. This section also reviews the evidence as to the<
value of disease prevention and health promotion for the élderly and discusses
some of problems fnherent in cost-benefit analyses of these intetrventions for
elderly populations.

A. Summacy of Disease Prevention and Health Promotion

Traditionally, preventive health care is subdivided into priamary, second-

ary, and tecrtiary prevention. Primary prevention {s defined as those activi-

ties undertaken to prevent the occurrence of disease or {llness. Primary pre-
vention favolves the identification of risk factors for dlseasel‘gr disabling
conditions (characteristics of individuals indicating an increased likelihood
of developing a disease), and reducing or otherwise dealing with thea.

Secondary prevention {ncludes activities undertaken after a disease can be

detected but before it is symptomatic. Secondary preveation includes early

detection and treataent of diseases™ Tertiary prevention activities are

those oseasures undertaken to prevent the progression of syaptomatic diseases,
including rehabilitation after treatment to prevent loog teram disability.

The traditional distinctions between prlulfy. secondary, aund tertisry pre-
vention tend to blur when considering prevention activities for the elderly. A
single activity may siamultaneously be sacondary prevention for one condition and

primary prevention for another. For example, the detection and treatment of
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hypertension is secondary prevention for hypertensive disease, whereas control
of hypertension (tertiary prevention) is primary prevention for heart disease

and strokes.

To avoid the conceptual problems associated with distinguishing among the
traditional categories of prevention activities, this summary of health promotion
and disease prevention activities for the elderly i{s subdivided into four

general classes of activities:

1) interventions related to diseases and conditions of the
elderly which can be addressed through traditional primary,
secondary, and tertiary strategies, {ncluding diseases such
as heart disease, stroke, some cancers, osteoporosis, and
infectious diseases;

2) health promotion and education activities related to personal
behaviors and such habits as smoking and diet, which contri-
bute to individuals' risk of certain diseases;

3) fnterventions related to chronic impairments and functional
disabilities of the elderly, such as vision and hearing dis-
abilities, depression, alcoholism; and

4) fnterventions related to iatrogenic conditions (problens
caused as a result of medical treatment) including primarily
adverse drug reactions. 1/

1/ The organization and much of the content of this section is taken
from & recent review of the disease prevention and health promotion literature
by: Kane, R. L., R. A, Kane, and S. B. Arnold, Prevention and the elderly:
risk-f&ctors, Health Services Research, v. 19, No. 6, Part 11, February, 1985,
ppe 9646-1006.
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1. Diseases Amenable to Traditional Prevention Measures

Traditional prevention acti{vities (e.g., risk~factor reduction, early de-
tection and treatament, and rehabf{litation to promote recovery) can be used to
reduce the mortality and morbidity among the elderly due to dfseases such as
heart disease, strokes, cancer, osteoporosis, and infectious diseases. This p
section summarizes the risk-factors related to these conditions and describes

the potential role of disease prevention activities for reducing the amortalfity

and aordidity from these conditions.

a. Heart Risease

Heart disease is the leading cause of death among the elderly, accounting
for uore-than half of all deaths {n persons age 70 and above. 2/ The risk of
cardiovascular di;ease increases with age. While males have afhigher risk of
heart disease than females, this difference tends to Jls;ppear among the elderly.
Biological risk factors related to heart disease have been well documented by
long-term studies, such as the Framingham study 3/. These risk factors include
such underlying conditions as hypertension (elevated blood pressure), hypercho-
lesterolemia (high cholesterol levels in the blood), and diabetes. Behavioral
risk factors for heart disease include smoking, a sedentary life-style, poor
dietary habits (obesity and diets high in saturated fats), and stress. Some
of the behavioral risk factors are related to the biologfcal risk- factors.

2/ Kane et al., Preveantion and the elderly, p. 969. o

3/ Kannel, W. B., and T. Gordon, Cardiovascular risk factors in the aged.

the Fraulnghan study, in S. G. Haynes and M. Feinlieb (eds.), Second Conference
in the Epideaiology of Aging, DHEW Pub. No. (NIH) 80-969, Bethesda, Md., 1980.

&
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For example, smoking, a stressful lifestyle, and lack of exercise are all
related to high blood pressure, itself a biological risk factor for heart
disease.

Prevention of heart disease fnvolves the reduction of individuals' risk
factors, including: smoking cessation; modifications in diet both to reduce
blood pressure (reduction of salt intake) and blood cholesterol levels (reduc-
tions in intake of saturated fats); chaages 1; life style (exercise and stress
reducticn programs); and treatment and control of hypertension. ﬁ/ There
is some evidence that on a national tasis, efforts to reduce these risk
factors have been somewhat successful and have resulted in reductions in
mortality due to heart disease over the past 20 years. 2/

¢

b. Stroke

Cerebrovascuiar dfisease (stroke) has many of tne same risk factors as
heart disease. The biological risk factors associated uléh sir&kes ate: high
blood pressure, high levels of serum cholesterol, and diabetes. Behavioral
risk factors thclude: smoking, lack of exercise, and poor diet (high in saits
and saturated fats). 6/ There 1s some evidence that strokes may be due in part
to irreversible Jamage occurring over a long pericd of time. For example, per-

sons with a history of control over thefr Jdiabetes are at a lower risk for

stroke than persons who have not been able to control their diabetes over an
n

4/ Kane et al., Prevention and the Elderly, pp. 954-959.

E/ U.S. Department of Health and Human Services, Public Health Service,
Health and Prevention Profile, 1983, pp. 19-31.

6/ Kane et al., Prevention and the Elderly, p. 959.
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extended period of time. 1/ Strokes are the third leading cause of death among
the elderly. 8/

Prevéntion of strokes is similar to prevention of heart disease, including
smoking cessation, dietary modification, and blood pressure control. In addi-
tfon, there is some evidence that certain medications (anticoagulants, asptirin,
and vasodilators)_are bensficial in preventing subsequent stroxes. 9/

Functional disabiliti{es following an acute stroke are a problem for stroke
patients. Rehabilf{tation to recover functional skills has become an accepted
part of medical treatment for many stroke patients. However, while evaluations
of rehabilitation programs show some recovery of so-called "activity of daily
living” skills (e.g., bathing, eating and éresslng). it is not clear whether

rehabilitation reduces patients' need for instftutionalization. 10/

¢. Cancer

Cancer is the second leading cause of death among the elderly. The most
common cancers amo&g the elderly are lung, breast (women), prostate (men),
colote;tal. and pancreas. ll/ Risk factors ior cancer include samoking (lung
cancer), diets low in fiber (colorectal cancer), excessive exposure to sunshine
(skin cancer), and exposure to environmental hazards such as air pollution.

While there is no known method of preventing many cancers, early detection

and treatment can sometimes eradicate the disease, or at least prolong the

7/ 1bid., p. 960.
§/ U.S. Department of Health and Human Services, Public Health Service,
Health and Prevention Profile, 1983, p. 187:
9/ 1Ibid., p- $960. 4
10/ 1Ibid., p. 961.
TI/ 1b1d., p. 963.
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patient's life. Thus, unlike many stroke and -heart disease prevention programs
which are focused on primary prevention activit{es (risk-reduction), cancer
prevention also includes an eaphasis on secondary prevention (early detection
and treatment). . 4

Breast cancer can be detected in {ts early stages, and garly detection
improves the patient's prognosis. The 5-year survival rates for elderly women
with "localized” breast cancer treated by radical mastectomy 1is 85 percent.

The S-year survival of elderly women with “regional” breast cancer {s only 53
percent . l&/ A recent study suggests that for women who seek medical care

for breast cancer while the disease i{s in its early stages, localized excision
of the cancer may be a viable option to the traditional radical mastectomy. 12/
This finding may encourage women to seek early treatment to avoid the need for
a radical mastectonmy.

Breast cancer can be detected in a variety of ways, including physical
examination, thermography, and mammography. Also, women practicing breast self-
examination have been able to detect breast cancer in its early stages. The
American Cancer Society (ACS) recommends that all women over age 20 practice
breast self-examination and that women over age 50 have a breast physical
examination a&d a mammography for breast tumors every &ear- lﬁ/

Cancer of the cervix can be detected using the Papanicolaou (Pap) cytolo-

gic smear test. This test has been in wide use since the 1950s. However,

12/ 1bid., p. 965.

IZI Fisher, 3., et al., Five-year results of a randomized clinical trial
comparing total masiectomy and segmental mastectomy with or without radiation
in the treatment of breast cancer, The New England Journal of Medicine,

v. 312, No. 11, March 14, 1985, pp. 665-673.

lﬁ/ American Cancer Society, Guidelines for the cancer-related checkup:
recommendations and rationale, American Cancer Society, lnc., New York, New
York, 1980, p. 41.
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data from health surveys suggests that many women discontinue regular Pap
smears after menopause . 12/ The ACS recommends that, after two successive ne-
gative smears, women should have a pap smear every three years until reaching
age 65. The upper age limit in this recommendation is due to a low number of
cases datected in women in this age group who have previously been screened. 16/
Hoveve;. it should be noted that only 59 percent of women over age 65 have

ever had a Pap smear. 17/

Colorectal cancer has the highes* incidence of cancer mortality for per-
sons over age 75 (men and women coabined). The guaiac test for fecal occult
blood (a laboratory test for blood in the stool) is one method for screening
for colorectal cancer in {ts early, localized(stage. A digital rectal exam

and a sigmoidoscopy examination can also be used to detect colon cancer. For
persons over age 50.‘the ACS re~ommends an annual digfital e;;m and guaiac
test, and a sigmoidoscopic exam every three to five years. However, the ACS
also notes that the value of these tests for mass scree;}ng programs have yet
to be proven in controlled studies. l§/

It should be noted that despite the indications of the value of early
detection for some cancers, many of the elderly are not reqularly screened.
Ore study showed that only 27 percent of persons over age 70 accepted an fnvi-
tation to take the guaiac screening test for colorectal cancer. 13/ There are

a wide variety of hypotheses regarding why so few avall themselves of oppor-

tunities for cancer screening, including fear of 3 positive result (especially

15/ Kane et al., Prevention and the Elderly, p. 966.

IEY American Cancer Society, Guidelines for cancer-related
checkup, p. 4l. 3

17/ Kane et al., Prevention and the Elderly, p. 966.

18/ American Cancer Society, Guidelines for cancer-related
checkup, p. &41.

19/ Kane et al., Prevention and the Elderly, p. 967.
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in regard to breast cancers), lack of knowledge regarding treatment alterna-.

tives, false beliefs, and unpleasantness of the procedures (e.g., sigmoidoscopy).

d. Accidents

Accidents, primarily motor vehicle accidents and falls, are the eighth
leading cause of death among the elderly. Deaths from motor vehicle accldents
account for 24 percent of all accidental deaths among the elderly. 20/ Only 10
percent of the elderly regularly use their seat belts while driving. An in-
crease in seat belt usage might reduce the number of elderly dying in automobile
accidents. One State, New York, has recently implemented a law mandating seat
belt usage by drivers and front seat passengers.

Falls, frequently resulting Ln fractures, are also a significant problem
for the elderly. The risk of fractures {ncreases wit: age, especially among
women. The incidence of hip fractures in women between ages 75 and 79 is 6
per 1000, increasing to %8.6 per 1000 for women over age 90. 21/ "~Depending upen
the population studied, the l-year mortality following hip fractures ranges
from 12 to 67 percent. Forty-one percent of hip fracture cases are discharged
from the hospital into a nursing home. The potential benefits of reducing the
fncidence of falls and fractures iacludes not only reduction in the mortality
and disability resulting from these accidents, but also reductions in the cost
of treating these injuries and in the cost of nursing home care for those

persons who are permanently disabled.

20/ National Center for Health Statistics, Advance report, final
mortality statistics, 1982, pp. 21-23.
21/ Ibid., p. 967.
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Some falls are caused by environmental factors, such as frayed rugs, elec~ -
trical cords, and icy sidewalks. Some are due to conditions such as Parkinson's
disease, seizures, alcoholism, and strokes. It has been suggested that appro-
priate diagnosis and treatment of these conditions, as well as correction of
vision impairments, couid reduce the incidence of falls among the elderly. 22/

Osteoporosis (low bone mass) increases the risk of fractures due to falls.
Osteoporosis is assoclated with increased bone resorption and decreased bone
formation primarily among post-menopausal women. While the causes of osteopor-
osis are not well understood, it appears to be associated with the post-meno-
pausal decline in estrogen levels. While estrogen replaceuent therapy (ERT)
has been shown to arrest the loss of bone mass, ERT increases the risk of en-
dometrial cancer (cancer of the uterine lining). Other risk factors assocfated
with osteoporosis include: a history of dilabetes, a history of use of steroids,
poor nutrition (a diet low in calcium), and lack of exercisé. Primary preven-
tion of this condition begins at menopause ind fncludes increased exercise,
vitamin D supplementation, and increased calcium intake. 23/

Post-fracture rehabilitation, including early weightbearing, has been
shown to be an important factor in the recovery from hip fractures. However,
even patients participating in intensive rehabilitation programs and living at

home generally require some home care services.

e. Infectious Diseases

Most {nfectious di{sease prevention programs are focused on childhood dis-

eases (such as smallpox and diphtheria) with two notable exceptions: influenza

22/ Kane et al., Prevention i{n the Elderly, p. 968.
23/ 1bid., pp. 969-970.
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and pneumonia. These conditions are the fourth leading causes of death in the
elderly, accounting for a mortality rate of 170 per 100,000 elderly persons.
Nationally, pneumonia accounts for more than 50,000 deaths per year, more than
half of which occur 4n people over 65 years of age. The elderly are more
susceptible to {nfections, due in part to a decreased i{mmune response and to
the presence of other medical conditfons. Institutionalized persons are also
at greater risk of exposure to infectious dfseases; the annual incidence of
institutionally acquired pneumonia is around 100 per 1,000 elderly patients,
as opposed to only 25-44 per 1,000 elderly in the community. gg/

Because pneumonia is frequently a result of influenza, some have argued
that prevention efforts should be directed toward preventing fnfluenza through
the use of flu vaccinations. The Public Health Service has an explicit goal of
achieving 60 percent vaccination against influenza among high-risk populations
(including the elderly) by the the year 1990. Only about 20 percent of the
elderly now receive flu vaccinations. 25/ Some data suggest that pneumococcal
pneumonia vaccinations may be more cost effective for the elderly. However,
quest ions have §een raised regarding the ;ffectiveness of both types of vac-

cines, due in part to a poorer antibody response to vaccinations in the

elderly as compared to younger populations. gg/

Pomvn)

24/ Kane et al., Prevention and the Elderly, pp. 972-973.

zzl U. S. Department of Health and Human Services, Public Realth Service,
Promoting health/preventing disease: Public Health Service {mplementation plans
for attaining the objectives for the nation, Public Health Reports, Suppleament,
Septeamber-October, 1983, p. 47. .

26/ Kane et al., Prevention and the Elderly, p. 973.
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2. Health Promotion and Education

As {ndicated in the discussion above, susceptibility to many conditions is
a function of certain risk-factors related to a person's life-style and personal
habits. Although direct evidence linking the modification of scme habits with
ifmproved health {s lacking (with the notable exception of smoking cessation),
most agree that encouraging a healcthy life-style is worthwhile.

Health promotion and education programs may have a variety of objectives
and be pursued in »nany Aifferent settings. These programs’ objectives might
include information dissemination, education on risk-factors, behavior modifica~-
tion (such as in smoking cessation classes), counseling, and social support and
encouragement of behavioral change. These programs and activitteS'can be incor-
porated into regular visits-with medical personnel, provided through special
classes and seminars (such as exercise, smoking cessation, weight loss or stress
nana;ement courses), or simply provide {nformation to the general public througﬁ
the media (television and newspapers) or by direct mailings.

These interventions do not fit easily into the traditional models of medi-
cal areatment and health insurance. Also, it has been suggested that some of
these “interventions™ can be vehicles for the economic exploitation of elderly

persons concerned about their health and well-being, such as In the marketing

of food supplements.

A e

a. Snoking

Smoking is associated with a wide range of conditions.  In addition to the
specific conditions discussed above (heart disease, strokes, hypertension, and

lung cancer), smoking is also related to chronic bronchitis and emphysema.
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While the benefits of smoking cessation are most easily documented in non-
elderly populations, there is substantial benefit to be achieved at all ages.
While the incidence of lung cancer does not decline until several years after
stopping smoking, the risk of heart disease, chronic bronchitis, and emphysena

declines relatively rapidly. 27/

b. Diet

A healthy diet for the elderly differs in several respects from a healthy
diet for younger populations. This is due in part to the increased risk for
certain diseases among elderly populations and to physiological changes oc-
currfing as part of the aging process.

The risk factors related to heart disease and stroke suggest that elderly
persons should reduce their intake of saturated fats (i.e. sources of choles~-
terol) and salt. However, some older persons who cunsume packaged foods or
take their meals at congregate meal sites, such as in the dining rooms of
narsing homes or retirement villages, may have difficulty limiting their
intake of these substances. 28/

The risk of osteoporosis among elderly women suggests that they may not
get sufficient levels of calcium and vitamin D in the{r diets. However, with
the exception of supplementation of these two substances, there is little evi-
dence to suggest the value of either widespread use of general purpose vitamins

or the use of large doses -of vitamin supplements. 32/

21/ 1bid., pp. 973-974.
28/ 1bid., p. 974.
29/ 1bid.
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c. Exercise

Exercise in moderation is generally believed to be good. In addition to
the physical benefits, a program of regular activity can also enhance an older
person's mental function through promotion of a general sense of well-being.
Persons with a sedentary life-style are at higher risk for hearf*ﬁlsease. —
hypertension, strokes and osteoporosis. Data suggest that habitual vigorous

physical activity does reduce the risk of coronary heart disease. 30/

3. Chronic lmpairments and Functional Disabilities

As they age, the elderly are more likely to suffer from chronic impairments.
_While these i{nppairments are not life-threatening, they can affect the functional
capabilities of the elderly. Also, while many of these impairments are amenable =
to intervention, it has been suggested that they frequently are ignored or

\
given {nsufficient attention in the course of regular nedical care. 31/ '

a. Vision and Hearing

Vision and hearing problems are coammcn among the elderly. Nearly 60
percent of persons age 65 to 74 have efther cataracts or glaucoma. In 1977,
16 percent of elderly persons reported that, at best, they could hear only
shouted speech. While these problems are common, data suggest that the elderly

were less likely than younger persons to have vision and hearing tests during

30/ Siscovick, D. S., R. E. Laporte, and J. M. Newman, The disease~
specl?fb benefits and risks of physical activity and exercise, Public Health
Reports, v. 100, No. 2, March-April, 1985, pp. 180-188.
of osteoporosis, fractures.

31/ Kane et al., Prevention and the Elderly, p. 976.
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their regular medical checkups. 3&/ Uncorrected vision and hearing probleas
may increase the risk of accidental falls and, particularly in the presence

of osteoporosis, fractures.

b. Mental- Health Needs of the Elderly

Even though there i{s a higher incidence of mental ll}ness in the elderly
than in younger populations, little research has been done on the mental health
needs of the elderly. For many years, elderly persons with mental disorders
were simply diagnosed as senile. While senility is often due to organic dete-~
rioration, evidence suggests that this diagnosis also may mask a number of
diverse conditions. In some cases, these underlying conditions, such as de-
pression, anxiety, and psychosomatic disorders, may be responsive to med{cal and
psychotherapeutic interventions. 22/

Depression among the elderly {s a common but complex problem. The syap-
toms of depression may be associated with other physical i{mpairments, and thus
can be difficult to fdentify. Also, it is difficult in elderly p&ﬁulations to
distinguish between depression related to the normal grieving process or to
stress as due to the loss of loved ones or to changes in functioning and life-
style from conditions which may respond to counseling, chemotherapy, or social
interventions. 34/ It has been suggested that people who are at high risk for
depression could be identified and enco;;aged to particlpate {n preventive coun-
gseling or therapy. These persons amight include those who recently retired,
wvhose spouse recently died, or who have recently been admitted to a nursing Qpce.

e

32/ 1bid.

33/ Mielke, J., The elderly and the health care dilemma: is an
ounce of prevention worth a pound of cure?, CRS Report, March 20, 198S,
PP~ 7'9-

34/ Kane et al., Prevention and the elderly, pp. 980-982.
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The management of depression in the elderly has an importaat role in an
overall program of disease prevention and health promotion. 4.ress and emo-
tional factors can precipitate a physical {llness or delsy recovery. Also, {if
not carefully managed, the medications used to treat depression and other mental
{llnesses have potentially serious side effects (dizz{ness, visual disturbances,
and sedation). Some of these medications have been lmplipated as causes of
unnecessary falls and injuries among the elderly. 22]

‘ It has been suggested that the treatment of emotional probleas can reduce
the utilization of medical care services. Reductions in the cost of medical
care services due to the provision of mental health services {s sometimes re-
ferred to as the "offset” effect. That is, savings due to decreases in medical
utilization offset the costs of mental health services. A survey of studies of
the offset effect showed that in twelve of thirteen studies, persons receiving
mental health services used fewer physician services ind had low2c hospital

utilizaction rates after initiating mental heatlh treatument. However, the re-
. :

& -

ductions {n medical care utilization did dot fully offset the costs of the
sental health services. In one study which computed the net cost of the mental
trealth interventions, the savings froa reduced mgpical care offset between &4
and 67 percent of the costs of the mental health care. Thus, the offset effect
may not generate a net savings, but only reduce the net cost of mental health

services. 36/

35/ Kane et al., Prevention and the elderly, p. 986.

EE] Jones, K. R., and T. R. Vischik, Impact of alcohol, drug abuse
and mental health treatment of medical care utilizaiton, a review of the
research _literature, Medical Care, v. 17, No. 12, Supplement, December 1979,
pp. 1-26. '
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¢. Alcohol Abuse and Alcoholism

Surveys on alcohol use generally show an overall decline in use with age.
However, among those elderly persons who do ernk. many have aicchol related
problems. Estimates of the nuaber of elderly alcoholics vary from 7 to 30 per-
cent of the population over age 60. 37/ Some experts suggests that even the
higher estimates may underestimate the extent of this problem. Problea drink-
ing among the elderly is often hidden, taking place within the confines of the

[]
home. Friends, relatives, and those providing care may fail to correctly iden-
tify the problem, mistaking its symptoms as frailty, senility, or the unsteadi-
ness of old age. .

Although alcohol abuse is serious at any age, among the elderly there are
additional factors which exacerbate the seriousness of the problem. For ex-
anple, when mixed with some medications, alcohol can have serious synerzgistic
effects. Alcohol abuse can also increase the {ncidence of accidents and in-
juries.

Problen drinkers in old age are generally one of twou types. The first are
‘chronic or early-onset alcohol abusers who have abused alcohol throughcut their
lives. The second type are late-onset dcinkers. This pattern of drinking may
be a response to situational factors such as retirement, declining f{ncome, or
the loss of a spouse or friend. In such cases, alcohol may first .be used for
temporary relief and then evclve into a pattern of problem drinking. It has
been suggested that {t may be possible to prevent some of late-onset alccholism
by providing counseling and support to elderly persons to help them deal con-

structively with problems which may lead to alcohol abuse. 2§/

37/ Kane el al., Prevention and the elderly, p. 982.
38/ 1bid., p. 983.
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There are variety of treatments, programs, and modalitfes which can be
used to help the elderly alcohol abuser including: drug therapies, behavior
modification, self-help groups such as Alcoholics Anonymous, and counseling.
houever. it has been suggested that many of the existing resources for the
treataent of alcohol prodblems are oriented toward persons in the vorkf;?cé°vlth
the goal of a return to employment. This goal may be inappropriate for older
problem drinkers.

As with w;;tal health treatment, it has been suggested that the cost of
alcoholism treatment is offset through reductions in medical care utilization.

A survey of twelve studies found a median value of 40 percent of the cost of

alcoholism treatment was offset by reduced medical care utilization. 22/

4. latrogenic Illness

Interventions related to iatrogenic illnesses are the fourth and final
major category of activities of health promotion and 1iseas§ prevention for the
elderly. latrogenic illnesses are defined as illnesses or conditions arising
from the provision of medical care. The mnost common iatrogenic {llnesses among
the elderly are drug reactions (side effects of overmedication and drug-to-drug
fateraction effects) and nosocomial infections (infections occurlang during

enisodes of institutionalization).

39/ Jones and Vischi, Impact of alcohol, drug abuse, and mental health
treatment on medical care utilizaiton, pp. 1-26.

e
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a. Drug Reactions

Elderly persons constitute only li percent of the population, but consume
25 percent of the drugs in the United States. 40/ Estimates of the average
number of prescription drugs being used by elderly persons range from 1.6 to
2.3 prescriptions per person. In one study of elderly persons liviag independ-
ently, 18 percent used between 5 and 9 different prescription medications. il/
This high rate of multiple prescriptions increases the probability of adverse
drug-to~drug {nteractions. Data show th}} the elderly experi;nce medication
side effects at a rate 1.5 to 3 times hi;her than that of younger persons.

The elderly frequently have multiple disorders, and may seek care froa
several physiclians siaultaneously. Elderly patients may not inform each doctor
of what other doctors have prescribed. Also, doctors may overlook aspects of
a patient's history. These circumstances can lead to instances of gross over-
medication and serious drug interactions. ﬁg/

The aging process includes physiological changes which flter the effects
of medication, increasing the difficulty of determining the correct dosage for
an older person. Additlonally, most preliminary trials of medications acre done
on young subjects and provide few guidelines for adjusting dosages for older
patients. 43/

Seversl strategies have been suggested for reducing the incidence of fatro-
genic illnesses due to medications. These include: case manageament plans

wherein elderly patients are encouraged to coordinate their medications through

40/ 1Ibid., p. 985.

%1/ Ostroa, J. R., E. R. Hammarlund, D. B. Christensen, J. B. Plein, and
A. J.Kethley, Medication usage {n an elderly population, Medical Care,
Ve 23. No. 2, F.bfu‘ry 1985: 4. 157-164.

42/ Mlelke, J., The eldefly and the health care dilemms: {s an ounce of
prevention worth a pound of cure?, CRS Report, March 20, 1985, pp. 9-12.

43/ Xane et al., Prevention in the Elderly, p. 986.

-
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a primary care physician or family pharmacist, patient education provided at
the time the aedicatfion i{s prescribed, and careful monitoring of drug therapy
to ensure that dosages are kept to the minimum level necessary to produce the

desired therapeutic effect. 44/

b. Nosocomial Infections

Nosocomial infections are defined as i{nfections that develop during a
perfod of {nstitutionalization, either in a hospital or nursing home. The
risk for nosocomial infections is three times higher in the elderly than in
the general population, due in part to the higher rates of {nstitutionaliza-
tion for th; elderly and to the lowered resistance of the elderly to such
infections. Urinary tract infections (UTIs) are a particular problem among
the elderly. Between 30 and 50 percent of institutioralized elderly persons
have UTIs. 1Indfviduals with indwelling urinary catheters have a high risk
of acquiring a UTI, and preventive stategies have tended to focus on this group.
There are some data which suggest that the use of certain types of urinary

catheters can reduce the incidence of UTIs. 45/

B. The Benefits of Preventive Measures for Elderly Populations

In general, the developaant of cost-benefit data for any prevention pro-
gran is difficult, usuvally requiring data to be collected on large samples of

people over many years. In addition, while the costs of prevention programs

44/ 1Ibid., p. 988.
EE/ Kane et al., Prevention and the Elderly, pp. 988-989.

<
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can be ﬁeasured or estimated, zeasurement of the benefits is frequently value-
laden, depending upon subjective determination of the worth of many benefits
such as preventing the deterioration of a functional impairment or increasing a
person's life expectancy. )

The problem of performing cost-benefit analyses of preventlon versus cure
for the elderly i{s even more difficult due in part to the problem of measuring
the benefits. The pofential benefits of prevention for the elderly are faprove~
ments in quality of life, decreased Jisabflity levels, increased life~expectancy,
and reduced medfcal care expenditures. Excluded from this list are some of
the economic measures of benefits which can be used for employed populations
(such as decre;sed absenteeisd or increased productivity) which are inappropri-
ate for elderly populations. While changes in quality of life and levels of
disability can be measured, at least on a conceptual basis, it is difficult to
place a value on these benefits.

In addition, there are disagreements as to the potential impact of pre-
ventive care for the elderly in regard to changes in life-expectancy and the
cost of medical care. It has been argued that there exists a theoretical upper
limit to a natural life span, estimated to be around 85 years of age. ﬁg/

Also, there are Jata suggesti{ng that a large proportion of Medicare expenditures
are related to care provided during the last two years of a person's life. ﬁl/
1f there {s an upper limit to natural life expectancy, then one goal of pre-
ventive care would be to shorten the period of morbidity preceding death, thus

reducing medical care expenditures. However, others have argued against the

46/ Fries, J. F., Aging, natural death, and the compression of sorbidity,
The New England Journal of Medicine, v. 303, No. 3, July 17, 1980, pp. 130-1135.

47/ Lubitz, J. and R. Prihoda, Use and cost of Medicare services in the
last 7~years of life, Health Care Financing Review, v. 5, No. 3, Spring 1984,
ppe 117-132.



concept of an upper limit to life expectancy. In the absence of an upper limit,
preventive care may increase life expectancy without decreasing medical care
expenditures as the period of morbidity and high use of medical care preceeding
death would not necessarily be decreased. In this case, one outcome of increased
life expectancy might be to increase medical care expenditures‘by lengthening

the period of morbidity. 4

Given these problems of measuring the benefits of prevention prograas for
the elderly>and the conceptual disagreements as to the potential outcomes of
prevention on the cost of medical care, it {s not surprising that little is
known about the economic value of prevention for the elderly. Much of what s
known about the risk factors for disease and the value of interveations {s
drawn from studies of younger populations wherein the benefits are easier to
measure 3nd dendnstrate. Little {s known about the relevance of transferring

. Y
the evidence from studies of younger populations to o?der persons.

There have been some studies which have examined the effects of efforts to
reduce risk factors for Jdiseiase among elderly populations and which have sug-
gested some positive benefits. A longitudinal gtudy in Alameda County, Califor-
nia suggests that elderly persons who had healthier life-styles (e.g., no
cigarette smoking, moderate exercise, moderate alcohol use) were less likely
to die during the study's nine and ope-half year follow-up period. ﬁg/ There
is also some evidence that the treatment of even mild cases ;f hypertension can
reduce mortality. 49/ Finally, there is some evidence from community based stu-
dies that suggest that community-wide health promotion efforts can reduce the

prevalence of risk factors and reduce mortality for certain diseases.

39/ Breslow, L. and J. E. Enstrom, Persistence of health habits and their
relationship to mortality, Preventive Medicine, v. 9, 1980, pp. 469-483.
49/ Hypertension Detection and Follow-up Prograa Cooperative Group, The
effect of treatment on mortality in "mild” hypertension, The New England Journal
. of Medicine, v. 307, October 14, 1982, pp. 976-980.

50-279 0 —85.——2
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In summary, while there is some evidence supporting of value of health pro-
asotion and disease prevention for the elderly, many questions remain regarding
the aconomic benefits of these efforts. A recent conference sponsored by the
Foundation for Health Services Research generated a proposed research agenda
which focused on the ds{iclencles in our current knowledge. These deficiencies
including research on the appropriate design of health education programs for
the elderly and on the relationship between health cagc services and the
functional status of elderly persons. 22/ However, unti]l additional reserarch
i{s coapleted, aeterulnlng the economic and socfal value of preventive fntervean~

tions may remain an elusive goal.

C. Suammary

There is a wide range of potential strategies of health promotion and
disease prevention for the elderly. Prevention activities which fall within
the traditional scope of preventive medical care include: control of hyperten-
sion (reduction of the risk of heart disease and stroke); screening for breast
and colorectal canc:rs; and wider use of influenza and pneumococcal pneumoqja!
_vaccines. Health education efforts (by physicians and others) could focus
on smoking behavior and the value of smoking cessation at any age (reduction
tn;the risk of heart disease, stroke, lung cancer, emphysema, and chronic
bronchitis); dietary counseling to reduce ;holesterol and salt {ntake (risk

factors of hypertension, heart disease, and strokes) and to increase calcium

and vitamin L intake in women (reduction in the risk of osteoporosis); and

5Q/ Defrise, G. H., A. S. Hersh, and M. A. McManus, A proposed research
agenda for health promotion and disease prevention for children and the elderly,
Health Services Research, v. 19, No. 6, Part II, February 1985, pp. 1033-1042.

A
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counseling in regard te the value of regular exercise (reduction in the risk of

heart disease, stroke, and osteoporosis). Finally, it appears that the medical

profession could do more during the course of regular medical care to improve

the functioning of elderly persons (diagnosis and treatment of depression, and

vision and hearing disabilities) and to reduce the incidence of fatrogenic
-{llness, particularly those related to drug reactions.

However, while there are many opportunities for health promotion and disease
prevention activities, the econonics of these efforts fn the elderly remains
unclear. There are few studies which demonstrate actual direct dollar savings
(reductions in health care expenditures) or in indirect savings, such as
through increases in groductivity. decreases in disability days or {ncreases
in "well-being."” Also, most research efforts have based their findings on

younger populations and we know little about whether the results of these

studies transfer to older populations.



III. PRIVATE SECTOk INITIATIVES IN HEALTH PROMOTION AND DISEASE PREVENTION

The purpose of this section is to describe the range and variety of pri-
vate sector programs related to health promotion and disease prevention and to

summarize the available evidence on the effectiveness of these programs.

A. Program Descriptions

Private sector initiatives {n health promotion and disease prevention pro-
grams are primarily employer-bised programs targeted on a firm's employees and
their dependents. These programs fall into three general categories:

1) incentive programs to encourage employees to adopt a
“"healthy” life style, such as programs which reward
-enployees who stop smoking or lose weight;

2) insurance plan initiatives such as premiur discounts
for non-smoxkers;

3) "worksite wellness” prograas which include on-site
screening and health education programs.
These programs are primarily available only to emplovees, and thus closed to
participation for most of the elderly. However, they do provide examples of
prevention activities which may work. ULlittle data have been collected on these
types of programs on a national basis. Therefofe, the following discussion

presents anecdotal data from selected programs to describe the range and scope

of these activities.
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1. lIncentive Programs

Some employers offer financfal incentives to employees who maintain a
healthy life-style. For example, the Northern Life Insurance Company of Se-
attle, Washington offers financial incentives to {ts 176 home office employees
who elther stop smoking or, Lf overweight, lose weight. 51/ The company reiam- 4
burses eaplovees for half their costs (up to a maximum of $200 per year) of
parglclpating in smoking cessation programs, exercise classes, and weight loss
programs through Weight Watchers. Any eaployee who stops smoking for one year
can receive a $200 bonus. The company also pays up to $200 for weight loss,
depending on the number of pounds the employee reduces. Ten months after
fnitiating these incentive programs, and after establishing a virtual ban on
smoking {n the workplace, the company had reduced the percent of employees
smoking from 25 to 19 percent, and 1l percent had lost 15 or more pounds.

Pioneer Hi-Bred in Des Moines, Iowa offers overweight employees and spouses
$5 per pound l;st until their desired weight i{s reached. 1If the desired weight
is vaintained for one year, the enplovee has a choice of gifts valued at §75.
Of all overwelight employees, 60 percent participated in the prograa, and 90
percent of program participants lost at least some weigh;) This company also
pays eamployees and spouses $150 to quit smoking for one vear, and an additional

$75 dollars if abstinence {s maintained for a second year. Fourteen percent

of smoking employees stopped for at least two years. 52/

51/ Woodruff. L. L., Designing a smoke-free office, Business and Health,
v. 2, No. 1, November, 1984, pp. 22-23.

52/ Kiefhaber, A. K., and W. B. Goldbeck, Worksite wellness, in Health
Care Cost Management, P. D. Fox, W. B. Goldbeck and J. J. Spies (eds.), Heaith
Administratinn Press, Ann Arbor, Michegan, 1984, p. 134.
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The Hospital Corporation of America pays employees to participate in
aerobic activities. Twenty-four cents is paid for each aerobic unit, defined
as a aile of walking or running, a quarter aile of sviming, fogr miles of
bicyclling, or a quarter hour of aerobic dancing. The company paid out a total
of §15,000 in incentives to 300 corporate offlc; employees who participated in
this program. $3/

Other corporations offering financial incentives include: Analysis and
Coaputer Systems (bonuses for smoking cessation); City Federal Savings and Loan
Assoclation (pays all non-smokers $20 more per month than smokers); and Coors

Industries (incentives for smoking cessation and weight loss). gi/

2. Insurance Plan Initiatives

Some health and life insurers have begun offering premium discounts to non-
smokers. Blue Cross and Blue Shield or Southwestern Virginia offers premiua
discounts ranging from 7 to 14 percent for small employer groups (less than S0
eaployees) {n which at least 80 percent of employees‘have not saoked for two
years. 55/ The Blue Cross and Blue Shield plans in Minnesota and Oregon offer
premfua discounts to individual subscribers who do not smoke. The M{nnesota
plan offers larger discounts to older persons.(22 percent) who do not smoke
than to younger subscribers (only 7 percent). Discounts are not offered to

sudscribers enrolled through experience-rated group plans. 22/

53/ 1bid., p. 133.

$4/ 1vid.

EEI Blue Cross and Blue Shield Association, Premiua discounts introduced
for non-smokers, Consumer Exchange, Septeaber, 1984.

zgl Blue Cross and Blue Shield Aasociation, Minnesota plan offers preaiua
discounts to non-smokers, Consuaer Exchange, February, 1984.
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A number of employers (Mendocino County School District, Bank of America,
Mobil 011, Blue Cross/Blue Shield of Virginia) and insurers (Blue Shield of
California, Blue Cross of Oregon) offer incentives for employees who are low
utilizers of health insurance benefits. These indentives are usualiy not linked
to any particular types of "healthy behaviors™ (e.g. smoking cessation or weight
loss), dut simply reward employees and dependents for not utilizing health
care benefits. One disadvantage of these types of plans {s that employees amay
be discouraged from seeking preventive services or needed aedical care.

Some of these plans are based on the concept of employee "medical expense
accounts” in which she employer annually deposits a specified sum of money
r;nglng from $200 to $500. The employee can draw on the account to meet de-
ductible expenses {n the group insurance plan or to pay for non-covered services.
At the end of each.year. the remaining balance in the account is paid directly
to the employee, carried forward into the subsequent vear or credited to the
eaployee for retirement. As a variation of this approach, employees.of Blue
Cross/Blue Shield of Virginia can earn vacation days by not using benefits in
excess of specified limits. Some corporations only provide group incentives,
whereby the entire eaployee group earns benefits (such as premium rebates) {f
~he entfire group's utilization and cost experience is less than predicted. 21/

The INSURE project, sponsored by health and life insurance companies

and private foundations, {s exploring the benefits of coverage for preventive

57/ Fox, P. D., Plan design, in Health Care Cost Management, P. D. Fox,
W. ‘B. Goldbeck and J. J. Spies (eds.), Health Adainistration Press, Ann Arbor,
Michigan, 1984, pp. 29-34.
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medical exams linked with appropriate health education provided in primary

care settings. This study age-specific protocols of preventive services, in-
cluding recommendations for periodic physical examinations, laboratory testing,
and questionnaires for risk factor assessment. The study also developed health
education materials which could be used by primary care physicians. The study
educated physicians in seleéted study sites in the use of these protocols and
materials. A payment schedule for examinations was negotiated with participa-
ting physicians. The payment schedule included fifteen minutes of patient ed-
ucation in risk-reduction as a covered service. Preliminary data suggest that
the exams and educational nmaterials lead to Increases in "healthy behaviors”

by patients. Initial estimates suggest that these services cost an average of
$59 per patient, ranging from a low of $32 for young patients to $135 for
patients over age 75. This project 1is being extended to ;ddltlonal study

sites. 38/

3. worksite Wellness Programs

"horksite wellness” programs are prograus financed by extployers, usually
provided at the worksite (sometimes on company time), and which provide a
variety of preventive health services, including but not liuited to health
screening, health education programs, medical treatment, exployee assistance
programs, and exercise programs. In some cases, these programs aay be linked
to an overall corporate strategy to contain health care costs, reduce absentee-
ism, and increase productivity. There is substantial variation {n the content

and focus of these programs among employers. The purpose of this section is to

38/ Logsdon, D., M. Rosen, and S. Karson, Health 'nsurance for preventive
services, Journal of Insurance Medicine, v. 15, No. 1, _January-March, 1984,
pp. 2-9.
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present 1nf$rmat£on about the types of activities which may be included within
worksite wellness programs. |

Worksite screening program§~range from simple questionnaires designed to
tdentify high-risk behaviors (eign smoking) to extensive checkups including
physical examinations and laboratory tests. Data from these programs suggest
that they are successful at identifying previously unknown conditions. When
these programs are linked with health education and medical treag:;nt (either
onsite or by referral to the eaployee's personal physician), the data suggesé
that the health of employees is improved. Proponents of worksite screening
programs suggest that these prograns allow eaployecs to target their preveative
health expenditures for =maximai effect. An important issue related to worksite
screening is the confidentiality of the test results. Some fear that employers
may use the results of these test {n their hiring and firing decisions. 22/

Many employers provide their eaployees with heal:h education information.
Information disseminatipn and heslth education activites range from pamphlets,
nutritional information in cafeterias, "health fairs,” seminars, and workshops.
Some employers mayv use their screening prograas to target high risk groups for
their health education prograas. - °

Some eaplovers take an active role in providing treatment for employees
with certain health problems. Baltimore Gas and Electri: Coapany screens its
eaployees for hypertension, provides education for identiffed cases, perforams
tegular followups to assure compliance with treatment regimens, and, if neces-

sary, supplies medications. The potential value of worksite followup of iden-

tifled cases is fllustrated by a recent study conducted at the Ford Motor

59/ Keffhaber and Goldbeck, Worksite Wellness, pp. 120-152.
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Coapany which showed that hypertensive employees who }ecelved onsite care had
the aost success f{n controlling their hyperteasion. gg/ Many eaployers also
suppo;; what is known as an Eaployee Assistance Program (EAP). Frequently an
outgrovth of eaployer sponsored alcoholisa and drug abuse prograas, EAPs-pro-
vide treataent and counseling for a variety of mental health related conditions,

inciuding personal probleas (marital probleas and stress reactions) and sub-

stance abuse. 61/

B. Evaluations of Worksite Wellness Prograas

There are some reports of savings due to worksite wellness prograas. New
York Telephone estimated savings of $) million in 1980 from its prograas¥
During the first year of its "Live for Life” program, Johnson & Johnson found
improvements in smoking behaviors, a decrease in the number of~persons above
their fdeal weight, reductions in the incidence of uncontrolled hypertension,
and fewer sickdays among employees participating in the prograa. The Control
Data Corporation found that its sgoking cessation course helped employees to
stop smoking. Control Data also found that eaployees with good heslth habits
had fewer hospital days and had lower health care costs. 62/

It is not clear how transferrable the effects of worksite wellness prograas
are to populatfons such as the elderly. While these programs may contribute
to national objectives for health promotion and disease prevention, the most
faportant lesson insofar as the elderly are concerned may be that people do

adopt healthier practices in response to financisl and other incentives.

These programs also suggest the {mportance of a coordinated health promotion and

disease prevention program which links risk-factor screening, health education,

treatment, and follow-up.

60/ 1Ibid., pp. 128-129.
1/ Ibid., p. 130. . _
€2/ 1bid., pp. 142-146.
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APPENDIX A: MEDICARE COVERAGE OF PREVENTIVE HEALTH SERVICES

This section describes the coverage of preventive health services by
Medicare under current law. Since its inception, Medicare has been in;ended
primarily to cover the cost of treatment of acute care conditions in order to
protect the elderly from the large and unpredictable costs of medical fare.

In general, Medicace coverage is limited to care that i{s reasonable and neces-
sary for the treatment of an illness or iﬁ}ﬁ?;i_a?ﬁélcare coverage guidelines
require that preventive health services arercovered only {f they are furnished
as an integral part of the physician's personal professional services in the
course of treatment of an f{llness or injury.

Some of the preventive services which Medicare does not otherwise cover
include physician checkups (examinations without treatment or diagnosis for a
specific illness, symptom, complaint, or injury); outpatient prescription drugs
(such as drugs used to treat and control hypertension); periodtt breast exami-
natlony (which nay include nammography); examinations for the purpose of pre-
scribing, fitting, or changing glasses, contact lenses, or hearing aids (and
the costs of providing those devices); and general health education and promo-
tion activities. .Thn: s not to say physicians do not provide some preventive
services such as hypertension screening or education in proper medicatfon
usage during the course of regular medical care. However, they cannot bill

and be reimbursed separately for these services.
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Soze services which are not covered for screening of the Medicare popu-
lation are covered for the diagnosis and treatment of persons with specific
medical problems. For example, Medicare does not pay for mammograas perforaed
on a routine basis, but will pay for this service i{f the patient has a history
of breast cancer, symptoas for which a mammogram {s indicated (such as a lump
fn a breast), or no syub:ous but has a history and other factors which the
physician considers significant enough to judge that a mammogram {s appropriate.
S{milarly, Medicare does not cover routine eye exaazinations to detect probleas
of visual acuity such as nearsightedness, but will reimburse for physicians’

services for the treatment of eye disease such as glaucoma or cataracts.

A. lpmunizations

Medlcare coverage excludes innoculations with two exceptions. As of
July 1980, administration of the pneumococcal immunization, which protects
against pneumococcal pneumonia, is a covered service under Medicare. Effec-
tive Séptember 1984, Medicare covers the hepatitis B vaccine for Medicare
peneficiaries including end-stage renal disease patients who are at high or
{ntermediate risk of contracting hepatitis B.

Medicare does not cover the costs of other vaccinations, which are purely
for prevention. For exaample, annual (nfluenza {mmunizations, often recommended

for the protection of the elderly, are not covered by Medicare.

B. Preventive Care in HMOs

The Tax Equity and Fiscal Responsibilfity Act of 1982 (P.L. 97-248) pro-
vided for capitation payments on a risk-contracting basis to health aaintenance

organ{zations (HMOs) and competitive medical plans (CMPs) who enroll Medicare
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beneficiaries. Under this provision, these plans are required to
part A and part B benefits, but may also offer additional benefits.
additional benefits may include §ervices not currently covered und.
such as outpatient medications and preventive health services. P:
P.L. 97-248, the Health Care Financing Administration sponsored <
stration projects in which HMOs were paid on a capitation basis.
ence from these demonstratfon projects suggests that HMOs and CV
on a risk-conttact{ng basis may offer some preventive health s¢
Medicare enrollees, i{ncluding vision and hearing screenings, ¢

examinations, and fmaunizations. 63/

63/ U.S. Depactment of Health and Human Services, Offi.:.
and Demonstrations, Health Maintenance Organizazion Risk Corntr .
Medicare, Grants and Contracts Report, Health Care Financing
HCFA Pub. No. 03184, Septemdber 1984, pp. 20-21.
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APPENDIX B: RECENT LEGISLATION AND LEGISLATIVE PROPOSALS

In recent years, Congress has considered a number of proposals related
to health promotion and disease prevention. The purpose of this section is
to describe the variety of these proposals. Many of these measures were not
directly or exclusively related to either the Medicare prograa or the elderl;;
however, all of thea might affect the Medicare population to some degree. The
approaches considered have included extensions of Medicare coverage, demonstra-

tion pr.jects, and research proposals.

A. Medicare Coverage

Because of recently-passed [egislatlon. vaccines for pneumococcal pneumo-
nia (P.L. 96-611) and hepatitis B (P.L. 98-369; and their adminlstration are
now covered in certain cases. Llegislation to provide Medicare coverage for
influenza immunizations has been iatroduced on several occassions, but has
never $een enacted.

Two biils introduced in the 99th Congress by Senator Durenberger would
anend Medicare's Supplementary Medical Insurance (SMI) program to encourage
the use of certain preventive services and to discourage smoking by Medicare
beneficiaries. S. 358 would raise the part B deductible from $75 to $100 but
would perait payments made by beneficiaries for the costs of specified preven-
tive health measures to be applied toward the part B deductible. These mea-

sures faclude health screening, as deflﬁed by the Secretary of Health and
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Human Services; fmmunizations not otherwise covered by Medicare; and prescrip-
\
tion drugs for the control and treatment of hypertension. The second bill,

S. 357, would discount the monthly part B preafum by Sl for nonsmokers.

B. Demonstration Programs

There have been two proposals to direct the Secretary of Health ;nd Huzan
Services to establish or fund particular prevention prograans or demonstrations.

In the 99th Congress, Senator Durenberger introduced S. 359 which would
direct the Secretary to establish preventive health services demonstration pro-
grans for Medicare beneficiaries. Under S. 359, the demonstraton programs
would be located at no fewer than five geographically diverse and generally
accessible sites. Each program would be conducted under the direction of a
school of public health, be designed to allow alternative refmbursement methods
(including payment on both a prepayment and fee-for-;ervlce basis), {nvolve
comnunity outreach efforts, and be designed to fac{litate the submission of a
required report (which would include an evaluation of the short- and long-tera
costs and benefits of preventive health services for the Medicare beneficiaries
who received such services under the program) to Congress within three years
ther the bill's enactment. Preventive health services to be made avaliable
through these programs {nclude health screenings, immunizations, health risk
appraisals, dietary consultations, stress reduction, exercise counseling, and
prograas, smoking cessation, sleep regulation, mental health tnterveniion
(particularly targeted to preventing depression), prevention of intentional
and unintentioned fnjury, instructfon in self-care (including use of medica-~
tions), and prevention of alcohol abuse. These preventive health services may
be provided by physicians, behavioral scientists, nurses, allied health person-

nel, dieticians, and clinical psychologists.
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The Health Promotion and Disease Prevention Amendments of 1984
(P.L. 98-551) directed the Secretary to fund academsic health centers to estab-
l£s§ centers for research and demonstration in the areas of health promotion
and disease preventfon. Three such centers were authorized for fiscal year
1985 and five for fiscal year 1986, but no funds have yet been appropriated

for the financing of these centers.

C. Research

Disease prevention research has been a legislative priority in receat
years. In the current sesslgn, a bill was introduced by Representative Waxman
(H.R. 2409) to revise and extend the authorization of the National Institutes
of Health (NIH). Among other provisions, the bill would increase the emphasis
on NIH research relating to the prevention of disease. It would establish
the position of Assocfate Director for Prevention within the Office of the NIR
Director, the National Cancer Institute, and the National Institute of Child
Health and Human Development. H.R. 2409 is similar to S. SAO which was passed

by the 98th Congress but was subsequently vetoed by the President primarily for

reasons unrelated to the prevéntion provisions of the bill.
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Remarks
- of
~ Senator Dave Durenbevger
Health Subcommittee Hearing

June 14 1985

What we call this nation's health care system is in reality a
sick care system. Doctors and hospitals have primarily been in
the business of making people well rather than keeping them
wellﬂ The major putrchasers of health care, Blue Cross, the
commercial insurers, and Medicare have reinforced this treatment
and procedure orientation to medicine by reimbursing providers
for the treatment of illness, not for the promotion of wellness.

We lack the incentives in our health care financing systems
that encourage people to maintain their health and live healthy
lifestyles. Anné\SOmers, a noted gerontologist, recently wrote
in reference to Medicarve:

"The time has passed when the American Taxpayer can
promise full coverage of health benefits to the victims

of known self-destrutive behavior without -asking for a

contribuitons from them."
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I wholeheartedly agree. Dr. Barney Clark literally smoked
himself to death but Medicare still paid for the attempt to save
his life. The more than $200,000 it cost to keep Dr. Clark alive
for a few short months could have been saved, and a lot more done
with it, if we would stop pumping Medicare dollars simply into
sickness rather than health and develop policies which supply
real incentives to change unhealthy ways.

This hearing will begin a process in the subcommittee to
explore Medicare's potential for fulfilling its role as a true
“health” insurance program.

In part, today will be spent creating a record for the
Finance Committee on the contributions disease prevention can
offer both to improving the health of Medicare beneficiaries and
in saving program dollars. And, to explore how Medicare, as an
answer, can be used to provide economic incentives to older and
disabled Americans to healthy lifestyles or at least, as Dr.
Somers suggests, contribute to the high cost of their
self-inflicted illness.

The hearing will also review proposals 1 have made to
incorporate disease prevention and health promotion in Medicare
policy. I have introduced three bills to mandate and develop

this policy:
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- the first, S8.357, would provide a nonsmoker discount on

Medicare Part B premiums

- the second, S,358, wouldl provide riase the Part B
deductible from $75 to $100 but allow out-of-pocket
expenditures for health prevention measures ~- health
screens, immunizations and prescription drugs to control

hypertension -- to count toward that deductible and finally

- the third, $.359, a bill directing the Secretary of Health
and Human Services to do demonstrations in health promotion
and disease prevention to give Congress direction
concerning the usefulness of adopting specific preventive

benefits. ™

I look forward to the guidance the witnesses today can
provide on the policy and concerns imbedded in these proposals.,
1 am confident the panels will provide guidance to the
Subcommittee on what of prevention services work best in keeping
people healthy and reducing health care costs; what means,
economic or otherwise, would be most useful in encouraging
individuals to alter poor habits, like smoking; and what are the
unanswered questions about disease prevention and health

promotion which the demonstration proposal and other vehicles

could answer?
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Many other guestions will arise in our discussion today. I
xnow it will be a good start to a process which has been long in
coming. The Americans who die needlessly from smoking, high
blood pressure, and numeroug other habits and conditions have not
had a health care system overly receptive to pre;ention. It is
time we avail ourselves of the knowledge we have at hand to use
the health care system for health as well as sickness.

1 appreciate the time the witnesses have taken from their
busy schedules to come here today. I want to assure each of your
that your contribution to this session is critically important.
The {ssues we discuss today may not all be on the "front burner"
of society's concerns or the concerns of this Congress, but they

ought to be; and this hearing will help them become more visible.
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Statement of Senator George J. Mitchell
Health Subcommittee Hearing
Health Promotion and Disease Prevention
For the Elderly

June 14, 1985 .
Mr. President, I commend the Subcommittee on Health for its
interest in the subject of Health Promotion and Disease
Prevention Strateqies for Medicare Beneficiaries, and for your
committment to hold hearings on this important issue.

The Medicare Program does not generally cover the cost of
preventive health care, as the program was designed primarily
to reimburse the cost of treatment of acute care conditions in
an attempt to protect the elderly from large and unpredictable
costs of hospitalization and outpatient physician's charges.

In recent years, as the costs of medical care continued to
soar, new and innovative ideas for health care cost containment
began to emerge for all medical patients, including the
elderly. Most recently, the medical community as well as
private industry have begun to emphasize the value of
preventive health care as a cost effective strategy for
improving and maintaining the health of our citizens. Stndies
are beginning to show that changes in lifestyle, such as
cessation of smoking or weight reduction have a direct causal
relationship to the maintainence of health and the avoidance of
costly treatments for disease.

While most of the available studies have been conducted with
younger populations, they provide valuable information for the
potential use of such strategies for Medicare beneficiaries.
We can also assume that the changes in the lifestyles of those
now in their youth and middle age will be continued throughout
the older years. Therefore we must begin to assess how the
Medicare Program may take advantage of health promotion and
disease prevention strategies feor current as well as future
beneficiaries.

I look forward to the testimony'presented;ﬁz; scheduled
witnesses at today's hearing. I believe that this committee
can benefit from the experience of private industry in
designing health promotion programs for. their employees, and
creating financial incentives in health care plans for those
who eliminate unhealthful habits such as cigarette smoking.

I believe that the testimony presented today will provide
valuable input for those of us responsible for the continued
reform and improvement of the Medicare Program, and I thank
the witnesses for their participation in today's hearing.
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Senator DURENBERGER. The hearing will come to order.

I will start out by saying that the title of this subcommittee is a
misnomer. It is not the Subcommittee on Health; it is actually the
Subcommittee on Sickness.

The Medicare and Medicaid Programs have, as private health
coverage has, financed the healing of the sick rather than the
maintenance of the health of the beneficiaries of those programs.
But “illness” has negative connotations, so we talk about the sick
care system in terms of “health.” It is now time to begin thinking
about the health care system in terms of wellness as well as the
cure of the ill. This will require reforming the financing systems
which lack the incentives today to encourage people to maintain
their health and live with healthy lifestyles.

Ann Sommers, a noted gerontologist, recently wrote in reference
to Medicare, “The time has passed when the American taxpayer
can promise full coverage of health benefits to the victims of
known self-destructive behavior without asking for contributions
from them.” With this I wholeheartedlf' agree.

Famous dentist Barney Clark literally smoked himself to death,
but Medicare paid for the attempt to save his life. The more than
$200,000 it cost to keep Dr. Clark alive for a few short months
could have been saved, and a lot more done with it, if we would
stop ﬁumping Medicare dollars simply into sickness rather than
health, and if we would develop policies which supply real incen-
tives to change unhealthy ways.

This hearing will begin a process in the subcommittee to explore
Medicare’s potential for fulfilling its role as a true health insur-
ance program. In part, today will be spent creating a record for the
Finance Committee on the contributions that disease prevention
can offer both to improving the health of Medicare beneficiaries
and in saving program dollars, and it will explore how Medicare, as
an answer, can be used to provide economic incentives to older and
disabled Americans, incentives to healthy lifestgles, or at least, as
Dr. Sommers suggests, to contribute to the high cost of their self-
inflicted ilinesses.

The hearing will also review proposals I have made to incorpo-
rate disease prevention and health promotion in Medicare policy. I
have introduced three bills to mandate and develop this policy. The
first, S. 357, would provide a nonsmoker discount on Medicare part
B premiums; the second, S. 358, would raise the part B deductible
from $75 to $100, but it would allow out-of-pocket expenditures for
health prevention measures—health screens, immunization, and
prescription drugs to control hypertension—to count toward that
deductible; and finally, the third, S. 359, a bill directing the Secre-
tary of Health and Human Services to do demonstrations in health
promotion and in disease prevention to give Congress direction con-
cerning the usefullness of adopting specific preventive benefits.

I look forward to the guidance the witnesses today can provide
on the policy of the concerns imbedded in these proposals. I am
confident the panels will provide guidance to the subcommittee on
what prevention services work best in keeping people healthy and
reducing health care costs, what means, economic or otherwise,
would be most useful in encouragin%\individuals to alter their poor
health habits like smoking, and what are the unanswered ques-
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tions about disease prevention and health promotion which the
demonstration proposal and other vehicles could answer.

Many other questions will arise in our discussions today. The
subcommittee, though it may have been misnamed for its past, can
also earn the right to be the Health Subcommittee in the future.

The opportunities we explore today can provide applicable les-
sons for changes in Medicaid, for the more appropriate use of the
tax subsidy of health insurance premiums or preventive health
benefits, and/or some¢ healih promotion expenditures from the pro-
ceeds of a possible new Federal tax on tobacco.

I know it will be a good start to a process which has been long in
coming. The Americans who die needlessly from smoking, high
- blood pressure, and numerous other habits and conditions have not
had a health care system overly receptive to their efforts at pre-
vention. So it is time we avail ourselves of the knowledge we have
at hand to use the health care system for health as well as victims.

I appreciate the time that the witnesses have taken from their
busy schedules to come here today; it is an impressive list of wit-
nesses. | want to assure each of you that your contribution to this
session is critically important. The issues that we discuss today
may not be all on the front burner of society’s concerns or the con-
cerns of this Congress, but they ought to be, and this hearing
should help them become more visible.

I will remind the witnesses that under our new leadership the
Finance Committee limits witnesses to 5 minutes of oral testimony.
That way we get more testimony from more witnesses, and that's
good—except to the folks who like to hear themselves talk.

Senator Bob Dole has indicated that he would like especially to
be here at this meeting but cannot be, because as chairman of the
Subcommittee on Nutrition of the Agriculture Committee he is
chairing a hearing on the reauthorization of the Food Stamp Pro-
gram, and that is certainly a preventive benefit if I ever heard one.

So let us begin with our first witness who is Dr. Michael McGin-
nis, Deputy Assistant Secretary for Health, Disease Prevention and
Health Promotion, Department of Health and Human Services,
who is accompanied by Dr. Edward Schneider, Deputy Director of
the National Institute on Aging of the Department of Health and
Human Services.

Dr. McGinnis?

STATEMENT BY MICHAEL McGINNIS, M.D., DEPUTY ASSISTANT
SECRETARY FOR HEALTH, DISEASE PREVENTION AND HEALTH
PROMOTICN, DEPARTMENT OF HEALTH AND HUMAN SERYV-
ICES, WASHINGTON, DC, ACCOMPANIED BY EDWARD SCHNEI-
DER, M.D.,, DEPUTY DIRECTOR, NATIONAL. INSTITUTE ON
AGING, DEPARTMENT OF HEALTH AND HUMAN SERVICES,
WASHINGTON, DC

Dr. McGinnNis. Thank ggu very much, Mr. Thairman.

I am very pleased to be here to discuss the activities of the De-
partment and Health and Human Services in disease prevention
and health promotion, with particular emphasis on cur efforts di-
rected to older people. As you mentioned, with me here today is Dr.
Schneider, the Deputy Director of NIA.
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Mr. Chairman, we place a very great emphasis on prevention in
DHHS; it is indeed a front-burner issue for us. I have extensive tes-
timony that reviews the approach and activities in some detail.
With your permission and in the interests of time, I would like to -
submit that testimony for the record.

Senator DURENBERGER. It all will be made part of the record.

Dr. McGinnis. Thank you.

My presentation this morning will be divided into two parts:
First, a general overview of the conceptual underpinnings of our
national prevention strategy; and, second, a summary of certain of
our key prevention efforts which are targeted to older people.

First, the goals. If I may direct your attention to charts here to
my left, your right, in the Surgeon General’s report on health pro-
motion and disease prevention—‘‘Healthy People”’—we have estab-
lished five broad life-stage goals to be achieved by 1990. You can
see here goals for healthy infants, healthy children, healthy adoles-
cents and young adults, healthy adults, and healthy older adults.
These goals were quantified. The goals are to reduce infant mortal-
ity by 35 percent by 1990, to reduce childhood mortality by 20 ge -
cent by 1990, to re({uce adolescent mortality by 20 percent by 1990,
to reduce adult mortality by 25 percent by 1990, and to reduce the
average annual days of confinement for the older adult population,
a lifestyle related goal, by 20 percent by 1990.

You will note that we have identified for each life stage also two
of the more prominent health challenges for individuals in those
respective age groups. This gives us the key to greater specificity in
our strategy, to enable us to provide risk factors for these special
problems, which are identified on the next chart.

[See chart.]

Dr. McGinnis. Here you see, as an example of the specificity
which we were able to identify, risk factors for the major causes of
death in this Nation. The causes of death are listed on the left
hand side of that chart. On the right hand side are the major risk
factors. Again, in the interest of time I won’t review all of those
risk factors; the important thing is that we now can identify, have
identified, major risk factors for those causes of death.

I will point out just a couple of things about them: One is that
several of the risk factors are cross-cutting—for example, smoking,
alcohol—that is to say that by addressing one risk factor, we can
impact several causes of death; and second, that many of those
cross-cutting risk factors are behavioral in nature, which implies
that we need to place a greater emphasis on lifestyle factors.

These risk factors that are identified can be rearrayed as strate-
gy targets, which are identified on the next chart.

See chart.]

r. McGINNis. Here you see 15 key strategy targets or priority
areas which provide the focus for our national strategy in preven-
tion. They fall into three general groups, including, from top down,
the health-promotion or lifestyle-related issues that 1 just men-
tioned—smoking, nutrition, alcohol and drug abuse, exercise and
fitness, and stress; the more traditional preventive services that we
think of in clinical settings—ramily planning, pregnancy and
infant care, high blood pressure control, immunizations, and sexu-
ally transmitted disease control—and the health protection or envi-
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ronmental areas, such as toxic-agent control, occupational safety
and health, accidental injury control, community water supply and
fluoridation, and infectious-agent control. We have set specific and
measurable objectives in each of these 15 areas—again, to be
achieved by 1990.

Next chart, please.

It is an effort, if you will, to apply the management-by-objectives

BO)] concept to the health arena. This chart shows, on the left-

and column, the major objective classes traditionally used in the
MBO effort; in the middle column, business applications; and in the
right column, health applications.

You can see that there are five kinds of objectives that are set
for the health applications: Outcome objectives in health for reduc-
ing morbidity and mortality; we also have objectives related to risk
factors, objectives related to the scope of services that we develop
in targeting those risk factors, and objectives related to public and
professional attitudes and awareness; as well as surveillance, eval-
uation, and research. We have set 227 objectives in all to be
achieved by 1490 across those 15 areas.

The attainment of these objectives is dependent upon multiple
activity at the Federal, at the State and local, and the private sec-
tors. I am pleased to say that we are making good progress toward
many of these objectives. We can get into the implementation ef-
forts later, if you wish.

I would like to turn now to an area of special emphasis in this
effort, and that is the prevention needs of our older citizens.

In many respects, the full spectrum of activities for all life stages
is ultimately targeted to improving the health of people who are
moving into those older age groups. This is important to bear in
mind, but I would like to mention certain of our efforts which are
specifically directed to older Americans and give special attention
to one effort, an effort called the Healthy Older People Program,
which derives from the point that I mentioned.

Would you like me to continue on?

Senator DURENBERGER. Yes. .

Dr. McGinnis. I mentioned earlier the role of behavioral risk fac-
tors in disease, those factors for which each individual has some
personal control.

The Healthy Older People initiative is an initiative undertaken
within the context of a formal agreement between the Public
Health Service and the Administration-on Aging, and it is focused
on improving the awareness and involvement of older people relat-
ed to six key dimensions: nutrition, exercise, smoking, injury con-
trol, appropriate use of preventive services. There is growing evi-
dence that elements of each of these can make an important contri-
bution to health outcomes for -older people; moreover, there is ¢
compelling need to convey to our growing population of older

ple that there are some very positive steps they can take to en-
ance their life in later irears.

The structure of the older people campaign is quite ty‘pical of our
view that these efforts need to reflect cooperation at all levels and
from all sectors; consequently, the campaign is a tripartite effort,
involving not only the host of Federal agencies—in our own depart-
ment, the Health Care Financing Administration, the Administra-
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tion on Aging, the National Institute on Aging, and other Public
Health Service agencies—but also State and local governments,
and-the private and voluntary sector.

For example, each Governor has designated a responsible locus
for the effort, and much of the program activity is coming from pri-
vate groups such as the National Council on Aging, the American
Dental Association, the American Hospital Association, which is
sponsoring a national teleconference on the effort in December tar-
geted to health professionals, and the AARP, which has just re-
leased a series of public service announcements on the campaign’s
theme of “For a Better Life” as its very important contribution.

We think, Mr. Chairman, that there is substantial investment in
this and other activities to yield the sorts of gain that are embodied
in our overall goal of increasing the health and functional ,inde-
pendence of older Americans, but these are gains which will come
only from collaborative efforts involving participants of all ages
and from all parts of our society.

I appreciate the opportunity to talk with you about this program.
Dr. Schneider and I would be happy to answer any questions that
you may have.

[Dr. McGinnis’ written testimony and charts follow:]



55

Statement

J. Michael McGinnis, M.D.

Deputy Assistant Secretary for Health
(Disease Prevention and Health Prarotion)

U.S. Department of Health and Human Services

Before the

Subcamittee on Health

Camittee on Finance
United States Senate

June 14, 1985



56

Mr. Chairman and members of the Subcomittee: I am pleased to be here
to discuss with you the activities of the Department of Health and Human
Services in disease prevention and health promotion, with particular
emphasis on efforts directed to older people.

I think it is fair to say that, until recently, the dominant focus of
health care delivery in this country has reflected the traditions and
practices of modern medical treatment. Over the years, health care
professionals and the public at large have both come to equate "good
health care" with sophisticated, highly technical interventions
developed to cure or repair. But this happens to be a very costly
approach for each of us individually, as well as for society as a whole.
The time has come for us to broaden our definition of health care to
include actions that prevent the occurrence of disease or disability and

preserve health,

We are working to give new emphasis to this broader view of health in
overall public health policy at the Federal level by significantly
raising the level of interest and effort in prevention. This means
preventing disease by taking prophylactic action and attending to
environmental risks; screening to find diseases in early, asymptamatic
stages when they are treatable in ways usually less costly in terms of
dollars and human suffering; and pramoting good health through attention
to individual lifestyle. I do want to emphasize, however, that we have
no intention of abandoning or compromising traditional curative and
reparative medicine. Rather, our goal is to establish a new and more

effective balance between curative and preventive medicine.
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I am not going to try to describe all of the disease prevention and
health prarotion activities in the Department, or even in the Public
Health Service. Rather, I will review briefly our efforts to develop

and put in place broad national strategies in prevention.

I might note that this is an initiative in which the Public Health
Service has sought to mobilize its own resources toward a set of highly
wortlwhile, attainable goals. We are called upon to fulfill a national
leadership role by providing a model for the health establishment both

at other levels of govermment and in the private sector.

Let me begin my review with what was a major effort by the Public Health ‘
Service to develop a national agenda in prevention. I am speaking of a

. volume entitled Healthy People, the Surgeon General's report on disease

prevention and health promotion. The publication of this report set the

stage and pmded the framework for many of our activities related to

prevention. .
~ &

Healthy People reviewed and highlighted the principal, preventable

health prcblems facing the American people, and identified various
strategies that might be employed to address those problems. The  /
message of that report was simply stated and unmistakably clear: the
health of the American people has never been better and, furthermore,
additional gains will be realized if we are able to deal successfully
with spec;fic sets of proSlets that characterize each life stage.
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five life stages, and the text set out a series of specific goals for
improvements in the health of people at each of those stages that might
be attained by 1990. '

The five life stagds are infants; children; adolescents and young
adults; adults; and older adults. Specifically, the goals are: for
infants, reducing the mortality rate by 35 percent by 1990 to fewer than
9 deaths per 1,000 live births; for childre;\ of ages 1 to 14 years
reducing the mortality rate by 20 percent by 1990 to fewer than 34 per
100,000; for adolescents and young adults aged 15 to 24, a reduction by
1990 of 20 percent in the mortality rate to fewer than 93 per 100,000;
and a Mm by 1990 of 25 percent in the mortality rate for adults
aged 25-64 to fewer than 400 per 100,000, For our elderly population,
the approach is a bit different. Here we did not define a
mortality-based goal, but rather one that is based on morbidity and
which seeks by 1990 to reduce by 20 percent the.nmberof days of
restricted activity. If the goal is attainea, by 1990 the average
nutber of days of restricted activity due to acute and chronic
oconditions for each of our senior citizens will have fallen below 30 per

year.

These goals were acoamplished by carefully determining and analyzing
recent trends in death and disability rates, by extrapolating those
trends to 1990, and by factoring in same additional measure to allow for
inpmvmentsoradvancesintmstatewﬁme-artovertime. In and of
themselves, however, they represent only a
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portion—in effect, the end point—of a prevention strategy. To
identify the other elements of our prevention strategy we undertook a
very careful analysis of the factors contributing to both problems and
solutions for people at various life stages. Careful consideration, for
example, of the leading causes of death in our population called
attention to a set of risk factors, and it is these risk factors that
became critical elements in our strategy development. The fact that we
can identify risk factors now for each of the causes of death reflects
progress in the development of our science base and data collection
capabilities in the last generation. -

One of the first things that strikes you when you look at a list of the
major risk factors for the leading causes of death and disability is
that many of the factors are behzvioral in nature, while others have
their origins in envirommental problems. By shifting our focus to
specific risk factors, such as smoking and high blood pressure to name
but two, rather than on d:isease, we begin our move toward identifying
and formulating practicil strategies to improve the health of the

population, '

The strategies which begin to emerge as a consequence of this line of
inquiry include the more traditional kinds of preventive activities
targeted t:o individuals, such as family planning, pregnancy and infant
care, immnizations, sexually transmitted disease control measures, and
high blood pressure control. Another category, called health
protection, encompasses services generally targeted toward populations,
such as toxic agent and radiation cuntrol, occupational safety and
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health, accident prevention and injury control, and conmunity water
supply fluoridation, and infectious disease control. A third category
of preventio;x strategies, health promotion, involves attention to such
issues as: smoking control; preventing the misuse of alcohol and drugs;
irproved nutrition; physical fitness and exercise; and controlling

stress and violent behavior.

These 15 areas have became the focus of our efforts in the Public Health
Service to develop a more concrete set of prevention strategies. In a

docurent entitled Pramoting Health/Preventing Disease: Cbjectives for

the Nation, the Public Health Service took yet another major step
forward by setting 227 specific, measurable cbjectives to be achieved
across these areas by the year 1990. Attaimment of these abjectives
will in the natural course of things move us forward in our pursuit of

the major goals laid cut in Healthy People.

The cbjectives in each of the 15 areas fall into one of five functional
cateqorieé. They are cbjectives directed toward improved health status;
objectives concerned with reducing recognized risk factors; objectives
for increasing public and professional awareness; cbjectives for
improved services and protection; and cbjectives that will lead us to
improved surveillance and evaluation systems.

Having come this far, the stage was now set for developing
implementation plans that would move us on our way toward the goals and

objectives for 1990,
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As a first st& in the development of the implementation plans, the
Assistant Secretary for Health designated for each of the 15 areas one
PHS agency to assume responsibility for coordinating the development of

such a plan in concert with an identified set of collaborating agencies.

The lead agencies were chosen for each area on the basis of their
programmatic or statutory responsibility, experience, and expertise.

For purposes of these implementation plans, the collaborating agencies
were all camponents of the Federal govermment. The implemencation plans
were formulated by the agencies through an iterative process over the
wxrseofaboutayearar\dahalfm\dkerep\mlis}édasasupplarentto
Public Health Reports, the semi-monthly journal of the Public Health
Service, in September 1983.

This brings me to a critical point about the nature of this undertaking.,
The inplementation plans that U've just described are not plans designed
specifically tc quarantee achievement of our natiocnal cbjectives;
rather, they define the Federal contribution and conmmitment--principally
through the Department of Health and Human Services and the Public
Health Service—to the process. Remenber, the cbjectives are national,
not Federal objectives, and they are meant to guide rather than
prescribe. By making the objectives and the work of the Department
widely available, we hope to stimulate others ocutside the Federal
goveﬁlrenttotalceacareful look at the health of Americans and how it
might be improved.

50-2719 O—85——3
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In 1985, we are conducting a "mid-course® review of the status of the
1990 Health Objectives for the Nation. We expect to publish the results
of th;i.s review in 1986 to serve as a basis for plans for the remainder
of this decade.

Now, because of the special interests of this subcammittee, I would like
to turn to a specific way in which the Public Health Service, in
collaboration with the Administration on Aging, and the Health Care
Financing Administration has bequn to implement actions in support of
the 1990 cbjectives as they apply to the elderly. The Surgeon General
and the Camissioner on Aging joined fo@s to develop this initiative
in order to draw attention to the need for health pranotion for older
persons ard to help national, State, and local agencies and

organizations create their uwn programs.

The long-term goals of a health pramotion and disease prevention
stragegy for our older people was first stated in Healthy People—and I

quote: "The ...goal...must not only be to achieve further increases in
longevity, but also to allow each individual to seek independent and
rewarding life in old age, unlimited by many health problems that are
within his or her capacity to control.”

This premise is the basis for our national goal, s°t forth in Healthy
People, to improve and enhance the health and well-leing of our older
citizens—by reducing the average annual mmber of days of restricted
activity due to acute and chronic conditions by 20 percent, to fewer
than 30 days per year for people age 65 and older by 1990.
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Many a&iviﬁes are underway throughout the Department to help make this
goal a reali":y, and special attention is currently being given to the
qains through health pramtion. For example, the National Institute on
Aging recently announced two new programs to stimulate research and
further our knowledge about factors related to health pramotion and .
disease prevention. These new programs add to the Institute's ongoing
scientific inquiry into how psychosocial processes interact with
biological processes to influence health.

The NIA is calling for research and training for researchers to specify
how particular behaviors and attitudes influence the health of people as
they age, and how particular social conditions affect the development
and potential modifications of these behaviors and attitudes.

In addition, the NIA is encouraging research on how social enviromments
and health beliefs influence health and effect‘.ive functioning in the
middle and later years. Such research examines not only the health
behaviors and attitudes of middle-aged and older pecple but also the
behavior and attitudes of formal health care providers and of family and
friends. Health beliefs include, for instance, medical beliefs about
the nature of the aging processes. They also include behaviors believed
by older people to pramote health, as well as "illness behaviors”-—that
is how older individuals monitor their bodily functioning; how they
define and interpret symptams perceived as abnoma}; whether they take

_ or fail to take remedial action, utilize formal health care systems, and
" canply with prescribed regimens; and how they approach death.
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The PHS is also working tO identity what activities have the most
potential for improving the health of people in this age group. A
recent study entitled "Aging and Health Pramotion: Market Research for
Public Education,” conducted by the Office of Disease Prevention and
Health Promotion, the National Institute on Aging, and the National
Cancer Institute (all components of the Public Health Service) and by
the Administration on Aging helps provide some of the answers. The
study's authors reviewed the literature on the health problems of older
people and assessed, through qualitative research, the health concerns
of older pecple. The study also examined the interest of older people
in their health and their ability and desire to change their behavior.
Focus group discussions were held with sare 90 older pecple from -
different parts of the country to understand their views ard to learn

from their insights,

"The results indicate that while older persons are very interested in
maintaining and improving their health, their knowledge about specific
habits and their links to chronic diseases and conditions is limited.
The Public Health Service has identifed six areas, each related to a
health condition prevalent in the elderly, as having the potential for
change: fitness-exercise, nutrition, safe and proper use of medicine,
injury prevention, preventive services, and smoking. I'd like to touch

on each of these areas jus;t briefly:

Fitness-exercise: Physical fitness improves cardiovascular

function, muscular strength, endurance, and flexibility, and
reduces the risks of heart attacks, broken bones, and l;xer back
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pain. Unfortunately, too few older Americans know about proper
exercise axd the accompanying benefits. Fifty-seven percent of
those 65 and older do not exercise on a regular basis, zcoording to
national surveys. Already some programs have been developed that
address the exercise needs of older Americans, even those who are
confined to wheelchairs and beds., Meanwhile, NIA is vigorously
pursuing research to determine the types and duration of exercise
that is most beneficial for prevention of age-dependent diseases.

Nutrition: Nutrition is important in maintaining good health for
pecple at all age levels. Recently, many links have been
established between diet and disease. For example, recent research
- suggests that increases in calcium and vitamin D may slow d@:n the
rate of bone loss in osteoporosis and may prevent the increased
frequency of fractures seen in older people. Some studies have
suggested that more than 30 percent of cancers are related in scme
way to digtary factors. It is clear that our knowledge of the role
of other nutrients, vitamins and minerals in aging and age-related
diseases needs to be expanded. The NIA and the Food and Nutrition
Board of the National Academy of Sciences will be exploring this

vitally important area.

In the focus groups, it became evident that many people knew what
not to eat, but they were unable to describe- what constituted a
balanced diet. Although some nutrition education programs have
been created, programs with simple and well-integrated information
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on what a healthy diet is, rather than only on what ingredients or
foods are to be avoided, are still needed. We suspect that this is
true for all age groups, not just for older people.

Drugs: Proper use of drugs and alcohol is ancther crucial factor
in the maintenance of health. Older Americans consume 30 percent
of all prescription drugs ard a dispropomia\;te amount of
over-the-counter medicines. Several people in the focus groups
expressed concern over the interactive effects of the different
drugs they were taking, They expressed a need for more information
and guidance from health care providers. Efforts should be
directed toward the training and education of health prcfessionals
about the special needs of the elderly.

Injuries: Another major cause of disability and death is
accidents, particularly autaomobile accidents and falls. One of the
reasons that the elderly sustain so many injuries during autarpbile
accidents is that only 10 percent of them report regularly using
their safety belts. While the exact cause of the many falls that
result in or are associated with hip fractures has not been
established, falls are attributable in part to unsafe living
envirorments and poor physical condition.

While older pecple clearly need to increase their use of seat
belts, many older pecple are aware of the risk of falling and have
taken steps to make their hame environments safe. Community
programs should be created to provide assistance in making
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envirommental changes in hames and mursing facilities and to
provide additional information, especially to those persons who may
not be aware of their high risk for accidents.

Preventive Services. Preventive health services fall into two

broad categories: (1) the dissemination of information about
behavioral and lifestyle choices that have been shown to influence
the incidence and prevalence of specific disease conditions, with
the intent of influencing these behaviors and (2) the use of
specific medical interventions, such as screening procedures and
immunizations, to detect disease oconditions in théir asymptomatic
stage or prevent their occurrence altogether. The benefits of
these services are not limited to children or young adults. Every
age group has a need for and should receive basic preventive health

measures as part of their routine health care services.

A substantial proportion of the morbidity and mortality from
vaccine preventable disease now occurs in adults and the elderly.
Older adults enter special high risk groups with increasing age or
with onset of chronic illness and require immunizations not
routinely provided to children and young adults. Immumnization
against influenza and pneumonccocal disease offer the potential of
greatly reducing the burden of these diseases in the elderly.

To further ocur knowledge about the use of preventive health
services, the Department convened a 21-n';rber task force in 1984,
known as the U.S. Preventive Services Task Force, to review the
scientific basis of over 100 clinical preventive interventions and
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to develop a set of age- and sex-specific recommendations

concerning their use in clinical settings.

Smoking. The deleterious effects of cigarette smoking on human
health are widely documented. snokmg is associated with a variety
of disease conditions, most notably heart and blood vessel
diseases, chronic adbstructive lung diseases, and various cancers.
We now know the decision to smoke carries with it serious
implications for a person's use of health services, medical
expenditures, and life expectancy, but that the decision to quit
smoking, no matter how long the person has smoked or what their
age, can significantly reduce that individual's risk for morbidity
and mortality. We have a growing body of evidence that even if a
person quits smoking at age 50, their risk for diseases such as
cancer decreases. The message is clear-—ail people, including our
older citizens, should be advised to stop smoking if they do, and
never to start the habit at any age.

Another central purpose of the market research on the health problems of
older people was to determine whether older pecple are a suitable
audience for health promotion activities. The focus groups revealed
that older persons are very oconscious of their health and that they try
to figure out ways to stay healthy. Other studies also indicated that,
when educated about nealth habits, older persons had higher levels of
compliance and behavior change than those in other age groups. This
leads us to the conclusion- that older pecple constitute an interested
and enthusiastic audience for health information.
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At this point I'd like to describe some of the special features of our
health pramotion intiative.

o At the Secretary's request, the govermors of almost every
State have named agencies to coordinate health pramotion
activities for older people, Based in the State health
department or State office on aging, these lead agencies are
working to organize statewide health prawotion programs in
aging on a continuing basis. As of this date, 31 States have
statewide health pramotion campaigns underway on behalf of
older persons.

o} To provide support and technical assistance to State and local
agencies, the AoA, with assistance fram the AcA~PHS Health
Pramotion Steering Cormittee, developed a publication
distribution plan consisting of more than 30 publications in
the four priority areas of injury control, prcper drug use,
better nutriton, and improved physical fitness. One document,
"A Healthy Old Age: A Source Book for Health Pramtion With
Older Adults," has already been printed for this initiative.
AoA has sent more than 15,000 copies of this publication to
State agencies an aging, comunity and migrant health centers,
Indian tribes, service units of the Indian Health Service, and
QASIS projects (mini-senior centers located in department
stores), Other materials will be distributed as they became
available.
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/
AoA is in the process of developing two new documents as part

of this initiative. The first is a process guide for use by
State and local health aging units to set up health coalitions
and programs, and the second is an annotated bibliography on
health promotion.

AOA serves noré than 9 million older persons each year through
its va.ﬂws programs, many of which include health pramotion
activities. AcA-sponsored nutrition programs also provide
meals to more than 3.5 million older persons each year. In
addition, AoA supports numerous health-related projects
through its discretionary funding of education and training

programs in gerontology as well as through its research and
demonstration grants.

Within the PHS, the Food and Drug Administration (FDA) has
created a seminar series in conjunction with several other
agencies, addressing the issue of geriatrics and drugs. Also,
a series of art:icles on the elderly and nutrition is now
appearing in the magazine, The FDA Consumer.

A ocoordinated effort is also underway to investigate many of
the issues related to geriatric drug use, including the
development of guidelines for geriatric drug testing. In
additior, FDA is involved in major consumer education
initiatives on sodium labeling, patient education on
prescription medications, and health fraud. The agency
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corducted two consumer cutreach programs designed to teach
econcmically disadvantaged black elderly how to reduce sodium
in their diets and to make the rural elderly more aware of
health pramotion messages on nutrition, medications, and
medical devices., With regard to health fraud, a special unit
has been established to address this specific issue in the

- drug area, FDA's consumer affairs officers, located
throughout the country, continue to work with State and local
organizations to bring priority health education messages to
the elderly.

Injury prevention for older Americans has received attention
frem the Centers for Disease Control (CDC). CDC recently
produced "Prevention of “Injury to Older Adults," a selected
bibliography providing an overview of the magnitude of
injuries among older adults and the types of health education
methods and programs being conducted to reduce them. CDC has
also initiated a project with the Dade Country, Plor;.da, ‘
Department of Public Health to assist the country in designing
and conducting an epidemioclogic population-based study of the
elderly to determine the causative factors of norwork-related
injuries. This project will develop, implement, and evaluate
a model prevention pzogi‘an designed to reduce the incidence of

injuries ard their associated costs.

As part of the initiative, the Department has awarded in FY
1984 more than S1 million in grants for health education
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projects aimed at the elderly to 51 camunity and migrant

health centers in 29 States.

In 1983, the Secretary assembled a special task force to
evaluate the current medical knowledge of Alzheimer's disease,
an incurable condition that affects approximately 2 million
older Americans.. In September 1984, a report on "current
knowledge, pramising directions, and recamendations® was
issued. In conjunction with this departmental effort, AcA has
launched a major campaign for the development of support
groups for families of older persons with Alzheimer's disease.
The goal of this effort is to inform the aging network about
the nature of Alzheimer's disease and to encourage the
development of support groups to help families cope with the
problems created by the disease. AcA has developed a
four-volime technical assistance "Handbook on Alzheirmer's
Disease" to provide background materials and to assist States
and local govermments, health professionals, and families in
grappling with this prcblem.

As a centerpiece of this initiative, we will be providing
materials and technical assistance to States to assist them in
conducting public education programs on health pramotion for
older adults. Under the direction of the Public Health
Service, a variety of radio, television, and print materials
will be produced for local distribution, including public
service announcements and broadcast materials for talk shows.
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Print materials will provide indepth information on specific
health topics and alert the public to the campaign. Regional
workshops will be held in the‘i‘all to familiarize participants
with public education materials and to give assistance on how
to work with the media and provide health pramotion services
for older people.
A health pramotion initiative of this magnitude is a major undertaking
and one which the Federal Government cannot conduct alone., I am very
pleased to say that we have already been joined by a number of
organizaticns that share our interest in the health needs of older
people. Three such groups are the American Association of Retired
Persons, the American Hospital Association, and the National Council on

Aging.

o  The American Association of Retired Persons (AARP) has
produced five public service announcements in collaboration
with HHS and distributed them, along with HHS-developed
materials, to State contacts. AARP is working with the Office
of Disease Prevention and Health Pramotion on all aspects of
materials development for the public education program.

o The American Hospital Association will sponsor with HHS a
national teleconference for health care providers in December
of this year to increase professional attention to the needs

of older Americans.
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o The National Council on Aging and its many mertber
organizations have already begun to urge their members to
participate actively in these programs.

Our intiative is also complemented by activities of the Health Care
Financing Administration (HCFA). The Medicare program administered by
HCFA has several initiatives underway that are designed to pramote
better health and prevent illness among the elderly.

The first of three that I'll mention concerns HMOs. HCFA is in the
process of implementing a law that fosters greater participation of
health maintenance organizations (HMOs) and campetitive medical plans
(QMPs) in the Medicare program. The structure of HMOs gives them
incentives to provide camprehensive services and pramote healthy
lifestyles. The provision of preventive procedures and education on
appropriate practices to pramte good health assist HMO merbers in
avoiding expensive hospital stays. We know that health education of
patients is effective in decreasing their use of ambulatory health care

services as well.

A recent demonstration conducted by HCFA found that health education
provided by an HMO/CMP resulted in a significant decrease in total
medical visits and in incidence of minor illness among the HMO members.
Because of their preventive focus, HMOs offer great potential to the
elderly as high-quality, cost-effective health care delivery systems.
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Nearly 1.1 million Medicare beneficiaries now receive their health care
fram HMOs and OPs. The new law will make HMOs and CMPs an even more
attractive alternative by allowing them to pass on cost savings to
beneficiaries in the form of increased services or reduced premiums.
HCFA expects a dramatic rise in HMO enrollment by Medicare
beneficiaries—by as many as 600,000 in the next 3 to 4 years, with a
S0- to 100-percent increase in the nutber of contracts between HMOs and
Medicare, "

HCFA is funding several research projects involving preventive services:
how the opportunity to obtain preventive services relates to
individuals' decisions to join HMOs rather than participate in the
traditional fee-for-service system; the effect of this type of insurance
coverage on the amount of preventive care used; the amounts of
preventive care used in prepaid systems versus fee-for-service settings
when there are no ocut-of-pocket charges; the responsiveness of consurer
demand to changes in the price of preventive care; and the effects of

preventive services on the cost of care in the clinic setting.

Also of interest are recent changes which added to the Medicare benefit
package coverage of pneumococcal and hepatitis B vaccines. These two
vaccines have demonstrated their ability to prevent unnecessary illness
and lost productivity.

The Department of Health and Human Services has a rich and varied
program of activities to ensure the health and well-being of our older
citizens., But our efforts cannot stop here. Public and private
organizations have been very responsive to the initiative on the aging,
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and they are continuing to develop new programs that serve the needs of
the elderly. Continued public-private collaboration can ensure that the
impact of this initiative is not short-lived. Resources can be directed
at the develogment of programs at the séaue and local levels. On a
national level, we can continue to stimulate health pramotion activities
for older persons. All of these efforts will contribute to the
maintenance and improvement of the health of the elderly, enabling them

to enjoy more satisfying lives,



Health Status Goals

Goal 1. Healthy Infants (below age1)

Subgoal: To reduce the incidence of low birth weight infants
Subgoal: To reduce the incidence of birth defects

Goal 2. Healthy Children (age 1-14)

Subgoal: To enhance childhood growth and development
Subgoal: To reduce childhood accidents and injury

Goal 3. Healthy AdolescentsiYoung Adults (age 15-24)

Subgoal: To reduce death and disability from motor vehicle accidents
Subgoal: To reduce misuse of alcohol and drugs

Goal 4. Healthy Adults (age 25-64)

Subgoal: To reduce heart attacks and strokes
Subgoal: To reduce the incidence of cancer

Goal 5. Healthy Older Adults (age 65 and above)
Subgoal: To increase the proportion of older people who can function
independently

Subgoal: Tol reduce premature death and disability from influenza and
', ~ pneumonia
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Health Strategy Targets

Health Pfomotion for Population Groups

¢ Smoking cessation e Exercise and fitness

e Alcoho! and drug abuse reduction * Stress control
o Improved nutrition

Preventive Health Services for Individuals

e Family Planning * Sexually transmissible
e Pregnancy and infant care diseases services
" o Immunizations  High blood pressure control

Health Protection for Population Groups

* Toxic agent control e Community water supply
e Occupational safety and health fluoridation

* Accidental injury control * Infectious agent control

i)
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Application of the Management

by Objective Concept

Objective Business Health
Classes Applications Applications

~ Outcome Profits Morbidity reduction
Objectives |
Stratégy ' Product type and mix Risk factors
Objectives | . ‘:
Productivity I?.aborlcapital mix Scope of services
Obijectives o ,
Marketing Client attitudes and Public/professional
Obijectives awareness attitudes and awareness
innovation Product improvement Surveillance, evaluation
Objectives and research

6L



Factors Determining Health Status

Research Intervention
and | Technologies|™]
quolopment
A
[}
Fiscal
Resources
*
Attitudes J
and
Norms
hﬁ L

Service Programs* Risk Factors Health Status
¢ Health Services * Biological
* Health Promotion [”| ¢ Behavioral >
¢ Health Protectio: 4 ¢ Environmental
e Other Social ¢ Social .
A
Y

* Focus for Managemehyt by Objectives Effort

*

Surveillance Programs

08



- Lead HHS Agencies for Objectives

Category HHS Agencyl/Office
Preventive Services
High Blood Pressure Control - —-c----oveoeoaea-- National Institutes of Health
* Family Planning oo e Office of Population Aftairs
Pregnancy and Infant Health . c——ccocenceeeee Health Resources and Services Administration
ImmUNiZations - - oo oo e e Centers for Disease Control
Sexually Transmitted Diseases.....--cc--——-uaeeo Centers for Disease Control
Health Protection
Toxic Agent Control ... oo Senior Advisor for Environmental Health |
Occupational Safety and Health___ ... Centers for Diseage Control |
Accident Prevention and Injury Control-—--------- Centers for Disease Control
Fluoridation and Déntal Health. ... ccnneo Centers for Diseage Control
Surveillance and Control of Infectious Diseases.__ Centers for Diseage Control
Health Promotion
Smoking and Health._ .. ..o oeeeecmmcacoeeee Office on Smoking and Health
Misuse of Alcohol and Drugs —.c-cccoeeroceeen-- Alcohol, Drug Abuse, and Mental Health Administration
Nutrition - .. oo oo Food and Drug Administration
Physical Fitness and Exercise __—...cocceceeo-- President’s Council on Physical Fitness and Sports

Control of Stress and Violent Behavior _._....... Alcohol, Drug Abuse, and Mental Health Administration
& .

I8
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Senator DURENBERGER. Let me ask you first: A recent report by
CBO and CRS showed that one out of every four children is born
into poverty today. In addition, one out of every six children under
the age of 18 has no form of health insurance, public or private. 1
guess as I go around the country listening to people talk about our
problems, this one, which was the first part of your chart, is the
one that bothers me the most. In fact, somebody told me in the last
few weeks that they felt the largest cause of death for chiliren in
America today was poverty.

What role does the Department of Disease Prevention and
Health Promotion play in research and education and coordination
of children’s health care.

Dr. McGINNiIs. We have a very important role in that respect. As
you noted, one of our major life-stage goals is reducing infant mor-
tality by 35 percent, and one of the major 15 priority areas is preg-
nancy and infant health. We have set not only %uantifiable targets
to improving infant health and maternal health, but we have de-
veloped a series of quite elaborate imglementation plans to try to
target on the key problems. Those problems stem from a variety of
issues; the most important contributor to infant mortality is that of
~ low birth weight. There are a variety of complex factors that yield
low-birth-weight infants, not the least of which aré some of the
very lifestyle-related issues that I mentioned: to issues related to
smoking by mothers during pregnancy; to maternal nutrition
habits; to, in addition, the involvement of mothers early in preg-
.nancy in prenatal care programs. :

Many of these efforts require educational components, an effort
to reach out and inform pregnant women about the importance of
their habits and about the importance of their seeking care early
on.

Senator DURENBERGER. That's great. And I need to know what
your specific role is. Do you just put out pamphlets that say that? I .
can't recall having felt your influence—not you personally, but the
influence here in the last 4 or 5 years on the maternal-child health.
Maybe you have been here, but I haven’t felt it. What is your role?

Dr. McGinNis. Our role in the prevention arena is to coordinate
the vast array of departmental activities in this area. They include
not only the work of the Health Care Financing Administration in
groviding early care, appropriately, through the EPSDT Program,

ut also the work of our Health urces and Services Adminis-
tration with the provision of Maternal and Child Health grants for
services to vulnerable populations; and in addition, our icipa-
tion in national cooperative efforts with groups like the March of
Dimes and a variety of other private sector organizations to reach
out to the community level and provide information to pregnant
women and bring them into the systems that are made available
through our finance programs and through our direct service-deliv-
ery programs.

As you know, we have an extensive grogram to provide health
services to under-served populations, both through the MCH grants
and through the community health center programs.

Senator DURENBERGER. But part of your function is then to push
information on people, which is certainly extremely important, and
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particularly on people who run programs, or financing programs. Is
that correct? ,

Dr. McGINNiS. Yes; that'’s correct.

Senator DURENBERGER. But when it comes to getting to the top,
when somebody like the Secretary of HHS has to make a decision
on supporting a specific legislative initiative, have you actually
pushed legislative initiatives in the area of health promotion?

Dr. McGinnNis. Our major focus is not on legislative initiatives,
it's on making sure that our programs that are in place are work-
ing efficiently to reach their full potential. By setting specific objec-
tives, as an example, it keeps us focused on priorities and compels
us to ask why, when we are not doing as well as we had hoped. It
also helps us to identify frailties in our data-collection efforts. Gur
Jjob is to provide the emphasis and policy oversight for the work of
each of our service-delivery programs. These are service-delivery
programs, obviously. \ .

Senator DURENBERGER. All right. Please—I am not asking any of
these questions to be critical; I am trying to define what it is your
agency does in this area. What I see here is absolutely terrific, but
I have never, at least since I have been here, seen the policy budg-
etary types talking about any of this stuff. I suspect that they have
heard it and they have seen it, probably hundreds of times; but it
doesn’t come out.

Is it true that the poor in America are sicker today than they

were just a few years ago? :
- Dr. McGinnis. I think that is very difficult to know. We don't
have any strong indication that that is the case. Our major indica--
tors suggest that all Americans are indeed healthier than they
were a few years ago. Our data, though, are largely aggregate in
nature, and so it is difficult for us to say whether, in spite of these
major changes in improvements in the health-of the American pop-
nlation as a whole, there is a countertrend in the lower socioeco-
nomic subset of that population. :

We don’t have an indication that that is in fact the case. We do
have an indication that for some areas they are not making the
grogress as rapidly as we would like them to be making progress;

ut for the most part it seems that health is improving for all sec-
tors of our society. It is a question of relative magnitude from sec-
tion to section.

Senator DURENBERGER. What role, if any, does your agency pla
for the different health-financing programs—Medicare, Medicaid,
maternal and child health? Do you interface with each of them? Do
you require them to interface with each other? Just exactly how
does that work? '

Dr. McGinNis. Well, our principal role is with the Public Health
Service, although we do work with the Health Care Financing Ad-
ministration on issues related to, for example, the focus of one of
your bills on demonstrations in health promotion and disease pre-
vention. .

We have staff that work with the Health Care Financing ‘Admin-
istration in helping to design the nature of the demonstrations. We
also work through the establishment of cross-cutting committees.
For example, we have a Nutrition Policy Board that includes not
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just the Public Health Service but representatives from other agen-
cies.

Senator DURENBERGER. Bill Bradley has a question he wanted me
to ask you: In August 1983, HCFA solicited applications for ‘“dem-
onstration projects to assess the economy and efficiency of expand-
ing Medicare coverage to include preventive services.” The demon-
stration was to include both an experimental and a control group,
with the experimental group receiving a package of preventive
services offered annually and reimbursed at $100 per enrollee.
Evaluation was to be made in terms of both health status and cost
effectiveness.

The HCFA Office of Research and Demonstrations had ear-
marked $3 million for 6 years—that is, $500,000 per year—for
three projects. Two years have passed, and no awards have been
made. Why? When do you expect the awards to be made? If HCFA
does not award the grants, we may need to pass legislation to man-
date that demonstration grants be carried out in this area. Would
the Department be supportive of legislation in this area?

You may not be the right person to ask these questions of, but I
am sure you have some information on it. .

Dr. McGinnis. Well, I think you are right. The question will be
answered by the Health Care Financing Administration. We will
ask them to provide information on that directly. I can tell you
that it is my understanding that a review of grant proposals has
been completed, that certain of the proposals have been approved;
and that approval for the waiver authority is currently under
review at the Office of Management and Budget.

[The answer follows:] .
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) _Z Washington D C  2020%
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Committee on Finance
~Room SD-219 Dirksen
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Dear Ms, Salmon:

Enclosed are responses to follow-up questions

of Senator Durenberger and Senator Braaley to

Dr. Michael McGinnis tor the June 14 Subcommittee
on Health hearing. Please call Flo Hassell of my
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How does the cost of cigarettes affect use? Will a higher tax

constrain use?

One study.conducted.in the early 1970's found that every 10 percent
increase in the cost of cigarettes rgsu}ted in a one percent drop in
smoking by males; no such change was found in the swoking of females.
The study was repeated in 1975 and found no significant correlations
between cost and prevalence of smoking. Recently, however, studies
conducted by Eugene Levitt, Ph.D. and associates at the New Jersey
School of Medicine and Dentistry found a reduction in cigarette
consumption by minors to be correlated with increases in price.

Though there is no proof of a cause-effect relationship, the National
Center for Health Statistics reports that male smoking decreased 10
percent between 1980 and 1983, a period which saw an increase of about
20 percent in the cost of cigarettes due to the increased Federal
excise tax and increased production costs that were passed on to
giistrili.ztors. Again, no such decrease in smoking was found among

females.

AR}
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2. If we were to spend the cigarette tax money on prevention or have the
States spend that money for such purposes, what would be the activities
you would fund, activities which are not funded now or may be under-

funded?

~

The 1990 Health Objectives for the Nation serve as a useful framework for
program planning, Under the Smoking Objectives, proyrams specifically
aimea at populations amony which the prevalence of smoking is remaining
constant would be appropriate candidates for such support. Other
objectives would also offer possible proyram areas, such as those under
Preynancy and Infant Health, which involve the contribution of smoking to
the incidence of low birth weight infants and infant mortality and
morbidity; or those under High Blood Pressure, relating to programs to =
prevent and control hypertension., Another approach which would cut
across most of the 1990 prévention ot:;jectives would be to use funds for
basic health education in the schools. This approach would have the
appeal of using funds for‘'a broader population in a primary prevention
mode.  Sinoking could be one of many heélth issues addressed.

-
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Response to Question from Senator Bradley

In August, 1983, HCFA solicited applications for "...demonstration projects
to assess the econamy and efficiency of expanding Medicare coverage to
include preventive services.” The demonstration was to include both an
experimental and a control group, with the experimental group receiving a
package of preventive services offered annually and reimbursed at $100 per
enrollee. Evaluation was to be made in-terms of both health status and cost
effectiveness. The HCFA office of Research and Demonstrations had earmarked
$3 million for 6 years-—-$500,000 per year for three projects.

Two years have passed and no awards have been made. Why? When do you
expect the awards to be made?

If HCFA does not award the grants, we may need to pass legislation to

mandate that demonstration grants be carried out in this area. Would the
Department be supportive of legislation in this area?

HCFA published a grant solicitation in the August 12, 1983 Federal Register

to demonstrate the effects of Medicare reimbursement for primary prevention
'in clinical screening and health education/pramotion services. We received
19 applications in response to the solicitation which were reviewed by a
panel of experts in January 1984. The panel assessed each application and
made its reconmendations to HCFA. The final selection of demonstrations was
then delayed because of the need to obtain estimates of the;post/savings of
the proposals. Because of other priorities, it was necessary to contract
for actuarial services ndcessary to perform these estimates. The actuarial

analysis was completed in January 1985. The final demonstration decisions

are now undergoing review,

The enactment of legislation wéuld duplicate our curment’autmrity and
unnecessarily mandate the inmplementation of studies that we expect to have
\;.Memy.
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- Senator DURENBERGER. One of the other things that bothers me
as I travel around is the interface between Medicare and Medicaid
for the elderly, what they commonly refer to as “the povertization
of the elderly” in order to qualify them for State programs of one
kind or another, none of which seem to be too well integrated. I see
a lot of frustration on the part of people around the country who
are trying to work with the poor elderly in accommodating acute
care, subacute, chronic and the long-term care kinds of issues. Do
you see what I will call an “inefficient” use of national and State
resources in meeting the overall set of health needs for the elderly
in this country?

‘Dr. McGInNis. I think, again, since that is principally a financ-
ing issue, you are asking the wrong person. The Health Care Fi-
nancing Administration is in the best position to address that.

From a personal point of view, in terms of implementing our
overall strategies for prevention, and the departmental contribu-
tions to those strategies—again, these are national and not just
Federal strategies—I don't see inefficiencies of the magnitude that
- they are impinging on progress in the aggregate sense, because we,
I hasten to point out, are making substantial progress across the
board toward our general objectives.

While it is clear there are always inefficiencies or relative ineffi-
ciencies that we would like to see reduced, I think it is important
to.bear in mind the larger picture, which is that we are making
substantial progress.

Senator DURENBERGER. I was reminded of the fact that HCFA de-
clined to come to this meeting today and to respond to some of
these questions, so you are stuck. And I guess the frustration is
that I know, or I guess I know, in the macro-sense that people are
healthier. I mean I know I quit smoking last December, so I guess I
am somewhat healthier or potentially healthier than I was 1 year
ago. And I assume a lot of other people have quit, too. So in a gen-
eral sense I guess many of us are healthier.

But, Lord, when I go around the large cities of this country, I
just see sicker people. And I don’t have to look very hard; I can go
to a senior center in Chinatown in San Francisco, and ] can see
people trying to do innovative things there for the elderly and
being frustrated by this Federal program or that State program, or
some other financing barrier. You can go into all of the downtowns
of our large cities and find people holed up on the second floor of
decrepit old hotels, and you know they are getting sicker. You
know they are not eating, you know all of that, and they are show-
ing up in emergency rooms of hospitals, costing us a lot of money.

hat I am getting at is—are the poor sicker today? '

Dr. McGinnis. Well, let me respond to that. I think it is a very
critical issue. My sense is that it reflects to some extent our greater
awareness of where problems lie. It is not necessarily true that

ple are in fact getting sicker, but we are more aware—perha

ause we are concentrating more specifically on what is possible,
~ and concentrating more specifically on vulnerable target groups.
We are more and more aware of those problems that do exist.

I don’t think it means that we are in a trend for the worse. I
think it. means that we have a gteater insight as to where we need
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to provide even greater focus and where our challenges continue to
demand our attention. '

Senator DURENBERGER. All right.

Let me ask yol: about one of those related issues that comes up
here all the time at budget time, and that is the pneumococcal and
hepatitis B-vaccines.

ave you any data to suggest that the coverage of these vaccina-
tior;s has or has not been cost-effective for the elderly in this coun-
try?

Dr. McGINNis. The most straightforward answer is that the data
are still emerging on this issue. On hepatitis, for example, we do
have some data for the Medicare pogulation that indicates that the
use in hemodialysis units has yielded a decrease in incidence in
hepatitis-B and therefore a decrease in the cost. So there is a very
positive and encouraging indication there.

Other studies have been undertaken on younger populations and
indicate some cost-effectiveness as well, but we need to look at this
for a longer period. But it is hopeful. It is optimistic at this point.

On the pneumococcal immunization, we have a study from .the
Office of echnolog{ Assessment which indicated that for every
year of additional life which was yielded by the vaccine, an invest-
ment of approximately $6,000 was required. In relative terms—that
is, in terms of comparing the required investments for similar
gains from other kinds of diseases and issues, this is relatively cost-
effective. :

And we have studies of our own Medicare program that also tend
to su%?est that the pneumococcal pneumonia vaccine has been a
cost-eftective investment.

Serator DURENBERGER. Your testimony cites the deleterious ef-
fects of cigarette smoking on health, and a number of private com-
 panies and insurance companies are offering people economic in-.
centives to encourage them to quit smoking to reduce the illness
and promote disease prevention. Do you know whether the Depart-
ment of HHS has ever considered a similar approach or would rec-
ommend a similar approach to us in terms of legislative strategy
built into Medicare, for examﬁle?

Dr. McGINNIS. Obviously there are a number of options that are
considered, and many of them do involve legislative options. There
has been no formal proposal of any sort to emerge from the Depart-
ment along those lines, aside from the approach to providing label-
ing on cigarettes. '

nator DURENSERGER. Do you think they should?

Dr. McGiNnNis. I think that there are ible economic approach-
es to providing disincentives to smoking that the Department,
would interested in considering. Again, it is a question of the
best way to help people reduce smoking. There is no question that
smoking is the leading preventible cause of death in this country.
There is also no question that a lot of people are quitting smoking.
“Whether or not additional economic incentives are needed is some-
thing that I think we would need to study more carefuléy. :

Senator DURENBERGER. Does the Department of HHS have a no-
smoking policy in the Department? : :

Dr. McGInNIS. We have a restricted smoking policy in conference
rooms and open areas. Depending on the agency involved, we have
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a clean indoor air policy. For example, there is an effort to group
smokers in certain areas, so that people who are nonsmokers are
not unnecessarily exposed. The interest is in providing a general
clean indoor air environment, following the lead of States like Min-
nesota, which have been very aggressive and have provided a lot of
leadership in this area.

Senator DURENBERGER. How about following the lead of some pri-
vate employers who just ban smoking entirely? Have you ever rec-
ommended that to the Secretary?

Dr. McGinnis. No; I have not recommended that to the Secre-
tary, though we have recommended and indeed many agencies are
implementing a more aggressive clean indoor air policy. And I
think you are quite right to point out the lead of some private
sector organizations in this respect. Although, on the other hand,
there is a much greater need throughout most of the private sector
than there is even at the Federal level. We are working extensively
with a variety of private sector organizations to try to strengthen
their own efforts.

Senator DURENBERGER. Do you know that the recently retired
head of the Office of Personnel Management smoked that damned
cigar of his wherever he went, including places like this? [Laugh-
ter.) I'm glad I didn’t show up at the confirmation hearing. [Laugh-
ter.] I guess the point I am making is by example. I don’t know
that I am necessarily urging that we ban smoking, and that sort of
thing, but, Lord, we ought to do something by way of example. I
mean, I used to sit up here smoking my pipe from time to time,
until it finally got through my head that I'm a lousy example of
what I talk about. And yet, if the head of the Office of Personnel
Management of the U.S. Government and 2% million employees is
going around with a stogy wherever he goes, what kind of an exam-
ple does that set? .

Dr. McGiInNis. I think you are absolutely right. For example, sev-
eral of our Indian Health Service hospitals have indeed banned
smoking in their facilities. It is largely a decentralized effort, in
which we are trying to select those areas which are most important
to provide that kind of an example. But we do need to strengthen
our efforts in that regard.

Senator DURENBERGER. Dr. McGinnis, thank you very much. I
have lots of other questions that we may propound to you, but
thank you for the presentation, the thoroughness of that presenta:
tion, and for the work you are doing.

DPr. McGinnNis. Thank you.

Senator DURENBERGER. Qur next witnesses are a panel consisting
of Dr. Les Breslow, the director of the cancer control research at
the Division of Cancer Control at UCLA and dean emeritus of the
UCLA School of Public Health; Dr. Robert Kane, professor of medi-
cine and public health at UCLA and senior researcher for the Rand
Corp. in Santa Monica, and about to be the head of the School of
Public Health at the University of Minnesota; and Dr. James C.
Hunt, who has a previous association with the University of Min-
nesota—and so does Les Breslow, by the way. This is an unusual
panel. I don’t know how we happened to get all three of you togeth-
er.
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Jim Hunt is chancellor and vice president for health affairs,
Cﬁpter for Health Sciences at the University of Tennessee in Mem-
phis. -

Gentlemen, thank you for being here. As I indicated earlier, your
excellent statements, which take longer than 5 minutes to deliver,
will be made part of the record, and 1 will certainly appreciate
your summarizing your statements in 5 minutes or less. Thank
you.

Les?

STATEMENT BY LESTER BRESLOW, M.D., M.PH., DIRECTOR,
CANCER CONTROL RESEARCH, DIVISION OF CANCER CONTROL,
UCLA, JONSSON COMPREHENSIVE CANCER CENTER, AND DEAN
EMERITUS, UCLA

Dr. BresLow. Thank you, Mr. Chairman.

I want to note that my appearance here today is solely that of an
individual. -

When Congress enacted Medicare in 1965, it followed closely the
prevailing health insurance practice. That meant excluding preven-
tive services.

Since 1965, several developments affecting health service have
vastly changed the situation. First of all, the health of the Ameri-
can people has substantially improved. It has improved particular-
ly among-persons over 65 years of age. ]

By the measure of life expectancy, for example, the health of per-
sons beyond 65 years is improving more than twice as fast as it was
during the first half of the century. Also, health is currently im-
proving as much after age 65 as during all of life up to that time.

The previous fatalistic notion that elderly people are largely
doomed to several years of misery before death is giving way to a
more realistic and, fortunately, optimistic appraisal of health after
65. Not only are older people living longer, but they are living with
at least as good health as that enjoyed by older people formerly.

Second, these health improvements are due largely to preven-
tion. For example, the decline in mortality from cardiovascular dis-
ease, which has been the leading health advance over the past 20

ears, is attributed by the former Director of the National Heart,
ung, and Blood Institute largely to lifestyle changes. He says it is
clear we must focus on prevention as a goal for the next 30 years.

In setting cancer-control objectives for the year 2000, the Nation-
al Cancer Institute is properly depending heavily on preventing
much of the cancer that now causes one-fifth of all deaths.

A study in Alameda County, CA, has shown that people who
have followed good personal health practices die at less than 40
percent of the rate of persons who follow a smaller number of
those same health practices. Most important, a strong, steady rela-
tionship between health practices and mortality prevailed definite-
ly up to age 75, and apparently, though not quite as certainly,
beyond age 75.

Industry has already taken note of thé possibilities. Probably the
fastest-growing aspect of health service today is health promotion
at the workplace. It makes good sense to overcome health risks
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such as cigarette smoking and physical abnormalities such as high
blood pressure. -

Major medical organizations are likewise showing new and more
favorable attitudes toward prevention.

Some people allege that the health damage from cigarette smok-
ing, obesity, and the like, is already done by age 65, and that per-
sonal health habits thereafter are of no consequence. We found in
Alameda County no evidence among older persons a diminished
hazard associated with cigarette smoking, physical inactivity, devi-
ation from moderate weight.

Ser‘;ator DURENBERGER. Do you mean they can get beiter, or they
can’t?

Dr. BresLow. The findings are that the association between these
health practices prevails as strongly after age 65 as before.

Senator DURENBERGER. You get an extra minute, now.

Dr. BrResLow. OK. Thank you. [Laughter.]

We also have specific detection procedures such as the Papanico-
lau smear, mammography, which are relatively neglected amon%
women over 50 and especially over 65 years of age. A great dea
remains to be achieved after the aie of 65 by medically guided ex-
ercise, nutrition, and other health habits, and by the detection and
treatment of several fatal as well as nonfatal conditions.

You are going to be hearing more today about the change in atti-
' tude of the health insurance companies that now are aggressivel
exploring the incorporation of preventive services into their poli-
cies. They have embarked upon a study of payment to groups of
Ehysicians for health-promotion, disease-prevention services that is

ighly promising in regard to the acceptance by patients, by physi-
cians, and even the very reasonable cost that is involved in such
preventive services.

The outlook for extending life and health after 65 is indeed
really great. People are now passing the 65 mark largely in good
health, and it is possible for most of them to keep it.

Now, ﬁnal%;y, in order to realize the potential of good health for
people after 65, it is obviously necessary to assure appropriate pre-
ventive services. While the precise scope of such preventive serv-
ices will have to be determined, preferably by expert consultants to
the Congress, that task really will not be too difficult. Consensus is
growing in medical and insurance circles that a package of preven-
tive services to include both health counseling and a relatively few
simple procedures can be established for periodic monitoring of
health just as well after 65 as before. Such periodic monitoring
;1voullc:1 provide the basis for preventing disease and promoting

ealth.

One approach would be to offer a clearly-defined set of services-
to all ;;;rsons as they become eligible for Medicare. These services
‘'would be designed as the basis for health guidance, regarding such
items af “eight, weight, blood pressure, and blood cholesterol level.
Physicians and their associates would then be in a good position to
advise the individual about the ﬁ)ecific actions necessary to pre-
serve and even improve health. Having such a health evaluation
accompanied by appropriate health information—and I would em-
phasize that—would constitute a highly desirable entry to Medi-
care eligibility. It would be desirable, of course, to repeat this kind

50-2719 O—85—~—4
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of health monitoring periodically after the entry examination. The
Medicare program cost of such health monitoring which I could
detail, would be really quite reasonable.

Senator DURENBERGER. Thank you very much.

Dr. Kane. -

{Dr. Breslow’s written testimony follows:]
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Testimony 14 June 1985
Submitted to
Heal1th Subcommittee, Senate Finance Committee

by Lester Breslow, M.D., M.P.H.%

Mr. Chairman,

| am Lester Bresiow, Professor and Dean Emeritus, UCLA School of Public
Health. Although that indicates my current academic position, and | am
affiliated with several scientific and p?ofessional organizations concerned
wi}h health, my appearance here is solely that of an individual., It does
not represent any organization.

Beginniny today, your consideration of incorporating preventive
services into Medicare is a very important milestone. That program has

already benefited tens of millions of Americans in respect to curative
- 3

medical services, and it is timely to examine whether and how preventjve
services should be added. N

When Congress enacted Medigcare in 1965, it followed closely the
prevailing health insurance practice. That meant including reimbursement
for diagnostic and treatment services, but\éxcluding preventive services.
Since that time, however, several developments affecting health service have
vastly changed the situation. Reviewing and analyzing the changes should
provide insight into the question of providing preventive services in
Medicare.

First of all, the health of the American people has substantially
improved since 1965, and particularly among persons over 65 years of age.

Se;ond. consensus is growing that the recent improvements in health are

due largely to preventive actions by rather than to tcchnological

*professor and Dean Emeritus, School of Public Health, UCLA
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improvements in diagnosis dand treatment. This view cdncerning the
effectiveness of prevention rests on an expanding body of scientific
knowiedye. '

Third, America's major insurance companies are vigorously exploring
whether and how to incorporate preventive services into their policies.
That exploration is encouraging, including findings among persons over 65.

fourth, the notion that extending life inevitably brings higher medical
costs for those at the end of life is faulty.

Finally, the outlook for extending health and minimizing disease
through the later decades of life is promising., Advance in this‘direction
could be accomplisheé with relatively minor outlay of funds by Medicare, and
there is substantial basis for anticipating a long-range saving of funds by
prevention, i

Following this reasoning it is timely to consider specific action that
will provide to Medicare benaficiaries the type of preventive services that

are increasingly available to the rest of the population, with great

advantage to health,

.

IMPROVEMENT IN HEALTH BEYOND AGE 65

In considering the issue it is important to examine recent trends in
the heaith of elderly Americans, One measure of health is life expectancy,
the 50-50 chance that a person of a given age will Vive a certain number of
years beyond that age, During the first half‘?f this century life-
expectancy at birth increased 21 years, from 47 to 68 years (Table l). That
is an increase of four years per decade. During the same time period,
however, persons at age 65 gained only two years, that is 0.4 years per
decade. For the second half of the century the trends are vastly different.

From 1960 to 1980 a child at birth gainad four years in life-expectancy.
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That is two years per decade, Just half the rate of increase that occurred
duriny the early part of the century. A person aged 65, however gained two
years during 1960-1980 or oug Jull year per decade. By the measure of life-
expectancy, therefore, the health of persons beyond 6% years of age is
improving more than twice as fast as it was during the first half of the
century. Als , health 1s currently improving as much after aye 65 as during
ail of life up to that time.

furthermore, the previous, fatalistic notion that clderly people are
largely doomed to several years of misery before death is giving way to a
more realistic and,‘fortunately, optimistic appraisal of health after‘65.
Not only are older people living longer but they are living with at least as
good health as that enjoyed by older people in former years, The common
notion that people are avoiding early death only to experience more
suffering from illness after age 65 is not borne out by available data.
Although the information concerning morbidity and disability is not as
compléte and clear-cut as mortality information, the amount of restricted
activity and of bed disability among persons 65 and over continued at about

the same level in 1980 as in 1965}1)

HEALTH IMPROVEMENTS DUE TQ PREVENTION

The improvements in health during the past few decades, represented by
extensions of Vife expectancy, are increasingly considered due to preven-
tion. For example, decline in mortality from cardiovascular disease, which
causes about half of all deaths in our country, has been leading the health
advance over the past 20 years. Robert Levy, former Director of the
Nationa) Heart, Lung and Blood Institute, in reviewing the sharp drop in
cardiovascular deaths concludes that “risk factor and lifestyle changes

deserve a good portion of the credit ... (and) ... it is clear that we must
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focus on prevention as a goal for the next thirty yearsf(z’

Also, a
recently completed landmark study of myocardial 1nf3rction. a forh of
cardiovascular disease, concluded that "the maior source of the decline has
been a reduction in the incidence of the disease; fewer cases have been
occurring, rather than that people with the disease are being treated more
effectively.!3) tpe investigation, amony Dupont employees, thus shows that
prevention is mainly respongible for the improvement, _

Furthermore, in setting cancer control objectives for the year 2000 the
National Cancer I[nstitute is properly depending heavily on preventing much
of the cancer that now causes about one-fifth of all deaths, The NCI also
relies on screening, "secondary prevention", for an additional step toward
the objectives, because early detection by screening means better cure
rates.(4)

Attributing to preventfon a large portion of recent and possible future
-health improvement, including that among older persons, is consistent with
an expanding body of pertinent sciengific knowledge. For example, a study
in Alameda County, California, has disclosed that people who follow good
personal health, preventive, practices experience a much lower mortality
rate than those with poor health practices (Table 2). Over a nine-and-a-
half year period persons who ate moderately, usually slept 7 or 8 hours,
exercised at-least moderately, ate regularly, used alcohol moderately or not
at all, usually ate breakfast, and did not smoke -- such persons died at
less than 40 percent the rate of persons who followed only three or fewer of
these health practices. Perhaps of special interest to your Committee, a
strong, steady relationship between health practices and mortality prevailed
not only during young and middle adult life but also definitely up to age 75

and, apparently but less certainly, beyond age 75.



99

That_kind of evidente, of course, reflects what people do themselves in
their personal lives. Physicians and others providing preventive health
services, however, can influence how people eat and drink, quit cigarette
smoking, and otherwise follcw good health practices,

Industry has already taken note of that fact, Probably the fa§test
growing aspect of health service today is health promotion at the
workplace.'®} |ndustry is finding that it makes good health and good
‘economic sense to oPfer all employees, as executives have been provided for
some years, professional services for detecting and overcoming héﬁlth risks.
These health risks include both certain personal habits such as cigarette
smoking, and physical abnormalities such as high blood pressure and high
blood cholesterol levels,

Until recent years senior, leading physicians taught younger ones that
learning about prevention was boring and essentially useless. Now young
physicians seem to be getting a different message. A California Medical
Association survey of students and recent graduates of California medical
schools has disclosed that from one-half to three-fourths of the classes
graduating 1975-1984 agree that "medical education should place more
emphasis on preventive and less on curative aspects of medical practicef(s)
Only about one-sixth disaygreed and the rest were indifferent.

~ Major medical organizations are likewise showing favorable attitudes
toward prevention, including services for persons beyond 65. For example,
the American Colleye of Physicians has published a summary of various
recommendations for specific features to be included in periodic health
examinations for persons from age 16 to 754+.47)

Some people question whether prevention is pertinent to older persons.
It is alleged, for example, that the health damage from cigarette smoking,

obesity and the 1ike is already done by age 65 and that personal health
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habits thereafter are of no consequence to health., We have examined that
issue in the Alameda County study, We found no evidence for diminished
risk amonyg older persons associated with cigarette smoking, physical
inactivity, and deviation from moderate weightla) When one also takes into
account baseline health status, sex and race, the impact of health habits is
essentially the same on older persons as on youny persons. Furthermore,
quitting cigarettes, by oldér as well as by younger persons, lowers health
risk, These findings from California are generally consistent with those

(9,

from Duke University, One study is deviant in regard to total mortality

being associated with health habits in the elderl;ﬂlo)

Knowledge concerning the health significance of many previously
undetectdb}e or disregarded physical changes is growing rapidly. That
knowledye is becoming the basis for highly important preventive health
services. For example, appropriate handling of relatively "minor" degre;s
of high blood pressure is now saving thousands of lives from cardiovascular
disease. Periodic surveillance of blood pressure and some associated
factors such as obesity, togeth;r with follow-up care of those at risk, has
tﬁerefore become an important health service.

Detection of cancer in its early stages, providing a better opportunity
for cure, has long been a pillar of @anCer control, Relatively inexpensive
technology for chncer detection is rapidly improving and medical authorities
are urging its widespread application. The Papanicolau smear has provided
the means for bringing uterine cervix cancer under control among younger
women. Oider vwomen, especially those who are poor and not well educated,
suffer a disproportionately high number of deaths from cervix cancer, about
2,000 per year, because they have been néglected in applying this preventive

service. Whereas four-fifths of women at all ages 18-64 receive Pap smears

t
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regularly, less than half the women 65 and over receive that service, (1)
Mortality from cancer of the breast can be curtailed to the extent of avout
one-third amony women over 50 years of age throuyh use of mammography and
possibly other means of detection. Again, older. women are the most
neglected. Findings from a recent study indicate a possible technological
breakthrough in detection of colon cancer, the second lead.ng fatal
cancer.t12 if verified, that will make still more feasible the control of
cancer through early detection,

It i5 not possible in this presentation even to list all the preventive
services (vision, hearing and foot care come to mind) that are important to
health, One point, however, should be emphasized. A great deal remains to
be achieved after the age of 65 by medically guided exercise, nutrition, and
other health habits and by the detection and treatment of several fatal as
well as non-fatal conditions. While it is obviously decirable to avoid high
blood cholesterol levels, maintain physical fitness and normal blood
pressure and find cancer early during the younger years of life, such effort
should be extended throughout life. There is no reason to abandon
preventive health services at age 65 when an average of 17 years of life,

often some of the best years, rTemain,

CHANGE IN ATTITUDE OF HEALTH INSURANCE COMPANIES

Highly relevant to incorporating preventive health services into
Medicare is the sﬁarp change in health insurance company's attitudes toward
such services for the whole population, young and old. Although previously
resisting preventive services as a component of health insurance benefits,
during recent years the insurance industry has been vigoéously exploring the
provision of such services in reqular medical care. It is my understanding

that you will later today be hearing from the health insurance industry
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directly, Some findings of the exploration to date, however, are so
pertinent to my testimony that | want to note them here.

In 1980 a consortium of 1ife and health insurance companies {INSURE)
embarked upon a study of payment to yroups of physicians for health p:romo-
tion/disease prevention services in a lifetime health monitoriny
PYngﬂm-(l3) A clinical model developed from reports in the medical
li;erature and professional consensus is being applied in the form of
guidelines for dealing'with patients in 10 specific age periods throughout
life, Tests in several communities around the ynited States are underway.
Early results indicate that patients of all ages, as well as their
physicians, readily adapt to the format; the patients especially express
great enthusiasm; and favorable impact on risk factors occurs. The average
cost per actual patient visit, combining experience in several cities, was
$72.99 for a1l ages. It was $139.90 for persons 60-74 years of age and
$130.08 for those 75 and ;ver. These cost figures include payment for the
time physicians spend in counseling patients, Several common technical
procedures such as rosiine chest x-ray are not inciuded because they merely
add to.the price without demonstrable value. The costs mentioned should be
interpreted bearing in mind that the model calls for visits at varying
intervals according to age. For example, there can be a visit every two
years at ages 60-74, and every year thereafter. Of course, not every
eligible person obtains every allowable visit.. Thus, in practice the actual
program costs would be considerably lower than what\might be inferred from
the amounts cited above for a particular visit.

Further illustrating the growing commitment of the insurance industry
to prevention, many companies offer a premium reduction to non-smokérs
similar to that long provided to persons of normal weight., That may be a

useful thought for Medicare,
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One can only speculate as to the factors involved in the new affinity
of insurance companies for prevention. Growinyg eagerness of the American
people and especially their business and labor leaders for expanding
preventive servicesARn the health system, as shown by a recent Harris poll,
may be one element, (14 Competition from HMOS and from industry self-
supplied services may play a role. One thing seems quite likely: guided by
their usual actuarial estimates the insurance companies do not intend to
lose money with preventive services. Perhaps again, thpse responsible for

Medicare can learn from the private insurance industry,

SOME COST ASPECTS -

Considerable misunderstanding of the facts about health services and
their cogts among the elderly confounds thinking about health insurance, and
specifically Medicare cost implications.

for example, it is commonly thought that aging per se brings an
increase 1n the number of physician visits and other aspects of health
service, As a matter of fact, the average number of physician visits does
nut increase with age per se. While physician visits are, of course, only
one measure of health service they may also reflect the distribution of
other services. At every age from 20 to those over 65 the number of
physiciaq visits is essentially similar for persons with a given degree of
health (Table 3)}. Persons with severe disability visit physicians more
frequently than persons with lesser disability, and the latter more
frequently than persons with.no disability -- irrespective of age. People
with no disability, no chronic conditions, and no symptoms visit physicians
least of all; and such people who are over 65 visit physicians no more than‘

those under 65. Thus it is not age that determines the frequency of visits
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but the deyree of health., To the extent that health is better, regardless
of age, the average number of physician visits declines.

Anvther comion but mistaken notion was expressed recently in a
prestigious medical journal, ds follows: “Preventive medicine ... increases
costs .... It 1s the objective of preventive medicine to maintain health
and well-being and to postpone death. But the longer death is postponed the
more expensive it vecomes. The older the population, the more dialyses, the
mnore transpldntsiﬁons, the more intensive care, and the longer thé hospi-
talizations."\ 19/ pe facts from Medicare itseif contradict that view. in
1978, for example, the average Medicare reimbursement during the last yéar
of life (a common measure of the “cost of dying"; for persons who died at
age 67-69 years was $6.354.(16) For those 70-74 years it was $5,897. The
Medicare "cash" of dying, that is, payment during the last year of life, in
fact declines steadily with age. Average reimbursement drops to $3,598 for
persons 85 years of age and older. Medicare costs for dying persons over
85 are thus only a little more than half the amount expended for those who

die in their late 60's.

QUTLOOK FOR EXTENDING LIFE AND HEALTH AFTER 65

During the latter part of this century not only are more people
reaching the age of 65, but once they come to that point they are living
longer. Furthermore, with current and expanding knowledge of how to
maintain and promote health the outlook is for substantial enjoyment of the
extended years of life. The concept that miserable health must accompar
the later years is outmoded. People are passing the 65 mark largely in good
health and it is possible for most of them to keep it.” Seven out\of ten
persons over 75 years of age, as well as those 65-74, assessed their health

as excellent or good-(l7) Less than one-tenth assessed their health as
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poor, Just as peoplie and their physicians have learned and are still
learning to prevent disease in the younger years of life, the same can be

done by and for older persons. Most people do and more could have good

hedith -beyond age 65,

PREVENTIVE SERVICES IN MLDICARE

ln order to realize the potential of goud health for people after £5 it
is obviously necessary to assure appropriate preventive services., That
should be done as a part of Medicare. While the precise scope of such
preventive services will have to be determined, preferably by expert
consultants to the Congress, that task will not be too difficult. Consensus
is yrowing in medical and insurance circles that a "package" of preventive
services to include both health counseling and a few relatively simple
procedures can be established for periodic monitoring of health, after 65 as
well as before. Such perigdic monitoriny by primary care physicians would
prov}de the basis for preventing disease and promoting health, We learned
tong ago that lesson for pregnant women and children. The practice of
perfodic health monitorinyg is now being extended to the adult years, |
believe that it is timely to incorporate it into Mg?icare.

One-approach would be to offer a clearly defined set of services to all
persons when they become eligible for Medicare. These services would be
designed as a basis for health guidance by a primary care physician,
Examples of items to be considered for the enfry evaluation are height,
weight, blood pressure, blood cholesterol levei, mammography, vigion and
hearing tests as well as determination of smoking, alcohol use, eatiny,
exercise and other habits that are pertinent to health. Physicians and their
associates would then be in a good position to advise people about the

specific actions necessary to preserve and even improve health, Waving such
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a health evaluation, accompanied by appropriate health information, would
cons.itute a highly desirable entry to Medicare eligibility.

Such service and information would give people as they become eligible
for Medicare the opportunity and encouragement to establish or confirm
patterns of behavior, and relationships with primary care physicians, that
would be conducive to health., It would help reorient people and their
pnysicians to greater emphasis on prevention in health service, rather than
reliance on trying to diagnose and treat disease after it has progressed to
an advanced stage.

It would be highly desirable, of course, to repeat this type of health
monitoring periodically after the entry examination. -

The Medicare program cost of such health monitoring, if patterned aft;r
the model which the private insurance industry is now exploring, would be
considerably less than five percent of present Medicare expenditures,
Highly significant improvement of health can be expected to emerge from this
preventive approach, far yreater, | ?ould say, than from the expansion of
Medicare costs in recent years for high-technology diagnostic and treatment
services, \

People would be getting something very useful to health for the money
expended, and Medicare would have the prospect of cost-savings down the road

when health is maintained to the maximum possible degree,
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Table 1

Life Expectancy at Ages 0 and 65, United States, Selected Years

At Birth Added At Age 65  Added
1900 47.3 1.9
1950 68.2 13.9
20, _ 2.0
1960 69.7 i 14.3
1980 73.7 16.4
) 4.0 2.1

Source: Heaith, United States 1983, OHHS Pub, No. (PHS)
84-1232. U.S. Gov't Printing Office, Dec. 1983,
Washington, D.C.
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Table 2

Percentage Dying in 9 1/2 Years, QI Health Practice Score

Health
Practice Age- Under
Score Adjusted 45 45-54 95-64 65-74 15+
Men (Age in 1965)
0-3 20 5 19 38 63 88
4 14 2 11 20 49 95
5 13 1 10 27 49 7%
6 11 2 8 19 37 62
7 6 0 2 9 23 47
Total 13 2 10 22 44 72
Women (Age in 1965}
0-3 12 3 7. 20 43 75
4 11 2 6 18 35 69
5 8 2 ~ 2 12 33 57
6 8 2 7 9 24 47
7 5 0 2 8 7 75
Total 9 2 5 13 27 59

Source: Breslow, L. and Enstrom, J.E. Persistence of Health
Habits and Their Relationship to Mortality. Preventive
Medicine, 9, 469-483, 1980. ~
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Table 3

Average number of physician visits past year by physical health status, 1974

No disability,
chronic conditions

or symptoms
and
Two
or more One Moder-
Severe Lesser chronic chronic ate
disa- disa- condi- condi- Symptoms or low High
Total bility bility tions tion only energy energy

Total 4.6 14.4 6.9 5.8 3.9 3.2 2.0 1.4
Hen

Total 3.4 13.0 5.3 4,0 3.4 2.3 1.7 1.1

20-29 2.6 8.3 0.8 2.9 3.4 3.0 2.1 1.2

30-44 2.1 17.1 2.6 4.9 2.6 2.1 1.4 1.4

45-64 4.0 12.3 7.3 3.9 4.0 1.9 1.4 0.8

65+ 5.4 12.8 4.2 4.2 3.9 2.6 1.8 0.6
Women

Total 5.7 15.1 7.9 7.0 4.5 3.9 2.3 2.0

20-29 5.1 22.7 11.2 9.6 5.0 4.3 2.8 1.7

30-44 4.8 17.5 I 10.2 5.6 3.3 2.2 2.8

45-64 6.1 15.1 8.2 6.0 3.4 4.3 1.7 1.5

65¢ 7.0 13.0 6.2 5.3 3.7 2.7 1.3 2.1

Source: Unpublished data. Human Population Laboratory, California Department of
Health Services.
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Edmund J. Mihalski, C.P.A.

Deputy Chief of Staff for Health Policy

Cormittee on Finance

United States Senate

Washington, D.C.-20510 Attn: Ms. Shannon Salmon

Dear Mr. Mihalski:

In response to your letter of 18 June 1985 concerning my 14 June 1985 testimony at the
Subcommittee on Health hearing regarding Health Promotion and Disease Prevention, I am
pleased to respond to your questions.

1. The apparent discrepancy between the information cited by Senator Packwood in
his question and the information | cited in my testimony is that Senator Packwood fis
referring to the average annual Medicare reimbursement for all enrollees, whether sur- .
viving or dying, whereas 1 was referring to payments only for those In their last year-
of life. The latter payments are a common measure of the "expense of dying." Payments
do tend to go up as people enter the dying period; more care is usually required then.
The point | was making fs that the common notion that the "expense of dying" increases
with age is not true. According to Medicare data, payments during the last year of
life actually decline with age:

\
Average Reimbursement per Enrollee
During Last Year of Life Medicare, 1978*

67 years or over $4,527
67-69 years 5,801
70-74 yoars 5,466
75-79 years 5,056
80-84 years 4,274
85 years or over 3,285

NOTE: Data are expressed in 1978 dollars.

(*) Lubitz, J. and Prihoda, R. The Use and Costs of Medicare Services in the Last
2 Years of Life, Health Care Financing Review. Spring 1984, Vol. 5, No. 3,
p. 117-131.
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Anong those who survive into the later years, average annual reimbursement for
enrollees as a whole does increase. A substantial--probably the major--portion of
that increase, however, is due to the cost of care for conditions that are prevent-
able. These include, for example, diseases that result mainly from high blood
pressure, obesity, cigarette smoking, and lack of adequate exercise and nutrition.
1f preventive action to minimize these factors were carried out after age 65 as

well as before, much of the disease between 65 and 80 or 85 would be avoided, thus
reducing Medicare payments during that period of life, Furthermore, as noted above,
it is less expensive to Medicare for one to die at age 80-85 than at 65-70.

Obviously the longer people stay alive after age 65, and they are staying alive
longer, the more years Medicare is obligated for their medical benefits and the total
expenses 90 up. The failure to provide preventive services, however, adds to the
expense in two ways. First, it permits the occurrence of much disease and the
Medicare cost of paying for its care, disease that could be avoided. Second, the
failure to provide preventive services denies the opportunity for the lower "expense
of dying” that occurs as age advances.

In response to your specific request for "suggestions about how to design a demonstra-
tion which will provide empirical data on the cost effectiveness of preventive care
for the elderly," | do have a suggestion. [ advance it on the basis of experience
over the past few years in helping to design demonstrations by the insurance industry
and by other major industries to obtain data on the effectiveness, including cost
effectiveness, of preventive services both before and after age 65.

Briefly, for the elderly I would propose a study of the health and medical cost
experience of a sample of Medicare enrollees for whom preventive services were reim-
bursed by Medicare, contrasted with the experience of a comparable sample of Medicare
enrollees for whom preventive services were not reimbursed. [t would be necessary i«
define the services to be provided, to determine how they would be provided, to offe:
them with appropriate information to a sample of Medicare enrollees, to keep adequate
statistical data, and to maintain the demonstration for several years. If Senator
Packwood fs interested, I would be pleased to provide more detail.

2. To the second question, concerning the lesson we can learn from the “new
affinity" of insurance companies for expanding preventive services, ! would respond
that we can learn the feasibility--and increasingly the effectiveness--of providing
preventive services. We can also learn something about how to study the issues
involved. Until recently insurance companies have eschewed the provision of preven-
tive services as a part of their benefits. Now in the INSURE project of the Industry-
wide Network for Social, Urban and Rural Efforts, 1850 K Street, N.W., Washington,
0.C. 20006, they are carefully reexamining the matter and have already learned some
things. Medicare, when it started in 1965, followed the insurance company pattern of
not providing preventive services. Now Medicare is leading the insurance companies
fn many respeats, but in regard to preventive services Medicare {s lagging.

It s astonishing that as a nation we continue to spend billfons in Medicare on
"eurative" services of dubious value but have not undertaken even to determine
the benefit of preventive services. .

Senate injtiative in this matter is much needed.
Sincerely yours,

/‘<~-l(".' /"\‘-4‘ oL

Lester Breslow, M.D., M.P.H.
Professor of Public Health

{B:sh
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STATEMENT BY ROBERT KANE, M.D., PROFESSOR OF MEDICINE
AND PUBLIC HEALTH, UCLA, AND SENIOR RESEARCHER, THE
RAND CORP., SANTA MONICA, CA .

Dr. KANE. Thank you very much, Mr. Chairman. I am looking
forward to my change of work location to Minneapolis. I must tell
you that in preparation for my new task, the hardest thing I have
done to date is to give up my pipe; so we share that in common.

I would like to just summarize a few important points that reem-
phasize some of the points made by Dr. Breslow.

Beyond the clear need for prevention within the scope of Medi-
care, it is also important to recognize that the groups covered by
Medicare are heterogeneous, and that preventive programs have to
be targeted to appropriate subgroups within that general target
group of the Medicare population.

One needs to think about the functionally disabled, whose needs
are different from those of the predominantly well elderly. One
should think about prevention under a Medicare strategy as going
beyond traditional concepts to address functional disability, and
particularly to address iatrogenic illness, which is probably the
most preventable disease of the elderly covered by Medicare.

Many of the chronic disease-prevention programs that we are
talking about involve changing the behavior of both patients and
providers. As we look at the way doctors treat patients under Medi-
care currently, it is distressing to note that in national samples our
data show that the older the patient, the less time a doctor spends
with the patient in any given encounter.

So what we are talking about here are changes that require
changes in provider behavior much more than changes that require
new technologies. We know what to do; we simply are not doing it.

A substantial component, then, of Medicare-covered prevention is
going to be most effective if it is linked closely to some kind of a
system of meaningful primary care. We need physicians who are
knowledgeable about what to do with elderly patients. Adgain. our
studies suggest that Yhysicians simply don’t know the difference
between treating an older patient and a middle-aged patient.

So much of the problems we want to see addre are problems
which require paying closer attention to functional problems that
are not usually the focus of traditional physician concern; here I
am talking about things that run the gamut from vision, hearing,
to depression. This is particularly complicated in a fee-for-service
reimbursement system, where we are challenged to find a system
that will not lay itself open to easy exploitation by providers.

Because both the elderly and the chronically disabled have been
excluded from most of the Freventive research up to now, they face
a double penalty, if you will. On the one hand, the conclusions that
we can offer about the efficacy of preventive interventions for
these groups must primarily rely on extrapolations of data from
younger groups. At the same time, it would be unfair to penalize
these groups simply because we have not given them the agpropri-
ate attention they deserve and therefore lack the database on
which to proceed. ‘

I would like to recommend a four-point program which I think
represents at least a step toward the kinds of things that need to
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be done. We want a response under Medicare that would not be
simply an endorsement for spending more money inefficiently, but
would prevent the kind of exploitation that a fee-for-service system
encourages.

1 propose an approach that we call primary prevention contract-
ing. Under the system a Medicare patient would identify a physi-
cian as his primary-care provider. Physicians agreeing to serve in
that role would make a commitment to taking the responsibility
for prevention. When the patient and the physician have indicated
in a simple written contract that they have entered into this type
of agreement, the physician would receive an annual bonus, which
would be roughly equivalent to the fee that he would ordinarly re-
ceive for a comprehensive visit; such a fee would be independent of
the usual deductibles but would be subject to copayments.

The annual bonus is not intended to replace visit charges but to
supplement them as a true bonus. In return for this fee, the physi-
cian would agree to provide at least a specified minimum package
of services, quite compatible with what Dr. Breslow has indicated,
but also would agree to counseling about inappropriate habits and
to completing a simple checklist that would indicate his consider-
ation of commonly overlooked problems.

In addition to that step, about which I can give more details, I
also suggest that there is a very real need for better information
for seniors, particularly information to counter the kinds of infor-
mation that is currently being offered by a variety of hucksters
selling various types of preventive services.

Third, I think we need a specialized prevention centers for elder-
ly persons. They would emphasize functional assessment for those
who are disabled, where we could make significant savings; ran-
domized controlled trials have already well-documented the ability
prevent unnecessary hospitalization and nursing home use.

Finally, I believe we do need more research in the efficacy of pre-
vention for the elderly, and I believe that S. 359 represents an im-
portant first step in seeing that that kind of research is carried out.

Thank you.

Senator DURENBERGER. Thank you.

Jim Hunt.

(Dr. Kane’s written testimony follows:)
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TLITINCIY GO ROLILNT L. RAVIZ, 1D
REFOIL THD SUIATHL "INANCH Cniteshe
ON HEALSH POCIGRION 70 D DULTAES pruvnirred

Jour 1/, 19es
Mr. Chairnan, Munbers of the Conunitice:

My narc is Robert Kanc. 1 am currently a Scnior Rescarcler at The Rand
Cotporation and Profcscer of !edicine ard Public Heal:h at UCLA, I will
shortly tdke up new duties as Dean of the School of Publie flealth at the
University of Hiﬁnesota. Powever, I wish to make clear that the
testirony I am preoviding represents ry own opinions and does not reflect
official positions of any of the institutions with which I an

affiliated,

For the past geveral years, my collecayues aid I have had the opportunity
to revicw research done on prevention in the elderly, I have undertaken
this wotk as part of other rescarch examining the way in which
physicians and other health professionals provide care for older
persons., 1 am heartened at the Conmittee's interest in an important
arca of health care that has been ccnspicuously absent from Hedicare. I
would like to share with you some jdeas about how such cate might be
organized in a manner that will maxinjze its effectiveness while
averting the potential for inappropriate exploitation. As I hope to
explain, the current fee for service reimbursement system for physician
services provides perverse incentives to tlwart many of the goals sought
under the new emphasis on prevention. Building a prevention program on

this payment system may increase costs without necessarily improving

BEST AVAILABLE COPY
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cote, An effeclive api:cech 1o proventicr Jor tle elderis ruut
TCeCOoLH e the vallety o percant 2..rea3sca ot respond wi'tlhh a cimslarly

rultifcctad praciai,

MBediceore addrerses ¢wo y.ojatlation crouns noted for increcsed prevalence
of chrenic diveave, ranely the elderly anld the chronically dicubled, It
ié inportant to secognize at the outcet thit the eldceily vepresent a
hetcrogencus group of\iﬁigyiunals. Cur sociul definition of old

age as ¢ phencrirnon that begirns Sf\qu\5§ lunps togethel a rajority of
very well indiviocuals with un imprortant miné;}f§”Wﬁb“arc~ehronically»w-«‘
impaired, We can expect very different recults fron preventive
interventions targeted zt very functional individuals from those

targeted at elderly perscns who neced gubgtantial amounts of ausistance,

A few basic facts provide cvidence of the hntcrogcnqiiy arong the
elderly, According to the 1979 Nutioq§1 Health Interview Survey, the
number of adults per 1C00 neediny assistance from another person in one
or more basic physical activitics or home nanagement tasks range from 70
in the 65 to 74 year 6)d age group to 436 in the 85 and over group
(Peller, 1983). Data from the National Medical Care Utilizatjon
Expenditure Study indicatcs that in 1980 over 60% of the elderly spent
less than $500 per year on health cxpenditures (interestingly, this
propottion did not change significantly with age); at the same time, 10%
of the elderly spent over $3500 per ycar (Kovar, 1983). Any program
that hopes to achieve readily observable benefits in terms of reduced

utilization of health care services and disability nust recognize the
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irpoticence of *efocting ¢orvacsn corrcetly Lo provade the carrect

pachage of Setvices tu the correc' reoopicnte,

Vhen ve are talisnyg abort the el rly, especiclly the chresically i1l
elderly, we nedd to expand our ceriritiaon ol pz(venL;on and ltealth
proraticn Lo inclucde efforts vto na.imize tunctional abilities and
perscnal autonory. Any discuscioen of prevention arong the elderly must
also addrecs the problers asceciated with iatrogenic disease, As we
will note later in this testirony, the clderly are mcre vulnerable to a

numbetr of problers that ore the by-products of medical treatment,

For the functionally active clderly, prevention certainly is as
appropriate as in younger age grouwps, Particularly in light of the
demoaraphic trernds vaich show an increase in life cxpectancy at age 65,
the concept of investrent in prinary prevention is by no means misplaced
among the elderly., Because of ircrcasing incidence of a number of
conditions with age, scccadary preventive efforts aimed at early
detection of asymptoratic problens are likely to yield cven more

positive results amonyg elderly percons than any younger people.

All this makes it especially fronical that both the elder)y and the
chronically disabled have been systematically exclud~d from most
prevention research, *lthough there is a strong theoretical basis for
arguing that many types of preventive interventions should be effective
in this age group, the paucity of empirical data leaves us in a
position where we must base our contentions on extrapolations from
Jounger age groups, However, it would be a double d}sservice to the

elderly tc delay an implementation of preventive activities until we had
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acquired the necescary rterearca infovr: i on to prove what conron scnve
strongly argues, Such rescarch io certiinly noccscary, bul its absence

should not be the vasis {or legistat:ve inertia.

In some instunces, preventive jrogrars fcir the elderly, should rely on
qroup activitics and educational ei{orts\targeted at the ccrrunity, -but
rany of the them require individual belevicral chinge on the part of the
patient and his physician, Rlroct all of tlien reguire the pbhysicians to
spend nore tine with their patients, Here we confront one of the bitter
truths of geriatricc, Rescarch Jdata has shoun thot physicians in
various prirary care specialtics tend to spend less tire with older
paticents than with younget patients, Ucing data from a larce national
study done in the late 1970s, we have looked at these trends, 22 shoun
in Teble 1, the avetace arount of tire spent by general practitioners,
internists and cardiologists in an office visit decreases with the
patient's age, Although the actual amount of dificrence in average
times is not great, appioxirately a 10% differencc, the vety cvidence of
that trend toward decreasing tine runs counter to common gense
expectations, Older patients are known for having nore problems, for
having atypical presentations of disease, for having comrunication
problems which make it more difficult to obtain clear histories and to
communicate recommendations for treatment, Morecver, thesc differences
persist even when various statistical techniques are used to corgect for
the complexity of different types of visits, Thus any program designed
to enhance prevention anong Medicare beneficiaries should aim toward
encouraging doctors to spend more time with their patients, This action

alone should reduce iatrogenic consequences.,



At the sarie tiie, Gactors nocd Lo Knev rore JPout vhat to do for olc&kly
paticutc, Only in the Jaot sovendt v Jrn D owe v moantod aty kind of
well orcanizea oducablyanael proece- L Jor o Jaeal cledento are practicing
phycicions to concate thar abieit tle roocron nrocy of eldozly patienes,
Again d:aving vror Cate e the ctiondgd Jurvey of Phyciciin Practices,
we found that plycicians verc jqns ikely Lo porfe nobredrt craminations

or do puap Snewels en pationts over the ece ¢f 5. At the sor2 tine the

k=2
4]
i
-~
o
n

did not recogniue Lhe lir.totois of liheratory totte cuc
glucose tolerance tect 1 30 patients o1 tle need to be pore
attentive to cliniculd pre. lers rore conmon in the elderly, such as

hypothvroidis:,

The message here is thit proeventite striteg von for the clderiv shovld be
tarqgeied abt prenoting bettor phycicion cove (nd eloner otiaa o to
comnonly overlceokerd preblers Lhan toward usirg high technolecdy
approaches,  In almost all cascs no very cophisticuted techrclogy is
required to pertfotn an important preventive cervice, Ratiier vhat is
needed is the tire and motivaticn to recounize a conmonly overlooked

groblem, to take more care in avoiding an unnecessary drug, or to

encourage a change in patient behavior, or finally, to provicd~ some type
of screening test of a fairly sisple natu:e, Such activitices are not
glanmourous but they arc time-con.viing. A systen that pays a fixed
amount per visit is hardly conducive to crcouraging provideis of cate to

spend more tire with pataients.

Types of Prevention

I would like to dr&w your attention bricfly to four classes of
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activities where diffel .t preventive strotegies scem capable of
providing uscful dividenids in the elderly, FPor a fuller treatment of
the cfficacy of preventicn in the elder’y, I reler you to a review we
did recently (Rane, Kane, & Arnold, 1%55%), The four classec of
preventive activity I want to uncerline here ate 1) priuary preventicn
(actjvities undertaken Lefore there i3 any manifestition of disease), 2)
secondary prevention (activivies uncertuiken to detect discase before f{t
becores sympteriatic), 3) conmon probleins in the elderly which respond
rcadily to eimply closer zttention from physicions, and 4} a group of
conditions that might be best thought of as jatrogenic consequences of

traditional care,

Withiu the arca of pritary preventica, there are a nurber of activities
that scem very-worth considering for the elderly. Immunizations for
influcnza, for tetanus, and probably for pncumococcal pneumonia are
readily available and c2sily given to older persons at risk. Convincing
evidence is accumulating for the efficacy of controlling blood pressure
reduce the risk of heart disease and stroke, Here the data indicate
strongly the necd for continuous control of blood pressure rather than
for more cfforts at detecting elevated blood pressure. Most of the
eldcrly who are hypertensive know it., The issue ig doing something
about jit, The problem here is trying to decal with a problem which is
essentially asymptonatic by introducing treatments which may pioduce

symptoms, The answer seems to lie in well organized, carefully

monjtored care built around a single primary care giver.
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The other areca where there is growinag optirism that changes in health
habits rcy produce pujor benefits is osteoporcsis, Recently we have

recognized the need for increasing recoasnendations for calcium in the
diet of post-menopausal women and have begun to actively consider the
advantages of low doée estrogen treatment to delay the onset of

osteoporosis,

An area of behavior change which pays rapid dividends for older persons
is ceasing cigarctte smokiny., Recent evidence shows that elderly
chronic smokers can reduce their risk of coronary heart disease and
increase cercbral blood flow in relatively short periods of time. Such
preliminary findings justify more stringent cfforts to encourage older
people to discontinuc these perverse habits. Again, much of the need is
to overcome strong biases umong professionals that once an individual
reaches an age like 65, there is no point trying to do anything to
change that individual's life 3tyle., Such mythology often is based on

nothing more than stereotypic thinking.

Another area that necds more attention in the course of daily medical
practice with the elderly is the environment, particularly the home
environment. Physicians can use simple tools to alert the elderly
patient and their families to common dangets such as inadequate
lighting, loose rugs, other physical barriers. Such cfforts may
eliminate or rcduce falls, a major source of hospitalization and

mortality among the elderly.

N



sro Lhe Lree o) Lo e vy rpeeeitiaon, oo toaf the technianer clvocated
for yeunc U ottt I @ NErT oy il oo tor o, ¢ oandivicrais, The
Iinoac o €0 Canerr L nanlly e weee cith o eve, Cotteldnly, pud
LEOLrt, SO0 Y enotan o hem e irotionT Lk anregrepitt, and

rCCivl vsandention, o pgoctoe and colarectal cancer are all very
aprreprictely target:o to oldel ;ationts as well as younrger cnes, With
the enceplicd of fa.uvrarny, none of tlece require cxpensive

techknoleay.

Closcely linked to seco. niy prevontion ate a scrics of .problers that,
despite their vajor fuo.clicnal concceguences, often do not attract the
attention of phys:iciarni, Here I refer to such things as problers with
vision, hearing and dentitiorn az well as cyrptons associated with
depression, alcohol, and drug abuse, Many of the visual and hearing
deficicencies of the clderly, but certeinly not all, can be readily
corrected with draratic functional results, Sinilarly, adequate
dentition facilitates beth eating and conmunication as well as promoting
a better sence of self-worth, 7he prewalence of all thrée conditions
rises lincarly with age, Each of there disabilities is rcadily
identified, if only the clirician is alert and motivated to look for the
problem, Mcic subtle challenges arc precented in the detection of
depression cnd alcohol abuse anong the clderly., Although there is sonme
evidance to cuggest that éhcso problens are much nore comron among the
elderly than would be achnowledged from review of typical medical
records, it rcquires very specific and carefully probing and a

sensitivity of the potential for a difficult presentation among the
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elderly patients, Once again thcse are irportant problems, not only
because they produce substaniial disability, but also becausc they arc
treatable. Data on both depressicn and alcohol abuse in elderly person:
suggest that these conditions can respond draratically to appropriate

treatment,

The fourth area of concern is ialrogenic discasec; these are problems
crcated by medical intervention, The most rnotable is probably the
adverse consequences of drug therapy. Elderly persons taking five or
more drugs are in essence walking chemistry sets in which each new
ingredient added may produce a whole series of interesting chemical
reactions, Under the best of circumstances physicians may not be able
to correctly anticipate all of the drug interactions that are possible,
but without any system of uniform inforration about what drugs are beirg
taken, which are prescribed by different doctors and which are purchascd
over the counter, there is little opportunity to prevent even the most
blatant problems of drug mituse. Here the lack of a single primary care
provider is most acutely felt. Other more subtle jatrogenic problems
include the unneccssary labeling of individuals, patticularly at times
of behavior abnormalities too readily diagnosed as dementia or urinary
problems too quickly pronounced i;continencc. At a more subtle level,
we would argue that many nursing home admissions may be in fact
iatrogenic consequences of inadequate functional asscssment. Data on
the effectiveness of geriatriz asscssment units strongly suggest that
more efforts at such assessment properly targeted to appropriate groups,
can dramatically reduce the subsequent use of both nursing homes and

hospitals,

§50-2719 O0—85——35
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Developing ﬁtcvention Progrars for the Elderly

Under ledicare, prevention has nect recejived its appronriate
consideration. Even if we do not accord to an ounce of prevention its
tradition l6-fold value over trectrcnt, it: funding under Medicare has
been greatly neglected, At the same tirme, the recponse to this
inattention should not be a simplistic endorsement of spending money
inefficiently, It is casy to iragine how specific bilied charges for
various preventive services could be rapidly inflated to provide yet
another means of cxploiting Medicare to the dicadvantage of the elderly
and society in general, Effective coverage of preventive, sctvices under
Médicare should provide positive inducerents for primary care physiciansg
to spend more time with older people and to perform those types of
services most likely to yield benefits for older individuals. At the
same time a nunber of preventive activities may be better performed
under different augpices. For these reasons, I recogmend a four=-part

strategy for prevention under Medicare.

1. Prirary Prevention Conktracting

Under this system a Medicare paticnt would identify a physician as his
-prirary care provider, This physician must agree to serve in that role,
including a commitment for taking a responsibility for prevention, When
the patient and the physician have indicated in a simple written
contract that they have entered into this type of ayrcement the
physician would receive an annual bonus equivalent to a fee for a
comprehensive visit (about $100), This fee would be independent of any

deductible but would be subject to the traditional 20% co-payment such
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that Medicare's portion would only be $80, The annual prevention bonus
is not intended to replace the visit charges currently handled under
part B of Medicare. For this fce, the physician would agree to provide
at least a specified ninirun packige of cervices including sore of the
basic scrqoninq activitics notecd, counseling about inappropriate health
habits, and completing a simple check list form indicating consideration

of commonly overlooked problems.

This appreoach is designed to remain consistent with the present
fee-for-service approach of Medicare physician reiudbursement, 1t does
not solve all the problems and will require regulation and enforcerent,
It mandates an explicit commitront to prevention from both patient and
physician but it cannot avoid mere paper compliance., It has the
additional advantage of cncouraging the development of primary care and
thus minimizing at least some of the potential for iatrogenic’
consequehces of uncoordinated care; but it does not address the related
question of how to pay for currently uncovered services needed to
remediate functional problems revealed by improved primary care (e.g.,
refraction, eyeglasses, hearing aids, dental care). It is certainly not
a panacea, but it is an important step forward at a reasonable cost,
The investment is less than 20% of the cost of an average Mcdicare

hospital day.

2. nati o) S
There is a real need for clear information directed at senior citizens
about various types of preventive activities. This information is

needed not only to identify thosec behaviors and practices which could
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improve the older pérson's health status, but also to protect these
elderly consurers from vhat amounts to fraudulent advertising on the
part of unscrupulous promcters of devices and products., Here I refer
to the cxploitation of the clderly with regatd to vitamins, special
health preparations, natural foods, and whole host of devices sold in
the nare of preventing illness, Although there arce a wide variety of
potential print and broadcest media vehicles available to make good
information avaiiable to older people, unfortunately this infornation
tends to be lcss dramatic because of its more modest clains and thus
less media-worthy., Modest amounts of money, equivalent to a fraction of
a percent of Nedicare hospital payments, could finance the preduction of
appropriate health education to counter nuch of the misinformation
peddled by hucksters and to reinforce basic principics ¢f precvention by

offeriny practical steps to change perscnal pracyjees.

3. Speclalized Preoventjon Conters for the Cldegly

Por those elderly persons who are already afflicted with chronic
fllnescer, the need is for geriatric attention with an emphasis on
functional assessment. This service is probably best provided in the
context of specialized centers ctaffed by individuals well trained in
geriatrics, The results of randomized clinical trials suggest that suct
activities can pay substantial dividends in decreasing morbidity and
health services utflization (Rubenstein ct al,, 1984), Medicare
payments should cover such care explicitly when it is provided by

certified centers.
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4. Roscnpceh en tre PAiicacy of _Pravonticn in tte Flderly

Although the ceneral ciclusion of alier and disabled subjects from most
intervention studics «n prevention have produced a, dearth of good
scientific intorration about t!'e value of such interventions for older
indivicduals, this lacx of data sneuld not be used as an excuse for
inactivity. However, there is a rnced to address this deficiency., At a
minimal, the models now being implemented by the Food and Drug
Adninistcation which rardate tenting of new products ¢n clderly subjects
should be cinlated to require rarilar coverage for preventive
interventicns, That is to say, studies targeted at younyer individuals
should be required to include cohorts of older percons, The effects of
these different &ge groups can be analyzed separately but we desperately
need better information about eofficacy in the elderly, At the same tine
we should be pursuing special studies developed for problens of 0ld age,
Again we have failed to spenu even a fraction of our curative health
care budget on mecaningful research on prevention, There are
sophisticated recources throughout the country in institujons like
schools of public hcalth to handle this kind of resecarch, Legislation
has already been introduced (S.359) to cstablish centers to carry out
such intervention trials, Such activities are very timely and sorely

needed, but their unavailability should not secrve as a basis for

{naction,
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TABLE 1:

Paticnt rge
45-64
65-74
75+
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CVUDALS WING (CIILGILS) P L BATITIT VISIT

fraccoicn s

11,5 10.2
11.1 18.1
10,8 17.6

Q_{: rd i

20,5
17.6
17.4
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Responses to Questions from Senator Packwood
Follow-up to Testimony June 14, 1985
U.S. Subcommittee on Health,
regarding

Health Promotion and Disease Prevention
Robert Kane, MD

I.

Because Medicare does address functionally disabled individuals,
preventive programs targeted toward such groups should be designed
primarily to prevent the disability from becoming a handicap. Recent
regsearch on interventions like geriatric assessment centers have
demonstrated that, for many functionally impaired elderly individuals, a
careful evaluation and short-term therapy can prevent unnecessaty
hospitalization and nursing home utilization. This type of activity is
particularly cost-effective, As we apply the concepts of prevention to
this category of individuals, we need to broaden the definition to

include prevention of this type of long-term incapacity.

Closely related to this type of prevention is another area of
prevention, namely the prevention of iatrogenic disease. Here too,
cloger attention to thorough evaluation can prevent tragic and expensive
consequences. Inappropriate zeal in too hastily applying a label such
as dementia or incontinence can doom a geriatric patient to a long-term

care institution when a correctable cause may be available on closer

examination.
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11,
The concept of primary prevention contracting is indeed intended as a

tenewable contract, The-proposal has several advantages. Not only does
it address an important component c¢f geriatric prevention, namely the
need for primary care, it also provides a mechanism by which to begin to
regulate the provision of primary care. As such, there is indeed a need
for appropriate penalties, Because both the provider and the
beneficiary are intended to be active participants, the penalties for
6;§ach of contract must fall on both, For the provider, the most
appropriate penalty would likely be some type of monetary fine. For the
beneficiary, a more appropriate penalty would involve a loss of certain
types of benefits. At the very least the beneficiary would not be

eligible for similar coverage for some specified period of time, perhaps

two years.

STATEMENT OF JAMES C. HUNT, M.D., CHANCELLOR AND VICE
PRESIDENT FOR HEALTH AFFAIRS, CENTER FOR HEALTH SCI-
ENCES, THE UNIVERSITY OF TENNESSEE, ME:TPHIS, TN

Dr. Hunt. Mr. Chairman, I am James C. Hunt, chancellor of the
University of Tennessee Center for the Health Sciences. 1 wish to
thank you and the members of your committee for your interest in
health promotion and disease prevention and for holding this im-
portant hearing. ‘

I believe that interest in HPDP will yield important results, and
I think it will parallel that which has been a result of the support
of biomedical research in this country.

I understand that my written statement will be submitted to the
record, and my emphasis this morning will be briefly centered
around health professional education rather than the broad field
which you have heard from my two predecessors here.

Mr. Chairman, I am a physician, an internist. I have long been
interested in HPDP. An example of that has been my involvement
in the National High Blood Pressure Education Program from its
very outset, and this is a continued involvement, and I believe it to
be the model national program in secondary prevention.

I am a native North Carolinian, and I learned that nutritional
management of maliinant high blood pressure could be accom-

lished long before there was any available drug treatment for
igh blood pressure. At Mayo Clinic, my colleagues and 1 also
learned that hutritional management of end-stage renal disease
was effective before we started dialysis and transplantation—
kidney dialysis and transplantation—some 25 years ago, at the
present time.

We also proved the effectiveness of having the nurse and nutri-
tionalists and other paraprofessionals involved as health care team
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members in the delivery of illness care and wellness care at that
time.

We did experience great frustration, because there were many
disincentive factors, including the absence of methods of reimburse-
ment of paraprofessionals and team members other than physi-
cians and dentists in the delivery of such care.

In 1978 I moved to the University of Tennessee Center for the
Health Sciences in order to develop a health science center cam-
Fluswide team approach to educate health professional students in

PDP, and we are well on our way toward establishing a national
model in that regard. Our Health Science Center in Memphis,
where I am the chief executive officer, each year graduates more
than 600 physicians, dentists, nurses, pharmacists, biomedical sci-
entists, and allied health specialists. I am sorry to say that until
very recently our graduates had only a traditional education. We
taught them to be expert in illness care. Our current students still
receive that excellent education in illness care, but we now also
educate them in wellness care. They are trained in fitness and in
wellness, and they are prepared for public service as strong advo-
cates and practitioners of HPDP.

Our entire university family participates in the campuswide
wellness education program. Students, staff, faculty, faculty mem-
bers’ dependents learn HPDP through the university health serv-
ice. The university health service is staffed by senior faculty in
nursing, dentistry, medicine, and pharmacy, and also by parapro-
fessionals. Seed money for this effort has been provided by the
W.K. Kellotgg Foundation. They believe in this enough that they
have invested some $2 million in a startup effort.

The health service is responsible for the campus food service.
Good nutritional habits are learned as a campus living experience.
We have seen major behavioral changes in our students, our staff,
and our faculty, so far in their eating habits. .

The university health service is resfponsible for our athletic facili-
ties. We have converted this into a fitness center under the super-
vision of an exercise physiologist.

Our health service as a learning center is accepted with enthusi-
asm by most of our students, also by a high percentage of our staff
and facuity, and I am pleased to say that our fitness center is busy
from 6 a.m. until 10 p.m., and we are going to have to build an-
other because we don’t have facilities to take care of the entire
family now.

Why do we advocate HPDP on a health science campus? Well,
we are concerned about the health of our own people. We also be-
lieve that we should have our own reople serve as role models. We
believe that there are enough health professionals to provide for
illness care of the nation now, and that they should expand their
service deliveries. We also realize that HPDP is an art and a sci-
ence, and it must be accomplished by an interdisciplinary and a
multidisciplinary team, and the health science center campus is
the place to begin this.

e believe that wellness care is important to citizens of all ages.
It is especially important to older citizens. Fitness and wellness
will not prevent aging, but it will delay the process. The aging
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process depletes our natural strength and reserve; wellness and fit-
ness will certainly help us resist the disease processes.

Wellness care must emphasize total care—emotional, mental,
and physical care.

For many years the public has been benefited, I think, through
the Congress’ investment in biomedical research with great re-
wards. I think the time has come for the public to invest in HPDP.
I urge you to help those of us committed to HPDP to establish cen-
ters of excellence in wellness education, and in wellness care, and
to promote the good health of all of our citizens; especially the
health of older citizens will be benefited by a broad-spectrum ap-
proach to wellness education.

Thank you, Mr. Chairman.

Senator DURENBERGER. Thank you very much.

[Dr. Hunt’s written testnmony ollows:]
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Suemiry of Statement

James C. Hunt, M.D.

\.
Mr. Chaiiman and meabers of the Committee:

1 am Dr. James €. Hunt, Chancellor of the Center for the Health Sciences of the
University of Tennessee and Professor of Medicine at the University of Tennessee
College of Medicine :n Memphis, Tennessee. As a practicing physician, medical
schoo! teacher, health sciences administrator, and for many years an active
participant in the affairs of the National Heart, Lung and Blood Institue, 1 am
especially grateful for this opportunity to ask your continued interest in
itmproving the health of the American people.

My statement is described in detail and is appended. However, | would like to
emphdsize in 4 brief summary the following:

1. Biomedical research has brought torth a8 profound array of fundamental new
knowledge during the past foriy years largely through initiatives established
by the Natjonal Institutes of Health and the National Science Foundation. The
Congress of the United States deserves special recognition for these advances
because of the strong support and encouragement provided to the biomedical
research  community.  For decades, the Committee on Finance of the United
States Senite has maintained a strong commitment to the advancement of new

2. In the not too distant past, especially following World War Il, a significant
shertage of health professionals prevented appropriate access to heslth
services in the United States. The Congress responded to the national need
and again the Committee on Finance of the United States Senar telped lead
this cffort to educate and train an adequate number of health pru.essionals.

3. Access to high quality illness care services in our cquntry {s now readily
svailable to most Americans. In some geographic areas, segments of our
population, especially the elderly and the cconomjcally disadvantaged, are
still underserved. However, these needs could be fulfilled with better
administration of available programs and services. The shortfall is in no way
a result of inadequate support from the Congress and results largely from the
need to establish more adequate administrative supervision and application of
available resources and manpower.

4. Although the application of new knowledge to the treatment of aany of the
dread diseases of mankind has resulted in decreased suffering and improved
survival, especially for persons with cancer and infectious diseases, little
has been accomplished in the prevent:ion of disability and death for many
persons with degenerative disease problems and in the delay of the aging
process. A notable exception has been the favorable outcomes resulting
largely from the National High Blood Pressure Education Program (NHBPEP)
This Herculean effort from a broad array of professionals, industry, volunteer
agencies, and individuals is at least partially responsible for the almost
thirty percent decrease in heart attack death rates and an slmost fifty
percent decrease in stroke death rates during the past decade. Few would
debate that the NHBPEP bas demonstrated the effectiveness of secondary preven-
tion. Indeed, this is the model national program.

g
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Eftective translation of available biomedical scientific knowledge to primary
prevention has not yet been accomplished, especially tor older citizens. e
have conquered polio and smallpox and can prevent most of the diseases of
childhcod, bul we have not appropriately applied available knowledge to the
cure and prevention of the degenerative and self atflicted disvases of adults
and older Azmericans.  ‘Many have sounded the clarien call for prevention but
few have demonstrated ansunderstanding of the coucept and even less are
willing to lead the charge for Health Prevention and Disedse Preventaion
(HEDP)

Many of the health probleas of adult Americans, especially the elderly, are in
a large part a result of the lifestyle of our citizens. The health profes-
sionil community and the health service industry have not adequately concerned
themselves with HPDP 1n the adult population. To accomplish HPDP, a profourd
behavioral change is necessary in the health protessional community and
especrally for the public which we serve

Is the American public willing to accept the concept of HPDP and pay the
price?  lndivadual citizens are changing their behavior and are adapting to
more healthy lifestyles with improved prevention and enhatced health. There
is 4 stiong motivation to accomplish 1mproved health habits. Unfortunately,
the health professional community has not led this effort. To date, there
have been few, if any, motivating factors to stimulate the health prat
provider.

We at the Lmiversity of Tennessce Center for the Health Sciences (UTCHS) are
convinced that  the health professionals of today and tomorrow should, and
must, be equally concerned with lilness Care and Wellness Care. Wellness care
can be effective only through the application of HPDP. UTCHS is actively
involved in a major change in health protessional education, patient education
and public education to enhance HPOP. We are cririnced that the professiongl
expert in Wellness Care wil! have a market for th.se services with appropriate
reimbursement and other rewards.

\ursnng and the Graduate Qchool of Hodixal \u:ouuo\ at lTLHﬂ hnvo inntiatqﬂ A
campuswide commitment to_the education of all of our_health professional

st qQogts”j}g}l!yo§5 gpgy"nud_lq_yoijnq5§ gnro The laboratory for that effort
1y in our newly initisted University Health Service. With financial support
from the W. K. Kellogg Foundation, the curriculum in all of our health profes-
sional schools is under change. Students, staff and faculty, and all of our
University community will learn not only to live a healthy lifestyle, but to
be prepared Lo serve the public through enhanced personal and professional
knowledge 1n HPDP. We aspire to translate that knowledge to our friends and
‘family and to others of the American public, including senior Americans. More
recently other medical centers, including Michigan State University and the
Fastern Virginia Medical Authority have initiated Wellness Programs.

The time has cowe for the Congress to assert its leadership role and to make
an investment in HPDP. VYour commitment must be strong, as it has long been
in supporting bicmedical research, if translation of available knowledge s
to result in the prevention of discase and the accomplishment of health. 1
urge you to help those of s committed to HPDP establish Centers of Excellenco
in Hellness Educatlon

Chairman, it is indeed & pleasure to testify before you and the members of

your Committee in support of Health Promotion and Discase Prevention for all
Americans and especially for our senior citizens.

Thank you.
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1ng important new therapeuatic approaches.  Those of us leng involved itn patient

care, health protessional education, and hosedical research salute your strong

BEST AVAILABLE COPY



140

\

commitment to the advancement of new knowledge in the taese, cure dand prevention of
discase 1n cur o uation.

ML Shntman, for many years ! was pravideged to live and work in the great
State ¢t Milesota. It was my good tortune to develop a strong fraendstup with
one of the zerters of vour Committee. [ ask personal privilege to acknowledge
the many hedlth sewvices contributiens of The Honorable David Durenberger of
Minnesotd  Senator arenberger is a feader and he has demonstrated his commitment
to the m;»x(,\--;u'nl ot the health of the American people. 1 also request the
privilege of pablicly expressing my appreciation to a new friend and dedicated
young Senator from the State of Tennessee who had a distinguished health affafrs
tecord during h:; years tn tae U. S, House of Representatives, The Honorable Albotl
Gore, r. Although not a member of this Committee, Senitor Gore is clearly recog-
nized 1n the State of Tennessee as a champion of HPEDP,

Mr. Chairman, for miny years, especially during and follouing H;rld war 11,

Jthere exasted an this nation a significant shortage of health professionals which
prevented appropriate Access lo-hvsllh services for many of the American people.
The Congress of the luited States responded to this natfonal need and the health
professional colleges an the United States saignificantly (-xp:lmlc-d; cducational
programs $\1ch were in A large part funded with public monies through the efforts
of the Congress. There is no longer a shortage of protessionals in most of the
medical disciplines. Vartudlly all of our popu!dllon may now achieve satisfactory
access to :l‘no:s care services. It is true that in some geographic areas, segments
of our population, especially the elderly and the economically disadvantaged, are
still underserved. However, the needs of these citizens could be fulffilled with
better administration of available programs and services. It is my belief that
this shortfall in services is in no way a result of inadeguate support from the
Congress and that these needs largely result from a failure to establish more

" adequate administrative supervision and application of aviilable resources and
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manpower. The challenge 1s self evident and we must fulf1ll the :llness care needs
of all of our citizens.

The ajplication of new bioaedical soxentafic knowivdge 1o the treatment ot
many of the Jread diseases of mankind has resulted an arproved survaval, especially
tor p;rson~ with Nigh bleod pressure, antecticus diseases and certain types of
cancer . hHowever, ('tile has been accompl:shed 1n the prevention ot disabilaty
and deith tor many persons with degenerative disesses In tertain areas, such as
in daseases of the lung, the p;nblvn is tapadly becoring more severe. A notable
exception s the tavorable ostcomes whach have resulted largely trom the Herculean
eftort of the Natacral Haigh Blood Pressure bducation Program (NHEPEP)Y  The NHBPLP
has femonstrated the effectiveness of secondary prevention 1 believe that all of
us would asgree that this as the model nat:onal program. In a large part, the
NHBPEP 18 respotsible for an almost thirty percent decredse in the heart attack
death rate and an almost fifty percent decrease 1t the stroke death rate over the
past decade. The Congress of the tnited States has strongly supported the \HBPEP
which has functioned in the National Heart, lLung and Blood Institute and has
enjcyed strong participat.on frcam a broad array of volunteer agencies, profeasional
associations, the industry, and spany concerned citizens. 1 have personally worked
with the leadership of this program from the outset and 1t 1s my personal belief
that this model program should be duplicated in wany of the majecr disease areas
which could btenefat fzom this approach to accomplish Brpp.

Although some success has been accomplisted 1n secondary prevention, espece
tally 1n rardiovascutlar dts;aso. the translat.on of biomedical scaientific knowledge
to primary prevention has leit much to be desired, especially for older citizens.
We have conquered polio and smallpox and can prevent most of the diseases of
childhood Yet, we have not appropristely applied curirent knoul;dge to the cure
and prevention of many degeneratave and self afflicted diseases of some young

adults and most older Amerivans. Many of the health problems of adult Americans,
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especially those of the elderly, are in a large part a result of the lifestyle of
our citizens. In short, we of the health professional community and the health
service andustry have not adequately concerned ourselves with prevention in the
adait population.  We continue to give dominant emphasis to illuess zare
mmttiatives which certiainly are of signal importance. However, most health
professionals have not themselves been motivated to prevent disesse and to main-
tain healtk.  Health protessionals function within a rewards systems which largely
rnnosttvs those accomplished in difficult feats of illuess care. The macho image #
may have transferred trom the brain surgeon to the heart surgeon and to the
transplant surgeon or even, in part, to the hiomedical scientist during recent
years. Atter all, someone must design and build those marvelous artificial organs
or discover new therapeutic agents. However, little adoration is afforded the
architect of concepts and programs shich inform the public, change behavior,
prevent illness and improve health.

If illness care spectialists can recognize and treat disease, do they not
assure our good health? If physictans are good at illness care do they really need
to learn about wellness and HPDP?  Health professionals are paid for treating
i1lness probleas -=- why should we as individuals pay good money to health advisors
who mostly give us information not to our liking? We may not be physically fit
and accomplished athletes, but are we not healthy? The patient care providers of
the health serivce industry must accomplish a significant behavioral change if we
are to achieve major HPDP goals and ohjectives. However, an even greater challenge
1s before us 1n that the American public has little understanding of the rudiments
of HPDP and an even more profound change in the public attitude is essential if we
good health for the American people.

NDuring the past decade, a body of knowledge has been assimilated in wellness

care disciplines and a growing humber of persons desire health information. Many
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indavidual citizens are accomplishing a significant change in health behavior and
are adapting to more healthy litestyles. It is most encouraging to me that many
younger Americans have demoustrated a strong motivation to effect improved nu-
trition habits and 1 healthy litestyle.  Yet, we in the Nation's Health Science
Centers are only begiuning our commitment to Weliness Care which is essential to
any and all effective programs i HEDP.

Mr. Chairman, we at the tniversity of Tennessee Conter for the Health Sciences
(UTCHS) are ampressed as to the importance of Wellness Care. The vice chancellors,
deans and departmental chairmen of the health professional schools are convinced
that the health protessionals of today and tomorrow should, and oust, be equally
concernced with 1liness Care and Wellness Care. Wellness Care can be effective only
through the application of biomedical scientific knowledge to HPDP. Our Colleges
of Allied Health Sciences, Dvntislty.‘ﬂcdxc:no. Nursing and Pharmacy, and the
Graduate School of Medical Sciences at UTCHS have underway a campuswide conjoaint
effort to accomplish aft equally signi{ficant commitment to the education of health -
professional students in lllness Care and in Wellness Care. The curriculum of all
health professional students is already overburdened in the content area. We could
not ]uslify<ueu contact hours in <the curriculum. Thus, we have initiated a new
approach to accommodate the Wellness Care cducational needs of our students, staff
and faculty. We have effected a University Health Service as 4 working laboratory
for that eoffort. The University Health Service is the contact agency for any and
all non emergent health services needs of the University family. Students, staff,
faculty and dependents have immediate access to a health care tesm of nurses,
dentists, pharmacists, physictans and allied health scientists expert in primary
care and wellness care education. Direct access §s assured to illness care spe-

cialists as necessary and needed. Health care team interaction is emphasized.

A learning through personal involvement is assured.
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1t is difficult to add new 1nitiatives in heslth professional education in
public colleges and umiversities. It takes years to achieve new appropriated
ronies, consequently,  we sought "seed monies” for our new initiative in Wellness
Care bducation frem the W, KT Kellogg Foundation. The leadership of the Kellogg
Foundition 1s committed to an enhanced personal experience in wellness Education
tor al} of our health professional students and has strongly endorsed this new
approach to wellness education and heslth services. Through this new systems
approach the students, staff, faculty and dopendfnls of our University community
will learn not only to live a heaithy litestyle, but also to better prepare thea-
selves to serve the paublic through an enhanced personal and professiona. knowledge
in HPDP.  Through this experienced browder knowledge and stronger commitmert in
HPDP, hopetully we will transtate our motivation to our friends and family and to
others ot the American public, including senior Americans.
The University Health Service at UTCHS is staffed by senior faculty membars

~trnm the Colleges af Allied Health Sciences, “ﬂhll\l!;,_“?ditineJ Nursing and
Pharmiacy. The envitonment is conducive to the team .approiach ta Wellness Care
Fdacation.  Health Science Administration students function sidesbyesside with
health professionals in this environment. Health Services Research is conducted as
an antegral function of the Unaversity Healtth Service, and the appropriate funclion
of various members of the health protessional team is under study. We consider the
Universaty Health Service s g laboratory an which to determine health professional
manpower needs, health service requiresents, and new approaches to Wellness Care
and lness Care. we have dared to place our athletice facilities and cafeteria
under the raniagement ot the Universaty diealth Service in order to emphasize the
iportance of physical titness and nutrition as an integral part of an overall
enchancement of Welluess Education. We promise to catetully monitor and to report

this experiment to the scientific and profewsional communities.
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The W. K. Kellogg Foundation, long recoguized tor its strong commitment to new
approsches to health protessiontl education and health services delivery, has
mvested plmsst teo million dollars in this new approsch to HEPE at UTCHS . Pounda-
ton leaters have counselled and assasted us on the design and evaluation methods
for this eiteavor.  To date, we bhive eaxperienced an overshelmingly positive
response and tmolverent trom the {nmiversity family. We believe we have at UTCHS
the model teo, a Center ot Excellence an Wellness Care and wellness Education for
health protessionals and the publi

For mare than twenty=tive yeirs, [ hive been personaliy 1nvolved 1n biomedical
research and an HPBE ot Yayo Clinte and at UTCHS . [ have strongly encouraged that
the Congress provide adequate tutding for the nation’s biomedical research cffort.
In my estaimition, the taime for support of a national o}forl in HPDP has arrived.
It s an the mation's best interest that you establish Centers of Excellence in
Eoll:qss Care and \ollno\s‘ﬂdnnnl|onA Through volunteer agencies and private
philanthropy. a beginning has been made.  The uation's Health Science Centers will
respond to an investment from the American public if mandated by the Congress
through the leaderslap ot the Committee on Finance of the United Staces Senate.

Mr. Chatrman, J4gain, let me coapliment you and the members of your Committee:
on your iuterest in the good health of the American people. My colleagues and 1
stand 1eady 1o be of any possible assistance to you as you continue to look at the
mmportant assue os Health Promotion and Discase Prevention for the American
public, and especiatly for older Americans.

Thank you most sincerely.
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M ' { THE UNIVERSITY OF TENNESSEE
¢ t; Center tor the Heaith Scienceas R,

June 27, 1985

Shannon Salmon
Profeasional Staf( Meaber
Commfittee on Finance
United States senate
SD2S6

Washington, D.C, 20510

Dear Ms. Salmon:
.

On June 246, 1983, 1 received the enclosed letter from Edsund J, Mi{halski
requesting a follow up responee concerning ay testimony before Senator Durendberger
on June 14, 1985, Senator Durenberger and the other members of the Committee on
Finance are addressing extremely important issues and my assocfates and ! wish to
be of any possible asaistance. My response to the question from Senator Packwood
Is appended. 1 thank you and Nr, Mihalski for the opportunity to respond.

Sincerely,

22: Al A

‘Jazes C. Hunt, M.D.
Chancellor

$ch:062785:8p

cct  The Nonorsble David F. Durenderger

At sex o MRSy e nestee PN 0 200 04 SN



: 147

QUESTION FROM SENATOR PAUCKW LD
CHATRMAN - COMMITTEL ON FINANCE
UNITED STATES SEINATE .

~.

Quest:on: You have menticned the favarabile outcomes associated with the National

Answer:

~High Blocd Pressure Edicatien Program (NHEPEP).  In particular, you

suggested that this pregram 1s responsible, in part, for an almost 30%
decredse 1n the heart attack deith rate and an almest 30°% decrease in
the strcke death rate over the past decade. My question concerns

whether aspects of this model program can be replicated in other areas
of health prosation and disease prevention® 1If so, in which ateas and

how would you apply the model?

More than twenty yeirs ago, the American Hea:s Association and the
Sitional Heart lustitute (NHI) recoguized a national epidemic of coronary
heart d:aease {(CHDY. High blocd pressure (HBP), elevated blcod cho-
lesterol and other lipids chyperlspidemia), cigarette smoking, sedentary
activity nd obesity were recogniced 1s risk factors which potentially
were sut)oct.to change.  In the mid 1903"s, the Ml spousored, the
Nationat Dier = Heart Feasibiility Study to determine the tedsability of
convincing freesl:iving Americans to change their diet so as to lower
their serum cholesterol. Feasibality was subsequently proved, however,
3 tase. {orce determined that a Diet Heart Study Intervention Clinical
Trial would reqitre the protubitaively costly participation of as aany as
one hundred smillicn Americans to prove a statistically significant death
rate reduction from lowering the hlood cholesterol levels. More re-

cently, the Lipid Rescarch Clinic Keports and other interventions have



148

rrove ! the effectiveness of lowered blosd cholesterol levels in reducing
beart  attazk oand JHD death rates The evideace 1y cenclusive that
Litestyle as oan excecdingly iepertant 11otor an CKD and thiat an altered
Pizestyle thr-ugh Lerith pro-otion wiil decreise UHD Jdeaths

Beoguse 0t the fat 2ttt HBP hatl for decades been recognized as the
neter cne fisk fator ftor heart attack, heart failure, stroke and kidney
farlive, an sntensite nationaide public and professional educstionsl program,

-

e Nataonal dHigh Blocod Pressare Fdaoation Program (MEPEP) was initiated
thioLgt the teadership ot the NHD an the early 1970's. At that tize, less
than 157% 0! perscns with proved HBP were re-civing treatrent which restored
ror=3l bicod pressure levels Over the yeirs this program has been under the
teaderstap of the director of what 1s now the MNational Heari, Lung and Blood
fnstaitate A4LBIY), specifically Ors. Theodore Cecper, Robert [. Levy and
Cir.de lLewtant at this tire. The N\HEPEP 1s guided by a coordinating
cemmittes of over thirty professional agen.ies and the HBP program
netanrk extendy te 130 protessieniloand voluntary societies, fifty state

-

herlth deprri=ents and sver 2,020 < ecrunity prepgrams. The list rat.onal
protabiiaty sarvey (The Natsonal Health and Mtrition Examination Survey
woandiated VTes320 revedds that 2et of Arericins had their HBP under
i new, encating 41ty ficm the 1954-85 states’ program reveal
TR aiTost 30N of the o wath sb tad therr contitien under control  The
prevalence Ippears to be redsced, but more icportantly, the mortality
related to hLypertensive kidney disecase and bypertensive heart disease has
been strihingly reduced over the past ten years and the death rate froa
strcke and trom CHD have been reduced by almost 30% and 30%, respec-
tively. A miajor behavictal change for health professionals and the
public has clearly been proved. The NMHRPEP, through the director of the
MLBlI and the Coordinataing Committee leadership, recognizes that auch

rer1ins to be donc; hawever, this program will continue to effectively
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tead the effort to reduce HAP related deaths. This program 1s the
national model in secondary prevention. It as successful bcc;;se of the
involvement of many concerried expert persons and groups under a most
dedicated leadership at \HLBI

It has long been recognized thit other risk factors, wnciudang
hyperlipidemia, cigarette smoking, sedentary Jactivity. obesity and
substance abuse are also subject to modificat:on through behavioral
change. With established proof that reduction of blood lipid levels will
res;lt 1n decreased CHS deaths, the taime has ccre to undertake a nat:on-
wide effort, similar to the \HEFEP, in the management of this risk
factor. Further, the clear evidence that cigarette smoking deaths is on
the rise and smokeless tobacco use, especially by our young people.-is
increasing makes it al) the more imperative that a vigorous effort be
made to address this risk factor through behavioral change. Many other
ciuses of death and disabilaty ncluding luy disease, cancer, alco-
holism, autcrobile accidents and others are protoundly influenced by the

-~
Arertean lifestyle and are subject to behavioral change. However, such
wil} not cccur without active invelverent af heslth professionals and
stiong central leadership.

As 3 participant an the NEPEP sance 1ts outset, and as the current
representative of the Aserican Heirt Association on the Joorfiniting
Committee of the \HEFEP, I strengiy urge that the Congress authorize,
sponsor and fund through the Nationil Institues of Health a conjoint
effort under the leadership of the director of the “\HLBI which should
be known as the National Health Promotton and Disriase Prevention Edue
cation Program (NHFDPEP)Y. 1 believe that thas program shouid be the
successor to and should incorporate and expand those efforts currently

undertaken by the \NHBPEP. We have a scasoned, experiencad and successful

)
s
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team in place. The current executive director of the NHBPLP, Dr. Edward
Roccella, clearly has the capacity to serve a restructured ccordinating
committee, the sponsoring agencies and the Arerican public in brainging
out the changes rnecessiry to accorplish the ncJ and greatly expanded
chalienge The Director of the NHLBI, currently Dr. Claude lenfant, has
demonstrated his leadership ability and, lvselxeve. would assume the new
and expanded respensability. Finally, 1 suggest that the initial effort
of the NHPDPEP be directed toward improving the diet of the American
public and the cessation of cigarette smoking. Other interventions
stould follow.

1 would be pleased to meet with Senator Packwood and Senator
Durenterger, members of the staff of the Committee on Finance and
otherrs to define 1n a more specific fasgion my recommcndations concerning
the establishment of a NHPUPEP as a major mission to accomplish risk
factor reduction for heart disease, cancer 3! other dread problems which

cause disabtility and premature death for the Arerican public.

Thank you,

Jares €. Hunt, M D
Professor Medicine & Chancellor
University of Tennessee, Memphis
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Senator DURENBERGER. Dr. Breslow, in your written statement
you suggested that the Medicare Program cost of health monitor-
ing, if it were patterned after the model which the private insur-
ance industry is now exploring, would be considerably less than 5
percent of present Medicare expenditures. Are you referring to
what is called the insure project? And would ‘you elaborate a little
bit on the mnodel that you are suggesting to us?

Dr. BresLow. Yes, I am referring to the insure project, Mr.
Chairman. I realize that you are going to be hearing directly from
the insurance industry, but I am very pleased to answer that ques-
tion as an advisory person to the project.

That program has now been underway for some 3 years in sever-
al communities throughout the United States. It provides payment
by the insurance companies to physicians for a life-cycle model of
gerevetéti;vse health services to people of all ages, including those

yond 65.

As I indicated in my remarks, the program is being well accept-
ed. Furthermore, the preliminary evidence is that it is substantial-
ly effective.

A substantial part of the cost of the visit to the ph&sician goes to
g:y for counseling services of the kind to which Dr. Kane referred,

yond payment for procedures. Such as blood tests. A package for.
a set cost 18 negotiated with a group of physicians.

For persons of all ages taken together, the cost has ranged from
$75 to $80. For persons over 65, the cost of a particular visit is
roughly $140. However, that service, the model provides, comes
only to persons over 65 up to 74 once every 2 years; beyond age 76
every year. Furthermore, not every person who is eligible for that
service does actually take it, even though encouraged to do so. So
the programmatic costs would be far less than $100 per person.

Relating that to the cost of Medicare services, which are approxi-
mating $2,000 per person per year, it is evident that the cost of
such preventive services would he substantially less than 5 percent
of the total cost of Medicare services per person enrolled.

Senator DURENBERGER. All right.

Dr. Kane, would you give us some examples of what you call the
“misinformation peddled by hucksters to the elderly” on preven-
tion, and identify some of the health problems that might result
from this peddling process?

Dr. KANE. The huckster is in, runs the gamut from things that
are sold in the name of “health foods,” to various kind of longevity
diets that are being promulgated, to medicines—the most notorious
of which is Gerovital, which is now being offered in the State of
Nevada, with advertisements in surrounding States, inviting people
to come for a weekend and have special treatment—to other kinds
of activities which suggest that wearing certain kinds of equip-
ment, or using certain kinds of equipment, will have a positive
effect of health. Even calcium is being misused by older people, by
selling expensive forms when cheaper ones are available.

I spend a fair amount of time counseling older people in senior
centers about this kind of thing, and it is particularly bothersome
to me that the r elderly—the kinds of people you were makin
reference to earlier—are being victimized by such sales appeals. El-
derly persons trying to do things positively for their own health,
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are in many cases are keeping the rats of our sewers well vitamin-
ized with the excess vitamins that they sim;r)ly don’t need.

Senator DURENBERGER. And in each of those cases they are
making an out-of-pocket commitment, are they not?

Dr. KANE. Absolutely. Out-of-pocket on a very limited budget,
moreover.

Senator DURENBERGER. Yes. Right.

Could you give us some information on pneumococcal and pneu-
monia vaccine and also the influence of vaccines as to their effica-
cy? Onlﬁgneiof them is reimbursed under Medicare, and the other
is not. you have a background and expertise that you could
share with us on that?

Dr. KANE. I can give you secondary information; it is not an area
of my primary expertise. I think, clearly, if one had to choose be-
tween them, the influenza vaccine administered to appropriate
target groups is likely to be more cost-effective for the elderly than
the pneumococcal vaccine. The advantage of the pneumococcal vac-
cine is that it is given once; the influenza vaccine has got to be
given annually, according to the strain that is prevalent at the
time.

Therefore, you are really talking about two different strategies
for prevention—one, a more long-term strategy that would provide
a more pirmanent protection for an older person; the other a strat-
egy t{’nat. is tempered by what is the prevalent strain on a year-to-
year basis.

I think the cost-effectiveness of the two is certainly open to
dekaie. Dr. McGinnis correctly alluded to some of the work that is
currently going on. It is my understanding at the present time that
no clear conclusion about the ultimate cost benefit are yat feasible.

Senator DURENBERGER. Jim, you talked in your statement about
the wellness care education for students of the health professions:
Is part of the reality that medical education today is just beginning
to take into account health promotion, wellness, and so forth? Has
it always been there but sort of neglected because none of the in-
centives, once they got out, seemed to work in the direction of well-
ness? Or what is the current state of wellness, health promotion
and prevention, in the medical education system?

Dr. Hunr. It is really just beginning, Mr. Chairman, as you
imply. But I think there is a growing interest and that the founda-
tion is laid sufficiently well that we will see a major change, a
rapid growth of that interest.

e American people are more interested in their health. The
American people are more informed about health. We are seeing a
change in terms of the appreciation of the need to have someone
other than a pilot try to run the airline; there is a health care
team concept developing. We are educating health professional stu-
dents together; we are away from the concept that only the physi-
cian or the airline pilot can make that plane fly.

We demonstrated at Mayo with the Employee Health Service
that the nurse could take care of 95 percent of members of our own
families, and that they could work under algorithms with physi-
cians.

One of my frustrations not only was the disincentive but the fact,
by the time that a young dentist or physician or even nurse had
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completed their primary health professional education, they were
almost impossible to educate in prevention. And this is why I felt I
had to get into a university and start from day 1 with the dean or
the chancellor hosting a lunch that was a hardy, healthy lunch for
beginning medical and dental and nursing students. And believe
me, it changes their behavior.

Senator DURENBERGER. But if you lcok at—well, you fellows
probably have looked at it and I haven’t—the prospective payment
systems that we are designing, I don’t see in them a lot of payoff
for doctors spending time counseling people on this sort of thing, or
having any other professionals in a group practice spending a lot of
time doing that. I can see the incentives in 8 prepaid plan ought to
be in that direction, and all of the things that Dr. Kane and I think
all of you in your statements have alluded to—targeting the popu-
lations, and targeting certain kinds of services where they will do
the most good.

But it strikes me that the reimbursement systems, the wafr.we
have put them up currently for Medicare, are designed only to
remedy the problem, and it doesn't leave a lot of reimbursement in
there for the time that necessarily must go into health mainte-
nance.

Am I generally correct in that?

Dr. HunTt. Mr. Chairman, let me approach that question, because
this week I had some very specific experience with Federal Ex-

ress, which is one of the major employers in Memphis. Holiday
nn also has its national headquarters in Memphis, and Schering
Plough has a major commitment in Memphis. I cite these three;
there are others. Each of these industries has a very high illness-
care cost schedule each year. Not only that, but they are on a long
growth curve. Each of these major industries has undertaken not
only an Executive Physical Program but an Employee Wellness
Pra?ram. and we are working directly with them.
hat they are doing is building an incentive system for their
employees to reduce their health care costs through wellness edu-
cation. This i8 not just fitness; this goes far beyond fitness. It is
- mental health, physical health, health education. And they are
going to decrease their costs. Federal Express paid $30 million last
year, and they have mostly young people—top pilots and a lot of
youn(f people who are running their delivery vans.

Industry and business—this is where the incentives are going to
come initially, and this is where the prepayment will occur, not
just in HMO's,

Dr. KANE. Mr. Chairman, I would just like to emphasize a couple
of points. One, when we talk about the elderly, some of the things
that apply in the orfanization of care to the younger population
are much more complicated in older populations. There is a higher
prevalence of chronic disease. Second, we are talking about a
system of care which is financially fragmented from its very start.

is separation  tends to discourage investments in the acute care
sector, for example, that could produce in the chronic care sector,
but which is covered more by Medicaid than it is by Medicare.
Thus we have different kinds of paradigms to think about when we
look at the total potential for savings. We have created that mon-
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gteti by the way we have developed our funding system for the el-
erly.

We also have to recognize that physicians under Medicare, part
B of which still pays a substantial proportion of physician bills,
have no incentives for any kind of preventive activities; in fact
they have a great many disincentives for this kind of activity.

Senator DURENBERGER. We keep freezing part B, the way we
have done, there is no question about that.

Dr. KANE. What we want then is not simply to add another serv-
" ice that is paid for, but to take a larger step forward toward change
in physician behavior, to create a climate in which physi¢ians can
do useful things. It doesn’t have to be physicians, by the way.

Senator DURENBERGER. Right.

Dr. HunT. I am glad to hear him change that a little bit.

Dr. KanEg. But whoever is providing this kind of care should be
offering organized primary care. What we have created under the
current system of primary care in this country is really a very
fragmented way of giving services. In its very essence, this frag-
mentation tends to create problems which can in fact be prevented.

We are looking for a larger reformation than simply adding an-
other little piece of the system. The primary care contracting ap-
proach provides a way to identify and organize a primary care
system which would come close to.replicating what would be more
a;zilable under a prepaid system is Jttcisely what we are talking
about.

Senator DURENBERGER. Les, do you have.a windup comment on
that, or would you like to comment on it?

Dr. BresLow. 1 would like to emphasize that industry is moving
very rapidly into the provision of preventive health services of the
kind we have been talking about here. It is the fastest-growing seg-
ment of health service in America. Industry is no longer willinf to
pay the higher and higher costs for increasing medical technology
with extremely dubious health benefits. In preventive services they
find that they are really accomplishing something.

The health insurance industry, as I have indicated and by your
(westion expanded on already, is also moving in that direction. And
% 5ey are showing that it is possible to do the same for people over
We have reached the time when it is up to the Federal Govern-
ment, in its responsibility for Medicare, to provide that same kind
of benefit to persons over 65. For their remaining years, preventive
servilces will be of help to those over 65, as they are to younger
people.

Dr. Hunt. If the chairman is going to be a role model in not
smﬁking. it is time that all health professionals be role models for
wellness.

Senator DURENBERGER. Thank you all very much. I appreciate
your comments and your testimony, \
Our next panel is Dr. Donald Vicker{’, Xresident of the Center for

Corporate Health Promotion, Reston, , on behalf of the Ameri-
can Colle%le of Preventive Medicine; and Dr. William Bridgers, dean
of the School of Public Health at the University of Alabama, on
behalf of the Association of Schools of Public Health.
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Jim, before I forget, I wanted to mention to you that Al Gore
tried to get here this morning and got waylaid someplace. So that
is for the record.

Dr. Vickery, welcome. I guess you know that both of your state-
ments are excellent—you knew that before you came. They will be
made part of the record, and you may summarize them in 5 min-
utes.

Dr. Vickery. Thank you.

STATEMENT BY DONALD M. VICKERY, M.D., PRESIDENT, THE
CENTER FOR CORPORATE HEALTH PROMOTION, INC., RESTON,
VA, ON BEHALF OF THE AMERICAN COLLEGE OF PREVENTIVE
MEDICINE, WASHINGTON, DC

Dr. Vickery. Mr. Chairman, health promotion for Medicare
beneficiaries constitutes the greatest opportunity for the Congress.
to improve the health of the elderly by helping to contain medical
care costs. We strongly support your efforts in this regard and are
anxious to assist in this most important endeavor.

The public’s image of aging is clear—the elderly are “weak, frail,
slow, sick, confused, tired, and lonely.” But this clear image does
not service well; in fact, the effects commonly ascribed to aging are
in reality due to three separate processes:

First, “disuse disease” is a term we use to indicate that loss of
function resulting from simple failure to use physical and mental
faculties. In considering the disability caused by disuse we see that
“use it or lose it" is not just a slogan but a principle of human biol-

oggecond. chronic disease related to risk factors, many of which are
heavily influenced by lifestyle.

And finally, cellular aging—those changes in cellular function
that are in fact inevitable with the passage of time.

The promise of health promotion for the elderly is clear. By
modifying what Americans do to and for themselves, we may mark-
edly diminish the impact of chronic disease and disuse disease. Sick
and dependent old age is not inevitable, and most Americans may
achieve an ancient goal—to live a long time and die young.

We believe that the Nation can no longer afford to ignore the
health-promotion option—health promotion, including appropriate
self-care and self-help activities is the only approach that offers im-
proved health and decreased medical care costs.

In considering the state of the art of health promotion, some may
question as to whether or not an elderly population that adopts
healthier lifestyles will in fact benefit. Professor Breslow’s testimo-
ny addresses this question eloquently and persuasively. The more
difficult issue is whether or not there are effective methods by
wh{ch older Americans may be influenced to adopt a healthier life-
style.

The search in this area has not been a high priority, and the
aatd available are far less complete than we would like; nonethe-
less, I am confident that a prudent individual will conclude that
the evidence for efficacy of health promotion is compelling.

I would suggest the following for your consideration:
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First, immunization and screening are important, but the great-
est potential is in the area of lifestyle.

Second, most lifestyle is self-change; medical therapy is not a
prerequisite for change. The work of Brownell, McAbee and others
suggests that the assertion that the promotion of self-change is the
critical task, and that communications and methodologies may be
the most appropriate for this task.

Third, the elderly are not exceptions to the health-promotion
rule. To be sure, they require programs appropriate for their inter-
ests and capabilities; but they are not set in their ways and unable
to respond. For example, studies suggest that persons over the age
of 656 who engage in appropriate physical training may retain 86
percent or more of the physical capacity that they exhibited as col-
lege students. The cooperative health education project found that
Medicare beneficiaries reduced doctor visits by 15 percent in re-
sponse to a health promotion program, which is very similar to the
decrease found for persons under 65. Most intriguingly, results
from the Seattle longitudinal study suggest that the elderly may in
fact be able to improve their intellectual capacities through mental
training.

Fourth, different approaches can and have been found to be ef-
fective. This leads to the current challenge with respect to health
promotion and Medicare.

How should health promotion for the elderly be done? The histo-
ry of corporate health promotion may be instructive in this regard.
Corporate health promotion programs have used screening and
physical examinations, fitness facilities, and professional staffs, as
well as behavior modification groups. But the cutting edge of corpo-
rate health promotion today is communications technology. Never-
theless, despite the impressive cost effectiveness of communications
programs, there are effective programs which use screening facili-
ties and behavior modification groups.

It should also be noted that corporate health promotion pro-
grams are not dominuted by any one professional group. Communi-
cators, health educators, exercise physiologists, physicians, nurses,
and others have all participated in the development and implemen-
tation of effective programs.

The challenge, then, is not to identify a single program as the
model for the Medicare Program, but rather to get on with the
bringing of the benefits of health promotion to Medicare benefici-
aries. -

As a representative of physicians whose special interest is health
promotion and disease prevention, the college is anxious to assist
in this process.

Mr. Chairman, it is said where there is a will there is a way.
When it comes to health promotion and Medicare, there is not only
a way but several ways. What older Americans need is an expres-
sion of will from the Congress.

Thank you. : ‘

Senator DURENBERGER. Thank you very much.

Dr. Bridgers.

[Dr. Vickery’'s written testimony follows:]
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Dr. Vickery is presenting this testimony on behalt of the Armerican College of
Preventive \Medicine.

Founded in 1954, the American College of Preventive Medicine is a scientific
society of physicians engaged in practice, teaching and research in preventive medicine,
Committed 1o promoting the health of the individual, the community and the naiion. the
College’s goals tocus on advancing the science and art of health promotion and disease

prevention.

ACPM's membership is composed of 2,200 physicians, primarily board-certified in
one or moce of the four preventive medicine disciplines: public health, occupational
medicine, general preventive medicine, aerospace medicine. College members occupy
key posuons in government, industry and academia. Many are clinicians providing direct
patient care in the workplace, community clinics, health centers and private offices,
The College constitutes a major national resource of expertise in areas vital to
protecting and improving the nation's heaith, and provides guidance and direction to
policymakers, planners, practicing physicians, other health professionals and the public

on heaith promotion and disease prevention issues,
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Donald M. Vickery, M.D.
Testimony before the Suboamittee on Health, Senate Finance Cumittee

June 14, 1985

Mr. Chaimman, health pramtion for Medicare beneficiaries constitutes the
greatest opportunity for the Congress to improve the health of the elderly while
helping to contain madical care ocosts. We stronjly support your cfforts in this

regard and are anxious to assist in this most irportant endeavor.

The pwblic's image of aging is clear. The elderly are weak, frail, slow,
sick, confused, tired, lonely. But this clear umage does not serve us well.
In accepting it, we accept the myth that these effects are an inevitable part of
aging. In fact, the effects camonly ascribed to aging are in reality due to
three separate proocesses:

1. Disuse Discase

These are changes in body functions resulting fram failure to use physical
and mental faculties. We have used this term to indicate loss of function resulting
from failure to use physical and mental faculties. In considering the disability
caused by disuse, we se¢ that "use it or lose it" is not a slogan, but a principle
of human biology.
2. Chronic Disease

The rost prevalent of these discasas are arthritis, diabetes, cardiovascular
disease and churonic cbstructive lung disease. These discases are related to risk
factors which are influenced hoavily by lifestyle. There is substantial evidence
that modification of lifestyle modifies the risk of these diseases.

3. Cellular Aging

This is the "real" aging, i.e., those changes in cellular functions that are
inevitable with the passage of time. CQurent knowledge does not allow us to deter-
mine how this process might be modified in humans.
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In thais context, the pramse of health prarotion for the elderly is clear:

By modifying what older Armericans do for and to thamselves, we may markedly duranish
the irpact of chronic disease and disuse disease. A dysfunctional and dependent
old age is not inevitable, and most Americans may achieve an ancient goal: Tv live
a long time and die youwy.

We believe that the nation can no longer afford to ignore the health prarotion
option. Cost savings, as oppesod to cost shifting, can be achieved in only three
ways: 1) health may be improved so that fewer services are needed: 2) the use of
medical care services may be made more appropriate; and 3) the ocost of services may
be decreased. Cost oontainrent efforts to date have focused on the third approach.
But this approach runs the risk of denying needed medacal sefvices and increasing
cost in the long run. Further, apparent cost savings may in fact be cost shifting
upon closer analysis. Health pramotion, including appropriate self-care and solf-
help strategies, awoids these difficulties.

Health Pramotion: The State-of-the-Art

Same may question as to whether ¢r not an elderly pcpulation that adopts health-
ier lifestyles as well as appropriate immunization and screening practices will in
fact enjoy lower norbidity and mortality. Professor Breslow's testimony addresses
this question eloquently and I feel certain that any reasonable doubts in thus regard
can be satisfied.

A nore difficult issue is whether or not there are effective methods by which
oldur Americans may be innuzrx;ed to adopt healthier lifestyles, as well as undergo
appropriate imunizations and mxm procedures. lesearch in this area has not
besn a high priority for either public or private funding sources and the data avail-
able are far less camplete than we would like. Nonetheless, I am confident that a -
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prudent individual wili conclude that the evidence for efficacy in health pramotion
is sufficient. Based on the available infcrmation and perscnal experience over the
last decade, I would suggest <he follawirg for your careful oconsideraticn:

1. LUrvunization and Screening are upertant, but the greatest potential for

nealth zroretion 1s in the area of lifestyle. This is especially true when looking
at the ocutoames of lowered morbidity and wrproved productivity. .

2. Most lifestyle charge is self-d\‘mge.. Therapy 1s not a prerequesite for change.
For exarple, over 95% of the approximately 35 million Americans who stopped smoking
since 1963 have done so without attending a SToKirg cessation group, seeang a
physician, being nynotized, usSiIng nlootine gum Or in any other way undergoing
therapy. The work of Brownell and others supports the assertion that the pramtion
of self-change is the critical task tc'x the most oost-effective health pramotion
grograms.  Carrunications methodologies may be most appropriate for approaching this
task as indicated by the success of the Stax}ford Heart Disease Prevention Program,
the Yorth Karelia Project, the Minnesota licart Study, the Pawtucket Study amnd other
programs that have made extensive use of camunications.

3. The elderly are not exceptions to the health prarotion rule. To be sure, they
require programs appropriate for their interest and capabilities, but they are not
“set in their ways" and unable to resporxd. For exarple, studies with regard to
physical trainunyg in the elderly suggest that persons over the age of 65 who engage
in appropriate physical training ray retain 85) or rore of the physical capacity they
exhibited as oollege students. The Cooperative Health Education Project found that
Madicare beneficiaries reduced doctor visits by 15% in response to a health pramotion
progran. A similar program used with individuals under the age of 65 resulted in a
17¢ decrease in doctor vasits, essentially the same decrease. Most intriguingly,
results fram the Seattle Longitudinal Study suggest that the elderly may in fact be e
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able to wprove their intellectual capacities through mental training.
4. Different approachas can be effective. This leads to the current challenge

with resprct to health pramtion and Medicare.

Health Promotion: The Chellerge

tiow should health pramoticn for the elderly be done? The history of corpcrate
health pramotion may be instructive in this regard. '

Following World War 11, the earliest health prorotion programs concentrated
on screerung and physical examinations to detect asymptumatic illnesses. Enthusiasm
for this approach declined, a few compaues invested in fitness facilities and
prefessional staffs run them. However, the cost 1nvolved and disappointing partici<
pation rates limuted the utilaty of this approach. The amghasis currently is on
behavior madification groups, Smoking ocessation courses, weight control grouwps, etc. -
but these also have samne prablaas with respect to cost and participation. As a
resuit, the cutting odoe of corporate health pramotion is now cammnications designed
specifically to influence health behavior. Despite the wnpressive cost effectiveness
of state-of-the-art oarunications programs, there are effective programs in tho
areas of screening, facilities and behavior modification groups. Indeed, the most
wpressive programs have elements fram all of these areas.

It should also be notad that corporate health prarotion programs are not daminated
by any one professional group. Carmunicators, health educators, exercise physiologists, l
hysicians, nurses and others have all participated in the development and ivplementa- -«
tion of effective programs.

The challenge, then, is not to identify a single program as the model for the
Madicare program, but rather to get on with bringing the benefits of health pramotion

to Modicare beneficiaries, This will require taking advantage of what we already know
and gaining experience with the Madicare populations specifically. As a representative

of those whose special interest is health pramtion and disease prevention, the Oollege
is anxious to assist in this prooess.

It is said that wherc there is a will, there is a way. Wwhen it cames to health
praxtion and Madicare, there is not only a way but several ways. HWhat Older Americans
need is expression of will from the Congress.

“Thank you. f
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STATEMENT BY WILLIAM BRIDGERS, M.D., DEAN, SCHOOL OF
PUBLIC HEALTH, UNIVERSITY OF ALABAMA, BIRMINGHAM, AL,
ON BEHALF OF THE ASSOCIATION OF SCHOOLS OF PUBLIC
HEALTH, WASHINGTON, DC

Dr. BripGeRrs. Thank you, Mr. Chairman.

Those of us in schools of public health are very grateful for the
opportunity to testify on behalf of S. 359, and we thank you for
your efforts to recognize the concepts of health promotion and dis-
ease prevention as valid strategies for assuring healthy lives for all
of our citizens. .

The original purpose of Medicare was to pay for needed health
care for the elderly; however, ignored until now has been the need
for preventive services. Others at this hearing have testified as to
the significant health benefits of these services, and I will, there-
fore, take a slightly different focus in my few minutes.

edicare is concerned with the escalation of costs, and lowering
this burden has been an overriding interest of the last few years.
Until now, the potential of prevention for lowering the burden of
iliness which created the burden of cost has been overlooked.

There are really only a couple of ways to reduce health care
costs. One is to reduce the prices of needed treatments through reg-
ulatory or other competitive strategies, anc the other is to reduce
the number of such episodes that are required.

Very little attention has been directed toward the possibility of
reducing episodes of illness through prevention. Medicare pays for
treatment of most acute exacerbations of chronic disease, but it
does not as yet pay for the inexpensive preventive efforts that
might reduce the numbers of such episodes—with the sole excep-
tion, presently, of the pneumococcal vaccine.

The historic focus of Medicare upon acute episodes of illness is a
reflection of the state of knowledge of health and disease at the
time the legislation was enacted. But the knowledge base of human
biology and the causes of disease has undergone an explosive in-
crease since then.

John Maier said recently, “Every generation redesigns what is
intolerable in public health as science generates the knowledge
needed for action.” Although this was said in a different context, it
is germane to our discussion today. It is timely for Medicare to in-
corporate new provisions based on new knowledge.

e question then becomes: Is there evidence or experience to
.support the contention that prevention programs could cut outlays?

ell, rigorous research studies have been minimal due to lack of
funds and trained investigators. However, there are reasons to be-
lieve that prevention programs could reduce the incidences of some
chronic diseases and their acute exacerbations. For example, there
is little doubt that the sharp decline in cerebrovascular mortality—
that is, strokes—is related to the fact that today many more people
with high blood pressure are aware of their condition and are
maintaining their blood pressures within safer ranges.

In the interest of time, I will note only another example of the
potential of cost effectiveness of preventive health care.

The Center for Disease Control has continually noted the cost ef-
fectiveness of immunization programs—for example, for measles,
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polio, and many other diseases including influenza. And this is es-
pecially germane to the elderly and to those with cardiopulmonary
disease. I believe we might find that Medicare reimbursement for
selective immunizations might be added-to -the list of reimbursea-
bles, and hence encourage services.

Mr. Chairman, historically, preventive interventions have always
had to meet a test not usually applied to therapeutic measures.
Preventive measures must be shown, before the fact, to be both
beneficial and cost effective. The demonstrations proposed under
this bill are aimed at making a financial case for prevention as
well as the health-benefits case, and in a convincing manner, if at
all possible. Thank you.

[Dr. Bridger’s written testimony follows:]
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Mr., Chairman, I am Dr, William Bridgers, Dean of the School of Public
Health at the University of Alabama at Birmingham and President
of the Assoclation of Schools of Public Health, on wvhose behalf
1 am appearing today. We apprecjate the opportunity to testify
on behalf of S§.359, your bill to provide demonstrations to reduce
disability and dependency through the provision of prevention services
to Medicare beneficiaries. We strongly support it and applaud your
efforts to recognize the concept of health promotion and disease
prevention as an effective way to control. skyrocketing medical care
costs,

As you know, the purpose of chis bill is to test the feasibility
of Medicare reimbursement for preventive health services.

Mr. Chairman, we are all well aware that the purpose of Medicare
is to pay for needed care for the elderly and some other beneficiaries.
It is first and foremost a financial mechanism, Its purpose is
-not to advocate or advance preventive health care, but to pay for
whatever health care is needed by its constituents. Like all health
insurance institutions (whetlier for-profit or non-profit), ‘it is
concerned with the question of cost, and low:ring its cost burden
is a primary interest. Therefore, it is the gogst-effectiveness
of prevention that I uili address today, not its health benefits.

There are basically three ways to cut or contain health care
costs, One is tov reduce the price of treatment, The second is
to reduce [or eliminate) the number of treatment episodes, and the

third is to lessen the severity of the treatment needed (e.g., medication
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or minor surgery vs. major surgery)., Most cost containment efforts
have focused on reducing treatment costs., Little attention has
been directed toward the other two options. This is a particularly
serious problem for Medicare because its beneficiaries are a population
consisting predominantly of individuals with actual or potential
chronic health care problems. MNedicare pays for treatment of most
acute exacerbations of chronic disease, including a heavy outlay
for terminal episodes, but it does not pay for the preventive efforts
that might reduce the number ot acute episodes (with the sole exception .
of pneumococcal vaccine) or for measures which now show promise
to reduce the actual prevalance of chronic diseases in the aging
population,

The focus of Medicare upon acute episodes of illness is a reflection
of the state of kxnowledge of health and disease at the time the
Medicare legislation was enacted in 1965, Little was understood
about causes of the major chronic diseases; little benefit from
comprehensive, ongoing maintenance was seen; and virtually nothing
was known about preventive measures. But the knowledge base of
huran biology and disease has undergone an explosive increase since
then, and it is timely for the Medicare system to incorporate new
provisions based on this new knowledge.

The question then becomes, is there evidence or experience
to support the contention that prevention programs would cut Medicare
outlays for therapeutic care? Rigorous research studies have been
minimal due to lack of funds and trained investigators. However,

there is considerable evidence that prevention prograns and preventive
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care can reduce the incidence of chronic diseases, and, therefore,
costs, For example, there is little doubt that the sharp decline
in cerebrovascular mortality is related to the fact that today most
people with high blood pressure are aware of their condition and
are under treatment.

Mr. Chairman, I would like to use two examples of the potential
costs benefits of preventive health care for the }ldeer. One concerns
primary prevention (the prevention of disease) and the second conc@rns
secondary prevention (early detection and treatment).,

The highest incidence of tetanus in the United States occurs
among the elderly, over half of whom do not have sufficient serum
level protection, Mortality from tetanus among the elderly is as
high as 80 percent, yet tetanus is easily prevented by immunization.
The Centers for Disease Control has continually noted the cost-effec-
tiveness of immunization programs for measles, polio and influen:za,.
Influenza immunization has been especially effective for the elderly
and persons with cardiopulmonary disease, I believe we would find
that Medicare reimbursement for tetanus immunization would also
be highly cost-effective,

The second example I would like to mention involves the early
detection and treatment of breast cancer. Fifty percent of all
breast cancers occur in women over the age of 65, and both incidence
and mortality increase with advancing age., However, the survival
rate for older women who are treated is as good as it is for young
women, and recent studies have shown that screening programs are

most effective among elderly women. Despite this good news, sixty
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percent of women over the age of 75 are not receiving annual breast
examinations and two-thirds of women over age 65 have not been lnst;ucted
in breast self-examination. Considering the enormous costs of thera-
peutic or terminal episodes which are the inevitable consequence
of undetected cancer, screening and health education programs would
appear to be very cost-effective.

There are a number of other examples of simple, inexpensive
procedures that could prevent or reduce serious illr3ss and disabil-
ity--glaucoma screening, hyportendion screening, and screening for
colon cancer are a few examples,

dr. Chairman, it is unfortunate that preventive interventions
have always had to meet a test not applied to therapeutic measures.
Preventive measures must be shown hefore the fact to be both beneficial
and cost-effective., This is a standard that it not applied to treat-
aent--indeed, Medicare does not allow cost considerations for new
therapeutic procedures. Yet the question of cost is always raised
vhen prevention is mentioned. The demonstrations proposed under
this bill are aimed at making the financial case for prevention
in a convincing manner.

Mr. Chairman and members of the committee, we urge you to. adopt
$.359 as written and applaud your foresight in holding hearings
on a bill that emphasizes disease prevention and health promotion
among the elderly. The bill will not only help to save lives and
improve the quality of life, but will also save money in the foxese’able

future. We thank the members for giving us the opportunity to connent
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and support this prevention bill. We are most willing to work with
you &and with your staff in seeking enactment of §,359, Thank you,

I will be honored to answer any questions,

Sources:

Stults, Barry M, "Preventive Health Care for the Elderly.* ZIbhs
, December, 1984,
Somers, Anne R, "Why Not Try Preventing Illness as a Way of Controlling
lll:gic are Costs?” The New England Journal of Medicing, September,
4.
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Question For Dr. Bridgers

The kind of demonstiation I have proposed in S. 359,
will provide important knowledge and data on the
short and long-term costs and benefits of preventive
services for Medicare beneficiaries who received care
under the pzoqzam.' It is, therefore, critical that
these programs be properly evaluated. What

evaluative measures would you propose in this regard?
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Dr. Bridgers = Mr, Chairman, I agree that careful evaluation of the
demonstrations proposed in S$.359 would be essential. It will, however,
be difficult to manage, just as evaluative proccdpros frequently prove
to be. 1In the case of 8.359, one of the "bottom line® measures should
be the impact of simple preventive measures on the rates of acute
exacerbations of chronic condition. It is these acute episodes that
presently generate much of the Medicare outlays.

In order to properly evaluate such programs, it would be desirable
to develop an experimental design which allows interested Medicare
participants to be randomly assigned to two different groups: one qroﬁb:
which will have the full spectrum of interventions available, and
another which will receive usual and customary Medicare services, Rates
of hospital care, costs of preventive and therapeutic interventions, and
patient cospliance and satisfaction could all be measured in the two
groups, over time, )

To facilitate rapid acquisition of reliable information, it would
be helpful to form a coalition of the five projects under the overall
supervision of a team of researchers at one of the participating schools
of public health. This would expand discussion between the five sites
and maXe possible the development of some commonly shared data
collection brocodutca. In that way, the five separate projects could
Functlon, to some extent, as one large project and produce more, and

mQre reliable, data quicker than would otherwise be possible..
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-Measurement of the impact of these projects upon health and costs
will take a consideuble'mun.t of time., In the short term of three
years, only information about the different mechanisms of providing the
services can probably be demonstrated, This, however, is a most
important beginning, It will take a few more years to ba able to
demonstrate the health status bencfits which we believe will ensue and
perhaps even longer to measure changes in the costs of savings of
Medicare services unequivocally attributable to the interventions.

Nevertheless, it is certainly time and timely to commence the effort.

Senator DURENBERGER. Thank you very much.

One of the things that is apparent is the lack of what people
would call “hard data” on cost effectiveness of preventive care for
anybody, and particularly for the elderly. Yet it seems so obvious.
It's one of those things that is so obvious that it is cost effective,
yet nobody seems to have any information on it. _

First, is that true? Second, is it because it is difficult to measure?
Third, is it because we haven't concentrated on the issue and there-
fore we don't have 6 years, 10 years, 20 years of data?

After you react to that, what can we do about this problem of
lack of hard or adequate data? Can each of you respond to that in
some way?

Dr. Bripgers. I will take a stab at it. I think most people intu-
itively agree with Ben Franklin's old adage that an ounce of pre-
vention is worth a pound of cure. I think if Frankiin were rephras-
ing that in the language of today he might say something to the
effect that an ounce of prevention is cost effective. But again, the
evidence for it in terms of rigorously controlled studies really isn’t
available in great depth, largely because no one has devoted the at-
tention to the issue yet that is required.

It is a catch-22. If a preventive service has to be considered to be
proven to be cost effective before it is introduced into the arma-
mentarium of the physician, and yet you can’t do that until you
introduce the service and study its affect, then you are really in a
catch-22 situation.

I think a new approach to looking at the question of the cost ef-
fectiveness of prevention versus treatment is to consider that the
cost of prevention is the cost of the prevention alone, the only cost
connected with that process. The cost of treatment, though, has
some hidden costs that we haven’t thought enough about how to
measure yet; specifically, the cost of treatment of a disease after
the fact requires a measure of the cost of the diagnosis, which can
now be quite expensive, the cost of the treatment, whatever it
might be, and then the largest cost perhaps of all is the cost of de-
pendency related to that illness or that injury. These have not been
measured carefully. We know they are there and that they last
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many, many years. Then they greatly exceed the cost of even the
treatment or the diagnosis.

It is studies along those lines that I think might someday give us
that firm bottomline that we would all very much like to have.

Dr. Vickery; I would slightly disagree, in the sense that there are
some studies. | have mentioned the cooperative health education
project which demonstrated savings of $3 in terms of omitted
doctor visits for ever{ dollar spent on the program intervention.
There are others. Kel ‘\\r Brownell’s studies was a cost-benefit study
which demonstrated that his methodology, which was unique and
intriguing, resulted in cost effectiveness.

There 18 not a great deal of it, because it has not been a priority
for either public or private funding sources. Clearly, that is one of
the thin%s we need to change.

But if I may draw on my experience with the corporations of this
country and their interest in health promotion, they started at this
very point about 10 years ago, perhaps, on average, and asked the
very same questions of, ‘Show me the data where I will save
money.” Over time they have become convinced that a prudent
man would not decide against health promotion, that while the
studies to date cannot provide five well-controlled studies on a com-
pany just like theirs that demonstrates they cannot lose money,
they have decided that a prudent manager would be foolish not to
take health promotion senousl{.

So I think we would certainly applaud the appropriation of fur-
ther sources both private and public toward the research questions
involved; I really think it has moved beyond that and is a question
of more practicalities.

The bottom line, the ﬁroverbial bottom line, with respect to busi-
ness, is very real, and they don’t violate that. -

. Senator DURENBERGER. I don’t want to take a lot of time expand-
ing on this view, and maybe you can add to it and other witnesses
can, too, in your additions to the testimony, but do either of you
have a view on the kinds of incentives that work best wi’1 today's
elderly f)opulation? As I view today's elderly population they are
relatively well off compared to their parents in retirem >nt, so to
8 , and yet they are the adult victims of the Depression, and
they live—even though they may be so-called well off —they live in
fear of catastrophe, and so forth. So they are very susceptible to
bargains and to deals and to that sort of thing. They gobble up all
the hucksters, as we heard from a previous witness. You can just
se~ it on television. Every movie actor, when they reach 65 years of
age, signs on with some insurance company to sell something to
the elderly, and it is all sold on the “protection” theor‘y. _

Do you know of ways that are particularly applicable to this gen-
eration, my parents’ generation, in effect, of what somebody yester-
day called ‘“the chronologically gifted”—a new word, think about
;lh%t-—;hat would get them or cause them to change their health

abits

Dr. Vickery. I think one of the remarkable things that we have
experienced in our research is the great advantage that we have in
doing health promotion with the elderly. As you have mentioned,
their two great interests are in protection for their health and pro-
tection for their financial status. In a sense, that is a great advan-
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tage. They come interested in health; whereas if we were talking
about a group of teenagers, we might not have that advantage. We
found that while one must always pay careful attention to motiva-
tion, and the use of incentives can be a very important part of that,
in general that is not a problem. Furthermore, we have been some-
what amazed that techniques that we have used with persons in
other age groups—that is, the provision of information and the use
of communications techniques that works with younger groups—
also works with the elderly. So in that sense, we have a better
chance, and we have seen the other side of the coin. We have seen
the willingness to buy into less than ethical and certainly poorer
approaches to trying to preserve health, rather than the easy pur-
chase, if you will, of appropriate means of preserving health.

Senator DURENBERGER. Gentlemen, I thank you very much for
your testimony, and I take it you will be hearing from us more in
the future.

Thank you. : o

Our next witness is Paul Barnhart, who is the chairman of the
Committee on Health for the American Academy of Actuaries.

Paul, thank you very much for giving us your time today. Your
testimony in full will be made part of the record, and we welcome
your summary of that.

STATEMENT BY PAUL BARNHART, CHAIRMAN, COMMITTEE ON
HEALTH, AMERICAN ACADEMY OF ACIUARIES, WASHINGTON, DC

Mr. BARNHART. Thank you, Mr. Chairman, and on behalf of the
academy I would like to express our appreciation for. the invitation
and the privilege of being able to testify at your hearing this morn-

ing.

%‘he role of the American Academy of Actuaries is not to take a
position on any public policy; instead, we see our role as providing
objective information and actuarial analysis that we hope will be of
help to decisionmakers such as your subcommittee and others in
Government. We are always available to try to provide as much in-
formation and actuarial evaluation as we can, but to do so without
taking any specific position on a matter of public policy.

As you mentioned, Mr. Chairman, I am the chairman of the
Academy’s Committee on Health—which may be another misno-
mer, a little as you had characterized the name of your subcommit-
tee. It used to be called “the Committee on Health Insurance.” And
in an effort to emphasize that we need to have a broader view and
% bi‘o;der role, we changed the name to ‘‘the Committee on

ealth.” ,

In my verbal summary, I want to concentrate on some of ‘the
items described in section 2 of my written statement, which deals
with a number of actual experiments that have been conducted at
one time or another under insured plans. And these mostly have
fallen into five areas.

One of them has been the extension of coverage to preventive
care expenses, in some way or other, the simplest example being
extending coverage to annual physical checkups under a health in- .
surance program. ,
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Devices of this kind have led to rather inconclusive results. Much
of the time they seemed to have simply increased the cost of the
plan without any discernible beneficial results. I think this may in
part be due to the fact that often these features were not promoted
or emphasized very strongly. They were there, but I suspect that
many of the enrolled individuals simply may not have been aware
that certain types of preventive care were covered under the plan.
But whatever the reason, the general experience has been a little
inconclusive. We have seen increases in cost under such plans and
for the most part have had difficulty in discerning real health ben-
eficial results as the result of a lot of these experiments.

The second area where experiments have been conducted on a
quite wide scale for a number of g'ears is to provide cash refunds,
or a return of some portion of the premium, to individuals who
have not-had claims. These programs, for the most part, have led
to quite distinct reductions in cost—they seem to have been cost ef-
fective, in the sense that the benefits paid out under many of these
kinds of programs have reduced, as a result of this.

The problem has been whether health has really been promoted,
or whether the covered individuals have simply not submitted
claims, or perhaps have not sought medical care, even when they
~ should have done 8o, simply in order to %?lify for the refund, the
. cash refund or the return of premium. So under these programs
' also, while cost has been reduced, there remains a question as to

'ustml‘\ow effective they have been in really promoting better

ealth. -

Another area, the third general area I wanted to refer to, has
been the introduction of preferred-risk discounts in many areas
with regard to premiums. The best-known of these is the nonsmok-
er discount. It has become very prevalent in life insurance, very
widely used by insurance carriers, and it is being used with in-
creasing frequency in disability income insurance. It has been done
long enough in life insurance that quite a bit of data has n to
emerge, and the life insurance carriers have quite a bit of informa-
tion about the results of nonsmoking with regard to mortality. In
disability income it is so far new enough that there is very little by
way of data available as to what the effectiveness of this has been.

fourth area is.in renewal premium reclassification. I just want
to mention here that there is a new program underway in the
State of Illinois. I have had the privilege of working with that
myself as a consultant, where the members are entitled to qualify
for various kinds of renewal premium reclassification, either be-
cause of no claims or because of submitting evidence of discontinu-
ing the use of smoking, or entering into a weight-contro] pro-
gram—various things that qualify them for renewal premium dis-
counts. And on the other side of it, there are also renewal premium
surcharges for those whose experience has gone the other way.

M{s ;ime is up. May I just quickly mention the other one or two
poin

Senator DURENBERGER. All right. Have you mentioned the total
care programs? ‘

Mr. BARNHART. Yes. Just one further quick comment on this Illi-
nois program—this is a new program. It was instituted January 1
of this year, and I am meeting next week with the insurance com-
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mittee of the program to have our first review session. We are
going to monitor this program very closely. This is a large Illinois
association. It has about 140,000 subscribers and their dependents,
alnd \lwe are going to be monitoring the results of this program very
closely.

Senator DURENBERGER. Well, the heart of what I would like you
to get at for us is, I think, C&D. The others obviously have value,
but how is C different from D? In other words, how is the preferred
risk different from the various classifications or the reclassification
on renewal?

Mr. BARNHART. All right. The preferred risk discount programs
are done at the time of issue; in other words, when the applicants
are processed by the insurance carrier. And they will be placed
into a particular premium classification at the time the policy is
issued. Thereafter, they remain, as a rule, in that classification; al-
though, sometimes there are provisions made that they can submit
renewed evidence at a later time and perhaps get into a more fa-
vorable premium classification. But this device is used at the time
of underwriting, at the time the individual applies for coverage.

The other one, that is being followed by the Illinois Health Im-
provement Association, is an ongoing Program applied yearly to all .
of the enrolled members. Every one of them is subject to the possi-
bility of reclassification. -

Senator DURENBERGER. But I still don’t see the difference. In
most of these insurance plans whenever our so-called premiums
come up, usually a 12-month period of time, we have an option of

oin%‘to another company, another plan, or renewing the old plan.
what difference does it make whether we are making a decision
on a preferred-rigsk plan or a premium-reclassification plan?

Mr. BARNHART. Well, on the reclassification plan it is done right
within the program, and ene of the objectives that we hope to real-
ize is to maintain the health of the group as a whole; in other
words, to maintain a better quality of enrollment. We expect to see
fewer people leave the Rlan, or example, and go out and seek other
insurance. So part of the objective is to keep them in the program
and maintain the group itself as a healthy group.

Senator DURENBERGER. OK. And that's w ly. as I read on in your
statement, the J)roblem that you know will come up will be the
person with bad health habits who expected to get into an insur-
ance pool to have somebody else pay for his bad health habits.
Thl? are going to start complaining.

r. BARNHART. That’s right. And that point is going to be one of
our main concerns at this meeting next week. We are first wanting
to measure acceptance. Our first goal is to-measure acceptance of
the membership of the kind of plan we are instituting.

Our second objective will be to monitor the growth, the continui-
ty of the group. Is it thriving? Is it growing in enrollment?

And then, third, to try to get a handle on what are we realy ac-
complishing by way. of health improvement? Are we really doi
something here that contributes in a positive way to the healt
and ultimately to the cost-effectiveness of the program? ‘

Senator DURENBERGER. Do you have a view about that last issue
as we move into the future? Obviously, in the past, insurance has
meant spreading the risk through a pool of some kind; but when
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the cost of the abusers in the pool, or the chronically ill, or those
who through no fault of their own are seriously sick, when the cost
of providing sick care becomes so large that the rest of the pool
starts to resist these costs, you have a problem.- And that is what is
happening in America.

Mr. BARNHART. Very definitely.

Senator DURENBERGER. That is clearly the problem. So some
would say, “Well, push the abusers out of the pool.” We can’t do
that in this country. But I take it we end up with some hybrid of
some kind, where you maintain some of the benefits of pooling the
cost but also you have a system by which those who are the higher
users in the system are going to pay more to be part of that pool. Is
that where it is sort of headed in here with the use of differential
premiums, cost-sharing, and a variety of other mechanisms? ’

Mr. BARNHART. That is correct, Mr. Chairman. In this Illinois
Health Improvement Association Program, the range of these re-
classification rates, as it is now designed, is intended to range from
70 percent of standard. Standard would be the 100-percent level if
there were no reclassification—the price that everybody would pay
_if there was no differentiation. The discounts are now designed to
go down to 70 percent, and the surcharges up to a limit of 200 per-
cent. So as time goes on, no one is eliminated from the pool, but
the abusers or those who submit the high claims, would eventually
gravitate toward the 200-percent level. But they would not be ter-
minlated; they would not be disqualified from participating in the

Senator DURENBERGER. In that kind of arrangement are you ex-
ploring some of the quid pro quos? Let me use a simplistic example,
and that is: I may have full or nearly full coverage for dental work
but only if I can prove that I have had a dental health examination
at least every 6 months. If I neglect to do my dental health exami-
nation every 6 months, which is also paid for in the plan, then why
should the plan pay for the dental work that could have been dis-
covered? Does that get built into these kinds of programs?

Mr. BArRNHART. The intention is to do that, in time. We are
moving into the proiram phase-by-phase as we can get things
cranked up.-But that kind of thing is intended to be introduced in
time; so that, to maintain a favorable classification, a person has to
;howivhsome evidence of continuing regular attention to preventive

ealth.

Senator DURENBERGER. Well, very good. I appreciate your testi-
mony a lot, and we will be back in touch with you some more.

Mr. BARNHART. Thank you, Mr. Chairman.

{Mr. Barnhart’s written testimony follows:] *
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AMERICAN ACADEMY OF ACTUARIES

STATEMENT OF TESTIMONY TO
THE SUBCOMMITTEE ON HEALTH OF
THE SENATE FINANCE COMMITTEE

on behalf of the
COMMITTEE ON HEALTH of the
AMERICAN ACADEMY OF ACTUARIES

REARING of June 14, 1985 concerning
Health Promotion and Disease Prevention Strategies

for Medicare Bepeficiaries

PURPOSE
The American Acadeny of Actuaries (“Academy") appreciates the opportunity
to submit professional testimony on the subject of this Hearing. This
document contsins comments on the actuarial aspects of three subjects relevant
to this Hearing: (1) health promotion and preventive strategies in relation
to age; (2) examples of actual experiments in these areas under insured health
care plans; and (3) issues of cost and financial ethics with respect to
preventive benefits provided under such plans.
BACKGROUND
The Academy is a professional association of over 7,600 actuaries
involved in all areas of specislization within the actuarial profession.
Included within our membership are spproximately 852 of the enrolled actuaries
certified under the Employee Retirement Income Security Act of 1974 (ERISA),
as well as comparable high percentsges of actuaries specializing in actuarial
services for other é-ployee and individuasl enrollment coverages such as life,
health and disability programs. As a national organization of actuaries, the
Acad;ny is unique in that its membership consists of actuaries with expertise
in all areas of actuarial specialization.

The Academy does not advocate any position on major public policy issues
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which are not actuarial in nature. The Academy views its roie in the
government relations arena as providing objective i1nformation and sctuarial
analysis to public policy decision-makers, so that policy decisions can be
made wvith informed judgmeant. It is our belief that the training and
experience of Acadeay members provides for a unique understanding of current
and potential practices in health care financing, Our intention is to
communicate that understanding in ways that will assist ycur Subcomnittee and
policy decision-makers generally.
COMMENTS

i P ion.and Prev

While this Hearing is directed specifically toward Medicare
beneficiaries, it is important, even though odbvious, t37enphasize that
promotion of good health and strategies of disease prevention need to be
directed to all ages, from the prenatsl on up. Had ve Americans been more
avare of the importance of this fact over the past half century, perhaps our
Medicare bill could have been ﬂalf of what it is. Fortunately, this awareaess
has been spresding and increasing dramatically during just the past decade,
and this bodes well indeed for the general health status of Awericans.

It is equally important to cmphasize, hovever, that there is evidently no
age 30 advanced that measures of health promotion and preveation cannot still
be effective, even k( these have been neglected throughout all of earlier
life. Abundant case histories and exsmples have come to light in proof of
thin}~ No one is ever "too 0ld", because of age alone. Almost any individual
vho is not already in the far advanced stages of presumably incuradle or

degenerative disease can still benefit from serious efforts toward health

improvenent .

Our comments, accordingly, ve believe to be relevant to all ages of

;
]
Apericans, but also specifically relevant to our senior citizens covered under

§

i
!
i
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Medicare - ;nd to future seaior citizens who WILL be covered under Medicare.

2. x s of Ac 1 Experipents under Insured H [o Pl .

There have been quite a number of experiments directed towvard health
promotion and preventive mesasures under all kinds of health care plans. Among
the most significant or widespread have been:

3. Extension of coverage to preventive expenses, such as coverage of annual
physical check~ups and the like.

b. Cash refunds to individuals vho have not utilized plan benefits over

‘ stated periods.

c, Premium discounts.Eo"*prif;rred risks", determined by habits relating to
use, or rather non-use, of tobacco or alcohol, and by other
characteristics such as height and weight, blood pressure, etc.

d. Reneval pre;iun reclassification, involving recewal discounts or
surcharges based on benefit utilization or continuing health evidence.

e. "Total care” programs, such as those frequently offered by health
ssintenance organizatiouns,

These several kinds of experiments have led to varying degrees of
apparent success or failure, in any particular case. Most of them involve
some messure of of fsetting disadvantage. For example, b, adove (payment of
cash refunds) raises the question of the extent to which those receiviog
refunds have asintained better health; or else are sinply not submitting
claims for benefits; or else, more seriously, are not seeking medical care
they should have, for the llk; of qualifying for the refund. The author of
this Statement has had considersble experience with "returno of presiua®
individual health care or disability policies. The experience shows that,

vithout question, claim experience is more favorable, that is, total claims
]

c:eélover. in the presence of the cash refund feature. But just vhat this may



183

prove is another question. All we ;eolly know is that claim experience is
lower, under such plans.

Th,e suthor has more recently had experience vith a program of type d.
above, involving renewval prexiuw reclassification., This program, while it
seems to show considerable promise, only became implemented as of January 1,
1985, and considersble time is needed before appareat results can be
evaluated.

The program is in use by a large voluntary association in the State of
Illinois, with sbout 140,000 subscribing meabers and their dependents: wore
than & quarter million individuals in s1l. It is known'as the Illinois Realth
Improvement Assccistion, and, true to its name,” has seriously endeavored to
develop incentives c-oné its members toward better health. The latest
incentive hss been the adoption of s renewval premium reclassification system,
bssed BOTR upon a subscriber's benefit utilization of the health care plan
during the preceding year or years, and also upon & subscriber's continuing or
resubmitted evidence of good health. Several “"tiers" of premiun rate levels
are provided for, ranging from 70% of the "standard" presium level, up to
about 2002 of the “"standard” premiun level.

A discussion of this interesting ex}eriienf vas presented at one of the
sessions of the 1984 Society of Actuaries Spring Meeting held in Atlanta,
Georgia. A copy of the record of that discussion is attached to this
Statement as an sppendix. The discussion of this specific program is found on
pages 247-251,

Premium reclassification programs of this kind are also prone to
criticism. One sigaificant criticism comes from among those who move "up the
ladder™ to the 200X of standard level. Some ask, "What is insurance for? Ve

had c¢taims, or our health has deteriorated. So nov ve pay msore. Insurance

should pool the experience of everyone: the heslthy should help to pay for
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the medical expenses of the unhealthy." This "pooling” concept remains in the
program, however, even though in a modified form. Those who have had no
expenses at all, or who are in the wost superd health, still pay premiums at a
rate of 702 of "standard™. Experiments at promoting better health, and
incentives to that erd, appear to be needed and we will have to see how
effective this one may prove to de.

In the final section of this Statement, conment will be made concerning

plans of type a., coverage of preventive expenses.

3. !' [E IE. .lzl- ils g > B E.

There have been many experiments seeking.to incorporste coverage of
preventive expeases. The simplest example is perhaps a benefit provision that
provides payment for one regular physical check-up anaually; e.g., up to $50
or $75 allowable each year for this.

This can present a problem as to cost: the amount by which the premius
sust be incressed to include the preveative benefit. Ideally, one would hope
that every meaber of the plsn wvould utilize the benefit and get the check-up.
But if this goal is realized, the additionsl premium to pay for, say, a $75
annual physical, wmust gxceed $75, due to administrative expenses, state
premium taxes and so on. The resulting question, then, is whether it is
financially appropriste to charge more, by vay of premiums, than the members
vould pay on their ovn for annual check-ups. Some State insurance departments
refuse to approve these preventive festures, for this reason. In theory, the
LONC TERM objective is a healthier group, so that eveatually premiums will be
loyer, not higher.

But it is hard to realize that odbjective, because another principle of

the marketplace gets in the vay: competition. At the outset, plans vith

liberal preventive benefits have great trouble competing in price wvith other -
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plans that do not contain such provisions.

This is one of several reasons why the Illinois Health Improvement
Association iastituted its premium reclassification programs instead. Members
have to pay for their ova physical check-ups. But if this leads to their
qualificstion for a reneval premium discount, they realize a direct finaocial
benefit for their attention to their health, 3 premium savings that can
rapidly exceed vhatever price they paid themselves for preventive medicine.

So various experiments have been tried, or are now dbeing tried. Those of
us in the Academy of Actusries wvho have specislized experience and knowvledge
io this broad ares would be glad to share this experience and knowledge with
your Subcommittee and staff to the extent possidble and in vhatever manner
vould 8id your objectives towvard better health promotion.

I respectfully ask that thic‘Stite-ent and attached appendix be included

in your record of this Hearing.

BT [z, vl

E£. Paul Barnharct, Chafrman
Committee on l{ealth
Anerican Academy of Actuaries
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APPENDIX

THE PROFESSIONAL CHALLENGE OF INDIVIDUAL
MEDICAL INSURANCE -

Moderstor: WILLIAM F. BLUHM. Panelists: NOEL J. ABKEMEIER, E. PAUL BARNHART, CHARLES F.
LARIMER. Recorder: STEPHEN A. RILEY

losurers have been getting out of the individual wedfcal expense market.
This session will address the fsplications of such a decisfon and will -
cover:

. Nature of the prodblem

« Viability of individual medical products
. Challenge to the actuary

. Consequences of withdrawal

» Alternatives to withdraval

Particular sisphasis will be placed on the challenge to the actuary, with
stress on education and research demands.

MR, WILLIAM F. BLUHN. We have modified the outline that is in the programs.
The structure vhich we nov propose is to first describe the problem as ve
nov see it in the individual medicsl msrket, secondly, to describe some of
the potential solutions that the panelists see,and thirdly, to discuss some
of the challenges that we see facing the actuary.

Charles Larimer has been with Health Care Service Corporstion in Chicago for
the last three years. He was recently promoted to Actuary and officer
responsible for pricing and product development for individual small group
and HMO products. Before Blue Cross he was at CNA Insurance for six years
in group pricing and product development.

Paul Barnhart hsas been in the health insurance field for hid entire career,
starting at Occidental in California in 1954. He opened a cdnsulting
practice in St. Louis in 1964, and has been the author of many papers in the
Transactions, Two of these are on the exss syllabus including & 1960 paper
on Adjustment of Premiums on Guaranteed Renewable Policies. He wvas electad
to the Society Board of Covernors in 1970, was:Vice President fn 1973, and
becane the President elect in 1977, He helped found the Health Section in
1982, snd was elected to its first council and vas twice eleacted as chairmin
of the council. *

Noel Abkemeler is Senior Actuary, responsible for fndividual health at All-
stste Life. Ka is the chairman of the Basic Education Subcommittes of the
health section, and chatrman of the Research and Development Committee of
the HIAA, where the main project is the study of the Health Care delivery
system in 1990. He is the chairmsn of the HIAA Actuarisl Task Force op
unisex pricing and is a former chalrman of two HIAA committees - one the
Individual Actuarial Sub-Cosmittee and the other the Task Force on Cost
Containmsent,

29
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NQEL J. ABXEMEIER. Individual mecical insurance is an area of fnsurance
actuarial expertise vhich has been virtually devoid of positive nevs
a decade and has generally brought headaches and frustration. The

common picture has included financisl losses, withdrawvals by insurers from

the

marketplace, or, at best, a product modification intended to protect the

insurer. 1In order to look toward the future and determine if wve are in
store for more of the same, {t s beast to first anslyze the current
situation; then we can fdentify the options open to us.

The

envicounent to be considered fncludes forces external to the insurance

company and others within it. I would like to comsment on each kind, start -

ing

with the cxternal forces.

LXTERNAL ENVIRINMENT

1 see four categories of external influences: economic forces, consumer
sttitudes, the linftations inherent to the nature of the individual policy,

and

regulatory limitations. Each of these is a complex challenge in itself.
Economic Forces

The dominant economic probles from the perspective of the consumer is
the affordability of the coverage. Ib some areas a cosprehensive major
medical policy for a family might cost 25 percent of the medien fanily
income. The tax deductidility which mitigated the burden has been
eliminated snd the deductible hss bLeen increased from 2 percent to 5
percent.

This unaffordsbility for many has t™en caused by inflation in medical
costs wvhich has been brought about vy general inflstfion, deductible
erosion, an increase in the quality of medicsl care, an improvement in
the status of sedical personnel, the aggressive pursuit of malpractice
claims, technological fmprovements, profit oriented hospital charging
methods, and cost shifting. In relation to cost shifting, it 1a
possible we are beginning to bs affected by » nev kind. You are familisr
with the passing of extra costs to insurers and individual payors
because the federal government and some service corporations paid less
than & proportionate share of costs within a hospital. Now, preferred
provider arrangements have the potential of shifting costs to the
detriment of individual policy insurers if the discounts becomss too
deep or if prefervred provider srrangements have hospitals merely trading
business at dlgcount rates.

The high expense loadings of individual iasurance exacerdate the afford-
abjlity problems caused dy the varjous kinds of inflation. The 55
percent loss ratio of an individusl policy s much sore likely to raise
concerns than i & 90 percent loss ratio that might relate to group
insurance.

The various contributors to the affordability problea mainly fall beyond
the control of the insurer, but some can be addrensud. One sxception is
deductible erosion, vhich can be combatted with dynamic deductibles in
nev products and insurer fnjtfatives in the forw of product upgtnios in”~
existing business. ® cost of emerging technology can be avoided with
the elimination of the coverage of experimental procedures; however,
2his delineation may be difficult both in contract drafting and in

s

-
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interpretation at the time of claim. Finally, the imposition of inside
Y4mits upon the policy will aid affordability but the cost is paid by

‘the consumer in the decreased adequacy of the coverage. I will comment

sore on these in the discussion of the viability of individual medicsl
insurance.

The principal economic prodblem from the perspective of the insurer is
the unprofitability or marginal profitability. This is born of the
unpredfctability of claim cost increases and the difficulty of respond-
ing to thea on a timely basis. This has been caused by cost shifting
and the higher inherent level of medical cost inflation. Life ectusries
have the luxury of knowing their insureds will die almost on schedule
or, if not, at a more favorable rate and that the benefits sre unvary-
ing. We health actuaries know the frequency of medical expense claims
vith less precision, must adjust to the evolution of medical care
standards, and must respond to the changing practices of providers and
governmental bodfes. Little suggests that this environment will change.

The impossibility of predicting the changes in the pricing factors
leads to premfum inadequacy. The necessity of demonstrailing to
regulators through experience the need for higher premiums further
sggravates the prodles.

Consuner Attitudes

The second external environmental factor is consuser attitudes. The
strongest influence is the high value that each peraon places on his
health and the desire to maintain that health. In the absence of
incentives to limit expenditures on health care, the consumption of
health services grovs as new Lreatments emerge and as expectstions for
good health rise. 1lndividual wedicel policies have generally lacked
sufffcient Incentives to limit usage and change consumer attitudes.

The consumer's lack of concern could be mitigated with s larger
assumption of risk by the consumer through coinsurance and the use of
larger deductibles. 1In general, consumers have been reluctant to
assume a greater responsibility for the financial risk. It is only
vhen unaffordability has been imminent that there has been increased
risk sharing. Problems are solved only where they start to bacome
painful; perhaps that point has arrived for individual health costs
and the result vill be cost sharing. .

The high cost of individual sedical insurance has made cost a concern
of the consumar vith the result that cost shopping is common before
purchase and regularly thercafter. This creates more expense and anti-
selection and thus aggravates the previously msentioned cost pressures
for both the consuser and the insuter.

Product Limitations

There are a nusber of responses to the problems vhich are possible in
other forms of medical expense benefits but are unavailable in the
fndividual policy. The use of preferred provider arrangesents and pre-
approval of noncritical care is aot practical because of the geographical
spread of the insureds. Education of the insureds about less expensive
alternatives is difficult because of the loose ties between the insured
and the insurer. ' -
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Unflateral jmprovement of deductibles is not possible on most business
currently in force. The timely adjustaent of ratea is not possible
because of the need for multiple state ratc approval and because these
increases tend to be obtainable only after the development of unfavor-
able experience., The process of multiple filings and spprovals in
itself adds cost.

The fact that the product is sold to an unsophisticated buyer and is
often sold by an agent vho does not specislize in the business leads not
only to oversiwplified products but also misunderstandings.

The contract fteelf is static so that changing business practices by
hospitals may make contract limitstions ineffective in some policy
exclusions, For example, treatment in certain types of facilities,
such as drug snd alcohol treatment centers, may have been excluded by
contract, but the enforcement becomes difficult wvhen euch facilities no
longer sre free standing but ars blended into a hospital cosplex. Thus
the facility becomes a "hospital" and trestment sust be reimbursed.
Finally, there is no Coordination of Benefits, thus duplication of
fnsurance is possible and cost saving incentives can be rendered value-
less. :

"

Legislative and Regulatory Limitations

The final external factor {s the wed of restrictions fmposed by intense
state regulation. The process itself is quite expensive and the require-
ments it brings creats nev challenges for the insurer. Mandatory cover-
age of emerging trestment areas and mandatorily optional coverage of
benefits vulnerable to snti-selection impose nev liabilities on insurers.
This has occurred wost recently in coverage for slcoholism, mental {ll-
ness, and drug abuse.

The possibility of mandatory unisex pricing exists and this would present
signfficant actuarial challenges. Males would be sharing the cost of
maternity care, males generally would be subsidizing the cost of female
beaefits at wost ages, and femsles would subsidize st other ages. Mas-
sive markel dislocations would affect everyone and would favor some
vendors wvhile placing others at » severe disadvantage. A factor of
chance would be introduced into pricing for scversl years until the
market restabilized.

INTERNAL ENVIRONMENT

The external environment has created a reluctance to commit company resources
to individual medicsal insurance. None of the characteristics create optimisms
vhen cootrasted with the potential of 1ife insurance or annuities. Ovar the
short term, medical expense insurance is relatively lsbor intensive for
Yegislative and reguletory complisnce, experience snalysis, claim handling,
and geners] adainistration. In the mid-term, the profitability is uncertain
on an apnual and s continuing basis. Also, the product doss not present such
potential for investment profit, an item catching the eye of management.
Over the long terw, the growth potential is unclear. Although preaiuss may
grov, the market may be further eroded by daby group insurance and HMO's.
Howevez, although individusl medical insurance fs difficult to identify as a
high prioricy line, it may complemant the marketing of other lines of
insurance and merit corporate support. Charlie has some comments also on the
snvironment.

50-219 O—~85——17
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MR. CHARLES F. LARIMER. At Blue Cross Blue Shield of Illinois the largest
problem we've had to deal with in the last few years in our individual health
l1ine has been the problem of anti-selection during periods of high lspse
rates. Healthy individuals have had a much higher lspse rate than unheslthy
individuals. Of course this stems from all sorts of other problems and then
lesds tq other problems.

We went through a long period of strict state regulation where adequate rates
vere not allowed to be charged. When this regulation relaxed a little bit
and proper rates were allowed to be charged, the block of individual business
declined rapidly as these rates were installed. We.were in a period of high
inflaction which made the problem even worse.

Cost containment and benefit cutbacks were tied into all of this, as a2 means
of reducing the magnitude of the rate increases necessary, which obviously
were accentuating the lapse problem.

Having gone through this period of high lapse rates caused by rate catch up
and inflation, we now see our problem as "How does one save a pool that has
already been subject to high anti-gselection through the lapse process" or in
other words, "How do you bring new blood into an old pool?"

The viability of individual medical products is being threatened by this
lapse problem. In order for an individual medical product to be viable, 1
fecl that these products must adapt and borrow, like any good evolving
organism. Many of the ideas borrowed in individual health come from ideas
orfiginally tested in the group lines. 1 feel that this must continue. There
also are some schemes coming from other areas, such as automobile insurance,
that are currently being considered. Now Paul will discuss some of the N
potentfal solutjons to this problem.

MR. E. PAUL BARNHART. I rather hesitate to use the words potential solutions.
1 rather think in terms of sowe devices that might serve to mitigate the
problem, but I would pot go so far es to suggest that these things would
actually solve it. I do think, however, they would help significantly.

Incessantly escalating cost, utilization rates and anti-gelect lapsation
have become almost a "law of physics" under individual medical insurance.
The result, as we are all too sadly sware, is ever expanding cycles of larger
rate increases, attended by st1ll greater anti-select lapsation, or else
large scale non-renewals by affected insurers and withdrawal of available
coverage. Alternatives to these cycles are desperately needed.

There has been a lot of attention given to cost containment in dealing with
the problem in this area, but I think fnsurers, particularly in the indi-
vidual medical expense area, also need to deal with devices to mitigate this
problem through benefit adjustments and various messures that can help to
control the rate at which premjun rates increase. Two devices that should
be more widely used are indexing coinsurance factors and limits, and indexing
deductibles. For example, the coinsurance factor for a plan aight start out
paying 90X of expenses above some deductible up to sowme out-of-pocket limit
vith the coineurance percentage indexed. There are obvious limitations to
indexing. For example, 1f you start out at 90 coinsurance and drop ft 5%
each year to offset cost increases, it is impractical to visualize that
going beyond 50X, The indexing of deductibles, 1 think, shows more promise,
because it both has more effect and at the same time its reasonableness can
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be better understuod by consumers, and because li i6 possible to index
deductibles at some rate that has s ressonable relationship to the rate of

inflation itself. The coverage in the long run, 1 think, remains more visble
and wore useful to the insurer.

Plan deductibles and/or indexing coinsurance factors and limits can be
designed Lo index:

a) Automatically, at an appropriste “objective" rate, such as the
medical price index.

b) At fixed pre-determined rates. For example 5% a year might be one
way of approaching this at a known fixed pre-determined rate. The
trouble with this being that it cannot respond to radical changes in
the rates of inflatfon in utilization.

c) As automatic offsets to altermative increases in premiunm rates or,
alternatively, in underlying trend rates. For example, to offset
any rate increase or underlying cost trend rate, in excess of 15X.
The indexing of a deductible for example might be carried out to the
extent needed to hold the incresse in premium rates or in underlying
trends to a maximum of 15X, thereby placing a ceiling on the rate
which premjum rates actually can be increased in the renewal years.

The following chart* {llustrates the effect of fndexing deductibles as an
offset to underlying trend rates in excess of 152 as an example threshold
lével. Let me emphasize that while these figures sre meant to be realistic,
they are still purely illustrative, and I have purposely not defined any
specific plan of benefits related to these costs and percentages.

1 am assuming that, for a particular age/class cell, or as a composite of
the coverage in force, the continuance probability functions shown approx-
imate the on-going claims experience. The "initial” function shown defines
the claim pattern expected when a block of policies 18 originally issued.
From the initial probability function it can be seen that the probability of
a c¢laim reaching $40, once it has begun, s equal to | (substitute D=40 in
the function). The probnbilt:y(85 D (claim dollars) higher than 40 is
determined by the forwula for P In addition to the above continuance,
the infcial incidence rate is assumed to be 50X at the $40 point. In other
words, half of the policyholders or individuals covered are expected to
Teach medical expenses in a given year equal to $40. The probability
function takes over and measures it from that point on out.

From this function, we can readily calculate the expected claim incidence
rates and annual claim costs for various front-end deductible levels, as
1llustrated. Similar calculations can readily be made for additional plan
features such as co-insurance corridors and percentages, and out-of-pocket
limits beyond which 100X insurance coverage takes effect, up to any plan
maximun benefit level. One million dollars is the maximum assumed per
claim, in the fllustrative calculations.

The first row of numbers under line A represent a series of choices as
initial deductible. This plan might be marketed by some carrier with that

#Chart appears on the next page
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AMOUNT OF DEDUCTIBLE INCREASE TO OFFSET COST INCREASE

INITIAL COMPREHENSIVE COST CONTINUANCE FUNCTION:  P(07=(g2285)1.6
(PROBABILITY THAT COVERED EXPENSE, ONCE STARTED. WILL REACH D  DOLLARS)
$1,000.088 MAXiMUM INCIDENCE RATE AT $4p EXPENSE = .58
A. INITIAL DEDUCTIBLE: . 209 500 1889 2506 5008  10.000

1. ANNUAL CLAIM COST: 261 281 15 9% 65 43
(B. 15% INDEX ADJUSTMENT: ‘D). (a3d.2ny 1.6 INCIDENCE RATE AT $46 = @.58
1. ADJ. ANNUAL CLAIM COST: 309 22 185 118 80 53
% QF Al 1187 120%  123%  123%  123% 1231
2. DEDUCTIBLE CHANGE TO HOLD
COST TO 15% INCREASE : 230 575 1158 2875 5750  11.500
3. TO HOLD TO @% INCREASE: 396 831 1557 3735 736k 14,622
77 % OF INITIAL DED: 198X 166X~ 156X 149X 147X 1463
I . : .
C. | 38% INDEX ADJUSTMENT: P(D)=(z§g%a)1-6 INCIDENCE RATE AT 352 = 8.50
1. ADJ. ANNUAL CLAIM COST: 358 285 | ,220 . 142 97 64
% 0F Al: 137%  W2% lue%  1uBX  149% 0%
2. DEDUCTIBLE CHANGE TO HOLD
COST TO 38% INCREASE : 260 659 1308 3250 6500  13.000
3. TO HOLD TO 15% INCREASE : w22 989 1696  4P87 8871 16048
% OF INITIAL DED: 211%  180% 178X 163% 161X 160%
k. TO HOLD TO @% INCREASE: 652 1256 2263 5282 18315 28,380

X OF INITIAL DED: 326% 2512 226% 2112 206% 2042
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chofce of deductibles available. The choice of inftial deductible ranges
from $200 up to $10,000 in this {llustration. Using the 502 incidence rate
along with the probability functfion, we can calculate the theoretical annual
claim cost. The initial annual claim costs are shown on line Al of the chart,
and represent the berefits in excess of the respective series of deductible
choices.

Next, assume that for the second year the plan {s in effect a 15% trend rate
(covering unit cost and utilization) is expected. To adjust for this assum-
ing the total relative pattern of claim cost probabilities persists, the
probabjlity function must be adjusted as shown, increasing each internal
constant by 15%: 390 becomes 448.5, and 350 becomes 402.5., Further, the
starting point at which the function 16 assumed to define the continuance,
and for which the {nitial basé probability of claim fs 50, must likewise

be adjusted by 15%, from $40 to $46. ’

Line Bl shows the resulting indexed claim costs, assuming no change in the
deductibles. As is well known, the claim costs in excess of the fixed
deductible increase by more than 15X, the rate rising with the size of
deductible: in this case from 182 for a $200 deductible to 23X for a $2500
deductible. The rate tends to level out, in part because I have not changed
the $1,000,000 maximum. With a $5,000 or $10,000 deductible and a 15X trend
rate the function used in this illustration does assign a little bit of cost
to claims going over a million dollars. For example, the $53 claim cost on
line Bl for a $10,000 deductible plan includes about $1.50 from claims over
a mitlion dollars. The maximum s another plan element that, of course, can
alsc be indexed. Indexing the maximum would probably help in the acceptance
of the program by policyholders to at least show that their maximum was being
increased along with their deductible.

Line B2 shows the amount by which each deductible must be fndexed to stabtilize
the claim cost at the same 15% {ndex rate as that which applies to the under-
Iying trent.  Each deductible, as is obvious, must {ncrease by the same 15%.

Next, line B}, shows the increase in deductible, by amount and percentage,
that would be necessary 1f the objective were to hold the claim costs
constant. These percentage increases reduce by size of deductible, from 98%
for the $200 deductible, now $396, to 462 for the $10,000 deductible, now
$14,622. These increases are quite large, and clearly impractical, since

few policyholders would accept such radical adjustaments and resulting dis-
satisfaction and lapsation would be worse than ever. You pretty wuch have

to concede that the premfum rates are going to have to increase. What has
to be done {s to work out the happy medium., What is the reasonable combina-
tion of increasing rates along with indexing deductibles? My own opinion is
that the best medfum is the 152 rate increase in the deductibles. 1Indexing
at the same rate as the expected underlying trend is a reasonable alternative
to uncontrolled cost increases, and really quite logical. At today's rates
of cost escalation, the insurance buying public simply has got to get used

to the idea of indexing deductibles, or other equivalent cost control devices.

Finally, the chart shows the effects of a 30X trend rate, along with similar

indexing controls designed to limit cost increases to 30%, 15X, and again OX.

Again, the 30% control indexing is within reason, while attempts to limit ~
cost increases to lower rates become increasingly impractical. As before,

a 30X trend control means increasing the deductibles themselves by the same

30%.
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Before moving on to other comments, let me also mention that this same kind
of indexing device works well in relation to inside limits, such as hospital
room, surgiccl and medical limits or amounts.

MR. LARIMER. In terms of plan design for cost containment, there are several
experiments under wvay in the Blue Cross-Blue Shield system today.

In the Minneapolis/St. Paul area individuais asre being allowed to enroll in
the Preferred Provider Organization (PPO) initfally set up for groups, The
PPO netwvork is quite extensive in the area. Nearly all of the twenty-seven -
or twenty-eight hospitals in that area are included as eligible hospitals. -
Having such & product allows much easier use of various cost containment
techniques such as concurrent review and preadmission certification. In

fact most utilization review prograus for the individual contracts in the
Minnesota PPO were just a simple expansion of those already in place for

group business.

In the Boston area the Blues will be offering an individual medical product
that includes preadmission certification and concurrent review. This product
will have a rate difference around 5% vs. their Major Hedical product that

A does not have the preadmission certification and concurrent review. They
have plans to expand their program across the entire state if it wvorks out
well in the Boston area.

The Federal Government is also getting into the act of borrowing from the
group ideas and expanding into individual lines. Recently there have been
expanded efforts to persuade Health Maintenance Organizations (HMO) to enter
the individual Medicare Supplement market. As part of Tax Equity Fiscal
Responsibilities Act (TEFRA), the rules for reimbursing HMOs were changed
to make it more economically interesting for an HMO to enter the individual
over 65 market. The new regulatfons let the HMOs keep & larger percentage
of any profit generated, or at least return less of it to the government.
Former rules would only let an HMO keep 1/2 of the first 20X of premium
profits and thereafter all the profits would go to the government. The new
rules, in essence, give the HMOs a little bit less money to hegin with but
to the extent that the HMO can make a profit they do hot have to give any
of it back to the government.

In each case much of the what 1've called profit must in actuality be
returned to enrollees in the form of expanded benefits. Also the new rules
have fewer reporting requirements for some HMOs.

Generally the new HMO Medicare Supplement rules have not yet been implemented *
other than in a few demonstration products around the country. The final
regulations interpreting the lav have not yet been published. The word out
of Washington is that the government actuaries are the ones getting cold
feet on the issue. The initial intent from the government side was that
such a program should at least save the government in the long run.

Budget neutrality pops up in many of their discussions. The fear of the
government, which will be reimbursing the HMOs on a capitated or per head

" basis, 1s that the HMOs will be skimming the healthy llves. This would
leave a non-HMO population that would cost, on a per capt'h basis, more
than the current population.
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This is the sawe argument that is often thrown out today in describing or
explaining why an HMO has lower hospital utilization than a non-HMO popula-
tion. Those that are currently seeing a doctor are not likely to switch
doctors, which is usually required vhen they move ianto an HMO. The theory

fs that an HMO starts with a very select, or healthy group of people. 1In
any event, for those of you who deal heavily with individual Medicare Supple-
ment type policies, you will shortly be having new competitors throughout

the country.

In terms of new pricing mechanisms, at the Illinois Plan we are nov giving
heavy consideration to a band rating concept for a large pool of individual
contracts outside the Chicago metro area. This {dea is borrowed primarily
from automobile fnsurance, and has also been used in some small group
situations., Lest I sound too original on this topic, Mr. Barnhart, acting
as a consultant for the association that sponsors these individual contracts,
vas the one who aztually made the first proposals to my company about this
concept,

The theory behind why a band rating mechanism might save a dying pool,
at least slow down its deterjoration, can be surmised by looking at the
_8tatements that are on this slide.

Slide
Force on Lapse N Prob. of Lapse
(1) (a): Health Status Isproves ' Increasses
b} Health Status Deteriorates i Decreases
2) s Absolute M of Rate Change Increases Increases
3 1 Rete DA§i. ve. Ind. U/N rates Increases Increases

The first statement is that the lapse rates are very dependent on health
status. The probability of a lapse increases as the health gtatus improves,
or conversely the more unhealthy a person is the less likely that -individual
will be to leave the pool.

The second statement is that the probability of a lapse increases as the
absolute amount of a rate change increases. This is tied closely to the
irritation level generated after receiving a rate increase notice, as well
as economic reasons. \

The third statement is that the probability of a lspse increases as the
relative diffevence between the pooled rates and new- individual underwritten
rates increases.

All of those statements are fairly obvious, and have been observed over
recent times in studies of our own business.

The intermediate goal of our band rating system will be to generate lapse -
rates that do not vary so greatly by health status. Of course we are trying
to reduce the overall lapse rate.
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By making rate increases for healthy policyholders smaller (with reference
to statement 2) and the rates closer to underwritten rates for those healthy
individuals (wvith reference to ststement 3) the bsnd rating mechanism will
make lapse rates less dependent on health status (reference statement 1).

Again, the intermediate goal 18 to reduce lapse rates for the healthier

policyholders.

This, in turn, we hope will elow down and possibly reverse
the direction towards an assessment spiral.

1t is jmportant to note that the purpose is not to make each cell self-

supporting.

In general, the policyholders in the cells for the healthier

policyholder will be expected to make a positive contribution to the pool,

and vice versa,

This next slide shows a generalized description of the band rating concept

wve plan to implement.

Once a year we will review clajims on the individual
contract level and change the band for those individuals.

We are setting a

limit of an increase or decrease of only one notch per year and each notch

will be worth 52.

Slide 2
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There are several methods by which the system could have the bands changed
from year to year., The most simple method is on a paid loss ratio basis or
some other form of loss ratio. A more sophisticated method would be on some
DRC or diagnosis related group basis.

The next slide shows how a rating scheme might be constructed. Current
wmembers would be brought in to this new pool, rolled over into this new pool
at onc level. A different level for those passing undervriting would be set.
It would be possible to work in such things as no smoking discounts in the
band rating concept by allowing non-smokers to be brought in at one bahd
level and smokers in at another.

Slide 3

Inityal Year - Possible Structurg

Bend for New Entrants b
Current who pass Ind U/H

Hase Fate Band for 000 e e aeeo
Age (= JOO X) Currant Ssob er Non-Saoher
uss s3u 100 2 - 80 % 70 %
3L-44 40 110 % % .
4%-%4 oo 120 0 8o
o%-64 &0 130 9% 1: M

In the initial year we would probably allow current members to submit to
undervriting and be moved to the band closer to that of new entrants. New
entrants would be subject to pre-existing condftion limitations that exist-
ing members would not. Therefore we would not necessarily move existing
members who pass underwriting all the way down to the level for new entrants.

Management systcems to keep track of this band rating system will of course
cost much in terms of time and dollars, We believe that it will pay off in
the long rum. .

The actuarial analysis of such a mechanism gets to te tricky., Solid projec-
tions by cells will bé needed. Each ceil in such a sy<tem will not necessar-
i1y have a rate that is expected to he self-supporting. Thereiure, a fair
degree of conservatism is needed irn the cell distribution projections. It

is very important not to get into a chain letter type philosophy when
setting rates. This could happen with overstated projections of new members
at rates that would be giving relief to those in the higher rated bands.

These problems of cell projection actually exist even when band rating is
not used. Frequently analysis will assume that a pool will continue to have
the same percentage of healthy vs. unhealthy lives, other than aging aspect.
This is really just an implied assumption, that often is not true.
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One of the troubles with the band rating analysis is that non-actuaries will
be projecting & large influx of new members at rates which positively contri-
bute to the pool. Much caution is needed here.

1f after several years of actuarial studies, the mathemstical relationships
of rate increases vs. lapse rates vs. anti-selection were known, it would be
solved for the maximum profits in a given year. Some of the variables would
be the number of band unit changes allowed per year, and the sizé of band
increments. However, my suggestion would be to start slowly and not attempt
to maximize short terw profits vs. long term considerations.

In setting up a system like this, one must be cognizant of policyholder,
public, and insurance departwent perceptions,

Maximizing profits for a particular year could be very contrary to the long
term viability of such concept,

1f either policyholders, public or the insurance department felt a band
rating concept were contrary to the best interests of the insured public,
then all sorts of external problems can be created. The general perception
by policyholders, the public, and the fnsurance department is that insurance
is to protect policyholders against such things as high claim experience and
that this band rating system is really just taking away from that insurance
that they purchased. They may perceive that the insurance company is retro-
actively making them pay for their claims that the insurance was supposed

to cover.,

A great deal of actuarial analysis must be done in implementing the band
rating concept. In fact, some of our marketing staff has described the whole
thing as an actuary's dream. Many calculations must be done on the policy~
holder level and a much more detailed explanation must be given to the
policyholder., Now we will turn it over to Noel.

MR. ABKEMEIER. 1 would like to comment on both the indexing concept which
Paul described and the banding concept which Charlje described.

At Allstate we offer a product which reflects the deductible indexing design
concepts that Paul just mentfoned. It provides comprehensive benefits but
contaias inside limits. Benefits for room and board, surgery, intensive
care, private duty nursing and others are expressed as sultiples of the room
and board benefit. The deductibles similarly are expressed in terms of the
room and board amount. The customer selects the desired room and board
benefit from a range around the average semi-private cost in his area. In
this fashion he can choose the level of benefit for which he can afford
both the premiums and the necessary cost sharing. The inside limits provide
some protection to the insurer. o

in subsequent years the room and board limit, the related benefits, the
related deductibles, and the premium all increase in proportion to the
Hospital Room Component of the Consumer Price Index. This premium increase
is added to a Yearly Renewable Term (YRT) increase. This maintains benefits
of similar adequacy as at issue, eliminates deductible erosion, protects the
insurer against uncontrollably increasing costs, and maintains the sawme
relationship of premfums to benefits as existed at issue. In general, this
satisfies the needs of both the consumer and the insurer.

P
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The banding concept which Charlie described can not only serve to revive a
dying pool, but also is s way to gain and retain good risks. A slightly
wore dramatic versfon of this band system is to express it in terms of
discount percentages. Initfally, the insured may get a non smoker discount
but this would be reduced and eliminated over three years, or so. A discount
of perhaps 15 percent could be earned beginning fn the third year if
clajims are low {n the most recent year snd another 15 percent on subsequent
years 1f claims are low over a span of several years, This could be faster
moving and more responsive to experience and would be more attractive for
marketing., The customer could see how he can merit an attractive premium.
By converting the bands to discounts, the “Actuary's Dream" can become
"Marketing's Dream." The method also can serve as an incentive to reduce
costs by using lower cost policy benefits,

-MR. BARNHART. The Regulatory Definition of “Guaranteed Renewable'.

The regulatory definition of "guaranteed renewable" should be expanded to
include plans with coverage elements, such as deductibles, subject to
objectively determined indexing not subject to the optional control of the
insurer. Restriction of the insurer's right solely to changing the premiun
defeats the long-term viability of guaranteed renewable individual insurance,
to the detriment aof the public interest, and has, in my opinion, become
obviously impractical. )

An open mind, on the part of all parties (actuaries, marketing executives,
sgents, and especially regulators), with respect to use and experimentation
vith fndexing devices {s essential {f fndividual medical insurance is to
continue to play a useful role for the public. There is no legitimate
reason, in ay judgment, why the essentfal guarantees implicit in the
concept of '"guaranteed renewable" individual insurance cannot be preserved
by expanding the regulatory definition to include indexing devices
sufficiently contvolled so as not to be abused by insurers.

"Level" Premiums Based un lssue Age Don't Deserve vo de Abolished Just Yet,

1o combination with the indexing plan elemunts described, this pricing
mechanism can regain the its viability. To restore this viability, however,
tegulators should abandon their general opposition to long term projections
of cost indexing at reasonable rates, particularly in combination with rate
increase dampening devices such as those I have described. Large rate
increases inevitably provoke disastrous anti-select lapsation and
deterjoration in renewing business and are the real villains to be attached,
rather than higher inftfial rates resulting from reasonable lJong-term trend
sssumptions used in calculating level premiums. After all, if the
prospective buyer thinks some policy is overpriced at the outset, he simply
need not buy it. But {f it is his venwal premium that jumps by 50%, that

is when he complains to the insurance department, and when he may have no
recourse but to drop his insurance protection.
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From the regulatory point of view, some objective rule is desirable beyond
merely "reasonable,' with respect to limits on long-term trend projection
rates. One practical basis would be to limit rhe maximum trend or index
projection rate to not exceed the ultimate rate of interest assumed in
calculating percent values, or to that rate reduced by | or 2 points.

(.

Any reasonable device for dampening the size of rate increases deserves
open-minded consideration. Such dampening is essential, {f disastrous anti~
selection and prohibitive rate i{ncreases are to be softened. Regulation
mnakes a serious mistake when it forces insurers fnto YRT rating that simply
maximizes renewal rate increases through the combined impact of advancing'-
age, advancing costs and utilization rates, and advancing anti-select
deterjoration. Maximjzed rate increases simply maximize renewal anti-select
deterjoration, and ultimately destroy the value of individual medjcal ]
fnsurance to the public. It is close to unaffordable right now.

To fllustrate what I mean, the following chart* compares the rate renewal
history of YRT and "Level" to Age 65 rate structures, for two plans which
are otterwise identical as to benefits and relative assumptions. Both rate
structures anticipate 60X loss ratios over the policy lifetime.

In both cases, I have assumed the same underlying 152 trend rates, both
contracts involving the same indexing of a $1000 initial deductible so as
to limit the clajm costs to 15% annual increase, except fof expected anti-
selection. Both structures assume yearly rate adjustment.

In both cases, anti-selection is assumed to increase the morbidity level
each renewal year by an excess 3%, even though the rate increases are much
larger under the YRT structutre; hence this comparison is actually biased in
favor of the YRT history, {f biased at all.

Both structures assume 10X interest for 10 policy years, and BY thereafter
(the YRT rates 10X for each year shown). The "Level” rates provide for 5%
underlying trend each year., all the way to age 65, which is 3 points lower
than the ultimate interest rate of 8X. Thus, the additional new rate each
renewal year needs only to cover the next_"level" layer providing for the
remaining 10% of the underlying trend; the increment of anti-select 3%
excess morbidity due to lapsation is also provided for.

Upon renewal, the YRT scale also picks up its share of the wear-off of new
issue gselect morbidity, which is also provided for i{n the Level structure,
with & ) year select period.

As shown, the yearly renéwal rate increases for the YRT structure tend to
average more than twice as large as the corresponding "level" {ncrements,
and for original issue ages 45 and over, after only ) years the total 4th
year YRT renewal premium actually exceeds the 4th year level premium in
absolute terws. *e .

# Chart appears on the next page



COMPARATIVE HISTORY OF RENEWAL RATE INCREASES
YRT vs. "LEVEL" PREMIUM STRUCTURES:

OTHERWISE EQU!IVALENT BENEFITS AND PREMIUM ASSUMPT {ONS
$1000 ORIGINAL DEDUCTIBLE - $1.000.000 MAXIMUM - 68X LOSS RATIO

1SSUE OR1GINAL INCREASE AT EACH RENEWAL ~ TOTAL PREMIUM
AGE EREMIUM IEAR 2 1EAR.3 YEAR 4 -JEAR 4

YEARLY RENEWABLE TERM RATES

25 $230.01 $65.46 $65.47 $808.36 $461,.30
30 254,82 79.25 84.93 105.76 523.86
35 313.97 101.51 187.28 134.27 657.83
49 396 .82 129.75 137 .44 172.49 835.79
45 507.65 170.99 184.74 233.19 1096 .57
50 670.79 223.27 236 .82 296.16 ¢ 427 .94
55 865.40 286 .47 384 1 381.61 1837 .59

"LEVEL" PREMIUM TO AGE 65 RATES

25 $375.01 $38.68 $41.14 $44.76 $499.59
30 451.26 46.86 50. 14 54.69 602.95
35 551.40 57.32 61.40 66.90 737,82
L9 670.44 69.74 74,80 81.42 896 .40
45 808.12 84.17 90.43 98.28 1081.00
50 955.71 99.67 - 197.32 116.52 1279.22

55 1096 .68 115.32 125.36 136.84 W76 .12 o

s
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Which series of rate increases would you rather coatend with if you were the
policyholder, living on a budget? 1 would rather be in the bottom group.
And give 1t another two or three years, and you may not even be able to
afford to be fn the upper group. 1f you're age say 45, your rate is going
to be $1500, $1600, $1800 a year, and while it keeps going up, either way 1
think the increases are much easier to live with for the person on a budget
if he is in the bottom group. 1 didn't know how this chart was going to
come out until 1 tried this, and I was surprised, quite frankly, about how
wuch It really shows the advantage of the level premium basis. 1 didn’t
think by the fourth year the annual renewable term rates would have caught
up with the level premfum rates, but they do, under the scenario that

is being used here. So, 1 think the level premjum approach descrves to be
thought about a little more, but I think it is only going to work {f long-
term projection of trend rates, at some reasonable rate not exceeding the
ultimate interest rate, is built into the rate calculatfon, and secondly, if
the indexing of--the-dedust-ible-or-some other offsetting device of that kind
is also built into the program,

MR. LARIMER. The challenges to the actuary involved in individual health
insurance are many. As members of the Society of Actuaries we sre i{n a
much better position fn terms of having a broad knowledge of insuring con-
cepts. One challenge §s to borrow and adapt these concepts to apply to the
individual medical! line. We can use our mathematical skills and creativity
to design and analyze varied methods that might solve some of the problems
previously discussed.

As a corporate offfcer 1 must also be concerned with carrying out our corpo-

rate mission, which in shortened form is that we seek to fnsure a large and

broad segment of the population and enable them to get high quality medical

care. One segment that we must consider as part of the corporate mission is
the individual market, which cannot obtain insurance as easily as the group

market. As a corporate officer 1 must also be concerned with balancing this
goal with other corporate needs. One must be willing to consider new alter-
natives to meet the problems of the individual market. And as an actuary I

thiok I can sbiggest solutions that a non-actuary just would not consider.

The challenge to an actuary as a regulator will become much more difficule,
as new rating systems are introduced. Some of these new methods will require
a much more thorough analysis by a regulator.

6ne challenge to the regulators is to approach these new concepts with an
open mind.  Regulators should not be looking just for the bad in a new con-
cept. .

In the band rating idea some individuals of course will get higher rates
because of the band rating. On the other hand, the goal of the band rating
fs to keep a greater percentage of the low utilizers in the pool that contri-
bute positively tc the pool, ana therefore keep the overall rates lower.

The positive aspects of any new system must be stressed, and explained as
clearly as possible to the insurance department,

Another problem for the actuary as a regulator i{s explaining to the rest of
the insurance department and the state government the problems with allowing
only limited rate increases with periodic catch-up. In other words, there
vill be more deterioration of a pool {f rate increases of 20X a year are
allowed vs. two semi-annual increases of 10X. And this deterjoration is
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adverse to the long term interests of the public.

Ou the broad topic of withdrawal from the individual medical market, there
are several areas that must be considered.

From the consumer standpoint, the consumer would often times not be able to
get coverage clsevhere. One of the key elements that a Blue Cross plan
offers to a community s stability of local markets. If this large segment
of the population were suddenly not able to have insurance, it would be very
distuptive to the locs! market.

From an insurer's standpoint, it could be a significant loss of memdbership
and also mdarketplace perception problem on a block withdrawal. If a reentry
were planned several years down the road, the hard feelings caused by with-
drawal could create hurdles that would be difficult to overcome at reentry
time,

Block withdrawal could also be an invitation for government to get involved.
At Blue Cross-Blue Shield of Illinois we wvent to great lengths to roll back
the amount of government regulation required for individual medical rate
increases. Block withdrawal might throw us back into those days of {nsurance
department skirmishes that we would prefer to forget.

Another aspect about Blue Cross plans is the relationship with the provider
community. Offering medical products to a segment of the population that
otherwise might not have coverage definitely has an jmpact toward lowering
hospital bad Jebts., The key relationship with providers has allowed the
I1linois Blue Cross-Blue Shield plan to implement containment programs that
an insurer without such a relatjonship would not have been able to develop.

Withdrawing from markets that would adversely impact hospital bad debts
could do much damage to the good that has resulted from this unique relation-
ship that Blue Cross has with hospitals.

There are other suggestions to avold market withdrawal. One is controlling
the risk or limiting benefits that can be easily abused. Two that have
frequently been discussed are limiting private duty nursing benefits and
limiting mental and nervous benefits both on an inpatient and outpatient
basis.

Another suggestion §s to take detailed steps to analyze claim experience by
area. There are extremely large variations in medical costs by area. If
such arva differentials are not recognized there will be either a gradual or
dramatic shift in exposures toward the high cost areas which drive up the
rate increases and provide a steady stream of losses.

In summary, the individual medical market is full of pitfalls, but it is my
belfef that creative solutions can be found to allow insurers to continue to
serve this important segment of the population.
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MR. BLUHM. 1 want to ask Paul one question, and then consider questions
from the audience. All three of the panelists have been focusing on cumula-
tive anti-selection and anti-select lapsation. What are your thoughts oa
handling these problems through s pre-funding of premium rates?

MR. BARNHART. 1 am in favor of attempting to do that. Bill is working with
a subcommittee of the Socfety's Health Section; I am working with a sub-
committee of the American Academy, and we are hoping to work together on this
and come up with a positive specific propesal to recommend to the NAIC. The
idea is that pre-funding would be set aside within each company writing the
general class of business affected by this, a little bit like a high-risk
pool, to be used to pre-fund closed blocks of policies which are caught up
in this anti-select deterforation cycle that we have been talking about.

All the business of the class concerned would be contributing to the fund.
For example, this could be put into effect by allocating three to five
percent of premiums on newly issued business, which the insurer would be
allowed to consider as part of his loss ratio. These funds would then be
drawn upon later to subsidize closed blocks so that people who have been
insured for 10 or 15 or 20 years, have some help, some subsidy.

1f we accomplish our goal and the NAIC adopts this, it would be a mandatory
type of fund, an extra reserve, that would operate specifically for the
purpose of subsidizing deteriorating closed blocks. I think it would be very
worthwhile, and in the public interest, if we can come up with something that
looks like it will help materfially. Again, I do not think it is going to be
a solution but it is something that can soften the problem and at least be

of some help.

MR. ROBERT C. NUDING. 1 thought all of the suggestions were very imagina-
tive, but I have cne specific question. Mr. Lariwer, if 1 understood you
correctly, you were thinking of imposing a band rating scheme on existiog
pools. Don't you have a legal problem introducing a bigger increase for
unhealthy fndividvals on the basis of their own experience? 1 like the idea
prospectively, where they know in advance that that's a possibility, but how
do you overcome any legal barriers to do it on existing pools or did I ais-
understand you? ‘

MR. LARIMER. No you did not misunderstand me, we are planning to do this to
the existing pool. Our individual contracts outside of the Chicago Netropoli-
tan Area are block cancellable. In theory, we could cancel the whole block,
and then ianvite enrollment into the new pool where we could institute this
new mechanism. We have not proposed this to the Illinois Insurance Depart-
ment yet, and that would be one of our more interesting projects in the
upcoming year, 1 plan to let them know much in advance about our thought

on this question, so that we do not surprise them at the last minute and

give them deadlines that we are up against.

MR. BARNHART. This idea has been discussed informally with Larry Gorski,
the actuary of the Illinois Insurance Department, and he does not appear
to have objections from an actuarial standpoint. Conceivably, there aight
be a legal problea.

1 want to point out that people tend to view this as reunderwriting, and
defining new subgroups within an original existing pool. I think what we
have to recognize is that if we do not do this, the underwriting
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characteristics of the pool are changing anyway. The problem is the pool is
deteriorating and becoming more anti-select. These people are not members
of some hind of constant underwriting pool. The anti-select lapsation is
changing that pool, and therefore, by introducing this rating of the exist-
ing pool and encouraging the healthy lives to stay, the_healthy lives would
still be subsidizing the unhealthy lives. So I think the effect of this is
reaily helpful to the unhealthy wembers in the pool in the long run, even
though they could be getting some upward rate adjustments within the scale
that Charlie was talking about. If you do not do anvthing, the whole pool
just goes more and more anti-select and we have seen that happen.

I happen ta be the consultant to the association in question that represents
the consumer, and their hoard fs strongly in favor of this because they have
seen thue anti-selection drive the rates for this pool to unaffordable levels;
to some of the members on the board this is their last hope. They hope this
will work and that it may prove to be a way of saving what is simply becoming
an unmandgeable poel of antl-select survivors.

MR. BLUHM. 1 would point out that 1 have also been recommending a similar
thing for use with multiple employer trusts who undergo the same sort of
ant i-select lapsation, and there are similar regulatory problems with that
in some states that limit experience rating on small groups. Are there any
other questions?

MR. BRIAN R, 1AU. ] will make a couple of short comments. First concerning
the banding, 1 hope you go ahead and try it, because I would like to see
something work., 1 am not terribly encouraged, because 1 think what will
happen is you will just isolate the impaired lives even more in a higher
ratin, class. 1 do not know if you will be able to give big enough discounts
to the healthy lives to keep then.

Secondly, on the increasing deductible, I would again like to see it tried.
We might be willing to try it ourselves, but | can-not-be too encouraged,
because the insureds will perceive this as both a rate increase and a
reduction in benefits.

Thirdly, oa the question of a lohg term projection level premium concept, 1
would like to see it implemented, 1 am concerned about this method because
of the substantial pre-funding required in long term projections, which
would call for cash values. Perhaps universal major medical policies might
be what 1s called for. - -

MR. BARNHART. As far as trying to index the dJdeductible, I would like to
mention that this is being tried, and has been tried. There are several
contracts on the market; 1 think maybe the one Noel is talking about is one
example. 1 believg that Mutual of Omasha and Bankers Life and Casualty have
programs on the market involving some indexing of deductidbles. The group
that Charlie talked about is the I1linois Health lmprovement Association,
the downstate version of the Blue Cross direct-payv block of people. The
deteriorating portion of this group is the under 65 group. What happened
was that in 1982 a number of changes had to be made in the rating structure,
and some people had enormous rate increases; some as high as 270 percent.
The pool dropped trom about 75,000 subscribers with dependents down to,
currently, about 30,000. We have been using this concept of indexing
deduclibles for two years now, and it seems to be helping substantially,
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The program comes up for either benefit adjustment or rate adjustment every
six months. In effect, it is renewal rated every six months. What we have
been doing for two years now is when it comes in on January lst, we have

been adjusting the benefits and holding the rates constant, &and then on

July 1, half-way through that calendar year, it gets a rate increase, so it
is a different approach. It is like the 15 percent indexing of both benefits
and rates, ¢

The experience has stabilized, the lapse rate has greatly decreased, and

the pool, 1 think, s in relatively better shape. It at least is not
continuing to go downhill at such a disastrous level. 1 mentioned that the
board of this organization is very much in favor of the banding that Charli.
has described, experience rating banding, if you want to call it that, whicn
is a form of fndividual experience rationg. They cannot wait to see the
banding put in place. They are hoping the program will survive through

the indexing process long enough to get the experience rating concept
working. Everytime we have seen thems, they want to know how soon are we .
going to start doing this. There is one thing that 1 am afraid of and that
is that on third and fourth time around, these deductibles way have to jump
so far that it is going to be a problem. The first year the deductible went
up from 200 to 300 dollars, the second year it went from 300 to 650 dollars,
and even with that kind of a jump, we do not seem to be losing too many of
the members. Now the problem is what is going to have to happen next
January 1st? 1Is 650 going to have to go to 1500, or what? So, there i{s an
obvious question; how long can you keep this up before you begin to once
again provuke the anti-select deterfioration? That is why the group is so
anxious to see this band concept put into effect just as soon as possible.

MR. BLUHM. 1n answer to your thought on people perceiving it as taking
benefits away, 1 had approached a similar situation once in a stop loss
policy. 1Instead of stating the deductible or trigger point as a flat dollar
amount, it was expressed as a multiple of expected claims. The multiple

did not change even though the dollar amount increased each year. When you
index the deductible, 1f you state it as a multiple of the index amount, I
think you have a lot less of a problem of people perceiving that they are
having something taken away.

MR. THOMAS J. STOIBER., 1 would like to comment on the practicality of
instttuting automatic deductible and coinsurance increases on individual
policies. We had seriously considered such an approach in the past and
rejected it on the basis that the healthier policyholder could very well
be surprised by the lack of benefits his policy actually paid when he did
first file a claim, 7 to 10 years from issue. It is not unusual to expect
a healthy policyholder with a $500 deductible policy to go that long
without a claim given that annual frequency of claims is only around 10%

to 122. The $>00 deductible could easily be $2,000 by claim time, and this
awakening certainly, without clear regular communication, would encourage
the healthy policyholder into lapsation; the very opposite of what we are
trying to achieve. Would it not be better to devise a mechanisn to
encourage the healthy policyholder not to lapse? Someone briefly wentioned
a “"Universal Life" health policy. Maybe tlie level premium policy with cash
surrender values is more the appropriate answer.
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260 PANEL DISCUSSION

MR. ABKEMEIER. We think an important part of fndexing is packaging
everythiug together. When | was using an objective measure such as the CPI,
1 changed both the deductible and the room benefit Limit. The customer can
see the bitter and the sweet at the same time, which will help in the
“acceptance of the package. The policy changes are on his policy page and on
the communication letter, so he should be aware of the changes, but it may
not hit home until he has a claiam.

MR. BLUHKM. I am afraid that we have rum out of time. I want to thank all
the panelists for participating in this session. \
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United States Senate

Committee on Finance . .
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Subject: Senate Subcormittee on Health Hearing of June l4:
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Enclosed is my response to questions from Serator Packwood, transmitted to wme
by Edmund J. Mihalski, C.P.A., with a letter dated June 18.
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Paul Barnhart
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cc: Mr. Gary D. Simms



209

BEARING of June 14, 1985 concerning
Health Promotion and Disease Prevention Strategies
for Medicare Beneficiaries

Responses t» Questions from Senator Packwood
submitted on behalf of the
COMMITTEE ON HEALTH of the
AMERICAN ACADEMY OF ACTUARIJES
I am pleased td respoad as follows, answering to the best of my knowledge
and experience the several questions asked by Senator Packwood in following up

on the testimony I submitted at the Hearing of June 14, 1985:

QUESTION 1. Many people are very interested in the dollar consequences of
prevention interventions. As has been pointed out, there is an almost
total lack of data for the elderly population. Do you have any estimates
or opinions of the cost savings in dollar or percent germs:

a. For the five interventioms you discussed in your testimony?
b. In general for preventive interventions?

c. For other interventions?

d. For the elderly as opposed to the nonjelderly?

A. In response to a., I offer the following estimates and/or opinions with
respect to the five interventions discussed. Wherever an estimate is
provided, it is in percentage terms. It is true that virtually no credible
data actually drawn from the elderly population exists. Most of the actual
experience that has been observed with respect to these interventions relates
to persons under age 65, and estimates or opinions concerning the impact on
the elderly are necessarily extrapolated.

Intervention a. Extension of Coverage to Preventive Expenses.

In this area, there has been no positive evidence, of which I am aware,
that such extensions of coverage fesult in actual cost savings. Instead, they
appear to add cost almost to the extent of the value of the added benefits.

This is not bad in itself, but the desired offsetting cost savings usually
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have not been realized.

One reason for this, in my opinion, is that too often the extension of
benefits has been too limited to have significsnt effect: for example, an
additional plan benefit of up to $100 or $150 yearly limited to physical
checkups and diagnostic services. More comprehensive approaches, such as

_ total care capitation based programs stand a far better chance, I believe, not
only to pay for the extended services but also to save money.
Intervention b. Cash or premium refunds to those who do not utilize bemefits.

This form of intervention appears clesrly to reduce benefit costs, at
least on a uni; or "per person” basis. One of the important bemeficial

~effects, however, is that of retaining higher participation in a voluntary,
éompetitive program. The presumably "good risks"” who have not utilized
program benefits are less likely to drop out, expecting their refunds, ang
this helps to keep unit costs down. But this beneficial objective is not
relevant to a mandatory public program such as Medicare, except conceivably to
Part B.

There are, however, two other objectives of the refund device:

(1) To encourage participants to avoid seeking unnecessary care or to

utilize plan benefits simply because they are available.

(2) To provide some financisl incentive toward habits conducive to

better health. .

In my opinion, Objective (2) tends to be too long-term,.and I doubt that
this objective has been realized to any significant degree under "refund”
plans, although it may play some positive role. .

Objective (1), in my opinion, has clearly been realized, under plans with

refund features. There is no question but that utilization does reduce.

Under some of these programs, where I have had opportunity to observe on-going
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_ cost experience, per person cost reductions appear to run 20 to 30X lower than
under similar benefit plans without any refund feature. 1 see no reason why
this effect would oot still result among elderly participants.

In my testinon&, I mentioned one possible negative effect about which I
have some concern. This is the suspicion that some participants do not submit
claims, or possibly do not obtain medical care, in situations where they
should be obtaining care and submitting valid claims under the plan. To the
extent this effect may exist, it ultimately runs counter to the objectives
sought. I do not know of any program under which this possible effect has
been tested or objectively measured in any way, however.

Intervention ¢. Premium discounts to designated "preferred risks" (e.g., non-
smokers). ’

"Preferred risk™ discounts have been in existence for s good many years

~in the insurance industry. As usually employed, however, they have served
mainly as an additional risk classifier at the time coverage is issued. A

given applicant either qualifies for the preferr;a rate or does not. At a
later time, he can reapply for the preferred rate, but he must initiate this
action himself.

Also, most preferred risk premium structures recognize only a very
limited ﬁunber of specific factors: sometimes only smoking habits. In some
cases, additional factors are recognized, such as drinking habits, build and
weight, etc.

Because of: (1) the single level of discount (e.g., 10%}; (2) the fact
that only a limited set of factors are considered; and (3) the fact that the
factors considered usually serve only to classify applicants at time of issue,
it is my opinion that this device does NOT have any substantial potential for
actual cost sgyings in the on-going operation of a health care plan. Instead,

it serves essentially only as an additional risk classifier, in addition to
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such rating factors as age, sex, occupation and the like.

Ingggggntig; d. Renewal premium reclassification, with ongoing cumulative
discounts for those with continuing favorable health and claim-histories,
along with corresponding on-going cumulative premium surcharges to those with
continuing adverse claim histories.

This is the approach being taken under the insurance plan of the Illinois
Health I[mprovement Association, to which I referred in the testimony.
Unfortunately, this is too new a program for any results or conclusions to
have emerged as yet. It was launched January 1l of this year.

It ie my own opinion that this program will prove to be relatively
effective; especially with respect to Objective (2) mentioned in relation to
Intervention b., because the discounts and surcharges are both continuing and
gumulative, up to set maximum limits of discount or surcharge. Thus, s
favorable risk may earn a 10% discount, then 20% and ultimately 30% as a
maximum. The adverse risk may incur a surcharge of 10%, then 20X, etc. up to
an ultimate maximum of an 80 or 100% surcharge. Also, they can operate
‘automatically at gach renewal anniversary and therefore function as on-going
rectassification devices that need not be initiated by participants. Given
time, they should therefore provide cumulative and highly visible financial
incentives, continually encouraging participants to give ou;going attention to
improved health habits,

Since we don't as yet have hard evidence of §lan experience, I can only
say that my opinion here is a matter of expectation and hope: that this
program has the potential of realizing substantial cost savings, in the range
of 30 to 40X below cost levels in equivalent programs vithput ongoing,
cumulative renewal reclass{fication. No less need be expected among elderly

than among younger participants.
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Intervention e. ''Total Care" programs, with capitation based premiums.

When Total Care programs are both based on capitation premiums and also

provide genuine financial incentive to the providers of care to maintain
vellne;s. rather than to treat illoess, these programs can realize, and have
realized, substantial cost savings, in the 30 to 50 range. -
- The evidence is substantial that enormous volumes of unnecessary
hospitalization, surgery, diagnostic services and medication occur in the
United States. When the financial incentive to the providers is that of
minimizing illness services and maximizing wellness services, it eauiiy
follows that cost savings are bound to result in the administration of such
programs. vathese savings can then also be reflected in capitation rate
reductions, those who pay for these programs also save.

Again, there is no reason not to expect similar results among the

elderly. Cost savings of 30 to 452 are achievable. B
B. In response to b. of Question 1, specifically, preventive interventions in
general, in my opinion, have the potential of 20 to 257 cost savings. To have
any chance éf realizing such savings, however, {(a) the financial incentives
wust be real and visible, preferably to both providers and consumers of health
care, and (b) the preventive measures and preventive emphasis must be
substantial and reasonably comprehensive; not merely token or severely limited
in scope.
C. Responding to c. of Question 1, other interventions would include such
additional devices as financial incentives directly operating to reduce
unnecessar§ ir;atment, with such incentives working for both providers and
consumers. Here the objective is not preventive care specifically, but rather
avoidance of unnecessary care. - B

The potential here, in my opiniom, is another 10 to 25% on top of

preventive care intervention; a ‘combined potential of both kinds of

el
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intervention of as mpuch as 30 to 502.

D. Responding to d. of Question 1, in my opinion there is actually gregterx

potential for cost savings smong the elderly than among the non-elde;ly.
There sre at least two very major reasons to expect this:

1. The highest costs of course occur among the elderly, and much of this is
the cumulative result of poor health habits and practices throughout earlier
life. Emphasis on preventive measures and elimination of unnecessary services
at ALL.ages is ultimately bound to have its maximum cumulative favorable
impact among the elderly.
2. Too often, proper care has not been received by elderly Americans, either
because of neglect or limited financial resources, or else because it has too
often been assumed that virtually all ailments of the eld;rly are simply the
inevitable result of age itself, and that preventive care and even treatment
of illness will be futile. More and more evidence is piling up demonstrating
that this is just not so.

QUESTIOR 2. One of the persistent problems that we have had with estimates of
the dollar costs and savings of preventive interventions for the elderly
is that if the interventions are successful and prolong life, they add
costs of carein the additional years of life given by the preventive
intervention. Do you feel that such indirect costs should be used in
estimating the effect of preventive measures? Are there alternative
estimating techniques that do not "charge"” these costs to the
intervention?

Ultimately all costs of care must be taken into account in some way,
wvhether they occur in earlier or in later years. However, there are & number
of considerations that support the expectation that substantisl get cost

reduction should occur; the costs added later should be significantly less
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than the costs saved earlier:

1. To the extent that additional years of productive good health and improveg
quality of life could result from pfeventive intervention, those extra years
can represent an additional period of pro&uctive ioput to the nation's life
and economy, rather than a period of financial drain and dependence on others.
If later costs of care are to be "charged” against measures of preventive
intervention, then additional productive contribution should be credjted to
that intervention as well.

In this respect, the nation needs to begin thinking of the "senior years"
as beginning more in the ueigbborhoo{ of age 70 or higher, instead of the
current general notion of age 65 as the entry, This transition in attitude
has already begun. Perhaps wve are indebted to some extent to George Burms and
Bob Hope for this. .
2. Many ailments of the elderly do not so much hasten death as to simply adﬁ
to the continuing cost of living, because of both the cost of care and the
prolongation of invalid, dependence status. More adequate emphasis on
preventive care should reduce aggregate costs with respect to this whole class
of illnesses, rather than merely deferring it to later years.

3, Thinking in term} of actuarial present vaiue, a dollar of expense incurred
five years from now, at, say, 10X interest, is equivalent to only 62 cents
today. So even if the costs were the #ue except for being deferred, let us
Il.::;. for 5 years, the savings is still 38Z,

Respectfully submitted,

on behalf of the Committee on Realth
of the American Academy of Actuaries

ETFRu Bowliat

E. Paul Barnhart
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Senator DURENBERGER. Our next panel consists of Christy Bell,
the executive director of the Fallon Community Health Plan in
Worcester, MA, on behalf of the Group Health Association of
America; Jerry Miller, director of Public Relations for the Health
Insurance Association of America; Mary Nell Lehnhard, the vice
president for Government affairs, Blue Cross and Blue Shield; and
gilllish(}oldbeck, president of the Washington Business Group on

ealth.

Ladies and gentlemen, your statements will be made part of the
record. You are all experienced in this process—most' of you, I
think, have been here before. You may proceed by summarizing
your testimony.

We will start with Christy Bell.

STATEMENT OF CHRISTY W. BELL, EXECUTIVE DIRECTOR,
FALLON COMMUNITY HEALTH PLAN, WORCESTER, MA, ON
BEHALF OF THE GROUP HEALTH ASSOCIATION OF AMERICA,
INC., WASHINGTON, DC

Mr. BeLt. Mr. Chairman, I am Christy Bell, executive director of
the Fallon Health Plan in Worcester, MA, and I am here today
representing the Group Health Association of America, GHHA.

GHHA is the national association of group and staff model
health maintenance organizations, HMO’s. Our member plans
serve nearly 75 percent of the national HMO enrollment. The
Fallon Community Health Plan has an enrollment of 63,000 mem-
bers, inclyding 10,000 of whom are Medicare beneficiaries. Fallon’s
Senior Plan was the country’s first Medicare demonstration
project, and on April 1 of this year we became the first of 27 health
%18%1 in the country to convert to a Medicare risk contract with

We commend you and the subcommittee for your interest in
health promotion and disease prevention in the senior population.
It is a pleasure for GHAA to present testimony on this issue, be-
cause preventive care is an integral component of the HMO system _
of health care delivery. -

As you know, there is a rapidly growing trend of health con-
sciousness in this country. Americans are exercising, adopting
more nutritious diets, quitting smoking, moderating alcohol use,
and in general developing healthier lifestyles. HMO’s encourage
and support this trend in view of its very immediate and long-term
benefits to their members.

At Fallon we have been actively involved in health promotion
and early disease-detection programs since 1977. In 1983 we formal-
ized the health education department through which we provide
monthly health education programs, open to the public at no
charge, and coordinate daily classes and even one-on-one education-
al sessions. Our classes on diet, nutrition, and smoking cessation
have been especially popular.

Every year Fallon dedicates the month of October to health edu-
cation and presents several special programs and screenings, in-
cluding vision testing and blood pressure screenings, to the public.
In September of 1983 we presented a program on colon and rectal
cancer, including home testing. In some cases major surgery was

e
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avoided due to early detection, and polypectomies or minor surgery
was all that was necessary. In other cases, major surgery was un-
dertaken, and positive outcomes were achieved due to the timeli-
ness of these procedures. In total, 18 previously asymptomatic per-
sons were treated successfully for colon and rectal cancer via the
screening program.

With the growth of our senior plan, we will present other pro-
grams specifically geared to that population. We have begun to ad-
dress the needs of our new members as they join the plan by en-
couraging them to participate in their own computerized health-
risk assessment. Both our regular newsletters and our Senior Spot-
light feature information about special programs as well as specific
health-promotion and disease-prevention tips. Our weekly aerobic
exercise program called Seniorcize is offered for people 65 and over
at no charge. v

We believe that these programs have had a positive effect on in-
creasing senior citizens’ awareness of potential health risks and
problems, and promoting ways of preventing them that is improv-
ing their overall health status.

There is another significant program in which a GHAA member,
Rhode Island Group Health Association or RIGHA, is participating
which has relevance to these hearings. RIGHA and the Harvard
School of Public Health have received a grant from the John Hart-
ford Foundation to develop a geriatric assessment unit, GAU, to
study the unit’s impact on treating the complex health and social
needs of the elderly. In recent years a number of hospitals and out-
patient health care centers have established geriatric assessment
units; however, few of the studies have been able to document the
effectiveness of such programs in maintaining health and promot-
ing independent living. Some health policy analysts suggest that
|g'leriatric assessment units, while expensive to operate, produce

ealth benefits for patients and ultimately reduce health care ex-
Renditures by helping to keep the elderly out of the hospital. The
RIGHA/Harvard geriatric assessment unit study will address these
issues. v

Another innovative option for care for the elderlﬁ is one in which
you, Mr. Chairman, were instrumental, and the HMO industry is
grateful for your efforts in ensuring its implementation. That is, of
course, the social HMO now being tes in four demonstration
sites.

As J'ou know, the social HMO provides Medicare services as well
as additional social services and long-term care. Two GHAA
member plans are participating in this ial HMO Program—the
Kaiser Permanente Medical Care Program in Portland, OR, and
Group Health, Inc., in Minneapolis, MI.

In each of the social HMOs there are support services which
allow those who might otherwise have to be in a nursing home to
stay in their own homes. Services include home health services
beyond those covered by Medicare, such as additional nursing care,
physical and occupational therapy, and medical social services, sup-
port and training for a care-giver in the home, aid with personal
care, homemaker services, medical transporation, adult day care,
and referrals to community services are also provided. If institu-
tional care is required, additional time in a nursing home or a
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il;illf;_d nursing facility is covered beyond the standard Medicare
nefit. :

These demonstrations are designed to show that with appropri-
ate coordinated services many elderly individuals may remain in
their homes rather than be placed in institutions. This is a more
cost-effective approach to long-term care, as well as having: a posi-
tive psychological effect on individuals.

Again, we appreciate the opportunity to share with you, Mr.
Chairman, some of the approaches which HMO'’s are taking to pro-
mote quality of health for their members, especially our senior citi-
zens.

Senator DURENBERGER. Thank you.

Mr. Miller.

[Mr. Bell’s written testimony follows:]
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Mr. Chairman and Members of the Subcommittee, { am Christy
8ell, Executive Director of Fallon Community Heaitn Plan (FCHP)
in Worcester, Massachusetts, and | am here today representing
Group He: lch Association of America, I[nc. (GHAA). GHAA is the
national association of group and staff model Health Maintenance
Organizaticns (HMOs). Our member plans serve nearly 75% of the
nat.ional HMO enrollment.

Fallon community Health Plan has an enrollment of 61,000
nempers, 10,000 of whom are Medicare beneficiaries. rallon's
Senior Plan was the first Medicare demonstration project in the
country designed tc test the new Medicare prospective
reimbursement systam for HMOs, which is now operating under the
Tax Equity and Responsibility Act of 1982 (TEFRA).

Cn April 1, 1985, we became the first of 27 health plans in
the country t- convert from a demonstration project to a
Medicare risk contract with the Health Care Financing
Administration (HCFA) to provide Medicare services on a prepaid
capitaced bas:s.

Mr. Chairman, [ commend you and the Subcommittee for your
interest i1n health promotion and disease prevention in the
senior population. [t is a great pleasure for GHAA to present
testimony on this 13sue because preventive care is an integral
component of the HMO system of health care delivery. [ndeeé, the
very title "health maintenance organization®” emphasizes our

commitment to protecting the "wellness®” of our members. We
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pride ourselves on comprehensive, high quality, cost effective
health care which is attributable in great measure to early
detection and treatment of disease resulting in outpatient care
or shorter hospitalization.

There is a Eaptdly growing trend toward health consciousness
in this country. Americans are exercising, adopting more
nutritious diets, quitting smoking, moderating altohol use and,
in general, developing healthiler lifestyles. HMOs encourage
this trend and view it as both an immediate and long-term
benefit to their members. Goocd health habits in today‘'s younger
population reduce the risks of cancer, heart disease and other
degenerative diseases in their older years.

At Fallon, we have been actively involved in a health
promotion and early disease detection program since 1377. (n
1983, we formalized a health education department, through which
we provi&e monthly nealth education programs open to the pubilc .
free of charge. The topics vary from nutrition, exercise, and
stress to discussions about specific diseases.

These programs have an average attendance of 350 people with
a range of 150 to 600. The largest percentage of attendees are
in the 60-69 age group. A flyer describing the program is sent
to all aubscribers each month and announcements appear in the
local newspaper and on the radio. All programs are now being

videotaped and can be shown upon request to anyone interested.

50-2719 O-—-85——8
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We also'try to focus attention to particular health subjects
promoted as national observances, such as heart disease in
February, which is American Heart Month. Every year, Fallon
dedicates the month of October to health education and btesenta
several programs and screenings, including vision testing and
blood pressure screening, to the public. During the month of
October, 1984, we sponsored a road race, encouraging people of
all ages to walk, Jog, or run for the health of it.

Other topics of health education sessions, while not limited
to seniors, are especially relevant to them. They include such
subjects as Alzheimer's Disease, age spots and skin cancer,
glaucoma and cataracts, hypertension, alcoholism, arthritis,
angina, nutrition, vascular and circulatory disorders, stroke,
regpiratory problems, neart attack, throat cancer, kidney
disease, colds, flu, and pneumonia.

» In addition to regular semimonthly hypertension screenings,
we have conducted special screening projects for colon and
rectal cancer and for diabetes. The majority of the
participants in these screenings were over the age of &0.

In September 1983, we presented a program on colon and
rectal cancer emphasizing the importance of early detection.

All members of the Health Plan over the age:.of 40 were sent home
test kits with instructions to complete the test and send it

back to the clinic. 16,690 test kits were mailed out and over
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the next few months we had a response of 2,726 (16%). Members
who had positive results were notified and received followup
testing.

In five cases, major surgery was avoided due to early
detection, and a polypectomy was all that was necessary. ([n
addition to the immeasurable healtA benef it to those
individuals, the cost savings were also significant. [n several
other cases, maj)or surgery was undertaken and positive outcomes
were achieved due to the timeliness of those procedurses.

With the growth of the Senior Plan, we will present other
programs specifically geared to that population. We have begun
to address the needs of our new members as they join the plan by
encouraging them to participate in their own computerized health
risk assessment. The health educators will go over the printout
with each member, identify areas of concern, and help them to
plan how to reduce those risks. The new member will also
identify a primary care physician at this time and be encouraged
to make an appointment for a physical exam if they have not had
one within a specified time.

| Both our regular newsletters and our "Senior Spotlight*®
feature information about special programs as well as specific
health education tips.

A weekly exercise program called Seniorcize is offered for

people 65 and over, provided at no charge to FCHP members.
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Participants perform aerobic exercise and learn to take their
own pulse. -

At Fallon, we believe that these programs have had a
positive effect by increasing senior citizens' awarsness of
potential health risks and problems and ways of preventing them;
thus improving their overall health status.

Mr. Chalrman, there is anothor significant program in which
a CHAA member, Rhode Island Group Health Association (RIGHA), is
participating, which has considerable relevance to these
hearings. RIGHA has received a grant from the John Hartford
Poundation to develop a Geriatric Assessment Unit (CAU) and
study the unit's impact in treating the complex health and
social service needs of the elderly. RIGHA and the Harvard
3chool of Public Health are named subcontractors in the grant
awarded to the Brigham and Women's Hospital in Boston.

In recent years, a number of hospitals and ocutpatient nealth
care centers have established Seriatric Assessment Units.
However, few studies have been able to document the
effectiveness, including cost—eftectivenees, of such programs in
maintaining health and promoting independent living. Some
health policy analysts suggest that GAUs, while expensive to
operate, produce health benefits for patients, and ultimately
reduce health care expenditures by helping keep the elderly
healthy and out of the hospital. The RIGHA-Harvard GAU study,

which will address GAU effectiveness and the associated cost
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18sues, should have important implicationa for the provision of
geriatric setvices'at RIGHA and other health care organizations
nationwide.

RIGHA's new geriatric unit will be staffed by a team of
geriatricians, geriatric nurses, and geriatric social workers.
Selected RIGHA members, 65 years and older, will be evaluated
and followed in the GAU. Their experience will then be compared
to the experlence ot other RIGHA members, 65 years and older,
receiving more traditional forms of treatment.

The comparisons will evaluate three key aspecta: 1) what is
the overall coat-effectiveness; 2) which patients benefit most;

‘ and 3) which interventions, such as changes in medical therapy,
homemaker support, and family counseling, are most- useful.

This-study is expected to develop considerable new data as
to the efficacy of GAUs, primarily whether extra expenditures
for GAU services are justified by improved health status and
lower medical care costs in the long run.

Another innovative option for care for the elderly is one in
which you, Mr. Chairman, were instrumental, and the HMO industry
is most grateful for your efforts in assuring its
implementation. That is, of course, the Social HMO (S/HMO) how
being tested in four demonstration sites throughout the
country. As you know, the S/HMO provides Medicare services, as
well as additional social services and long-term care. The

purpose of this experiment is to determine whether a coordtnated
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system of delivery of services to the elderly on a prepaid
capitated basis will not only be cost effective but will also
improve the health status and quality of life for the elderly.

Two GHAA member plans are participating in the S/HMO
program. At the Kaiser Permanente Medical Care Program in
Portland, Oregon, Medicare beneficiaries are currently being
enrolled in the Medicare Plus [l S/HMO demonstration.
tn Minneapolls, the Senior Plus Program offered jointly in a
risk-sharing venture by Group Health, Inc. and the Ebenezer
Society is becoming operational as well. Both demonstrations
have a targeted enrollment of 4,006 and are approximately three
and one-half year prcgrams.

All of the S/HMO demonstrations will provide Medicare Part A
and B coverage plus additional benefits. They will receive
prospective reimbursement at 100% of the Adjusted Average Per
Capita Cost of Medicare services (AAPCC).

The enrollees pay a monthly premium and minimal copayments
for certain services. The benefits include complete hospital
coverage, outpatient care, prescription drugs, eye exams and
eyeglasses, hearing aids, and extended care benefits. Unique to
the S/HMO are support services which allow those who might
otherwise have to be in a nursing home to stay in their own
homes. The services include home héalth services beyond those
covered by Medicare such as additional nursing care, physical

and occupational therapy, speech and language dervices, and
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medical social services. Support and training fét a caregiver
in the home, aid with personal care, homemaker services, medical
transportation, adult day-center care and referrals to community
services are also provided. [f institutional care is required,
additional time in a nursing home or skilled nursing facility is
covered beyond the standard Medicare benefit.

Enrtollees in each of the four demonstrations must complete a
health assaesament. torm in order that their health status and
need for special services can be determined. This (nformation
will also be included in the total data collected on these
projects. Following the evaluation, case management can be
developed for each individual who requires special support
services.

While there is no health screening for enrollment, the
demonstrations will reflect the proportion of frail elderly in
the population, (estimated at 5-10%). A queuing system may be
used to maintain the pzop;f ratio. B8oth plans will enroll a
portion of Medicaid members as well.

These demonstrations are designed to show that with
appropriate coordinated services many elderly individuals can
remain in thoik homes rather than be placed in institutions.
This is a more cost-effective approach to long-term care, as o

well as having a positive psychological effect on the

individuals.
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As an increasing proportion of the American population grows
older and lives longer, coupléd with a growing ébncern about
containing the cost of health care, it is essential that new
efforts be made to keep the elderly healthy and independent as
long as possible. Making them aware of ways in which they can
take responsibility for improving and enhancing their health
status will be of far reaching benef it both to the imdividuals
and thetir families and to the health care delivery system 1in
general.

Again, we appreciate the opportunity to share with yéu. Mr.
Chairman, some ofﬂthe apprecaches which HMOs are taking to
promote the quality of the health of our members, especially- our

senior citizens.

A
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assoclation of america. inc. z
624 Ninth Sireer NW  Suide 700 » Washington, D C 20001 » (202) 737-4311

July 10, 1985

Mr. Ed Mihalski

Staff Director
Subcommittee on Health
Senate Finance Committee
Room 219, Dirksen Building
washington, D.C. 20510
Dear Mr. Mihalski:

Christy Bell, Executive Director of Fallon
Community Health Plan, who testified on behalf of
Group Health Assoclation of America (GHAA) at the
June 14, 1985, hearing on health promotion and disease
prevention has referred Senator Packwood's follow-
up questions to me.

The first question asked us to describe non-
clderly related prevention strategies that had been
developed by GHAA. As you are aware, GHAA is an
association currently representing 137 group and
staff model HMOs throughout the country, and, as

such, has long been a strong advocate of preventive

health care by HMOs. We do not, however, develop
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specific medical strategies, but rather cach individual HMO
member plan provides to its members a variety of benefits,
including those related to health promotion and disease
prevention.

The HMO Act requires that certain basic health services
must be offered in order for a health plan to meet federal
qualification standards. - The preventive health services that
are rvequired are immunizations, well-child care, periodic health
evaluations for adults, family planning and infertility services,
and children's eye and ear examinations. In addition, our member plans
provide a number of other preventive services such as pre- and post-
natal care, ;esling for cholesteral levels, mammography, heart
rhythm monitoring, adult eye exams -nd the 1like.

In response to the question on applying non-elderly related
strategies to the elderly, we would point out that most hcalth
cducation and discase prevention activities in ﬁhog are not limited
to certain age groups but are available to all health plan members.
However, there are instances where programs can be specifically
adapth tor the elderly. " For example; Mr. Bell noted in his written
testimony that Fallon Community Health Plan conducts aerobic excercise

classes, called Seniorcize, designed specifically for senior citizens.
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Ye wcré also asked whether strategies for intervention and
prevention differ between the younger and older population. The
answer is certainly in the affirmative. The elderly require
special attention, particularly in familiarizing them with the HMO
health care delivery system and how they can best utilize
it. Prevention and intervention for individuals with chronic
conditions and/or a number of complex health problems, as is so
often the case with the elderly, necessitate additional
professional time and resources. Screenings should be conducted
more frequently among the clderly to detect potential disease
s0o that preventive measures or early treatment may begin.

As a final note, in our judgment, the best preventive
feature of HMOs for all age groups - but especially for the
elderly who are on fixed incomes - is the removal of cost as a
barrier to health care, Early access to health care is a
significant factor in preventing more serious illness at
alI ages.

Sincerely,

—_—F

James F. Doherty
Executive Director
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STATEMENT BY JERRY MILLER, DIRECTOR OF PUBLIC RELA-
TIONS, HEALTH INSURANCE ASSOCIATION OF AMERICA, WASH.
INGTON, DC

Mr. MiLLer. Mr. Chairman, I am here in place of James Bren-
nan, vice president of Northwestern National Life Insurance Co. in
Minneapolis, whose plane unfortunately was grounded in Chicago
this morning.

Senator DURENBERGER. Oh, oh. That means I won’t get home this
noon.

Mr. MiLLER. I am director of public relations for the Health In-
surance Association of America. The HIAA is a trade association
representing some 340 insurance companies.

We have a very deep and growing commitment to disease preven-

“tion and health promotion for all Americans. We believe that the
best health promotion strategy for Medicare beneficiaries is one
that begins long before age 65, the strategy that sets in motion pat- -
terns of good health behavior that extend into the older years.

Because of our natural outreach to group policyholders and be-
cause insurance companies are themselves large employers, our
wellness efforts have particularly emphasized the worksite.

Though cost-containment is an immediate objective of such ef-
forts, it is very clear to us that a byproduct of worksite wellness
activities is the pathway they provide to encourage individuals to
prepare for a healthy and active old age. One might call it prere-
tirement health planning.

Currently the association is sponsoring the creation of wellness
councils, a network of employers across the country organized to
promote worksite wellness programs among the local companies in
their area. -

The wellness council activity has evolved from a series of initia-
tives by our industry, from an industrywide promotion to encour-
age smoking cessation to a national video Conference on Worksite
Wellness sponsored last year and reaching some 2,000 business and
community leaders in some 25 cities.

I might note that several insurance company chief executive offi-
cers have recently taken a step to ban smoking on company prem-
ises. Smoking cessation is one of the major foci of our industry.

Senator DURENBERGER. That is why I asked the question about
HHS earlier. Apparently they are working on it.

Mr. MiLLER. An essential purpose of these efforts is to stimulate
insurance companies to become more active in wellness for their
own employees, group policyholders, and the community at large,
and indeed many companies today do sponsor a wide variety of
worksite programs.

Dr. Breslow—Professor Breslow—has already referred to the in-
surance study which some 73 insurance companies and two founda-
tions currently sponsor. It is called the life cycle preventive health
services study. It was conceived by an advisory council on educa-
tion for health and is now in its second phase. As Professor Bres-
low indicated, it is designed to test the effectiveness of a designated
set of preventive care measures for all age groups, from infancy to
patients age 75 and over.
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Payments for preventive service are being made to three group
practice centers with no charge to the study patients. The results
of the first phage of the study, completed in 1983, are very encour-
aging. The patients, according to data collected from two of the
study sites, reported significant improvements in health behavior,
with fewer patients smoking and more patients exercising, losing
weight, and so forth. Indeed, contrary to stereotype, the study dem-
onstrates that elderly patients are willing to change their health
habits, in some cases more often than younger adults. )

An important part of the evaluation of the life-cycle model is
how much it costs, and the data reveal that the average charge is
$73 for all age groups; the average charge does increase with age,
and reaches $145 per patient visit for adults 60 to 74 years of age.

Also, the study gave no evidence that first-dollar preventive-care
benefits will lead to excessive demand for such services.

Currently, as I indicated, the study is in its second 3-year phase.
And the purpose of this new phase is to measure longer-term care
cost and utilization, and to define the potential effects on health
insurance and cost containment. o

The lifecycle model is being modified, based on experience, and
this includes expanded procedures for elderly age groups. A special
effort is being made to follow the high-risk older patients more ag-
gressively in order to change health attitudes and behavior regard-
ing their health status. More attention will also be paid to identify-
ing the functional independence of these patients. Here it is recog-
nized that traditional medical care will not be able to eliminate the
chronic conditions so prevalent among the aged. And in creating
functional independence, the ability to tend to one’s personal needs
is the critical element.

Let me comment just for a moment on the nonsmoker discount.
Currently, over 100 insurance companies offer nonsmoker: dis-
counts under individual life insurance policies. Also, more and
more insurers are building fitness incentives in the form of premi-
. um discounts into both their life and health insurance policies for
* people who practice good habits. Future incentives may well focus
on hypertension. Insurance companies have already redefined
normal blood pressures, reflecting a growing recognition that diet
change, weight control, and regular exercise will reduce the risk of
high blood pressure and may lead to significant medical cost sav-
ings. -

Let me say we are also very deeply involved with alternative de-
livery systems—HMO's and PPO’s—and we think that these sys-
tems provide mangdopportunities for preventive care services.

We thank you, Mr. Chairman, and the committee for this oppor-
tunity to speak here today.

Senator DURENBERGER. Thank you.

Mary Nell.

[Mr. Miller’s written testimony follows:]
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My name 1s James R. Brennan. I am Vice President, Jroup
Marketing, for the Northwestern National Life Insurance Company.

I alsc serve as Chairman of the Health Education Committee of the
Health Insurance Association of America -- the HIAA -- a trade
assoclation represent1lng sore 340 health 1insurance companies.

The HIAA and 1ts member companies have a deep and growing
commitment to discase prevention and health promotion for all
-Americags.

Because of our natural outreach to group policyholders, and
because i1nsurance companies are themselves large employers, our
wellness efforts have particularly emphasized the worksite. Indeed
these programs are viewed as one element of an overall strategy to
deal with the problem of still rising, still threatening health
care costs.

It is very clear to us, however, that a by-product of worksite
wellness activities 1s the pathway they provide to encourage
individuals to prepare for a healthy And active old age.

One might call it “pre-retirement health planning".

Yie believe that no employer, as a responsible citizen of our
society, should lose sight of this goal, even though the most
immediate objectives for a company to sponsor wellness activities
of various types -- from smoking cessation and nutrition education
to hypertension co;trol and stress management -- may be to reduce
absenteeism, cut overtime, improve productivity, and reduce health

insurance claim costs.



236

up-

m

I« 1s i1n this context that I wish tc first review Ior your
Jommittee recent initiatives which have been undertaken on an i1ndustry-
wide level, and by companies individually, to encourage wellness
activities among the nation's work force who are, of course,
tomorrow's retirees.

Following this summary, I will describe a major commitment we
have made to promoting and evaluating preventive health services --
and the financing of these services -- for patients of all ages.

Finally, I would like to comment on individual company incen-
tives, such as premium differentials, to encourage more healthful
lifestyles among policyholders as well as touch on alternative
delivery systems and how they will impact on health promotion.

INDUSTRYWIDE PROGRAMS

Turning first to our industrywide worksite wellness efforts,

-I want to tell you a little bit about a new program being put in
place at this very .moment.

It is being sponsored by the HIAA and involves the creation
of a network of Wellness Councils in cities across the country.

The intent is to model these organizations after an actual
Council in Omaha, Nebraska -- The Wellness Council of the Midlands --
where over 100 employers have banded together to serve as a’'catalyst
and clearinghouse.of information and support for health promotion
programs at the worksite.

It is an exciting prospect to envision the Omaha Council repli-
cated in other cities where private initiative can be put to work
to improve health practices and reduce the social and economic toll

of illness and disability in the community.
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The 1ndusry 30al 1n 17285 1s to establish medel Wellness
Councils in at least five co:rties, and I am rleased to rejort
that we are already very close to that goal.

This new effort grows out of the interest and enthusiasm the
HIAA engendered last year with the sponsorshiz of a national video
teleconference on wellness, wnich originated at the Pepartment of
Health and Human Services in Washington and was transmitted by
satellite to 2,000 busaness and community leaders in 25 cities.

Both President Reaqan'and the Secretary of Health and Human
Services participated in the teleconference, and the bringing
together in each community of so many interested partiés was really
the spark that ignited our Wellness Council initiative.

In addition, our industry =-- along with the life insurance
in&uscry -- has undertaken an educational program to assist our
member companies and their group policyholders in planning and
implementing smoking cessation programs. And we have launched a
"Wellness at the School Worksite" program to encourage improved health
habits among teachers who might then serve as role modefs for their
students.

. These more recent activities have evolved from a series of
earlier injitiatives, beginning with the creation in 1978 of an
Advisory Council on Education for Health. <Comprising eminent authori-
ties in the health field, the Advisory Council has as its purpose

to recommend priorities for unique contributions the health and life
insurance industry can make to help improve the health of the ration.
Indeed, just yesterday the Advisory Council met to consider, among
other matters, how the problems of aging might be established as a

health promotion priority for insurers.
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Ir, 1383, the HIAA and Arerican Council of Life Insurance
scintiy stenssred an insurance indusnry Conference con Health zdicaticn

and Promotion. Thaé same year the HIAA commissinned a study On work-
site wellness programs and their economic impact by Dr. Charles Berry,
the former chief physician to the U.S. Space Program. The study
report has been widely distributed within the business commanity.

In 1983, the HIAA produced a videotare entitled "Welliness a-
the Worksite: The Time is Now", coupled with a guidebook, which
were designed to stimulate interest by corporate chief executive
officers in initiating or expanding wellness activities for their
work force.

INDIVIDUAL COMPANY PRCGRAMS

An essential purpose of all of these efforts is to stimulate
HIAA member companies to become more active in "wellness" for their
own employees, group policyholders, and community groups. This is
clearly paying off. Many insurance companies today sponsor a wide
variety of worksite programs. Some programs are comprehensive,
others limited in scope. Among the more popular activities for
both younger and older workers are smoking cessation, exercise,
weight control, alcohol and.druq abuse control, hypertension control,
heart attack risk reduction, cardiopulmonary resuscitation (CPR},
cancer risk reduction, stress management, and accident risk reduction.

Insurance companies are also marketing health promotion packages
to assist employers to set up wellness programs. In addition,
insurers are involved in community programs, such as health fairs,
"run for your life" contests, blood pressure screening, and other
initiatives.

My own company, Northwestern National Life's commitment to a

healthy lifestyle is long-standing. We have demonstrated our concern

BEST AVAILABLE COPY )
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for gocd health by adooting a comprehensive wellness zrogram, &

DR -
3 wizhin =he

suppocting health-related activities in our community an
insurance industry, and in marketing a wellness program to group

insurance clients. To further strengthen our support of gcod health
habits, we are taking a major new step by establishing a smoxe-free

environment at our company beginning January 1, 1986.

LIFECYCLE STUDY

This brings me to the major undertaking I want to describe 1n scome
detail. It is called the "Lifecycle Preventive Health Services Study".

It was conceived by the Advisory Council on Education for dealth
and is under the aegis of a nonprofit organization called INSURE --
Industrywide Network for Social, Urban and Rural Efforts. Scme 72
insurance companies and two major foundations fund the INSURE oroject.

The purpose of the Study, which got under way in 1980, is to
test the effectiveness of a designated set of preventive care
measures on all age groups, in short, a lifecycle approach, and, in
addition, to éee if these techniques can properly be covered by
health insurance benefits.

Specifically, the preventive services are tailored to ten age
groups.

The lattér two age groups are those patients age 60 to 74 and
those age 75 and older.

Payments for the preventive services are being made to three
group practice centers, with_gg¥fharge to the Study patients.

These centers are in Appleton, Qiscons;n; Danville, Pennsylvania;
and Pensacola, Florida. »

In addition, work is going forward with the Group Health Coopera-
tive of Puget Sound in the State of Washington to adopt the lifecycle

approach to fit an HMO.
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The first three years of the Study -- from 1980 to 1983 --
were devoted to finding out whether preventive services, including
patient education, can indeed be effectively provided in primary
care settings and to see what the specific short-term effects would
be.

The selection and timing of services are based on several
major studies and include physician and patient education on life-
cycle procedures, and forms for data collection.

Part of the initial design included baseline telephone inter-
views with the Study physicians to determine their attitudes toward
orevention ... and the responses should not be surprising and under-
score the importance of education.

Most of the physicians -- and bear in mind that this was before
the Study got under way -- admitted they got more satisfaction from
therapeutic care than preventive care.

They did not feel that they provided preventive care services
very effectively Snd, moreover, that the lack of insurance coverage
and reimbursement was a real obstacle to doing more in this area.

The hope of the Lifecycle program was, and is, that these
educational and financial barriers can be overcome.

The results of the first phase of the Study ~-- completed as
I indicated in 1983 -- were very encouraging.

The patients, according to data collected from two of the
Study sites, reported significant behavioral changes.

- Fewer patients were smoking. More patients had begun regular
exercise, had lost weight, had cut back on drinking, were using

seat belts in their automobiles, and so forth.
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What's more, contrary to stercotyce, elderly ratients were
willing to change their health habats ... in some cases, more often
than younger adults.

For example, the Study conducted in two sites revealed a
higher proportion of smokers 65 years of age who quit smoking
(20 percent) than the cercentage for all Study adults (18.9% gercent).

& bigher peicentage of the older age grour also lost weight,
began to use seat belts, and to conduct breast self-examinations.

These results reflect a carefully designed and tested model
for preventive geriatric care, as is the case for all other age
groups.

It should be noted that for the elderiy age groups, the develop-
ment of a clinical model for prevention poses some special challenges.

.. Compared to the body of information on which to build a model
for the young and middle-aged, the medical literature on preventive
services for the elderly remains sparse.

Nevertheless, procedures were developed and spec:al forms
prepared to remind physicians what these procedures were in dealing
with ambulatory and noninstitutionalized patients from age 60 on up.

These included, in addition to x-ray and lab tests, immuniza-
tions, and the like, ¢ll of the health promotion techniques that
should be applied “2 reduce risk behavior.

The risk factors for the elderly, of course, are somewhat
unique, involving particular attention to accident prevention,
especially falls, the use of medication, and the suvport services
that can be provided.

Obviously an important part of the evaluation of the Lifecycle

model is how much it costs.
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The data reveal that the average cost 1n charges for the
Lifecycle exam, incliuding patient education, was $73 for all age
groups at the three Study sites.

This average cost increased with age and reached $140 per
patient visit for adults 60 to 74 years of age because of the greater
number of lab and x-ray tests.

Equally important is the guestion of utilization.

If preventive care is a "first dollar covered benefit", will
the demand for these services be excessive?

The Study results give no evidence that this would be the
case.

The utilization of services was well within normal bounds and
totally controilable.

Overall, the first phase of the Study ~-- the first three
years -=- indicate that physicians will use the Lifecycle model.

Moreover, they will use it not only on the Study patients, but
increasingly the data show they are apblying the procedures to their
other patients as well ... and in general, the patients, both those
who are participating in the Study ani those who are not, express
satisfaction with the Lifecycle model.

Currently the Study is in its second three-year phase.

The purpose of this new phase is to measure the long-term
improvements in health behavior ... to measure longer-term costs
and utilization ... and to define the potential effects on health
insurance and cost containment.

The Lifecycle model 1s being modified based on experience, and

this includes expanded procedures for elderly age groups.
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A special effort is being madg to follow the high-risk clder
patients more aggressively 1in order to change health attitudes and
behavior regarding their'health status. .

More attention will also be paid to identi1fying the functional
independence of these patients.

Here it is recognized that traditional medical care will not
be able to eliminate the chronic conditions so prevalent among
the aged ... and that creating functional independence -- the ability
to tend to one's personal needs -- is a critical elemeni.

There 1is ;oday significant evidence that health pgomotion has

the potential to increase such independence among the aged as well
as reduce behavioral risk factors. -
In general, health promotion for the elderly is moving in the
right direction because wellness as a national priority in this R
country is moving in the right direction. '
Our Lifecycle Study clearly indicates that people of all ages
respond affitﬁatively to incentives to modify their high-risk
behavior. And they like the idea of preventive care coverage to
help pay for such things as preventive checkups.
Indeed, those in our Study e§Pressed a willingness to pay
additional premiums for such benefits -- 57 percent said they would
pay $5 a month extra to obtain preventive coverage.
Our Study also shows an exb}essed interest by physicians in
providing more preventive care and that they view the lack of
insurance reimbursement as one of the major obstacles to practicing

prevention.
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What this tells us 1s that preventive care benefits are
marketable from the consumer and provider standpoint.
{
what about from the insurer standpoint?

PREVENTIVE CARE COVERAGES

Traditionally, preventive services were usually excluded
from med{cal care coverage.

However, we see this changing as preventive care more and more
comes to be viewed as a cost containment measure or as a trade-off
against other types of c;verage.

A survey conducted in 1983 by the health and life insurance
industry's Center for Corporate Public Involvement revealed that
out of 147 responding 1nsurance companies, some 36 companies made
preventive care benefits available to group policyholders. Most
frequently these were well baby care benefits, but also included
physical examinations, vision care, dental care, immunizations, and
health risk and stress appraisals. .

Currently over 100 insurance companies offer nonsmokers discounts
on theif individual life iasurance policies. Interest in such a
benefit can be traced back to 1979 when State Mutual Life Insurance
Company released its study on mortality differentials between smokers
and nonsmokers. The study indicated that the Company's policyholders
whe smoked were experiencing a mortality rate almost two-and-a-half
times that of their nonsmoking counterparts.

Alsc, a growing number of insurance companies are building
"fitness incentives" in the form of premium discounts into both their
life and health insurance policies for people who practice gnod

health habits -- e.g. exercise éegulatly and maintain proper body

weight.
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ficant med:ical cost savings.
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and this
of the future.

Recently our industry's Advisory Council on Education for
Health created a Subcommittee to study the whole juestion of coverage
for preventive h2alth care services. The Subcommittee has develored
a model benefit with a schedule of medical examinations and list of
varicus services appropriate to each age group over the entire
life cycle.

Currently, this benefit 1s being refined, and various marketin:
agpproaches for preventive care coverages are being explored.

ALTERNATIVE DELIVERY SYSTEMS

Another influence will be the predicted growth of health main-
tenance organizations.

Experts predict 25 to 30 percent of the population will be
enrolled in HMO-type plans by the mid-1990s.

With more and more Medicare patients being treated in the
HMO setting -- and with the emphasxs th>se systems place on preven-
tive care -- it is reasonable to assume that hecalth promotion for

the elderly will take a giant step forward in the years ahead.

BEST AVAILABLE COPY
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It 1s also predicted that as Medicare ccntinues to cut ts
benefits, the market for supplemental private health plans will
increase, and this, too, should provide an opportunity to expand
preventive care benefits.

Also, there 1s no reason why preferred provider organizations
-- PPOs -- cannot include gpreventive services in their kenefit tlans.

And, 1f as the experts predict, PPOs in the future will stress
service rather than price, surely their ability to offer preventive
care benefits will enhance their marketability and further accelerate
the broad ccverage of preventive services,

My company, Northwestern Natiornal Life, has already i1ntroduced
this concept to a PPO 1in the Twin “Titiles for whom we handle the
marketing.

In light of their potential, we view as a most encouraging
development the designation of the INSURE prolject in May of this
year as the recipient of a federal grant in the amount of $50,000
to conduct a study on preventive services within a PPO structure.
Sponsored under a Cooperative Agreement between the HIAA and the
Office of Disease Prevention and Health Promotion of the Department
of Health and Human Services, the study has as its objectives:

(1) to stimulate the coverage of preventive service benefits
in PﬁOs;

(2) develop preventive service benefit plans that meet the
PPO requirements of marketability and cost containment as well as
health effectiveness; and

(3) pilot test the Lifecycle PPO mode: in an operational PPO

working with providers, employers, and carrier administrators.
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A second comporent of the Cooperative Agreement provides for
an additional $10,000 to further the efforts of the HIAA Wellness

Council program.

FUTURE DIRECTIONS

Because of strong relationships with policyholders and the
business community -- and in view of thé persistent problem of
health care costs -- the insurance industry will continue to expand
1ts efforts to i1nfluence health habits among all age groups.
Insurance ccmpanies are particularly well positioned for a lead role
1n this area because of expertise in risk factor identification,
ropulation profilang, and trend analysis.

Mr. Chairman, let me conclude by stressing the_conviction
that the best health promotion strategy for Medicare beneficiaries
1s one that begins long before age 65 ... a strategy that sets in
mgtlon vatterns of health behavior that extend into the older years.
We believe the worksite is very suitable for motivating health
behavior change because of the important influence the work setting
has on social attitudes and habits not only among workers, but
their spouses and children.

Finally, 1 wish tc thank the Subcommittee for the opportunity
to present thas statemeﬁt and to assure you that our industry stands
ready to cooperate in every appropriate way t; help develop strategies

to i1mprove the health and well-being of all ocur citizens, young and

old.
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STATEMENT BY MARY fNELL LEHNHARD, VICE PRESIDENT FOR
GOVERNMENT AFFAIRS, THE BLUE CROSS & BLUE SHIELD AS-
SOCIATION, WASHINGTON, DC

Ms. LEuNHARD. Mr. Chairman, we appreciate the opportunity to
review the experiences of various Blue Cross and Blue Shield plans
and how they might relate to the Medicare program with respect
to three approaches: Financial incentives to encourage healthier
lifestyles; second, coverage of preventive services under health ben-
efits plans; and third, broad-based health promotion and education
programs. For each of these approaches, I would like to comment
on the corresponding bills that you have introduced.

A number of Blue Cross and Blue Shield plans have explored the
use of financial incentives and rewards for healthier lifestyles
among subscribers. The activities that are encouraged include
smoking cessation, weight loss, exercise, and even use of seatbelts.
These activities are described in more detail in our statement.

Of particular interest to you would be those plans which take
into account a variety of lifestyle characteristics in establishing
their premiums. Again, we have provided more detail in our testi-
mony.

One value of these premium reductions for a particular type of
lifestyle is that they publicly highlight its importance. We believe
this is a major benefit of S. 357. It could also be viewed in another
way—as a way to reward, as opposed as a way to encourage,
healthier lifestyles. 1 say this because we think it is questionable
whether the financial incentives are sufficient for those people over
65 to quit smoking.

We also believe a major question for the Congress is whether this
symbol of support justifies an increase in premiums that would
affect all other beneficiaries.

Let me discuss the second point, coverage of preventive services
under a health benefit plan. Our own practice, as I think is the
practice of most insurers now, is to pay for services primarily in-
tended for the diagnosis and treatment of injury or illness. Preven-
tive services a}e not within this definition and are not usually cov-
ered. Notwithstanding that, we do make coverage for preventive
services available to employee groups where employers want that
type of protedtion. We find often, however, that employers are not
willing to provide such benefits, because their costs are already
high and the‘y have no real assurance that they are going to realize
ané' savings from those group coverages. )

. 358 would not directly provide Medicare coverage for such pre-
ventive services; instead, the bill would count beneficiaries’ out-of-
pocket expenses for such services toward meeting a higher part B
deductible. |

We believe the major question raised by the bill is whether it is
in the best interest of the Medicare Program and its beneficiaries
to increase out-of-pocket costs for those who need medical care in
order to encourage the use of & wide range of screening and pre-
ventive services and hypertension drug therapy. While some indi-
viduals will clearly benefit from the greater availability of such
services, and \yhile some services are cost effective, we are skepti-
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cal about the use of a broadbased approach, and about whether
that broadbased approach would produce net savings.

We are also somewhat concerned about the potential administra-
tive costs, of S. 358. Again, we have elaborated on this in our testi-
mony. ,

As an aside, we would note that, while the greater availability of
drug therapy for the treatment of hypertension could undoubtedly
avoid much higher medical costs, this is not really a preventive or
screening service. Clearly, there are merits to making this type of
therapy more available, and we would urge you to question the
merits of singling out drug treatment for one disease category
when there are others that are probably equally effective and
. equally needed by beneficiaries.

Senator DURENBERGER. And what are they?

Ms. LEHNHARD. For example, since it is a treatment certainly,
cancer drugs, arthritic medications, any type of drug which would
stave off a higher-cost more-acute stage of illness.

In the absence of clear evidence that preventive services could
provide offsets to the Medicare benefits costs, the Congress may
decide it is not reasonable to encourage their use through an in-
crease of the already significant beneficiary cost-sharing require-
ments. At a minimum, however, we would encourage you to contin-
ue your policy of covering as a Medicare services preventive serv-
ices that have been proven to be cost effective. -

We would point out that recent program changes, which you
strongly supported, will enable these types of benefits to be made
more available without increased cost to beneficiaries of the pro-
gram. Capitated programs are in an excellent position to offer pre-
ventive services to beneficiaries.

Finally, I would comment on health promotion and health educa-
tion programs. Blue Cross and Blue Shield plans are very actively
involved in this type of approach. Plans offer a variety of programs
to individual subscribers, groups, HMO enrollees, and the commu-
nity at large. :

Based on our experience, we would certainly support the greater
availability of these types of programs for Medicare beneficiaries,
and under the bill we would support the effort to justify this broad-
er Federal funding.

I would point out the difficulty, though, in demonstrating, cost
effectiveness. Again, the Congress may not be willing to provide
funding unless that evidence is very clear.

I would close by going back to note that, if the Congress decides
that it cannot provide this additional funding, again I think we
have established an excellent mechanism to capitated programs to
provide these types of activities through savings. -

Senator DURENBERGER. Thank you.

Willis.

(Ms. Lehnhard’s written testimony follows:]
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Mr. Chairman and Members of the Committee, [ am Mary Nell Lehnhard, Vice President
of the Blue Cross and Blue Shield Ascociation, the national coordinating agency for all

Blue Cross and Blue Shield Plans.

We appreciate this opportunity to comment on health promotion and disease prevention
strategies for Medicare beneficiaries. Our comments are based on our experiences both
as Medicare intermediaries and carriers, and as private health care benefit underwriters.
We would like to review Blue Cross and Blue Shield experience and how it might relate

to the Medicare population with respect to:

o Financial incentives to encourage healthier lifestyles,
o Coverage of preventive services under health benefits plans, and

o Broad-based health promotion and health education programs,

For each of these issues, we will comment on the corresponding bills introduced by

Senator Durenberger and also discuss any major administrative issues related to these bills,

Senator Durenberger has introduced three bills to encourage disease prevention and
health promotion for Medicare beneficiaries. The Medicare Part B Premiums Act, S.
357, would raise the Part B monthly premium to $17.80 in calendar 1986, but would
reduce this amount by $1 for beneficiaries who certify they are non-smokers. The Part
B Prevention Incentive Act, S. 358, would increase the Part B deductible from $75 to
$100, indexed in future years by the Consumer Price Index. Out-of-pocket expenses
for health scrcenings, non-covered immunizations, and hypertension prescriptions would

contribute toward meeting the deductible. 8. 359 would establish Medicare demonstration
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programs in health promotion and disease prevention. Available programs would include
health screening, immunizations, risk appraisals, dietary consultations, stress reduction,
exercise counseling and programs, smoking cessation, and prevention of prescription drug

misuse,

Financial Incentives to Encourage Healthier Lifestyles

A number of Blue Cross and Blue Shield Plans have explored the use of financial rewards
and incentives to encourage healthier lifestyles among their subscribers. Activities that

are encouragged include non-smoking, exercise, and even use of seat beilts.

Six of our Plans offer non-smoker premium discounts for individual and small group
policies. The discounts generally are three to seven percent, but are as high as twenty-
two percent in Minnesota for subscribers aged sixty to sixty-four since non-smokers of

this age incur sudbstantially lower health costs,

Three Plans, in some cases, take into account a variety of lifestyle characteristics
including exercise, drinking, eating and smoking habits in establishing their premiums.
One Blue Cross and Blue Shield Plan offers employers a 5% premium discount if they
establish an employee health promotion program. One Blue Cross and Blue Shield Plan
waives deductible and coinsurance liabilities for subscribers injured in auto accidents

if they are wearing safety belts.

One value of these premium reductions is that they are a way to highlight publicly the
importance of healthy lifestyles. We believe this is a major benefit of S. 357. It also
could be viewed as a way to reward — as opposed to 8 way to encourage — a healthier

lifestyle. We believe it is questionable that financial incentives are sufficient for those
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over sge §5 — or anyone — to quit smoking, particularly i{ they have been smoking
for some time. For example, individuals who nuw smoke one pack of cigarettes a day
alteady face the prospect of saving over $30 per month — the cost of cigarettes — if

they quit.

We also want to mention the possibly major administrative requirements of relating
Medicare premiums to behavior patterns. If Medicare wanted to verify the non-smoker
status of beneficiaries, this type of activity would be a major new undertaking for the

Medicare program, and we believe it would involve major administrative costs.

In summary, because the $1 premium discount is unlikely to encourage many beneficiaries
to cease smoking and because of the potential for major new administrative costs, we
do not believe that the proposal would resuit in overall program savings. The value of
S. 357 would be as a symbol of support and reward for a healthier lifestyle. On
balance, however, we doubt that this symbol justifies the increase in premiums that

would affect all beneficiaries under the bill.

Coverage of Preventive Services Under Health Benefit Plans

Our own practice under heslth benefit programs, as is the practice of nearly all health
insurers, is to pay only for services provided in connection "with the diagnosis and
treatment of illness or injury, Preventive services are not within this definition and
are not usually covered. This practice is consistent with the basic principle of insurance
which is to spread risks th{t are unpredictable and difficult for the individual to bear.
For insurance purposes, preventive services are regarded as a limited, predictable,

budgetable expense, and consequently, not appropriate for coverage.

50-279 O—85——9
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Notwithstanding that, we do make coverage for preventive services available to employee
groups where employers want such coverage. We find, however, that employers are
generally unwilling to provide such benefits because their health care costs are already
high and there is no assurance that, even if the services are cost-effective in the long
run, the savings will accrue to the employer who is currently financing the preventive
s?rvic&s. 1 also would note that there is little conclusive evidence that adding benefit
coverage for a broad range of preventive services for adults is cost effective even

over time.

S. 358 would not directly provide Medicare coverage for preventive services. Instead,
the bill would count a beneficiary's out-of-pocket expenses for such services toward

meeting a higher Part B deductible.

We believe the major question raised by S. 358 is whether r:! is in the best interest of
the Medicare program and its beneficiaries to increase Ot:t-ot-pocket costs for those
who need medical care in order lo encourage the use of a wide range of screening and
preventive services and hypertension drug therapy. While some individuals might benefit
from greater availability of such services and particular preventive services — such as
certain immunizations — may be cost-effective, we are skeptical that the broad-based
approach embodied in the bill would produce net savings from a reduction in the use

of medical services. The bill, in effect, recognizes this by increasing the deductible.

We are also concerned that the administrative costs of S. 358 are likely to be major.
Our concern is based on the assumption that in applying the cost of preventive services
to meet the deductible, all the current requirements of reviewing claims for eligibility

of the beneficiary, coverage, and reasonableness of costs and charges would be applied.

.,
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The costs associated with these activities would likely be significant and they would
have to be balanced against the costs of carrying out current program requirements
and the additional program changes likely to be approved for FY 1986.

As an aside, we would note that while drug therapy for the treatment of hypertension
can undoub'tedly result in the avoidance of much higher medical care costs associated
with treatment of severe hypertension, this particular benefit falls in t.he category of
treatment of an existing medical condition, It is not screening or preventive care,
Tﬁere are clearly merits to making drug therapy more available. However, we question
the merits of singling out drug treatment for one disease category when others are

equally effective and equally needed by beneficiaries.

In the absence of clear evidence that use of preventive services could provide offsets
to Medicare benefit costs, the Congress may decide that it is not reasonable to encourage
their use through an inc;'ease is the already significant beneficiary cost-sharing
tequirements, At ; minimun, however, we would encourage Congress to continue its
policy of adding as a Medicare covered service specific preventive services that have
been proven to be cost-effective. For example, Congrﬁss has approved Medicare coverage

for pneumococecal and hepatitis vacecine.

Finally, we would point out that recent program changes — which were strongly supported
by Senator Durenberger — will enable these types of benefits to be made more available
without increased costs to beneficiaries or the program, Capitated programs are in an
excellent position to offer preventive services to.Medicare beneficiaries. Medicare
HMO and competitive medical plan (CMP) at-risk contracts provide that capitated .

AAPCC payments which exceed the organizations "adjusted community rate" can be
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used to enhance the Medicare benefit package. Eight Blue Cross and Blue Shield Plans
HMOs now enroll Medicare beneficiaries under capitated arrangements. These Plan
HMO's offer various preventive services to Medicare beneficiaries including routine eye
and ear exams, immunizations and allergy "testing, generally without any copavment.
HHS estimates that 400,000 to 800,000 additional beneficiaries will enroll with HMOs
and CMPs during the next few years. We believe that provision of new services,
particularly preventive services, through this mechanism offers the ad\;anlages of avoiding
additional costs to beneficiaries ot to the Medicare program and providing incentives

for beneficiaries to accept the idea of a system which efficiently manages their care.

Health Promotion and Health Education Programs

Blue Cross and Blue Shield Plans are strongly oriented to of'fering health promotion and
health education programs - a third major approach to promoting good health. Of the

three approaches discussed today, we are most involved with these activities.

Most Plans offer a variety of prevention and promotion programs to individual subscribers,
to particular employee groups, to HMO enrollees, and to-the community at large. These
programs include those geared to senior citizens such as special exercise programs and
materials, and education about appropriate use of prescription drugs. Other initiatives
include health screenings, nutrition counseling, smoking-cessation courses and stress
reduction education. We would stress that such programs are generally provided
separately from the basic health benefits package, often without a separate charge.
Also, many of these programs are offered as a community service, Our Plans develop
these programs by working closely with employers and community groups at the local

level. This enables these programs to be targeled to certain population segments or

types of behaviors,
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While there is considerable research on the effects and cost-effectiveness of various
health promotion programs. the findings are not consistent. Some types of programs
are effective while others are not. Even within categories of programs there are
usually not consistent results. Much of the information is anecdotal rather than sound
research. Therefore, we cannot make any generalization about the cost~effectivenéss
of this approach. Such programs do, however, publicize the importance of healthy

behaviors.

S. 359 would provide for demonstration programs to evaluate the effectiveness of health
promotion and prevention activities for Medicare beneficiaries. We certainly would
support greater availability of the type of programs specified by the bill and would
support efforts to justify their broader federal funding.. However, as noted, it is very
difficult to ascertain the cost-effectiveness of these sort of programs, and the difficulty
of constructing such demonstration programs should not be underestimated. And, unless
the demonstration programs clearly established cost-effectiveness, budget constraints
could preclude these programs from being routinely paid for by Medicare,

It Congress determines that there are not sufficient funds to support even these
demonstration programs, we belicve Medicare HMOs and CMPs ~ just as in the case
of preventive services ~ can play a major role in increasing the availability of such
services. These entities are group settings that can more easily organize and administer
effective, targeted programs, Importantly, the availability of health promotion and
education would serve as an inducement for beneficiaries to enroll in these at-risk

entities that have the potential for long-run savings of Medicare funds.
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Summary

In summary, we commend the Chairman for the innovative and varied approaches embodied

in this legislative package. Our comments on the bills are as follows:

o We believe that use of a premium discount in Part B premiums for nonsmokers
in S. 357 has value as a signal of the importance of a healthy lifestyle,
although it is questionable that this value justifies the increase in premiums
for all beneficiaries. In addition the discount is uniikely to encourage
beneficiaries to quit smoking and there are likely to be major new

administrative costs.

[ With respect to S. 358, we question whether administrative costs involved
and the inconclusive evidence on the cost effectiveness of most preventive

services justify the proposed significant increase in beneficiary cost-sharing.

o Demonstration programs provided for under S. 359 to evaluate the cost
effectiveness of health promotion and prevention activities are appropriate
and may well justify broader federal support of these programs for the
elderly. However, because of continuing budget pressures, any demonstration
program should be constructed to demonstrate clearly overall savings to
Medicare,

Again, we appreciate this opportunity to share experiences and to comment on the
feasibility of expanding disease prevention and health promotion programs to the Medicare

population,
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E‘i‘ue Cross . g
Blue Shield Y .

Assoc:aton
1709 New York Averwe NW
Washington D C 20006
202 783.6222
July 11, 1985

Edmund J. Mihalski, C.P.A.
Deputy Chief of Staff

for Health Policy
United States Senate
Committee on Finance
Washington, D.C, 20510

Dear Mr. Mihalski:

Thank you for your letter of June 18, ° 5. Enclosed is our response to your follow-
up questions for the record, .

We appreciate ycur continued interest in this issue, Please let me know if we can be
of further assistance.

Sincerely yours, 7
Mz?y/kéll Lehnhard
Vice President

MNL:am

Enclosure

cc: Ms, Shannon Salmon
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Question 1

Ms. Lehnhard, you suggest that inclusion of a $1 premium discount is not likely to
encourage many beneficiaries to stop smoking and may incur additional administrative
costs under Medicare. 1 assume that the Blue Cross and Blue Shield plans which offer
non-smoker premium discounts verify whether an individual is, in fact a non-smoker.
What are the administrative costs associated with that effort? Would you suggest that

a larger non-smoker discount is a better approach?
Answer

In our testimony we indicated our belief that major administrative costs would~be
incurred if Medicare wanted to verify non-smoker status, None of the Blue Cross and
Blue Shield Plans which offer non-smoker premium discounts verify whether an individi;al
is in fact a non-smoker. Medicare clearly could adopt a similar Wfland avoid

the administrative cost of verification.

In our testimony on health promotion we observed that a $12 annual discount- from the
Part B premium for non-smokers would not act as a powerful incentive to quit. The
existing incentive — the annual costs of purchasing cigarettes — is substantially higher
and seems to have little effect. Probably there is some amount that would act as an
incentive to quit for most MSmokers. but we do not know what that amount would

be. Presumably it is greater than the entire proposed $212.20 Part B premium,
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Question 2

Your testimony encourages Congress to.continue its poticy of adding, as a Medicare
covered service, specific preventive services that have proven to be cost effective.
Other than pneumococcal and hepatitis vaccinations, what other services would you

include?

Answer

As we suggested in our testimony, once a specific preventive service is shown to be
cost-effective, we would encourage adding it as a Medicare covered service. We aren't
aware of any other services definitely shown to be cost effective for the Medicare

beneficiary population,

STATEMENT BY WILLIS B. GOLDBECK, PRESIDENT, WASHINGTON
BUSINESS GROUP ON HEALTH, WASHINGTON, DC

Mr. GoLpBECK. It is a great pleasure to be here at the U.S.
Senate addressing the issue of prevention, finally. There is abso-
lutely no question that the provision of preventive services for the
elderly is appropriate. If we are serious about a national commit-
ment to improving longe\gtg, to improving the quality of life, that
we then are also committed to prevention. To do otherwise would
simﬁly be publicly contradictory.

The potential savings are a benefit of attempting to achieve that
national goal. They are not the national goal—the savings are not
the national goal in their own right.

As you have heard from other witnesses, employers are indeed
moving, although still far too slowly. But there is progress. The em-
ployers in our organization have created an Institute on Aging
that, among other things, is dealing with prevention. We are in the
process of developing an international foundation for prevention
research, in conjunction with the Pasteur Institute in France of
ITS in Geneva. - -

The public and private sectors have to march in comparable di-
rections on these kinds of policies. Medicare must be a participant.
We really have no choice, whether the-issue is considered from the
economic standpoint, where everybody really is sort of discovering
 the obvious, or the demographic or the increasing amount of evi-
dence of the value of prevention from studies far too numerous to
elucidate in this brief moment.

Certainly there are questions—questions about victim blaming,

uestions about attempting to do everythin% for everyone, as
though all the elderly were a group, when in fact they are not at
all. The vast majority of Medicar%vparticipants use virtually none
of the benefits in any given year. We cannot decide that we should
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not provide prevention for Medicare benefits because everybody
might not use it equally. How contrary that would be.

There are special problems that raise a particular challenge to
this concept. Osteoporosis, for instance, is something you cannot
address by providing physician services to women only when they
are over 70. On the other hand, if we start early enough, you can
predict major reductions in this illness. The challen%e that implies
for Medicare is whether or not to take clearly provable prevention-
oriented steps from which it will benefit, but not for a long time.

There are a number of things we could recommend. Certainly
you should go ahead and experiment with a whole variety of incen-
tive-related methodologies pertaining to more health education,
and prevention. The tax deduction limit on life insurance could be -
changed; for instance, instead of a flat $50,000, one could decide
that for those life insurance plans that provided financial support
for preventive services, they could have $55,000 and others would
only have $45,000—neutral to the Government, and clearly benefi-
cial as a stimulant, and merely one of the many approaches one
could take to tinker with the current financial structures and tax
structures.

If Medicare is going to be serious about prevention, we need an
Associate Administrator for HCFA for Prevention. This Nation in
part functions by symbol. Prevention must be prominant to be
taken seriously.

Senator DURENBERGER. Is that your news release today?

Mr. GoLpBECK. Not mine, no, sir. I suspect there could be a few
applicants; we-might even have some physicians apply in this day
and age, which would be a striking change. {Laughter.]

But if you are going to go about the demonstration approach,
which we also would heartily endorse, let us encourage you to take
one of two paths: Either make one of those five demonstrations spe-
cific for testing the mental health preventive services, or require
that mental health preventive services be somewhere in all five;
but don’t let any form of a competitive or selective process lead us
to five demonstrations without mental health preventive services.
Let's have your leadership be directed at that which is risky and
uncertain, not that which is already known and ought to have been
done long ago.

There should be no Medicare freeze for immunization—an utter-
ly absurd economic as well as health policy, and a direct contradic-
tion of the needs for prevention for the elderly, where there is a
need for a great increase in influenza-related immunizations.

There can be requirements for providers as well as economic in-
centives for the beneficiaries. Medi-gap policies, for instance, could
be required to offer preventive services or not be eligible for ap-
proval by State insurance laws.

And certainly the Federal Government needs to s:&)ort far more
research in this field than it has in the past. One need only look at
the tiny budgets of OHPDP, NCHSR, et cetera. And add to that the
fact that we are still using the 1977 data from the national medical
expenditures study, which is not even scheduled to be repeated.
Health policy for the late 1980’s should not be based on such a
weak statistical base.
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Let me close by noting that something is better than nothing.
Don’t let all of the talk about doing everything correctly stop you
from doing something well. Surely we know that the best approach
is a comprehensive one, involving-base lines and the full panoply of
preventive services of which health promotion and education are
Jjust one or two. But something is certainly better than nothing. We
have traditionally ignored the opportunity of prevention for the ex-
cesses of ignorance. Let's not perpetuate that problem out of fear
that the concept might work or that our initial effect may be less
than perfect. )

To fund, to support prevention for the elderly in America is not
simply to tinker with the existing Medicare Program; it is to make
a statement about our culture, and a very positive statement that
we have long lacked.

Thank you very much.

Senator DURENBERGER. Thank you all very much.

{Mr. Goldbeck’s written testimony follows:]
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Executive Summary

From the perspective of the large, national eaployers which comprise

the WBGH membership, there are numerous compelling reasons tor the

advantages of health promotion to be extended to the elderly.

Demographic: The elderly represent the fastest growing segment
of our population. Longevity research suggests that this trend

will continue.

Bconomic: Currently, the elderly consume far more medical
resources than do the young or middle aged. This fact, combined

with the demographics and the need to reduce medical care cost

escalation, compels us to invest &{n prevention.

3. Scientific: Hith each passing year, more studies accumulate

showing the positive impact that improved life styles, screening

and preventive medicine have upon the elderly.

Federalism: In our country, responslbillty for the health of the
elderly is shared by indivlddﬁls. families, employers, and local,
state and federal governments. Individuals and eaployers are
rapidly discovering the need for and value of preventive services
for the elderly. As the largest single purchaser of medical care
services tor the elderly, it is only reasonable that Medicare
make an appropriate investment in health, in prevention and in
the improved quality of life which can result froa health

promotion.
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Providing econoamic incentives, through Medicare, for the elderly to
adopt preventive measures is a good concept but applicable only in those
cases where the cause, effect and behavior change are clearly
jdentifiable. Samoking is the paramount example. The same type of
incentives would be far more difficult to apply to fitness, for example.
All purchasers, public and private, must be careful that well meaning
incentives do not become damaging penalties for those addicted to a life

time of behavior only recently identified as haraful.

However, the concept of economic incentives need not be limited to
beneficlaries. Medicare can require all participating providers to

offer prevention services.

We also strongly support the deaonstrations proposed by Senator

Durenberger.

Finally, we need to debunk a few ayths. First, the idea that
prevention will be too costly because it may help people live longer
thus consuming more Social Security and retirement benefits. Aside from
being a conteaptible attitude, this "position® actually expresses only
the fear that prevention may actually work, thus underscoring our skewed
priorities. Second, the counter concept that it is "too late" for the
elderly to benefit from prevention. This, too, is in error. Studies
consistently show the amazing degree to which our bodies recover froa

years of self-destructive behavior when given the opportunity through
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health prozotion activities. Further, people of 65, for whom health

promotion may have actually been "too late” in 1966, are now living 20-
30 years. PFor all reasons, froa pragmatic budgétlng to human kindness,
our society must invest in naking‘those years be productive and marked

by rejuvenation rather than avoidable deterioration.

Third, we must not draw the boundaries of prevention for the elderly
to exclude that most challenging of all man's technology: the brain.
When Medicare became law we knew lltfle about the body-mind
relationship; little about the devastation of grieving, of depression
among the elderly, of Alzheiamer's disease, of substance abuse among the
elderly, of cancer remission by guided imagery ... the list is very long
and demanding of serious exploration. Just as the social support
systeas are an essential component of Iny true health strategy., so too

are emotional support systeas a necessavy component of any prevention

strategy ... for any age.

Thgre is a tourth ayth: prevention for the elderly should, if
acceptab1e>at all, begin with the elderly. This simply defies both the
logic and the science inherent in prevention. Take the bone
deteraination iilness, Osteoporosis. It can only be prevented by the
right combination of diet and exercise during women's younger years. It
we really want prevention to be a viable tool for reduced waste and
iaproved health among our elderly, we must tinally accept the fact that
this is a lifetime need, not a program to dbe added after age 65.

Medicare needs to be a participant, not be mistakenly viewed as the

solution.

In urging Medicare to do more, I am acutely aware of the historical
tailings of the private sector to invest in prevention. As an
organization, the WBGH is committed to helping an cver expanding network

of employers bring a broad range of prevention programs and screening to

all age groups, including retirees.
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PREVENTION FOR THE ELDERLY

My name 1s Willis Goldbeck, President of the Washington Business
Group on Health. After ten years of frequent testimony on a seemingly
endless -- and often repetitious -- list of medical issues, it is a
special pleasure and honor to be asked to speak with you about
prevention. .

on the surface, there are many questions to be addressed today. All
are, I'm sure, important. However, no answers will be of lasting vailue
until we reach agrcement on a basic principle: we want to expand both
the quality and quantity (i.e., longevity) of life for our elderly.

To question the validity and acceptance of this seemingly obvious
statement of pudblic values is anything but frivilous. As an advocate of
increased pudblic and private investment in prevention, I am frequently
chaf]enqed on the basis that such an investaent, if prevention is
successful, will lead to the undesirable result of increased Social
Security and pension costs. Others have suggested that our~advocacy tor
employer prevention programs is misplaced because eaployees may move to
another company or retire thus depriving the company which financed the
prevention effort of the benefit it is supposedly due.

There are other reasons to feel uncertain about our commitment and
to wonder about the inconsistency of federal poiicy. In the same
session that Congress held its first hearings to express concern for
retiree medical benefits, Congress also removed the one effective
stimulation for pre-funding those benefits: VEBAs. All of the
attention to drunk driving has resulted in beneficial public awareness
yet you still allow cars to be sold without automatic seat belts, liquor
and wine to be sold without declaration of contents, and advertising of

alcohol to continue under the guise of education for product
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difterentiation rather than being recognized tor the blatant incucement
to excess drinking that it really is. As we hassle over warning iabels
tor cigarettes, we continue to waste tax dollars subsidizing the growth
of this killer product and are even considering reducing the taxes on
the cigarettes theaselves.

The list is almost endless, yet the point is simple: unless we have
a broad commitment, supported wlth-publlc and private policy and .
budgetary decisions, granting incentives to Medicare beneficiaries will
have mi{nimal impact.

Fortunately, we see signs of progress and the historical lack of
attention to prevention for elders should not be construed as
representative of on-going or scientifically based opposition.

As an organization comprised of the nation's largest employers, we
are supportive of providing incentives for elders to h;ve and use
prevention services. For Congress to cause such a development is
entirely appropriate., Our member companies are steadily increasing
their prevention programs in general and specifically for older workers
and retirees. Increasingly. these companies understand that they are in
a financial partnership with Medicare, one in which both partners need
policies toward the common objective of a less wasteful and more
atfordable care systea.

The evaluations of prevention programs, from eaployer settings to
large public studies, consistently demonstrate the value of prevention
in terms of macro measures like mobidity and mortality; eaployer
concerns like absenteeism and productivity: economic measures like
reduced hospitalization and substance abuse; and micro measures like

reduced fire insurance and increased personal satisfaction.
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Screening for high risk populations has been clearly established as
a valuable prevention mechanism. Aside from the cancers and
cardlovascﬁlar probleas that are discovered in time for intervention,
other aedical problems, such as hypertension, glaucoma, and elevated
glucose are subject to preventive interventions that can save vast
quantities of money in the long run. The fact that the vendors of some
screening programs fail to provide the necessary medical follow up
should not be held against screening itself.

Programs designed to provide information to make elders better
consumers of medical care can also be considered to have a prevention
orientation. Every unnecessary test, extra cay of hospitalization,
excess surgery and X-ray, is not only wasted money but also increased
risk ot iatrogenic diseases and nosocomical infection. Equally
important is the fact that these wasted resources are themselves a

barrier to the provision of the medical, hospital and long term care

that is truely needed.

EVOLUTION

The ihcreaee in attention to prevention for the elderly is not by

chance. This is one more element of the evolution of prevention and its

delivery technology.

Elderly persons have been faced with several serious barriers to the

provision ot good prevention services.

1. Society believed it was "too late" for prevention to be of value

for those who were already in their later years.
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The medical profession largely ignored prevention and made older
people increasingly dependent upon a virtually incomprehensible

array of marginally useful medical and institutional services.

Those insurance programs that pay for medical care tor the

elderly do not usually pay for preventive services.

Other basic i{issues such as toodz shelter, and transportation
consume the vast majority of income for many elderly.

The econoaic incentives built into most medical care finance
systems discriminate against professionals who would devote time
to health education and have actually rewarded the providers who

ignore prevention in favor of repeated and expensive treatment.

Gerontology, as a professional field, has, until quite recently,
devoted minimal resources tb developing comprehensive prevention
capability. The aging netework of advocacy groups have typically
expended their enhergy on seeking better medical care programs.
Prevention has falled to be seen as an equally significant
priority for the elderly by the elderly. The new interest of

AARP 1in health promotion is an encouraging sign.
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Today. the basic values o! prevention are fast becoming ingrained in
the tabric of American society. What was thought to be a fad only a few
years ago is now a multibillion dollar industry. Every city is
virtually blanketed by runners an amazing number whom are 55 and above.
Our diet has changed rapidly, although there is still a long way to go,
especially on the related issue of weight loss. Smoking is being
defeated; teenagers are developing a non-drinking macho; new employees
are placing the quality of health promotion programs as a significant
tactor in job selection. Prevention tor the elderly is an inevitable
extension of this evolution. I say incvitable because the demographics
are compelling, the public demand as measured in opinion surveys is
rapidly growing., the nced to usc cvery possible means to reduce medical
care consumption 1s clear, and ihe results ot prevention efforts are
most encouraging. Studies have shown the elderly respond well to health
education with greater rates of compliance and behavioral change than
the non-elderly. Reduction of risk is essential for the long term
economics of health care in the USA. Those risks are behavioral and
environmental and are, therefore, subject to prevention. It is time to

act upon what we already know.

CAUTIONS

As with any worthwhile endeavor or publiﬁ policy. there are risks to
consider, cautions to exercise. None should be af]owed to stop progress
or become an excuse for the classic decision of inaction. However, the
eftectiveness of a prevention policy and its resulting programmatic

implementation will be enhanced if these factors are considered froam the

start.
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We know very little about the long term impact of prevention on
the elderly for the obvious reason that no society has ever
before experienced an elderly population that also lived for a

long time!

The prevention opportunities for those in their 60's, 70's and
80's today are not the same as will be appropriate for the next
cohort of these age groups. Economic penalties which can be
imposed on people in their 40's, as a condition of future
Medicare participation, cannot ethically be imposed on current
beneficlaries. It is not too late to help those who are to
improve their life style and thus waste fcwer medical resources,
but it is too late tn exact iinanc:al penalties because they did
not have the right diet when they were 30, or smoked when 40,
etc. To be successful, prevention must provide positive
experiences and realistically address conditions as they are, not

as we would wish them to be.

Prevention services for some diseases, specifically Osteoporosis,
must be provided very early in life if the desired impact upon
elderly women is to be achieved. This would be an entirely new
Medicare service: a program for young, healthy women in the
hopes of preventing future problems.

A real commitment to prevention means taking risks in areas where

further research is essential.
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5. Some preventive services for those who are now known as the "old-
0ld" will appear to cross the line between medical and social or
custodial. Nutrition, for example, is of no value to a home
bound 75 year old as an education program devoid of a delivery
mechanism. Home health agencies, nursing homes, and life care
centers and their professional staffs will have to learn about
prevention. For many, this will be an unparalleled challenge

contrary to their entire history and training.

6. The detinition of prevention services should not be too narrowly
drawn. Alternative cancer reduction therapies, such as
visualization, are just as valid prevention research topics as
cellular or viral research at NCI. Psychoneuroimmuniology may
open more doors to true disease prevention than all of pharmacy
to date. Self care preventive services will become increasingly

avajilable, yet costly for many in Medicare.

ROLE OF GOVERNMENT

The paramount domestic functions of government are to protect_tho
public health and provide balance among coampeting intérests.

Federal support for prevention would pass both of these tests. What
better way to protect public health than to support the prevention of
1llness and injury? 4

From an economic perspective, supporting pgeventlon is the only
option available that may allow us to meet the acute care needs that

will be present despite the best efforts of health promotion.

23
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The issue of balance is harder to define in rigid detail, however,
noone even slightly convinced of the benefits of prevention can believe
that we have a balance between the resources now devoted to curative
medicine and those avajlable to prevention. On a national level, the
score is roughly 95-5X. In the VA, prevention services are now required
but the necessary financial resources not provided. In DHHS, the Office
of Health Promotion and Disease Prevention has an annual budget far
below ten million dollars. The fact that this office has done a good
job with very little is now an excuse for more absurdly low budgets.

The time has come to be realistic about the pressures our society will
be facing. With no increase in life expectancy, the ratio of those over
65 to those of working age is predicted to rise from 20 in 19&0 to 42 in
2030. It that sounds like a long way in the future. please realize that
a 25 year old member ot'the staff of this committee will only be 70 in
2030 and wi)l still ‘be receiving retirement benefits. Of course, there
is no reason to belleve that we will stop increasing life expectancy.
And, if the compression of -prb1d1t9 80 articulately espoused by Pries

actually takes place, 70 will not even be consxderea old. The two

graphics on pages 9 and 10 clarify the "squaring the curve" concept and
its positive impact upon dboth quality of life for the elderly and
reduced medical expenditﬁres for society. It should also be of interest
to note the analysis by Lester Breslow which shows that society spends
far less on the medical care during the last year of life of an 87 year
0old than for a 67 year old. Speaking to a conference of the National
Council on Aging, Pearl] German of Johns Hopkins ;tqted. "it is sobering
to note that about 82% of those 6§ ap? over have not been hospitalized
over the previous year -- the figure ;s 89.6% tor»th; entire

population™,
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Another way of looking at the life span issue and potential was

presented by Roy Walford in 1983

COMPARISON OF PRESENT AND FUTURE LIFE SPANS

Source: foy L. Waiford, Maximum Life Span, New York: Avon Books, 1983, p. 190.
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It these futuristic concepts are too obscure to be appcaling, lct ae
urge that you carefully view the chart below, provided by the Bureau o¢

the Census. I1f anything, they are conscrvative yet one cannot miss the

drama they represent tor our society.
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Given these conditions and the responsibility we all must share for

a new design for a health system for the elderly, we offer a few

recommendations for your consideration.

RECOMMENDATIONS
1. Do not be bound by meaningless age-based eligibility criterion.

a

This hearing is, whether one wants to accept it or not,

recognition that age 65 has lost whatever significance it may
The best way to have prevention work for the

have once had.
Further, the

elderiy is to start before becoming elderly.

definition of who is elderly, from a medical consumption

Those over 65 do use much more

standpoint, 1is rapidly changing.

care, on average, yet 70% of Medicare beneficiaries use less than

§600 of care per year.

2. Use the power of tax reform to encourage prevention benefits.
There is nu social value in having tax reform for its own sake.
. Each element of the reform should have a clear social purpose.
Just as it was appropriate social and economic policy.to use tax
law for the expansion of privaté medical insurance, so too is it
now appropriate to use tax policy to stimulate the prevention

services that we now know will be of value yet lack a natural

resource base. e
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a. Make the provision of prevention services tax free income to
employees and families for the next ten years. A defined
period and defined set of eligible benefits would provide

appropriate stimulation withovt an open ended commitment.

b. If you consider, as has been discussed, a cap on either all
of fringe benefits or specifically on health benefits,
exclude prevention services. The goal is to stimulate long

term investment rather than short tera protection.

¢. Life insurance has a natural relationship to prevention for
the elderly. Currently, there is a $50,000 limit to the
amount of employer provided life insurance which 1s tax
deductible. Why not give an additional $5,000 deduction for
those life insurance programs which have a prevention-
reimbursement conponenf? For example, if life insurance
program A will pay for people over 40 to participate in
prevention plans (perhaps $300 per person per year), then
employers which contract with that ftirm could give 855,000 in
life insurance while those ;ho contract with a life insurance
plan that does not have the prevention reimbursement plan

~ could only give $§45,000 of tax free insurance.

3. The decision by Congress to bring preventive services to the

elderly can be greatly enhanced by two related actions:
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a. Require all Medicare providers to offer preventive services -
- you cannot rely only on the economic incentives of DRGs or
HMOs...which is proven by the fact that neither hospitals nor
HMOs have nade more than the most rudimentary steps toward

providing these services.

b. Require all Medicare providers to publically disclose their
prevention services thus facilitating the ease by which the
elderly can shop and compare services and their prices.

Do not freeze Medicare/public funds for inlunlzatlons: Not only

is this an economically as well as ledicﬁlly unjustifiable

policy, 1t is also especially damaging to the elderly who need a

greatly expanded program of influenza immunizations.

The mental health preventign needs of the elderly are as

potentially large a contributor to cost.management as their

physical health counterparts: the impact of social isolation on
increased illness and death; the provision of emotional
counseling at the time of major medical fare: the recognition of
the preventive -methods needed to reduceﬁéepression among the
elderly ... all are as vital to 6ur society-as the recent
conceptual leap we took senility was divorced from aging and
releqnte& to its proper disease (Alzheimer's) classification. HWe
reconmend that one of the demonstration programs in $.389 be

dedjicated to testing mental health prevention interventions; or

.that all tive deloﬁatratlons be required to have a mental health

component.
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Medicare, 1like its private insurance counterparts, needs to re-
evaluate the appropriateness of rehabilitation services for the
elderly. Many insurance plans do pay for rehab in a regular
hospital but not in a rehab hospital despite ample evidence that
the latter produces a much better economic return on investment.
Hith people 1living so much longer, it will be necessary to design
rehab programs for those who previously were expected to accept
trauma and disease induced limitations to their independence.
1ndependent functioning is a legitimate measure of prevention
success via rehab services.

Recognize the non-health yet clearly related factors that are and
will be so important to the elderly. PFor example, the concept of
fanily needs to be replaced by that of household. This is not to
denegrate the traditional family, only to accept the fact that
its configuration represents a fraction of the homes today and an
even smaller share of the households of the elderly. Any
combination of supportive adults that can, with ;lninal
assistance, maintain an elderly person outside the institution to

which he or she would otherwise be relegated should be considered

“family."

Another great nced is to use the power of DHHS to influence the
priorities ot other tederal agencies and private research/product

developments. For example, the developments of super

s
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conductivity may do more to provide heated residencies tor the
clderly than all government cncrgy subsidies combined. The

relationship of a heated home to health maintenance is not hard

to understand.

8. For prevention to command the priority, resources and respect 1t
deserves in DHHS, HCFA should create an Assistant Administrator
tor Prevention, a position of no less import than any other
reporting directly to the Administrator. In addition, the budget
of OHPDP should be increased as should the evaluative i
capabilities of NCHSR. The National Medical Expeﬁdlture Survey
should be immediately refunded and conducted on a requfar Saéls.
It is a travesty for federal health policy in 1985 to be set

i

based on 1977 statistics. If the effectiveness of prevention tor

the elderly is to be evaluated, the commensurate investment ih

data, health services research and trend analysis must be made.

CONCLUSION

Private sector prevention programs for the elderly will increase and
could certainly benefit from carefully constructed federal stimulis,
such as those we have tried to suggest.

The public sector, through Medicare, has the option of making
prevention the priority it deserves to be. I say deserves not just from

a moralistic or even humanistic perspective, but rather from the crass
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economic perspective that comes from demographics so compelling that one
is lett with no choice but to seize the promise held by prevention., We
can help those who are now old -- and should do so -- but we can
virtually save those of us who are the Baby Boomer generation. Saved
not trom death or even our share of illness and injury. Saved, instead,
from the unnecessary deterioration (mental and physical}: saved from the
annual multi-dbillion waste on curative medical procedures to correct
what would have been quite eas!ly_avoided: saved from a value structure
that considered aging something to fear rather than to honor and
support.

When one reviews the myths and spirituality of other cultures it 1is
hard not to be struck by the consistency with which greatness as
measured by cconomic successes was matched by a reverence for the
elders. For the United States, in 1985, to decide to invest in the
prevention of lllness and 1nju£v for our eclderly would be more than a
prudent economic decision, it would be a statement of our values, a

moment to respect and look back upon with favor.

Senator DURENBERGER. I have been looking at a way to charac-
terize my bills, and you gave it to me: Something is better than
nothing. Smokers’ discount? Yeah, what the heck, we'll add a
smokers’ discount. You know, increase the deductibility and let
people do some prevention things and get a credit against their de-
ductibles for it. What the heck, that’s just good logic.

And demonstrations? My God, we’ve been doing those forever.

So I think something is better than nothing is better than char-
acterizing them as a drop in the bucket, which is what I was think-
in%of characterizing them as.

ut I think by the presence here today of such high quality wit-
nesses that we are at least opening the door by rewarding with
public recognition the efforts that a lot of people in the health plan
industry as well as other places have been undertaking for some
period of time. .

. We have also found that there is real value in having people -
sgeak, as you do in your statement, Willis, debunking' the myth
that it is hopeless once you get to be such and such an age to work
at prevention, or the myth that it is penny wise and pound foolish
to keep people living longer because they are just going to cost us
more money. And the more that people like you do to dispel these
myths, the better it is. :

I have tentatively come to the conclusion listening to the testi-
mony so far that we -aren’t from the Federal side, going to be able
to do much more than something’s better than nothing. It strikes
me—and I want each offyou to tell me if I am way off base on

+ this—that the experts from the public health arenha talk aklout

50-219 0—85——10
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treating people as individuals, and don’t treat all the elderly as
though they are chronically ill. The public health people try to use
prevention measures whenever possible. And as 1 listenedy to you
talk today, I came to the conclusion that those of us in the third-
arty payment business really will find the answers to these prob-
ems in the way we design our health plans. That it is in the design
of my benefits, the way I put mf' Medicare benefits structure to-
gether, or the way you do it at Blue Cross, or Fallon, or anywhere
where the answer lies. In addition, it's the wa{ the employers
insist that these plans be put together, where ultimately we are
going to find the more creative, individualized approach to these
problems. Now, that is sort of the tentative conclusion I am coming
to as I listen to the testimony today.

We can do certain things in the wa{:l we structure the financial
rewards; but ultimately, it is the way those plans are designed that
is going to get the job done. ~

s any one of you want to react to that? )

Ms. LEHNHARD. | will be glad to respond to that: Our plans are
doing just that, trying to see how they can develop a benefit ap-
proach that is cost effective.

I would say, however, that they get most excited and think there
is the most potential in worksite wellness and health promotion
programs, where you really change somebody’s lifestyle—the way
they eat, whether they exércise, whether they can manage stress.
And I am not sure that you can always approach that through fee-
for-service payment.

I go back to the capitation programs under Medicare, where you
have a population that has a point of organization, and you can
sponsor those types of programs more readily because you have a
controlled population. ’

Senator DURENBERGER. But still—and Christy, I hope you will re-
spond to this—you know, I love all the prepaid plans, and the eco-
nomic notion behind them that is sup to give them the right
incentives to do health promotion. Yet I see a lot of plans tryinito
sell and sell and sell, and then when they get the patients, they
just “move the folks right on through.” I don’t mean to be deroga-
tory, but where is the wellness and where is the health in these
g;epaid plans? It’s still in the way the plan relates to its individual

neficiaries. You need to set up a certain structure so.that “if you
do this, then good things ha‘;)pen to you.”” Are a lot of health plans
doing that sort of thing now

Mr. BeLL. My sense is that, first of all, to answer your original
question, I think I agree that the assumption of risk or capitation
is critical to shift incentives. So if you can shift the risk onto the
providers of care, you are going to find them creating more incen-
tives to move into prevention.

Senator DURENBERGER. We all agree on that one, okay?

Mr. BeLL. OK.

Senator DURENBERGER. Shift at least part of the risk onto the
providers.

Mr. BELL. Yes. ,

Senator DURENBERGER. OK. :

Mr. BeLL. But I think that the plans, especially as we see them
at Group Health Association of America, there is a tremendous in-
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volvement in the health promotion and disease prevention activi-
ties. It is inherent in the IPIMO’s, but we J)robably overlook it some-
times because we are doing it routinelr ay-by-day and moving pa-
tients into programs such as seatbelt programs, buckle-up pro-
grams, smoking cessation, et cetera. :

Senator DURENBERGER. I want to quit this point because we are
running out of time, and m% airplane is %oing to leave, but I said
“shift part of the risk onto the provider.” Isn’t there value, though,
in part of that risk being placed onto the consumer? You could
have all the employer-based wellness programs you want but, if it
doesn’t cost the employee something somewhere in that process—to
go down to the company gym or eat in the health foods cafeteria,
or whatever. the case may be—they won’t do it. In a group health
program or a prepaid plan of some kind, you have to sort of force
people. You need to arrange their cost sharing in the system to
give them the right incentives.

Have I rambled around this issue so that you can adequately re-
spond to it?

Mr. GoLpBeck. Well, I think your ramblings are on target, in the
sense that there is some obvious advanta%‘e in having economic in-
centives on all parties. After accepting that concept, you start to
wondering about how much incentive. The idea of a plan that
would have a 200-percent economic incentive, as you heard about a
little while ago, strikes me as past the tinkering level and probably
past the responsible level as well.

From your standpoint, the issue really is not how well some folks
are doing with employee plans right now. Yes; there is a major evo-
lution in prevention and wellness in the work setting and through
the work setting, hopefully to be including families in the near
future. This is marvelous. But that doesn’t deal with the direct
issues you have responsibility for today. Employer plans are cer-
tainly to be encouraged, but they are not the solution for Medicare.

The prepaid industry has struggled its very best to avoid having
to deal with a lot of elderly people, much less providing them with
a sophisticated prevention package once they have them. And that
is also a product of economic incentives and rational economic be-
havior, so it is not to be disparaged; but it is certainly there.

You'see the same problem arise with the new indemnity and
other cafeteria, glans, where the groupings are starting to split out
into healthy and not healthy. The incentives of prevention should
be obvious to any of these private systems. However, You don't see
the same degree of prevention applied to older groups in the pri-
vate sector as you do for younger workers yet. It is starting, but it
is not where it needs to be. '

It seems to me that your great interest is to use the public’s
power, economic and political, to-stimulate greater amounts of pre-
vention built into the system—not just attached—but real changes
in the system, changes in the way providers behave and the way
the rest of us behave. You need long-term payoff for groups that
are not inherently inbuded with that economic incentive today, and
shorter-term payoff for people who are further down the age
stream but still, we now know, susceptible to the benefits of pre-
vention. You are not going to find a lot of private sector groups
rushing in to figure out how to provide preventive programs to
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people in their eighth year of Medicare. But we know they still
may have 20 more years of Medicare, for which we all must pay
and during which the benefits of prevention will be manifest in
both economic and quality of life terms.

Senator DURENBERGER. Christy, do you want to defend yourself?

Mr. BeLL. That is difficult to defend; it is one of the problems we
wrestle with. It is a ‘“how to bring the horse to the water” issue. It
is how to get the people to take advantage of it. And when you
start putting economic barriers between a patient and medical
care, you may defeat the purpose of your whole program.

lSe.r;ator DURENBERGER. Do you mean they will go buy another
plan?

Mr. BeLL. They may. The market may say if you put too much
pressure that you have to force them into certain products, they

mg}; choose another plan.

' nator DURENBERGER. Well, that’s what people worry about
with the prepaid.

Mr. BeLL. Yes; that’s the market pressure. And we look at the
rremium maybe as an encouragement to get them in, and we be-
ieve there is in essence a systemwide effort. With the providers,
the doctors and nurse-practitioners, and others in the program en-
couraging the patients on a one-to-one basis, we have had good re-
sults. But we haven’t found an economic way to force patients into
preventive care. Fortunately, the heightened awareness of preven-
tion is bringing people to us that otherwise would have rejected us.
The fact that we can institute smoking cessation in the work-
place—3 years ago we probably would have lost a half dozen em-
Floyees. Now, they are leading the way. So I think the awareness
actor has helped tremendously. )

Sehator DURENBERGER. Good.

Mr. MiLLER. I really think the physician may be the key. You
can’t really force a patient, but experience shows that where the
physician has an interest in preventive care, and unfortunately
medical education today does not focus on prevention but on cure,
where the physician-has that interest the patient is more respon-
sive and has confidence in the physician’s procedure to encourage
the patient to do it. So I really think one key lies in changes in
medical education, to put much greater emphasis on prevention
and health promotion among the medical profession.

Senator DURENBERGER. You were here earlier when I pointed out
the concern that I have that there are ways in a below-the-M.D.
professional level that, particularly in a group practice where you
can do this kind of education. But if our reimbursement system, or
Blue Cross’ or somebody else’s reimbursement system, doesn’t take
that into account in some way, then we have created problems for
us in the efficient utilization of good professionals who can do this
kind-of education.

Mr. GoLbBECK. And by far the fastest way to change medical edu-
cation is not to ask; it's to change reimbursement.

Senator DURENBERGER. Yes.

Ladies and gentlemen, thank you very much for your testimony.
I appreciate it a lot. _

ur final panel consists of Ronald E. Fox, the dean of the School
of Professional Psychology at Wright State University, Dayton, OH,

\
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on behalf of the Association for the Advancement of Psychology;
P.T. Alan Jette—I hope I have that correct—associate professor of
physical;therapﬂ and gerontology at Mass General, on behalf of of
the American Physical Therapy Association; Dr. Karl Sussman,
professor of medicine at the University of Colorado in Denver, on
behalf of the American Diabetes Association; and Dr. Jim Reinert-
sen from Minneapolis, Park Nicollet Medical Foundation, on behalf
of the foundation, I guess.

Gentlemen, thank you very much for being here. You know the
ground rules by now. All of your statements will be made part of
the record. We will begin with Dr. Fox.

STATEMENT BY RONALD E. FOX, PH.D., DEAN, SCHOOL OF PRO-
FESSIONAL PSYCHOLOGY, WRIGHT STATE UNIVERSITY,
DAYTON, OH, ON BEHALF OF THE ASSOCIATION FOR THE AD-
VANCEMENT OF PSYCHOLOGY AND THE AMERICAN PSYCHO-
LOGICAL ASSOCIATION, WASHINGTON, DC

Dr. Fox. Thanl;dyou, Mr. Chairman. I appreciate the opportunity
to a[})lpear here today. I will simply summarize the statement that
you have. ;

Let me state at the outset that psychology strongly supports
Senate bill 359 and the health-promotion approach for the elderly
that it endorses.

As has been said here earlier today, many people mistakenly be-
lieve that the elderly are less suitable for prevention programs,
and as a result of that belief I think that insufficient attention has
been paid to the promotion program and the need for prevention in
this population. ' o

ause many promotion programs are directed at people’s be-
havior and attitudes, the fact is that age simply isn’t a factor. We
advocate fostering preventive activities at an early age, of course,
and over the entire lifespan, but prevention programs for smoking
cessation, stress, sleeping disorders, depression, and so on, are ben-
eficial to an individual at whatever point they are implemented in
their life.

Others have referred to reports that are well known that estab-
lish that 7 of the 10 leading causes of death in the United States
today are in large part behaviorally determined. It is psychological
expertise that is needed to answer the question, how do we change

- these behaviors and attitudes?

We do have many of the answers already. Behavioral interven-
ltions for the elderly in the areas of nutrition, exercise, drug and
alcohol use, smoking, and stress can have a significant beneficial
effect on the health status of this population. And, as S. 359 recog-
nizes, ﬁsychologists and other behavioral scientists should be a part
of the health team dedicated to preventing such disabilities.

Several points can be drawn from psychological research. First,

. the effectiveness of prevention programs seems to depend on their
promoting an internal sense of control, fostering self-help behavior
and providing options. For example, behavioral research tells us
that nursing home residents use less medication when they have -
control over their own schedules, such as deciding when to eat or
sleep or exercise. Second, programs whese-major aim is to increase
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socialization may be limited, inadvertently patronizing, and may
divert attention from ways that other people could be genuinely
helpful in an older person's life. -

Last, programs should be cautious about over-reliance on peer
counselors and other paraprofessionals to the exclusion of the ap-
propriate use of professionals who have special knowledge and
skills and training in intervention. BK directing that prevention

rograms be based in schools of public health, 359 assures that pro-
essional ex?ertise is available for guidance and direction during
the course of the projects. We think that is good.

We also know that educational programs for families have in-
creased their knowledge of the aging process. They have resulted in
increased use of community resources and services; they have pro-
vided some alleviation of emotional strain.

Support groups for relatives of Alzheimers patients are excellent
examples, based on the fact that psychological variables may con-
tribute to a less-dramatic decline in the patients. The abuse of the
elderly has recently begun to receive attention. Support programs
miﬁht serve a preventive goal here.

ltogether, we are just beginning to understand the occasions for
which sué) rt groups are most helpful, and the occasions which
call for additional or alternative interventions.

Let me give two examples of how psychological intervention
might work in demonstration projects. o of the most common
reasons for nursing home admission are urinary incontinence and
broken hips. Both ailments do have some psychological com
nents. At present, urinary incontinence counts for billions of dol-
lars in related costs per year for care, according to the Surgeon
General’s Report. However, urinary incontinence can be effectively
managed through biofeedback, which is a psychological technique
aimed at bringing automatic body responses under voluntary con-
trol. And broken hips in the elderly, to some extent, can be pre-
vented by teaching the individual how to distribute his or her
weight properly when getting intoand out of a chair or when walk-
ing. You see, an older person generally does not fall down and
break a hip; the typical sequence is to misstep, break a hip, and
t‘.henl fall. Behavioral intervention can often prevent this kind of
result. -

In summarir, let me just underline our suEport for Senate bill
359. As our elderly population grows, and as health costs continue
to outpace other economic indicators, it is imperative that we de-
velop preventive strategies to keep the elderly as healthy and
active in mind and body as we know how. At the same time, we
need to develop techniques which will assure that those who are in
need of care receive effective and efficacious treatment. We believe
that the demonstration programs envisioned in S. 359 will increase
the quality of care for Medicare beneficiaries at reduced cost, and
we hope, upon such a showing, that this subcommittee might con-
sider extending coverage for prevention activities to other benefici-
aries.

Thank you, Mr. Chairman.

Senator DURENBERGER. Thank you very much.

Dr. Jette? .

[The written testimony of Dr. Fox follows:]
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Mister Chairman, members of the Subcomxzittee, my name i{s Dr. Ronald Fox.

.1 am a memwber of the Board of Directors of the American Psychological

Assoclation, and the Dean of the School of Professional Psychnlogy at wWright
State Ln}ve;ks:y, in Javton, Jhio. On begalf of the 76,00) meambers and
affiliates of the American Psychological Association, and tne Association for
tie Advancement of Psychologv, | am pleased to present testiwony on S. 359, a
bill to provide for demonstrations in health promotion and disease

prevention. Let me state at the outset that we strongly support this bill and
the health promotion approach for the elderly it endorses, We feel it is very
appropriate that a prograa whose purpose {s to insure against the costs of

medical care should promote and sponsor projects aimed at preventing disease

and disability and promoting health.

Thousands of health service providers in psychology work with the elderly,
and APA is developing curriculum modules to provide special expertise to
psychology trainees to work with the elderly. Numbers of psychologists are
engaged in basic research in aging, and in applied research desfgned to
improve the delivery of services that will assist the aged to live amore

comfortable and useful lives.

Many people mistakenly belfeve that that the elderly are less suitable for
prevention programs, and as a result, insufficient attention has been paid to
the need for prevention in this growning population. Because many prevention
promotion programs are directed at people's behavior and attitudes, age is not

a factor. We advocate fostering preventive activities at an early age and
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over the entire life span, but prevention programs for smoking cessation,
stress, sleeping disorders, ani Jdepression, tor example, are beneficial to an

{ndividual at whatever point they may be {ampleacnted.

Disease preventidén and health promction programs are not new ideas. The
focus of prevention efforts has changed, however. In the early part of this
century, infectious diseases were the leading killers in this country. For
the health professions and the government, prevention meant innoculation and
san{tation programs. Today, {nfectious diseases are largely controlled. In
their place, the leading causes of dlsab111t§ and death have become the
chronic conditions such as heart disease, cancer, stroke, and diabetes. These

present a new frontier for promotion and prevention efforts. Psychological

approaches play a fundamental role in programs designed to prevent such

disability,

The 1979 Surgeon General's report Healthy People and the 1982 Institute of

Medicine's report Health and Behavior establish that seven of the ten leading

causes of death in the United States are in large part behaviorally
determined. It is psychological expertise that is needed to answer the
question: How do we change behaviors and attitudes? We have many of the
answers already, and as S. 359 recognizes, psychologists must be part of the

health team dedicated to preventing such disability.

Behavioral interventions for the elderly in the areas of nutrition,

exercise, drug and alcohol use, smoking and stress can have a significant

beneficfal effect on the health status of this population. For example, once
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the relationship between smoking and a variety of health-related problems was
verifled.Aa xzajor effort was launched to change the behavior of Americans.
Tne Public Health Service reports that nearly 40 million people quit smoking
which resulted in a marked {mprovement of the death rates from cardiovascular
disease. We are also seeing shifts in dietary habits, exercise patterns, and

control of high blood pressure among the general population.

Demographics underscore the fmportance of the prevention demonstration
programs proposed by S. 359, As of 1980, more than 11 percent of the
population, almost 26 mkltion people, were aged 65 or older. Incorporating
assumptions about longevity, birthrate and mortality, those aged 65 and older

will account for a f{fth of the total population by the year 2030. What may

be more pertfnent is to understand that the "oldest old" -- the population
aged 85 and older -- will 7viple between 1980 and 2030, The significance of
growth in this group i{s that these individuals are increasingly vulmerable to

physicial ailmeats, disabilitites, and frailties.

Counceran for the health of our citizens as well as for the high cost of
health care demsaand that our federal health insurance program for the alderly
be flexible enough to incorporate new, cost-effective treatament approaches
that prevent disease and promote health. The close relationship between
life-style, behavior and health is unavoidable and the benefits from early
intervention that include Setter health status and the elimination of

unneccessary costs {8 indisputabdle.
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.

Separating reality from stereotype 1s a challenge when working with the
aged. For example, one of the chief complaints of older persons is
difficulties with their memory. These complaints sometimes {ndicate a
leg{timate awareness of normal age-related changes and sometimes that the
individual {s dwelling on these changes and exaggerating them. Memory
complaints on the part of theuol1er person are often more indicative of
depression than of organic brain change. Educational interventlon to help
indivduals and relatives recognize and cope with the typical changes

associated with aging is useful,

Some negative attitudes have been thought to carry over to professionals
and may contribute to patterns of underservice to the aged. Older adults
undeguse conn&ity mental health setviceé; they receive only 6 percent of the
services rendered -~ half what would be expected based on their representation
fn the poﬁulation. It is commonly believed that older adults avoid the meantal
health system but {t {s 1nportan; to bear i{n mind that large numbers of people
of all ages avoid the mental health system. Characterizing the aged as a
particularly reluctant population may be an instance of blaming the victim,

As with all ages, there is ample opportunity for nen;al health education. At
the same time, the reluctance of the aged may well be due in part to their
perceptions of the (naﬁpropriateuess of professionals to their conceras.

Older adults, in fact, make heavier use of medical services, due to their more

frequent illnesses, yet are less likely than younger adults to be referred by

physicians for mental health services.
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Numerous prograas for tie elderly seex to prevent i{nstitutionalization and
to promote health, independence and a sense of self-worth. Many services that
are aimed at preventing or delaving institutionalization are not primarily
psychological but have psvchological ramifications. [t has been shown that
too zealous an approach ta case management, for example, can result {n
fncreased and unnecessary institutionalization by well-intentioned efforts
that remove decision maxing from tne older person. Providers must be

sensitive to the Jelicate balance in providing assistance without undermining

{ndependence.

Several helpful points can be drawn from gerontology research: (1) the
effectivengss of prevention programs seems to depend on their promoting an
internal sense of control, fostering self-helping behavior, and providing
options (indeed, removing a seanse of control from the person may be
deliterious); (2) programs whose major aim 1s to increase socialization may be
limited, inadvertantly patronizing, and may divert attention from ways that
other people could be genuinely helpful in an older person's life; (3)
programs should be cautious about over-reliance on peer counselors and other
paraprofessfonals, to the exclusion of the appropriate use of professionals
who have special knowledge, diagnostic skills, and training in interventioa.
By directing that prevention programs be based in Schools of Public Health, S.
359 assures that professsional expertise is available for éuidance and

direction during the course of the projects.

We know that educational programs for families have increased our

knowledge of the aging process, have resulted in increased use of coamunity
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resources and services, and have provided some alleviation of emotional
strain. The increased use of services seems not to represent decreased
caretaking by the family, but rather a preventive intervention permitting the
family to continue its high level of {nvolvement for a longer period of time.
Support groups for relatives of Alzhcimers patients are excellent examples
based on the empirical fact that psycnosocial variables may contribute tc a .
less dramatic decline in the patients. Elder abuse has recently begun to
receive attention. [t {s felt that support programs might serve a preventive
-
role. Altogether, we are just beginning to understand the occasions for which

support groups are most helpful and the occasions which call for additional or

alternative interventions,

To date, results of evaluation research suggest that (1) some positive
effects result from prevention interveantion, (2) care must be taken not to
provide overprotective interventions that may undermine the very independence
they seek to promote, and {3) no single intervention is a panacea, rather a
variety of options is indicated, reflecting the diversity of the aged
population. In terms of funding, it makes sense to imagine a range of
prograams -- from community empowerment, to case management, to prevention of
institutionalization. Further, volutiteer and paraprofessional programs (i.e.,
seniors helping seniors) have a valuable place, used selectively and with

adequate training, supervision and professional back-up.

In summary, let me reinterate our support of S. 359, As our elderly
population grows and as health care cost continues to outpace other economic

indicators, it is imperative that we develop preventive strategies to keep the
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elderly as healthy and active in mind and body as we know how. At the same
time, we must develop techniques which will assure that those who are i{n need
of care receive effective and efficacious treatment. This is our obligation
to the nation's ellerly whose plea was never more succinctly stated than in
Psalms 71:9 "Cast me not off {n the time of old age; foresake me not when my

strength fatleth.”

Thank you Mr. Chairman, I will be pleased to respond to any questions you

may have.

STATEMENT BY ALAN JETTE, P.T., PH.D., ASSOCIATE PROFESSOR,
PHYSICAL. THERAPY AND GERONTOLOGY, MASSACHUSETTS
GENERAL HOSPITAL, INSTITUTE OF HEALTH PROFESSIONS,
BOSTON, MA, ON BEHALF OF THE AMERICAN PHYSICAL THER-
APY ASSOCIATION, ALEXANDRIA, VA

Dr. JErrE. Thank you very much, Mr. Chairman. My name is Dr.
Alan Jette, and 1 am pleased to be representing the American
Physical Therapy Association at this hearing on health promotion
for Medicare beneficiaries.

Our association fully supports the goals expressed in S. 359; but I
must add, having sat through the hearing this morning, one does
get the feeling of preaching to the converted.

As health professionals who work with patients to maximize
functional independence, to relieve pain, and to prevent disability
through the use of therapeutic exercise as well as manual_and elec-
trical stimulation, the use of modalities such as heat and cold, the
goals of this legislation are very consistent with the goals of our
profession, physical therapy.

Until quite recently, public policy did not encourage health pro-
fessionals—and I must say, in my opinion, it still doesn’t—to place
much emphasis on health promotion or preventive health services
for older people. Public policy reflected a belief that the health
status of an individual who reaches age 65 is considered fixed; that
is, it is felt that not much can be done to improve that person’s
physical condition at such a late date.

Today, researchers and clinicians are finding that interventions
and health promotion measures can make a difference for people in
their sixties, their seventies, their eighties, and possibly beyond.
We can take osteoporosis as a prime example, a condition which af-
fects between 15 to 20 million Americans. From the.age of 30
onward, all of us begin to experience a gradual decline in bone den-
sity. At its extreme, osteoporosis, a severe loss of skeletal mass de-
velops leaving the individual highly susceptible to fractures. The
risk of developing osteoporosis increases with age and is about four
times higher in women than in men. It is estimated that between
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25 and 30 percent of women over the age of 65 have some degree of
osteoporosis.

A major consequence of osteoporosis is fracture of the hip. The
results of such a fracture can be devastating. Fully 20 percent of
older people die within 1 year. Research that we are conducting at
Massachusetts General Hospital suggests that only 35 percent of
hip fracture patients are functioning independently 6 months after
the fracture.

The health costs to the Nation related to osteoporosis and related
conditions are estimated at a staggering $3.8 billion annually. Al-
though some studies have revealed the benefits of calcium supple-
mentation and other approaches to osteoporosis prevention and
treatment, only recently have studies shown that moderate super-
vised exercise not only slows bone and mineral loss but even can
increase bone density. The benefits of exercise in both preventing
the onset of osteoporosis and in stabilizing or improving the condi-
tion after its onset seems clear. What we don’t yet know is if pro-
longed supervised exercise will have a beneficial impact on reduc-
ing the incidence of hip fracture. This legislation could promote
such investigation. \ .

The role of exercise in helping to decrease hypertension, as
others have mentioned today, is also beginning to be documented.
As we are all aware, the result of unchecked hypertension can be a -
heart attack or a stroke.

Exer.ise can also be important in stress reduction and in allevi-
ating depression in elderly individuals. Exercise helps to remove
the metabolic byproducts of stress, minimizes the response to new
stress, and promotes a sense of well-being.

In addition to exercise, techniques such as progressive relaxation,
biofeedback, among others, can also be useful in relieving stress.

In general, although research on the impact of exercise for
health promotion and disease prevention has been positive, one
caveat does exist: Almost all the research conducted on the benefits .
of exercise has involved subjects who were young or middle-aged,
almost always younger than the population served by Medicare.

Some of my own research has highlighted the danger of general-
izing from this research to the elderly.

Lack of reimbursement is the major impediment to physical
therapists who are interested in researching and promoting such
preventive interventions in the elderly. That is why the demonstra-
tion projects proposed in S. 359 are so vital. Data from these
projects will add immensely to our knowledge about the effective-
ness of health promotion and disease prevention strategies among
the elderly. .

The American Physical Therapy Association believes that these
projects, along with the data we in the field will continue to accu-
mulate, will lay the groundwork for the provision of preventive
health care services to all our elderly.

Thank you.

Senator DURENBERGER. Thank you very much.

Dr. Sussman. [T

[Dr. Jette's written testimony follows:]
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Mr. Chairsan, Members of the Sudcommittee, my name is Dr. Alan Jette,
and I'm very pleased to be representing the American Physical Therapy
Association at this hearing on health promotion for Medicare
beneficiaries. Our Association fuily supports the goals expressed fn S.
359.

Before 1 gel into the main part of ay tnu-on;. I'é like to just take
a4 minute to explaia what a pbysical therapist Jd.es. Pi:yncu therapists
are trained professionals who work with patients to maximize functiosal
independence, to rouﬂ: pain, and to prevont disability. Physical
therapists accomplish these goals thrcugh the use of therapeutic exercise,
as well as manual and electrical muscle stimulation, and the use of
aodalities such as heat and cold. In fact, the general goals of a plan of
care for a geriatric client would be very similar to the goals of & health
promotion project: “to malntatn fndependent living for as long as
possidble, to prevent disability or the worsealng of a disadbling condition,
and to allov the individual to attain the highest possidle quality of
life.

Until quite recently, neither the pudlic nor most health professionals
placed much esphasis on health promotion or preventive health services for
older people. The health status of an individual who had reached age 65
vas considered “"fixed"~-that is, it was felt that not much could be done

to :mprove a person's physical condition at that late date.
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Today, researchers and cliniclans are finding that interveations and
kealth promotion measures can make a differeance for people ia their
sizties, seventies, and even eighties, As an example, we can talk adout
osteoporosis, a condition which affects dbetween 15 - 20 million Americans,

From the age of 30 ooward, all of us begin to experience a gradual
decline {n bone density. At its extreme, osteoporosis, or a severe loss
of skeletal mass, develops, leaving the individual highly susceptidle to .
fractures., The risk of developing osteoporosis inoreasea with age, and is
about four times higher in women than {n men. It i3 estimated that
between 253 and 308 of women over age 65 have aome degree of
osteoporosis. Among people who \lm to be age 90, fully 32§ of womed and
178 of men will suffer a hip fracture, the most common result of a fall.
;l'ho results of such a fracture can de devastating - 203 of these elderly
patiegts die within a year, from complications and infections due to their
immobility. Many of those who do recover reaain at least partially
disabled, and are consequently at a such higher risk of
mautuuou'l.iuuoa. The health costs to the nation related to
osteoporosis are estisated at a staggering $3.8 diilion aanually.

Nuserous studies have indicated the potential benefits provided by
calcium supplesents in osteoporosis prevention apd treatasot. Several
recent studies have nov shown the slowing of bone and mineral loss and
even iccresses in bone density as a result of moderate exercise., One
study found thal the '1"01 of total d0dy calofus lancreased significantly
io 8 group of women who exercised three times weekly for one year, vhile
calcium levels declined over the same period for a control group. Anotber

study, which utilized elderly nursing home residents, found that dooe
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mineral content iacreased by 4.25 among & group that exercised three times
weekly over a three year period, while declining in the comtrol group.

Wbile acre study 1is needed, the denefits of exercise both in
preventing the onset of osteoporosis and in stabilizing or improving the
condition after its onset seeam clear. One very exciting dreakthrough in
terms of prevention 13 the development of a scaoner which can detect
osteoporosis before physical symptoms are preseat. A person who is found
to dbe "at risk® can thus degin to treat the condition hafore it becomes
disabdbling.

Along vith increasing bope density, supervised exercise can play an
important role in increasing flexidblity and atrength and {mproving posture
and gait, all of which are important in decreasing falls and injuries, and
ia aaintaining independence.

The role of exercise in helping to decrease hypertension has been well
documented. As we are all svare, the result of unchecked hypertension can
de & heart attack or stroke - either of which can be disadling to the
individual and extremely costly to treat, When heart disease does occur,
the prospects for recovery are such better when hypertension is under
control. Similarly, recovery is generally faster froms a heart attack or
fros coronary bypass surgery if a person t; in good physical conditioa.

Exercise can also be an important tool in stress reduction and in
alleviating depression io elderly individuals, Exercise helps to remove
the metabolic dy-products of stress, miniaizes the response to nev stress,
and promotes & sense of well-being. Io addition to exercise, techaiques
such as progressive relaxation :nc diofeedback can also de uaseful in

relieving ostress.
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-~ Although in general research findings om the impact of exercise for
health promotion/disease prevention have deen very positive, cne large
caveat exists. Almost all of the research conlucted on the benefits of
exercise has {nvolved sudbjects who were much younger than the geriatric
population served dy the Medicare program.

For example, research which I conducted, along with Dr. Laurence
Branch, found S-year mortality rates among & large sample of Massachusetts
elderly did not vary according to whether or not an individual exercised
regularly, slept between 7-8 hours a night, smoked cigarettes, drank
heavily, or ate regular meals. Ve may well find that while bealth
promotion activities do not iapact significantly on mortality, they do
compress mordidity--in other words, an individual may resain healthier and
sore functionally independent longer. The findings of ay study poiat out
the danger of generalizing the results of research done on younger
populations to a much older age group. In the field of physical therapy,
I knov that one impediment to clinicians who are intereated in researching
heaith prosotion ioterveations has deen the lack of reimdursement for such
treatsent. Much more work aeeds to de dobe on the outcomes of healthd
promotion/disease prevention fanitiatives with elderly people.

That 4{s why the demonstration projects you proposs io 3. 3%9 are so
vital., Data from these projects will add ismensely to our knowledge adbout
the effectiveness of health promotion/disesse prevention strategies for
the elderly population. Like you, I believe that these projects, along
with the data we 1n the field will contiaue to accumulate, will lay the
groundwork for the provision of preventive health care services to all of

our elderly citizens.
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STATEMENT BY KARL SUSSMAN, M.D., PROFESSOR OF MEDICINE,
UNIVERSITY OF COLORADO MEDICAL SCHOOL, DENVER, CO,
ON BEHALF OF THE AMERICAN DIABETES ASSOCIATION, NEW
YORK, NY, ACCOMPANIED BY DR. HAROLD RIFKIN, PRESI-
DENT-ELECT, AMERICAN DIABETES ASSOCIATION

Dr. SussMAN. Mr. Chairman, I want to thank you for allowing us
to come here. I am Karl Sussman, president of the American Dia-
betes Association, and with me is the president-elect, Dr. Harold
Rifkin. You catch me in one of my last official duties as president,
since Dr. Rifkin will be president next week.

Senator DURENBERGER. I am glad I caught you both.

Dr. SussMAN. I also want to take this opportunity to thank you
for sponsoring Senate Joint Resolution 145, which establishes No-
vember as National Diabetes Month.

In this area of health promotion and disease prevention, I think
diabetes enjoys a special role. And I notice that we are perhaps one
of the only groups that presents as a single disease, and perhaps
my presentation will be somewhat different.

We have been focusing on this question for a number of years
and have had two conferences which I would like to put into the
record. One was a conference at Airlie, VA, on Financing Quality
Health Care for Persons with Diabetes. This was held in October
1984. And then we participated in the Carter Center Conference
held this past year, in which the Centers for Disease Control pre-
" sented data relative to the problems of diabetes mellitus in the
United States. This data comprised an epidemiologic survey that
also outlined preventive strategies.

Senator DURENBERGER. We will make it part of the file of this
hearing.

[The information follows:]
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Overview .

number of factors affect the quality of health care
A for persons with diabetes, including the availabality,

affordability, and extent of insurance coverage for
therapeutic services, supplies, and devices comidered by
experts as essential to achieving and maintairung pond gly -
cemic control  Recent advances in diabetes treatment and
ways of improving coverage for state of the-art care were
discussed at 2 -4y conference near Washington, D C

The conference, which was cosponsored by the American
[habetes Assxiation, the Centers for Disease Control and
the National Duabetes Adsisory Board, brought topether over
125 leaders from the msurance industry, goseramenm agen-
cres and the diahetes communty, including the heads of the
Health Insurance Association of Amenca, the Health Care
Financing Admunsstration, and the National Association of
Insurance Commussioners  Partiaipants also included repre-
sentatives from Blue Cross and Blue Shicld Associations,
the Amencan Madical Assoctation, the Congressional Othee
© of Technology Assessment and indin iduals from over 38 ather
OfRANIZ22LIONS

Three themes were repeatedly expressed throughout the con-
terence Fust, therapeutn approaches exist that can substan-
ually reduce the human and evonomic cost of diahetes.
Second. quahity d:abetes health care and cost containment
are not mutually exclusive To the contrary, quality dia-
betes care can reduce madical expenditures by averting
costly complications such as diabetic blindness, amputa-
tions, and bidney lalure Third, ongoing communication 1s
ncaded between the diabetes community and insurers 1n
order to translate current medical knowledge and future
therapeutic ads ances 1Mo Improved coverage and outcomes
of care.

In his opeming presentation, Karl E Sussman, M D |, Pres:-
dent of the Amerwan Diabetes Association, stated that an
estimated $ S mullion people in the United States are known
to have diabetes and there may be an equal number as yet
undiagnosed  Diabetes annually costs over 300,000 lives,
25 mullon haspital days. and nearly $8 tullon in direct medi-
cal expenditures Dr. Sussman added that, while a cure does
not exist for diabetes, many of ats costly complications can
be prevented of substantially defayed by etfectively apply-
ing currently available knowledge 1n managing and treating
diabetes  For example, with improved glycermic control, some
70 pervent of the seous congenital malformations assoviated
with overt diabetic pregnancies can be prevenied.

1. Sussman also noted that with imely eye examunations
and appropnate Laser photocoagulauon therapy ., up to 60 per-
cent of duabetic blindness can be prevented. Good foot care,
hypetrtension control, smoking cessaion, and glycemuc con-
trol can reduce amputations in people with diabetes by up
10 50 percent. Effective patient education can reduce hospt-
taluzations and emergency room visits by up to S0 percent

Dr Sussman pointed out, however, that these and other e-

ductions 1n the human and economic costs of diabetes are
dependent upon improved coverage for specthe thai apeuatic
senvces, supphics, and devices

James L Moorefield, President of the Health Insurance
Assactation of Amenca. stressed that “communication 1<
key” to putuing state-of -the-art care into general medical
practice Descnbing insutance as the handmawden of med-
wine, Mr Moorefield went on to say that therapeutic
appeoaches outlined by Dr Sussman are particularly impor-
tant in view of spiraling medical costs  According to Mre
Mourefield, #t 1s incumbant upon the diabetes community
10 get its message across concerming the cost savings which
can be achieved by improved coverage

As evidence that the dusbetes communuty's “mesaage has not
been geting tisrough to employers and insurens,” Ellen
Williamson of Merce:-Mewdinger, a large group purchaser,
ndicated that the health ins srance cleannghouse has virtually
no information on diabetes  She also stressed the need 10
get the information cited by Dr Sussman into the hands of
individuals who make coverage decisions by publishing tn
their trade journals and developing a model henefits pack-
age for people with diabetes

Chrysier Corporation’s Director of Employee Benetits,
Walter B Maher, noted that diahetes is the second feading
cause of hospitalization among Chrysler employees M.
Maher indicatad that the health care systemy “encourages vol-
ume and leaves hitle incentive for cost controt, contrary to
the law ¢f supply and demand.” Chrysler Corporation, he
said, must sell 70,000 cars and trucks to pay 1ts health bill,
which amounts to over $400 matlion each year or $530 per
vehicle. Bevause the system has fovused on quality and ig-
nored costs, the diabetes commumty must be prepared to
show the projected cost savings as well as therapeutie neces-
sity for specific coverage benctits.

Carolyne Davis, RN, Ph.D)., Administrator of the Health
Cate Financing Adminustration (HCFA), remarked that her
agency expended nearly $150 mullion in hscal year 1984 1n
payments due to diabetes This sum was exclusive of the
costly complications of diabetes, such as amputation and
renal diadyss, which are separate cost categones. Noung that
25% of the patients with end-stage renal discase have
diabetes. Dr Davis encouraged Conference participants to
find ways of providing “better care at less vost ™ She alvo
encouragad clustered activibes in hospstals so that all hospatals
In a community are not doing everything and, thus, offer-
tng exactly the same servies, i.¢ . out-patient education
programs

Former Semator and Deparunent of Health and Human
Services Secretary Ruchard Schweiker, a leader in the fight
against diabetes since the carly 19705, added that “we have
come a long way in a short ume in diabetes research, care,
and treatment, bul we are overdue to begin a dialog on finan.
ang issues.” Mr Schweiker, who 1s President of the Amen-
can Council of Life Insurance, emiphasuzed the preventive
aspects of health care and called for “an intormational
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breahthrough™ and “permanent duadog between the diabetes
commuanity and reanbursenxnt community

These amd other prominent plenary speakers set the stage
for divwding the Conterene participants into throe topie arcas
Adccess o health insuramee coverage for poople with diabetes,
cov, rage for dabetes patient educstion, and coverage for
dabetes suppites, devices and new tevhnotogies  Follow.
ing a round of fxused presentations and discussions on exch
topic, the participants were further subdivided into 12 work
proups  Although information presented in the three topic
arcas. i luding the projected cos savings trom specitic
therapeutic anteryentions, will be published as a part of the
confereme provecdimgs. o brict summary tollows tor cach
topic area

Access to insurance Coverage for Peopla with Disbetes

Information was presented documenting that lack of health
insurdnee and Inadequate coverage are magor problems for
fersons with diabetes Approvmately S to 8 percent of all
ferons with dighetes have no health insurance amd this figure
i even higher ko peesons under 65 and other sekeed group
Poor health starus, hagh cont, and lack of avaslability are
maor reasons for persons not having health ansurance
For persons unable either o obtain indiv idual health inur-
ance plans of to be under & group plan, there are tew alter-
natives available Seven states oow offer o pouled nsk plan
These provide comprehensive medical care and hospatal
voverage to state residents whao are unable to obtain cov-
crage in the marketplace. Varwws public health programs,
such as Cnippled Children’s Sersices, offer other options,
but coverage and chigitility vary from program (o program,
county 10 county, and state o state

Ihe Health Insurance Associstion of America reportdd on
a survey among 38 private comparies, which account for
76 percent of the group health insurance and 33 pereent of
the indis i al health insurance business Of these, 14 com-
pantes wiite hasie hospital medical expense plans for indi
viduahy with diabetes and only cight offer major medical
pohicies tor persons with diabetes

In proup policies. penadic chech ups, ophthalnue sereen-
g tor retinopathy, and insuhin and ocal medication are rou-
tncly covered  In individual policies @ number of factors
incduding age, duration of daabetes, type and amount of
medi ation and assvaated complications can atfect both the
cont (extra preniums for diabetes related coverage) and
extent (waiing periods of 3o 24 months, exclusion nders
for duabetes related coverage) of conerage. Insutame cos -
erage for diabetes sehdotn covers preventive measutres that
may radoce complations, medical care uttlization, and
related conts For the person with diabetes, aot oaly s
access o adequate insurance coverage a problem but total
modical care expenses are apptoumately thiee tumes grealer
than for a person without diabetes

Coverage for Diabetes Patient Education

[t was teported that 4 review of over 3,600 hospatal records
of dishetic patients in Pennsylvania produced an average of
A1 days per year per dubetic person requinag hospatali-
zauon Sinular data in Maine, Michigan, and Rhode hhland
revealed the need for outpatient education programs. Sub
sequenily . 30 to SO pereent reductions in hosprtadizstions were
achieved among patients who particapated in these pro
grams. which were conducted under the direction of the
Centers for Discase Control It was alvo reported that,
slthough duabetes outpatient aducation has been proven
health effective and cont etfectine and 1s an integral com-
ponent of diabetey treatment, reimbursement for diabetes
cducation i currently fragmented and inconsistent.

Although there 1s no uniform program design for providing
selfcare instruction, the need for wider dissemination of
eusting anformation about diabetes patient education was
stressed. Such information includes standards for diabetes
patient education programs, data that have emerged from
madel programs, and mechanisms for insuning the quahity
ol such programs and quahifications of nstructors.

Reimbursement for Supplies, Devices
and New Technologies R R

[t was reported that coverage for diabetes supplies, devices,
and technologies sanes widely among third-party payers.
In addition, claims for specific ttems such as insulin pumps,
home bload glucose momitors, and blooad testing supplies
often are hamdled on a case-by case basis.

It was also reported that, except for within the Jdiabetes
coyununity, there 1s a peneral lack of information about the
effectiveness of these devices. The lack of coverage and
ntormation is most evident for therapeutic shoes that, along
with goud fodt care, can substantially reduce the number and
wnty of lower extremity amputations. With over 40,000
dubcue amputations performed each year in ‘the United
States, the cost of hospitatizations from this devastating
complication excecds $250 mulhion cach year.

hime and again, it was stressed that information about the
maedical ethicacy and cost effectinencss of health care tech-
nologies must be collected and widely disseminated. It was
cmphasized that the Amenican Diabetes Association shoukd
publish the proveedings of the conference 1n medical jour-
nals that are hikely to be widely circulsted within the insus-
wxe industry
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Recommendations

In summary . the conferenve provided a valuable torum for
cxpressing the views and comerns of the organizations
represented. tor artivulating the health care nceds of people
with dishetes, and for developing recommendations tor
dising speaific voverage gaps 1n health insurance

The ¢

o

dati of the Conference were:

A Task Force should be established to swerve as a
torum fot opgoing communi ation and to gurde the
implenx ntation of the conference recouunen
dationy The Task Force should consist of repre-
sentatives from the major orgamzations in the
insurance and diabetes communmities including, but
o inated to, the following organizations that
atively patticipated n the planning of the
conference

# Hcalth Insurance Association of Amenca

8 Blue Crns and Rlue Shickd Associations

@ Naunonal Asawiation of Insurance
Commisoners

& Group Health Assvuation of Ametica”

8 Congressional Othee of Technology Assessment

8 Amctican Dabetes Assaciation

8 National Duabictes Advisory Board

8 Ceaters lor Disease Control

The Amicnican Medicdl Assoviation, the Amercan
Avavtation of Daabetes Educators, the Juscnile
Ihatctes Foundation, the Amencan Dietetie
Assaxciation and other organizations with snterests
in the recommendations of the conference should
alw be ashed 1o participate on the Task Force.

The Task Force should coordinate the preparation
of an excvutive summary and a complete report of
the Conlerence on Financing Quality Health Care
for Persons with Diabetes The Amenican Diabetes
Association will be responsible for the publication
and dissenunation of these documents. The execu
tve summary should be published 1n medical
Journals that are likely to be widely circulated
within the inwrance indudtry.

The Task Force shoukd fister the establishment of
a central authoity for the ongoing collection,
analysiy, and disemination of information related
to Jdiabetes expenditures, including the cost exper-
wences of insuters and costs related to discase
outcatnes The Centers for Disease Control 1s
recommended as the focal point for this activity

4 The Task Force should evtablish a pancl of caperts
to develop and peniadically update a moded benefits
pachage based on the chinical eftectiveness and cost
ctfoctinencss of speaific items discussed at the
vonference inchading, but not Linuted to, patient
oducation, therapeutic shoes, and coverage for
supplies and devives needed for selt admunistration
of mrukin and self blowd glucose monitoning

§ The Tash Force should xuvely pursue and work
within exiting trameworks for assessing new
hedlth care technologies, for seehing coverage for
new therapeutic modalities, and for reviewing and
wentifying obsolete technologies for diabetes  The
leadership of the American Diabetes Association
should also consider providing funds to the newly
established Council on Health Care Technology and
become imolved in the 1utial planning of the
Council

6 The Task Force should actively pursue third-party
coverage for therapeutke shoes where medically
necessary  This effort should include legislation in
support of Modreare reimbursemient for therapeutic
shoes

7. The Task Force shoukd provide insurers with ap-
propnate information on the cffectivencss and
necessity of diabetes outpatient education The
communication should include information on the
National Standards for Diabetes Patiert Education
Programs, mechamusms for confetning “recogrition™
1o programs that meet recommended standards for
quahity, and Jdata that have emerged from maodel
programs including the cost effectivencss and
health effectiveness of pduent education.

8 The Task Force should actively encourage pooled-

risk plans in every state To ensure equitable
funding of these plans, W 1s further recommended
that ths National Association of Insurance Cotmumus-
soners obtain and maintain information on existing
pooled-nisk plans  Alternative sources of medical
care for uninsured or uninsurable persons should
also be Wentified

9 Development of the following resource matenals

for consumers and prosiders was recommended.

8 Information concerming the availability of
indis kiual health insurance plans for people
with diabetes;

® Altlermative sources of care. xluding public
health programs,

® How to negotiate with individual insurers for
reimbursement of diabetes patient education.
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National Standards for Diabetes

Patient Education Programs
National Diabetes Advisory Board November 1983

Nationa! standards for Jighetes paticnt. education projrans
have boen enforsed by the National Diabetes Advisory Board.
These standards were developed under the auspices of the
Board and in collaboration with the Amcrican Association
of Diabetes Educators, Amcrican Diabotes Association,
Conters for Discase Control, Diabetes Rescarch and Train-
i1ng Centers, International Diabetes Center (Ninncapolis),
Juvenile Piabetes Founiation, and Mational Diabetes Infor-
aat jon Clearinghouse.

This stateacnt prosents the rationale for the staniards and
& plan for their implementation. It includos a summary and
description of the stanfards ani a tabular presentation for
easy roferenco.

The Need for National Standards

Major strides have been made in the treatment of diabetes during
the last decade as a result of biomedical research, technological
advances, and improved application of currently available knowledge
and resources. Dramatic increases in our knowledge of effective ap-
proaches to prevention of some of the complications of diabetes include
better methods to assess and control blood glucose. It is now possible
to limit the severity of some long-term effects of the disease and thus
reduce {ts medical, social, and economic impact,

Several barrjers, however, still preclude the widespread availabil-~
ity of preventive approaches in self-care. These barriers include lack
of patient and provider knowledge about diabetes, inadequate reimburse-
ment policies, and lack of coordination among key components of the
health care system, One major impediment has been the lack of national
standards to assure that the education provided to people with diabetes
is of an acceptable quality and appropriate for the individual.

The National Diabetes Advisory Board, in collaboration with experts
from within and outside the diabetes community, has developed national
standards for diabetes patient education programs, These standards
establish specific parameters against which programs can measure them-
selves. The standards are rigorous enough to be acceptable to the
diabetes community, yet flexible enough to be practical for the primary
care comnunity. They are applicable in any health care setting. The
Board encourages adoption of these standards by all diabetes patient

education progranms,

7550 Wisconsin Avenue * Room 616 ¢ Bethesda, Marylond 20205 ¢ (301) 496-6045
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National Plan tor Implementation ot the Standards

The National Diabetes Advisory Hoard (NDAB) 15 mandated by Congress
to oversee the Long Range Plan to Combat Diabetes. in addition to its
alvisory role, the Board has come to serve as a forum through which the
dirahetes community can focus on common needs and problems and share in
their solutions, Through a series of werkgroups, the Board and coopera-
ting organizations determined that the availability of the standards
wnuld be enhanced by a process to ensure their widespread application,
They are theretore developing a national system of recognition for dia-
hetes patient cducation programs that meet the standards. Recognition
is a voluntary process through which programs meeting the standards are
formally identified for a level of performance, integrity, and quality
entitling them to the contidence nof the community they sc¢rve., The
pracess is flexible enouygh to apply tou programs that conform to other
standards, provided the other standards adhere to the rnational consen-
sus standards or are modified to do so,

The standards and the recognition process will be pilot tested
during 1984 and 1985, Pilot testing will be conducted under the aus-
pices of a Board-appointed steering committee consisting of representa-
tives of the diabetes-related organizations involved with the Board in
the development of both the standards and the recognition process.
These organizations include the American Association of Difabetes fduca-
tors, American {liabetes Association, Centers f{or Diseade Control, Dia-
betes Research and Training Centers, International Diabetes Ceonter
(Minneapolis), Juvenile Diabetes Foundation, and National Diabetes
Information Clearinghouse, The results of the pilot testing will form
the hasis for moditications in the standards and tor any required
adjustments in the recoynition process prior to nationwide implementa-
tion. Support materials wiill be available to provide diabetes patient
education programs with additional information on (1) how to meet the
standards, (2) how to initiate or upgrade a program to meet them, and
(3) how to apply for recognition,

Summary and Description of the Standards

Diabetes is a serious and common disease that is treated directly

or indirectly in practically every health care facility in the nation,
regardless of size or location.

In chronic diseases, especially diabetes, paticnts are required to
assume a major share of rosponsibility for their own care. Only an in=~
formed and well-motivated person who has the suppurt of the primary heaith
care provider can carry out this responsibility effectively, Evidence
ts growing that tnadequate patient knowledge results in multiple hospital
admissions, excessive use of emergency rooms, unnecessary medication, and
a high incidence of long-term complications of diabetes, all of which
increase human suffering and escalate the costs of care, Studies test-
ing patient education as the variable component of the treatment regimen
have shown consistent reductions in these mecasures, Education for self-
care {8 therefore recognized to be a fundamental component of quality
treatment for the individual with diabetes,
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At the present time, both the quantaity and quality of education
atfercd to people with diabetes vary considerably in the United States,
Experience 1n other tields has demonstrated the ability ot uniform
standards to improve the quality, effectiveness, and availability of
programs, 1t 1s hoped that the implementation ot national standards
will result an ancreased access to this fundamental component of treat-
ment by stusulating adeguate reimbursement for diabetes patient education,

The diabetes patient education standards consist of 10 components
that will enable an institution to establish a new program or modify an
existing one,  kach standard offers the flexibility required to tailor
a patient education program to the type of diabetes, its duration, and
the life-stage of the diabetic person, Many of the standards are over-
lapping, retlecting the interdependence among all components of an
etfectaive drabetes cducation program,

. Needs Assessment. A successtul program is the product of a
tiexable policy hased upon the needs of the community it is intended
to serve. Since the diabetes caseload varies from one institution to
another, each institution should assess its own needs and match 1ts
resources to the needs of its caselnad. The needs assessment shauld be
performed 1nitially to guide the managememt—ef the program and to form
the hasis tor program planning. It should be a continuing process that
will allow the program to adapt to changing service requirements, In
addition to the necds of the program, the needs of the individual pa-
tient should be assessed to provide the basis for the instructional
program offered to cach patient. The person with diabetes is recoy-
nized to be an cqual partner in all aspects of the educational process.

2, Planming. Planning is an essential component of a diabetes
patient education program. The planning process should describe the
program’s goals and objectives, target audience, setting (inpatient,
odgtpatient), patient-reterral mechanisms, pracedures, and evaluation
methods, The planning process should be a cooperative effort involving
people with diabetes as well As health professionals.,

3. Proygram Management, Effective management {8 required to im-
plement a patient education program. A variety of health care profes-
sionals is fnvolved in the total care of people with diabetes, Clear
lines of authority and efficient systems for communication should be
established among everyone involved in the program. The ultimate re-
sponsibility for all aspects of program management should rest with
one person designated as the program coordinator. In addition, an
advisory committee should be estahlished to assist the coordinat.: and
other members of the program staff in setting policy and manaqging the

program.

4. Communication and Coordination. Several levels of communica-
tion are ¢sscntial to the effective coordination of the program,
Physician leadership and participation are necessary to ensure the
integration of patient education into the treatment regimen., A physi-
cian should be identified to serve as the liaison between the education
program coordinator and the medical staff, 1n addition, the institution
should maintain regular channels of communication with its staff and
the community it serves to inform diahctes patients and their families
about the availability of the program, All information on the patient's
educational experience should be incorporated into the medical record.
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5. Patient Access to_fcaching. It should be the policy of the
institution to facilitate access to patient cducation tor the target
audience specified in the plan., This is promoted by a commitment to
routinely inform both patients and staff abcut the availability and
benefits of patient self-care programs. Diabetes patient education
should be regularly and conveniently accesstible, and the instructional
program should be able to respond to patient-initiated requests for
information. The program permits referral by health professionals,
health care agencies, or individual patients. The instructional design
encourages active patient participation.

6. Content/Curriculum. The individual patient's needs assessment
provides the hasis for the instructional proyram otfered to each pat:ent.
The assessment should be documented and should include all relevant
intormation regarding the patient's treatment, education, and support
systems, Responsibility for various facets of the assessment can be
divided among the instructional team members. Curriculum and instruc-
tional materials should be appropriate for the specified target audience,
taking into consideration the type and duration of diabetes and the age
and learning ability of the individual., Both curriculum and available
community resources should be reviewed and updated periodically. The
institution should provide the program with adeguate space, personnel,
budget, and materials,

7. !nstructor. Qualified personnel are essential to the success
of a diabetes patient education program, Each institution should be
responsible for identifying and evaluating its instructors. Instructors
should be skilled professionals with recent experience and training in
both diabetes and educational principles. The number of instructors
should be proportional to the caseload requirements, Instructors should
be allotted sufficient time to complete the instructional program,

8., Followu Followup sorvices are important because diaheotes
requires a lifet ne of proper care. The institytion should provide
followup services that fnclude periodic reassessment of the patient's
knowledge and skills and should offer supplementary educational services
when warranted, Written communication bhetween the program staff and
the primary care physician is esscntial for ongoing identification of
the patient's needs, This is especially appropriate in reqard to
referral for early diagnosis and treatment of the complications of
diabetes. Referrsal to community resources may also provide ongoing
support for long-term psychosocial needs and behavioral modification
skills, 1f a patient changes carc settings, the institution should
request the patient's permission to send his/her records to the new
health care setting,

9. Evaluation. The institution should review the educational .
program periodically to ascertain that it continues to meet the national
standards. This review should be conducted by the advisory committee,
The results of this review should be utilized in subsoquent program
planning and modification, An assessment of each patient's needs and
progress should also be conducted at regular intervals,

10. Documentation. Proyram planning and evaluation should be
documented to provide the basis for future proqram development and
moditication. All information about the patient's educational exreri-
ence should be documented in the patient's medical records, as should
communication among treatment and education professionals.
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Nationai Standards for Diabetes Patient Education Progiams

Standarde applicadle to the focility oflering

the ptogess are designated “tastitution standards” and ate sepotated trom those applicable to the educetion
progras Itaell, which ave designated “progran standetde.”

1 Naecs

FWRNRON

Mogram

o The (nstitution ahall sssess Lts diadetic
catelond to deterntae the sllocation of
petsoanel and reaoutces to aerve the inetruc
tlonsl aeede of the caseload.

o Thetre shall de & reasonadle aateh detveen
caseload tequitennrte and resoutces alloceted.

An fadlvidoalized and docvesnted ongatag assess~
oent of aseds shall e developed wilh the
patient’s participotion. This shall taclude
oedical Netory, pr at health status, previews
dlabetes education, heallh services wtilleation,
assoclated nedical conditions ae visd fectors,
diadetes knovledge, skills, sttitudes, self-
assesrmsat, fdeatification of suppert systes,
darrlers to learnting, ond fiasncisl statws.

The needs ssscosnent shall be the basle feor the
education prograe delivered to cach patiest.

2 Poweng

e The tastitetion shall have & vritten policy
that sfficus patleat education as an iategral
component of quallity diadetes cate.

The pattictpants 1a plaaatag ohall 1nctivde
heatth professioasls iavolved tn the core and
oducotion ol persont with diadetes snd perecas
vith dtasbetes snd thelc faatlies.

The plenaing process shall define (in order):

) Program goala sed objectives
) Target aedience

€) Program satting

d) Pattent access sechanions
e} Instructionsl methods

1) Resource requiresents

g) Patlent followwp sechanlens
») Evaluatton

3 Pogam

o A coordinatar shall be deatgnated sod respon-
#1ble lor all sepecte of the progras.

¢ The ergenications! relatlonships, lines of
suthosity, steflfing, snd eperstional poltcties
ahall e defined.

e A otanding advisery committes with both
oedical and community/consumer represeatation
ahall be establiehed.

Not spplicadle.

& Commurapoton/

o A physician ohel) Mo fdentifiod te serve so
1latoon detween the prograa codtdtaster end
the medical stofl,

o Tha tastitution shall tegularly tafers ite
statt and the patieats (asd potestianl
petieste) 1t seires of the avalladiliy of
1te diadetes patient education progras.

All iatormstion sdout the patiast’s educatiosal
exparience oall bo perasmeatly tacorpareted
iate the pattent’s (medical) records matetatlned
by the fustitution.

T™he tele of cach education tesn seshet shsll
e clesrly defined, and the fatercommatication
betveen aach shall be documented in the pa-
tieat's vecerd.

Thate shall be writies evidesce of cootdina-
tloa betweea d1fferent care settings.

o The spplicant tastitution shall have s policy
to tafore patlants routianely about the
benefite and svailedlliity of patieat
aducation.

The progran shall bde regularly sad coavesiestly
avalladle,

The prograa shall be respoasive te patieet-
In1tlated cequeste for lofornation and/er
participetion in the progrea's activities.
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SINDARDS

& Corepry,

neBMON

ograrn

T™e Lratitution shall provide space, petsoanel,
Sudget, and tmatructions]l materlale sdequate
(et the program.

Asssssesat of avellebla commualty tesources
ohall be pertoreed partodically.

The pLagraa shall be capadle of olfferiag tater-
sation ca each of the following coatent Ltewe
as mended:

#) Ceneral focte

b) Peychologtcal adjustment

¢} Fanily Lavolvement

4) Werttion

e) Ererclon

t) Nedlcotions

8) Relsticaahip betweea suteition/esevclee/
wedication

A} Noaiterlag

1) Myperglyceala and hypoglycesis

3) tlloess

8) Complications (preveat, trest, tehabilitate)

1) Ryglese

®) Cenellte snd responsibilitiee of care

#) Use of heallh care oystens

o) Ceamuaity teoources

Tha taatitetion shald specify the sechanion

3y vhich the curclevium shall Be revieved,

appreved, and wpdated.

7. vty

™ iastitution shall tdentily appropriate
teatructional perscane! snd ascertata thelr
conpetence.

T™he twebere of parsoanel tdentified ohall b
suitedle for the diabatic caselosd within the
lestitetion.

Desiguation of time foy ldestilled Lustervwciore
ohall ba apprepriate to acconplish the asces-
osry odvcationsl objactives.

1nstructors (haalth professionals and othars)
ohall be part of s compranessive cate ond
educatlion progras.

Tasteuctors ahall have recest expericnce sod
tralatag ta dlabetes and huswledge snd akills a
educational principles and thair spplicattioes.

& Potomp

The featitution ohall transuit the educatioaal
vecord te othar apprepriate health cace
setilngs vhes o petient tramsfers his or har
cate responsidilities,

The pregrea shall proevide fellowsp earvices
for these patients vho wish te mafatate
continnity of education vithia the Lestite-
tioa. Theos services shsll feclede:

e) !::::‘lc reasnessnest of knowledge ond
[ .

V) Timely veeducation Desdd oa teasssssneat

¢) Commesication with the primary care
provider shout the seed for prefessional
and sonprolessions) services.

L 4

e lustitutiva shall review periedirally the
petlornsnce of the Lastructional pregree and
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Dr. SussMAN. First, Mr. Chairman, diabetes is a disease in which,
when we talk about preventive strategies, we are talking about
going from screening and making the diagnosis of diabetes, increas-
ing public awareness of diabetes, and intervening with such meas-
ures as obesity control, to simply managing outpatients with diabe-
tes quite well in order to prevent complications and keep them in a
state of well-being, keep them as productive citizens within our so-
ciety, down the line to measures which are-specifically taken to
treat complications.

One of our major problems in this area is that the health insur-
ance programs which presently exist are not available to a vast
number of patients with diabetes mellitus; and furthermore, if they
are available, the benefits packages which are presented are not
sufficient to promote health promotion and disease prevention in
that particular subset of patients. And this is an area which we are
currently addressing within our association.

Now, more specifically to the testimony which was turned into
the committee, we have 5.5 million diagnosed diabetics: approxi-
mately 2.1 million of these patients are over 65. We think that by
the year 2010, in which there is going to be a doubling of patients
over the age of 70, we are going to see a tremendous increase in
the elderly diabetic population. And we at present within our asso-
ciation are considering various strategies which must be imple-
mented in order to serve the special needs of the elderly.

Let me just say in passing that we have the evidence that if pa-
tients will lose weight, particularly in the patient population above
the age of 40, they can complete(liy prevent the development of dia-
betes or have much less serious disease even though they may pos-
sess the genetic tendency for developing that disease.

As you Rnow, certain complications are prevalent in our diabetic

pulation. For example, these complications are kidney failure,

lindness—diabetes is the leading cause of blindness in our coun-
try-ams)utations. heart disease, stroke, and complicated pregnan-
cies. Well, if one can intervene by instituting appropriate control,
one can prevent these complications from developing.

But diabetes is a disease which is dependent upon the patient
being knowledgeable and engaging in certain self behavior in order
to do the things which are necessary for promoting well-being. Pa-
tient education and nutritional counseling is an integral part of
what we do. In three States, for example, it has been shown—in
Michigan, Rhode Island, and Maine—that just simply by the insti-
tution of patient education programs you could decrease the rate of
hospitalization by 50 percent. _

Similarly, if one provides laser thera{)y in the treatment of dia-
betic retinopathy before it leads to total blindness, one can reduce
visual loss by 60 percent.

We are standing in the position in the field of diabetes where we
have the evidence that the measures that we are talking about in
terms of health promotion and disease prevention do work. What
we lack are the instruments in order to be able to implement this
through health care financing.

I was going to refer to one piece of legislation, and I will end on
that. One piece of legislation relates to H.R. 2643, which is a piece
of legislation, a very simple piece of legislation, toc have HCFA pay
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for the cost of a special shoe in order to prevent patients from
going on to amputations. The use of special shoes and the use of
patient education programs can decrease the rate of amputation by
a factor of 50 percent, a tremendous cost saving not just in terms of
human well-being, human considerations, but also monetary sav-
ings as well.

Thank you, Mr. Chairman.

?enator DuRrReNBERGER. Thank you very much.

im.
[Dr. Sussman’s written testimony follows:}

50-219 O—85——11
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Mr. Chairman,

My name is Karl Sussman. I am currently President of the
American Diabetes Association which has 58 affiliated associations
and 200,000 lay and professional members. I am also a physician
involved in clinical care and research within the Veteran's
Administration health care system, 1 am also Acting Associate
Chxef of Staff for Research and Development at the VA Medical
Center, and Professor of Medicine at the University of Colorado

School of Medicine in Denver.

The American Diabetes Association is pleased to be able to
participate in this hearing and we appreciate this opportunity to
testify before this distinquished committee about preventive care,
health promotion and their impact on the quality of patient life
and costs to Medicare and éther payment sources. We have a major
investment in health promotion and preventive care in our public
awareness programs, our professional education programs and our
journals for both consumers and professionals. In 1984, we
jointly sponsored a major conference on financing improved care
particularly emphasizing preventive techniques. Also sponsoring
this program were the Department of HHS, Centers for Disease
Control, and the National Diabetes Advisory Board. We also
conducted a major clinical education program for primary care
physicians which reached 30,000 physicians and brought to them the

newest of techniques in managing Type Il diabetes. We published a

-
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physician's gquide to Type Il diabetes as part of this program. I
will discuss many of these new methods of care in my testimony,
Mr. Chairman, we in the private sector are doing our part also to
improve care,keep costs and improve the quality of life for

patients.

Background Information on Diabetes and Preventive Care

There are approximately 5.5 million Americans who have been
diagnosed as diabetic and about 2.1 million are age 65 and over.
tach year approximately 500,000 new cases of diabetes are
diagnosed, Diabetes and the complications that accompany it
present an enormous economic burden to our health care system
generally and to the Medicare Program. Yet if diabetes and its
accompanying complications are properly controlled, a great number

of hospitalizations and the related costs can be prevented,

Uncontrolled diabetes results in several complications. In
fact, it is the complications caused by the disease rather than
the disease itself that are the most damaging both in terms of
human lives and cos: to our health care system, People with
diabetes face a shortened life span and are subject to a varijety
of long term complications including kidney failure, blindness,

. amputations of the lower limbs, heart attacks, strokes, and
neurological disorders. Uncontrolled diabetes can also result in
the acute complication known as diabetic ketoacidosis, a condition

that can lead to coma and to death. Diabetes also represents a

significant risk to pregnant women and their babies. Diabetic
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women have a siqnicantly higher risk of miscarriage and other
ocbstetrical co%pllcations as well as a high incidence of birth
defects, early infant mortality and illness requiring intensive
medical care in the early days of life. wWhile obviously, the
conplications of pregnancies are not matters with which Medicare
is particularly concerned, though disabled women can be of child
bearing age and on Medicare, they do affect Medicaid, and result
in high costs to the health care system generally. Generally,
Medicare coverage decisions have significant affects on Medicaid
and private insurance and, therefore, it is important to assure

reasonable coverage in Medicare even if there may be few

individuals affected,

It is estimated that the total direct cost born by the health
care system in treating diabetes and its complications is
approximately $7.4 billion. Since about 40% of diabetics are 65
and over, we estimate that approximately $3 billion of the $7.4
billion is born by the Medicare system., Diabetes DRG 294 is the
9th most costly DRG according to 1982 HCFA Medicare data and the
21st most prevalent Medicare admission according to the most -
recent data. There are other DRGs which are diabetes admissions

as well including DRG 285 for lower limb amputations,

There are many things that can be done to reduce these costs
and to improve the quality of life for diabetics at the same
time, First I will discuss some of the risk factors associated

with diabetes generally and steps that can be taken in reducing or
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preventing them and, thereby, preventing the onset of the
disease, This is primary prevention., I will then discusgs the
five major complications associated with diabetes and specific
measures that can be taken to reduce their occurence., This is a

matter of secondary prevention,

Obesity, hypertension, and poor metabolic control are the most
important risk factors in diabetes. They also exacerbate the
condition and increase the risk of complications if one becomes
diabeti¢c., The chances of gsomeone who is obese becoming diabetic
is more than twice that of the non-obese person, It is also
egtimated that about 85% of diabetics are overweight, Obesity
plays a prominent role in Type Il diabetes which is generally
defined as adult onset, non~insulin dependent and is by far the
most prevalent form of diabetes. For these individuals, a proper
diet and exercise program is extremely important. Even a modest
teduction in body wetqhtvcan usually result in improved insulin

sensitivity and even improved insulin secretion.

Diabetes {8 also most prevalent in those with diabetes in the

family. A primary preventive technique is, therefore, to identify

the high risk patients and obtain control of their weight.

Related to the obesity problem is high blood pressure or
hypertension. This condition affects a large proportion of

diabetics.
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Reducing high blood pressure (hypertension) can also help

prevent many of the complications of diabetes. Reducing smoking
also assists greatly in preventing complications. Poor control of
blood glucose or poor metabolic control is another serious problem
which can contribute to the development of many complications
associated with diabetes. Proper patient education and the use of
new and existing technology can aid remarkably in the reduction of

these risk factors related to complications.

Prevention Techniques

8y far the most important technique in preventing the
complications of diabetes is patient education in self-care. This
is something that we know works based on data from several
projects carried out throughout the country, many supported by the
Centers for Disease Control, Diabetes Control Program. A project
at Grady Memorial Hospital in Atlanta, Georgia which provided
patient education and diet therapy to 10,500 cases over a 10 year
period, estimated that the program prevented almost 1,500 cases of
diabetic ketoacidosis between 1975 and 1980. Further, it
estimated that the number of lower extremity amputations prevented
vas 555. Preventable hospitalizations were escim@ted to have
decreased from 670 per thousand in 1968 before the project was
started to 130 per thousand in 1972. A project in the state of
Maine, the Maine Ambulatory Diabetic Education and Follow-up
Program which provided out-patient education, documented a 39.8%
reduction in the number of diabetics hospitalized for all

conditions, a reduction of 32.2% in the number of hospital days
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and a savings of approximately $360,000 in hospitalization costs,
A similar project in Michigan which included home visits to
recently hospitalized diabetics to help them with the management
of their disease showed a 43% reduction in the total number of
hospital admissions and as well as a reduction in the average
length of stay for those who did have readmissions. Outpatient
education classes conducted in a Rhode Island project demoﬁstrated
a 58% reduction in hospital admisssions for preventable
complications of diabetes. The total persons requiring
hospitalizations decreased by 48%., These are only a few of the
efforts throughout the country to improve patient education for
diabetics. However, outpatient education is not generally
reimburseable under federal and private health insurance
programs. As I will discuss further on, this is an area that

Congress needs to address within the Medicare system,

Recent advances in technology greatly improve metabolic
control of diabetes and thereby lessen the likelihood of
complications such as blindness, amputations and kidney disease,
Recently, research at the National Eye Institute produced a laser
therapy treatment for individuals with diabetic retinopathy.
Another new technology is the external insulin pump. It has been .
denonstrated that the use of the insulin infusion pump can result
in better diabetes control for certain well-defined groups
including pregnant women and adolescents. It is an important new
technology whose benefits we are still learning about. Another

technology which aids in metabolic control of diabetes is the home
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glucose ronitor. This is a device that can be used at home for
nonitoring the level of blood glucose. This device can help both
insulin dependent and non-insulin dependent patients have better
control aver their diabetes, The insulin pump is not covered
under Medicare and the hore glucose monitoring device is only
covered under certain limited conditions. A third and very
important preventive measure for the foo:t disease and amputations
associated with diabetes is the use of specially fitted and molded
therapeutic shoes, Medicare does not currently cover therapeutic
shoes, though H.R, 2543, a bill recently introduced in the House
which would provide this coverage, The cost of the shoes is a
significant barrier to their acquisition., Increased availabilicy
could do much to prevent diabetic foot disease and ultimately
amputations. As technology develops, patient education in its use
becomes extremely important., The new technology in diabetes such
as pumps and home glucose monitors are methods of self-care and

patients need to be prepared to use them effectively.

Specific Conplications and Methods to Prevent Them

1. Diabetic Retinopathy and Visual Impairment

Diabetes is the maj)or cause of blindness in the country with
5,000 new cases reported annually. Diabetes causes retinopathy
which results in visual impairment., 50% of all people with
diabetes have retinopathy 10 years after the diagnosis of

diabetes. Between 500,000 and one million aged indivuals have
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diabetic retinopathy since there are 2.1 million diabetics over 65
AN

and many of them have been diagnosed for 10 years.

Preventive care for some cases of diabetic retinopathy are
well developed and being utilized. Research continues to expand
the preventive techniques., Photocoagulation by means of laser
therapy will reduce the risk of visual loss by 608, This method
works for patients with proliferative or advanced retinopathy. A
major National Eye Institute (NEI) trial is exploring the use of
lagser therapy in the early stages of retinopathy. The NEI has
data showing that this laser therapy procedure now saves SSI and
Medicaid $25 million annually in reduced dikability payments and
reduced use of health care sarvices. These savings would be
multiplied a number of times if Medicare and SSDI data were
available, but it is not at present. The diagnosis and treatment
of hypertension appéats agsociated with an increased incidence of
diabetic retinopathy. It is also believed that the use of new
technology to more strictly control blood augar‘levels will reduce

.
.

the incidence of diabetic retinopathy.
\

2. Foot Complications

Dtabeiics are particularly prone to foot disease. Many suffer
from peripheral neuropathy or loss of feeling or sensation in the
extremities. This can lead to repeated injury or trauma resulting
in ulceration and infections. Diabetics also suffer from

peripheral vascular disease which causes the blood supply to the
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lower extremities to be severely diminished. This prevents the
healing of ulcers and infections. Ultimately, this can lead to

gangrene and amputations.

It is estimated that at least 40,000 diabetics are required to
have a lower extremity amputation each year, Between 17,500 and

25,000 of these are believed to occur in individuals 65 and over.

The rate of amputations could be substantially diminished {f
proper foot care were available. This involves patient education
about proper foot care and where appropriate, the use of special
shoes. The Veterans Administration presently offers such a
specialized program and general}y estimates substantial savings
from reduced rates of hospitalization and amputations. 1If proper
foot care were available, it is estimated that the rate of
amputations could be reduced by'40\ according to research from
England and this country. If we assume that 17,500 of the 40,000
amputations per year occur among Medicare beneficiaries, and 408
or 7,000, were prevented the net savings to Medicare if foot care
including shoes Hfte available would be about $86 million., This
represents the cost of providing shoes to diabetics with severe
diabetic foot disease (estimated to be about 662000 individuals)

subtracted from the cost of amputations expected to be prevented.

Existing programs show that this is an effective prevention
technique. The Grady Memorial Hospital Diabetes Program was able

to reduce amputations by approximately 408 where individuals were
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provided with proper foot care including shoes where indicated and
affordable., At another study at Kings College in London,
amputations were reduced almost 50% where individuals were
involved 'a a toot care program which included special shoes,
That same study found thar the recurrence of diabetic foot ulcers
for individuals furnished with therapeutic shnes was only 19%
compared to a 91% rate of recurrence fcr individuals who wore
regular shoes, However, even though we know that many of these
arputations could be prevented through proper foot care and the
availability of shoes, there are very few programs in place to
acconplish this., This is vartly due to lack of reimbursement for
outpatient education and for therapeutic shoes under Medicare,

private insurance and Medicaid. .

3. Diabetic Ketoacidosis and Coma

A third complication associated with diabetes is diabetic
retoacidous1s or diabetic coma. Thic is a severe complication
caused by an insufficient level of circulating insulin. 1If it is
left untreated or not treated properly, it can result in death.
Further, 1t 1nvariably accelerates other health problems later in

life. This complication can be almost totally prevented if the

patient receives optimal medical care and adheres to a prescribed
treatment regimen., Self-blood glucose monitoring through home
kits can play an inportant role in preventing diabetic
ketoacidosis as can close metabolic control by use of insulin

infusion punmps. Patient education in the use of this technology
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is important to its effective use. This complication can also be
prevented by making health care practitioners aware af symptomé of
this condition and how best to treat it. “The Grady Memorial
Hospital study referred to above reduced the number of hespitaliza-
tions for diabetic ketoacidosis by approximately 1,462 between

1975 and 1980.

4. Kidney Disease

Another conplication is kidney disease or nephropathy and is
potentially the most costly. About 4,000 cases of end stage renal
disease Bccur annually among diabetig people., Patients diagnosed
as having diabetes before age 20 have a 50% chance of developing

renal disease. About 25% of all cases of end state renal fajlure

are attributable to diabetes. The annual cost for diabetjc

patients under the Medicare funded end stage renal disease program

is currently about 200 million per year and growing rapidly.

Kidney damage also leads to the elevation of dlood pressure which
in turn may further aggravate renal damage as well as the other

complications of diabetes,

It is reasonably well established that the best way to prevent
kidney complications is to prevent the pre-disposing factors
including hypertension and urinary tract infections. While the
course of diabetic nephropathy is not completely understood, it is
believed that the prevention of these.Fisk factors associated with

it are the bes: way to prevent kidney disease itself. Patient
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education plays an important roie in this preventive care as well
as monitoring of a diabetic patient's renal function. Avoiding
epfsodos of ketoacidosis is also important in preventing or
postponing renal disease. Once structural damage to the kidneys
is advanced, the disease progresses rapidly and the only

treatments are dialysis and kidney transplantation.

Evidence has been accumulating that the use of the insulin
infusion pump will reduce risk factors associated with kidney
disease and will result in better management of diabetic kidney
disoase; Proteinuria is usually the first indication of renal
disease and close control of blood sugar may well reduce

proteinuria substantially.

5. Diabetfic Pregnancy

Diabetes is a major risk factor in.complications associated
with pregnancy. 1In addition to the approximately 14,000 babies
born each year to diabetic women, 90,000 babies are born to women

who develop gestational diabetes during pregnancy. The mortality
rate for infants of diabetic mothers is extremely high, with
approximately 4,500 deaths occutfng on or about the date of birth

each year. These infants also experience high rates of congenital

malformations and anomalies, respiratory distress, prematurity and

other serious medical problems,

~
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Patients suffering from diabetes during pregnancy are
generally classified on the basis of the time of onset, the
severity of the diabetic condition and the presence of
complications. Most of the morbidity for infants of diabetic
mothers occurs in women who are insulin-dependent prior to
pregnancy, ané‘the tisk of dedth, severe birth defects, and other
serious complications increases for mothers who have been .
insulin-dependent for ten years or more. Studies have shown that
between 6 and 12¢ of diabetic pregnant women will give birth to
infants with major congenital malformations. This means about

6,000 to 12,000 disabled infants are born of diabetic mothers.

Hormonal and metabolic changes of pregnancy result in the
diagnosis of gestational diabetes for 20-30,000 pregnant women
each year. This prevalence of diabetic reactions among women who
baecome pregnant necessitates testing of all pregnant women between
the 24th and 28th week of gestation in order to identify glucose
intolerance. A diagnosis of gestational diabetes requices the
inquiate implementation of strict dietary controls and/or insulin
therapy to prevent maternal weight loss and fluctuating blood
glucose levels, both of which can pose a serious threat to
enbryonic development.

During the 19708, medical te#?arch demonstrated that diabetes
control had helped to decrease fetal and new born death rates, but
that the incidence of birth defects rcmained three to six times

higher than usual. Further research has pointed up the importance
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of maintaining proper control of glucose levels during the early
stages of pregnancy, when organs most frequently affected by
congenital malformations -- including the hLeart, brain, and spinal
cord -- are jqft beginning to develop. These conclusions
demonstrate the need to ensure excellent control over blood sugar
levels immediately from the time of conception, rather than simply
at the time when women discover that they are pregnant some s8iXx to

eight weeks later,

A number of preventative measures, both educational and
technological, are available to assist in the maintenance of
excellent diabetes control throughout the gestational period,
Patient education and management programs, initiated prior to the
time when the diabetic woman may become pregnant, are essential to
maintenance of tight control. Instruction regarding nutfition.
exercise, insulin therapy, glucose assessment and pregnancy
planning schould be provided through the combined efforts of
diabetes educators, prenatal nurses, nutritionists, social workers
and physicians. Early active patient, spouse and family
participation in educational programs is essential for success of

a pregnancy conplicated by diabetes.

The use of self-blood glucose monitors is8 an important
mechanism for obtaining accurate blood sugar analysis because
uring testing is not a senstive enough indicator of satisfactory
blood glucose levels. Blood glucose testing is needed throughout

pregnancy to minimize the possibility to hyperglycemia.
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The subcutaneous insulin pump is achieving increasing medical
accpetance in the treatment of diabetic women who are pregnant.
The pump, which is portable and externally worn, provides
continuous infusions of insulin in carefully measured dosages.
Pump use has been shown to decrease the incidence of abnormally
large babies born to women affected by gestational diabetes.
Given propr understanding by the patient, the pump can be used in
comrjunction with self-blood glucose monitoring equipment to

achieve nore consistent and successful control over blood sugar

levels.
Recomnmendations Regarding Medicare Reimbursement
and Preventive Care
1. The lack of reimbursement for many prevention techniques

is a significant obstacle to effective prevention and control of
diabetes., While third party payors may recognize the role of

patient education in reducing diabetes morbidity and mortality,

they routinely reimburse only where education is provided during a
hospital stay. While Medicare does not specifically mention
patient education as a covered item, it can be covered under the
nore general provisions. Medicare has determined that “resonable
and necessary" patient education programs may be covered as a
physician service or as a paramedical service *incident to® a
physician service. However, this makes reimbursenent for

outpatient education programs problematic unless they conform to
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the strict requirements of ®incident to® physician services
including strict physician supervision. Much patient education
can be done by nurse practitioners and registered dietitians and
it can be done in group sessions. We believe it would be
important for Medicare to permit reimbursement for patient
education on an outpatient basis and in groups by allied health
professionals even if not strictly incident to physician services,
where provided in organized settings which meet appropriate
criteria of quality. The National Diabetes Advisory Board has
developed such criteria for patient education programs and.we

shall submit the criteria for the record.

2. Medicare coverage for new diabetes technologies is also

becoming an issue of increasing importance. As I mentioned ahove,
Medicare does not provide coverage for therapeutic shoes.

H.R. 2543 would provide that kind of coverage. We estimate a
savings of about $86 million annually if the bill were enacted.
Our cost estimates and the bill are submitted for the record.
This legislation would cover special therapeutic shoes for
diabetics with diagnosed diabetic neuropathy and with evidence of
severe foot disease including deformed and severly ulcerated
feet., The shoes would be specially designed to fit and protect
the diseased foot and enable the patient to walk much more easily
and without exacerbating the disease. The shoe would be provided
only upon the prescription of a physician, including podiatrists,
who also certify tha the patient is under a plan of care by a

physician for his or her diabetic condition. The physician would
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have to certify as well that the patient was going to benefit from
the use of the shoes in terms cf improved foot cohdition and
lessened likelihood of further complications. We also would .
assure quality control by having a prior authorization from a PRO

or intermediary as to the appropriateness of the shoe.

Medicare does not now cover insulin pumps although it did
prior to 1985, We believe insulin pumps have a denonstratcd‘
benefit for certain individuals and should be covered accordidgly
for those patients, We have developed a specific policy on this
matter and it will be before our Board this weekend. We then
intend to recommend this policy to HCPA to replace their current

policy denying coverage entirely,

Another reimbursement issue is home glucose monitoring. B8lood
glucose monitors are meter devices which evaluate blood glucose
levels on the basis of color changes produced on specially treated
reagent strips in reaction to glucose concentrations in the
patient's blood. The patient makes use of the device by drawing a
drop of blood with a disposable sterile lancet, and placing it {n
the treagent strip., Thereafter, the reactive strip is placed into
the monitoring device. Medicare coverage policy for this device
is quite limited. 1In order for a patient to qualify for Medicare
cov;taqo of a home glucose monitor, the patient must be
insulin-dependent. 1In addition, the patient's phyci?lan rust
document that the individual's condition is characterized by poor

diabetic control consisting of:
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a) widely fluctuating blood sugars,

b) frequent episodes of 1nsulin reactions, or

¢) evidence of frequent significant insulin reactions.

The physician must state that the patient is capable of being
trained to use the particular device for which coverage 1s
sought. Finally, the device must be designed for honme rather than
-clinical use, Home glucose nmonitoring systems are a highly
effective means of assisting many d}abetics in monitoring
excellent control over blood sugar levels, For example, as
discussed above, pregnant women with diabetes are prone to
fluctuations, and the home monitors are achieving rapid acceptance
as a means for conbatting this problem. We believe the medical
reimbursement policy for this device is restrictive., In effect,
the conditions requires that an individual patient actually be the
victim of uncontrolled blood sugars and/or insulin reactions
before the system will be covered, This policy is inconsistent
with the key objective of home glucose monitoring which is to
prevent fluctuating blood sugars and insulin reactions from ever

occuring.

We thank you for this opportunity to testify and are available

to answer questions.
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STATEMENT BY JAMES L. REINERTSEN, M.D., PRESIDENT, PARK
NICOLLET MEDICAL FOUNDATION, MINNEAPOLIS, MN

Dr. REINERTSEN. Senator, I find myself in the position of second-

in¥ the motions of the previous two speakers.

am a rheumatologist, an internist specializing in arthritis and
rheumatic diseases. I practice at the smoke-free Park Nicollet Med-
ical Center, a 275-physician group practice in Minneapolis, which
includes among its activities a 200,000-member HMO and a Medi-
care demonstration HMO component.

In addition to my clinical practice, I am president of the Park
Nicollet Medical Foundation, the primary mission of which is to
promote research and education in self-care, disease prevention,
and related health services.

I wish to speak in support of the extension of Medicare benefits
for preventive and health-promoting services, particularly for those
ggrvices which cnable the elderly to cope and live well with chronic

isease.

The Medicare population, because of its age distribution, contains
a high proportion of persons with some chronic illness or disability.
Forty-four percent of those over age 656 have some disability that
limits full function; in 23 percent this is moderate or severe. I see
little reason to believe that this proportion will decrease dramati-
cally, at least in the near future, unless some of the preventive ac-
tivities you have been talking about earlier in the hearing are ap-
plied very effectively over the entire age spectrum. It may even in-
crease as longevity continues to rise.

I therefore believe that the Medicare system’s major challenge
and opportunity is not so much to prevent these conditions out-
right, but to help its beneficiaries live well with them. Failure to
do 8o will mean that we will continue to pay for the complications
of those chronic conditions, a policy far more expensive than
paying to develop the knowledge and skills among the Medicare
porulation to prevent them. -

would like to cite two example programs, one in fitness and one
in diabetes education, to support this view. That is why I said I
find myself seconding the motions of the previous speakers.

First, in fitness. Considerable evidence exists to support the view
that old people don't wear out as theg age, they rust out.

Senator DURENBERGER. They what?

Dr. REINERTSEN. They “rust out.” [Laughter.)

Using the bones, muscles, and joints, along with the cardiovascu-
lar an neurolog‘i; systems in a well-designed fitness program may
be one of the best means of preserving the ability to walk and
therefore to remain independent. The additional benefits of fit-
ness—increased mental alertness and vigor, better pain control,
fewer falls because of better coordination, better stamina, and so
forth—all combine to make fitness one of the most immediately ap-
pealing means of enhancing the functional capabilities of seniors
with arthritis, emphysema, heart disease, and a host of chronic ail-
ments.

We now know how to present fitness to the elderly. The National
Council for Fitness and Aging has developed guidelines for senior
exercise programs. An example of such a program is Over Fifty
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and Fit, which we developed at Park Nicollet with help from the
Metronic Foundation. Listen to these reactions of participants in
this low-cost program, which is led, by the way, by senior volun-
teers in high rises and other centers:

\ Since my retirement, arthritis has kept me from getting much exercise. 1 was
really worried; I couldn’t do any of the workout exercﬁes. and believe me, | started

very slowly. Now I can keep going for much longer in class, and the walk to the
mailbox is a piece of cake.

Another one:

I feel very about this program. Even with my artificial knees 1 can do most
exercises and have noted real progress as I continue the program.

The processes of aging, then, and deconditioning resemble each
other 8o closely that some researchers estimate that 20 percent of
hospitalizations for the elderly would be eliminated by widespread
B?aticip%tilgir; in safe, medically designed programs such as Over

an .

I believe they are right, and that demonstration projects under S.
369 would show this.

On the side of diabetes, which provides by the way a more fo-
cused example of an opportunity to spend dollars well, current
Medicare policy pays for diabetes-related renal dialysis, amputa-
tions, blindness care and so forth, but it does not pay for outpatient
education programs to prevent these costly problems. Exceptions to
the policy exist in Maine and Michigan where studies, interestingly
enough, have shown the education programs to reduce hospitaliza-
tions by 43 percent, saving $300 per Xear per diabetic. en one
considers that 1 in 20 Americans has diabetes and that this propor-
tio& ix:. hligher in seniors, one realizes the magnitude of the savings
potential.

The data are in, then, demonstrating cost effectiveness of diabe-
tes education. Furthermore, the National Diabetes Advisory Board
has now published standards for outpatient diabetes education,
which mirror closely, I am proud to say, the programs of the Inter-
national Diabetes Center, one of our divisions in the foundation.

It is time to take the data and the standards and formulate a na-
tional policy under which Medicare would pay for this preventive

process.

You know better than I how ill-equipped the Nation is to contin-
ue to pay surgeons to amputate gangrenous diabetic feet, and neph-
rologists to attach ditg{sis machines to people with failing kidneys,
when we could pay educators to teach patients to care for them-
selves 80 a8 to avoid these tra%edies.

Let me close by citing a 16th-century description of aging and ac-
tivity given by a Spanish physician:

The fifth age is old age, which is past 40 or more years, and in this sge the prope?

exercise is to ride a mule or to walk for a while on foot. The sixth . wl‘a)ich is
decrepitude, from 70 years on, requires gentle movement and the use of temperance.

I would like to suggest we have come a long way in this Nation
since the 16th century. As a nation, we do not want and we cannot
afford decrepitude from 70 years on.

Thank you.

Senator DURENBERGER. Thank you very much.

[Dr. Reinsertsen’s written testimony follows:)
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PRECIS

General principles of health promotion are applicable to older Americans,
but the hl&? prevalence of chronic diseases awong the elderly requires that
special emphasis be placed on helping them live well with chronic disease,
vrather than purely preventive approaches.

This psper describes twvo examples of programs which could limft disabiliey
and medical costs for older Azericans who have chronic conditions of aging.

l. Fitness. Aging and deconditioning bear a remarkable resemdlance.
Many sajor causes of disabilfity, hospitalfization, and nursing home admission
could be reduced by videspread access to fitness activities for the elderly.
The "Over 50 and Fi{t" program {s an example of s program specifically designed
to meat the special needs of older people.

2. Dfabetes education. Many of the complications of diabetes are

preventable through education as exemplified by the progiams of the
Intarnational Diabetes Center. Such programs could prevent the disadbility and
cost of up to 20 percent of diabetes-related blindness, renal disease, and
smputations. Other chronic disease self care ;ducutlon programs could be based

on this model.
I recosmend that the Commfittee

l. Creste financial {ncentives to encourage older Americans to

participste in fitness programs designed to meet their needs.

2. Support chronic disease self care education programs vithin the Medicare

benefits structure by reimbursement for tuition and class fees.
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STATEMENT

Within the next 15 years, the proportion of the Federal budget devoted to
persons over 65 will increass to 32 pcrcent.l These dollars vill be spent in a
number of wvays, but & large proportion will go to the institutions and professionals
vho care for the mentally and physically disabled. At present, 44.3 percent of
those over 65 have some disability that limits full function, and 21 percent of
those over 85 are in nursing homes or other long term care flc(litlcl.2’3 144 -
ve are to limit the fmpact of their disability and Illness on their lives, and
correspondingly to limit the impact on thoblodcrnl budget, the principles of
health promotion will need to be applied to the elderly in a carefully crafted
national program.

Although all facets of health promotion (safety and accident prevention,
chollcel and tobacco use, mental wvell-deing, fitness, and nutrition) apply to
the elderly, the high prevalence in this population of chronic {llnesses such
as arthritis, cardiovascular disease, and diabetes requires that health promo-~
tion programs for the Medicare-eligible place special emphasis on helping them
to live well vith chronic diseases. Ny testimony will focus on tvo examples of
prograns {n fitness and diabetes vhich can mest this challenge--helping the
elderly to cope vell vith chronic disesse--rather than on purely preventive
aspects of health promotion which are more effectively applied to our youngest
citizens., It 1is my thesis that widespread availadbility of such prograss to
Medicare houollZiortea vould be an extraordinarily powverful vay to limit
unnecessary disability and cost.

Fitness '

The processes of aging and physical deconditioning are remarkstly similar

phyltologlcnlly.‘ Only 30 percent of those over age 65 exercise regularly, and

50-219 0—85——12
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this lack of activity may accelerate some of the most debilitating changes
associated vith aging. For example, hip fractures from falls are more likely

in those elderly patients vho are cbese, veak, osteoporctic, and iacking in
coordinatfon--all factors associated with sedentary lifistyles. Even mental
acuity declines more in sedentary than {n active elderly pctsons.s When the
cardiovascular risks ¢f deconditioning are added, 1t is therefore not surprising
that adaissions to institutionalized care for the elderly might be reduced as
much as 20 percent by widespread participation in fitness progro-s.s

In 1981, the Park Nicollet Medical Foundation, vith major funding from the
Medtronic Foundatfon, developed a fitness program specifically designed for the
senfor populaticn. This program, "Over 50 and Fit," is dased on sound principles
of safe exercise and is accessible to all but the most severely handicapped
elderly. It is entirely led by volunteers from among the ranks of the elderly
and 1s successfully operating in senior citizen centers and high rises around
the Twin Citfes.

While data have not sccumulated yet to show that '"Over 50 and Fic™ reduces
medical costs, it 1s clear from participants’ reactions that their abiliey to
cope vith minor and moderate degrees of functionsal impairment (e.g., from
arthritis, the most common cause of disability among the elderly) 1is signifi-
cantly tmproved. 1 believe that "Over 50 and Fit,"” and sisilar programs, if
they vere easily sccessidle and videly available around the country, could ﬁclp
our burgeoning Medicare-eligible population live well with their various
age-related ailments.

I strongly urge the Finance Committee to ccnsider wvays by wvhich Medicare

benefictaries could be financfslly supported vhen they participate in fitness
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prograss such as "Over 50 and Fit." I belfeve that the cost of such incentives
would te more-than justified by reduction in other costs--particularly in
wedical costs related to cardiovascular and rheumatic diseases and in
psychiatric care. We have come a long vays from Dr. Mendesz' 1553 description
of aging and exercise: "The fifth age 13 old age, vhich is past 40 or more
years, and in this one the proper exercise is to ride s mule or to walk for a
vhile on foot . . .. The proper exercise for this and the sixth age, vhich s
decrepitude from 70 years on, is gentle moveuent and use of temperance in.
everything he has been used to."’ As a nation, wve do not want and cannot
afford "decrepitude from 70 years on."
Diadbetes

Diabetes is & major and costly chronic disease affecting older Americans.
It affects 1 in 20 Americans and {s responsible for a large uumber of costly
complications smong the elderly, facluding nerve dnna;;. blindness, heart
attacks and strokes, kidney failure, snd amputations. For example, 40 percent
of amputstions after age 45 are due to dicbotcn.c As the proportion of senfors
vho are obese grows, the 1likelihood of higher diabetes-related costs incraases.

Much can be done to curb these costs and to limit the dissase and ite
complications. Most {mportant would be a natfonwide effort to increase physf{cal
activity, vhich would in turn reduce obesity, the chief non-genetic risk factor
for diabetes. Despite such programs, however, many Americans vill develop
diabetes, and it is by helping them, their families, and thefr health
professionsls to optimally manage their disdbetes that complications like amputa-~
tions and blindness could be forestalled. At least 20 percent of both blindness
and amputations sre thought to be entirely preventable by better diadetes

sanagement. Twenty-five percent of dialysis patfents fn the $1.8 billion End
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Page ¢

Stage Renal Disease Program are diadbetic; many of them wculd not need to be
there {f optimal self care and d{abetes mansgement vere practiced. What is
needed i3 widespread knovledge and experience among diatetics in prinrciples of
self care and advanced diabetes management.

The Intern<tional Diabetes Center (IDC) has pioneered programs which could
meet this challeange in health education, self care, and professional education.
This {nstitution, which {s & division of the Park Nicollet Medical Foundtfon
8.4 headquartered in Minneapolis, enables patients to "live well with dlabetes”
through in-depth, practical programs for individuals with diabetes and their
families, as well as for their health professionsls. The IDC's programs are
generally recognized internationally as a model for teaching self care in
chronic disecase.

Some fnsurance carviers have recognized the enormous potential for programs
such as the IDC's to prevent co.;llcattonl and lowver costs and have begun to
sudbsidize enrollees’ participation. I believe it is tize for the Federal
goveranment to consider spending Medicare dollars for rreventive programs for
older diadbetics, rather than for asputations, dislysis., and fapotence devices.

Furthermore, there are many other chronic illnesses, such as arthritis and
chronic lung dlleano.~l-on; the elderly for which d!sease-specific education
prograss could make & significant impact on disability aud costs. The goal
wvould be to enable our older Amerficans to live well with vhatever chronic
coaditions the aging process brings them. Failure to do so in a time of rapid
expansion of the senior population will mean increasing numbers of frail elderly

and staggering increases in the cost of their care.
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Senator DURENBERGER. We thank all of you. I indicated I am
going to miss my plane unless we conclude this hearing, but let me
conclude with one observation:

We may be, Dr. Jette, preaching here to the converted, but 1
know there is one person in this room, and probably more, who are
a whale of a lot better informed as a converted person than we
were 3 hours ago. This has been a most enlightening hearing, and
from my standpoint particularly comprehensive. My own view of
disease prevention and wellness promotion has changed a lot in the
last 2% hours, and I am grateful to all of the witnesses, and to this
panel in particular.

Thank you very much. The hearing is adjourned.

[Whereupon, at 12:09 a.m., the hearing was concluded.]

{By direction of the chairman the following communications were
made a part of the hearing record:]



- 346

STATEMENT OF
THE-AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS

Financing Graduate Medical Education

Submitted to the
Subcommitee on Health
Committee on Finance

United States Senate

June 12, 1985



347

The American College of Obstetricians and Gynecologists (ACOG) is
an organization of over 25,000 ‘physicians specializing in the delivery of health
care to women. On behalf of our members, we would like to share our views
on the funding of graduate medical education.

There are currently 293 approved residency training programs in obstetrics
and gynecology throughout the United States, training 4,704 residents. To
complete training in obstetrics and gynecology, a resident must have a minimum
of four years cof approved clinically oriented graduate medical education of
which at least three years must be entirely in the specialty of obstetrics and
gynecology. Residents in obstetrics and gynecology represent approximately
6 percent of the total number of residents in graduate medical education.

The current system of financing graduate medical education relies almost
exclusively upon patient care revenues generated by the hospital. As the single
largest source of hospital revenue, Medicare's contribution to medical education
is thus significant, In pax"t. this strategy of financing medical education via
patient care revenues is a valid recognition of the large mcasure of patient
care provided by residents in training, particularly care provided to indigents
in both public and private hospitals. However, an inequity exists when, as
a society, we rely exclusively upon charges to the sick and elderly to f{inance
training of physicians from which all of society benefits. Furthermore, in
a competitive health care environment, teaching hospitals are placed at a
disadvantage if they must pass on to patients the cost of training in ord‘er
to maintain these programs.

The ACOG believes that ideally, research and education necessarv to
maintain and improve the collective capacity to provide health care -~ insofar
as they are a public responsibility -- should be financed to reflect that fact,

rather than relying for their support on patient care dollars. However, change
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to implement this principle must be approached in a way that will minimize
disruption of the current strengths of and support for research and education.

The Administration has put forth two proposals in its budget for fiscal
year 1986 which would reduce the availability of Medicare trust funds to pay
for graduate medical education. This reduction would be accomplished through
a freeze on direct support to hospitals for interns' and residents' salaries and
a 50 percent reduction in the adjustment for each Medicare patient treated
in teaching hospitals (indirect medical education). Because these proposals
would be implemented with no corresponding alternative to maintain public
support for graduate medical education (and indeed, limited federal support
for certain residency training prograins under Title VII of the Public Health
Service Act would be eliminated altogether), we cannot support them.

The Administration cites a dual rationale for its proposals with respect-“
to the Medicare trust funds: reductions in the level of support for graduate
medical education are needed in order to improve the solvency of the trust
funds, and secondly, the projected number of physicians in practice or in training
constitutes a surplus which warrants a reexamination and reduction in the
level of federal support for medical education,

Issues of physician specialty and geographic distribution have also been
raised in recent policy debates. It has been suggested that federal support
should be targeted toward the primary care specialties in order to achieve
a more desirable mixtwre of primary care providers and specialists. Some
policymakers believe this goal can be achieved by a federal requirement that
an arbitrary percentage of residency slots be devoted to training primary care
providers if an institution is to qualify for federal support or, altemat-ively.
that federal training funds be time limited, for example -- that only the first

three years of training be supported. We believe such an unprecedented attempt
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to direct manpower policy through use of the Medicare trust funds warrants
more extensive discussion and debate than can be achieved solely within the
context of the budget process.

With respect to the emphasis on increasing the numbers of primary care
providers, we would hike to clarify the role of the obstetrician-gynecologist
in women's health care. Obstetrician-gynecologists are specialists who provide
health care for women with particular reference to the female reproductive
system. In addition to applying knowledge and skills to a specific organ system,
they are involved in the care of the whole pitient. Obstetrician-gynecologists
are the principal access and source of medical care and advice for many women
thrcughout their adult lives and may be their only regular medical contact,
Almost 80 percent of the patients seen by an obstetrician-gynecologist are
on a sell-referred basis; while under his or her care, 70 percent receive the
majority of their patient care from the obstetrician-gynecologist.

-According to the National Ambulatory Medical Care Survey conducted
by the National Center for Health Statistics, obstetrics and gynecology ranked
fourth among all specialties in the number of physician office visits, Of all
visits to physicians’ offices by women in the age yroup 15-44 years, 30 percent
were to obstetrician-gynecologists, nearly equal to the 32 percent of such
visits made to general and family practitioners. Among the major reasons
for visits to obstetrician-gynecologists are routine prenatal care, gynecological
examinations, and contraceptive management. Together, these account for
49 percent of ob/gyn visits. Obstetrician-gynecologists provided 76.9 percent
of all prenatal care in 1981 (up from 72.1 percent in 1975), 85.1 percent of
all gynecological examinations, and 75.9 percent of all contraceptive

management.
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We believe any attempt to target federal support to training primary
care providers must include training of obstetrician-gynecologists. Furthermore,
to av~id disruption of the many excellent training programs in this specialty
and to maintain the quality of patient care provided, support should not be
limited to three years without assurances that alternative funding sources
will be available for residents to complete the fourth year of training.

The functions of a teaching hospital include patient care, education of
residents, research, and often, indigent care. Interrelated in a complex way,
these functions cannot withstand the proposed loss of $845 million in FY 1986
without jeopardy to the entire system. We urge the Congress not to act precipi-
tously and without assurances that funding mechanisms will be in place to
both maintain and improve the present system of graduate medical education

and to continue care for indigent patients.
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THE AMERICAN DIETETIC ASSOCIATION
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THIEPHONEF: (312) 280-3000 1) 200

June 21, 1985

The Honorable Dave Durenberger, Chairman
Subcommittee on Health

Cormittee on Finance

- 219 Dirksen Senate Office Building
Washington, D.C. 20510

Dear Senator Durenberger:

The American Dietetic Association (ADA), a
national organization of more than 50,000 nutrition
professionals, welcomes the opportunity to share our
comments and recommendations on the role of nutrition in
health promotion and disease prevention. Please include
this letter in the published record of your June 14 hearing
on health promotion and disease prevention for Medicare
beneficliaries.

Durinf the last decade, research has increasingly
identified the link between nutrition and health. An NIH
which panel has suggested that as many as 34 million
Americans have a level of obesity close to 20 percent or
more of the recommended ideal body weight. This panel has
recommended that those individuals who fall into this
category be treated. Obesicz has been associated with
several disorders including heart disease, hypertension,
hypercholesterolemia and diabetes. Treatment of obesity
with nutrition intervention is more than simply preventive.
Throuih successful weight reduction and behavior
modification, individuals are less likely to return to their
obese state: therefore, the obesity and its complications
(e.g., diabetes) have been treated. This can siinificantly
improve quality of 1ife, and also result in significant
savings to the health care system. For example, in a 1979
study on the use of nutrition intervention in treating
diabetic patients, it was demonstrated that diet management
and weight loss resulted in the reduced use of insulin and
other medications. It was estimated that over an eight year
period, a savings of $90,609 was realized. In addition,
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$37,000 was saved by averting the need for emergency room
admission and surgery cost for amputation.(l) .

The HIH panel on lowering blood cholesterol to
prevent heart disease recormended that those individuals
with high and moderate blood cholesterol levels receive
dietary treatment from a physician, dietitian or other
health professionals. General guidelines were recommended
for those individuals with low or normal levels "as well, In
general, these included adopting a diet with rcduced levels
of fat, and reduced calories if needed to reduce body
weight, While the latter §uide11nes arc perceived as steps
to prevent high cholesterol and possibly future heart
disease, nutrition intervention for those individuals with
moderate to high blood cholesterol levels is necesary for
the treatment and management of their disease.

Osteoporosis in this country has reached epidemic
proportions. More than one million fractures in persons
over the age of 45 can be attributed to this disease.
Ostcoporosis has been linked to insufficient intake of
calcium in the diet and must be prevented and treated by
dietary intervention, primarily in the form of education and
increased consumption of calcium.

The ADA recognizes the important role of nutrition
in producing a positive outcome for different disease states
and ih prevention care as well. Of equal importance, is the
problem of access to care, particularly in the Medicare
population. Without the necessary reimbursement for
nutrition services, man{ individuals must go without such
health care. We strongly urge that nutrition services be
received as a bonafide recimbursement service to enable
access to suzh health care. For cxample, diabetes
outpatient education programs are not routinely reimbursed
at this time. We recommend that these programs and other
disease management efforts be covered by Medicare and other
health insurance programs. The benefits of nutrition
services are numerous. Studies have shown that nutrition
intervention can lead to reduced length of stay in
hospitals, reduced hospital use, reduced complication rates,
lower overall medical costs and increased quality of life

(2,3,4).

Finally, we applaud this panel's effort in the
area of health promotion and disease prevention and support
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the chairuan's bill, S$.359, to provide for medical
demonstrations in healith promotion and disease prevention,
We view this approach as a responsible process for
determining the efficacy of covering preventive health
services for the Medicare population.

1f The Association can be of any assistance to
you, please do not hesitate to call either our Washington
counsel, Carla A, Hills, (202) 828-4400, or Catherine V.
Babington, Assistant Executive Director, Office of
Government Affairs, (312) 280-5091.

Sincerely,

Seclecen fW

Julian F. Haynes, Ph.D.
Executive Director

1. Davidson, J. K; Delcher, H. K.; and England, A.: Spin-off
cost/benefits of expanded nutriton care. J. Am. Diet.
Assoc, 75: 250-257. 1979.

2. Smith, A. E.; Powers, C. A.; Cooper, R. A, and
Lloyd-Still, J. D.: Improved nutrition services, reduced
hospital costs. Abstract: 1984 Annual Meeting of the ADA,
Washington, D.C.

3. Stave, V. S.; Robbins, S. and Fletcher, A, B.: A
conparison of growth rates of premature infants prior to and
after close nutrition monitorln?. Clinical proccedings
CHNMS, 35: 171-180. May-June, 1979.

4. Orstead, C. et al.: Efficacy of prenatal nutrition
counseling: MWeight gain, infant birth rate and cost
defectivencss. J. Am, Diet. Assoc. 85(1): 40-46 1985.
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Mr. Chairman, members of the Subcommittee, the American
. Licensed Practi~al Nurses Association Inc. strongly supports the goals stated in
$.359 which seeks to provided health promotion and disease prevention strategies
for Medicare beneficiaries.

N .Presemly there are approximately 75,000 licensed practical
[vocational nurses throughout the country who are an integral part of the health
care team. As the nations's second largest group of heaith providers, LP/YN's
play a vital role in the delivery of health care services. Working in a variety of
medical and health settingsy LP/VN's are keenly aware of our nation's heaith
needs. LP/VN's can be found in areas such as hospitals and nursing homes and
because of this experience, they are especially qualified to deal with elderly
patients, Known as the "beside nurse™, the role of LP/VN's is that of direct
patient care. It can include rehabilitation, helping the patient with daily living,
feeding, ambulatory care, and limited primary care. Through their educational
backg_round and experience, LP/VN's have had preparation in a very broad field
of health care delivery and have had specific education in anatomy, physiology
and the administration of medicine.

As the bedside nurse, LP/VN's the needless suffering and loss of
dignity many patients suffer because there is under-utilization of health care
providers and , more importantly , an outdated philosophy that medical care is
synonomous with health care. The American Licensed Practical Nurses
Association Inc. believes that "health care" should encompass a broad range of
services designed to maintain the physical, mental, and social well-being of
people. A truly comprehensive program of health care would include preventive,
diagnostic, thearapeutic, and restorative care.

As the nation's second largest group of health care providers,

Licensed Practical / Vocational Nurses should play a major role in the
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development and implementaion of this program. Participating in programs in
areas such as nutrition, diet control and modification, and exercise are just a few
examples where LP/VN's can play an important role in preventive health care.
We are asking that members of this subcommittee keep in mind the importance
of and the contribution LP/VN's can make when consiaering this important bill on
health promotion and disease prevention.

Preventive care is sometimes thought to be "wasted" on the elderly.
In America we hold the image of the elderly as weak and sickly. But this image
does not serve us well. By accepting this, we accept the myth that these effects
are an inevitable part of aging. The reality is that these effects are due in part
to three real processes: disuse disease, chronic disease, and cellular aging.
Disuse disease indicates loss of functions resulting from failure to use the
physical and mental faculties. Chronic disease includes arthritis, diabetes and
cardiovascular problems. This type of disease can be directly related to risk
factors which are influenced heavily by lifestyle. Cellular aging occurs when
changes in cellular functions came about which are an inevitable part of the
aging process. In reviewing these processes, we see that the promise of good
health for those over 65 is strong. By modifying the lifestyle of older
Americans, we can greatly decrease the episodes of disuse and chronic disease.

In part, this promise is becoming evident in the fact that America's
health has improved substantially since 1965. This is patricularly true among '
persons over 65 years of age. In the second half of this century, the life
expectancy for persons age 65 rose from 0.8 years per decade to one full year
per decade. In round figures this means that the elderly in America will number
between 15 and 20 million by the year 2050 as compared to between 3 and 5
million in 1985, This noticable improvement in health care can be contributed

largely to preventive actions rather than to technological improvements in
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diagnosis and treatment. An example of this is a recently completed landmark
study involving Dupont einployees and coronary heart disease. This study
concludes that the major reason for the striking decline of that disease was that
fewer cases had been occuring rather than that people with the disease are being
treated more effectively,

Medical cost have been steadily increasing. In the';e modern times, a
three day stay in the hospital can cost as much as Three Thousand Six Hundred
Dollars. Spending time in the Intensive Care Unit or the Coronary Care Unit
increases that cost to One Thousand Five Hundred Dollars per day, not Including
medications and doctors' fees. This means an increase of Nine Hundered Dollars
for the same three day stay. The American Licensed Practical Nurses
Association firmly believes that preventive measures will help to reduce these
rising medical costs and w improve the health of America's population. A
heightened awareness of proper diet, nutrition and exercise will not only help
those who are age 65 or older today, but will also set the stage for future
“elderly” Americans. It is never too late to educate pecople to change their
lifestyle for the better. Also: we should know that early indications of these
problems can help prevent diseases.

As part of a profession which is dedicated to serving those in need,
LP/VN's realize that to best serve our public we must do our best to prevent that
need from arising. Increasing America's knowledge of preventive measures is a
major step towards that .3oal. For this reason, the American Licensed Practical
Nurses - Association spports S$.359 in its efforts to establish Medicare
demonstration programs in health promotion and disease prevention.

As experienced health providers, LP/VN's would contribute
substantially to health promotion and disease prevention. These health care
providers could conduct programs in nutrition and diet. They also possess the

necessary background needed to teach disease prevention and diabetes control.

.
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This would include informing the public about the causes of diabetes such as
obesity and hypertension and also educating those who have diabetes in self care.
Supervision of exercise programs is another vital function which LP/VN's can
provide. Through proper exercise, the causes and symptoms of problems such as
heart disease and arthritis can be greatly reduced. The combination of
experienced LP/VN's and programs such as health screening, risk appraisals,
dietary consultations, stress reduction, exercise counseling and programs,
smoking cessation and the prevention of prescription drug misuse would greatly
contribute to a reduction of the needless suffering of our elderly and our
population as a whole. Th;ough a comprehensive health care program, of which
prevention is a major aspect, those in the health profession can increase the
publics' knowledge of proper heaith care, and a knowledgable public will be a
healthier public.

We want to thank this Subcommittee for allowing our association the
opportunity to express our support for S. 359 and we hope that prevention will

become a major focal point for the health profession in years to come.
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AMERICAN HOLISTIC MEDICAL ASSOCIATION

ANNANDATE VRGININ 22000 0 (S04 64) S

AWDMA STATEMENT
SENATE FINANCE COMMITYFE REARING
HEALTH FROMOTION, DISEASE PRFVENTION
June 14, 1985

The eradicaticn of the great epidemics -- semallpox, diphtheris,

vhooping cough, tetanus, polio, acasles, etc. -~ and the discovery

of the sulpha drugs, penicillin, and the antibtotics which eliminated

the menace of wany Infectious diseases, it was crineously assumed
that America was bound to become a nation of healthy people. Desplte
advancerents madein diagnostic techniques, surgery, and medical prac-
tice in general, Aszerfcans have not become healthfer. According

to Brian Inglis and Ruth West, in the Alternative Health Guide, “iIn

®any respects, they (Amevicans) vere not healthier than thetr father,
At the very time the wonder drugs had been
praiscd as life-savers for millions, Americans were not actually living
longer, on bdalance, then they had bdeen ten ycars before."

The hicalth of Amcricans have continued to deteriotate: 30 millfon
suffer with arthritis; 10 millfon sre having treatment for mental
illness; onc atllfon die annually from heart disease} and one thousand
die cvery day from cancer,

1t so wmany frmprovements and advancements have been made in science
Ansver: The
Arerican public's destructive life style -- high fat, Ligh cholesterol

and sedicine, whv are so many Anerfcans still unhealthy?

diets and scdentary living -- and the acdical comunity's neplect of
the frp. rtance of prevention in wedicine.

Tess than two percent of the health care budger goes toward Pre-
vertive redfctine,  According to Dorethy Waddell, M.D., Coordinator
of the Alternative Theraptes Unit at San Francisco General Hospital,
{n an attfcle in Healthitne, March 1984, "...rainstream medfcin: also

Aadmits to the irpottance of preventien aad cducation, but the pover of

BEST AVAILABLE COPY
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the diagnostic and therapeutic tools it wicids {s so great that those
1x~urs tend to be pushed inte the backpround.
WHY SREVENTIVE MFDICINE IS NIFDED

Flucating patieats and health protessiovats fn preventive medicine
Sooteressary to belp o roduce haal health Care costse 1€ the American
Fublic can be taueht hew to provent discases or accidents trom hap-
petang, many costiv oopezations, hospital stavs, and X-rays and other
diaan st procediten, would be unnecessary, Prevention of discase

steuld be the primuy foous of redicine,
SUMF PREVINTIVE THYRAFLFS

Biotevtback

Can be used to lower blood presssure or to reduce stress,

Rereartchers tn the tields of diet and ¢incer say that a major fraction
ot cancer deaths in this country can be avotded with proper changes

in the average Arerican diet. According to the panel on Diet, Nutrf-
tion and Cancer convened by the Natfonal Acadeny of Scicnces, "Pre-
liminary evidence s sufficiently persuasive to lead the panel to
tecormend Interina dietary quidel tres, that ll‘lollowvd #ay rceduce the
i<k ot cancer." They are: 1) Reduce the intake of dictary far; 2)
tnerease the consupptien of trufts, vegetables and whole grain ce-
teals: 3 Consume salt-cured, sroke and charcoal-drotled feeds only

in ~oderation: and ) Drink alcolnl (e beverages (n mederatfon.

bretoise
Regular exercise prorctes proper blood caireulation - particularly

irportant to clderly Ascifcans.

The Amertcan Holistic Medtcal Associateon was fonded (n 1978 to
urtte tully-licensed physiclans who alae practice holistic sedictne.
AMA N cight woals, which fnclude educating professionals and the
piblic, wlvecating insurance coverige of holistic methads, conducting
resvarch, and trying to broaden public health polizfes to Incorporate
preventive and holfstic health principles. 1llness preventton §s cea-

tral to holisttc mnedteine,
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CALIFORNIA
DIETETIC
ASSBOCIATION
Orangs District

Ensulen +6 the man messenger that controls the boOy’s storage and wtitizat.on ¢ fuels,
Theradore, the 1ack of 1asulin will lead to 8 Dreakdown of stored #al (nto sree Gatty
ac1ds which can 10ad to & severe disorder ¥aown as diabetic ketoacidosis. lagulsn
defrcconcy 10008 3180 1O protesn Dreakdown (0 glucose which may be & nayor fatter n
delayed wound heating,

There are two ditferent Lypes of diadetes: Tope | Crasul n depencent) represents
20% of the d1abetics who need (nsulin to sustain life.  The readining 50% of g abetics
Nave Yype 11 (non=1asulin dependent) diabetes which atans that 1n most cases centretl of
the disease can Do obtained By imploementing Autritiond) criterid, Suth as 1des’ weight
Maintenante, svordance of concentrated sugars, regularaty of meal times 3n0 Qi) ot"
t00d, and developaent of an ngividualized meal plan as well as an exercese program. 11
shoutd Do reccgnized tARL the success Cf ARy therapeulec reQimph o Garect): co'aled tc
the leve) of understand:ng acteved by the patient.d

AL this Lame, Medicare Goes notl specré catis mention palient edutat o™ 31 & CCvereo
ctem. In a very general way, Medicare o some states (Maine, Colorado, Mach: g7, tetn
Yord) has cetermened that *redsonable ang necessary” patrent e8vCatiOh POQraty R D¢
COVETeO 4% 3 PAYSICIAN'S Serv Ce OF 4% a3 paramedica) service *incident to® 3
pAysrcian’s service.d Reindursenent oy Qifticult N0 1ime CORBUM ARG, AP torel Aet
Seans these services are undvi -Yadte *c the pecdle who reatl) need them, Algr, -t sy
a0t poss:blie 10 Qet resabursrment 10r AUIFItiOn COUNSPIING 3088 10R8 ARG *CT i D=L
se88100s that diabetic patrents ceed o evdludte ther knowleage ang expertise ., o>
exanple, f011owing their meal plan ang thus Dedng successiul at weight loss ano
sasatenance. The consequence of this success 18 a decredse n Dlood Qlucose 1o near

noraal o normal levels AVong wilh 3 decregse 1n money spent on hosprtalizations.
s
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CALIFORNIA
-, DIBETETIC

- ASSB0CIATION
Orange Distriat

The reQ:stered dietstian 1o the profess ona! who has the sxpertese A nuter t on tO1
C1) ansess the gatiants’ dofestyle, «2) Gevelop the (Adiv Qual 200 sl plan,
'mpltement Rab t changes which 103d 1o GeCrease 6 weight, (&) impiement (nCreases o
erpenced energr, and subsequently (3) peartovels mpact 2000 Glucose va'ves. In ny
recent eaper.evce 1 Nave wOrbed «n 2 S Gay 129 tour) outpatient diadbetic educat on
program where %02 of the patients were Tope 31 Cuabetics. OF troee 200 patients, 190
Nad 3 decredse 'n D1003 QPucaose Tevels w Shin the (ngtrultion wedh when nsteycted on
pronc ples of Gradetes management inglyding (R viduat i zed AMed) plans.  In mars cates
medicatOn Nad 0O De Cecreased of Stopped becaute the pat:ent & Diocd Qluccse wrs 00
Vone.

A SuGy B8 Ing NOSprial adrassety o SOZ tegistered nauien tredtero distetacy
showed ARt approsimatets 1-2 Nad particgated v 3 d.abetes edcalion grogran and ¢nl.
Nine OF these pat enty were a0 ttes, Seventy 20 angelan tegated patierty Wt g
rever hag J.adetes 03.C0i0n were 497 tted.d Ondy 11,70, ¢¥ the adm tted pat.enty Mag
recei1ved dratetes educaton, -

There 14 Tutrer 'y v Cure 000 0 atetes bt v b poer Rle tDoCetteo the o eaen
and Acrmize sore oF the . hronse corplacatiors. Deadetes & the leading cause 20 fo
tliagress 1n thog countey, Tt alge cavies grotlens w.th the b Ofe> wh (N Dltern "pads
badner tarlyre. Drabetics have ar ear! o~ ncidence cF card ovdscuiar drsease.
Diabetes 14 alsc cne ©F the leacing cactes 00 anp tat on tecavie OfF the Cecreased ti¢:Q
410w 1o the ared «hich cavses decreased ~ound hedirng. There 18 increasing ¢..Cerce
that good control car prevent or de'a: sca i Ihe conplications of the Jieease wh (A
@il o0 tuen encrease the Quality of lafe, 1mprove the course of the disease, and

deceease the hospital costs of Lreating these patients.é
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Medicare Denet cararies are at 3 Qreater risk for Diabetes Melditus tecause of ther

4Q¢ ang theredore (heir tendency for weight Qain ahd nactivity,

Diadetes education

should be avarladle to a3l of these pat:ients because 't s an ntegral) conponent to

treatoent, Pat.eaty who have been properly educated can becone dctive partaers

the Aedrca’ 0% 1n MAIALIIRIAG thesr KRl th,

mordi1gity, mortalety, an3 related costy,

This can Yoad Y0 2 reduct:cor +n doabetes

Tres Cpr1niOn 18 Supported by the Californsa Ceotetic Assocration s pesition on the

reinbursenent for Medrcare beneficrarees,

Sercerein,

Hettee Eeboerking-ROM S,

test e Echorting, K,0..M.¢,
o abetes Nutrition Specta'. st
1291 Humeora

Serta Ana, Catifornia 92748

Care Ltgy e, R0, NS,
Prey: cer
Catioorrop { ot ¢ sge3l plagn
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June 14, 1983

:ﬁ:tf?"giﬁﬁitefﬁbo:'ﬁfzﬁﬁg.
Room §D-219

3:::::2:2:?.$. otttcglgulldlnq
Dear Senato. Xwoods

The Statevide Health Education Advisory Committee (SBEAC) of
Virginia applauds your interest in the health promotion and
disease prevention nesds of Redicare bensficiaries. To support
your efforts, ve wvish to submit this statement for the record of
the June 14, 1985 hearing of the Subcosmittee on Health, to be
conducted by the Honorable David Durenberger.

In 1972 the Virginia General Assesdly mandated that health
education efforts be *,,.directed towvard prevention of
fllnesses...". As a result, the SHEAC vas estadbliahed to advise
the Bureau of Bealth Education of the State Health Departeent.
8ince its formation, the SBHEAC has strived to identify the needs
of and promote health education programs for Virginia residents.

The health problems of older adults in Virginia are not
unlike those experienced by other older Americans. Almost 708 of
those persons over sixty years of age have at least one chronic
conditfon such as arthritis or high blood pressure. Many are
overweight, continue to smoke, fail to get regular, moderate
exet :ise or otrerwise put themselves at increased risk of
developing wajor disabling illness. These data demonastrate the
need for health promotion efforts aimed at older adults in order
to reduce health risks and support healthy lifestyles in 0ld age.

We would like to bring a program, located in Pairfax County,
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Virginia, to your attention. We believe the Health Education and
Physical Pitness Project for Older Adults (HEP) at the Center for
Health Promotion of George Mason University, represents an

exemplary prototype of health promotion for the well elderly.

8ince only one in three older adults exercises on a regular

basis, the BEP Project efforts focus on physical fitness as a health

tisk reduction tool,
During its first two years of operation, the BEP Project has
accompl!'shed the followings

1) Tvo times a week, for two hours each session, BEP
participants engage in aerobic exercise, stretching, walking,
tennis, and discussion of health toplcs. Significantly, of those
older adults who leave the program, 49% continue to be regular
exercigers six months later. In addition, this froqtn- has
successfully becoms self-supporting through the institution of
participant fees.

2) Older Adult Pitness Workshops have been conducted.

Develo for health, Yhyslcal education, gerontology and
recreation professionals, the focus of these training sessions
vas on developing skills necessary for the implementation of safe
and effective exercise progams for older adults.

3) A Peaer Exercise Instructor Training Program was
developed and implemented. By training older adults as peer
exercise leaders the number of available programs, qualified
leaders, and role models for older adult fitness in the county has
increassd. One hundred and olghty older adults are now :
exercising in one of new peer-led programs.

Older adults, as with persons of all other ages, can do a
great deal to achieve and maintain their own good health. Studies
indicate that appropriate reqular physical exercise can aid in
the prevention and/or management of most of the health probleas
experienced by older adults, Presently, osteoporosis results in
twvo million deaths and many more disabilities each year.

Exercise combined with adequate intake of calcium can prevent

many of these deaths and digabling injuries. 1In addition,
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regular physical activity has been shown to improve the
cardiovascular health of the older adult., Benefits such as
lowered cholesterol levels, reduced blood pressure, reduced body
fat, and the increased abjlity of the heart and blood to function
efficiently have been documented. We believe health promotion
services can reap coat benefits as well.

Nany older adults are interested in becoming or remaining
physically active. However, & variety of barriers keep thems from
doing so. Some of these barriers are: lack of accessible and
appropriate programs) a shortage of skilled leaders;
transportation and financial constraints; no one to exercise with
and lack of support for exercise fros health care professions,

A reimbursement mechanism via Nedicare would facilitate the
development of appropriate health promotion services for older
adults, reducing or eliminating thico barriers,

Effective programs, such as the HEP Project, clearly
demonstrate the potential for health promotion and disease
prevention services for older adults. We strongly urge you, as
Chair of the Committee on Finance, to pursue the provision of

these services for Medicare beneficiaries nationwide.

Sincerely,

mu—a‘m_‘ Nnne—

Marcia Nenno
Chair, SHEAC

"Cﬁfr‘}»x;'u— 4. H"“‘é‘J

Elizabeth H. Howze. Sc.D.
Director, Center for Health Promotion



" Texas Department of Health

Robett Beertenn, MDD, F ACP 1100 Wert 49th Strect Rotert A Malean, MD

Commisy-aner Aastin, Tean 18756 Deputy Commuvioret
™ u(‘s\ 2) 48801 1; Profess-onat Serames

Hermas L. Miter
Deputy Commasioner
Minagement and Adr natraton

June 20, 1985

Anne Cantrel

Administrative Director
Conmittee on Finance

Room SD-2!9

Pirksen Senate Offfce Building
Washington, D.C, 20510

Dear N3, Cantrel:

T™he Texss Depertament of Health would like to provide written
testimony concerning health promotion and disease preveation
strateglies for MNedicare beneficiaries to the Subdbcoamitee on
Heaslth, Attached are five coples of a written statement f(or
submission and (nclusion in the printed record of the
Subcommnittee on Health hearing, June 18, 19385,

Sincerely,

/,// b, 0P
Clify PFice, M, D., F.A.A.P,

Association Comatssioner
Personal Health Services

Attachments

PCP/CL/sep
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Subcommittee on Health Hearing

Subject: Health Promotion and Disease Prevention
Strastegies for Medicsre Beneficiaries

Date: June 14, 1985

Oider adults are the fastest growing segment of the United States
populattion, and with this trend comes health problems associated
with fncreasing sge., Older adults have a higher fncidence of

chronic disease, one of the most common being diabetes mellftus,

Patient education (s medically necessary for persons with
diasbetes., It (s an integral comaponent of care, since education
{3 necgssary for the diadetic to manage the treataent regime on a
daily basis, Studies have shown that {nsdequate patient
knowledge results in multiple hospits]l admissions, an {ncreased
tncidence of both acute and chronic complications and an increase
1n the economic and social dburden of the disease, Studies have
also indicated that the extended lengthe-of-stay of

hospitalizations are frequently for teaching purposes only,

Indfividusls with diabetes require considerable education {f they
are o essume knowledgeable responsibdility for self-management.
However, the knuwledge, skills, attitudes, and motivation for
self=care should be offered on an outpatient basis, Outpatient
programs are aore accessible to persons with diadetes, much less

costly, and can be more tallored to meet individusl needs.

It appears that Medicasre policies on reimbursement for diadbetes

outpatient education vary from state to state, Since there sre

no specific regulstions addressing thip service, we would like to
recommend that it be an fdentified denelit under the MNedicare
progras. Ve believe there (s sufficlient evidence that

significant savings in tax dollars yould result,

@)



