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ECONOMICS OF AGING: TOWARD A FULL SHARE IN
ABUNDANCE

(HEALTH ASPECTS)

THURSDAY, JULY 17, 1969
U.S. SENATE,

SuBcoMMITTEE ON HeALTH OF THE ELDERLY
or THE SpECIAL COMMTITEE ON AGING,
Washingion, D.C.
The subcommittee met at 10:10 a.m., pursuant to call, in room G308
(auditorium), New Senate Office Building, Senator Edmund S.
Muskie presiding. - e
Present: Senators Muskie, Kennedy, Prouty, and. Saxbe. :
Also present: William E. Oriol, staff director; John Guy Miller,
minority staff director; Patricia G- Slinkard, chief clerk; and Mar-
garet L. Brady, assistant clerk. :

OPENING STATEMENT BY SENATOR EDMUND S. MUSKIE, CHAIR-
MAN, SUBCOMMITTEE ON HEALTH OF THE ELDERLY

Senator Muskir. The subcommittee will be in order.

This subcommittee meets today at a time of deep and troubled
questioning about the future of health care in the United States.
Much of that questioning is related to recent allegations about profit-
eering under medicare and medicaid.

On the one hand, we are told that cheating endangers those two
far-reaching programs. On the other, we are told by representatives
of organized medicine that the real problem lies in Government fum-
bling and lack of clear national objectives. Through it all, there is
the undeniable fact that medical costs are rising at a rate which must
be recognized as inflationary and dangerous.

At a time when such alarms are sounded, it is only natural for
experts and laymen to argue over individual issues rather than to un-
ravel the tangle of inadequacies, anachronisms, good starts and false
starts, and new demands for service that exist in our medical system,
or nonsystem, today.

Recently, for example, the Nixon administration offered its own
report on the health care crisis and said, in effect, that the best way
to cope with everything is to tighten up Federal administrative pro-
cedures in medicare and medicaid, and to importune physicians and
hospital directors to become far more cost-conscious than t{;ey now are,

Worthy as these sentiments are, to my mind, the fundamental causes
of today’s problems are the following:

(487)
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CAUSES OF THE PROBLEM

Narrow or clogged channels of supply for professional, technical,
and custodial personnel needed in all branches of medicine.

Inadequate or irrational modes of delivering health care to those
most in need. _ o A ‘

A clear need to redefine some goals of medicare, especially under the
part B medical insurance program,

There is also a need to correct fundamental deficiencies and contra-
dictions in medicaid, or to replace it with a more general protection
program against personal health care expenditure crises.

Finally, we need standards which will tell us clearly what a dollar
can be expected to buy in today’s health care market.

Each one of the 1ssues I have listed has special relevance to the
elderly and to the subject of this hearing, which is “Health Aspects
of the Economics of Aging.”

As the title suggests, the subcommittee is concerned primarily about
the financial impact of health expenditures upon the elderly, and the
relationship of that impact to the overall economic security of older
Americans. ' 4 T

Our working premise is that the medical costs they must finance
are a drain upon the limited resources of the elderly,and that inflation
is rapidly making that drain intolerable.

Until that drain is plugged there can be no satisfactory national
income maintenance prol%ram for today’s generations of aged Ameri-
cans and for all those 1n the generations ahead.

Fortunately, we are not starting from scratch. Three years of
medicare have already created a climate for experimentation and new
standards of health care. It may well be that, if we perfect medicare
for the elderly, we can see clearly the most direct road for assuring
better health care for Americans of all ages.

In exploring such premises and possibilities, the subcommittee will
continue a study begun earlier this year by the full committee on the
subject of “Economics of Aging: Toward a Full Share in Abundance.”
I am pleased that the committee chairman, Senator Harrison Williams
of New Jersey, asked me to conduct this specialized hearing on the
health aspects of that problem.

Without objection I will also include in the record at this point a
statement of the chairman of the full committee, Senator Williams,
on the subject before us today. -

(The statement follows:)

PREPARED STATEMENT OF SENATOR HARRISON A. WILLIAMS, JR.

Mr. Chairman, I will take only a few moments to discuss the relationship
of this hearing to the overall Committee on Aging study of the “Economics of
Aging : Toward a Full Share in Abundance.”

It was my responsibility, as Chairman of the Committee, to conduct survey
hearings on that subject in April, following publication of a Task Force Working
Paper which outlined major problems related to the economic security of 20
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million Americans now aged 65 or over, and the many millions more who will
reach retirement age in the next few decades. I

As the Task Force report made cleaf—and as our initial hearing confirmed—
any study of the economics of aging would be incomplete without intensive at-
tention to the special problem of rising health costs.

Pleasant as it would be to assume that Medicare pays all bills for the elderly,
such is certainly not the case. .

Your witnesses today will, I am sure, show that the health care cost burden
still falls unevenly and often disastrously upon elderly individuals and families.

Your witnesses today will also discuss the deficiencies in the delivery of health
services for the elderly, and they will show how the elderly, in particular, suffer
because the services they need are non-existent or geographically or financially
out of reach.

Last October, for example, the Committee on Aging received testimony about
the gpecial problems of the elderly in the central areas of Los Angeles. We were
told about the severe shortages of physicians in areas of greatest need, about
crowded clinics to which the elderly flock when they cannot see a private doctor,
and about the weariness that overcomes many aged people when they must spend
hours waiting for even routine health care. What does it benefit a person to be
eligible for Medicare or Medicaid if he has no access, or discouragingly limited
access, to the care he needs? .

The sad truth is that low-income elderly—those most in need of good health
care—stand less chance of receiving it and thus their health problems intensify.
They exhaust Medicare benefits and then quite often find that Medicaid fails to
“mesh” with Medicare as well as it should. :

And for the elderly who have more adequate income, a different set of problems
may arise. Their savings or their retirement pension may make them too “rich”
for Medicaid and too proud for welfare. If a husband or a wife happens to fall
victim to an illness that does not require hospitalization, Medicare is likely to
be of little help to them. Financial disaster can overtake them suddenly, or—
in the case of worsening ailments which require more and more prescription drugs
and special eare—very gradually.

I join with you, Senator Muskie, in thanking the members of the Advisory
Committee which today submitted a report in conjunction with this hearing.
It seems to me that they have given a solid foundation for this hearing, and they
h;lve ;nade a major contribution to the overall Committee study of the economics
of aging.

My thanks also go to you, Senator Muskie, for acting so promptly to call this
hearing. You will, I am sure, provide the full Committee with valuable testimony
and insights.

The same was true of the hearing conducted by Senator Frank Church on
“Consumer Aspects of the Economics of Aging” last month in Ann Arbor, Michi-
gan. The record there is rich in helpful information. Still another special-purpose
hearing will be cdonducted on July 31 and August 1 by Senator Frank Moss on
the subject of “Homeownership and Housing Aspects of the Economics of Aging”.
There is some chance that one or more additional hearings on individual subjects
glilll be conducted by subcommittees before final full Committee hearings later

is year. . .

When all the testimony is in, the Committee will be in an excellent position
to make far-reaching recommendations on income maintenance for present and
future generations of older Americans. And now I am looking forward to today’s
hearing with great interest . ’

Senator Musk1e. I am pleased that the subcommittee and witnesses
have the benefit of an informative and challenging report,* issued by
an advisory committee for this hearing. That report, of course, is not
a final statement of conclusions by the subcommittee or the committee,
but it is an excellent source book of information and highly informed
commentary. I would like to personally compliment the advisory com-
mittee for their inestimable assistance in helping this subcommittee.

*See Appendix 3, p. 690, for text of report.
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STATEMENTS OF AGNES W. BREWSTER, CONSULTANT ON MEDICAL
ECONOMICS; S. J. AXELROD, M.D., DIRECTOR, BUREAU OF PUBLIC
HEALTH ECONOMICS, SCHOOL OF PUBLIC HEALTH, UNIVERSITY
OF MICHIGAN; MELVIN A. GLASSER, DIRECTOR, SOCIAL SECU-
RITY DEPARTMENT, UAW; AND BERT SEIDMAN, DIRECTOR,
DEPARTMENT OF SOCIAL SECURITY, AFI~-CIO '

Senator Muskie. May I present Mrs. Agnes W. Brewster, consultant
on imedical economics; Dr.-S. J. Axelrod, Director of the Bureau of
Public Health Economics, School of Public Health Economics, Uni-
versity of Michigan; Mr. Melvin A. Glasser, director of the Social
Security Department, UAW ; and Mr. Bert Seidman, Social Director
of the Department of Social Security, AFL-CIO. C

These members of the advisory committee are here to my right and
I invite them now to make their comments. '

. STATEMENT OF MRS. BREWSTER

Mrs.: Brewster. Thank you, Senator Muskie. It is a pleasure -to
again be with this subcommittee because the sort of work they are
doing is so close to my own interests. . :

One can hardly pick up a newspaper or magazine these days.or
listen to a newscast, or even a Jackie Gleason skit, without hearing
something about the high costs of medical and hospital care, Last
week wound up with the President expressing his concerns and this
week the AMA has been in the spotlight on this score. '

One of the satisfactions of serving on the Advisory Committee on
Health Aspects of the Economics of Aging is its focus on the consumer
and his problems. The particular consumer that is the constituent of
the U.S. Senate Special Committee -on Aging has passed his 65th
birthday; however, this consumer’s problems spill over and affect
e;eryone whether or not they have reached the so-called golden age
of 65. : :

The advisory committee has been rightly concerned that medicare
and medicaid have held out promises of resolving the health economic

roblems of the aged that their implementation 1s unfortunately mak-
ing somewhat illusory. Thus “all that glitters is not gold” to many a
senior citizen and it is beginning to appear that there is no pot of
gold at the end of the rainbow.

As the report issued today reveals, the committee has been following
the guidelines set out by the task force of this special committee
viewing the aged’s problem of financing their medical care in.the
context of their limited income.

The advisory committee believes in the social amenity that says
“ladies first” so it is my assignment to summarize the report we have
prepared for the use of the Special Committee on Aging.
~ We have given a few cogent facts about how much more health care
costs the old and why this is so—their chronic conditions, their special
needs and their frail bodies that make going to the doctor difficult. We
included the facts about the new coverage sold by private insurance
companies and Blue Cross and Blue Shield that supplements medicare.
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The first part of the report also highlights our dual system of caring
for the aged. One is reminded of a circus rider astride two horses in
contemplating the lack of a unified approach to finding the cure
when you look at medicare and medicaid in tandem trying to get
around the circus ring. )

Inflation has always been a problem for those on fixed incomes, but
no one anticipated the skyrocketing that has occurred in the significant
portion of the expenses of the el(ﬁarly that go for medical goods and
services that has occurred. Part 2 of the report goes into the impact of
inflation and particularly stresses the paramount importance of ex-
ercising control—expensive resources must be properly used.

It seems to the advisory committee that the total situation of the
aged-—securitywise, healthwise and disabilitywise—makes organized
delivery and linking of services, if anything, more important for the
aged than for any other age group. One stop service, and by this we
mean group practice, means a great deal when mobility is limited.
And the implications for quality improvement and cost control have
not escaped our attention. Group practice has special values for the
aged and for those who care for them.

Apvisory CoMmrrtee FINDINGS

Finally, we sum up our findings and make some recommendations.
May I give these to you since they are at the heart of this matter of
the health aspects of the economics of aging. These are the advisory
committee’s conclusions. , . o

As a vital prerequisite for establishment of a national health in-
surance program, and while there exists a dual system of financing,
public and private efforts should immediately be made to deal with
demonstrated deficiencies in medicare because:

1. Health-care problems of the elderly are still widespread, and
they remain urgent. -

9. Three years of experience under medicare have provided in-
valuable lessons in the operation of a major public health insurance’
program. The time has come to-heed those lessons.

3. Current investigations into profiteering under medicaid and medi-
care have helped focus attention upon the need for cost controls and
establishment of uniform standards of care. Such reforms can have
a beneficial effect upon the entire health industry and can combat
medical cost inflation. 5

4. Success in improving medicare will lead to more general accept-
ance of steps necessary to provide higher quality health care to our
entire population.

5. The lack of adequate consumer representation in medicare and
its absence from State advisory committees for medicaid is deplorable.

It is not the function of this advisory committee to offer a detailed
program for action, but it can offer some general recommendations:
~ The committee believes part B of title 18 should be recast, to bring
it under the social security payroll tax and do away with premium pay-
ments by the aged. This rearrangement would then make possible
. several simplifications of benefit administration, including :

(1) Permitting capitation payments to group practice plans pro-
viding hospital and physician services. ’
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(2) Fostering use of home health services without reference to
coinsurance. . S e X R -

The committee also believes medicare benefits should be extended:

(1) To include other services and supplies not now covered, of the
chronic diseases that commonly affect the aged. Eventually all pre-
scribed drugs should be included.

(2) The deductible and coinsurance features of both parts A and B
should be eliminated.

(3) The 3-pint deductible for blood and the 3-days-in-the-hospital
requirements for admission to an extended-care facility and the life-
time limitation on the mental hospital benefit should be eliminated.

(4) To include preventive and diagnostic services more fully, and eye
and foot care.

No matter how much money we pump into medicaid, a mechanism
that simply pays bills is not the answer to a problem that calls for
improving the delivery system.

Nursing homes must be brought into the mainstream of medical care
by truly being adjuncts of nonprofit hospitals. Standards for nursing
home care must be constantly raised, not lowered.

Noting the absence of informed and disinterested assistance to the
aged in relation to their social and financial problems we see additional
reasons why the team approach to delivering medical care is essential
for this age group. For example, the elderly need a place to turn for
information on supplementary insurance they should buy. _

Another kind of social service would recognize problems connected
with discharge from hospital. As a condition of participation in medi-
care, every hospital should have a discharge planning committee.

Tagine “AssiGNMENT” BY PHYSICIANS

The committee also considers that medicare has established itself in
the daily lives of millions of Americans; physicians should no longer
be permitted to refuse to recognize it by not taking assignment of
benefits. ‘

The committee believes that physicians’ fees cannot remain subject to
the whims of individual providers of service, if medicare and medicaid
are to be fiscally predictable and gross abuses are to be stopped. The
same is true of hospital costs.

The committee believes that standards for physicians’ qualifications
should be promulgated by medicare to require that qualified surgeons
alone be allowed to perform operations. ‘ g

The committee hopes to see greater emphasis on prior budgeting and
controls of costs for hospitals, extended-care facilities, home health
a}glgencies, and on more meaningful utilization review than is often
the case. .

There should be more consumer participation in the decisionmaking
processes under medicare and medicaid.

© Concery Wit Prysicians Fezs

A few other comments may be in order. Our report shows a con-
cern with physicians’ fees that seems to be widely shared. The rationale
for paying physicians their usual feés for services to the aged is easily
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justified ; in the past many physicians have accepted lower fees from
retired people or given free care because of their limited income. Now
a new resource—the contributions of all workers to social security
through payroll taxes—has come along to supplant the individual
charity work of the country’s doctors. But—if we assume that few if
any physicians were experiencing really hard times prior to medicare—
you cannot help wondering why—with proportionately more full-pay
patients adding to their incomes from private practice—doctors also
needed to raise fees above their previous levels. A few doctors have
been frank enough to reveal an attitude that they felt they must get
“theirs” before the Government clamped down. Others have gone
along with hiking their fees just to keep peace with their greedier
colleagues. Few have failed to raise their fees far more than the Con-
sumer Price Index for all goods and services.

And, as the report makes clear—the CPI measures only price in-
creases. When a price increase is coupled with an increase in volume,
the effect on income is compounded. A 21-percent rise in charges plus
a 10-percent increase in patient visits means the doctor’s income is up
38 percent. Similarly, if hospitals can raise the occupancy rates of
full-pay patients, income will rise.

In our report there are excerpts from the Health Insurance Benefits
Advisory Council (HIBAC) Annual Report about the impact of
medicare on costs. Read closely, these paragraphs sound like a valiant
effort to carry water on neither shoulder—~HIBAC points out medicare
is not the only purchaser in the marketplace-—so medicare is not re-
sponsible for higher hospital and medical costs.

A few paragraphs later the HIBAC report fully acknowledges the
sudden price rise that has occurred since medicare started. ’

My own view is that, when one is the biggest customer, one’s posture
does affect price. There is no question that medicare and medicaid and
civilian health and medical program of the uniformed services—all
Government programs—constitute close to 50 percent of the income
of many institutions. They have influenced the price and undoubtedly
will continue to do.so unless both providers and consumers begin to
exercise a sense of responsibility. ‘

Senator Muskrr. Thank you very much, Mrs. Brevster.

I think it might be helpful now to ask Mr. Seidman to make his
statement.

STATEMENT OF MR. SEIDMAN

Mcr. Serpmax. Thank you, Mr. Chairman.

This subcommittee is to be highly commended for directing the Na-
tion’s attention to the serious problems the elderly still face in seeking
to obtain adequate health care. There seems to be a widespread im-
pression that the enactment of medicare in 1965 automatically assured
every elderly person in the United States that he could obtain compre-
hensive quality care to meet all of his health needs. Unfortunately,
that impression is erroneous. Medicare has been a great boon to the
aging but it has by no means eliminated all of the deficiencies and
inadequacies in the health care of the elderly which preceded the es-
tablishment of medicare.

So that I will not be misunderstood, I want to make one thing clear.
While it will be my purpose in this brief statement to emphasize some
of the most glaring gaps in medicare, I recognize that, despite its in-



494

adequacies, medicare has contributed very significantly toward meet-
ing the health care needs of the elderly. Indeed, medicare has made it
possible for millions to obtain necessary health care that they could
not have obtained otherwise. :

If organized labor criticizes some of the shortcomings of medi-
care today, it is not because we do not appreciate the contribution it
has made. We criticize medicare in order to improve it so that it will
fulfill its original purpose of assuring merical care of high quality to
all elderly Americans. Moreover, if we make medicare the success it
can be in meeting the health needs of the elderly, we will also be de-
monstrating that through a universal system of comprehensive na-
tional health insurance we can assure high quality health care to all
theé American people. : o o

One of the most serious defects in medicare is the wide gap between
what the elderly can afford to pay out of their own pockets and
what medicare pays for their health care. The average single retired
worker on social security today receives less than $100.a month and
a couple approximately $150. Their financial problem would be seri-
ous enough if medicare met all of their health care costs, but it does
not. The fact is that medicare pays for less than one-half of the health
care costs of the elderly. For the great majority of the elderly who
‘live on very low incomes this represents a crushing financial burden.
For many it also means an inability to finance urgent medical care
needs which results in avoidable discomfort, pain and, yes, even death.

Heavta Costs Nor CoviRED BY MEDICARE

Let me briefly list the major items of health care the elderly must still
pay for out of their meager financial resources: :

1. The part B (physicians’ services) premium of $4 a month; for
an aged couple thisis $96 a year. . '

2, The deductibles. Medicare does not pay for any part-B services
until the patient has met $50 of the cost out of his own pocket. For hos-
pitalization he must pay the first $44 of any bill and there are deduct-
1bles also for other types of services. ' ‘

3. Coinsurance. This is 20 percent for all physicians’ services and
varying amounts, depending on length of stay, for hospitalization or
nursing home care.

4. In part B, refusal of a doctor to accept assignment; that is, the
“reasonable charge” determined by the insurance company or other
private organization acting on behalf of Social Security, requires
the elderly to pay more, often considerably more, than the $50 deduct-
ible plus the 20-percent coinsurance.

5. Medicare does not cover many items of health care. Among them
are prescription drugs, most dental, foot and eye care, eyeglasses and
hearing aids, and most types of medical appliances. In addition, there
are limitations on the length of stay in a hospital or nursing home
and the number of home health visits which are paid for.

These are the principal limitations which require the elderly even
under medicare to meet more than half of their health care costs. I
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have already mentioned the extremely limited incomes of the elderly
which can hardly be stretched to meet the heavy financial burden of
their medical costs. As our advisory committee report brings out, the
health care costs of the elderly are approximately 23/ times as much as
for younger age groups. Thus, even if medicare paid for half of the
health care costs of the elderly, they would still be paying out of their
own pockets 8714 percent more on the average than those still working.
Y]’gt their incomes on the average are only a%)out half those of the non-
elderly.

Megicare was enacted because it was recognized that the elderly
could not meet unduly large health care costs out of their limited in-
comes after retirement. But medicare is doing only half the job of
relieving the elderly of the crushing financial burden of meeting their
medical care needs. It is time to make it financially possible for all the
elderly to receive quality health care.

Prorosars To CHANGE MEDICARE

To that end the following changes should be made in the existing
medicare system : _

1. Parts A and B should be combined as a single social insurance sys-
tem financing the health care of the elderly. Part A of medicare con-
forms to recognized social insurance principles in that contributions
are made while the individual is still in the labor force toward his
hospitalization needs after retirement. But part B requires the retired
person to pay, after he is no longer working, for more than 50 percent
of the medical services not covered by part A, principally physicians’
services. By combining parts A and B, we would provide for the en-
tire financing of medical care before retirement, thus removing the
onerous financial burden of payment of the monthly premium after
retirement. :

2.-To remove financial deterrents to needed health care, the coinsur-
ance and deductible features of medicare should be eliminated. More-
over, doctors should be required to accept assignment if they wish to
participate in medicare, :

3. Medicare should be extended to cover the cost of prescription
drugs—and here I would go even further than our report does; I think
this should go further and cover all prescription drugs—dental care,
eyeglasses and other items whose costs the elderly must now meet out
of their limited incomes. o ’ - L

4. Since the changes I have suggested would involve additional costs
which cannot be and should not be met by raising already high rates
of worker and employer social security contributions, half of the total
cost of medicare should be met'out of general revenue. =~~~

Adoption of these recommendations will not eliminate all the ills
of medicare since, as my colleagues will describe, some defects can
only be removed by changes in the organization and delivery of medi-
cal care and establishment of quality and efficiency incentives and cost
controls as recommended in our advisory committee report. However,
the changes in financing of medicare I have suggested will assure that
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the elderly will no longer be denied urgently needed health care be-
cause of lack of individual financial resources. In this way, we will
help to assure that health care is the right of all elderly Americans.
Thank you, Mr. Chairman.
Senator Muskie. Thank you very much, Mr. Seidman, for your
excellent statement.
Mr. Glasser isthe next member of the committee.
I thought we might hear from each of the members of the advisory
committee, Senator Prouty, before we start with the questions.

Mr. Glasser.
STATEMENT OF MR. GLASSER

Mr. Grasser. Mr. Chairman, Senator Prouty.

There has been a great deal of criticism, much of it valid, of the
operations of the medicaid program. The advisory committee feels it
is of the highest importance that there be recognition that the medi-
caid program was created to fill a major unmet need of the American
people. There is abundant evidence that lack of effective health care
is a major cause of poverty in the United States, and a major factor
in the substantially poorer health experienced by low-income groups
as contrasted with those in the middle and upper income groups.

Medicaid is, however, achieving only a small part of 1ts promise
and its potential. In 1966 an HEW official stated, and I quote, “When
adopted by all States, the new medical assistance program can provide
comprehensive high quality medical care for as many as 35 million
medically needy people.” Three and one-half years later, as of July 1,
1969, only 10.8 million persons are estimated by the States which
have these programs to be eligible for services. In other words, less
than one-third of the people deemed requiring the program are now
eligible to receive bénefits. In both range of services and categories
of persons served, there is the widest variation.

The basic problem derives from the fact that medicaid is neither
a health care nor a medical care program, it is a payments program
for g limited number of medical services.

While the medicaid program is designed to take care of the medi-
cally indigent re,%ardless of age, its major services and expenditures
still go for the elderly. This in itself is an indirect commentary on
the shortcomings of medicare. Forty-one percent of the people eligible
for medicaid are at least 65 or older and 45 cents of each medicaid
dollar is spent on the aged.

Care ror INDIGENT DETERIORATING

Primarily because of the cost situation, medical care available to
the medically indigent is becoming progressively poorer instead of
better. Most cost savings are being made at the expense of the needy
through cutting benefits and eliminating classes of eligibility or
through requiring sharing of payments. These widely practiced ap-
proaches of the States overlook the main source of escalation, which
1s the cost of providing the services. Two factors are at work: (1
the charges of nursing homes, hospitals and physicians; and (2
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an alarming increase in utilization, much of it questionable justi-
fication.

_ There seems to be little doubt that a not insignificant number of phy-
sicians are taking grossly unfair advantage of the program, and we
have had many illustrations. Let me cite from the July 11, 1969, issue
of the Detroit News. One Michigan physician received $169,000 in
one year in medicaid payments alone. By his own statement this repre-
sented about one-half of his work. By a rough calculation this physi-
cian apparently devoted an average of 160 seconds to each of his medi-
caid patients as he delivered the high quality of medical care which
is the objective of this program. 160 seconds.

Cost savings measures such as those adopted by New York State
through a coinsurance program and by other States through barring
the medically indigent who are not receiving public welfare grants
have the self-defeating purpose not only of denying needed care but
of driving large numbers of persons and families into indigency as
they struggle to meet unavoidable health care bills.

The advisory committee believes that means test medicine implicit
in medicaid and widely varying standards among the States are not
conducive to meeting the unmet health needs of the recipients of
these public programs. The team approach of physicians and ancil-
lary personnel working together to provide comprehensive health
services has been urged by numerous major groups which have studied
the problem. This approach is of particular importance to the elderly
who require social and environmental services in even larger degree
than other sectors of the population. Such care in the juggment; of
the committee can and should be arranged for under present medicaid
programs, More effective controls should be instituted on charges of
hospitals, nursing homes and physicians. Vigorous efforts can and
should be undertaken for more effective utilization review not only
in hospitals and nursing homes but in physicians’ offices. Huge savings
could be effected through a courageous attack on this problem.

The advisory committee believes each of these recommendations
will help improve the medicaid program. At the same time it rec-
ognizes that the changes suggested represent palliative treatment of
symptoms that the medicaid program should be phased out, and that
the basic answer will have to come through a universal health in-
surance system which will make possible the reorganization of the
methods of delivering health services and elimination of a separate,
demeaning, infe