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CHOOSING A HEALTH PLAN: PROVIDING
MEDICARE BENEFICIARIES WITH THE
RIGHT TOOLS

WEDNESDAY, MAY 6, 1998

U.S. SENATE,
SPECIAL COMMITTEE ON AGING,
Washington, DC.
The committee met, pursuant to notice, at 2:02 p.m., in room
SD-562, Dirksen Senate Office Building, Hon. Charles Grassley,
(chairman of the committee), presiding.
Present: Senators Grassley, Jeffords, Breaux, and Wyden.

OPENING STATEMENT OF SENATOR CHARLES GRASSLEY ,
CHAIRMAN -

The CHAIRMAN. Good afternoon, everybody. I am Senator Grass-
Ley, and I am glad to have all of you here for a very important

earing.

I wiﬁ have colleagues coming along shortly, although there is a
very important IRS bill on the floor of the Senate. So we may not
have as much participation as we usually have.

I also want to welcome witnesses. A lot of you, I have met. I ap-
preciate that opportunity to meet you, and thank you for taking
time out of your busy schedule to come and testify at this very im-
portant hearing.

This is actuzﬁly the second hearing that the Senate Special Com-
mittee on Aging has had on this topic since I have become chair-
man. We held a similar hearing last April prior to the passage of
the Balanced Budget Act, which led to Senator Breaux and myself
introducing legislation regarding Medicare consumer information
entitled the Medicare Beneficiary Information Act, S. 789.

As you probably know, many of our provisions from S. 789 were
deu ed in the Balanced Budget Act signed by the President last

ugust.

e are holding this hearing today to examine the implementa-
tion of our information requirements enacted in the Balanced
Budget Act to make sure that Medicare beneficiaries will be pro-
videﬁ with the most useful information, which will be starting this
fall and in the years to come.

Health insurance is complicated, and it is confusin enough with-
out all of the new Medicare choices that seniors willie given. Con-
gress has an important oversight role, and it has a responsibility
to make sure that we are providing Medicare beneficiaries with in-
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formation that is objective and that consumers consider under-
standable.

I feel particularly responsible for ensuring our seniors are able
to navigate the Medicare system not only as chairman of this com-
mittee, but also as a Member of the Finance Committee, which is
also true of Senator Breaux, the committee that oversees Medicare
legislation. Most importantly I feel responsible because both Sen-
ator Breaux and myself are authors of the consumer information
requirements that the President has signed into law.

I would now like to show a brief video. This videotape has been
provided by Susan Kleimann of Kleimann Communications, who
will be testifying later today, and also by the National Academy of
Social Insurance and the California Health Care Foundation.

What you are about to see are clips of Medicare beneficiaries who
participated in a series of focus groups talking about their experi-
ence with making health plan choices in the California market. I
would ask you to proceed with the video.

I think that is the end.

You can see that a lot of people find choosing a Medicare Plan
a very confusing decision to make. Our hearing that we held a year
ago emphasized this as well. That is why Senator Breaux and I
were successful in getting the legislation included in the BBA.

So this afternoon’s hearing is going to provide members with in-
formation on where the Health Care Financing Administration is
in the process of the information campaign, what they intend to
provide beneficiaries with this fall, and recommendations on the
way to present this material and other resources to seniors. The
hearing will also provide a forum for HCFA to demonstrate how
they intend to use the 95 million appropriated this year for the
first educational campaign and how they will use resources Con-
gress appropriates in the future.

I want to point out to my colleagues here today the importance
of providing HCFA and intermediaries such as the Insurance Coun-
seling Assistance programs, with adequate resources to educate
Medicare beneficiaries. The success of the Medicare+Choice pro-
gram and future reforms of this program, like the one Senator
Breaux and Senator Mack have proposed through the FEHBP-style
program—that is the Federal Employees Health Benefit Program—
all of these choices are resting upon.seniors’ ability to understand
the program and what their choices are.

We have to put our money where our mouth is, and information
has a price tag to it. That is why Senator Breaux, Senator Glenn,
and myself recently sent a letter to the Appropriations Committee
asking for full funding authorized under the BBA for HCFA to use
for the information campaign and the toll-free phone number and
funding for Insurance Counseling Assistance programs, one of the
intermediaries that seniors call when looking for information and
answers for their questions.

I would like to submit for the hearing record a letter of support
from the National Association of Insurance Commissioners for our
appropriations request to provide the Insurance Counseling Assist-
ance program with the funding.

[The information referred to follows:]
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The Honorable Ted Stevens
Chairman

Committee on Appropriations
2-128 Capitol Building
Washington, D.C. 20510-6025

Dear Senator Stevens:

On behalf of the National Association of Insurance Commissioners’ (NAIC) Special
Committee (EX) on Health Insurance, 1 would like to take this opportunity to ask you to
support increased funding for a public-private program that has already provided needed
assistance to millions of older Americans: the Health Insurance Information Counseling and
Assistance Programs (ICA) administered .by the Health Care Financing Administration
(HCFA). We are concerned that the ICA programs are not sufficiently funded to provide
information and assistance to more than 38 million Medicare beneficiaries on the options
available to them under the new Medicare+Choice program.

The NAIC’s 55 members are the chief insurance regulatory officials of the 50 states, the
District of Columbia, and four U.S. Territories. The NAIC’s Special Committee on Health
Insurance is composed of 41 state insurance regulators and was established as a forum for
NAIC members to respond to Congressional and federal requests for technical assistance.

What are the ICA Programs N
The Omnibus Budget Reconciliation Act of 1990 established federally funded, state-managed

and volunteer staffed ICA programs for Medicare beneficiaries as part of the Medicare
upp! insurance (Medigap) reforms included in that act. The purpose of these programs
is to assist Medicare beneficiaries to secure adequate and appropriate public and private
insurance coverage and to assist them in resolving their Medicare and health insurance related
problems.

The national ICA program is comprised of 53 state and territorial ICA programs, nearly 1,000
program sponsors and sub-contractors, and over 14,000 volunteer counselors who serve
Medicare beneficiaries in all 50 states, the District of Columbia and U.S. Territories. Their
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mission is to ensure that Medicare beneficiaries have a consumer-focused network of staff and
volunteers who provide accurate and objective information through community programs.

The NAIC has continuously provided significant support of the ICA programs since their
beginning. Training and information pertaining to Medicare supplement and long-term care
insurance are just some of the ways the NAIC supports these local programs. The ICA
program provides strong leadership through state units on aging and state departments of
insurance for administration of the local programs.

The Role of the ICAs in Medicare+Choice

Currently, the ICA programs provide beneficiaries with objective information and assistance
with regard to benefits, options, enrollment and problem resolution. They are the only HCFA-
funded direct consumer link that provides in-depth, consistent health plan information
services.

This year, HCFA is required by the Bal d Budget A d of 1997 (BBA) to establish
a national “800-number” telephone information system by November to answer consumer
questions about the changes pl d for Medicare and the new options for health care
delivery. The ICA programs are an integral part of the referral system planned to assist
consumers with the shift to Medicare+Choice. They will be hard pressed to provide the local,
hands-on counseling that many seniors will need. It is anticipated that the numbers of senior
citizens asking for assistance will dramatically increase due to the expanded referral system
created by this new outreach.

Funding for ICAs

Individual ICA programs are funded by grants to the states, either through a state’s insurance
department or agency on aging. The level of funding has remained stable at $10 million for
the last seven years. Beginning in FY 1999, there will be a greatly increased burden placed
on these programs with the advent of Medicare+Choice.

In October. HCFA will announce the Medicare+Choice program with a mass mailing to
Medicare beneficiaries. The mailing will contain information about many of the new
programs available to beneficiaries through Medicare+Choice. In November, HCFA will
bring their “800-number” information program on line. These efforts will result in markedly
increased numbers of inquiries to local ICA counseling programs. It is expected that the “800
number” information program will even more dramatically increase the number of referrals.
Medicare beneficiaries tend to want further explanation of any material they receive through
the mail or via the media, and they want answers to specific questions from someone they
trust in their local area. The combination of these efforts will greatly increase the demand for
ICA assistance. In the two-month peak period, the ICA programs could receive many times
more inquiries than they typically receive all year. The programs will need to put more effort
than ever before into recruiting and training volunteers to handle the new influx of inquiries.
This effort will require more staff resources.
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The NAIC believes that Congress should appropriate at least $20 million dollars for support
of the ICA programs. Any appropriation should be specifically identified as “Grants to states
for ICA program expansion,” thus adding to HCFA’s current level of funding for the ICA
activities rather than supplanting it. -

Congress needs to increase the funding for this program. The ICA programs provide vital
assistance to older Americans in sorting through the complex maze of 800 numbers, modern
telephone technology and confusing and conflicting information that senior citizens receive
from all sectors regarding their health care and insurance planning. This is a- most cost-
effective program that makes highly effective use of a large network of highly trained
volunteers.

If you have any questions or need more information, please contact Jon Lawniczak, M'anager
Federal Affairs/Health, in our Washington office at 202-624-7790.

Sincerely,

Glenn Pomeroy l

Chair, (EX) Special Committee on Health Insurance
President, National Association of Insurance Commissioners
Commissioner, North Dakota Department of Insurance

Cc:  Appropriations Committee
Special Committee on Aging
Nancy-Ann Min DeParle, Administrator, HCFA

WDCI\VOL I\GROUPGOVTRELWDATAVLMISC\Special CmteIC ACONGR.DOC
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The CHAIRMAN. So, of course, you get what you pay for. If Con-
gress provides inadequate funding, we will create more confusion.
We will not have the resources needed to deal with all the ques-
tions seniors will have. They will blame us, their representatives,
for this confusion, and we could have a backlash like we did a few
years ago when we passed catastrophic covera%?[.

My hope is that this hearing will providle HCFA and Congress
with recommendations on ways to avoid problems before they occur
and to anticipate the information needs of Medicare beneficiaries to
the best of our ability.

With that in min(g I look forward to hearing the testimony from
our distinguished witnesses this afternoon. I now turn to our col-
};aagues, starting with our distinguished ranking member, Senator

reaux.

OPENING STATEMENT OF SENATOR JOHN BREAUX

Senator BREAUX. Well, I think you have set it up very well, Mr.
Chairman. I congratulate you once again for having a hearing
which I think is extremely important, and today’s su%'ect matter
is about the information that seniors get. .

Health care is complicated enough as a subject. It does not have
to be written in Egyptian hieroglyphics, and I think, particularly
for a lot of our seniors and people who are concerned about their
well being, we find out that this huge about of material that we

ive seniors is not always necessarily the best information. It may
e the most information, but it is not necessarily the best informa-
tion in the way it is presented.

It is very important that Medicare—and particularly because of
the new programs in Medicare+Choice that we have tie people in
this country understand what the options are. It seems to me—and
your film I think indicated that—that there is just so much confu-
sion that the people do not know what choice to make, and you can
never make the right choice if you do not understand what the
choices are.

I want to give you an example. Behind us is the first choice that
we talked about—my time is up?

The CHAIRMAN. No, no.

Senator BREAUX. The first choice we have, behind the dais, is an
example of the Federal Employees Health Benefit Plan, and I have
always felt and have argued that we as Members of Congress have
a much better deal than about ever{bod else in the country, and
it is not just for us. It is for all 9 million %"ederal employees.?think
we get more choices. We get more information. We get better com-
parisons, There is a lower rate of increase in the price, and the
OPM, Office of Personnel Management, actually negotiates on the
price. Medicare cannot do any of that.

In terms of information and how it is set out, this is what—we
had the staff %o down—where did you all go? Charles County? On
the Federal plan, we got these from the Government. The other
ones are from a senior center in Charles County, MD. _

These two charts detail the prescription drug benefits that the
Federal Employees Health Benefit Plan provides, just two exam-

les of two plans. What you notice about these, these are two dif-
erent plans with two different types of coverage for drugs, but the



information is put out in a format that is the same so you can com-
Kare A to B. You can compare apples and oranges here because vou

ave it set out in the same format as far as what is covered, what
is not covered, and what you get from a pharmacy.

You can see—and you may not be able to read the fine print on
the chart, but the members have copies of the charts up here—as
to what is covered in Plan A, you know, drugs, vitamins, minerals.
The other plan has drugs, including those for smoking cessation
met by Federal law, that the United States requires a doctor’s pre-
scription, insulin, diabetic, diagnostic, and it just actually lists
what is covered in Plan A, what is covered in Pl,an B. E uafly im-
portant, it tells you what is not covered in Plan A and what is not
covered in Plan B.

What is not covered, medical supplies such as dressings and
antiseptics. The other plan does not cover medical supplies such as
dressings and antiseptics, and it goes right down the list so that
everybody can put it in their hand and say, “Well, Plan A does not
cover this. Plan B does. Therefore, I think Plan B is better for my
family, and I am going to go with Plan B.”

In comparison, let me give you an example of what information
is given out by Medicare risk plans. These are Medicare+Choice ~
plans, actually—Medicare Risk current plans. We have got A, B,
and C, and if you can put it in front of Senator Wyden, or pref-~
erably behind g;nator Wyden, Chart C.

These are three examples of Medicare plans that are being of-
fered to eligible seniors. Look at the difference in the formats.
These are copies of pages from marketing materials detailing the
prescription drug benefit. Because HCFA does not require stand-
ardized benefit summaries, it is difficult to compare benefits from
different plans.

I mean, you tell me how you find out what is covered and what
is not covered and what you can get from a pharmacy which is
clear in the Federal Employees Health Benefit Plan, but under the
largest program in the United States, which insures 39 million
Americans, it is very difficult to get the right information to make
the legitimate comparison as to which is the best choice.

My argument is you cannot make a best choice or the right
choice if you do not have the right information, and I would sug-
gest that when HCFA presents their comments—these are not
HCFA presentations. This is just information that HCFA collects
and approves. The individuaf health plans then send it out to
Medicare beneficiaries who have to choose among the plans. I can
point to some things in the code and the regulations that would

ive HCFA the authority to require plans to put it in the same
ﬁ.)‘rm, which I think would be very helpful to seniors so they can
make the right choice.

This is not rocket science. I mean, this is fairly simple. Put bene-
fit summaries in the same format and let people make the right
comparison.

I congratulate the chairman for once again having hearings that
I think are particularly useful to people who participate in these
programs.,

Thank you.

[{The prepared statement of Senator Breaux follows:]
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PREPARED STATEMENT OF SENATOR JOHN BREAUX

Along with new choices in Medicare comes the need for accurate, easy-to-under-
stand comparative information to help beneficiaries understand how they differ and
how to judge the quality and performance of health plans.

Many beneficiaries do not understand the way Medicare works and have little or
no working knowledge of managed care. Many beneficiaries, for example, believe
that to join an HMO, they have to leave Medicare. A recent Department of Health
and Human Services report found that over a quarter of all beneficiaries in a Medi-
care HMO did not know they had appeal rights. That indicates that the baseline
of knowledge is not where it should be, especially with the many changes occurring
in the program.

Fortunaterg', the balanced budget agreement (BBA) contained specific require-
ments regarding the information beneficiaries should receive about their health plan
option. Under BBA, the Health Care Financing Administration (HCFA) is required
to publicize plans’ disenrollment rates, enrollee satisfaction measures, health out-
come measures, and records of compliance with certain requirements. HCFA is also
required to provide beneficiaries with comparative information on plans’ benefits,
premiums, service areas, and supplemental‘geneﬁts.

But there is a difference in simply sending out loads of information and providing
simple, easy-to-understand, and useful information that will enable seniors to suc-
cessfully navigate the healthcare system.

Since these information provisions in BBA were based largely on legislation
Chairman Grassley and I introduced last year, we have a special obligation to en-
sure that beneficiaries are provided with useful, understandable information and
that they know where to get answers to their questions. While providing the Medi-
care population with new options is a positive step the information provisions of
BBA must be implemented the right way in order to avoid a situation where bene-
ficiaries don't understand their program and are overwhelmed and frustrated.

One part of a successful strategy must be to harness and coordinate all resources,
such as senior centers and area agencies on aginf. Another resources is the Insur-
ance Counseling Assistance (ICA) program. The ICA program, run by state insur-
ance offices and state and area agencies of agilrvllg, provides one-on-one assistance to
beneficiaries who have questions about the Medicare program. Currently, man
beneficiaries receive information about health insurance from friends or the healt
plans themselves, which may not guarantee unbiased, objective information.

Providing comparative information about health plans is not a new idea. The Fed-
eral Employees Benefits Program, for example, provides enrollees with the results
of its customer satisfaction survey in a simple, straightforward manner. It is my un-
d}c:rstanding that HCFA plans to do a similar survey for the Medicare population
this year.

Good comparative information’ for Medicare beneficiaries is especially important
because the benefits offered by health plans varies considerably. As we will hear
from the General Accounting Office today, the prescription dru nefit can be espe-
cially confusing for beneficiaries shopping around the right health plan.

The provisions in BBA relating to information about health plans is vital to the
success of the Medicare+Choice program. I look forward to hearing from our wit-
nesses. ] want to extend a special welcome to HCFA’s new Deputy Administrator,
Mike Hash, who is appearing before the Senate Aging Committee for the first time.

The CHAIRMAN. Thank you. I have already complimented you for
Kour leadership on our legislation that we got passed, but we do
_a\}lle a responsibility now to make sure that we get it implemented
right.
Senator Wyden is the next Senator.

OPENING STATEMENT OF SENATOR RON WYDEN

Senator WYDEN. Thank you, Mr. Chairman. I, too, want to com-
mend you and Senator Breaux for your addressing these issues.

Let me say, I think this is one of the most important moments
in the history of the Medicare program. I have been involved in
working with this program and with seniors since my days as co-
director of the Gray Panthers, and I could tell you that the changes
that are envisaged by Medicare today are absolutely monumental.



In communities all across this country, there has not been this

array of choices in the history of the Medicare program, and for
millions of seniors, this is going to be a very dramatic change in
terms of their health care options. So it is absolutely critical that
it is communicated to seniors and families in a comparable and
sensible kind of fashion what the choices and what the options are,
and if it is not done right, I would say that it is going to be very,
very difficult to play catchup ball later on. In other words, families
and seniors are going to be watching this critical period very, very
closely, and that is why I think the work that you are doing, Mr.
Chairman, and the work that Senator Breaux is doing is so impor-
tant. . :
Let me also say that in my contact with senior advocates in the
field, I am troubled that already reports are coming in that some
key points in the aging services network are being missed, and, in
particular, I am concerned about the area agencies on aging.

Under the older American statute for, again, millions of older
people, this is the primary vehicle for getting out information about
health choices, and you can be certain that in the months ahead,
those area agencies on aging are going to be asked to do a lot of
face-to-face counseling. My office has already been contacted by
those area agencies on aging that they believe that they are not
going to have the information that they need to be able to guide
seniors and families tc the right sources for assistance or the re-
sources to provide counseling.

‘So I am looking forward to our witnesses. I think that the last
point that Senator Breaux made is absolutely correct as well. We
are seeing that in other areas of health care delivery, we are get-
ting information out in an understandable kind of ‘way, and the
challenge now is to get it done for Medicare.

Let me also say, Mr. Chairman, that you have at the witness
table one of the people that I trust most with respect to how you
advocate for patients. I have known him for years, since my work
on the Health Committee in the House, and it is a pleasure to have
him. I am glad you have chosen him to be before the committee
today, and 1 yield back.

The CHAIRMAN. Well, we thank you for your participation. You
are always very loyal to this committee. I do not think you hardly
ever miss a meeting, Senator Wyden. I appreciate that very much.

At this time, we have our first witness already at the table. Mi-
chael Hash is the deputy administrator of HCFA. Previously, Mr.
Hash was principal with Health Policy Alternatives, a Washington-
based consulting firm. He was a health policy staff person on the
Subcommittee of Health and Environment of the House Energy
and Commerce Committee.

Deputy Administrator Hash will discuss HCFA’s plans to provide
beneficiaries with information regarding the new choices available
to them under the Balanced Budget Act and how the agency in-
tends to use the appropriated funds.

Thank you, Mr. Hash.
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STATEMENT OF MICHAEL HASH, DEPUTY ADMINISTRATOR,
HEALTH CARE FINANCING ADMINISTRATION

Mr. HasH. Thank you, Mr. Chairman.

Senator Breaux, Senator Wyden, I appreciate this opportunity-to
come before you to discuss our plans for informing our beneficiaries
about their new choices that are resulting from the enactment of
the Balanced Budget Act last year.

We want to particularly thank you, as the chairman and others
have noted here, that you all have particularly played a leadership
role in helping us to shape our plans for educating our beneficiaries
through f!glour hearing last year and through conversations with
your staff, and most importantly, we greatly appreciate your assist-
ance in supporting our request for adequate funds to meet the re-
sgonsibilities we now have under the Balanced Budget Act. For
that, we are most grateful.

I would like to make two points in my opening remarks here, and
the rest of our testimony is, of course, available for the record.
First, what we have before us is an extremely important task, and,
second, as I indicated, we cannot succeed without sufficient re-
sources. '

Educating our beneficiaries about their new options is an ex-
tremely challenging task. Few now know about Medicare+Choice.
Even their knowledge of the current Medicare program, as many
of you know, is quite limited.

e just had a survey result of about a year ago in which a third
of our beneficiaries knew nothing about their appeal rights under
the current Medicare program. Beneficiaries need to know that it
is their choice now under the Medicare+Choice program. If they are
happy where they are in terms of their health care delivery system,
they need not make a change. The choice is theirs.

They also, though, need to know and understand what their new
options are, and they need to know the consequences, as Senator
Breaux said, of the choices they may make.

They need to know that in the future, under the law, their oppor-
tunity to disenroll from managed care plans will be limited to spe-
cific periods. We have a time before we get to that, but, eventually,
there will be limitations on the periods in which beneficiaries may
disenroll from our manaﬁed care plans.:

They need to know that their ability to obtain private supgle-
mental Medigap insurance, if they return to the fee-for-service pro-

am after disenrolling from a managed care plan, may not be on
the same basis as their original opportunity to get those private
supplemental plans without preexisting conditions and without
other limitations, and they need to know that some of the options
that are available under Medicare+Choice, such as medical savings
accounts and the private fee-for-service plans, do not include Medi-
care standard financial protection, that is to say, protection for out-
of-pocket expenses that is a part of the basic Medicare program.

We will be sending to every beneficiary this fall a handbook with
basic information about the traditional Medicare program, about
the private supplemental policies that are availabre to the tradi-
tional program, and, of course, about the options under
Medicare+Choice, including for the first time, comparative informa-
tion along the lines of that displayed in the charts brought by Sen-
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ator Breaux about the options available to beneficiaries in their
specific marketplace. ‘

As all of you know, not every plan will be available to every ben-
eficiary. So we are tailoring our handbook in such a way that when
the beneficiary receives it, it will have information that is relevant
to the area or neighborhood in which they live, and we think that
makes this document much more useful.

We are, of course, setting up, as the law requires us, a toll-free
800 number so that benegciaries can access individuals to give
them personal assistance as they confront the choices they will
have, and I think as Senator Wyden pointed out, we are trying to
work with many other partners’in community-based organizations
including the area of aging organizations to help provide a point of
access for our beneficiaries to understand more about their choices,
and, of course, we are partnering with a large number of groups.
In my prepared testimony, I list our various private sector partners
and public sector partners who are helping to participate in our
educational efforts.

We are also conducting a special survey called the Consumer As-
sessment of Health Plan Survey, which provides a consumer’s-eye
view of the plans that can be used by geneﬁciaries to rate their
personal experiences with the plan. This is a consumer satisfaction
tool that we think will be very useful in terms of gaging individual
experiences in our health plan choices, and we will provide more
information through the Internet for the seniors and their families
who are able to access that media outlet.

For example, this fall on our web site, we will release compara-
tive information on the managed care plans performance measures,
in fact, such as things like mammography rates of our contracting
plans and data on enrollee satisfaction, again, in a comparative
form on the Internet.

We have made a great deal of progress in developing our pro-
gram, I think, since we discussed this issue with you last year, and
we think we have learned a lot over the past year.

Let me just say a little bit about how we are planning to use our
resources for this year and in the coming year. In ﬁscafyear 1998,
the year we are in now, we are spending about 114 million on our
Medicare education program. Ninety-five million comes from those
user fees that you helped to get appropriated for us that are being
paid by our health plans, and we are adding about 19 million in
ﬁdgitional funds from our discretionary program management

udget.

Our handbook costs, the thing we are mailing out this fall, are
estimated to be about 35 million. In addition, we have about 10
million in some other printing costs associated with new bene-
ficiaries, but essentially about 45 million for this printing exercise
and for getting the handbooks mailed out.

Our 1-800 number, we anticipate costing about 45 million in this
fiscal year. That is only the initial investment. We are going to
have to be spending considerably more to get the phone line up
fully during fiscal year 1999, which begins in October.

With regard to our cost on the 800 number, we are certainly un-
sure about the extent of that expense because we are unable to pre-
dict how many people will call, what the length of their call may
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be, and, of course, our contract obligations are, in part, related to
the volume of calls and to the length of individual calls.

Another 24 million of our funds this year will be used to help
support that Internet site I referred to, to continue our support to
local counseling agencies, the health insurance advisory programs,
to continue our enrollee satisfaction surveys and the like.

For fiscal year 1999, we are budgeting about 173 million. We are
depending on, or relying on, the full 150 million that the statute
authorizes in user fees %or fiscal year 1999, and then we are aug-
menting that, again, with about 23 million of our own discretionary
program money.

e need more money next year because we will be completing
our investment in the 800 number, and we have some other addi-
tional expenses associated with the growth in managed care activ-
ity.

Let me just say, because I know my time is up, in the future we
know the statute authorized 100 million a year for continuing these
Medicare education operations in fiscal year 2000 and beyond. We
need to make clear that we may need to revisit this number be-
cause we are not sure that will be sufficient over time to maintain
the processes and the systems that we are putting into place to
Irinlalge sure that our beneficiaries are truly able to make informed
choices.

Again, let me say how much we appreciate the support of this
committee not only for our resources, but in the actual design of
the activities we have underway. We intend to continue our close
collaboration with you, and I would be happy to respond to any
question, Mr. Chairman, that you or other members of the commit-
tee may have.

Thank you.

The CHAIRMAN. Thank you.

Let me make an announcement for this panel and every other
panel. You might expect questions to be submitted in writing by
those of us who are here, but also Senators who could not attend
this hearing. So I hope you will respond to those within 2 weeks.

Also, everybody’s statement, as probably all statements are
longer than 5 minutes, will be printed in the record, and we ask
you to summarize your statement in that 5-minute time limit.

First of all, I commend you for what you are doing to meet the
Balanced Budget Act deadlines and all the requirements of the law.

I also want to take an opportunity before asking you questions
to clarify that I support the appropriations to HCFA to implement
the education program, but I also want to make clear that I did not
specify in the letter to the Appropriations Committee how the Ap-
propriations Committee should or would fund this program. The
money does not have to come from user fees, and that is a decision
that appropriators will have to make, but I wanted to lend my sup-
port as a member of the Finance Committee and as chairman of
this committee for the amount that we authorized in the Balanced
Budget Act. :

As you know, the Balanced Budget Act required printed com-
parative information to be distributed to Medicare beneficiaries on
their health ﬂlan ofptions. Senator Breaux and my legislation re-
quired that this information be presented in a chart-like format.
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The Balanced Budget Act does not specifically say that you have
to produce charts. However, the purpose of the charts is so that the
beneficiary can make an easy comparison across plans.

Does HCFA have any plans to use charts in the printed material
for comparing benefits across plans and survey satisfaction results?

Mr. HasH. Mr. Chairman, we are now reviewing a draft of our
handbook that we are planning to mail this fall, and we want to
actually say right now that we would like to come up and meet
with your staft and with other members that might be interested
to get some of your reactions to how we have actually developed
the format in this handbook.

I will tell you that we do use some chart presentations. We are
planning to. We have also been testing this with focus oups like
the ones we saw on the video in order to make sure tl%:lt we are
actually effectively communicating what amounts to some very
complicated information, but in the end, we want our handbook to
actually facilitate comparisons across the options that beneficiaries
have. We would be anxious to solicit your staff and your help in
designing that.

The CHAIRMAN. I presume that has got to be, then, within just
the next few weeks?

Mr. HasH. Yes, sir, it does.

The CHAIRMAN. The very near future. :

Mr. HasH. Our printinF deadline in order to have this document
into the mails in the fall will be sometime in the month of June.

The CHAIRMAN. OK. Well, my staff would be very happy, and I
presume Senator Breaux’s staf¥ would be very happy, to sit down
with you and, in fact, consider it an obligation to make sure that
congressional intent is met.

Ti!;e Balanced Budget Act requires that a summary of how physi-
cians are compensated by the managed care plan can be obtained
by the beneficiary u};:on request. What are the agency’s plans to in-
f(;rm ?beneﬁciaries ow they can get this information from the
plans?

Mr. HasH. I am not sure I can answer that specifically right now,
Mr. Chairman, but I will certainly get back to you with a more—
I believe—

The CHAIRMAN. You can answer in writing.

Mr. HAsH. In our handbook, I believe we will indicate that that
information is available upon request, and, therefore, we will try .
to inform beneficiaries of their rights through this handbook.

The CHAIRMAN. If there is other information, submit that in writ-
ing.

Mr. HasH. Yes, sir.

The CHAIRMAN. Thank you.

The General Accounting Office has recommended that HCFA re-
quire plans to use standard terminology and formats in marketing
material in the information that they submit to you. According to
the General Accounting Office, new contract information require-
ments which could incorporate this recommendation are not tar-
geted until the year 2001 or later. Do you plan on using the stand-
ard format and terminology sooner, and if not, why?

Mr. HasH. Mr. Chairman, with regard to standard formats, we
- are clearly, as I indicated, using stangard formats in our handbook,
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on our web site, in relation to the information that we are puttin
out to our beneficiaries about Medicare+Choice and traditiona
Medicare for that matter. :

With respect to requiring the individual contracting plans to
make sure that their material, their marketing and other informa-
tional material is formatted in a uniform and standard fashion, you
are correct that we have plans to do that. We believe we have the
authority to do that, but I think we need to take a look at our time
table because I can tell obviously that it would be more desirable
to have the standardized material that plans are actually using
sooner rather than later. I think, to some degree, it may be a re-
source question for us, but there is no question about our interests
in bringing more uniformity and consistency to what the plans
print up in the way of their own information about their offerings.

The CHAIRMAN. It is my understanding that the CAHPS survey
surveys individuals currently enrolled. Are you going to also inter-
view beneficiaries who have left the pflan to see why they
disenrolled?

Mr. HasH. Yes, Mr. Chairman, we are. We have actually devel-
oped a special subset of that CAHPS survey specifically for the pur-
pose of surveying a sample of Medicare beneficiaries who have
disenrolled, and we are doing that later this year.

The CHAIRMAN. While the Balanced Budget Act does not require
disenrollment data to be published until the fall of 1999, this infor-
mation is something you collect now and have talked about pub-
lishing prior to the enactment of our legislation last year. When do
you anticipate HCFA publishing disenrollment data by market
areas as recommended by the General Accounting Office, and will
this be published in printed material and not just via the Internet?

Mr. HasH. Mr. Chairman, I believe—and I will follow up also for
the record on this—that our intention is, as you stated, that this
information will be part of our handbook printing for 1999; that is,
next year, for October of next year.

Meanwhile, I want you to know that we clearly have been work-
ing on improving the methodology for actually displaying this infor-
mation.

To be honest with you, we do, of course, have disenrollment data
on our current risk contractors. We are using that data internally
as a monitoring tool and as a signaling tool for where we need to
focus our oversight of our current risk contractors to make sure
they are in compliance with all requirements, but in terms of pub-
lic disclosure for purposes of plan comparison, we believe that we
do not have as yet the proper methodology that will make that in-
formation usable and not misleading to the public because, as I
know you recognize, there are many reasons wﬁy individuals might
disenroll from plans. We have to make sure that when we show a
disenrollment rate that it relates to problems individuals have had
with their plan as opposed to other events like moving out of the
area or leaving their plan for some other reason, because they
wanted to go to another plan that had better benefits.

So we are trying to shape a methodology that will really be use-
ful to beneficiaries in terms of evaluating whether the disenroll-
ment rate truly reflects problems in the plan or some particular
feature in the marketplace.
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The CHAIRMAN. What are HCFA'’s plans to utilize the ICA’s and
the AOA’s, and is the ICA program going to receive any additional
allocations, more than the current 10 million it receives from your
contractor’s budget?

Mr. HasH. I do not, again, have an exact figure. I do know that
we are continuing to support the ICA’s. We will continue through
the resources that we have available. I can get back to you with
some specifics.

I believe that I was just informed that our 10 million amount is
being increased to 15 million in terms of grants support to what
we now believe called the Health Insurance Advisory program,
which is the successor, really, to the ICA’s.

The CHAIRMAN. Senator Breaux.

Senator BREAUX. It is no wonder nobody understands. We talk in
alphabets, ICA’s, HCFA’s, ABC’s, XYZ’s. No wonder people cannot
understand us.

To what extent are you going to require the health plans them-
selves to present the information to the eligible Medicare recipients
in a standardized form?

Mr. HasH. Our plans are that not this year or next, but the fol-
lowing year we wil? be in a position to actually do that.

Se;’nator BREAUX. Why cannot we just tell health plans to do it
now?

Mr. HasH. Well, I think there is some sense that we have not
actually had the experience we are about to have with our hand-
book this fall where we have already moved to a standardized for-
mat, and in some ways, we would like to gather the experience
from that mailing this fall before we decide exactly what formats
we want to tell people that they need to use for their own informa-
tion of materials to beneficiaries.

Senator BREAUX. The problem is going to be that you are going
to have a standardized Medicare handbook oing out to the people,
but when they get the information directly from the companies
they are going to get many different formats. How many choices
are they going to get?

er. ASH. Well, of course, Senator, it will depend on the market-
place.

Senator BREAUX. I understand that. -

Mr. HasH. In some places, there may be only one or two
Medicare+Choice plans, and in others, there may be 17 or 20.

Senator BREAUX. You may have 50.

Mr. HasH. Or 50. ' :

Senator BREAUX. You are going to have a Medicare recipient who
is t?'ing to make a choice. He is going to have 50 different propos-
als from 50 different companies written in 50 different languages.

Mr. HasH. Well, we hope it will not be that bad, but you raise
a good point, and we are sensitive to the issue of trying to brin
standargization and uniformity to the plans on materials. We nee
to take a look at our timetabfe, and perhaps we need to be more
aggressive, but definitely—

enator BREAUX. The Office of Personnel Management for the
FEHB program requires that if you want to do business you have
to present the information in a standardized format. Why couldn’t
HCFA say, “Look, here is the format we want you to present it in.
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If you want to do business with 38 million potential customers, you
are going to have to present it in a standardized format”? Now,
why does that take 3 years?

Mr. HasH. You make a good point, Senator, and I do want to em-
phasize that we are now recommending the standardization in
common terminology in our process for reviewing the marketing
materials that are submitted to us by plans who are participating
with us. So we do, as you know, have an opportunity to see their
materials. We are working with them in what you might describe
as a voluntary mode now to get greater standardization, and with
the idea that we want to move to a more rigorous approach later
on.

Senator BREAUX. Does HCFA feel it has the authority to require
the companies to present standardized information or not?

Mr. HasH. We do, sir. We do believe we have the authority.

With respect to FEHBP, we have a lot to learn from them, and
they have been at this business of standardized comparisons a lot
longer than we have, and I think this is the first requirement, real-
ly, for us to have such a wide array of plan choices that we need
to describe more accurately. We want to work with you to try to
see how we can accelerate our efforts to do this.

Senator BREAUX. Will there be any comparison information in
the materials provided by the plans that are trying to do business
with the Government? V\?;ll there be a grading system of any type?

er.? HasH. In our material, Senator, or in the material of the
ans’
P Senator BREAUX. In the materials of the plans. :

Mr. HasH. I am not actually aware of how they are going to re-
port their own data.

We are reporting comparative data that will be available both in
our handbook and at our web site.

Senator BREAUX. We do not do that now under the existing Medi-
care program, do we, under fee-for-service?

Mr. HAsH. Actually, on our web site today is comparative infor-
mation on some performance measures on our existing HMO risk
contractors.

Senator BREAUX. If you do not have a computer, you do not have
access to it, though.

Mr. HasH. That is correct, sir.

Senator BREAUX. You said something about the handbooks not
being available to everyone. Who would they not be available to?

Mr. HasH. I did not mean to say that. I szould correct, if I did.

The handbook will be mailed to each Medicare beneficiary house-
hold in the United States, ultimately all 38 million beneficiaries.

Senator BREAUX. Now, the user fees, you mentioned, and print-
ing the materials and running the 1-800 number will be paid by
what user?

Mr. HasH. By the health plans who are participating in our pro-
gram—

Senator BREAUX. OK.

Mr. HasH.—which is pursuant to the BBA requirement.

Senator BREAUX. You are starting off in new unchartered waters
for HCFA, but others have been doing this for a number of years.
We are way behind, but I encourage you. I want you to have the
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materials and the wherewithal to do all of this, and that is why
a number of us, including Senator Grassley, have argued for
enough money be provided to HCFA for them to carry out these

- provisions of the BBA because I think, in the long term, we will
be much better off,

You do not have authority under Medicare+Choice to negotiate
on benefits and prices, do you?

Mr. HAsH. We do not, Senator.

Senator BREAUX. From my standpoint, wearing another hat, I
think that is one of the things that we really absolutely have to get
to. We have 38 million people and no ability to negotiate on prices
and coverage of services.

When you have that many people and are not being able to nego-
tiate, it 1s one of the fatal flaws of the existing Medicare program,
in my opinion,

Mr. HASH. As you may know from the BBA, we are going to pur-
sue what we call a competitive pricing demonstration where we are
going to pick some markets and actua ly—

Senator BREAUX. Yes, only because we made you.

Mr. HasH. Well, actually, Senator, we tried.

Senator BREAUX. I know. You all have been trying. It has been
a very difficult thing to overcome.

Mr. HASH. Yes, sir, and we appreciate your—

Senator BREAUX. I appreciate it. Stick with it. We are going to
get it. We will get it. .

Mr. HasH. Yes, sir.

Senator BREAUX. Hang in there.

Mr. HasH. We need all the help you can give us.

Senator BREAUX. It is coming.

The CHAIRMAN. Thank you, genator Breaux.

Senator Wyden.

Senator WYDEN. Thank you, Mr. Chairman.

Mike, maybe just walk us through this for a minute. If you are
a senior in rural Oregon or rural lowa, for example, you get this
booklet in the mail. You are frail. You are not feeling well. You see
the 800 number. You can call the 800 number, but you have had
bad experiences with 800 numbers, and you want something where
you can like really talk to a human being face to face. How does
it work?

Mr. HasH. Well, we are hoping that our partnerships with the
counseling agencies around the country, with the AAA’s, with bene-
ficiary advocacy groups, the Center for Beneficiary Rights and so
forth, these kinds of groups around the country are partnering with
us to provide access for those kind of one-on-one counseling serv-
ices. Actually in our 800 number, while the first step, as you might
expect, is a voice-activated series of voices, that if you want to
speak to a customer representative, a real person who has been
trained about our options, you can actually get to a person and talk
about your questions.

Senator WYDEN. So, with your first call, if you want to talk to
somebody who is goinﬁ to give you some more time, your intent is
to be able to get into the system that way.

Mr. HasH. That is certainly one way. I do not want to underesti-
mate the role of these organizations with whom we are partnering
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in order to expand our resources to provide counseling and commu-
nication to beneficiaries because it is an enormous task.

In addition to the area agencies and the ICA’s, we are also tryin
to train our contractors in the traditional program, the carriers ans
the intermediaries to be prepared to help with this, as well as the
peer review organizations which as you Enow are the locally based
physician groups around the country, to use their resources as-also
a point of contact with our beneficiaries.

Senator WYDEN. Are you going to try to get some information out
to those who actually visit with seniors in their home? I know in
rural Oregon, and I suspect a big part of the rural United States,
that may be one of the best ways to get people comfortable with
that, and I have not heard anything about in-home services being
made a part of this whole effort.

Mr. HasH. I think we should talk with you and your staff about
that and see where—in case we are not already doing that or do
not have an access point for those kinds of peop{e, particularly iso-
lated, rural beneficiaries, because we would like to provide a better
access for information for them as well.

Senator WYDEN. One question in terms of cost, and you are abso-
lutely right. This is going to work both ways. Congress has got to
make sure that the agency has the tools to do this. At the same
time, for us to be able to make that case, we have got to make sure
that funds are being well spent.

Do you have any information you can give us at this point about
how Medicare has tried to hold down the costs, for example, of run-
ning the toll-free line? We_ have gotten reports from some plans
about the cost per call, and some have said it is high and others
have raised questions about whether there has been competitive
bidding for these contracts. What can you tell us about how the
agency is trying to hold down the cost?

Mr. HasH. Well, I think we have been falling, as I understand
it, the generally accepted Government procurement requirements
for contracts in both printing, handbook area, as well as the 800
number,

I would like to get back to Kou and maybe give you more specific
information about how that has proceeded, but at least I am led
to believe—first of all, you can imagine on the 800 number that
there are not a lot of contracts out there who could actually meet
our service expectations, and probably the folks in the communica-
tion business know that. Whether we have been able to exercise as
much level of negotiating power with that contract as we might
want to, I cannot speak to that specifically, but we do feel like now
we have a contractor for our phone number who is committed and
capable of handling the reasonable volume of calls that we are an-
ticipating.

To be frank with you, we have never tried this before on this
scale, and this year, as the Congress I think wisely provided in the
BBA, a lot of tﬁe things that we are doing are kind of in a dress
rehearsal mode because the real choices and opportunities for
Medicare beneficiaries are probably going to be most fully available
beginning in November 1999. So we are trying to learn as much
as we can this year about a lot of the questions you are raising,
and I would like to talk to you more about it.
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Senator WYDEN. Can any of those good people in back of you give
us some information with respect to the cost per call at this point?

Mr. HasH. I am informed that based on an estimate, I think, of
about a 7-minute average phone call, it is between $5 to $7, aver-
age, for an average 7-minute phone call.

Senator WYDEN. I was out of the room for a moment, but tell us
what kind of plans you have for using the Internet. I heard you
touch on it in your testimony, and I intend when we get to the
Older Americans Act—as you know, that is a priority for the Con-
gress this year—I am going to offer an amendment to expand the
role of the Internet and the delivery of services to older folks be-
cause I am convinced that this is, again, a tool that we have got
to use in the 21st century, and it was not part of the Older Ameri-
cans Act originally. It would be helpful to learn of your plans to
use the Internet on this project.

Mr. HasH. I am glad you asked that, Senator Wyden, because I
- failed to say when this issue came up, as I think Senator Breaux
mentioned, that a lot of seniors do not have access to computers.

We have actually just recently donated 500 computers to senior
centers around the country to at least provide some assistance in
getting access to the Internet and the information that is there. So
we are trying to take steps to increase access to computer-based
learning for seniors and to get our material.

Senator WYDEN. It is absolutely correct that a lot of seniors do
not have access to the Internet today, but I think when we talk
about families—and, literally, every week, I get a call from some-
body who is in their forties who is a lawyer or an accountant say-
ing, “I am working with my mother’s Medicare. Where do I go to
get good information?” If you all can really make a difference with
the Internet now in Medicare, I think this is going to have signifi-
cant applicability to the whole network of aging services.

So, remember, you are speaking when you use the net, not just
to the older people, but to their families, and we need you to make
as aggressive a campaign as possible over the net.

Thank you, Mr. Chairman.

HT}}lle CHAIRMAN. Thank you, Senator Wyden, and thank you, Mr.
ash.
" [The prepared statement of Mr. Hash follows:]
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I'am pleased to be here today to describe our plans to inform Medicare beneficiaries of their
health plan options under the Balanced Budget Act of 1997 (BBA) and to assist them in making
the right choice for their needs. Ensuring that beneficiaries are adequately informed of their
options has been a major focus of this committee. You played a leadership role not only in
defining the scope of the information campaign in the BBA but also in ensuring that it is

adequately funded. Without adequate funding, beneficiaries will not have the tools they need to
make the right choices. .

We testified before your committee last year on this same issue. At that time, we described our
various initiatives and I am pleased to report that we have made significant progress since then.

o We are in the process of gathering our first comprehensive picture of enrollee satisfaction
through the Consumer Assessment of Health Plans Study (CAHPS) instrument. It is
designed to provide a consumers-eye view of how health plans really work, and allow
beneficiaries to make apples-to-apples comparisons between plans. Results will be
available to Medicare beneficiaries by November 1998.

o We are finalizing plans for our first nationwide mailing of basic and comparative
information on Medicare+Choice options, original fee-for-service Medicare, and private
supplemental coverage “Medigap™ policies available to beneficiaries.

o We are also finalizing plans for toll-free telephone service and local counseling services to
assist beneficiaries in making informed choices.

[ We will this fall release, via the Internet, comparative information on the Health Plan
Employer Data and Information Set (HEDIS) measures for 1996 which were adapted for
Medicare and include information on plan performance, such as mammography screening
rates. Qur new Internet site, Medicare.gov, will provide basic comparison information on
Medicare plan options by zip-code through Medicare Comopare.

As you know, the BBA expands health care options available to Medicare beneficiaries through
the creation of the Medicare+Choice program. Under this program, Medicare beneficiaries will
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be able to choose to receive their Medicare benefits either through original Medicare, as the
current Federally-administered fee-for-service program is now called, or from an array of
Medicare+Choice private options such as Health Maintenance Organizations, Preferred Provider
Organizations, Provider Sponsored Organizations, as well as Private Fee-for-Service Plans and
Medical Savings Account Plans. These choices are designed to offer Medicare beneficiaries
options similar to those available in the private sector to people with employment-based health
insurance. Medicare+Choice also is designed to expand access to managed care options for
Medicare beneficiaries in rural and other areas where these options have been lacking.

The BBA added new challenges to making sure Medicare beneficiaries have what they need to
make informed choices.

[ Phased lock-in: To date, beneficiaries could enter and drop out of managed care plans on
a monthly basis. Under BBA, beginning in 2002 beneficiaries will be locked into most
Medicare+Choice options for six months. Starting in 2003, the lock-in period will be nine
months. And beneficiaries enrolling in Medical Savings Accounts (MSAs) will be locked in
for one year starting in 1999.

o Changes in enrollee costs; Some new options involve changes in enrollee costs.
Medicare provides protections to limit beneficiaries out of pocket health care costs.
However, under BBA, beneficiaries will be offered options which alter these protections.
Private fee-for-service plans under BBA have no limits on premiums that can be charged
to beneficiaries. Plans are free to negotiate their own payment rates, and providers can bill
up to 15% beyond the plan’s rates. With MSAs, beneficiaries must negotiate their own
payment rates, and there are no limits on what providers can charge.

o Benefits not standardized: The BBA did not include provisions that would have made it
easier to explain options to beneficiaries. It did not standardize commonly offered
additional benefits, which would have made it easier for beneficiaries to compare
Medicare+Choice and Medigap options. The BBA also did not include provisions to limit
preexisting condition exclusions and expand open access for Medigap opticns for both
disabled and elderly beneficiaries so that they can more freely move back into traditional
fee-for-service Medicare. Without these provisions, it will be more of a challenge to help
beneficiaries understand the consequences of some choices and whether specific options
will meet their specific needs and desires.

We are doing our best to meet the challenges posed by the BBA within the limited discretion we
have under the law, and I would like to summarize for you today our plans and the challenges that
we face.

The National Medicare Education Program



~

23

While the Medicare+Choice program expands choice, as indicated above, the context for this
choice will be significantly different than under Medicare’s previous risk-contracting program.
Besides weighing the value of additional benefits such as prescription drugs and low copayments
that plans may offer, beneficiaries will also have to be aware of the potential for higher out-of-
pocket expenses, variable supplemental benefits, and the implications of lock-in, The complexities
added by the scope of options in the BBA are a concern because our research has shown us that,
even before the BBA changes, many beneficiaries were confused about their basic Medicare
benefits and, therefore, did not use the program to their full advantage.

Many beneficiaries do not understand the basics of the original- Medicare fee-for-service program
or their current HMO options, according to surveys by us and the HHS Inspector General. And
beneficiaries with some understanding often have only superficial knowledge.

o For example, one third of beneficiaries reported knowing little or nothing about original
Medicare benefits or out-of-pocket payment for services.

o Over 40 percent indicate that they know little or nothing about private supplemental
policies.

o About one-third of beneficiaries do not understand that if they disagree with a payment or

coverage decision, they have the right to appeal it.

o Perhaps most critically, 6 out of every 10 beneficiaries report knowing little or nothing
about managed care.

In recent focus group testing of Medicare+Choice materials, we found that few beneficiaries have
any knowledge of the Balanced Budget Act or the Medicare+Choice initiative. When we have
shown beneficiaries the options they will have under Medicare+Choice, many become
overwhelmed by the number of choices, and even well educated beneficiaries have difficulty
understanding them all.

Clearly, beneficiaries will need assistance to understand the implications of the expanded
Medicare choices under the BBA and how to use the HCFA-developed information tools that will
be available annually through the Medicare Handbook and via the World Wide Web. We also
need to make sure beneficiaries understand that they can choose to do nothing and continue to
receive care through original fee-for-service Medicare or their current managed care plan.

To respond to this need, HCFA is embarking on a National Medicare Education Program, the
purpose of which is to ensure that our beneficiaries receive accurate, easily understandable
information about their benefits, rights, and health plan options to assist them in becoming more
active participants in their health care decisions. .

We are establishing extensive partnerships in this effort. We have 23 partners on our coordinating
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committee. They includes the American Association of Health Plans, the American Association of
Retired Persons, the federal Administration on Aging, the American Society on Aging, the AFL-
CIO, the Consumer Coalition for Quality Health care, the Department of Defense TRICARE
Marketing Office, Families USA Foundation, the Health Insurance Association of America, the
Health Resources and Services Administration, the International Longevity Center, the Medicare
Rights Center, the National Asian Pacific Center on Aging, the National Association of Area
Agencies on Aging, the National Association of Community Health Centers, the National
Association of State Units on Aging, the Nationa! Council of Senior Citizens, the National
Institute on Aging, the National Institute on Diabetes and Digestive and Kidney Disease, the
National Organization for Rare Disorders, the U.S. Office of Personnel Management Office of
Insurance Programs, the Visiting Nurses Association of America, and Watson Wyatt Worldwide.

We have 15 organizations participating on task forces. They include the American Academy of
Family Physicians, the American Hospital Association, the American Music Therapy Association,
the American Nurses Association, the Employers’ Managed Health Care Association, the General
Services Administration Consumer Information center, the Georgetown Institute for Health Care
Research and Policy, Hewitt Associates, Indian Health Services, the National Alliance for
Caregiving, the National Osteoporosis Foundation, the People’s Medical Society, Resource
Connectors Ltd, the Spry Foundation, and Towers Perrin.

We have 28 organizations helping us as educational affiliates. They include the 60 Plus
Association, Aging Services Inc., the Alliance for Aging Research, the American Academy of
Family Physicians, the American Medical Rehabilitation Providers Association, the Association of

Jewish Aging Services, the Ball State University Center for Gerontology, the Eastman Kodak

Co., Iona Senior Services, the National Agricultural Library, the National Association of
Insurance Commissioners, the National Association of People with AIDS, the National
Association of Retired Federal Employees, the National Association of Social Workers, the
National Coalition for the Homeless, the National Committee to Preserve Social Security and
Medicare, the National Consumers League, the National Library of Medicine, the National Rural
Health Association, the Office of Disease Prevention and Health Promotion, the Office of
Minority Health Resource Center, the Partnership for Prevention, the Department of Labor
President’s Committee on Employment of People with Disabilities, the Substance Abuse and
Mental Health Services Office of Managed Care, the Summit Health coalition, the United Auto
Workers, the United Cerebral Palsy Institute on Disability and Managed Care, and the United
Senior Health Cooperative.

We also intend to work closely with Health Insurance Advisory programs (formerly known as
Health Insurance Information Counseling and Assistance programs), and hope to coordinate
efforts with local agencies on aging.

Through this program, we want to educate Medicare beneficiaries so that they can make informed

health plan decisions rather than making decisions based on inaccurate, misleading, or incomplete
information.
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The National Medicare Education Program will employ a number of strategies to educate
beneficiaries regarding;

. Medicare program benefits

. health plan choices

. their rights, responsibilities, and protections
. health behaviors and health promotion

As part of this program, HCFA will provide access -- via the Web, a toll-free call center, and in
print materials -- to general program information and specific comparative information about

- Medicare+Choice options. The information comparing plan options is crucial to empowering

" beneficiaries with the knowledge that will help them evaluate Medicare+Choice options along

with the original Medicare program and make informed decisions based on their individual needs.
Equally important is the need to make clear that HCFA’s provision of local comparative data is
intended neither to encourage or discourage beneficiaries from choosing one health care plan over
another nor to favor a choice of 2 Medicare+Choice plan over original fee-for-service Medicare.

The National Medicare Education Program will use a phased educational approach moving from
awareness to understanding to use of information by beneficiaries to make personal decisions
about the best value health plan option for them.

In 1998 and 1999 we will begin the initial phases of the program during which we will: make
beneficiaries aware that new health plan options are coming; prepare them for making an informed
choice;: and help them understand HCFA's role and mandate as it relates to Medicare. In all, we
want to emphasize that the choice is theirs - that is, they do not have to change if they are
satisfied with the benefits and care that they are currently receiving,

During the next phase of the program (in 2000 and beyond), we want to help beneficiaries
understand the importance of both making an informed choice and assessing the quality of
services received under Medicare. We also want to emphasize to beneficiaries that they should
make their choices based on their individual needs. For beneficiaries, their families, and others
working on their behalf, we want to strive to assure that they: are aware of the resources and
tools to use to help in the choice-making process; understand that Medicare cares about quality;
and perceive that the Medicare program is a reliable and credible information broker about health
care plans and coverage.

Through the program, we want to assure that our beneficiaries develop skills and acquire
knowledge to make informed choices, including making use of comparative quality measures and
assessing the appropriateness of available options given their individual medical needs. This
activity is part of a larger effort to educate Medicare beneficiaries about ways to improve their
health through healthy living and appropriate use of benefits.

The National Medicare Education Programis a five-year effort. We will be constantly learning
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from our efforts. A program assessment will be integrated into the design and implementation of
the program. The assessment will provide information to: 1) improve practices and procedures,
2) add or drop specific program strategies and techniques, and 3) replicate successful aspects of
the program elsewhere. The focus of the program assessment will be whether the “right” actions
are being taken in the “right” way, and whether the desired outcomes are being achieved.

1998 Objectives

HCFA'’s objectives for the National Medicare Education Program in 1998 include:

o -

Building alliances with other consumer centered organizations to work with HCFA in
disseminating information and educating our beneficiaries and our other partners who
work on beneficiaries’ behalf. HCFA has invited a broad array of public and private sector
organizations to join an Alliance Network to foster cooperation among these groups
nationally and at the local level to enable Medicare beneficiaries to make informed health
care decisions. These-groups can choose to participate at three different increasingly
active levels of involvement and leadership ranging from supporters in information
dissemination to national leadership partners.

Test-marketing alternative information broadcast approaches focusing on various
Medicare managed care markets. We are formally testing information which will be
presented in print and over the Internet with groups of beneficiaries to assess their
understanding of the intent of the information and the usefulness of the style of the
presentation.

Developing a national community-based customer service strategy that leverages the
existing community-based organization network and lays the foundation for future support
from a broad base of public, private, and volunteer community-level support. While
Medicare is a national program, beneficiaries interact with the health system locally. A
sustainable community-based infrastructure is essential to support the counseling needs of
beneficiaries. We are seeking approaches to develop and leverage existing networks of
community-based organizations that can be used to assist beneficiaries. HCFA Regional
Offices will take the lead in this effort beginning with developing local strategies for the
special information campaign in 1998. We are also working with foundations to identify
opportunities to fund development of innovative community programs.

Educating and training principal information intermediaries, such as Health Insurance
Advisory programs, advocacy groups, and community-based organizations. We are
planning an.intensive training program targeted to our contractors and our partners who
will be actively involved in providing information and counseling to beneficiaries and those
who work on their behalf. We will provide training regarding the program changes
resulting from the Balanced Budget Act and the tools and resources that will be available
to them in working with beneficiaries.




Spending Plan for the National Medicare Education Program

For the 1998 fiscal year, HCFA plans to spend about $114 million on the National Medicare
Education Program. This includes $95 million collected in user fees, provided for in the BBA, and
about $19 million from our program management and peer review organization (PRO) accounts,
which will fund activities that would have been funded without the BBA but which will be folded
into the comprehensive National Medicare Education Program. The lion's share of the money is
devoted to the beneficiary handbook/plan comparisons and the 1-800 toll-free information line.
Let me briefly outline our spending plan.

Medicare Handbook/Medicare+Choice Comparisons - In FY 1998, we estimate that the costs
to design, print and mail the combined Medicare Handbook/Medicare+Choice Plan Comparisons
will be about $35 million, or just under $1.00 per beneficiary. An additional $10 million will be
spent on related Medicare+Choice program printing needs, including the costs for printing and
mailing the initial enrollment package to individuals who will soon be eligible for Medicare. Only
one handbook will be mailed per household. The per person cost for the handbook is higher than
in previous years because the health plan comparative information is being provided. We are
currently estimating that there will be over 500 different versions of the plan comparison section
of the handbook. Each version will be tailored to the options available in the market in which the
beneficiary resides. The 1999 version of the book will be mailed to beneficiaries in the fall so it
can be used during the November open enrollment period. The information included in plan
comparisons will be expanded over time to include HEDIS performance measures, enrollee
satisfaction results and disenrollment rate information.

1-800-MEDICARE - We estimate that the cost for the 1-800-MEDICARE toll-free call center
will be just under $45 million in FY 1998. Needless to-say, we are not as confident of this
estimate because of the tremendous uncertainty regarding how many beneficiaries will utilize this
service and how long the average call will last. Callers to the service will first reach an automated
response unit that could be either touch-tone or voice activated. Spanish language and hearing
impaired service wilt be provided. This service will be available 24 hours a day, 7 days a week and
will allow callers to order Medicare publications, request a disenrollment form or hear recorded
answers to frequently asked Medicare+Choice questions. Callers also will be able to talk to
customer service representatives from 8:00 a.m. through 4:30 p.m. local time, Monday through
Friday, about more complex questions and to obtain comparative information about local health
plan options. Once the service is operational nationwide, we estimate that over 2,000 service reps
will be needed during peak call times.

Community Support/Information Infrastrecture - The remaining $24 million will fund a host
of other activities, including (1) the Internet site, which will provide comparative information to
beneficiaries and those who counsel with them, (2) the Health Insurance Advisory Program
activities, (3) surveys of enrollee satisfaction, (4) a national publicity campaign which will feature
health fairs, (5) development of information materials to be used by beneficiary counselors, and
(6) evaluations and other projects to monitor and improve how we communicate this important
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information to our beneficiaries.

FY 1999 Request - For fiscal year 1999, we are estimating that we need about $173 million --the
full amount of user fees authorized in the BBA ($150 million) and $23 million from our program
administration and PRO accounts, which will fund activities that would have been funded without
the BBA but which will be folded into the comprehensive National Medicare Education Program.
Most of the increase is devoted to a much larger projected cost for the 1-800-MEDICARE toll-
free line. Inboth FY 1998 and FY 1999, some of the funds are needed for start-up costs, such as
training and management information systems. We anticipate that in FY 2000 when start-up
activities are completed, the line item for this activity will be less than it is in FY 1999.

Specifically, for FY 1999 we are again projecting about $45 million for the handbook and other
printing needs. We estimate $80 million for the toll-free service; about $33 million for HIA,
beneficiary satisfaction surveys, a national publicity campaign featuring health fairs, the Internet
site, and evaluation of the consumer information activities; and reserving about $15 millionina
contingency fund, given the uncertainty of the demand for toll-free call center services.

We appreciate the support of this Committee for the appropriation of the full amount authorized
for the 1999 user fees. We should point out that since $23 million in funding is coming from
other sources, it is imperative that both HCFA's full FY 1999 appropriation request and our
request for authority for user fees for other parts of the program be approved. We also want to
call to your attention to the fact that the BBA authorizes $100 million in user fees for consumer
education and information activities in fiscal years 2000 and beyond. Given the current uncertainty
over beneficiary demand for Medicare+Choice options, we may need to revisit the adequacy of
this funding level once we have a better understanding of the type of information beneficiaries find
useful. . .

CONCLUSION

While we support broader choices for Medicare beneficiaries, implementing the Medicare+Choice
program presents HCFA with many new challenges. Key among them is to ensure that Medicare
beneficiaries receive accurate, easily understandable information about their benefits, rights, and
health plan options so that they can make informed health plan decisions. We are committed to
giving beneficiaries accessible information so that they can avoid making decisions based on
inaccurate, misleading, or incomplete information. This is an extremely important task, and we
know that we cannot succeed without adequate resources. We trust that this Committee will
continue to play a leadership role in trying to ensure that beneficiaries have the tools that they
need to make informed choices.
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The CHAIRMAN. I now call our second witness in our second
panel, Dr. William Scanlon. He is the director of Health Financin
and Systems Issues at the General Accounting Office (GAO), anﬁ
I always say that we cannot have an official meeting of the Aging
Committee without having Dr. Scanlon here. The GAO is a valu-
able resource for us. ,

Dr. Scanlon will provide recommendations on how HCFA can im-
prove the collection and distribution of new information to Medi-
care beneficiaries and discuss two reports, one of which is being re-
leased today on disenrollment information on Medicare managed
care plans. %‘he other report, which should be available soon, exam-
}_nes ow plans provide information on their prescription drug bene-
1ts.

Dr. Scanlon.

STATEMENT OF WILLIAM J. SCANLON, DIRECTOR, HEALTH FI-
NANCE AND SYSTEM ISSUES AREA, GENERAL ACCOUNTING
OFFICE

Mr. ScaNLoON. Thank you very much, Mr. Chairman and mem-
bers of the committee. I am very pleased to be back here again
today to discuss this important question of how to assist Medicare
beneficiaries in making informed choices about their health plans.

This issue has assumed even greater significance than when we
met before now that the Balanced Budget Act has passed and has
established the Medicare+Choice program in which new plan op-
tions besides HMO’s are going to be authorized to serve Medicare
beneficiaries.

Medicare+Choice’s success . in achieving program efficiencies
while enhancing beneficiaries’ options for obtaining higher quality
and more comprehensive health care is predicated on a foundation
of sufficient information, information that will encourage plans to
genuinely compete with one another.

Over the past 3 years, we have testified and reported on the dif-
ficulties that beneficiaries have in trying to compare benefits and
performances across plans.

Today, I would like to draw on some of our issued work as well
as some of the new new consumer information work that we are
doing for this committee.

Since we last testified on this topic, there has been progress
made in making information available, and we have heard about
much of that today. HCFA has posted on the Internet summaries
of its health plans, premiums, out-of-pocket costs, and benefits. As
you heard from Mr. Hash, HCFA’s national Medicare information
program will reach a wider audience by providing a printed version
of this comparative information in the Medicare handbook that will
be mailed directly to every beneficiary. Plus, there will be the 1—
800 number that will be available to assist beneficiaries seeking
additional information.

While we regard these steps as valuable, they do not—and as you
‘have noted—address an important portion of the information that
consumers use to make choices among health plans. Comparative
information by necessity is brief, and when individuals have nar-
rowed their choices and are seriously considering a few plans, theK
generally are going to rely on individual plan materials. For suc

49-075 98-2
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materials, we have not seen the progress that we would hope for
in terms of implementing the recommendation we made in 1996
that HCFA require plans to standardize the format and the termi-
nology in their marketing and other plan materials.

As Senator Breaux noted with the graphics, we as members of
the Federal Employees Health Benefit Program enjoy the luxury of
being able to compare plans using materials that are prepared with
standard terminology and standard formats. The same is not true
for a Medicare beneficiary.

I am sure you both remember last year the array of plan descrip-
tions that was tacked up over here on the wall that a beneficiary
in Los Angeles would have to cope with to compare the health
plans that they had available to them.

The same situation is true today. In working for this committee,
we have visited Tampa, FL, and looked at the eight HMO’s that
exist there and discovered that we could create a smaller wall, be-
cause there are only eight of them rather than the 14 in Los Ange-
les, but a very similar wall of plan brochures that a beneficiary
would have if they were seeking information on the Tampa HMO’s.

I would like to illustrate the consequences that are facing an in-
dividual in Tampa as they try to choose plans because of that non-
standardized information and also indicate why we believe that
HCFA should give higher priority to moving toward standardized
information and format in plan material.

In the Tampa brochures in describing prescription drug benefits,
some of the plans have omitted important caveats and provided
dollar benefit limits whose actual value could not be determined
without further investigation.

For example, some plans used the term “formulary,” but did not
explain that it meant that most comprehensive coverage was gen-
erally limited to a specified list of drugs. Prospective enrollees may
not understand that a drug not on the formulary could cost them
substantially more out of pocket.

In addition, the document specified annual dollar limits or caps
on the use of the prescription drug benefit, but the actual dollar
value of those limits could not be calculated with the information
given. For example, beneficiaries might assume that an HMO that
offers a $1,200 annual cap on coverage has a more generous benefit
than one offering a $1,000 cap on annual coverage. However, plans
differ in how they price drugs in calculating whether the cap has
been reached. Some use retail prices. Some use wholesale prices.
Some use a discount from wholesale prices. A $1,000 cap based on
a discounted wholesale price could be worth considerably more
than a $1,200 cap based on retail prices.

We believe that standardization of the terms and formats in plan
material would not only benefit consumers, but would benefit
HCFA and the health plans as well. Currently, the agency staff
have  wide discretion in their decisions to approve or reject plan
marketing materials. .

For example, one reviewer may require a plan to use the term
“contracting provider” instead of “participating provider,” even
though both terms are approved by HCFA’s marketing guidelines
and a prior reviewer approved the use of the term “participating
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provider.” Rework caused by inconsistent reviews is time consum-
ing and costly for both HCFA and the plans. :

e plans pointed out to us that corporate purchasers often re-
quire them to use standard language and that Medicare informa-
tion standards could reduce the amount of time that they and
HCFA staff spend reviewing and reworking marketing materials.

All of the plans’ representatives that we spoke to said that they
would favor such standards if HCFA could develop them jointly
with the plans and other interested parties.

Regional HCFA staff we spoke with similarly noted that receiv-
ing standardized information from plans could make it easier to
produce the comparison charts and to check marketing materials
for accuracy.

Perhaps even more important, we believe standardizing informa-
tion from plans could reduce the number of beneficiaries who are
confused in trying to compare plan brochures and who may turn
first to the 1-800 Medicare number for help. The potential cost of
such calls is an issue, but in addition, the calls may be frustrating
for beneficiaries in that the 1-800 Medicare staff may not be pre-
pared to answer the very detailed questions about specific plans
that beneficiaries have at that stage of their decisionmaking.

Let me note in conclusion that we recognize that HCFA faces
considerable responsibilities and challenges in implementin
Medicare+Choice. We know that the agency is working on severa
fronts to produce useful consumer information. However, we be-
lieve that setting the information standards for marketing mate-
rials that plans provide is a step that HCFA has the discretion to
take and would be a win for all the parties involved, for bene-
ficiaries as they seek to evaluate their options, for health plans and
HCFA staff as they seek to get plan documents reviewed and ap-
proved expeditiously and to assist beneficiaries seeking informa-
tion, '

That concludes my statement. I would be happy to answer any
questions you or any member of the committee may have.

[The prepared statement of Mr. Scanlon follows:]
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Mr. Chairman and Members of the Committee:

We are pleased to be here today to discuss steps the Health Care Financing
Administration (HCFA) could take to help beneficiaries make more informed choices
among Medicare health plans. In 1996' we reported to you that beneficiaries received
little or no comparative information on Medicare health maintenance organizations
(HMO). Among other things, we recommended that HCFA produce plan comparison
charts, require plans to use standard formats and terminology in key aspects of their
marketing materials, and publicize readily available plan performance indicators such as
disenrollment rates. In addition, Medicare+Choice provisions under the Balanced Budget
Act of 1997* (BBA) authorize new health plan options for Medicare beneficiaries and
mandate that HCFA provide beneficiaries with comparative information about the
Medicare+Choice options.

My remarks today will focus on the extent to which HCFA's Medicare+Choice
information development efforts are likely to (1) enable beneficiaries to readily compare
benefits and out-of-pocket costs using plan brochures and (2) facilitate the agency's
approval of plans' marketing materials and other administrative work required of both
HCFA and the health plans. I am basing these remarks on our ongoing work for this
Committee. I will also discuss the findings from our recent report’ on HMO
disenrollment rates and how data that HCFA already collects, but does not publish, may
be useful to beneficiaries.

In summary, HCFA has begun making certain plan-specific information available to
beneficiaries. For example, in March of this year, HCFA posted summary information on
health plans' premiums, out-of-pocket costs, and benefits on the Internet. HCFA is also
working to provide a printed version of this information directly to beneficiaries and meet
other BBA information dissemination requirements.

These efforts, however, do not address the problem beneficiaries face in trying to
carefully evaluate their health plan choices using the plans' summaries of benefits and
other marketing materials. These materials are a major source of health plan information.
Currently, plans use widely varied formats and definitions of benefits in the materials they
distribute to beneficiaries. As we reported in 1996, this lack of common formatting and
language made it difficult, if not impossible, for beneficiaries to rely on HMOs' marketing
literature to compare benefits and premiums. Preliminary results from our current work

Medicare: HCFA Should Release Data to Aid
Performance (GAO/HEHS-97-23, Oct. 22, 1996).
?P.L. 105-33.
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on HMOs' prescription drug benefit—a benefit that attracts many Medicare beneficiaries to
managed care-suggest this situation continues to exist. Our current work also suggests
that critical information is sometimes missing from plans' marketing materials.

The diverse formats and terms also cause problems for health plans and HCFA
staff. Without HCFA's specifying common standards for plans' marketing materials,
agency staff have wide discretion when deciding to approve or reject these documents.
Plan representatives and HCFA staff we spoke with said that this latitude leads to
inconsistent HCFA decisions, unnecessary delays, and extra costs. The lack of required
standards similarly affects the efficient development of comparative benefits information.
Under current circumstances, agency staff must comb through dissimilar information
submitted by plans for HCFA's contract approval process and contact the plans to clarify
the information before producing benefit comparison summary charts.

To help beneficiaries evaluate their health plan options, HCFA could move faster to
publish readily available plan performance indicators such as plans' disenrollment rates.
With this information, beneficiaries could then decide to seek more information about a
plan before enrolling.

~ HCFA could better serve beneficiaries, reduce burdens on health plans, and
leverage its own resources by setting information standards for health plans' marketing
literature. We believe, therefore, that HCFA should adopt the recommendations we made
in 1996 and require plans to use standard formats and terminology in their benefit
descriptions. In addition, HCFA should use plan performance data it already collects to
help inform beneficiaries' health plan decisions.

BACKGROUND

Most beneficiaries live in areas where they can choose to receive Medicare benefits
either through a managed care plan or through traditional fee-for-service Medicare. of
the 6 million beneficiaries enrolled in Medicare managed care, approximately 90 percent
are in "risk-contract” HMOs.* Medicare pays these HMOs a fixed, per beneficiary fee,
regardless of what the HMO spends for each beneficiary's health care. These plans are
called "risk® HMOs because the HMO assumes the financial risk of providing care for the
amount Medicare pays.

Although HMOs are required to cover all traditional Medicare benefits, many also
provide additional services, such as outpatient prescription drugs, routine physical
examinations, and hearing aids. In addition, plan costs can vary: some HMOs charge a
monthly premium (in addition to Medicare's part B premjum), but others do not. Except

‘Approximately 700,000 beneficiaries are enrolled in HMOs that are reimbursed by HCFA
on a cost basis or in another form of managed care.
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for emergency services, HMO enrollees must generally receive all covered care through
health care professionals designated by their plans.

The number of Medicare beneficiaries enrolled in risk HMOs has more than
doubled in the last 3 years, from 2.3 million in December 1994 to 5.2 million in December
1997. The number of Medicare risk HMOs also increased, from 154 to 307, in the same
time period. The growth in Medicare managed care enrollees and plans is expected to
continue, fueled in part by the BBA, which provided for new types of Medicare managed
care plans and increased plan payments in many areas that previously lacked a fee-for-
service alternative.

Unlike other large health care purchasing organizations, HCFA has not routinely
provided plan-specific information directly to beneficiaries. However, the BBA now
requires HCFA to distribute comparative information that can help beneficiaries interested
in managed care select a health plan. In addition, HMOs will continue to advertise and
distribute summaries of benefits as part of their marketing efforts to enroll new members.

HCFA, through its regional offices, approves the HMOs' marketing materials before
plans use them. HCFA regional offices also oversee HMO marketing and enrollment
efforts by reviewing plans' sales practices and responding to beneficiaries' complaints.
HMOs must include certain explanations in their marketing materials, such as provider
restrictions, but otherwise have wide latitude in what information is included and how it
is presented.

Each year, as part of the contracting process, HMOs submit to HCFA detailed
information on their proposed benefits, premiums, and other beneficiary oat-of-pocket
costs. HCFA's central office reviews these proposals for compliance with Medicare
_regulations and approves the contracts.

STANDARD BENEFIT DESCRIPTIONS COULD
HELP BENEFICIARIES COMPARE PLANS' BENEFITS AND
EASE BURDEN ON PLANS AND AGENCY STAFF

Although HCFA has efforts under way to publish comparative information on
Medicare+Choice plans, it has not taken the steps needed to enable beneficiaries to make
similar comparisons using individual plans' marketing materials. The absence of
standards for format and terminology used to describe benefits and out-of-pocket costs
limits the usefulness of these materials for comparison purposes. Such standardization
would help beneficiaries in comparing health plans and lessen the administrative burden
on both HCFA and the plans. Extending these standards to the information that plans
provide to HCFA in their contract submissions would facilitate the agency's efforts to
assemble comparative information.

3 GAO/T-HEHS-98-162
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HCFA Has Efforts Under Way
mmmmm“ m Choice Pl

Until this year, HCFA produced little comparative information on Medicare HMOs.
In March 1998, HCFA made available a database it calls "Medicare Compare,” which posts
summary information on the Internet comparing health plans' benefits and out-of-pocket
costs. HCFA intends to update the database and add plan performance indicators as
they become available in the coming months and years. In addition, HCFA pians to
include comparison charts in the next Medicare Handbook to be mailed to beneficiaries.
Agency staff are also conferring with seniors' advocacy groups to determine how best to
inform beneficiaries of their new Medicare+Choice options.

Federal employees and retirees can readily compare benefits among health plans in
the Federal Employees Health Benefits Program (FEHBP) because the Office of Personnel
Management, which administers FEHBP, requires plan brochures to follow a common
format and use standard terminology. In contrast, HCFA does not require Medicare
HMOs to use standardized formats or terms, including definitions, in their marketing
materials. Consequently, Medicare beneficiaries cannot easily use plans' marketing
materials to compare benefit packages.

Neither HCFA's MMMmmMﬂmwMQ@MB_Mmm nor
its supplemental Medicare ge ide requires
standardization in plan matenals In fact the manual whxch prowdes guidance on the
contents of plans' marketing materials and HCFA's process for reviewing these materials,
specifically states, "HCFA does not mandate a format or style for . . . marketing materials
other than requiring that the member rules be written and that the marketing materials

. be understandable to the average beneficiary.” HCFA's marketing guidelines do
contain model language and documents HMOs can adopt, but plans are not required to
use the models. Without required standards from HCFA, HMOs are left to their individual
discretion, as we reported in 1996.

We recently asked the eight Medicare HMOs serving the Tampa, Florida, area to
send us their marketing materials. We received a wide array of brochures, pamphilets,
and other written documents. Although all plans provided benefit summaries, the formats
and benefit categories varied considerably from plan to plan. This lack of consistency
may impair a beneficiary's ability to compare benefits and related costs. For example, we
found that only five Tampa plans mention mammograms in their benefit summaries—even
though all plans covered mammograms. Most plans listed mammograms under the
benefit category of preventive services. One plan, however, listed mammograms under

4 GAO/T-HEHS-98-162
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hospital outpatient services. Consistent presentation is important because beneficiaries
may rely on plans' benefit summaries for coverage and out-of-pocket cost information.
Beneficiaries typically do not receive more detailed benefit descriptions until after they
enroll in a plan.

The HMOs we reviewed also differed in the terms they used to describe the same
benefit. Some plans used technical terms but did not define them. Consequently,
beneficiaries could misinterpret important out-of-pocket costs or benefit restrictions. For
example, some plans used the term "formulary™ in describing their drug benefit but did
not explain what it meant. Beneficiaries reading a plan's marketing materials may not
understand that use of nonformulary drugs may result in substantially higher out-of-
pocket costs. To learn what "formulary” means when it is not defined in the marketing
literature, beneficiaries would have to ask plan representatives or read the plan's
“evidence of coverage’-a document normally provided to beneficiaries after they enroll in
a plan.

. )
mmmmmm;armr: .

Seemingly straightforward benefit comparisons may be misleading because plans'
marketing materials sometimes omit key details. Plan descriptions of prescription drug
coverage, a benefit offered by many HMOs, illustrate how missing information can lead to
erroneous conclusions about the value of plans' benefits.

Under the best of circumstances, the relative value of plans’ prescription drug
coverage may be hard to compare. For exanple, plans that have formularies often set
one copayment amount for formulary drugs and another, higher copayment for
nonformulary drugs. Beneficiaries' out-of-pocket costs for such plans depend both on the
specific drugs included in the formularies and the two copayment amounts,

Beneficiaries may use a plan's stated annual dollar limit, or cap, to judge the drug
benefit's consumer value. For example, beneficiaries may assume that an HMO offering
prescription drug coverage up to a $1,200 annual cap has a more generous benefit than
another HMO offering coverage up to $1,000. This comparison may be misleading,
however. Plans differ in how they calculate the dollar amount of drugs used by
beneficiaries. Some plans use retail prices to compute this amount. Others may use

*In general, a formulary is a list of drugs that health plans prefer their physicians to use in
prescribing drugs for enrollees. The formulary includes drugs that plans have determined
to be effective and that suppliers may have favorably priced for the plan.
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drugs' average wholesale prices (AWP) or a lower price discounted from AWP to
calculate a member's total drug usage in dollars.

One HMO gave us an illustration of how the value of a drug benefit depends on
whether drug cost is measured by retail prices, AWP, or discounted AWP. The HMO used
the drug Prilosec for the example because it is one of the brand-name drugs most
commonly prescribed for its Medicare members. According to the plan, the retail price of
Prilosec is $123 and the AWP is $101. The HMO said it computes the dollar amount of a
member's Prilosec usage using a discounted AWP of about $91 per prescription. If the
plan used AWP, or the even higher retail price, members would receive fewer
prescriptions before reaching the annual dollar coverage limit. The consumer value of a
drug benefit could vary substantially between two HMOs with the same annual cap if they
used different prices to compute drug usage.

In addition, HMOs' marketing materials do not always disclose key details that
beneficiaries need to make accurate comparisons. For example, marketing materials from
several Tampa HMOs did not mention what prices plans used (that is, retail, AWP, or
some price below AWP) to compute the dollar amount of members' drug use. One-half of
the plans did not disclose that their prescription benefits involve formularies. Similarly,
plan materials often failed to inform members that they face higher out-of-pocket costs if
they choose a brand-name drug when a generic drug is available.

ds Slow. jew

{ Plans’' Marketing Material

HCFA's lack of standards for benefit descriptions also complicates HUFA's review
of marketing materials and delays their distribution. HMO officials said that HCFA's
Medicare Managed Care National Marketing Guide provides broad criteria for plan
materials sent to beneficiaries. It does little to ensure that HCFA's regional office staff
will review plans' marketing materials consistently and uniformly nationwide-a problem
we noted in 1996 when the guidelines were being developed.

Individual HCFA staff have wide discretion in approving and rejecting plans'
marketing materials. HMOs report that this discretion leads to inconsistent decisions and
unnecessary delays in the development and distribution of plan materials. For example,
plans report that HCFA reviewers frequently require changes to materials that were
previously approved by other HCFA reviewers. These changes may delay printing or limit
the use of materials already printed and increase plans' costs. Plans report being
particularly disturbed by inconsistent HCFA decisions based on individual reviewers'
preferences. For example, one reviewer may require a plan to use the term "contracting
provider” instead of "participating provider," even though both terms are approved by
HCFA's marketing guidelines. The rework caused by inconsistent reviews is time
consuming and costly for both HCFA and the plans.
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HMO representatives reported that corporate purchasers often require plans to use
standard language. The HMO representatives suggested that Medicare information
standards could reduce the amount of time HCFA and plan staff spend reviewing and
reworking marketing materials. All of the plans' representatives we spoke with said that
they would be in favor of such standards developed in conjunction with all relevant
parties.

The lack of standards for benefit descriptions in plans' contract submissions
hinders HCFA's efforts to produce benefit comparison charts and complicates the
agency's reviews of plans' marketing materials. As part of the normal Medicare
contracting process, HMOs regularly submit to HCFA detailed information on their benefit
packages. HCFA's Center for Health Plans and Providers (CHPP) reviews these packages
and approves plans' Medicare contracts. However, HMOs are not required to conform to
standard formats, language, or descriptions in their contract submissions. Consequently,
it is difficult for the Center for Beneficiary Services (CBS), HCFA's new unit responsible
for providing information to beneficiaries, to develop benefit comparison summaries from
these contract submittals, Instead, CBS has to recontact HMOs and request benefit
information for its own use. Moreover, HCFA regional offices, which must review plans'
marketing materials for accuracy, cannot easily rely on contract submissions to confirm
required premiums, copayments, and benefits.

HCFA recognizes that the agency needs to standardize the information that plans
submit for contract approval. HCFA staff said this would reduce the administrative
burden on health plans and the agency. It addition, the agency could more readily
produce comparison charts and check HMOs' marketing materials for accuracy.
According to HCFA staff, the agency has a group working on revising the contract
approval process. Implementation of new contract information requirements, however, is
targeted for 2001 or later.

HCFA collects a considerable amount of data for program administration and
contractor oversight that can indicate beneficiaries' relative satisfaction with HMOs in
their market. These indicators include statistics on beneficiary disenrollment and
complaints. Of these indicators, disenrollment rates may be most useful to beneficiaries
trying to distinguish among plans. Our analyses, contained in our 1996 report and our
most recent report, showed that disenroliment rates vary widely among HMOs that serve
the same market. However, HCFA has not systematically analyzed or published Medicare
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HMOs' disenrollment rates. Nor has HCFA yet surveyed beneficiaries who disenrolled
from HMOs to learn why some plans have relatively high disenrollment rates.

Publish HMOs' Di 1 R
and Other Plan Performance Indijcators

Relative disenrollment rates may serve as broad indicators of HMO enrollee
satisfaction even though they cannot pinpoint the causes of disenrollment. They cannot
distinguish, for example, disenrollment caused by quality or service problems from
disenrollment caused by price or value competition. Nonetheless, beneficiaries who are
considering joining a managed care plan and know relative disenrollment rates may want
to seek explanations for plans' high disenrollment rates.

Ten years ago, we first reported that some Medicare HMOs had high disenrollment
rates.’ In 1995, we recommended that HCFA publish HMOs' disenrollment rates. HCFA
took no action on our recommendation, even though the agency already collects, for plan
payment purposes, the data necessary to calculate disenrollment rates. In 1996, we
reported that HMOs' disenrollment rates varied widely in the two market areas we
studied: Miami and Los Angeles. We also restated our recommendation that HCFA
publish plans' disenrollment rates.

Our most recent report shows that many HMOs nationwide had relatively high
voluntary disenrollment rates.” In many markets, the highest disenrollment rates
exceeded the lowest rate by more than fourfold. In a few markets, the range in
disenrollment rates was even wider. For exaruple, in Houston, Texas, the highest
disenrollment rate was nearly 56 percent, while the lowest rate was 8 percent.

The BBA includes provisions requiring HCFA to publish plans' disenrollment rates.
HCFA officials told us they intend to meet that requirement by publishing rates sometime
in 1999. HCFA could act sooner, however, to provide this information to beneficiaries.
Because HCFA already collects the necessary data, plans would not be burdened by
providing additional data. HCFA could publish disenrollment rates this year. In fact,
some HCFA regional offices have periodically distributed these data to HMOs. Medicare

v ."“.7. .‘ o hoV avs to Ir o
Organizations (GAO/HRD-88-73, Aug. 17, 1988).

"These rates represent voluntary disenrollment, that is, they exclude beneficiaries who
moved out of their plans' service areas, died, or lost their Medicare part B eligibility. For
a complete description of our methodology, see GAO/HEHS-98-142, May 1, 1998, which
lists voluntary disenrollment rates for nearly every Medicare HMO operating in 1996.
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HMOs would have a strong incentive to improve their performance if HCFA published the
disenrollment rates for all plans.

Rates of complaints to HCFA from HMO enrollees can also indicate relative
satisfaction levels. Some states and large purchasers routinely publish plan rankings
based on complaint rates. This information would be relatively simple for HCFA to
compile and publish. " Although some HCFA offices track the complaints they receive, no
HCFA office publishes HMO-specific complaint rate statistics.

!mmm&nsﬁmmm HMOs Unavailable for at Least 2 X

HCFA's initial efforts to assess beneficiaries' satisfaction with individual Medicare
HMOs may be seriously flawed. Recently, HCFA sponsored a survey of HMO members,
known as the Consumer Assessment of Health Plans Study. HCFA intends to release the
results later this year to help beneficiaries compare the plans' ability to satisfy their
members. Shortcomings in the survey's sampling methodology, however, will greatly limit
the usefulness of the results and preclude accurate comparisons.

The consumer assessment study includes only beneficiaries who have remained in
the same health plan for at least 12 months. Beneficiaries who left dissatisfied or left for
other reasons are excluded. A survey of only those beneficiaries who are satisfied
enough to remain enrolled in their health plans may yield biased results. For example,
we spoke with representatives of one HMO that conducted an annual member survey.
Because the survey showed that 90 percent of its members were satisfied, HMO officials
did not understand why their pian had a 40-percent disenrollment rate. When the HMO
conducted a survey of disenrollees, however, it discovered that many beneficiaries had
left to obtain better benefits at other HMOs.

HCFA is planning to survey Medicare HMO disenrollees in the future, If designed
appropriately, such a survey could help explain why some HMOs have high disenroliment
rates. For example, survey results may indicate whether disenrollees left because of
quality or access problems or because competing HMOs offered more generous benefits.
The disenrollee survey instrument and methodology have not yet been defined, and,
according to HCFA staff, the results will not be available until 2000 at the earliest.

CONCLUSIONS

HCFA faces many new responsibilities and challenges in implementing
Medicare+Choice. The success of the program depends in part on the agency's ability to
set priorities and use resources efficiently. Although HCFA is working to produce
information to help beneficiaries compare their health plan options, the agency could
leverage its resources by setting information standards, especially for plans' marketing
materials. The benefits would accrue not only to the beneficiaries making comparisons
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but also to health plans and HCFA staff in the review and approval of plan documents.
Similarly, HCFA could also take immediate advantage of the data it already collects to
publish such performance indicators as annual disenroliment rates.

Mr. Chairman, this concludes my prepared statement. I am pleased to answer any
questions you or other members of the committee may have.
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The CHAIRMAN. Thank you for your statement.

I could accommodate Senator Jeffords if he needs any accommo-
dation now. Do you need any accommodation because of time? I
could do that right now.

Senator JEFFORDS. No. I can be here until 3:30.

The CHAIRMAN. OK.

Senator JEFFORDS. Thank you for your consideration.

The CHAIRMAN. We will make sure you get done by 3:30.

Dr. Scanlon, in your testimony, you recommend to HCFA that
they require plans to use standard terminologg and formats for
their marketing materials and submission of benefits to HCFA.
How difficult is it to do this, and what resources are available to
HCFA, and what should HCFA do to ensure consistency in the in-
formation beneficiaries receive from all different sources available
to them?

Mr. SCANLON. We recognize that this is not a simple task, given
the complexity of health benefits. We do not want to underestimate
the chore that HCFA would face in terms of specifying the stand-
ardized terms that they would be requiring. However, we think it
is an investment that is going to have a considerable payoff.

At this point in time, HCFA has to deal with the information
that plans provide in three different activities: first, when they are
negotiating contracts with a plan; second, when they are reviewing
the plan’s marketing material; and, finally, when they are trying
to use the plan’s marketing material to assemble the comparative
information for the Medicare handbook and the Internet.

At each of those steps, they have to struggle with varying termi-
nology and format in order to understand whether or not they want
to accept proposed contract terms, whether or not they want to ap-
prove the marketing materials, and then, finally, for comparative
purposes, to translate them into something that is roughly com-
parable for their own product.

The payoff, if you could do these tasks in a simpler way, would
justify the investment at the front end. We think that is the ke

ere, not that it is going to be a simple task to develop the stand-
ardized definitions and formats.

Only, I think, by having such standards are you really assured
that you can create true comparative information because, even the
best-intentioned individuals, when faced with different terms for
the same thing may have very great difficulty deciding what is the
nuance that different individuals mean by those terms.

The CHAIRMAN. You have just issued your new report to this
committee on the importance of disenrollment data as a consumer
tool for Medicare beneficiaries to assess plan performance and
quality. Your findings indicate that in more than g\alf the markets
with four or more HMO’s, the highest disenrollment rate was
greater than four times the lowest rate in that market.

If you were an administrator of HCFA, how would you report
and use this data, and if you were a beneficiary, how would you
use this information?

Mr. SCANLON. As an administrator at HCFA, I would be very in-
terested at this point in using that information in the materials
that we provide beneficiaries because I think at this point it is per-
haps the strongest indicator we have of plan performance.
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We agree with Mr, Hash that there are many reasons that people
leave HMO’s, including the availability of other plans in the area
and people dying and moving out of the area,

It is very easy to adjust those statistics for deaths and for people
who move out of the area. We cannot do anything about people
choosing to move to another plan because it offers better benefits.
However, if you were a consumer, wouldn’t you like to know that
people find that better benefits are available in their market, and
that, therefore, they have choosen another plan?

So we think that it is a very valuable piece of information, and
as administrator, I would want to encourage that it be available to
consumers,

Again, HCFA has plans to do this, but we think that you an ac-
celerate those plans; that the information can be put into a reliable
format and that beneficiaries would be able to use it in a respon-
sible and reasonable way.

As a beneficiary, I am not sure I would make a decision on which
plan to choose solely on the basis of the disenrollment data, but it
certainly would be a very, very strong indicator to me that I should
seek more information about a plan with a higher disenrollment
rate before I chose to enter it rather than a plan with a lower
disenrollment rate.

The CHAIRMAN. The Balanced Budget Act requires that printed
comparative information be distributed to beneficiaries on their
health plan options. The legislation that Senator Breaux and I in-
troduced last year required that this information be in a chart-like
form. The act does not specifically require that HCFA produce
charts. However, the purpose of the charts is so that the bene-
ficiary can make an easy comparison across plans.

Do you have any recommendations regarding format for this
printed material?

Mr. SCANLON. Not a recommendation with respect to the specifics
of the format. I would think that a chart would be the most effec-
tive means of presenting this kind of material for easy comparison.

There are certain issues of how the visual aspects of a chart can
contribute to better comprehension on the part of the people using
it. That is an area of expertise that we do not have at GAQ, or at
least not in my group at GAO. We know that HCFA is concerned
about obtaining assistance in that area and we encourage them to
do so.

The CHAIRMAN. Thank you, Dr. Scanlon.

Senator Breaux.

Senator BREAUX. Thank you, Dr. Scanlon, for your work, your
continued work with the committee. I appreciate it.

I was looking at the two books that you referred to, the one for
FEHBP and the one for Medicare. They are both about the same
size. In terms of the amount of information and the understand-
ability, if that is a word, they are like night and day.

Also you heard the testimony from HCFA as to how they planned
to try to move toward standardizing health plan’s marketing mate-
rials. Is there any doubt in your mind that they have the authority
to ask the providers to both standardize the information present
plans HCFA and also the plans marketing materials?
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Mr. SCANLON. No. We-do not believe that there is any problem
with the authority to do that.

Senator BREAUX. They have the authority to do it.

Now, it would seem to me that under FEHBP, companies are al-
ready used to standardized marketing materials. It would seem to
me tiat it should not take 3 years as we heard Mr. Hash suggest
if a company is already used to providing this type of information.

Mr. SCANLON. We have found that they are not only used to sup-
plying it to FEHBP, but that for some of the private employers that
they deal with, they also are required to supply standardized infor-
mation. So plans are used to comply with these kinds of require-

. ments.

Now, there may be a need, and we would certainly be sympa-
thetic to the need, to tailor that information specifically to Medi-
care plans, and that is a new task for HCFA.

In the work we have been doing since the Balanced Budget Act
has passed reviewing activities of HCFA, we are very appreciative
of the fact that they have a huge number of tasks as the result of
that act, and that this is but one of them. But our concern 1s that
this is one that deserves very high priority.

Medicare+Choice is, in part, going to be successful if it is success-
ful early. You do not want to create an expectation about managed
care and the ability to choose among plans that will not be realized
and then to have beneficiaries not be willing to try it again for a
long time. So we think that getting this information out in the
right form earlier rather than later is very important.

Senator BREAUX. How much competition would be involved
among the various Medicare+Choice plans? Do you see any or is it
pretty much goinito be standard price, standard plan? _

Mr. SCANLON. No, I would anticipate that there will be competi-
tion among the plans. We do see competition now in terms of vari-
ation in benefits in some areas and in terms of provider networks.
In other areas, there is a lot of overlapping ofp the provider net-
works. Regardless of what plan you join, you may end up with the
same providers.

We will also have new competitors as the result of the Balanced
Budget Act which are the provider-sponsored organizations and the
preferred provider organizations. How the entities form and what
they look like relative to current HMO’s is something that will add
to potential competition but how much, it is hard to predict at this
point.

Senator BREAUX. I have heard the argument by some that, well,
you know, you are dealing with a ﬁroup of seniors who as they get
older are not capable of making the same choices. So, if you give
them all these choices, it is going to be very confusing and difficult
for them to make the right choices. -

I would counter that argument with the point that now they are
asked to make complete and total choices with very little informa-
tion. I mean, they now can pick any doctor they want to go to, any
hospital they want to go to, and with very little information on
price or on qualitg or success of these various institutions.

The way that the choices are made now are either by a very com-
petent eligible person or by workin with their children andzaving
their chilﬁlen or grandchildren help them make the choice of the
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doctor or some organization or senior group that can help them
make those choices.

So, from my perspective, I do not think that giving them more
choices accompanied by more information is negative at all. I think
it is a vast improvement over the things that we require them to
do now. Would you agree or disagree?

Mr. ScaNLON. We would agree wholeheartedly. I believe that we
can only benefit by competition and that genuine competition
where plans are having to compete on the basis of the quality and
the value of the services they offer is something that is going to im-
prove the health care that is available in the market.

If we were to try and prescribe what plans should do and what

' benefits should be available in each plan, I think, would be very

handicapped by the limited knowledge that we have today. We
really do need to learn more and, in some respects, experimen-
tation is a key, but that is the way markets work.

When a market is working welr with information available, then
sort of the better quality services, the better quality product are
going to prevail. That is what we need here, and we have not had
it to date.

Senator BREAUX. I think your points are well taken. Your report
is well written. -

I think, Mr. Chairman, that in order to have people make the
right choices, they have to be comparing apples to apples and or-
anges to oranges. Under the current system, where you have so
many different ways of presenting the products that a particular
company is offering, it is almost impossible to really compare which
one is the best because one company will phrase it this way, and
like you pointed out, you do not know exactly what is being cov-
ered, what the copayments or discounts are and so forth. It is very
difficult to compare when you are not comparing the same thing.
I think that one of the good things about FEHBP is that you can

- compare exactly what is covered, what is not covered, and what the

price is. Hopefully, we will be moving in that direction.

Thank you.

The CHAIRMAN. I do think that we are going to get an oppor-
tunity, Senator Breaux, in the next month on the oﬂ%r of our pre-
vious witness, Mr. Hash, that he would consult with us and our
staff on trying to meet the intent of our legislation, and that would
ge an opportunity for input of everything you have said during this

earing.

Senator Jeffords. Thank you for coming, ‘

Senator JEFFORDS. Thank you, Mr. Chairman. I am chairman of
another committee which deals in these areas. That is why I am
here, because the question of standardization of language applies
not only to Medicare, but also as we move into some guidance to
HMO’s about requirements for information that they provide which
is understandable, as well as moving to measure quality and to
have some standardization.

My questions involve whether or not, and with the Federal em-
ployee health plans as well, will the intent will be to have a cross-
informational guidance to the various agencies that are going to
standardize these terms? Do you figure they ought to come to you?
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Or is the administration triing to get some cross-fertilization
among all the various areas where we are usinithis?

Also, it is AHCPR, who will be trying to gather information and
standardize it? So this is a ﬁreat moment right now as we move
into a new era as far as health care goes.

Mr. SCANLON. Well, as much as we have studied this issue, and
I think very clearly identified the need for standardization, we
have not developed a model of standard terminology or format.

I imagine, and I am very confident, that HCFA is already con-
sulting with the FEHBP staff in terms of their experience in order
to be able to adopt aspects of their work for Medicare.

My sense also is that it is very important that HCFA is, I think,
reaching out to the private sector in terms of large employers who
offer choices and have been leaders in terms of trying to give their
employees information so that they can make wiser choices.

There is also a need to reach out to the communications industry.
It is not clear that anyone, either private employers or FEHBP, has
done this to the best that we can to inform beneficiaries. We need
to be sensitive to trying to make this very, very complex question
something that is easier for people to address.

We are hoping that HCFA will bring in all of those resources. We
would be happy to participate in the dialog. I just would not expect
to be able to lead them in this process.

Senator JEFFORDS. We are preparing legislation in the quality
area to try and provide people of this country with better informa-
tion on %lans and making sure they understand what they are get-
“ting in their health plans. So we certainly will be working with you
and HCFA to try to make sure that whatever we do will be of as-
sistance rather than confusion.

Mr. SCANLON. As consumers, we will be very happy to work with
you as well as members of the GAO.

Senator JEFFORDS. OK, fine. Thank you very much.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator Jeffords.

Dr. Scanlon, thank you very much for your testimony.

The CHAIRMAN. I would ask Susan Kleimann, Gen Dallek, and
David Abernethy to come to the witness table while I introduce

ou.

Y Our third panel consists of Susan Kleimann, President of
Kleimann Communications Group. Her testimony will highlight the
need for clear and easy-to-use information. She will discuss the dif-
ficulty many beneficiaries have in understanding their benefits.
She also demonstrated this through the videotaped discussions that
you saw earlier with Medicare beneficiaries who participated in a
focus group in the California market.

Ms. Kleimann, along with the National Academy of Social Insur-
ance and the California Health Care Foundation conducted this se-
ries of focus groups to evaluate beneficiaries’ understanding of the
Medicare program.

The next witness will be Geri Dallek, project director at the In-
stitute for Healthcare Research and Policy at Georgetown Univer-
sity. Her testimony will highlight the nee for beneficiaries to have
access to clear and objective information. She will also discuss con-
cerns about existing resources being inadequate to meet the needs
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of -beneﬁciaries, and that local agencies will be underfunded to
meet the challenges of the Balanced Budget Act’s education cam-

paign.

’l%::: final witness is David Abernethy, senior vice president, Pub-
lic Policy and Regulatory Affairs, at the HIP Health Plans. He will
give the perspective of a health plan that is preparing to provide
seniors with increased information on choices available to them
and discuss how HIP informs its members and potential enrollees
of their benefits, rights, and responsibilities. -

Would you go, Dr. Kleimann, Ms. Dallek, and then Mr.
Abernethy.

STATEMENT OF SUSAN KLEIMANN, Ph.D., KLEIMANN
. COMMUNICATION GROUP, LLC

Ms. KLEIMANN. Senator Grassley, Senator Breaux, and Senator
dJeffords, I am Susan Kleimann, and I am president of Kleimann
Communication Group. We are a small business that works with
clients to communicate complicated information so that they can
use it. I want to come back to the use of the word “use” as opposed
to “understand.” It is a major difference that I would like to draw
your attention to. :

With me today is Jill Bernstein and Michael Gluck of the Na-
tional Academy of Social Insurance with whom I worked on these
focus groups, and I am pleased to be here today to testify on the
results of the focus groups that we conducted with people on Medi-
care for the Academy and the California HealthCare Foundation.

The changes Medicare will undergo require that beneficiaries can
make informed decisions about their health care in order to create
and sustain an efficient and market-driven s stem.

As you can tell from the video that you s owed earlier, the peo-
ple we spoke with are dignified, thoughtful, and concerned. I have
enormous respect for the voices we heard in our groups, and I
make a point of saying that as a context for my comments today.

Despite the differences of these people, they shared at least one
sentiment about their health care choices because they do under-
stand the consequences for them of choosing poorly.

As one beneficiary put it on the film, “It is scary, so scary to
make a choice,” an?'th,e consequences for us if they choose poorly
are a bit scary, too. Medicare+Choice simply will not work.

For today, I would like to address the challenges of sharing infor-
mation with Medicare beneficiaries so they can act upon that infor-
mation in their own best interest. Let me summarize my written
statement into a few basic messages.

First, if the idea behind Medicare+Choice is to allow active bene-
ficiaries to make informed decisions about health care so that the
result is a_competitive market-driven system, then people have to
have usable information to make these decisions, not merely the-
right information and not merely all of the information. They have
to have usable information.

Now, let’s assume that we can get that part of it right. The task
that remains before us is still a gaunting task, and it is daunting
because of what the research tells us about a profile of a Medicare
beneficiary and how difficult this task of making information usa-
ble really is.
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First, few of these people will have experience in choosing plans.
Either they had no health care when they were in the working pop-
ulation, as was true with many of our focus group members, or
they worked in a firm that offered no choice. They could choose be-
tween one and one. That was it. So they do not have the experience
or what we researchers like to call a cognitive map, a scgema in
their brains of how to go about making their choice, what to weigh,
what to discard, how to just balance this whole process out.

Second, few understand the differences between managed care
and traditional health care. Even in California, a place with a long-
standing managed care tradition, our beneficiaries were confused.
The])('1 could not tell the difference in some of the benefits that they
could get. :

Now, why is this important? Well, if we all learn, and we all do
learn by building these different cognitive maps, we are not going
to be able to complete a task or complete it efficiently if we do not
have this map.

Let me %ive you an example. Last April, during the big spring
high school vacation break when we are descended upon with tour-
ists, I took the subway downtown. When [ a‘)proached the subway
station, it was crammed with all these people trying to figure out
how to use our subway system. They had their money out. They
were willing to put their money into the machine, if they could only
find the slot to use, if they could only remember what station am
I now at and where is it that I am trying to go.

They put their money in. The figure out how much to put on
the ticket, and then they had to figure out where is the button that
I push that gives me my card, and you could see them scannin
the machine, hoping they were going to guess which slot the carg
came out of.

Now, all the commuters walked in, put their money in, got the
card out, walked over, slid it into the turnstile, and walked 1n. The
difference was not that they were smarter people or that they were
more important people or more knowledgeable people, except in
this one instance: They had a cognitive map on how to use our sys-
tem, and the tourists did not.

In addition, most of these people will have a decisionmaking
process that is overwhelmed by too much information. Decisions
scientists tell us what is counter-intuitive. If we have more infor-
mation, we think we can make a better decision. In fact, if we do
not have cognitive maps for using that information, what happens
is we are overwhelmed by that information, and we short-circuit
that decision. We throw out relevant information and go back to
the information that we are familiar with and comfortable with.

In the National Adult Literacy Study, 98 percent of the people
over 65 could not find the time the next bus came on a bus sched-
ule. Now, we are not talking about a very difficult task, and what
we are giving Medicare people is not a simple bus schedule, but in-
formation that looks like this, reference to and this is before we get
all the information that HCFA has to supply to these people.

The people we were working with, as much as I respect them,
are not going to be able to deal with all of that information. They
already get this information. They simply had no cognitive map to
use it. _
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In addition, they do not read. They skim information, and they
skim information looking for answers to their questions,

They are not going to read, and we cannot count on the fact that
they will read every page of a Medicare handbook. They are simply
not going to be able to go it

I realize I am now out of time, and I am not quite done. Let me
try—

The CHAIRMAN. Take maybe 2 more minutes.

Ms. KLEIMANN. OK, I can do that.

When [ gave that subway example, I was only talking about the
people who got to the subway. There are lots of eople who never
even got to the subway. They said, “This is too hard. I am going
to drive downtown,” or they said, “I am simply not going to go. I
will stay here. I will go to the places I am familiar with.” So that
is part of the mind-set that we are going to be dealing with, as we
expand the Medicare choices that people will have.

There is just too much information out there. It is not that we
want to deprive people of information, but if you give them too
much, they simply do not use any of it, or they will use only selec-
tive parts of it, and that does not make for an informed decision.

HCFA is in a very strategic point in the evolution of Medicare,
and to succeed, there are a number of things they have done which
previous testifiers have already talked about, but for me, one of the
most important things they need is they need to test the usability
of these documents, not merely do cognitive testing, which is im-
Eortant, not merely do focus group testing, which is also im ortant,

ut they have to test the usability; that is, can people make deci-
sions using these materials or do they simply toss them away.

People in our focus groups left information we provided them be-
cause it was still too much information. Because nearly all of the
research supports that beneficiaries want to talk to somebody,
HCFA has to focus on training the information, counseling, and as-
sistance (ICA’s) centers and many other intermediaries to get this
information out, and they need to look at a basic feasibility.

In our group, we brought up the idea of the Internet. Most sen-
iors do not have access to the Internet, and many of them are quite
frightened of it. Can they get over it? Of course, but you have to
get them to the point of being able to get over it, and as other peo-
ple have said, HCFA must have the resources to be able to und
all of this.

The success of the Medicare+Choice plan depends on bene-
ficiaries making informed decisions. They have the capability of
doing so, but the information has to be staged or the beneficiaries
will (gio what they have done in the past. They will muddle throu h,
and the efficient market-driven system that is your intent will be
Lmable to evolve, and at best—at best, we will be back where we

egan.
would be happy to answer any questions.
[The prepared statement of Ms. Kleimann follows:]
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Mr. Chairman and Members of the Committee;

Good afternoon. My name is Susan Kleimann and I am President of Kleimann
Communication Group, a small business that works with clients to communicate
complicated information so that people can use it. I am by accompanied by Jill Bemstein,
Ph.D. from the National Academy of Social Insurance (NASI). I am pleased to be here
today to testify on the results of focus groups that we conducted with Medicare
beneficiaries for the National Academy of Social Insurance and the California HealthCare
Foundation. Before I begin, I'd like to show you a videotape of some of the beneficiaries
with whom we spoke. These beneficiaries are typical of the people who participated in
‘our groups, which were evenly distributed by age, race, income, and education.

[Show videotape of Making Medicare Choices in California.']

The focus groups research was conducted in support of a larger project, Restructuring
Medicare for the Long Term, underway at NASI. The focus groups, conducted in three
different areas of California in February 1998, provided an opportunity to hear in some
detail about the experiences of individuals who are already dealing with a complex
Medicare marketplace that offers an array of choices among managed care options and
physician groups contracting with numerous health plans.? These groups, therefore, can
provide some insight into the new environment that will be created by the implementation
of the Medicare+Choice options established in the Balanced Budget Act of 1997. The
groups were structured to address two major topics: beneficiaries' understanding of and
experiences with Medicare and the Medicare managed care options available to them in
California; and their views about the future of Medicare, including the expansion of plan
options, cost sharing, and individual and family responsibilities for health care now and
in the future.

The changes that are planned for Medicare require that beneficiaries take a more active
role in their health care planning and decisions--a more active role that could have dire
consequences for them if they misunderstand the information they are given or are merely
befuddled by the information. As you can tell from the videotape, the beneficiaries we
spoke with are dignified, thoughtful, and concerned. I have enormous respect for the
voices that we heard in our groups, and I make a point of saying that, as a context for my

! Making Medicare Choices in California, videotape, National Academy of Social Insurance, 1998.

? Five focus groups were held in the Los Angeles, three in San Jose, and two in the Sacramento area. Seven
were comprised of Medicare beneficiaries aged 65 or older; of these, two were conducted in Spanish, and
one in Chinese (Cantonese); three groups were comprised of people aged 50-64 (predominantly not
beneficiaries, but included several disabled persons in each group who were receiving Medicare benefits).
The groups included low and middle income beneficiaries (about one-third with incomes under $9,000).
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comments today. These people had a wide range of education, levels of activity, and
willingness to learn, but they shared at least one sentiment about their health care choices,
because they do understand the consequences of choosing poorly: "It's scary, so scary to
make a choice.”

For today, I would like to address the challenges of sharing information with Medicare
beneficiaries so that they can act upon that information in their own best interests. I'd like
to address four areas in this statement: (1) cognitive maps and the difficulty of changing
maps, (2) the issue of information overtoad; (3) what our focus groups told us about the
level of proficiency and knowledge among Medicare beneficiaries--somewhat
experienced with choice; and (4) the implications for information given to these
beneficiaries about the changes to Medicare.

Cognitive maps and the difficulty of changing maps
Let's start with cognitive maps. We learn to do things by building a pattern in our minds
(what we researchers like to call a schemata or cognitive map). We do this, so that we can
approach the same task or a similar task more easily the next time we encounter it. As we
do a new task, we look in our mind's bag of maps for similar task maps and we build on
those task maps if we can. If we can't find an appropriate map, we build a new schema or
map, so that we can use it the next time. We all build maps and we al} do this each time
we encounter something new to do. On my way downtown this past April, I used the
subway. As I approached the fare card machines, I noticed small crowds of tourists
looking befuddled as they tried to understand the process of buying a fare card and how
much cash they should put on the ticket. They read the instructions, they pulled out
money, they looked around for a fare scheduie, they read the schedule (after checking the
name of the station they were at), they inserted their money, some of them upside down,
they reinserted their money, they waited for the ticket to come out and they scanned the
machine, looking at every slot waiting for the fare card to pop out. The commuters, the
old hands, not necessarily smarter nor better-educated nor even better-tempered folks,
 these people tapped their toes impatiently while the tourists figured out the process or
they approached the turn stile with card in hand and confidently breezed through the
turnstile and down to the platform. They had developed a cognitive map for the
Washington subway system; the tourists had not.

‘When we face an unknown task, it doesn't matter how smart or how educated or how
important, we lose our ability to be competent until we have built a cognitive map for
how to complete the task. So, the big question here is do the elderly (do Medicare
beneficiaries) have a cognitive map to deal with the choices that soon face them? Let's
assume for now that the choices are fairly simple—Plan A or Plan B.

First, they would need a cognitive map for making a choice. Some beneficiaries have had
no experience selecting among plans because they have had no health insurance at all. In
1996, 13.6 percent of Americans aged 55-64 had no health insurance.’ (See Chart 1.)
Many of today's Medicare beneficiaries (and the baby boomer crowd behind them) have
worked in small enterprises where no insurance was offered or only one plan was offered.
Of the 95 million Americans with employment-based coverage, almost 40 percent work

3 Deborah J. Chollet and Adele M. Kirk, The Alpha Center, Understanding Individual Health Insurance
Markets, Prepared for the Henry J. Kaiser Family Foundation, March, 1998, 103-116.



in establishments with fewer than 200 employees. Only about one in five workers in
small firms that do provide health insurance have any choice of health plans at all, and
less than one in 10 have the opportunity to choose from three or more plans.* Even among
larger firms, a significant proportion offer only a very limited choice of health care plans.’
So, most beneficiaries do not have a cognitive map for choosing a health plan.

Second, they would need a map about what an HMO is and how it differs from traditional
health insurance. Much of the information is new to them: they have little experience
with managed care, little experience with networks and the other activities of managed
care. HMOs have begun only recently to be available to people in many parts of the
United States. In fact, much of the current research indicates that many people, not just
Medicare beneficiaries, know very little about these differences, even in markets that
have had managed care options for a while. Certainly, our research with people who have
had more exposure to managed care than most other Americans, shows that they had very
mixed levels of knowledge, some of it accurate, some of it quite faulty. So, in general,
most beneficiaries will not have a map for judging differences among types of health
plans.

Third, for beneficiaries to take an active role, they would need to weigh all of the factors
about choice and make a decision that considers multiple factors. Much of the research on
decision-making suggests that as humans we are lousy decision makers—even when we
are trying very hard. We assume that more information is better for making decisions, that
if we collect enough information, or more information, eventually we will be able to
make the "best" decision or find the "truth.” What decision researchers tell us, however, is
that this is not true. In fact, too much information distorts the decision-making process.
We tend to cope with too much information by short-circuiting the decision-making: we
fail to consider all of the factors, fixate on a few factors, and make our decisions based on
these factors, often the factors with which we are most familiar. Asa result, the
multiplicity of choices that will face Medicare beneficiaries could well overwhelm their
decision-making process—even before we consider that most of the beneficiaries will not
have cognitive maps about choosing a health plan from multiple choices or about
choosing among traditional or managed care alternatives.

Information overload

Next, let's consider information overload. Let me not cite the statistics about how fast the
amount of data is expanding nor the statistics about how many pieces of information each
of us face each day; we only need to look at our own in-boxes to assess that. Instead let's
consider how well people are able to cope with some of the simpler tasks of life, like
reading a bus schedule. If you'll look at Figure 1, you'll see a bus schedule. It's not

“Jon. R. Gabel, Paul B. Ginsburg, and Kelly A. Hunt, “Small Employers and Their Health Benefits, 1988-
1996: An Awkward Adolescence,” Health Affairs 16(5) September/October. 1997: 103-110.

3 Center for Studying Health System Change, Data Bulletin Number 10, Winter, 1998. The proportion of
employees who actually choose among health plans is, moreover, actually even lower than these figures
suggest, because high levels of employee cost-sharing, particularly in small firms, leads a sizable
proportion of employees who could chose among plans (about one third in small firms) to decline coverage
altogether.

¢ John Payne, Jim Bettman, and Eric Johnson, Adaptive Decision Maker, Cambridge University Press,
1993.
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particularly intimidating to most of us. However, according to the National Adult Literacy
Survey, document tasks, such as reading this bus schedule are not well-handled by most
people. In fact, of those between the ages of 55-64, 90% could not figure out how long
they would have to wait for the next bus, if they missed the 2:35 bus on a Saturday.” Of
those 65 and older, 98% could not figure out the same task. If we assume that the task of
choosing a health plan is no more difficult than finding the time of the next bus, if we
assume that comparative charts such as Figure 2 (this is the comparative chart provided to
California Medicare recipients) are as simple as a bus schedule, then we’re looking at a
staggering number of people who will not be able to use charts like these.?

Let's look now to see how much information that Medicare beneficiaries will have to sort
through. When I spoke about cognitive maps, I said let's assume a simple choice of Plan
A and Plan B. In fact, Medicare beneficiaries will be faced with a far more complicated
choice. According to regulations, beneficiaries will choose among Coordinated Care
Plans, "including but not limited to health maintenance organizations plans (with or .
without a point of service options), plans offered by provider-sponsored organizations)
and preferred provider organization plans. In addition, they can select a combination of a
MSA plan and contributions to a Medicare+Choice medical savings account (MSA) and a
private fee-for-service plan.” Now even if we have only one of each, our Medicare
beneficiary is choosing among six plans. In fact, in northern California, (I refer you back
“to Figure 2), a fairly well-developed managed care market, beneficiaries are choosing
from 17 plans.

Do we have information overload yet? Before we decide, let's also consider the :
information that the Balanced Budget of 1997 (P.L. 105-33) Act specifies that the Health
Care Financing Administration (HCFA) provide to beneficiaries to help them chose a
Medicare plan:

(3) GENERAL INFORMATION- General information under this
paragraph, with respect to coverage under this part during a
year, shall include the following:

(A) BENEFITS UNDER ORIGINAL MEDICARE FEE-FOR-SERVICE
PROGRAM OPTION- A general description of the benefits
covered under the original medicare fee-for-service program
under parts A and B, including—

(i) covered items and services,
(iii) beneficiary cost sharing, such as deductibles,
coinsurance, and copayment amounts, and
(iii) any beneficiary liability for balance billing.
(B) ELECTION PROCEDURES- Information and instructions on
how to exercise election options under this section.
(C) RIGHTS- A general description of procedural rights
(including grievance and appeals procedures) of

7 jrwin Kirsch, Ann Jungebluf, Lynn Jenkins, and Andrew Kolstad, Adult Literacy in America, National
Center for Education Statistics, Office of Educational Research and Improvement, 1993, p.117.

* Medicare Managed Care 1997 Benefits Comparison Chart - Northern California, HCFA.
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beneficiaries under the original medicare fee-for-service
program and the Medicare+Choice program and the right to be
protected against discrimination based on health

status-related factors under section 1852(b).

(D) INFORMATION ON MEDIGAP AND MEDICARE SELECT- A
general description of the benefits, enrollment rights, and
other requirements applicable to medicare supplemental
policies under section 1882 and provisions relating to
medicare select policies described in section 1882(t).

(E) POTENTIAL FOR CONTRACT TERMINATION- The fact that a
Medicare+Choice organization may terminate its contract,
refuse to renew its contract, or reduce the service area
included in its contract, under this part, and the effect
of such a termination, nonrenewal, or service area
reduction may have on individuals enrolled with the
Medicare+Choice plan under this part.

(4) INFORMATION COMPARING PLAN OPTIONS- Information under
this paragraph, with respect to a Medicare+Choice plan for a
year, shall include the following:

(A) BENEFITS- The benefits covered under the plan,
including the following:

(i) Covered items and services beyond those provided
under the original medicare fee-for-service program. -

(ii) Any beneficiary cost sharing.

(iii) Any maximum limitations on out-of-pocket
expenses.

(iv) In the case of an MSA plan, differences in cost
sharing, premiums, and balance billing under such a
plan compared to under other Medicare+Choice plans.

(v) In the case of a Medicare+Choice private
fee-for-service plan, differences in cost sharing,
premiums, and balance billing under such a plan
compared to under other Medicare+Choice plans.

(vi) The extent to which an enroliee may obtain
benefits through out-of-network health care providers.

(vii) The extent to which an enrollee may select
among in-network providers and the types of providers
participating in the plan's network.

(viii) The organization's coverage of emergency and
urgently needed care.

(B) PREMIUMS- The Medicare+Choice monthly basic
beneficiary premium and Meédicare+Choice monthly
supplemental beneficiary premium, if any, for the plan or,
in the case of an MSA plan, the Medicare+Choice monthly MSA
premium.

(C) SERVICE AREA- The service area of the plan,

(D) QUALITY AND PERFORMANCE- To the extent available,
plan quality and performance indicators for the benefits
under the plan (and how they compare to such indicators
under the original medicare fee-for-service program under
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parts A and B in the area involved), including—~

(i) disenroliment rates for medicare enrollees
electing to receive benefits through the plan for the
previous 2 years (excluding disenrollment due to death
or moving outside the plan's service area),

(ii) information on medicare enrollee satisfaction,

(iii) information on health outcomes, and

(iv) the recent record regarding compliance of the
plan with requirements of this part (as determined by
the Secretary).

(E) SUPPLEMENTAL BENEFITS- Whether the organization
offering the plan includes mandatory supplemental benefits
in its base benefit package or offers optional supplemental
benefits and the terms and conditions (including premiums)
for such coverage.

We are well beyond the amount of information that cognitive psychologists say that we
can process and hold in our short term memory —seven plus or minus two.

So now let's assume that we can get all of this information into charts or a booklet, in a
font size that the elderly (or any of us who have hit middle-age) can read. We still need to
consider how people read—or rather how they don't read. In fact, when adults read
functional documents, that is documents which are not for pleasure, they read by
skimming the text for answers to questions, their questions. If they can't find the answers
or if they are intimidated by the size of the document or how it looks, they simply quit’

Even if reading charts is not a problem, the contents of the charts may be. We heard over
and over from our focus group participants that the "devil is in the details.” It’s the
information about specific things that make a big difference to them -- whether specific
drugs are included in the HMO formulary, which diabetic supplies are covered, how
much they would actually have to pay for a major dental procedure, what is really
covered, and what is not, when they go to buy a pair of glasses — and is far too specific to
be included in the most complicated chart. Even if we spread this information over an
entire booklet, we are beyond the amount of information that most of the beneficiaries
can handle. :

From these facts, what is the picture of the Medicare beneficiary that is emerging?

= g person who has no cognitive map for choosing a health plan (having had little or no
choice before), -

* aperson who has no cognitive map for selecting between managed care and
traditional care (having had little experience with managed care),

= aperson with typically short-circuited decision-making processes,

9 1 C. Redish, Reading to Leam to Do, The Technical Writing Teacher, xv(3), 1988, 223-233.
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® aperson who has trouble reading documents like a bus schedule, and

® aperson who doesn't read, but skims a document in search of answers to questions,
but quits if the task is too difficult or there's just too much information.

Again, we are not talking about a minority of the Medicare beneficiaries, but as much as
98% of the population. As the videotape indicates, these people are overwhelmed by the
information overload. And our participants were able-bodied, mobile, and motivated
enough to come to our group (we had a 100% show rate for all of these groups). What if
they were ill or bed-ridden or wheel-chair bound? What if they were dealing with a life-
threatening illness of their own or of a spouse of 50 years? How would we expect them to
process this information and to act upon it? The answer is obvious.

What these focus groups told us about the level of proficiency and
knowledge among Medicare beneficiaries

Research has shown that people have never really understood the features of Medicare;
managed care adds another layer. People in our focus groups did not know if they were in
traditional, fee-for-service Medicare or not; they sometimes thought that they were not in
Medicare if they were in an HMO; they thought that the $43.80 withheld from their social
security checks was the full payment for HMO services. Because they thought they were
no longer in Medicare, some were convinced that they had to deal with the HMO entirely
on their own -- they did not know that Medicare HMO beneficiaries have rights that can
be enforced by the Medicare program. Beneficiaries who were also eligible for MediCal
(Medicaid) were confused about what benefits they could actually receive. This was a
serious problem for some beneficiaries who said they could no longer get prescriptions
that were covered under MediCal through their HMOs.

Now, in each group, it’s true that there was at least one incredibly active information
gatherer. These people used the Internet, called the HMO and got the doctor’s credentials,
or went to hospital education classes and choose her doctor based on the doctor who most
often spoke. But the majority of the beneficiaries were not active like this. They wanted
information presented by people like us who were unattached to the plans and were
giving them a chance to talk and twere providing them with information. They thanked us
for being allowed to come and for giving them information. Face-to-face interactions like
these are essential if people are to truly understand the issues and options that come with
Medicare choices.

Implications for Medicare+Choice

Providing Medicare beneficiaries with information they need and that they can use to
make good choices about enrolling in health plans is a daunting task. Tens of millions of
beneficiaries have never really done anything quite like this--and HCFA hasn’t either.
There is some time -- beneficiaries won’t have to make choices, or be bound by their
choices, for a few years. But to handle the enormous education process that Medicare has
committed itself to, it is crucial that there be a workable plan.

First, HCFA needs to decide what audience it is trying to reach. Active, informed
consumers can take care of themselves. Too much information is, for most beneficiaries,
wasted effort and time. HCFA needs to worry about the vulnerable population — people
who cannot sort through mounds of definitions and facts and figures, and who will be
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overwhelmed by too much information. Unfortunately, this is probably 98% of the
beneficiaries. For people with low literacy skills, cognitive impairments, problems with
vision, people who do not speak English or do not feel comfortable dealing with
complicated issues in English, understanding Medicare options will be especially
intimidating. HCFA needs to begin the education efforts with this in mind:

Start with the most essential, basic messages that beneficiaries need:
1. There are new options in Medicare;

2. You don’t need to decide what sort of Medicare plan you will sign up with
immediately, but you will need to find out about these options sometime; and

3. There are places you can call and people you can talk with to get more
information. '

Second, work out a strategy that will generate the kinds of information people can
actually use. An educational effort like this requires a great deal of technical expertise and
skill, and targeted research and testing. HCFA has done an excellent job with “cognitive
testing”, which is designed to ensure that the materials it sends out can be understood.
But in addition, HCFA needs to do “usability” testing, which can tell them whether
people can actually use the materials to make decisions. This kind of testing includes
actually watch people working through a pamphlet or other document with a task to
compléte, and seeing if they can apply the information in the document to the task at
hand. Uncllgrstanding is a prerequisite for use, but the one does not automatically follow
the other.

Third, find ways to get the detailed information that consumers might need into the hands
of people who can use it, or who can help others use it. The research evidence
consistently shows that most Medicare beneficiaries prefer to get information on-on-one,
from individual counselors, or in small groups where they can get answers to their
specific questions. The Information, Counseling and Assistance (ICA) program has been
providing beneficiaries in every state with help in dealing with Medicare quest.ionsl about
a range of complicated program issues, including Medigap insurance, since 1990.
Organizations, such as these and other community based organizations that provide
assistance to seniors and persons with disabilities, could be valuable resources for
Medicare+Choice. To provide objective and useful information to beneficiaries, however,
these organizations would need training about Medicare plan options, and access to up-
to-date and complete information on plans (including all the information required by the
Balanced Budget Act, e.g. benefits, cost-sharing, quality and satisfaction measures, etc.).
They also need to be able to use on-line data bases to provide tailored reports that answer
individuals® particular questions. Developing education and training programs for
intermediaries who can help beneficiaries who need help (in person, over the telephone,
via automated kiosks in shopping malls, and so on) should be a priority. This data base
development and training will require a considerable investment in time and resources.

19 Joseph S. Dumas and Janice C. Redish, A Practical Guide to Usability Testing, (1993) Ablex Publishing
Corporation, Norwood, New Jersey and Karen Schriver, Dynamics in Document Design: Creating Text for
Readers, John Wiley & Sons, 1996.

1! National Academy of Social Insurance, Structuring Medicare Choices. Final Report of the Study Panel
on Medicare Capitation and Choice. Washington, DC: April, 1998.
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Neither HCFA nor local community groups can take on a huge task like this without
additional resources, both funding and people.

In-conclusion, I would like to thank the Committee for allowing me come here to share
some of the challenges in communicating information so that Medicare beneficiaries can
use it to help them make choices that will be “a good deal” for them. I know that HCFA
has been working hard to prepare for Medicare-+Choice. I hope that the work that we have
done has helped to bring the enormity of the task ahead into some perspective, and can
help provide direction for the work that needs to be done. I would be pleased to answer
any questions you may have.

49-075 98-3
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Chart 1

Employee's Health Plan Options by Firm Size, For Plans

Offering Any Insurance®, 1996
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63

Figure 1: Document Level 4 Task
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4:20] 4:35| 4:45| 4:.50] 503 ] 51 515| S527 54 547 5.57 615
4:50| 5:05] 5:15| 5:20] 5:33 | S:4 545 5:57 e:t 817 627 6:45 Mondey wovgh Friaey sy
5:20] 5:35{ 545| 5:50] €03} 61
5:50! 6:05) 8:15] 6:20] 6:33 | 8:4S engey Sweuyh Presey oy
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Source: Irwin Kirsch, Ann Jungebiuf, Lynn Jenkins, and Andrew Koistad Adutt Literacy in
America, Nationa! Center for Education Statistics, Office of Educational Research and

Improvement, 1893, p.91.
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MEDICARE MANAGED CARE 1997 BENEFITS COMPARISON CHART - SOUTHERN CALIFORNIA Flgumz
' {800)'643-7589 ¥ e | B {800} 259:8191
5,7,8,9,10,14 3,5.7.8,9,10,11,12,14 5,7,8.9,14
40 $0-3,6,7,8,9,10,14 40
$16-11,12
covered in tull covered in full covered in full
undimited days unlimited days uniimited days
#14-85/visit; others $O/visit $O/visit - 3,5,7-10; 5 - 11,12,14 40 per visit
no requirement no requirement no reguirement
no charge no charge no charge
no charge no charge no charge
not covered not covered not covered
no charge no charge no charge
$35; waived if admitted $20; waived if admitted $20; waived if admitted
$36; waived if admitted $20; waived if admitted $20 ER; $0 urgent care
$5 urgent ctr./MD office
$35; waived if admitted $20; waived if admitted no charge
$10 per visit $OMvisit - 3,5,7-10; ¢5 - 11,12,14 40 per visit
#14-820 copay; others $10; $0copay on $60 frames/2yrs $285 copayment
#14-455 credit/2 yre; others $568/yr.
5 per visit $Ovisit - 3,5.7-10: 45 - 11,12,14 45 ennual exam
$5 per visit $O/visit - 3,6,7-10; 45 - 11,12,14 40 per visit
not covered not covered not covered
$5/prescription $7/generic; $8/pretarred; $10/brandl|  $7/formulary prescription
14 - $1,500 annual limit $12 non-formuiary
others : $1,500 brand limit, and 42,600 = 11,12 no annual limit
no annual limit on generic drugs 43,000 = 3,5,7.8.9.10,14
coverage offered coverage offered coverage offered
no charge no charge no charge
190 lifetime days 190 lifetime days 190 litetime days
$10 per visit $20 per visit 428 /visit; med)
not available not availatle not availsble
C 9o *°* #14-$10/visit; covered per Medicsre covered per $5/visit; up to 20 visits/year
.- . . .|| others: #5visit, $750 annual limit Medicare guidelines
Routine Podiatric *** B #14-$8 visit; covered per Medicare 1 visit per month w/ copays: covered per -
R ~_[lothers: #5visit, 1 visitimonth, 12| $0-#3.5,7-10; $5-#11,12,14 Medicare guideiines |

oo point of Secvics (POS]: The POS aption i offersd by some sisk plans to ellow greatar flexiblity in cholos of providers.
mwumwww.ummmmwm.mmdﬁ-m.
: Medicare heipe pay for manusl menipulstion of the spine to corect eubluxstion
that ls demonstratsd by x-ray. .
Podiatric Coverage: heipe pay for and routine foot care for specific
oconditions releted to disbetic end systemio fect disesse.
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80 hours respite care/year

of Calfomda .~ " ~66.Plus
“Shield 65" e
1800) 495:7887 . -" " (800ya8s:a000-
5,7,8.9 5,7,8,9,14 2,5,6,7,8.9,10,14
$0 80 2,6 - $35; others 60
covered in full covered in full covered in full covered in full
unfimited days uniimited days unlimited days uniimited days
43 per visit $3 per visit #2,6 - $10/visit; others - $0 40 per visit
3 days; may be waived no requirement no requirement 3 days may be waived
no charge no charge no charge no charge
no charge no charge no charge no charge
not covered covered to 150 days not covered not covered
no charge no charge, and no charge no charge

$25; waived if admitted
$25; waived if admitted

$25; waived if admitted

Pay tesser of: $25 or 20% copay
$10; waived if admitted

$10; waived if admi

$25; waived i admitted
$25; waived it admitted

$25; waived it admitted

$26; 90 if sdmitted,
425 ER; 40 if admitted,
60 urgent MD visit
$25; 40 if sdmitted,

43 per visit 43 per visit no charge $0; 1 visit every 2 yrs.
$100 sflowance for lenses.frames $10 copay lens/iyr.; $10 copay, 1pr./2yrs. $20 standsrd frames,
evary 24 months select frames($100 vaiue}/2yrs claar vision lenses/2 years|
$3 per visit 45 per visit no charge 45; svery 2 yosn
83 per visit no cherge #2,8-810/visit; others 45 $0 annust visit
4500 sllowancs per unit; discounted discounted discounted
Bmit 2 units/24 months /
Phermacy: $8/genenic; §12 brand (30-dey) ||~ $7/prescription 45,
el Order: ¢12/generic; $24 brand (90 day) $3,600/yr. brand cap;
$900/qtr. w/ 8450/qtr. rollover 43,000 $3,600; carry-over
$2,000 generic drugs =no annual limit 50% unused to next yr.
coverage offered coverage offered coverage offered coverage offered
no charge no charge no charge no charge
190 litetime days 190 lifetime days 190 fifetime days 190 lfetime days
$3 per visit $3 per visit $10/20 visits, $20/addl. $10 peor visit
not available not available not svailabis not available

$3Nvisit; up to 20 self-referred visits

$3/visit; covered per
guidelines

per yaar to plan

#2,8-410Nvisit; others $3/visit
8s i

$3/visit; up to 12 seif-referred visits

$3/visit; covered per

y
#2,6-910/visit; others $3Adsit]

per year to plan provider

per

Counties: Please note that only some parts of some counties may be coversd.

nperis!
2 - myo
3 - Kem
4 - Xings

8 - Los Angeles
6 - Mono

7 - Orange

8 - Riverside

9 - San Bamandine
10 - San Diego

11 - San Luis Oblspo
12 - Santa Barbars-

Employer groups may offer different bensfits. Please consult group information for exact benafits.
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MEDICARE MANAGED CARE 1897 BENEFITS COMPARISON CHART ~ SOUTHERN CALIFORNIA

Description Traditional - -Reotna:U.S; Hunhwo
Madicare . - "s.nlor Chalm

{8001772-1213 - (&00)'3864855
Counties served ALL 3,6,7,89,14 3,6.7,8,9,10,11,12,14
Monthly Premiums®**®’ Part B - $43.80 80 (]
Hospital Coverage
First 60 days. 4760 covered in full covered in full
Day 61-80 $190 unlimited days unlimited days
Day.91-160 4380 per reserve day

(60 litetime days)
Over.150 days not covered
Physicians & Specialists 20%, $100 deductible® 30 per visit $5/visit - 11,12; others $0/visit
Skillad Nursing Facifity -
Prior Hospitalization. 3 days no requirement 3 days; may be waived
First 20 days/benefit period no charge no charge no charge
Day 21-100/benefit period 495 per day no charge no charge
Qver 100 days/benefit period not covered not covered not covered
Homs Hestth Care no charge no charge no charge
Emergency Care
In-gres emergency 20%, $100 deductible® {| $25; waived if sdmitted $20; waived if admitted
Out-area smergency/urgent 20%, $100 deductible® || $25; waived if admitted $20; weived it admitted
'Worldwide Coverage not covered $25; waived i d $20; waived if admitted
Preventive Health Svcs.
Annusl Preventive Exam not covered $0 per visit $5/visit - 11,12; others $ONvisit
Eye-glasses not covered $26 per pair/2 yrs no charge for 1 pr. lenses/24 months;

up to #75 for frames/24 months

Routins Eye-exam not covered 45 per annual visit $5/visit - 11,12; others $0/visit
Routine Heering Exam not covered 40 per visit $6/visit - 11,12; others $0/visit
Hearing Aids not covered discounts available discounted
Outpatient Phammacy Prescriptions: $€/formutary; Brand: §7/prescription; then
Benefit not covered lary s for generic
Annust Cap: 42,000 Brand: $1,000 - 11,12; $2.000 others:
|Routine Dental not covered discounted services
Menta! Health Coverage
|inpatient (psych. hospital) see hospital (above)} no charge

190 lifetime days 180 fifetime days
Outpatient 50%, $100 ctible® $10 per visit
Polnt of Service ..
Option *** not applicable not available

ct ose 20%, 9100 deductible® covered per
00 *** below Madicare guideiines
Routine Podiatric *** 20%, $100 deductible® covered pat #11,12- tmmwuﬂw
soe *** below Medicars guidelines to sslect providers; up to 1 visitmonth

'mwhmmmw.m Oi(lbmhmmwwm“w
to all Part B benefits.
** Plan must o pay Pent B without Part A must
purchase [t sither through Social Security or through the plan.

mmmmmwm

mmmmmoﬂm

fevels of

supplemants benefits and/or

wmmoﬁudﬂmm

ﬁmmmwmmmm
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MEDICARE MANAGED CARE 1997 BENEFITS COMPARISON CHART - SOUTHERN CALIFORNIA

{800):228-2144

3,6.7,8,9,10,14

3,4,5,7,8,9,10,11,12,13,14

$0

$0-3,5,7,8,9,10,14
$10-11,12; $20-4,13

covered in full

covered in full

covered in full

unlimited days unlimited days unlimited days
43 per visit no charge 3,14-83:11,12-45;4,13-810;0thers 80/ visit
no requirement no requirement 3 days
no charge no charge no charge
no charge no charge no charge
not covered covered to 150 days not covered
no charge no charge no charge

covered, reg. copay applies
covered, reg. copay applies

no charge

$20; waived if admitted
$20; waived it admitted

$20; waived if admitted

$20; waived if admitted
$20; waived if admitted

$20; waived if admitted

$3 per visit
$60 frame credit; $0 lenses/2 yrs.

$3 per visit
$3 per visit
not covered

no charge
$25 copay lenses/12 mos.
$75frame allowance/24 mos.
no charge
no charge
16% discount program

3,14-83;11,12-45:4,13-8 10;0thers $O/visit
$20 copay/2 yrs

3,14-$3;11,12-85:4,13-810;0thers $0/visit
3,14-83;11,12-95:4,13-810;0thers $0/visit
not covered

$7/prescription

no annual limit

$3 generic/$7 brand

Brand: $1,000/6 months
Generic: no annuat fimit

.$7/810: generic;
$10/$20 brand
#3,11,12,14-82,500:#4,13-N/A
#5,7,8,9,10-n0 annual limit

coverage offered

coverage offered

#4,13-not coverad;all others = coverad

$0 for 190 litetime days, and 45 days/yr

when 180 exhausted; no charge no charge
Group: 20 visits/yr. @ $10; $22 thereafter 190 lifetime days 190 lifetime days
Individual: 20 visits/yr. @ $20; then $44 $10 per visit $10 per visit
not avaitable not available not available

$3/visit; covered per

self-referral up to 20 visits/yr.

covered per

Maodi 4ol

$3/visit; covered per
L ideli 183

Medi

covered per

Medicare guidelines

covered per

nties: Please note that only some parts of some counties may be covered.

1 - imperia)

2 - Inyo

3 - Kem

4 - Kings

5 - Los Angeles

8 - Mono

7 - Orange

8 - Riverside

9 - San Bernandino
10 - Sen Diego

11 - San Luls Obispo
12 - Santa Barbara
13 - Tulare

14 - Ventura
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MEDICARE MANAGED CARE 1997 BENEFITS COMPARISON CHART -~ SOUTRERN CALIFORNIA

(800) 6414778
ved: 3.6,7.8,8,10,11,14 6.7.8,9 5,79
Monthdy Premiums** $0 40 40
Hospital Coverage
First 60 days covered in full covered in ful covered in full
Day 61-80 unfimited days uniimited days uniimitsd days
Day 81-160
Over 150 days )
F & Specialists 43 per visit $3 per visit no charge
Skilled Nursing Facility
Prior. Hospitalization no requirement 3 days, may be waived no requirement
First 20 days/benefit period no charge no charge no charge
Day 21-100/benefit period no charge no charge no charge
Over 100 days/benefit period not coversd not covered up 10 150 days/yesr |
Homae Heatfth Care no charge no charge no chargs
Emergency Care
In-sres emergency $35; waived if admitted $25; waived it admitted no charge
Out-area emergency/urgent $35; waived if admitted $25; weived if sdmitted no charge
Worldwide Coverage $35; waived if admitted $25; waived if admitted no charge
Preventive Health Sves.
Annusi Preventive Exam $6 per visit 43 per visit no charge
Eye-gissses $20 copay, $75 frame allowance/2 yrs., 420 copay over 2 yrs. 1 pair every 2 yoars
lenses every 12 months
Routine Eye exam $5 per visit 45 per visit no cherge
Routine Hearing Exam 85 per visit 45 der visit no charge
Hearing Alds not covered $150/unit; 1 per 24 months not coverod
or 2 units every 3 years
Qutpatient Phammacy Praterrad-$5/generic: 9 10/beand $3.50 generic/¢10 brand $5/peascription
Benefit Non-proterrad-$20/generic or brand
Annual Cap: Genetic pref-43,000max #11; no max sl others no ennual fimit $2,400;
Non-praf generic/brand-$1,500 combined max fimited to $200/month
|Rotnlno Dental coverage offsred coverage oftered coverage offered
Mental Heaith Coverage
Inpstient (psych. hospita) no charge no charge no chargs
190 lifetime days 190 fifetime days 190 fifetime days

atient $15 per visit $10 per visit no charge
Point of Service
Option *** not availsble not evailable not svailable
[ p ge *** $6/visit; 12 self-referred visits/year 43 copay per visit 5 hvisit

25 in-network seif-referrais/yr.
$6/visit; 12 self-referred visits/vear $3 copay per visit no charge
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The CHAIRMAN. Thank you, Dr. Kleimann.
Ms. Dallek.

STATEMENT OF GERALDINE DALLEK, MPH, PROJECT DIREC-
TOR, INSTITUTE FOR HEALTHCARE RESEARCH AND POLICY,
GEORGETOWN UNIVERSITY

Ms. DALLEK. Mr. Chairman, Senator Breaux, and Senator Jef-
fords thank you for the opportunity to testify today.

Prior to coming to DC., 2 years ago, I was director of a program
in Los Angeles that provideg education, counseling and assistance
to Medicare beneficiaries, one of those ICA’s that you have been
talking about today. My testimony is based on my experience at
both answering questions about Medicare and Medicare HMO on
the program’s hotline, as well as making Medicare educational
gresentations to thousands of beneficiaries around Los Angeles

ounty. '

Based on that experience, I have come to two conclusions. One,
the job of explaining Medicare+Choice is daunting. Two, neither
HCFA nor Medicare community organizations, H(%F ’s partners,
currently have adequate funding to respond to beneficiary ques-
tions about the Medicare+Choice program.

You have already heard this afternoon that beneficiaries do not
have an adequate understanding of the Medicare rogram. Let me
briefly descrﬂ)e two soon to be released studies tgat are about to
come out in this observation.

A study by University of Oregon researchers conducted for AARP
examineg N{edicare beneficiaries’ understanding of the differences
between Medicare and Medicare HMO’s. Researchers found that a
large minority of beneficiaries could not answer enough questions
to even participate in the survey.

The second study comes from a Kaiser Family Foundation-spon-
sored survey of focus groups of ICA counselors. One counselor
noted that, “I deal with a lot of people that come in thinking that
if they go into managed care, they are going to lose their Medicare.
People just do not understand this program.” Despite this profound
lack of understanding, we are expecting the population to be able
to compare Medicare+Choice plans which will differ not just on the
terminology. We heard a lot today about how the terminology dif-
fers, and ?yagree this needs to be standardized. But plans will also
differ on their benefit packages, on their cost-sharing, and on how
they are structured. How can we expect beneficiaries to make an
informed decision on the tradeoffs between these plans and tradi-
tional Medicare?

Add to this fact that according to one study, 53 percent of the
Medicare elderly population fall into the lowest iiteracy level where
a person could not read at all or could locate only one piece of spe-
cific information in a short uncomplicated text, and we could have
a real big mess on our hands. It takes a leap of faith to think that
the educational challenges of Medicare+Choice will be met without
a great deal of time, effort, and money to help beneficiaries under-
stand the consequences of their choice.

I am thinking of my 79-year-old mother. My mother is going to
get a mailing in November, and she is not going to have a clue
about what it means. Now, she is going to be OKgbecause she will
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call me, and no, I am not giving my number out to anybody. But
what about the millions of other Medicare beneficiaries that will
not have a family member they can call or their family members
will be as confused as they are? We must have places for these
folks to call to get answers to their questions.

Some beneficiaries will be frightened by the Government’s mail-
ing, and without intending to be a sound alarmist, I am concerned
what will hap?en come November. My experience tells me there
will be a lot of questions. We need to make certain that someone
is available to answer those questions.

Unfortunately, current funding is really in short supply. As you
know, Congress appropriated 95 million for HCFA to provide edu-
cation on Medicare+Choice. This translates into $2.44 per bene-
ficiary. With these funds, HCFA must send out their mailing, es-
tablish a hotline, which at its peak is expected to handle 7.9 mil-
lion calls, and maintain an Internet site. Limited or no funds at all
are available to help beneficiaries who have poor literacy skills,
who do not speak and read English, or who are cognitively im-
paired. How do we help those folks make an informed choice? Even
the hotline is only going to have Spanish available. What about the
other languages that people need?

The hotline staff will have approximately 7 minutes per call. I
have counseled Medicare beneficiaries, and I am telling you, 7 min-
utes is not enough time sometimes to understand what the ques-
tions are, let alone to provide any answers.

A unknown number of beneficiaries will be referred to the ICA’s
and Area Agencies on Aging. My written testimon provides a
number of examples of how these agencies do not have the re-
sources to meet any new demands for help.

For example, the Area Agencies on A(giing in Arlington, Alexan-
dria, Fairfax, Prince Williams, and Loudon Counties each receive
an annual $4,000 ICA grant. Even with additional funding, these
programs are maxed out. |

One of the best ICA programs, the Council on A%ing in Tucson,
AZ, receives ICA funding for a half-time position. They have a 15-
year-old telephone system, and without added funding cannot pro-
vide additional help to beneficiaries.

It seems that in a program the size of Medicare undergoing such
a profound change, a substantial up-front investment in education
and counseling is needed. Without this investment, a large number
of Medicare beneficiaries will be both friihtened by the changes
they do not understand and frustrated by their inabif;ty to get help
with their questions.

I know it sounds alarmist, but it could be that choice will mean
chaos if we do not do this right. I know this committee is very sup-
portive of trying to get more money out there for counseling and
education. :

Thank you very much.

[The prepared statement of Ms. Dallek follows:]
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INTRODUCTION

Mr. Chairman, Senator Breaux, and member of the Senate Special Committee on Aging,
thank you for the opportunity to testify before you today on implementation of the consumer
information provisions of the Balanced Budget Act of 1997. In February of this year, | began
working at the Georgetown University Institute for Health Care Research and Policy as a Project
Director of a Medicare+Choice implementation project. Prior to coming to the Institute, | was
Director of Health Policy at Families USA and for five years, from 19891 to 1996, Director of the Los
Angeles-based Center for Health Care Rights (CHCR). CHCR provides education, counseling and
assistance to Los Angeles County Medicare beneficiaries, and is funded, in part, by the Heaith
Insurance Counseling and Assistance (ICA) program.

In its 32-year history, Medicare has been largely dependent on traditional fee-for-service
medicine. With the exception of the recent growth of Medicare contracting Health Maintenance
Organizations (HMOs), the market oriented changes affecting the commercial health care industry
have largely bypassed the Medicare program.

This is about to change. Provisions of the Balanced Budget Act (BBA) of 1897, especially
those refated to the Medicare+Choice program, will profoundly alter the Medicare program. The
BBA establishes a Part C, Medicare+Choice program. Beginning later this year, beneficiaries wil
be able to obtain care from the existing Medicare fee-for-service program or a wide array of
Medicare+Choice (Medicare+Choice) plans:

1. a coordinated care plan—an HMO with or without a point-of-service (POS) option,
a Preferred Provider Organization (PPO), a Provider Sponsored Organization
(PSO); :

2. a private fee-for-service plan (PFFS plan), and

3. a medical savings account (MSA) and Medicare+Choice MSA plan.

In addition, the BBA authorized a substantial increase in Medicare capitation rates in local
markets that could not previously attract HMOs, increasing the capitation rate by as much as 60
percent in some communities. These higher payments should significantly increase market
penetration of Medicare HMOs (and the formation of other Medicare+Choice plans) in some parts
of the country, providing the Medicare population for the first time with altematives to the fee-for-
service system.
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Thus, the Balanced Budget Act of 1997 ushers in a new world for Medicare beneficiaries,
one that affords more choice and market competition. In passing the BBA, Congress hoped that
choice and competition would result in more informed individual purchasers, more competition
between plans based on quality and costs, and a better functioning market. The degree to which
this hope is realized will depend in part on whether consumers have the information they need to
make an informed choice of plans and whether they are adequately protected from inappropriate
marketing. “

INFORMATION

The Medicare+Choice program js built on the assumption that beneficiaries will be able to
make a choice of plans based on information on costs and quality. If the  Medicare+Choice
information is inadequate and/for confusing, or if plan marketing or insurance agents misrepresent
or fail to adequately explain what plan enrcllment means, then large number of beneficiaries could
find themselves in Medicare+Choice plans not suited to their needs. Although for the next five
years the Medicare population will be able to disenroll at any time from a Medicare+Choice plan,

uninformed and misinformed enrollment causes serious disruptions in care.

The job of educating the Medicare population about the new choices that will be available
is daunting. Understanding even basic differences in the benefits offered by HMOs in the current
market is difficult. For example, a recent General Accounting Office report noted that “HMO
brochures make comparisons difficult by using a variety of terms—such as ‘preferred drugs,’
‘covered drugs,’ ‘formulary drugs,’ ‘legend drugs,’ and ‘authorized drugs'—in desén‘bing their
prescription drug benefit.”" Further, the information provided by plans on benefits and contracting
providers has sometimes been inaccurate or misleading.?

In addition to understanding differences in benefits and cost-sharing, beneficiaries will need
to grasp how the different plans are structured and what plan design differences will mean for their
health care. This requires a sophisticated analysis of Medicare+Choice options. How then will
beneficiaries with poor literacy skills or with limited or no English proficiency handle this task?
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BBA INFORMATION REQUIREMENTS

The BBA dramatically changes the amount
of information beneficiaries will have to make a
choice of plans. it requires the Secretary of Health
and Human Services (the Secretary) to “broadly
disseminate information® to “promote an active,
informed selection” among Medicare+Choice

plans.

At least 15 days before the annual

November election period (and for new enrollees,
30 days before enroliment), the Secretary must
mail to all 39 million Medicare beneficiaries general information on: (1) benéﬁts. cost sharing and
balance billing in Medicare fee-for-service; (2) election procedures; (3) beneficiary rights, including
appeals and grievance procedures; and (4) Medigap and Medicare Select.

The mailing must also include a comparison of plans available to residents of the area for:
i) supplemental benefits; 2) premiums, cost-sharing and balance billing; 3) the service area
covered by the plan; 4) access to out-of-network -providers; and 5) quality and performance
measures (disenroliment rates for the previous two years; Medicare enrollee satisfaction survey
results; health outcomes; and plan compliance with BBA requirements). With this information,
beneficiaries for the first time will have access to a range of quality of care indicators.”

Finally, the BBA requires the Secretary to establish a toll-free hot line number to respond
to beneficiary questions about Medicare+Choice plans and to establish an Internet site where the
public can obtain plan comparison information.

Medicare+Choice plans must supplement information provided by HCFA by giving enrollees
and prospective enrollees information on the plan's service area; plan benefits and supplementat
benefits; the number, mix and distribution of plan providers; out-of-network coverage (if any) and

“Except for the enrollee satisfaction information, the quality and performance data will not be
available during HCFA's first publicity campaign in November 1998. During this first year, the enroliee
satisfaction data will only be available to enrollees through HCFA's Intemet site.

-3-
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any POS option; emergency services; prior authorization rules; plan grievance. and appeals
procedures; and a description of the plan’s quality assurance program.

On request, plans must also provide information on how they control utilization and
expenditures; the number of grievances, redeterminations, and appeals and their disposition; and

a summary of how the plan compensates participating providers.

INFORMATION ISSUES FOR CONSUMERS

The need for unbiased information about Medicare+Choice plans and help for Medicare
beneficiaries confused about the program may not be met because of:

. lack of HCFA resources to meet beneficiary information needs:
. lack of resources for community groups to provide education and counseling; and
. lack of critical information needed for informed enrollment. :

Lack of HCFA Resources to Meet Beneficiary Information Needs

A great deal of education and counseling is needed to ensure informed choice, The
Medicare+Choice program is complicated and many Medicare beneficiaries do not currently
understand the traditional Medicare program. A recent survey by University of Oregon researchers
conducted for the American Association of Retired Persons examined Medicarev beneficiaries’
understanding of the difference between Medicare HMOs and traditional Medicare in a number of
markets with high Medicare HMO enroliments. The survey found that many beneficiaries lack the
most basic knowledge about the program. One-third of respondents didn’t know enough about
traditional Medicare and Medicare HMOs to even minimally respond to the survey.? The challenge

of providing simple information about complicated Medicare+Choice options will not easily be met.

Results from recent focus groups held by the National Academy of Social Insurance show
that Medicare beneficiaries do not systematically compare their choice of plans; are generally
recruited by direct sales approaches, including in-home sales presentations and breakfasts and
luncheons sponsored by a particular plan; and tend to make decisions based on advertisements

in neWSpapers and on information provided by people they know.* To move from this rather
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haphazard system for choosing a plan to one where beneficiaries carefully compare their options
requires significant education.

Unforthnately. the resources for this educational effort are not currently available. Although
Congress initially authorized $200 million fo educate Medicare beneficiaries in Medicare+Choice's
first year, it appropriated only $95 million. This translates to approximately $2.44 cents per
beneficiary per year. The required October maifing to all beneficiaries alone will cost approximately
$25 million.

Out of the $95 milfion, Ifttle or no money
has been set aside for outreach and education
to Medicare beneficiaries with low educational
and literacy skills or who do not read English,
for whom the mailing and Internet site will be
meaningless.

The potential number of Medicare beneficiaries

seeking assistance to understand the array of
new choices available may well inundate
whatever systems have been established to help in this endeavor. For example, HCFA projects 7.9
million calls to the new HCFA Medicare+Choice hotline during October and November, 1998. To
handle these call, HCFA hotline contractors will need to hire approximately 2800 to 3000 people.®
This leaves approximately seven minutes per call, not enough time to answer the questions of
many confused and perhaps frightened beneficiaries. Community organizations that currently
operate their own Medicare hotlines report that it often takes seven minutes or longer to understand
the exact concerns of the Medicare caller, let alone respond to these concems.

Although many of the calls to the HCFA hotline will be referred to Medicare+Choice plans
and to local community groups, training and quality control of hotline staff will be challenging.

Lack of Resources for Community Groups to Provide Education and
Counseling to Medicare Beneficiaries

An unknown number of hotline calls, perhaps as many as two or three million, will be
referred to focal and state ICA programs, local Area Agencies on Aging and other non-profit
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organizations that provide assistance to the disabled and elderly Medicare population. However,
most of these organizations have very small staffs and a few volunteers and, even the best funded .
of them, are not able to handle the current demand for their services. The Center for Heaith Care
Rights often receives more calls than it can handle by 11:00 AM. and the New York-based
Medicare Rights Center§ hotline is available to take cails only four hours a day, four days a week.

The National Assaciation of Area Agencies on Aging similarly reports that its agencies do
not have the resources to meet the expected demand for Medicare+Choice education and
counseling. For example, the Area Agencies on Aging in Arlington, Alexandria, Fairfax, Prince

Williams, and Loudoun counties each receive an annual $4,060 ICA grant to fund their Medicare
' education and counseling services. The Arlington Triple A reports that its ICA grant funds one staff
for 5 hours a week. When this staff person is sick or on vacation, there is no one at the agency who
can respond to calls or refer callers to volunteers for help. The Director of the Agency believes that
Medicare+Choice calls could be the proverbial “straw that breaks the camel’s back.”®

The Pima Council on Aging in Tucson, Arizona similarly reports that it does not have the
staff to currently respond to all Medicare beneficiaries inquiries. The program'’s ICA grant funds one
staff member for eight hours a week, another for 12 hours a week. Although the program receives
funding from other sources, according to one staff, the agency is “maxed out” and lack of resources
and a 15-year-old telephone system will make it impossible for the agency to adequately serve the
expected increase in Medicare callers.’

Both the Institute of Medicine® and the National Adademy of Social Insurante have
emphasized the importance of ICAs and organizations like them in translating Medicare information
to beneficiaries. Their use of \}olunteers to provide one-on-one counseling is especially effective
in educating elderly clients.

Lack of Some Critical Information to Make an Informed Choice

The BBA requires the Secretary to provide a range of information not previously available
to the Medicare population to promote informed choice. The comparison chart or “report card” of
Medicare+Choice plans is especially important. Beneficiaries will have, for the first time, information
on disenroliment rates, enroliee satisfaction and some quality-of-care measures.
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However, the BBA does not require Medicare+Choice plans to provide information that is
critical to enrollees and prospective enrollees, especially those with chronic and disabling
conditions. Specifically, plans are not required to provide an up-to-date listing of all contracting
providers with information on their specialty, their ability to see new enrollees, and whether they
speak languages other than English. Nor are they requiréd to provide information, upon request,
about whether a specific prescription drug is in a plan’s formutary. Finally, the BBA does not require
plans, as do a number of state hanaged care consumer protection laws, to provide upon request

the clinical guidelines and protocols for the treatment of specific illnessess and chronic diseases.

MARKETING

Inappropriate marketing can undermine even the most thoughtful educational efforts.
Problems with HMO marketing have long plagued the Medicare program. Advocacy
organizations,'® the General Accounting Office," and the Inspector General'? have time and again
raised concemns about HCFA's failure to institute reforms to ensure that marketing problems are
kept to a minimum. Plan marketing agents have lied about the “advantages” of Medicare HMO
enroliment, obtained beneficiary enroliment signatures under false pretenses, forged signatures,
and in other ways misled beneficiaries into joining an HMO.

High disenroliment rates and high
“rapid disenrollments” are signs of marketing
problems. Rapid disenrollments  are
disenroliments that occur within three months
of enrollment. Medicare HMOs vary
dramatically in the percent of enrollees who
quit a plan and who do so within three months

of enroliment. However, one recent study
found that some plans have excessivly high chuming rates—with almost as many Medicare
beneficiaries quitting a plan as joining.™ Learning to market to the Medicare population, a
significant proportion of whom have never beenina managed care plan, takes time and resources.

Add to this mix the fact that insurers will be marketing a range of plans they have never marketed
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before to a poputation with a significant numbr of individuals with low literacy levels and cognitive
and physical impairments and we could see an explosion of marketing problems.

BBA Marketing Requirements

The BBA continues the current HCFA practice of allowing plans to market directly to
enrollees. Plans must submit marketing and “application forms” to the Secretary for review 45 days
before distribution. If no action is taken, these materials are deemed approved. Marketing and
application forms will be “disapproved” if they are “materially inaccurate or misleading or otherwise
make a material misrepresentation.”

If one regional office approves marketing
materials, they are deemed approved for all other
areas in which the plan markets, except for
information, such as premiums or cost-sharing,
specific to the area. The Secrgtary may, but does not
have to, prohibit plans or their marketing agents from
completing any portion of the application form on
behalf of an individual. Finally, plans may not offer
cash or rebates as an inducement for enroliment.

The BBA does not address whether
independent insurance agents can market -
Medicare+Choice products directly to beneficiaries, as
they currently do with Medigap and long-term

insurance policies. It does, however, mandate the
Secretary to conduct a three-year demonstration
project to evaluate the use of a third-party contractor to conduct Medicare+Choice enroliment and
disenroliment functions.”™

“Because of serious marketing fraud in the Medicaid managed care program, a number of states
currently prohibit plans from directly marketing to Medicaid beneficiaries. Large employers and employer
purchasing alliances also generally assume the role of providing information to their employees and
coordinating enroliment.
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MARKETING ISSUES FOR CONSUMERS

The BBA legislation fails to address a number of potential marketing concems:

. direct marketing by plans and individual insurance agents;
. review of marketing materials; and
. marketing to vulnerable and cognitively-impaired Medicare beneficiaries.

Direct Marketing by Plans and independent Insurance Agents:

As noted above, direct marketing to Medicare beneficiaries by plans and their marketing
employees has been problematic. In addition, the Secretary has indicated that she may remove
the current prohibition on reimbursement to independent insurance agents marketing in the
Medicare+Choice arena.™ Based on the history of marketing fraud in the Medigap and long-term
care insurance markets,'® permitting marketing of Medicare+Choice products by independent
insurance agents may undermine efforts to promote informed enroliment.

Review of Marketing Materials

The proliferation of plans will make it difficult for HCFA's regional offices to adequately
review the application forms and the range of marketing materials and print, radio and television
advertisements submitted to them: HCFA's regional offices have different levels of experience in
assessing marketing materials. The new BBA provision that permit marketing materials to be used
in all HCFA regions if they have been approved by only one regional office will tie the hands of
other regional offices ihat find a particutar piece of approved marketing material or advertisement
inaccurate or otherwise objectionable.

Marketing to Vulnerable and Cognitively Impaired Medicare Beneficiaries

Medicare faces two opposite and equally serious problems in the marketing of
Medicare+Choice plans to the disabled and chronically ill Medicare population. On one hand, the
program is concemed that plans will “cherry pick,” marketing only to the heatthier Medicare population.

-9-



81

Indeed some evidence exists that
HMOs subtly encourage healthier middle- and
upper-income Medicare beneficiaries to join,
while discouraging enroliment of disabled and
lower-income beneficiaries. A recent study of

HMO marketing and advertising indicates that
plans appear to market to the physically-active
Medicare population, ignoring under-65 disabled beneficiaries. The report also documents
examples of marketing presentations conducted in buildings that are not handicap accessible nor
accessible by public transportation.'® These findings indicate that HMOs rﬁay be in violation of
HCFA marketing guidelines requiring that “beneficiaries with disabilities must be considered part
of the audience that any marketing strategy is intended to reach.”"”

On the other hand, advocates who work with the frail elderly and disabled Medicare
population worry that this population will be improperly enrolled by marketing agents who receive
a commission for each new enrollee. Informed enrollment is also more difficutt for the large number
of Medicare beneficiaries with low literacy or English proficiency skills.

The enroliment of the dual-eligible Medicare/Medicaid population in Medicare+Choice plans
poses significant educational challenges. Many dual-eligibles, as well as the Medicare+Choice
plans that enroll them, will not understand how the two programs coordinate care. How premiums
wilt be paid, whether Medicare+Choice plans can charge a dual-eligible enrollee co-payments, and
how a dual-eligible enroliee will obtain coverage for prescription drugs or dental care once the
Medicare+Choice plans’ limits on these benefits is reached, is not clear. Advocacy organizations
report that even HMOs that have been enrolling Medicare beneficiaries for a number of years do
a poor job of coordinating between Medicare and Medicaid."

In focus groups of California Medicare beneficiaries sponsored by the National Academy
of Social Insurance, dual-eligible participants reported that they believed they had to disenroll from
managed care plans so they could get Medicaid prescription drug benefits.'®

The BBA fails to include one basic protection for vulnerable beneficiaries who join a plan
without understanding the implications of their enrollment—retroactive disenroliment. Medicare
curréntly permits Medicare. beneficiaries to “retroactively disenroll from an HMO if they did not
understand, or were misinformed about, the terms of enroliment. A retroactive disenroliment is like
an annulment. The marriage (or, in this case, the enrollment) never took ptace. Retroactive
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disenréliment retums the beneficiary to traditional Medicare effective the first day of HMO
enroliment, thus voidihg the enroliment altogether.

CONCLUSION

The Medicare+Choice program offers the opportunity to provide Medicare beneficiaries for
the first time with information needed to make an informed decision about their health care.
Unfortunately, with this opportunity comes risk—the risk of information overload, the risk of large
numbers of Medicare beneficiaries confused about their choices, and the risk of misinformed
enrollment and marketing abuse. These risks can be reduced by a carefully calibrated and
coordinated educational and monitoring effort. If this effort is unsuccessful, we could find that
“choice” really means chaos.

INFORMATION AND MARKETING RECOMMENDATIONS'

FUNDING

v Congress should provide the additional funds recommended by Senators Grassley, Breaux
and Glenn of the Senate Aging Committee to HCFA and to the ICAs for expanded
Medicare+Choice education and assistance.

INFORMATION

v The Secretary should consider requiring the standardization of alt terms used in marketing.

v The Secretary should consider requiring plans to provide enroliees (and prospective
enrollees on request) with:

v a list of participating providers, updated quarterly, that includes their specialty, their
ability to accept new Medicare+Choice enrollees, and languages spoken other than -
English. in addition, the Secretary should require plans to provide this information,
updated weekly, on their web sites;

v plan procedures for approving a non-formulary drug, and, on request, information
about whether a particular drug is on a plan's formulary. The Secretary should also
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consider requiring plans to provide a ist of covered prescription drugs on their web
sites;

v on request and to the extent available, plan clinical guidelines or protocols for the
treatment of specific diseases or illnesses.

MARKETING

v

If funding is available, the Secretary should provide all HCFA regional staff with training on
how to review the Medicare+Choice marketing materials.

If the Secretary allows independent insurance agents to market directly to Medicare
beneficiaries, Congress and the Secretary should assess which of the Medigap insurance
marketing reforms, including limits on agent commissions, might be appropriate for the
Medicare+Choice program.

The Secretary should prohibit marketing and insurance agents from filing out
Medicare+Choice application forms.

The Secretary should consider a range of regulations to prevent marketing problems:

v prohibit agent compensation untii a beneficiary has been enrolled in a
Medicare+Choice plan for three months;

v require standardized training of anyone selling a Medicare+Choice product;
mandate independent verification of Medicare+Choice enroliment; and

v require plan enrollment forms to be translated in a beneficiary'’s primary language.

OTHER

v

The Secretary should continue the current practice of allowing Medicare+Choice enrollees
to retroactively disenroll if they did not understand or were misinformed about the terms of
enroliment.

The Secretary should consider establishing specific rules relating to the education and
enroliment of duai-eligibles Medicare/Medicaid beneficiaries.
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The CHAIRMAN. Thank you.
Mr. Abernethy.

STATEMENT OF DAVID S. ABERNETHY, SENIOR VICE PRESI-
DENT, PUBLIC POLICY AND REGULATORY AFFAIRS, HIP
HEALTH PLANS

Mr. ABERNETHY. Mr. Chairman, Senator Breaux, it is a pleasure
to be here. I represent HIP Health Plans, which was founded 51
years ago as the Health Insurance Plan of Greater New York. Ev-
erybody else called us “HIP,” so we decided we might as well call
ourselves that, too.

We have been in the Medicare business virtually since the incep-
tion of Medicare. We are also. in the Medicaid business. We have
health plans in New York, New Jersey, Florida, and Pennsylvania.
We currently serve about 110,000 Medicare beneficiaries. &Je also
serve almost 100,000 Medicaid beneficiaries, and I guess I should
note, given the way the conversation has gone, we have about
50,000 Federal employees in our health plans.

We have been very successful in the recent past in marketing our
Medicare product. It has grown very rapidly. I was noting the sta-
tistics in the GAO book seem out of date as we have gone from
about 65,000 Medicare beneficiaries about a year ago to about
110,000 today.

We are aware of the changes in the Balanced Budget Act, but I
might note that with the perspective of 30 years of activity in
Medicare, there are currently 11 HMO’s offering Medicare risk
products in New York City. There are nine in South Florida. We
have had a lot of choices out there in front of the senior citizen pop-
ulation, and at least thus far a disaster has not appeared to occur.

Marketing to the Medicare population is a difficult problem, how-
ever. We already have an extensive education and marketing pro-
gram to ensure that our beneficiaries understand their benefits and
rights under the Medicare program. We are working hard to make
any necessary changes to ensure that beneficiaries will be informed
about their choices once Medicare+Choice becomes operational.

We recognize that a well-educated member benefits both the plan
and the beneficiary. Quite frankly, with the focus on disenrollment
rates, it is vegf penny-wise and pound-foolish to a health plan to
spend the kind of money that is required to market to senior citi-
zens only to have them disenroll very quickly after you have signed
them up. So it is very, very important to assure that beneficiaries
understand very, very clearly what those rights and responsibilities
are.

For example, in New York City, HIP has been characteristic, tra-
ditionally, a group model HMO. i’[ost of our services have been pro-
vided through HIP-operated medical centers. If the beneficiary does
not understand that and assumes that they are going to be able to
continue to see the doctor they have perhaps seen in the past,
when they join HIP they are going to be unhappy. So we work very
hard to make sure that before you sign up with our health plan,
you understand what the limitations and restrictions of it may be.

HIP provides all Medicare beneficiaries with a handbook, which
I hope you have before you, explaining how to get services within
an HM% and an explanation of benefits. Our member handbook is



87

written in plain English and, I might note, seven other languages,
including Russian, a couple of dialects of Chinese, Japanese, Ko-
rean. I cannot quite recall. If you see on the back, if you can read
all that, you will know which languages it is in. I think Polish
might be one of them. It is designed to help a new member under-
stand our system.

It tells the beneficiary about choosing a primary care physician,
accessing emergency services, disenrollment procedures, methods
for accessing mental health coverage, prescription drug benefits,
and preventive health services.

In an effort to assist members with any question he or she might
have after enrollment, we operate a tolf-free number which is 1-
800 HIP-TALK, which is operational from 8 a.m. to 8 p.m., Monday
through Friday. This hotline is staffed with customer service rep-
resentatives who are trained to answer any question a beneficiary
may have.

In addition to our member handbook, we provide our Medicare
members with other information to make them feel comfortable in
the system. These items include a Medicare question and answer
book, a list of participating physicians, a copy of the Medicare con-
tract, and guides to dental, optical, and prescription drug benefits.
Our goal is to assure that our members have the information they
need to access all essential health services.

Our advertising includes a strong educational component. We use
television, radio, and direct mail, all of which are approved by the
Health Care Financing Administration.

Our direct mail efforts are our most comprehensive marketing
tool and provide the beneficiary with the most information. We
send several mailings to beneficiaries in our service areas. They are
designed to be concise, easy to read, and educational in content. We
do not put a lot of specific substantive information, but rely upon
the transmission of prominently displayed 800 numbers for bene-
ficiaries to call for additional information.

We work hard to ensure our sales representatives are ethical. We
track them very carefully, and, incidentally, we track disenrollment
rates by marketing representative in order to assure that we are
not having somebody going out and saying the wrong things. We
also send supervisors out on a periodic scheduled with our market-
ing representatives to listen specifically to what they have to say.

Let me just conclude b{ saying that %'ven the way the conversa-
tion has gone, we certainly would not object to the idea of working
out standard descriptions and standard formats to describe our
benefits, to describe how we deliver our benefits, so that bene-
ficiaries could compare our health plans to others. We would have
no objection to working with the Health Care Financing Adminis-
tration to develop an FEHBP-type format, similar to the booklets
that all Federal employees receive and with which we have experi-
ence.

I might note a major difference between FEHBP and HCFA is
that in the case of Federal employees, we work with OPM to de-
velop the booklet. We have the right to review the content of the
booklet—and we argue back and forth somewhat about it, but our
advertising, unlike Medicare, is not approved by OPM. So there is
a difference there. We would have no objections to a comparative
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chart, and we would have no objections to trying to work with the
Health Care Financing Administration on common graphic descrip-
tion of benefits.

We have a longstanding history through our trade association,
and it's Medicare Industry Council of meeting with the Health
Care Financing Administration to work out precisely these kinds of
details, and, again, I do not believe that anyone would have an ob-
jection to working that through.

Thank you, Mr. Chairman. I appreciate the opportunity to testify
and I hope I am able to answer any questions,

[The prepared statement of Mr. Abernethy follows:]



89

ANNIVERSARY 1947-1997

DAVID S. ABERNETHY
Senior Vice President
. Public Poicy and Regutatory Affars

STATEMENT
OF

DAVID S. ABERNETHY
SENIOR VICE PRESIDENT
PUBLIC POLICY AND
REGULATORY AFFAIRS

HIP HEALTH PLANS

BEFORE
THE SENATE SPECIAL COMMITTEE ON AGING

MAY 6, 1998

HIP HEALTH PLANS 625 INDIANA AVENUE, NW, SUITE 200 * WASHINGTON, DC 20004 = 202.393.0660 = FAX 202,363 0533
NEW YORK NEW JERSEY FLORIDA PENNSYLVANIA



90

INTRODUCTION

Mr. Chairman, My name is David Abernethy and | am Senior Vice President for
Public Policy and Regulatory Affairs of HIP Health Plans. | am in charge of HIP’s
government relations and regulatory affairs, including overseeing compliance with Medicare
marketing rules. | am very pleased to be here today to talk about issues relating to

beneficiary education and marketing to Medicare beneficiaries.

HIP Health Plans is a not-for-profit HMO that was formed 51 years ago as the Health
Insurance Plan of Greater New York. Everyone has always referred to us as HIP, so we
have adopted that as our name. We operate in New York, New Jel;sey. Florida, and
Pennsylvania. In New York and New Jersey, HIP operates as a mixed-model HMO
providing care to our members through freestanding medical centers and through
neighborhood physicians. In Florida and Pennsylvania, HIP operates as an independent
practice association mode! HMO contracting with individual doctors serving in private

practice. We have more than 1.1 million members in our system.

HIP has a great deal of experience in Medicare having participated in the program
since the late 1960s. HIP Health Plan of New York received its Medicare risk contract in
198;/, HIP Health Plan of Florida received its risk contract in 1995 and HIP Health Plan of

New Jersey was approved as a risk contractor in 1996.
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Through its risk contract, HIP offers our members benefits that fee-for-service
Medicare does not provide, including prescription drugs, eyeglasses, dental care, and
transportation to doctor visits without the added premiums of a Medigap policy. We have
found these products to be very popular among the public. HIP has seen its enroliment in
Medicare risk contracts increase in the past two years from 67,000 to almost 100,000

members. The number is growing each month and we expect that trend to continue.

The enactment of the Balanced Budget Act of 1997 and the implementation of the
Medicare+Choice program oﬁem great opportunities for both health plans and beneficiaries
by greatly expanding consumer choice. Under Medicare+Choice, beneficiaries have the
option of staying in the traditional Medicare fee-for-service program or choosing to join an
HMO, a provider sponsored organization (PSO), medical savings account (MSA), preferred

provider organization (PPO), or a private fee-for-service plan.

While expanding options will give consumers more choice, it will also require health
plans and the Health Care Financing Administration (HCFA) to do more to differentiate our
products to Medicare beneficiaries. Consumers will need to understand the differences
between the new offerings so that they can determine which product works best for them.
HCFA plans to start an open season and beneficiary education process in November 1998
which should help inform Medicare beneficiaries about their new health care options. HIP
already has an extensive education and marketing program to ensure that our beneficiaries
understand their benefits and rights under the Medicare program. We are working hard to
make any necessary changes to ensure that berlleﬁciaries will be informed about their

choices once Medicare+Choice becomes operational.
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HIP BENEFICIARY EDUCATION PROGRAMS

‘Traditionally, HIP's Medicare population has consisted mainly of people who have ‘
“aged in” to our Medicare product. This means that they were long-time HIP members who
switched from a commercial or individual product to Medicare upon becoming eligible for
Medicare. These people are familiar with HIP and require little education about navigating

our system.

As the popularity of Medicare HMds has increased in recent years, we have started
to enroll a larger number of Medicare members who are new to HMOs and therefore not
familiar with thc_e HIP sysfem. HIP is committed to ensure that its products are represented
in an ethical manner. Our sales force is trained to focus on educating the beneficiary about
the HIP system prior to enrollment. We recognize thata well-educated member benefits
both the plan and the beneficiary. Our sales representatives help explain to beneficiaries
about the basics of an HMO including the role of the primary care ph{{sician. the need to get

many services within our network, and the benefit package offered by HIP.

HIP provides all Medicare beneficiaries with a handbook, which you have before
you, explaining how to get services within an HMO and an explanation of benefits. Our
member handbook is written in plain English and is designed to help a new member under
the HIP system. The handbook tells the beneficiary about choosing a primary care
physician, accessing emergency services, disenrollment procedures, and methods for
accessing mental health coverage, prescription drug benefits, and preventive health

services.
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In an effort to assist members with any question he or she might have after
enroliment, HIP operates a toll free number, 1-800-HIP-TALK, which is operational from 8
a.m. to 8 p.m. Monday through Friday. This hotline is staffed with customer service

representatives who are trained to answer any question a beneficiary may have.

In addition to our member handbook, HIP provides its Medicare members with other
information to make our beneficiaries feel comfortable in the HIP system. These items
include a Medicare question and answer book, a list of participating physicians, a copy of
the Medicare contract, and guides to dental, optical, and prescription drug benefits. Our
goal is to ensure that our members have the information they need to access all essential

health services.
MARKETING ACTIVITIES

HIP believes that marketing can only be successful if it also educates the consumer
about managed care and we design our marketing activities to have a strong educational
component. Our marketing activities in Medicare include the use of television, radio, and

direct mail and are all approved by the Health Care Financing Administration (HCFA).

49-075 98-4
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Our direct mait efforts are our most comprehensive marketing tool and provide the
beneficiary with the most information. Under the direct mail campaign, an initial mailing is
sent to all eligible Medicare beneficiaries followed by a mailing to the people who did not
respond to the initial maiting. A third piece is mailed to respondents who met with a
representative, but did not enroll. All mailings are designed to be concise, easy to read and
educational in content. We do not overload the materials with information because we find
this confuses the beneficiary and is not effective. Instead, we prominently display an 800
number which beneficiaries can call to obtain additional information. These 800 numbers
differ based on the location of advertising campaign to ensure that beneficiaries receive

easy and accurate answers to their questions.

The representatives on the 800 number use approved HCFA telemarketing scripts to
respond to inquiries. While they can answer many basic questions, customer service
representatives can also arrange one-on-one meetings with a plan representative to
address specific questions and personal issues the beneficiary may have. We find these
sessions very effective because they allow more time to help educate the Medicare
beneficiary on the HIP system and permit the person to compare their existing coverage

with our benefits.

.HIP works hard to ensure that our sales representatives have the highest ethical
standards. We review all applicants on the basis of previous employment and experience
with a product focussed on individuals and senior citizens. HIP places a great deal of
emphasis on the training of sales representatives and we work hard to ensure its

comprehensiveness.
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New sales representatives start their instruction with a one-month program
consisting of State Licensure Training, which must be received prior to field sales work,
foliowed by a week of intensive product training. This program includes instruction in HCFA
marketing guidelines, HIP marketing guidelines, plan designs, senior sensitivity training,
educational presentation techniques for both group and individual settings, and many other
components that will aid in the professionalism and effectiveness of a representative

marketing to Medicare enrollees.

Upon graduation from these initial courses, HIP sales management will spend the
next two weeks working individually with the new sales representative. Field sales
supervisors will accompany the new representative during this period and monitor their
presentation to ensure consistency with the guidelines that HCFA and HIP have establisﬁed

as best practices.

Once the sales representatives are in the field, HIP has a tracking system, which
permits the plan to track its sales representatives by region, territory, product line, and
individual representative. This information allows us to monitor the individual areas of the
sales cycle from disenrollment prior to effective date, rapid disenrollment, and the number of
grievances filed against an individual representative. It is essential to monitor these results
monthly to ensure that representatives are working within established guidelines of the
company and are not engaging in unethical activities. Any unusual results in any area or by
a particular representative could be the sign of a problem and would trigger an inquiry. Ifa
problem is discovered, the marketing representative would either be required to undergo

further training or could be terminated depending on the gravity of the infractions.
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NEW INITIATIVES

HIP has found that our current activities, while thorough, are not comprehensive
enough to make some members feel comfortable in an HMO setting. HIP has determined
that we need to continue to stay in contact even after a member has signed up and been a
plan member for some period of time. In an effort to be more customer friendly, we have
developed and are in the process of implementing a multi-pronged approach to help

educate our members and make them feel at home in the HIP system.

Upon enroliing as a HIP Medicare member, the new enrollee will receive a call to
welcome them to the plan and answer any questions which may have arisen since the
person decided to join. Thirty days after enrolling, the person will receive another call to
ensure that the person has chosen a primary care physician, is receiving all necessary care,
and answer any questions which have arisen since enroliment. Sixty days after enrolling in
HIP, the person will receive yet another follow-up call. These calls serve as an opportunity
for us to provide needed customer service and to provide any assistance the beneficiary

needs.
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HIP is also establishing New Member Orientation meetings, which will be offered on
top of our other education programs. This orientation will be designed to walk the member
through the operations of the plan and explain the best and most con-venient ways to
access services. We plan to discuss the role of a primary care physician, methods for
obtaining referrals for services, utilization of our health care centers, access to the new and

' expanding network of community based providers, and many other things that are routinely
raised by our members. We expect this New Member Orientation to add another leve! of

comfort to our new members.
RECOMMENDATIONS

Beneficiary education programs are an important part of any successful Medicare
product. With over 30 years experience, we have !eamed a great deal about the best'».uay
to inform Me_d_icare beneficiaries about our prodpcts. As Congress ar)d'HCFA work on ways
to inform beneficiaries about the new options available to them under Medicare+Choice, we

have some suggestions on how you can best inform them about their options.

1. Keep It Simple - Medicare beneficiaries consume large amounts of health care services
and are fairly knowlgdgeable on the subject. However, that does not mean you should give
them brochures with lots of technical terms or over!oad them with information. We have
found that our materials are best received when they are concise and to the point.

Medicare enrollees are very good about calling when they need more information than is

provided in a handbook or brochure.
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2. 800-Number — It is important for senior citizens and other Medicare eligibles to have
someone to call should they have questions about their choices. Our 800 number has been
well received and has given Medicare enrollees a comfort level that someone is there to
answer their questions. It is important that the 800 number be staffed with people who are
courteous and are abie to answer questions. Nothing frustrates people more than being

given a number that does not provide the information they are seeking.

3. Flexibility - in the information age, technology and methods of communication change
rapidly. The internet, television, radio, and specialized magazines give people much more
information about their health care choices than in the past. This plethora of information
requires health plans to be more innovative than ever in its beneficiary education program.
HIP is constantly working to update and improve our marketing and education program.
Any bene:ﬁciary education effort from HCFA has to be designed in a way that will allow for
easy modifications so that it can keep up with changes in technology and communication.

4. Evaluation - |hsmpommthatanybeneﬂuafyedmbonprogrambeevaluatedto

detemnnenseﬂecuveness Weconductsurveysofourmmbemtomasureourwstomr

service including marketing and education prograrns. It is important that any beneficiary
education program HCFAdwebmmdemasinihrmMaﬁdnﬂthAOoranom_er
outside source to ensure that it is accomplishing its goal. '



CONCLUSION

With Medicare+Choice becoming opgrational within the next six months, it is more
important than ever that both health plans and HCFA give Medicare enrollees good,
accurate, and helpful information so that they can make informed choices. We believe that
HIP's 30-plus years of experience in Medicare gives us a unique perspective on educational
and marketing materials and we hope you found our insights and observations helpful. We
look forward to working with you, as the Medicare+Choice program becomes operational. |

would be happy to answer any questions you might have.

10
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The CHAIRMAN. Mr. Abernethy, you already have answered a
couple of questions I had for you. So I will start with Ms. Dallek.

In your experienceé running the Insurance Information Counsel-
ing and Assistance Program in California, what do you think
H(%FA can do to help ICA’s with the new information campaign?

Ms. DALLEK. You know, I came from one of the better educated—
probably the largest ICA in the Nation. It was funded in part by
the State as well as the ICA Federal program.

I think that there does need to be an educational campaign for
the ICA’s so that they have the information by which to educate
and counsel Medicare beneficiaries. Remember, most of these ICA’s
use volunteers, and there needs to be a fair amount of lead time
to educate the volunteers to provide the information and counseling
to beneficiaries. But-I honestly believe right now that without extra
funding, these ICA’s will not be able to do a good job.

My old program sometimes has more calls that it can handle by
11 a.m. in the morning. When this happens the program takes
some additional calls, and refers them out to the volunteers. But
when a Medicare beneficiary calls, it is not good enough to get back
to them in 3, 4, 5 days. The center for Health Care Rights would
get back to callers the same day, and they were very grateful for
that same-day response.

There does need to be some more money out there in the commu-
nity because folks are going to be calling with questions. I do not
see how we are going to provide adequate assistance to the
monolingual population and the hard-to-reach population, who will
receive a mailing from their government antf not know what it
means.

The CHAIRMAN. Dr. Kleimann, you discussed information over-
load in your testimony. I think you made that very clear. Certain
beneficiaries in urban areas have a choice of 17 plans. How do you
recommend the information from these plans be presented in what
iou consider a simple and understandable manner, then? You have

eard Senator Breaux and I advocate the use of comparative charts
that from your point of view were still probably too complicated.

Ms. KLEIMANN. Yes. I think there is a variety of ways that you
want to approach it, and I want to flip your question from the de-
sign issue to the testin%issue.

he testing that—HCFA has invested a great deal of money in
testing things cognitively. What that—and it is an important step
because what it helps us to see is whether or not people under-
stand the concepts. That is the whole idea behind standardizing
the language and trying to make sure that at least some of the
terms are going to be exactly the same.

When we do usability testing, we really try to set people up in
a way in which they are actually using the materials ‘and we are
in a position to-observe without interrupting them, without prob-
ing, “What are you thinking about,” “What are you doing right
now.” We are watching them use this information, and then we de-
brief them on how they have used it.

The idea of using charts and tables certainly is probably the
most useful way to present that information, but the detail that
goes into planning a chart or a table can be as subtle as whether
or not this is highlighted, what kind of a font we have, how large
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is the font, is the information set up within a box, paraliel, across
the different types of plans or across the different plans, have we
grouped plans into fee-for-service or HMO or POS. So there is a lot
of information.

It is not that the idea of a table in and of itself is complicated.
It is all of the real minute detail that has to go into this to be able
to make it comparable.

Now, I am working with the Harvard Medical School and RAND
Corporation on the CAHPS project that people have referred to. We
are trying to get the same kind of information from one health plan
to the next health plan to the next health plan, so that it is even
in parallel form so that we can get it in parallel form. It is truly
a daunting task.

So the charts are an important way of going, but we do have to
ﬁo back and test this in terms of usability to make sure that we

ave chosen the design elements correctly.

I hope that answers your question.

The CHAIRMAN. Very much so, and it surely clarifies one of the
misunderstandings I had from your testimony. I thought that you
did not think a chart was the appropriate manner to present some
of the information Medicare will provide.

Ms. Dallek, regarding your concern with direct marketing due to
fraud in the Medigap program, do you think that HCFA should be
the sole distributor of information regarding Medicare+Choice?
HCFA does not have the resources to do it all. What other options
could you suggest regarding the distribution/marketing of material?
This question obviously considers your point that more money
needs to be made available.

Ms. DALLEK. I am concerned about the potential for marketin
problems. Disenrollment studies—and I dig one last year when
was at Families USA—show vast differences in disenrollment rates
by plans. Florida and Texas, for example continue to have very
high disenrollment rates. When you look at the data, some plans
have very high disenrollment rates, lots of churning, people enroll-
ing, but disenrolling again very quickly, which implies that there
is a serious marketing problem.

I am also concerned that independent insurance agents will be
allowed to market Medicare+Choice plans, and that we could begin
to see some of the same problems we saw with Medigap and long-
term care insurance marketing.

So what would I like to see? Under the Balanced Budget Act,
there is going to be a test of an enrollment broker for Medicare
where the enrollment broker will be doing the enrollment. I would
like us to consider that as an option. A number of States have used
an enrollment broken in their Medicaid program. Sometimes it has
worked well. Other times, it has been more problematic, but I
would like us to really look at this option. Short of this, I would
like us to think about ways we can adgress the issue of inappropri-
ate marketing. There is training that could be done. HCFA could
prohibit marketing agent from receiving any commission unless
someone stayed enrolled for 3 months. This provision would make
marketing agents more careful about what they told beneficiaries.
I have a lot of recommendations in my testimony.

The CHAIRMAN. Thank you, Ms. Dallek.
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Senator Breaux.
Senator BREAUX. Well, I thank all three. I want to, first, Mr.

Chairman, put in a letter from the Ochsner Health Plan of Louisi-
ana, which comments on what we are talking about and make it
a part of the record.

The CHAIRMAN. We will include—

[The information referred to follows:]



OCHSNER HEALTH PLAN

OF LOUISIANA

One Galleria Boulevard
Suite 1224
Metairie, LA 70001-7508
May 5, 1998 . . (504) 836-6600
(800) 999-5979
Fax: (504) 836-6566
The Honorable John Breaux
Ranking Member
U. S. Senate Special Committee on Aging
628 Hart Senate Office Building
Washington, DC 20510

Re:  HCFA Educational Efforts
Dear Senator Breaux:

Ochsner Health Plan (OHP) appreciates the opportunity to provide comments to you and the U.S.
Senate Special Committee on Aging. We are encouraged that you, as the Ranking Member of the
Special Committee, have solicited our input.

OHP supports the efforts of the Health Care Financing Administration to inform Medicare
individuals of the choices they have regarding their Medicare benefits. It is our position, that for
Medicare individuals to benefit from the expanded options available to them, they must truly
understand these options. Ochsner Health Plan feels that an uninformed choice is really no choice at
all.

We are pleased to report that OHP has a favorable voluntary disenrollment rate. One reason for the
favorable disenrollment rate is the effort we exert to fully inform our members of how to access
benefits through Total Health 65 (OHP’s Medicare HMO). We submit the following comments
and suggestions as the largest Medicare HMO in Louisiana with over three years of experience.

Educating Members

OHP takes great care in educating our Medicare HMO prospects and members. During a
consultation with a Medicare individual, our sales representatives will often spend up to an hour or
more explaining the benefits of Total Health 65. Then, once we receive an application from a
prospective member, we conduct a phone verification of each applicant to confirm awareness of
what a Medicare HMO entails. Finally, once an applicant is confirmed as a member, they are then
invited to attend a new member orientation. During the orientation, the member is once more
informed of how to access services through our Medicare HMO. In spite of these multiple
explanations of plan procedures, we encounter members who do not access services properly.

The Heart of Health Care in Lovisiana Has Never Been Stronger
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Senator John Breaux
Page 2.

During focus group discussions with members and Medicare individuals, we have found that one
reason why members do not access services properly is that programmatic jargon confuses them.
For example, while HCFA prefers the use of “enroliment” and “disenrollment” in literature to
explain how members can join and disjoin a Medicare HMO, the focus groups found that people
better understood the terms “beginning” and “canceling.”

Explaining Greater Choices

In light of the above, OHP encourages and supports HCFA'’s role in informing Medicare
individuals of the choices they currently have and the expanded choices they will have in the near
future. However, we are concemed that Medicare individuals may become overwhelmed by the
enormous quantity of material and information that may be required to inform them of all their
options. Medicare individuals will need to consider more options than ever before, including the
following: 1) the traditional Medicare program, 2) Medicare supplemental coverage, 3) Medicare
Select, 4) Medicare HMOs, 5) Social Medicare HMOs, 6) Medicare PSOs, 7) Medicare MSAs, and
8) other Medicare demonstration projects.

While the increased options provide for greater coverage opportunities for Medicare individuals,
they also create a significant challenge for HCFA and plans participating in the Medicare program
to communicate these options adequately and without confusion. The legal and programmatic
language that is often used to explain health coverage issues is confusing and unintelligible to
Medicare individuals and the general public alike.

Confusion Ieads to No Choice

f Medicare individuals are overwhelmed by information, both *he local Social Security oftices and
the plans will be inundated by inquiries from Medicare individuals and members who may be
troubled by the information they receive. When this large amount of information is combined with
the complexity of the options and the extreme personal nature of health coverage, it is easy to
understand how overwhelming the information may become. .

OHP has found through focus groups and through individual contact with our members and
Medicare individuals that if they are confused or overwhelmed, they tend to make no choice atall
other than to continue with the traditional Medicare program. Therefore, the outcome of the
increased infcrmational campaign may actually lear* to less Medicare individuals exercising their
new choices i1 stead of more individuals taking advantage of these new options.
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Start with an Overview

The experience OHP has had in the Medicare HMO market tells us information should be
presented in a clear and concise manner that avoids programmatic jargon. Additionally, we have
found it is best to provide a more general overview to introduce a complex concept and then to
follow-up with more detailed information. For example, our member handbook provides a general
overview, in the introduction, explaining how Total Health 65 works. Then, using a reference
index, the handbook provides further details of the plan in the following chapters, once the member
has been exposed to the general concepts.

Given the above experience, we suggest that HCFA provide Medicare individuals with a general
reference guide regarding the options available to them. This guide could then refer them to other
materials that would provide more detailed information on whichever subject they choose. This
approach would allow Medicare individuals to focus on the options that most appeal to them
without having to process extraneous information. This approach should allow Medicare
individuals to direct their attention to the information that will best lead them to an informed
choice.

mma
In summary, OHP supports the dissemination of information that assists Medicare individuals in

making an informed choice. However, overwhelming Medicare individuals with a profusion of
extraneous information can negate the benefit provided by greater choice.

We appreciate the opportunity you have given us to provide comments on this critical topic. If'you ™

or your staff have any questions, please let me know. I can be reached at either the address listed
on the letterhead or by calling me directly at (504) 836-6615.

Sincerely,
/, i / o
G s/ \ e 1~
‘George Renaudin, 1

* Vice President of Government Programs

49-075 98-5
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Senator BREAUX. They point out, I would add, in their letter
what we have been talking about. Ochsner Health Plan has found
through their focus groups and through individual contact with.
there members and other Medicare beneficiaries that if they are
confused or overwhelmed, they tend to make no choice at all other
than to continue with the traditional Medicare program. Therefore,
unless its done ri%ht the outcome of the increased information cam-
paign may actually lead to fewer Medicare individuals exercising
their new choices, instead of more individuals taking advantage of
these new options.

I agree with Ochsner’s statement. If you overwhelm beneficiaries
with too much information and if it is written in Egyptian hiero-
gll\(phics and you are not an Egyptian, you are not going to know
which choice to make, so you do not make any choice, Ochsner’s
second point is, that if you give them too mucg information, they
may end up not making a choice at all and be just so confused that
they just stay in their traditional fee-for-service.

I think that the question is how we present the information. I
mean, if you present it carefully—in a standardized form—people
can make choices and comparisons and do what is best for it for
their own personal health. I think, ultimately, we will have a bet-
ter system, if this happens.

I was impressed, David, with how HIP presents its information.
In addition, you are able to offer a lot more than Medicare. What
are the things that you offer in your plan, that is over and above
what you get in traditional fee-for-service? Do you have prescrip-
tion drugs?

Mr. ABERNETHY. We have prescription drugs up to a limit in New
York, without a limit in Florida, no copays, deductibles, except a
minimal one.

Senator BREAUX. Eyeglass services?

Mr. ABERNETHY. Eyeglass, hearing aids basically, and it is a
zero-premium product as well in all of our regions.

Senator BREAUX. The Medicare HCFA people came in and said
they are going to start a 1-800 Medicare number which is great
and wonderful. You already have that.

Mr. ABERNETHY. I think you would find, in fact, that most health
plans have a 1-800 number.

Senator BREAUX. The only people who do not have it is the peo-
ple who buy the largest amount of insurance in America, which is
Medicare.

Mr. ABERNETHY. That does make a good point. If you look at this
chart, you would think in a 200-billion health care program, we
could afford colored print, and there is a concern that if the Gov-
ernment is the only source of information, it tends to come out in
this sort of gray and black as opposed to any sort of imagination
or creativity. :

Now, maybe HCFA can bring that to the table, but so far, at
least, they have not.

Senator BREAUX. Well, I think that the point you make is valid.

The point I was trying to make is on standardization is that it
is extremely difficult for the average person, if not totally impos-
gible, to make an informed choice if they cannot compare A versus
B versus C, and the question is standardization. HCFA said it will
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take maybe up to 3 years to get the companies to put their infor-
mation in a standardized form so people can compare it. You said
that you all could conform to a standardized presentation. You pro-
vide your own information in addition to it, but you could provide
a standardized form of what is covered and what is not covered and
how you get the coverage, could you not?

Mr. ABERNETHY. Well, as you pointed out earlier, we already do
it for FEHBP, and presumably most of our risk contract competi-
tors do so as well. Our only desire would be that the effort to de-
velop the formats, the definitions, et cetera, would be a cooperative
one in which the plans are consulted in a very detailed way be-
cause we believe—as I said, we have been in Medicare for 30 years,
We have been in the risk contracting business for over a decade,
and we think we have an important contribution that we can make
to a process of assuring understanding on the part of beneficiaries.

Senator BREAUX. Well, I thank all three of you.

The points you make, Mr. Abernethy, Ms. Dallek, and Dr.
Kleimann, are very much on the point. We have a system today
that in my opinion is ever much as complicated as it will be under
Medicare+Choice because today that senior—and I have said this
before—who is in fee-for-service Medicare, they have got to figure
out which doctor to go to out of thousands and which hospital to
go to out of hundreds, and a lot of times- they have to call an ICA
to say where do I go, or they are going to call their children or
grandchildren and say give me some advice on where I go. That is
difficult and complicated for seniors. So they have a lot of choices
now. It is going to be even more difficult when they have got to do
the whole choice on all of their plans.

I should ask Mr. Abernethy if he is going to help serve as a re-
source. I would just mention that the chairman of the board of
HIP, Anthony Watson, is a member of the Medicare Commission,
and they will be involved as a resource in a major, major way, but
it shows, I think, what can be done when it is done properly, the
information in a comparative form that is standardized so people
can understand. Your contributions have been very helpful.

The CHAIRMAN. I thank the panel. Before you go, I want to sug-
gest that perhaps as we take advantage of Mr. Hash’s offer to work
with Senator Breaux and me and our staff that I would hope that
people like you would be available if we need to pick your brain,
get your ideas, that sort of thing. I would also invite the other
members of this committee to invite their staff to join in these dis-
cussions we have with Mr. Hash and HCFA because over the next
month there could be some very important decisions made.

Senator Breaux and I want to make sure that we follow congres-
sional intent as much as we can, and any leeway within the Bal-
anced Budget Act, which would enable to achieve the intent of our
original bill that was included in BBA. That would be my goal. I
sense from your comments, it would be your goal as well.

So thank you all very much. The meeting is adjourned.

[Whereupon, at 4 p.m., the committee was adjourned.]
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INTRODUCTION

Mr. Chairman, the National Association of Area Agencies on Aging (N4A)
is pleased to have this opportunity to comment on the Health Care Financing
Administration's (HCFA) implementation of the new "National Medicare
Education Program™ (NMEP). N4A would like to thank you, Mr. Chairman, and
Senator Breaux for calling this hearing and for the leadership you and this
Committee have shown in bringing issues surrounding the implementation of the
Medicare+Choice program to the attention of Members of Congess and the
public.

N4A's 655 Area Agencies on Aging and 229 Title VI Native American
Aging Grantees were established under the Older Americans Act and are located
in local communities throughout the nation. A large number of requests our
member agencies handie concem health care choices. A recent N4A health
insurance counseling survey shows a majority of N4A respondents (75%) are
involved in educational activities surrounding health care choices. N4A's history
of serving older and vuinerable adults has led us to conclude that no one, single
edudational approach will reach all older and disabled persons served by the
Medicare program. We believe the success and effectiveness of the
Medicare+Choice information campaign hinges upon its ability to offer a wide
range of information options tailored to the needs of diverse groups of

The National Association of Area Agencies on Aging (N4A) has agreed to
participate at the highest level of HCFA's eﬁpn to implement the education and
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information campaign for Medicare+Choice as part of the éoordinating committee
of HCFA's newly formed "National Alliance Network." The N4A has also played a
leading role in HCFA's newly formed, Beneficiary Advocacy Group meetings that
bring issues concerning beneficiaries to the attention of the leadership at HCFA.
On behalf of the millions of beneficiaries our agencies serve, we have
these comments to share regarding the direction in which the NMEP program is
moving. We stand ready to work with the distinguished members of this
Committee and other Members of Congress to ensure appropriate steps are
taken to build upon the strengths of HCFA's current efforts in implementing the
National Medicare Education Program. More importantly, N4A urges this
Committee to take a leadership role in ensuring that Congress appropriates
sufficient funds for the types of beneficiary education that will be most meaningful

for older persons and persons with disabilities.
NATIONAL MEDICARE EDUCATION PROGRAM

When Congress created a new Medicare+Choice program under the
Balanced Budget Act of 1997 (BBA), it hoped to offer Medicare beneficiaries
many new health plan options, information about their health plan choices and to
promote greatel; oompetitio'n among Medicare plans. The Medicare+Choice
program has the promise, for the first time ever, of making both public and

private health care systems more accountable to the needs of beneficiaries.

Medicare+Choice proposes giving beneficiaries a wealth of information and tools
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with which to make informed health care choices that were never before
available.

Jo that end, HCFA has been charged by Congress with providing
Medicare beneficiaries with accurate, timely, relevant, easily accessible and
understandable information about their health care options. However, the
original amount requested by the Administration and HCFA of $300 million to
provide this information was reduced by Congress to $95 million with clear
directives on the priorities for use of these funds.

In response to congressional mandates, HCFA is implementing a number
of new initiatives in its effort to help Medicare beneficiaries make informed and
appropriate health care choices. Some of these projects, such as the Medicare
Intemnet site (www.Medicare.gov) will provide current infonnation_ about local plan
options by zip code. For the first time ever, persons with access to the Intemet
who have the wherewithal to ply through 33 proposed variables of “layered”
information and with patience enough to compare plans Mo at a time, will have a
fairly comprehensive picture of which plans offer high value to Medicare
beneficiaries.

Younger retirees with computer experience may get their information
directly frém the Intemet — and the rate of computer ownership among seniors is
rising rapidly (at a rate of about 15 percent per year, Adler, 1996). Still, older
persons (age 55 to 75) make up only 1% of all intemet users (Joyce Philbeck,
Seniors and the Internet, referencing a survey conducted by SeniorNet, Nov.

1997, East Carolina University). Some beneficiaries, especially those with



4.

diminished capacity who experience more decision-making difficulties will need
face-to-face, personal contact. This is just one example of the complexity of the
tasks facing HCFA in implementing the NMEP.

Another initiative is HCFA's effort to provide written information to
beneficiaries through an annual mailing to beneficiaries. HCFA is making every
effort to reduce the confusion of this mass oommuniétion to 38 million
beneficiaries by making the materials as clear as possible. One of the strengths
of the mailing is HCFA's commitment to reinforce the message that beneficiaries
do not have to make any new choice at all if they wish to remain in traditional’
Medicare.

Many well-informed beneficiaries will be able to make their selections
based on this mailing. Still, this information alone will not be sufficient to meet
the needs of all beneficiaries, some will review this material and have questions,
others will not be able to read it without interpreting services since it will only be
printed in English and Spanish. Other questions may be easily answered by
picking up the phone and making a call. The mailing is also likely to generate
questions from persons with more complex questions and health needs that will
require rﬁore personalized face-to-face assistance. Furthermore, because of the
volatifity in the Medicare marketplace including frequent mergers, plan closings
or other changes in the local market, a mass mailing may quickly be out-of-date.

The NMEP is relying on a toll-free number that will primarily be a "voice
mail” system and HCFA is relying heavily on informal caregivers and providers as

"information intermediaries” in assisting beneficiaries with education and
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information about their health care choices. While we believe it is important to
reach out to these groups as well as to beneficiaries, we are concerned that this
alone will not meet the needs of many of the most vuinerable Medicare
beneficiaries.

Even in instances where a frail person is assisted by an informal
caregiver, more than half of all care recipients (54 percent) live alone. Given the
pressures of caregiving which include physical, emotional and financial strains,
combined with the growing number of caregivers who must remain in the
workforce (52 percent full-time and 12 percent part-time), HCFA's expectations
in meeting the needs of frail populations thr6u9h their caregvivers may not be
realistic.

The magnitude of the tasks facing HCFA and the limited funding for
education and information under the Medicare+Choice program places enormous
pressure upon HCFA. Several different approaches are underway at HCFA to
meet these information mandates in a timely manner. However, as you can see
from the illustrations above, these may not represent the most effective means of
reaching the largest number of beneficiaries and making certain they understand'
their choices.

N4A recommends that before HCFA leaps forward with a nationwide
program, that more consulting be done with the groups that have a strong history
of serving seniors. In fact, Congress may instruct HCFA to consider

demonstrations that test a number of different approaches before deciding which
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one(s) work best for a broad range of Medicare beneficiaries with different
information and health care needs.

In our view, the BBA timelines are causing HCFA to out-source a number
of BBA-mandated activities. As a result, HCFA is relying, some critics might say,
too heavily, upon extemal obnsultants, contractors and subcontractors to meet
target dates and deadlines. There is growing concern among the beneficiary
community that these organizations do not have a tradition of serving older
persons and persons with disabilities, and therefore, may not be the most
appropriate advisors to HCFA on items related to beneficiary needs.

' For example, HCFA is currently allocating approximately $45 million in FY
'98 to implement a national toll-free number to be staffed by approximately 2700
service representatives at peak times so beneficiaries can get information about
their Medicare+Choices. Yet, there is already a toll-free number which could be
expanded at a much lower cost to taxpayers. N4A administers the Eldercare
Locator funded by the Administration on Aging, a toll-free helpline that operates
between 9:00 a.m. and 8:00 p.m. (Eastern Standard Time). Trained information
specialists provide information connecting older persons and their caregivers to
local AAAs and home and community-based services. Since its inception in mid-
1991, the Eldercare Locator has assisted more than 325,000 callers. While the
Eldercare Locator currently operates on a much smaller scale than that proposed
for the Medicare+Choice hotline, many older persons and their caregivers are

already familiar with the Eldercare Locator as a reliable source of information and
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its serves as their initial contact for senior information. The entire program
operates on a budget of $750,000 annually.

BENEFICIARY ASSISTANCE
With the first mailing less than six months away, there seems to be little
recognition by HCFA or Congress concerning the demand for information that will
be generated through mailings from HCFA and individual health insurance blans.
There is no funding specifically appropriated by Congress, and to this point, no
funding requested by HCFA, for personalized assistance to support the
increased demand. _
N4A believes Congress should reevaluate its directives to HCFA. Instead
of focusing on toll-free numbers and the intemet, funding might be used instead
- to prepare basic information which local health insurance counselors (such as
AAAs, social service organizations, legal aid groups and other insurance
counseling and assistance programs) can customize with accurate and timely
comparative information about local options. This information couid then be
distributed at local sites throqgh trained and certified staff and volunteers. These
sites ideally would be places where older persons and persons with disabilities
already seek information in local communities.
N4A and others are especially concemed about Medicare beneficiaries
with more complex heaith care, social and supportive needs who, because of

diminished capacity, may not be able to make decisions independently. itis on
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their behalf that we express our concems regarding current funding priorities for
NMEP.

In a December 3, 1997, Information and Education Networking Meeting
hosted in Alexandria, Virginia, by IQ Solutions, Inc., a significant number of the
fifty-three organizations representing different beneficiary groups strongly
expressed their concem that certain beneficiaries would require face-to-face
counseling and assistance. Less than 10.5 percent of HCFA's $95 million budget

- for information and education under Medicare+Choice is being used to support
the Health Insurance Counseling and Assistance Program which barely scrapes
the surface of the current need. V

Many of the representatives at the December 3, 1997, 1Q Solutions
networking meeting stressed the importance of providing materials and
counseling that is sensitive to the cultural and ethnic needs of diverse groups of
Medicare beneficiaries. That's why delivery of Medicare+Choice information
must be performed at the local level alloﬁng it to be tailored to accommodate the
uniqueAneeds of populations in local communities. The interests of these
individuals with unique needs must be well represented as decisic;ns are made
that will have a long-term impact upon them.,

Congress must provide adequate funding for face-to-face, personalized
assistance for older persons and persons with disabilities to ensure the success
of the Medicare+Choice program. Congress and HCFA should provide funding to
enhance beneficiary advocates’ participation in-the design, implementation and

monitoring of the NMEP program. To make the best use of limited resources, we
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recognize HCFA's need to utilize existing national organizations and their state
and local affiliates as a cost-effective means of providing information and
assistance to older persons and persons with disabilities. But without broviding
additional resources to help strengthen the existing local networks and
organizations that already provide assistance and access to services, many of
these organizations will be stretched to the breaking point. Infact, N4A is
concerned about the expanded role our affiliates will play in the NMEP without
additional funding.

Congress and HCFA should make it a priority to fund the activities of local
organizations that are known by older persons and persons with disabilities and
that are already accepted as reliable, trusted sources of information about health
care choices. Many of these organizations are operating on “shoe-string”
budgets and we believe the success of the entire NMEP hinges upon the
involvement and expertise of these local organizations, especially those with a

history of serving special needs populations.

CONCLUSION

HCFA conservatively estimates that close to 8 million Medicare
beneficiaries will need assistance and about 3.2 million will need local assistance
under Medicare+Choice. These are individuals who are likely to have complex
health, social and other cultural needs that can only be addressed locally.

HCFA has already begun referring Medicare beneficiaries to these local

organizations in publications, on its Website and on beneficiary information fines.
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When HCFA prints these local numbers in its mass mailing to 38 million
beneficiaries, some sources at HCFA have indicated the number of calls to local
and state assistance groups will "quadruple.” Funds must be allocated to
support choice counseling and other essential beneficiary-centered activities of
these community organizations. Funds should also be made available to create
formal mechanisms at HCFA for greater beneficiary involvement in the
development of policy and programs that will effect Medicare beneficiaries,
particularly those with greater social, economic, health and cultural needs.

As funding is made available, emphasis should be placed on aésun‘ng
groups assisting persons with disabilities, minorities, and other special needs
populations are gi;/en top priority. Otherwise, these organizations may not
survive the resource and financial challengés facing them in meeting the

beneficiary needs generated by the Balanced Budget Act.

The National Association of Area Agencies on Aging (N4A), established in 1974, is a 501(c)(3)
private, non-profit organization assisting the aging community and, through its Center for Aging
Policy, a 501(c)(4) private nonprofit legisiative advocacy am, advocating for programs important
to older persons and their families. N4A members comprise a network of 655 local Area
Agencies on Aging (AAAs) and 229 Title VI Native American Grantees dedicated to helping older
Americans remain independent in their own homes and communities for as long as possible.
N4A membership includes AAAs, Title VI Native American Grantees and other private entities
interested in protecting services for older Americans and their families.

N4A has received two grants to study the aging network’s role in managed care. The
Helen Bader Foundation funded a two-year project in three states. The Bader grant is aimed at
helping enrollees and their families through the bewildering changes and choices about their
health care and influencing the development of managed care systems which are responsive to
the special needs of frail older adults and their families. The American Association of Retired
Persons helped fund a survey of AAAs nationwide which showed a majority of AAAs responding
are heavily involved in educating and assisting enrollees about evolving managed heatth care
systems. '
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NATIONAL ASIAN PAcIFIC
CENTER ON AGING

Leading the Way to Serve APA Seniors

Statement of
Clayton S. Fong
Executive Director
National Asian Pacific Center on Aging

I am respectfully submittil‘thg this statement and requesting that it be included as part
of the record of the May 6 Senate Special Committee on Aging hearing, “Choosing
a health plan; Providing Medicare Beneficiaries with the right tools”. I would first
like to state that the Medicare beneficiaries are a diverse group of older persons and
the nature of its diversity is growing exponentially. As a public insurance program,
Medicare is responsible to its customers to assure information and service access,
quality care and efficient service organization for every member. I had the benefit of
reading the prepared remarks of Susan Kleimann who testified before the Committee
on May 6, 1998. Her remarks were very germane to the concerns of the National
Asian Pacific Center on Aging. I shall refer to her remarks as an outline of our
points.

Most of us are familiar with the complexity of the existing Medicare system, which in
some parts of the country has 17 plans for a Medicare beneficiary to pick from. With
the advent of Medicare+ Choice the complexity will significantly increase.

According to a HCFA deputy director, the number of plan options will expand
exponentially. Fortunately, no one expects the number of choices to expand
immediately but as the plan options multiply it will be critical to have the information
available not only for the beneficiaries but for the organizations that will ultimately
be called upon to bridge the knowledge gap between seniors and Medicare+Choice.

Ms. Kleimann’s prepared statement makes for very sobering reading particularly
from the perspective of a national organization that represents the elderly Asian
Pacific American community. Particularly relevant were her discussions of the
unique problems of vulnerable populations and the concepts of information overload
and cognitive maps.

If those who read and understand English have difficulty understanding the current
Medicare program how are people supposed to navigate through all of the new
options if they don’t read and speak English, or lack the cognitive maps
(understanding and experience with managed care) that Ms. Kleimann also refers to
in her research?

Delivery of services to our community has always been problematic. Among APAs,
the overall likelihood that an elder speaks a language other than English as their first

Statement of Clayton S. Fong
National Asian Pacific Center on Aging
1
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language is 70 percent. Elderly living in the largest APA communities across the
country have consistently underutilized services due to lack of knowledge about
services, lack of service availability or accessibility, and/or cultural and language
barriers.

The task of distributing new information, relative to the Asian Pacific American
community is daunting for a number of reasons. Even though APAs are grouped as a
class, they represent a culturally diverse community of at least 26 census-defined
Asian and Pacific Islander sub-ethnic groups, some of which have been in the U.S.
since the 1850s, while others have arrived more recently over the past 20 years.

APA elderly are the fastest growing racial group over the age of 60 in the US.

Elderly APAs over 60 will have nearly tripled by the year 2010 (from 653,000 in

1990 to 1,889,000) and nearly triple again by 2040 (to 5,263,000). Asa percentage of
the US population age 65 and older they will account for 7.4 % of all elderly by the
year 2050.

In addition, there are significant problems currently in the Managed Health care field
as evidenced by the multitude of Consumer Bills of Rights in state legislatures and
Congress. For APA elders there is an added dimension since most health services
and insurance programs are developed primarily to a mainstream America and aren’t
culturally competent to serve diverse communities like ours. By that we mean access
to care isn’t provided to a patient in his or her own language nor is there respect or
even an understanding of a patient’s expectations relative to the form of health care
provided.

The Health Care Financing Administration has determined it will develop materials
and information to explain these new programs for only English and Spanish
speaking groups. That makes the task of informing other audiences, such as APAs,
extremely difficult, if not impossible. Organizations such as NAPCA have been
asked to assist in this effort and we will do what we can with the limited resources
available to us but it won’t be enough.

Seniors will turn to community based organizations who will bear the burden of what
is really the responsibility of HCFA. HCFA , should at the minimum, provide
translated materials and hopefully tangible support to the aging network and
community-based organizations, who can be vital partners. Particular attention must
be paid to the most vulnerable and isolated seniors, assuring fair access to all HCFA
customers, including APAs.

. Smmnfunywns.l-‘mg
National Asian Pacific Center on Aging
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With illiteracy rates so high, limited English speaking skills, and cultural diversity
barriers, there are significant problems with serving our community. With the advent
of Medicare+Choice and the growing population of our community who are eligible
1o receive Medicare services, there is added urgency to improve the delivery of
information and services.

There is a cost to this but I believe there will be far greater long-term benefits.
Through better information on the services and options available, we believe the
delivery of health services to Medicare beneficiaries will be more appropriate,
effective, timely and efficient.

We will have to work together to address these issues as well as the additional
challenges that Medicare+Choice will bring. We hope Congress is willing to help by
providing additional resources to HFCA. I trust that with additional funding for the
agency will broaden its reach to those groups that are indeed the most vulnerable.

Statement of Clayton §. Fong
National Asian Pacific Center on Aging
3
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The Honorable John Breaux e
Ranking Member :

Senate Special Committee on Aging
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Dear Senator Breaux:

1 am an occupational therapy practitioner and owner of a small therapy company in Loumana,
the Rivet Hand Rehabilitation Center in Baton Rouge. My business cmploys S occupational
therapists and a physical therapist.

Ours is a specialty practice in rehabilitation of hands after injury, surgery or other problems,

We are facing many issues with Managed care in the private sector and I want to thank yon
for bolding the hearing on May 6 regarding information to senjors about Medicare managed
care.

In our work with patients, we find patients arc just not aware of what services their heaith
plans cover. Until a patient needs our services, they do not question whether or for how
much rehabilitation therapy is covered. In addition, they are unaware of any rights--or
limitations--under their plans or policies that could hinder their treatment.

some injuries; atendon,forlnsunce,needsatlemtuwwksmhealeompleﬁely.
Therapy during this entire time is critical to achieve full functioning. Note that President
Clinton had four full months of intensive physical therapy to help him recover full function
following his injury last year.

Beneficiaries will need information about such limits in their managed care plans to make
good choices. They will need information not only about the services they need for their
current health conditions but also about services they do not yet know they need. No one
expects to break an arm or have an automobile accident and need extensive rehabilitarion yet
if it is not available, their recovery will be strictly limited.

Medicare beneficiaries need both information and legal protections, such as those contained in
the Balanced Budget Act of 1997, regarding access to specialty providers and adequate
staffing in managed care plans. Under the BBA requirements, plans must assure that they

Wl—-m“’ohwu mlom’.-‘“Ohmm
MMH,“DOMXA 70791 & (500) 634-8293 © Fax (J00) E30-4642
mhﬂlﬂnAOMH 737 ¢ (304) 642-9305  Fux (304) 6479383
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Senator Breaux
May 5, 1998
Page 2

have the professional and other resources to provide the services they promise. This includes
access to specialty care, such as the distinct hand therapy which my business provides.

The BBA also created a serious problem for Medicare beneficiaries in rehabilitation,
Medicare beneficiaries will be facing similar limitations next year when therapy from
certain providers beyond a dollar limit of $1500 will no longer be a covered service. As
the attached chart shows, this amount is inadequate to cover average needs for patients
following a stroke or serious hand injury. Thus beneficiaries in the fee-for-service
program of Medicare will also need adequate information and protections. I believe that
this $1500 cap is arbitrary and interferes with medical decisionmaking in an
inappropriate and harmful manner and should be repealed. But at a minimum, I urge
the Aging Committee to assure that Medicare beneficiaries receive adequate information
abount this cap which will affect the majority of beneficiaries next year.

The dynamic and fluid nawre of the health care system is being felt by patients and providers
all over the nation--even in Baton Rouge. The federal government should take an active role
in protecting patients and providers so that medical care can maintain its current high
standards for successful health ocutcomes. I support bills such as the Patient Access to
Responsible Care Act, introduced by Sen. Alphonse D’Amato, and the Patients’ Bill of Rights
Act, introduced by Sen. Tom Daschle, and urge you to do the same.

Thank you for your consideration of these issues. If I can be of assistance to you or provide
recommendations to you on these or other issues, pleasc do not hesitate to contact me.

Sincerely, R !

Lauren Rivet, L/OTR, CHT, FAOTA
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CR g Congressional Research Service * Library of Congress « Washington, D.C. 20540

Memorandum May S, 1998

TO : Senate Special Committee on Aging

FROM : Kathleen S. Swendiman
Legislative Attomey
American Law Division -

SUBJECT : Authority Under the Balanced Budget Act of 1997 to Require Standardized
Formats For Medicare+Choice Program Marketing Materials and Application
Forms

This responds to your request for a legal analysis of the authority of the Secretary of the
Department of Health and Human Services (HHS) to require that marketing materials and
application forms distributed by Medicare+Choice organizations follow a standardized,
uniform, format. There are two provisions from the Balanced Budget Act of 1997, P.L. 105-
33, relevant to this analysis. The first, section 1851(h) of the Social Security Act, reads as
follows:

APPROVAL OF MARKETING MATERIAL AND APPLICATION FORMS.-
(1) SUBMISSION.- No marketing material or application form may be
distributed by a Medicare+Choice organization to (or for the use of)
Medicare+Choice eligible individuals unless--
(A) at least 45 days before the date of distribution the organization has
submitted the material or form to the Secretary for review, and
(B) the Secretary has not disapproved the distribution of such material
or form.

(2) REVIEW .- The standards established under section 1856 shall include
guidelines for the review of any material or form submitted and under such
guidelines the Secretary shall disapprove (or later require the correction of) such
material or form if the material or form is materially inaccurate or misleading or
otherwise makes a material misrepresentation.

Under this section the Secretary of HHS is required to issue guidelines for review of
marketing materials and application forms which will be distributed by Medicare+Choice
organizations. The Secretary’s guidelines will include criteria for disapproval based upon
consideration of whether the submitted material or form is "materially inaccurate or
misleading or otherwise makes a material misrepresentation.”
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The second relevant section describes the Secretary's general authority to issue standards
deemed necessary to carry out the provisions of the Medicare+Choice program. Section
1856(b) thus reads in part:

ESTABLISHMENT OF OTHER STANDARDS.—~

(1) IN GENERAL .- The Secretary shall establish by regulation other standards
(not described in subsection (a)) for Medicare+Choice organizations and plans
consistent with, and to carry out, this part. The Secretary shall publish such
regulations by June 1, 1998.

While the specific standards set forth in Section 1851(h) restrict the Secretary's
discretion for disapproving materials and forms submitted to the Secretary for approval, these
standards do not necessarily limit the Secretary's authority to impose other standards upon
Medicare+Choice organizations relating to administration of the program generally. The
Secretary might set time limits for the dissemination of information to eligible beneficiaries,
or might require that certain information be included in promotional materials, or the
Secretary might require that Medicare+Choice organizations arrange marketing materials and
forms withing a specific, uniform format. It might be argued that a standardized format
would decrease potential confusion among eligible beneficiaries attempting to choose among
different pians and options.

The applicable standard of review that a court would use in assessing the legality of the
Secretary's issuance of a requirement such as described above is set forth in the
Administrative Procedure Act (APA). The APA requires the reviewing court to "hold
unlawful and set aside agency actions, finding and conclusions found to be (1) arbitrary,
capricious, or which constitute an abuse of discretion, or otherwise not in accordance with
law..."! This standard of review is a somewhat restrictive one, confining the court's review
to whether the agency's interpretation was within the permissible scope of administrative
judgment.

As a practical matter, in cases such as this, where Congress has vested considerable
discretion in an agency head to establish standards to carry out a statutory program, the courts
will usually defer to the agency's interpretation of its own enabling legislation? In addition,
particularly where there exist technical complexities in implementing a new program, the
court's deference to agency interpretation is going to be substantial. This principle was
recently reiterated by the Supreme Court in Pauley v. Bethenergy Mines, Inc’ In that
decision the Supreme Court upheld the validity of Department of Labor regulations issued
under the black lung benefits program. The Court stated that "(w)hen Congress, through
express delegation or the introduction of an interpretive gap in the statutory structure, has
delegated policy-making authority to an administrative agency, the extent of judicial review
of the agency's policy determinations is limited.™

! 5U.8.C. § 706(2XB).

* Chevron US.A. v. Natural Resources Defense Council, 467 U.S. 837 (1984).
3 510 U.S. 680 (1991).

4 Id at697.



127

CRS-3

It is highly likely that 2 court would accard the same degree of deference to the
Secretary's issuance of standards relating to Medicare+Choice organizations, particularly
since Congress has expressly given such general authority to the Secretary in section
1856(b)(1) of the Social Security Act. A good argument may be made that this authority

encompasses standards that would require such organizations to present their marketing

making choices among competing health insurance options. The Secretary's
approval/disapproval function, which is to be solely based upon findings of inaccuracies or
misleading or material misrepresentations, would arguably not be compromised by format
requirements imposed prior to reviewing the content of marketing materials and application

forms.
ﬁ:en S. Swendiman

Legislative Attomey
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DEPARTMENT OF HEALTH & HUMAN SERVICES Heatth Cars Financing Administration

The Administrator
Washington, D.C. 20201

JUL 20 B8

The Honorable Charles Grassley
United States Senate
Washington, D.C. 20515

Dear Senator Grassley:

Thmkyouforyomconﬁnnedhnuwtintheﬂtha:eFinmcingAdminimaﬁon's
(HCFA's) plans forsmndmdi_n‘ngmgrk_egins_matminlsusedbyMedim health plans
(Plans). Wehnvehadmgohsdisoussionsvdthyommﬁ‘abommisissuemdhavebeen
inmud:wiﬂnmoseaﬁeetedbyMediwehealdelmmmteﬁngacﬁviﬁs. There is
mﬁversalacknowledgncntﬂmtthzﬁmeisﬁglntomovewwmdmdudimﬁonof
benefits information.

This Falt, HCFA will begin developing a standardized Sunmmary of Benefits. The
SmnryofBeneﬁtswiﬂbeamnd—almcdoumﬂnﬂm'prescm:demﬂedbmeﬁt
infomaﬁoninnstandnrdforma;snduses.totheexmtpmcﬁuble,standud
terminology. As part of this process, we will be working closely with Plans, advocacy
organizations, and other intcrested parties. By the Spring of 1999, we plan to complete
our work. Mediemehoioeplanswiﬂdlmbenoﬁﬁbdufﬂmmquhunmtoprovidea
smdmdizedSummyofBeneﬁtsmaHpmpeoﬁveandammmmmmme

November 1999 coordinated open enrollment period, and thereafter to all prospective
members.

HCFAiswmmiﬁndmpmvidingbencﬁdmieswithﬁnporMmduasﬂymdmdahle
infomuﬁmsoﬂwycmmakehformedchoimabmﬂdwirhedthm.Wewiﬂmﬁnue
mmlmaddiﬁonﬂopﬁmsformdmdin'ngoﬂmtypesofmmkcﬁngmals. These
eﬂ‘omwineomplcmentacﬁviﬁeathatmpanomeaﬁomlMediomEdmaﬁm
Program (NMEP), such as the standardized health plan information on the Medicare
Compare feature of our web site, www.medicare.gov.



Sincerely,
N~ DR,

Nancy-Ann Min DeParle
s
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THE SECRETARY OF HEALTH AND H'/MAN SERVICES
WASHINGTON. D.C. 2020)

JUN 26 1938

The Honorable Charles E. Grassley
United States Senate
Washington, D.C. 20515

Dear Senator Grassley:

Beginning in 1999, Medicare beneficiaries will be able to choose from an array of new
Medicare health plan options or remain in original Medicare. New options in
Medicare+Choice will include managed care plans such as Health Maintenance
Organizations; Preferred Provider Organizations, Provider-Sponsored Organizations, as
well as Private Fee-for- Service Plans and Medical Savings Account Plans. These
choices are designed to offer Medicare beneficiaries a marketplace of options similar to
those available to the non-Medicare population.

Given the array of new options that Medicare beneficiaries will soon have available to

. them, we are strongly committed to providing beneficiaries all the information they need
to make the best possible decision about their health care. In the Balanced Budget Act of

- 1997, Congess directed us to embark on a broad educational effort, which we have
named the National Medicare Education Campaign. This Campaign is designed to ensure
that beneficiaries receive accurate and unbiased information about their benefits, rights,
and health plan options. This is the largest, most complex, and ambitious educational
effort in the history of Medicare. We want to work with beneficiaries and their families,
members of Congress, aging advocacy organizations, providers, and other experts to
ensure that our education program is the best that it can be. Like you, I believe that our
first obligation is to Medicare beneficiaries, and maintaining their trust and confidence in
Medicare. :

The National Medicare Education Program has the foﬂowing components:
. The Medicare handbook, Medicare & You, hasv already been focus-group tested

with beneficiaries. We are doing more focus-group testing now. After that, we
will launch a pilot of Medicare & You in five states: Arizona, Florida, Ohio,



131

Page 2 - The Honorable Charles E. Grassley

Oregon, and Washington. These states are broadly representative of the Medicare
population and Medicare managed care markets. About 5.5 million beneficiaries
will participate in this initial effort. We plan to consult with beneficiaries in these
states and use the information they give us to improve the handbook further. A
new updated version of the handbook will be mailed to all beneficiaries in October
1999. :

Our education program will help us learn from beneficiaries so that next year’s
handbook will meet the needs of all beneficiaries. The handbook must contain a
great deal of complex information. We believe this incremental approach will
allow us to avoid the confusion that would likely result from immediate national
implementation and have the most understandable handbook possible for the next
year.

. A mailing will be sent to all Medicare beneficiaries this Fall that has information
about new health plan options, including the Medical Savings Account (MSA)
demonstration, new preventive benefits, changes in Medicare, and how to find out
more about health plans available to them.

. A national toll-free telephone service, 1-800-MEDICARE, will be tested
beginning this October in the same five states to ensure that it meets customer
needs and expectations. It will be operating nationwide by October 1999. Again,
we will use feedback from beneficiaries and the hotline staff to improve the
service.

. A consumer-friendly Internet site, www.Medicare.gov, is already in place. This
web site offers information about Medicare, and includes a section called
MEDICARE COMPARE, a database which enables beneficiaries or those who
assist them to compare health plans’ benefits out-of-pocket costs, and other

important features.

. We have formed partnerships with national and community-based senior citizen
organizations that will help us disseminate information to Medicare beneficiaries
and those who assist them with health care decisions. We will provide
comprehensive training to these partners on Medicare plan options and our
education strategy.

. A Special Information Campaign will inform beneficiaries at the regional, state,
and local levels about their choices as well as the resources available to help them
make appropriate decisions, including one-to-one information and counseling
services.
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We recognize that the scope and magnitude of our education campaign is unprecedented,
and that’s why we are staging it carefully before full-scale operation for the 1999 open
enrollment period. In fact, the Institute of Medicine, in a June 22 letter to the
‘Administrator of the Health Care Financing Administration, recommended a phased-in
approach to our education campaign. Our approach is consistent with this
recommendation. We believe we will learn a lot from beneficiaries, their families, and
others involved in training so we can improve our national education campaign for 1999.
We want it to be the best it can be in time for the annual coordinated elections period in
fall 1999 when Medicare & You goes into effect.

We're also making sure that all beneficiaries will have access to information on changes
in the program this Fall. We will ensure that the information we provide is accessible and
useful. We realize that we will need to be as ambitious and creative as possible to do so.
In accordance with our statutory obligation, we will mail information to all beneficiaries
this Fall to inform them about their new health plan options, including the MSA
demonstration, new preventive benefits, changes in Medicare, and how to find out more
about health plans available to them. All new Medicare beneficiaries will get a copy of
Medicare & You when they enroll.. We will also make information available through
www. Medicare.gov, HCFA regional offices, the State Health Insurance Advisory
programs, and local community groups. We will work with local media to promote
information about Medicare choices. Finally, we will be happy to make information and
briefings available about Medicare choices to individual Congressional offices that desire
such information so that staff will be aware of health plan options and opportunities in
the particular local area.

I want to assure you that we are fully committed to making the implementation of
Medicare+Choice a success. We take seriously our obligation to ensure that Medicare
beneficiaries have access to, and understand, the new choices available to them. While
we have shifted the focus of our education program somewhat for this year, we believe
the entire program will be stronger as a result. We have increased focus-group testing of
the handbook to improve it, strengthened our community outreach efforts, and enhanced

the capacity of our Internet site.

On a personal note, I want you to know that I have no higher priority than ensuring that
this enormous task is successful. .

Sincerely yours,

“@n 7St

Donna E. Shalala -
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8 Key Components of the 1998 National Medicare Education Program -
L Beneficiary Mailing .

* Medicare & You 1999 handbook mailed to 5 pilot states (AZ, FL, OH, OR, WA) (11/98)
* Medicare & You Bulletin mailed to other states (11/98)

IL Toll-Free Telephone Services . -

* Medicare+Choice toli-free line (phased-in 11/98-10/99)

¢ 1-800 Medical Savings Account Plans assistance and new enrollee response line (11/98 -
8/99) . .

* Comparative information to be available to beneficiaries in non-phased-in states (11/98)

IIL. Internet Activities

Medicare.gov established (3/98)’ .

1998 plan comparison information available (3/98)
1999 plan comparison information available (10/98)
Plan level satisfaction information (11/98)

IV. National Train-the-Trainer Program for Information Givers

* Regional training for 700 participants (7/98 - 9/98)

V. National Publicity Campaign

¢ Develop clear and consistent messages and communicate through partners (6/98 and ongoing)
V1. State and Community-Based Publicity and Qutreach Campaigns ’v.«—r

* Interventions include PSAs, health fairs, media call-in shows, and other innovative outreach
activities (8/98 - 11/98)

VIL Enhanced Beneficiary Counseling from State Health Insurance Assistance Programs

* Increase funding for SHIP programs to provide one-on-one counseling to beneficiaries (7/98)
‘ VIIL Targeted and Comprehensive Assessment of Education Model

o Test the system for educating beneficiaries about their health plan options; learn and modify

*  Evaluate components of the National Medicare Education Program in 4 communities in 5

pilot states
° Pilot test other innovative approaches for informing beneficaries and their families
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Challenges for the National Medicare Education Program

Purpose of the National Medicare Education Program (NMEP): to educate Medicare
beneficiaries and their families and caregivers so that they can make informed decisions; and to
protect Medicare beneficiaries, through a sustained community-based partnership, from making
health care decisions based on inaccurate or misleading information.

Overall Population

« 39 million beneficiaries (36 million of whom are eligible for Medicare+Choice)

o 26 million currently have at least one managed care plan currently available in their area

o 16 percent of beneficiaries are eligible for both Medicaid and Medicare .

« 88 percent are 65 or older (12 percent are over 85); the remaining 12 percent are disabled or
have End-Stage Renal Disease

« 2.5 million people become eligible each year

Population Diversi ]

« Race: 83 percent are white, 9 percent are African-American, 6 percent are Hispanic, and 2
percent fall into other categories

« Language: 12 percent of those over 65 speak a language other than English; about 30 percent
of this group speak Spanish

« Education: 38 percent have leass than 12 years of education, and more than one-fifth have less
than 9 years of education

«+ Health insurance coverage: 17 percent are in Medicare managed care (26 percent of new
enrollees), 74 percent are in fee-for-service with supplemental covérage (30 percent in
employer- or union-based coverage, 16 percent have Medicaid, and 29 percent privately
purchase Medigap), and 9 percent have fee-for-service with no Medigap coverage

Beneficiary Knowledge and Understanding
o According to the 1997 Medicare Current Beneficiary Survey and the 1995 OIG study

“Medicare Beneficiary Interest in HMOs”, 32 percent say they know little or nothing about
Medicare; more than two-fifths know little or nothing about Medigap, more than three-fifths
know little or nothing about Medicare HMOs; and almost two-thirds did not know whether
they have an HMO available to them in their area.

»  AARP recently found that one-third ?ne\( almost nothing about HMOs (half of this group was
enrolled in an HMOY); and only 10 percent-have sufficient knowledge of the difference
between fee-for-service and managed care to make an informed choice.

« 7 percent of beneficiaries have access to the Internet, but more than one-third of those aged
50-64 own a PC.

Market Diversity

+ HMO enrollment is lower among the Medicare population (17 percent, vs. 43 percent of
commercially insured and 48 percent of Medicaid beneficiaries). However, the Medicare
penetration rate has dramatically increased from only 9 percent in 1993.

« Two-thirds of managed care enrollees are in 6 states (AZ, CA, FL, NY, PA, & TX). In 33
states, less than one percent are enrolled in risk plans.
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National Medicare Education Program Budget

L5

Category

Activities

Expenditures and Source of
Funds

Beneficiary Mailing

5-state Medicare & You pilob
Medicare & You bulletin
Medicare & You for new enrollees
MSA brochure

Printing for beneficiary outreach

$20.5 million - User fees
$ 9.7 million - Program mgmt.

$30.2 million - Total

Toll-Free Telephone SAIC contract $46.2 million - User fees

Services Network management $ 4.0 million - Program mgmt.
AT&T contract S——————
Arthur Andersen contract $50.2 million - Total
AdminaStar contract

Internet Medicare.gov, incl. Medicare Compare $1.5 million - User fees

- : Partners section on HCFA gov

Program Development | Focus test Medicare & You $16.85 million - User fees

Assess NMEP overall

NMEP assessment at 4 sites

Test alternative approaches in campaign
Track beneficiary inquiries

State Health Insurance Assistance Programs
Consumer assessment of plans (CAHPS)
Consumer information R&D

Content conversion and training

Project integration/mgmt. contract

Business requirement analysis

$ 1.0 million - Program mgmt.
$ 4.5 million - PRO funds

$22.35 million - Total

Community Qutreach
and Health Fairs

Community-based outreach
Special Information Campaign
Education campaign support

$ 9.9 million - User fees

Total, NMEP

$ 94.95 million - User fees
$14.7 million - Program mgmt.
$ 4.5 million - PRO funds

$114.15 million - Total
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