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3,000 Rally 

To Stop Cuts 

To Entitlements
 As many as three thousand elderly and disabled 

individuals converged on the Wang Center in Boston 

on November 9th  to stage a mass protest against pro-

posed cuts to Social Security, Medicare and Medicaid. 

 Sponsored by Mass Home Care and several 

dozen elderly rights and labor groups, the rally liter-

ally sent a “big message” to one of the members of 

the Congressional “Super Committee” that is tasked 

with developing specifi c proposals to cut the feder-

al defi cit. Seniors took a large envelope stuffed with 

messages from elders to the Boston offi ce of U.S. 

Senator John Kerry, the only New England law-

maker on the 12-person Defi cit Reduction Committee.

 The November 9th turnout was described as 

historic, coming roughly two weeks before the Su-

per Committee was scheduled to submit its fi ndings 

to the full Congress. The rally began at the Wang 

Theatre, and was followed by a march and cara-

van towards the offi ces of Sen. John Kerry and Sen. 

Scott Brown just off City Hall Plaza in Boston.

Max Richtman, head of the National Commit-

tee to Preserve Social Security and Medicare told the 

crowd: “The threat to programs which touch the lives 

of virtually every American family, has never been as 
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serious as it is right now. In Washington these days, 

cutting benefi ts to middle-class and poor Americans 

is seen by too many as a sign of courage—rather than 

what it truly is---misplaced priorities which continue to 

ask average Americans to pay for fi scal policies which 

for more than a decade have benefi ted the wealthy.” 

 AARP Massachusetts State Director Deb Banda 

noted that “Medicare and Social Security aren’t luxuries. 

They aren’t fat to be trimmed. They are the backbone of 

support that allows older Americans to live with a mod-

est level of dignity and peace of mind in retirement.” 

Mass Home Care photos

 At the time of the rally, the Super Committee 

– a 12 member bipartisan group – is considering po-

tential cuts to Medicaid, Medicare and Social Security 

that would harm today’s seniors and workers – includ-

ing:  a $112 billion cut to Social Security by chang-

ing how the Social Security cost of living adjustment 

(COLA) is calculated and reducing benefi ts; raising 

the age of Medicare eligibility from 65 to 67; and, in-

creasing out-of-pocket costs for seniors in Medicare.

 Rally organizers say these benefi ts represent 

an intergenerational commitment – and that cuts of the 

magnitude being considered by the Super Committee 

would constitute a betrayal of the seniors, veterans, and 

workers who have paid into the safety net and retirement 

systems for years. Today, about one million Massachu-

setts residents rely on Social Security and Medicare.  

The average Social Security benefi t for middle- and 

low- income Bay State Seniors is $13,900, while their 

average out-of-pocket cost for health care is $6,800. 

 Rally organizers noted that Social Security is not 

part of the federal defi cit, and cutting Medicare alone 

will not address the skyrocketing costs crippling the 

entire health care system.  These proposals will, how-

ever, hurt today’s seniors, today’s workers and tomor-

row’s retirees.  Instead, lawmakers should focus atten-

tion on creating jobs, rather than hurting constituents.

Al Norman, Executive Director of Mass Home 

Care, closed down the Wang Rally by asking the crowd: 

“Do you know who we all are? We are the 99%! The 

richest 1% in our county do not wait by the mailbox for 

their Social Security check to arrive. The richest 1% 

does not worry if they have a Medicare card in their 

wallet. And the richest 1% are the only people in Amer-

ica who don’t need Medicaid to pay for a nursing home 

bed. But Social Security matters to the 99%. Medicare 

matters to the 99%, and Medicaid matters to the 99%.” 

Super Cuts Coming?

 At the end of October, with Halloween ap-

proaching, Congressional leaders were leaking out 

some budget cut ideas that were pretty scary. Accord-

ing to the Huffi ngton Post, Democrats on the con-

gressional super committee have proposed a mix of 

spending cuts and revenue increases to achieve an es-

timated $2.5 trillion to $3 trillion in defi cit reduction. 

Senate Finance Committee Chairman Max Baucus (D-

Mont.) build a plan that relies on raising revenues and 

$200 billion and $300 billion in new economic stimulus. 

But the plan also calls for around $400 billion in Medi-

care savings, half of which would come from reducing 

benefi ts to recipients, the other half from providers. The 

Baucus plan does not call for raising the Medicare eli-

gibility age. That idea was put on the table during talks 

between President Barack Obama and House Speaker 

John Boehner in the late summer.  When the president 

submitted his own proposal to the super committee, he 

dropped the idea of raising Medicare's eligibility age. 

 According to the Huffi ngton Post, Demo-

crats were trying to minimized the cuts to entitle-

ment programs. The Democratic plan would pro-

duce a roughly 1.5 to 2.5 revenues-to-cuts ratio. The 

committee must present a plan around Thanksgiv-
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ing. A vote is scheduled for the end of December.

 The Baucus Plan was described by one aide as 

not a formal proposal---but many observers believe that 

steep Medicare cuts will be part of the super commit-

tee plan. The committee's co-chair, Texas Republican 

Rep. Jeb Hensarling, said during a hearing on No-

vember 1st  that President Obama had called Medicare 

and Medicaid "the single biggest drivers of the federal 

defi cit and the federal debt by a huge margin." Senate 

Republican. Rob Portman (R-Ohio) at one point de-

scribed Medicare now as an unsustainable program. 

"A couple retiring today will pay about $119,000 in 

lifetime Medicare taxes and receive about $357,000 

in lifetime Medicare benefi ts. So that's about 3 bucks 

in benefi ts for every dollar in taxes. If you multiply 

this by the 77 million retiring baby boomers, it's not 

hard to see why we have an unsustainable program." 

 But this analysis is misleading, because Medicare 

is not funded just from payroll taxes. There are actually 6 

major sources of Medicare revenues. The largest sourc-

es are  general tax revenues (42%), payroll tax contribu-

tions (37%), and benefi ciary premiums (13%). Medicare 

Parts A, B, and D are fi nanced separately, as follows:

• Part A hospital care is fi nanced primarily through a 

2.9% tax on earnings paid by employers and employ-

ees (1.45% each) (accounting for 84% of Part A reve-

nue). Starting in 2013, for taxpayers earning more than 

$200,000/individual and $250,000/couple, the payroll 

tax on earnings will increase from 1.45% to 2.35%. .

• Part B doctor’s care is fi nanced through general 

revenues (74%) and benefi ciary premiums (25%). 

Benefi ciaries with annual incomes over $85,000/in-

dividual or $170,000/couple pay a higher, income-

related Part B premium refl ecting a larger share of 

total Part B spending, ranging from 35% to 80%.

• Part D drug coverage is fi nanced through general reve-

nues (83%), benefi ciary premiums (11%), and state pay-

ments for dual eligibles (6%). The health reform law es-

tablished a new income-related Part D premium similar to 

the Part B premium, where higher-income benefi ciaries 

pay a larger share of the cost of standard drug coverage.

 Given the fact that Medicare’s projected rev-

enues come from 6 separate sources (general rev-

enues, benefi ciary premiums, payments from states, 

taxation of Social Security benefi ts,  interest, and 

payroll taxes) Senator Portman’s equation compares 

Medicare benefi ts paid out only to Medicare payroll 

taxes collected, which leaves out 63% of the other 

revenue Medicare receives. Medicare payroll tax-

es only account for 37% of the program’s revenue-

--so Portman’s comments are misleading at beset.

 As of November 21st, the Super Commit-

tee was telling the media that they could not  reach 

agreement on a defi cit reduction package. Senior 

rights advocates however planned to hold events  in 

front of Senator Kerry’s offi ce on November 22nd., 

suggesting that  “No deal is better than a  bad deal.”  

ICE Plan Fails to Protect 

Civil Rights

 On November 4th, Mass Home Care sent a 

memo to key offi cials of the state Executive Offi ce of 

Health and Human Services (EOHHS) about a new 

plan designed to integrate health and long term ser-

vices and supportsa (LTSS) for people on Medicare 

and Medicaid between the ages of 19 and 64. The so-

called “Integrated Care Entity” (ICE) plan is designed 

to serve 115,000 of these “duals eligible” people. 

 Mass Home Care has been critical of cer-

tain design elements in the ICE plan, and prepared 



a memo pointing out that the plan as written was ig-

noring the “community fi rst” approach for LTSS that 

has been adopted by the Administration of Governor 

Deval Patrick. The ICE plan offers seniors guaran-

teed access to a nursing facility, but not to similar 24/7 

housing with supports as a community-based service. 

 Here is the text of the memo 

sent by Mass Home Care to EOHHS:

 “This memo relates to a disconnect between 

Medicaid statute, and Medicaid regulations, and the in-

stitutional bias of projects like the proposed ICE plan

 Under Section 9 of Chapter 118E 

(the Equal Choice law) it states that:

 "long-term care services shall be available to other-

wise eligible persons whose income and resources 

are insuffi cient to meet the costs of their medical care 

as determined by the fi nancial eligibility require-

ments of the program. For the purposes of this sec-

tion, the division shall establish clinical eligibility for 

a long-term care services. A person determined by 

the division to be clinically eligible for long-term 

care services shall be given the choice of care set-

ting that is the least restrictive and most appropri-

ate to meet his needs as determined by the division." 

 This law has been on the books since August 

of 2006. It relates to all MassHealth members, not just 

the elderly. Although the Division was tasked with es-

tablishing "clinical eligibilty for long term care ser-

vices," the regs were never rewritten in this regard 

since 2006, and the regs still refer to eligibilty for a 

"nursing facility" benefi t. Instead, the regs should 

properly create a “LTSS benefi t” that includes com-

munity care and institutional care,”and then gives the 

member "the choice of care setting that is the least re-

strictive and most appropriate to meet his needs." This 

choice is not happening. The state plan guarantees 

SNF care, but not a similar 24/7 housing with supports 

service that would truly provide members with the 

"choice" they are promised under Chapter 118E, s. 9.

 This carries over into the ICE plan, where the 

clear benefi t available is skilled nursing facility care, 

but not a similar service in the community. When we 

raised the issue of 24/7 housing and supports (what 

the Mass Rehab Commission calls "reshab") we were 

told it was "too expensive" and would not be included 

in the duals plan. The plan as currently written, there-

fore, denies me the choice of care in the least restrictive 

setting, and violates Chapter 118E, s. 9. The ICE plan 

creates an incentive for institutional care by denying 

me my choice of similar care in a small group home. 

 The Equal Choice law does not say that the 

"choice" of care in the most integrated setting shall 

only be available to certain members who are eli-

gible for waivers. This choice should available as 

part of the state plan array of services. Anything 

less is not a true choice of least restrictive setting.

 After the Equal choice law was passed, we 

asked EOHHS to rewrite MassHealth regs to refl ect 

the new law. This was never done. When the 1115 

waiver for seniors was being discussed, we asked again 

for an equal choice of care in the community, but our 

request was never implemented, and the 1115 waiver 

never completed. Most recently, we have asked again 

for a community based equivalent to skilled nursing 

facility care in the ICE plan--thus far with no suc-

cess. The only place a consumer can get a choice of 

a 24/7 housing with services alternative to a nursing 

facility is if he or she is enrolled in a Senior Care Op-

tions plan,  in the future Money Follows the Person 

waiver, or in an MRC Brain Injury residential waiver. 

 There are three next steps 

that we believe should be taken: 

 First, Community based options should be writ-

ten into the state plan on a level playing fi eld with SNF 

care, so that members can freely choose between the 

two without having limited access to one or the other. 

 Second, demonstration projects like ICE 

should be consistent with the equal choice law, 



and provide a true choice of most integrated care.

 Third, we hope MassHealth will be-

gin in earnest to rewrite its regs to meet the Equal 

Choice law, and ensure that all waivers, demonstra-

tions, and other benefi t programs provide mem-

bers with a LTSS benefi t that gives an equal choice 

between community care and instititutional care.

 Choice of care in the most integrated setting is a 

civil right as stated in the U.S. Supreme Court Olmstead 

decision of 1999, interpreting the federal Americans 

with Disabilities Act. The ICE plan, as proposed, vio-

lates the Olmstead decision and the Equal Choice law.  

To deny members an equal choice of care in the commu-

nity is a form of "unjustifi ed segregation," and should  

be corrected before the ICE plan is submitted for public 

comment, or for submission to CMS. Furthermore, the 

community based settings are less expensive than insti-

tutional care, thus denying the state the opportunity to as-

sert that it ‘cannot afford' to give people their civil rights.

Fuel Assistance: Not Enough 

In the Pipeline

Critically needed home fuel assistance for 

low-income households has gotten off to a slow start 

across the nation, and at least a quarter of a million 

low-income households in Massachusetts may run 

out of fuel this winter without additional fuel aid.

 The Commonwealth submitted its plans for the 

federal Low Income Home Energy Assistance Pro-

gram (LIHEAP) in August of 2011. At that time, based 

on President Barack Obama’s budget nationally of 

$1.98 billion, Massachusetts was planning on receiv-

ing $81.75 million for fuel assistance for the poor. The 

program year was to begin November 1, 2011, and 

run through the end of April, 2012. A maximum ben-

efi t level was set at $400. But as the proposal noted, 

“the benefi t levels are subject to change based on fi nal 

availability of federal funds.” Last year the maximum 

fuel benefi t was $1,050.  November 1st rolled around, 

but there was no fuel assistance program in sight. 

 According to one agency which disburses the 

funds in Massachusetts, “Some LIHEAP funding was 

authorized but the U.S. Department of Health and Hu-

man Services decided not to release the funds to the 

States. As of late October, some funds were released. 

Approximately $77million will be distributed in Mas-

sachusetts once the state Dept. of Housing and Com-

munity Development has set the benefi t levels. Just to 

stay even with last year Massachusetts needs nearly 

$200 million. We are truly worried that benefi t levels 

will not be high enough for those who heat with oil for 

a 100 gallon delivery. Most dealers won't deliver for 

less. Most qualifi ed households should get 100 gallons 

delivered. Which will last them until---we're guessing 

maybe until December 1st. So without Congress act-

ing soon there will be a real crisis for low income resi-

dents whether they are seniors, families or individuals. 

The Continuing Resolution ends November 18th, so 

we hope that at that point LIHEAP will be funded at 

about $4.7 billion nationally. That is about where we 

were last year. But with all the defi cit talks going on, we 

can't be sure if the funding will be approved---or sub-

ject to another incremental increase -- a true killer for 

a program that is front loaded for the winter months.”

 Fuel programs in Massachusetts note that for 

the fi rst time in three decades, the aid program did 

not start on November 1. On November 4th, the fed-

eral government gave the green light so that fuel de-

liveries could be made. The funding released to Mas-

sachusetts was based on President Barack Obama’s 

budget, which had $1.85 billion for fuel assistance. 

The President’s budget was lower than the U.S. House 

($3.4 billion) and the U.S. Senate ($3.6 billion), so 

the feds used the lowest number to be conservative. 



But advocates fear that the fi rst round of federal 

funding could be the state’s last, given the uncer-

tainty surround defi cit reduction talks. The state now 

has in hand authorization to release $77.6 million in 

fuel aid---but this is only 42% of the $185 million 

that the Commonwealth had last winter to distribute. 

At the state level, the state Senate passed an amendment to 

“advance” $10 million for fuel assistance from the Rainy 

Day Fund, with the understanding that when the federal 

fuel aid funding arrived, the money would be paid back 

to the state. That amendment was dropped during con-

ference committee discussions, because it appeared the 

federal government was going to release the fi rst round 

of funding. But now that the fi rst pipeline of funding 

is out, the problem of the shortfall in fuel funding may 

require more supplemental funding at the state level. 

 In early October, U.S Senator John Kerry 

wrote to the Obama Administration, asking them to 

release the $5.1 billion for LIHEAP nationally. Ker-

ry noted “Those who need assistance from LIHEAP 

the most are often our ‘Greatest Generation seniors’ 

who have contributed to our country all their lives 

and now live on fi xed incomes, in addition to low-

income working families struggling to pay rent and 

keep their heads above water in a diffi cult economy.”

 With the heating season now begun, the un-

certainty over future federal fuel aid is making pros-

pects for a diffi cult winter even more diffi cult. 

Support for Adult Day Health

 On November 8th, Mass Home Care submit-

ted a statement at a “Stakeholder Feedback Forum” 

about the Adult Day Health (ADH) program in Mas-

sachusetts. Daniel O’Leary, Executive Director of 

Mystic Valley Elder Services (MVES) , made the 

following statement on behalf of Mass Home Care: 

 “I am here to support the importance of adult 

day health as a high value, high impact service among 

the array of programs and services that ASAPs are able 

to select from to meet consumer needs and preferences.

 ADH offers consumers and the Commonwealth 

excellent value when considering the amount, type and 

hours of service provided to eligible consumers in the 

course of a day even at the complex care rate of $68/day. 

This daily rate includes nursing oversight, personal care, 

structured failure-free activities, socialization, physical 

and mental stimulation, companionship and nutrition. 

In terms of overall value, ADH is one of the services 

that we highly recommend to elders and families.  ADH 

is a cost effective venue to provide high quality services 

to those that need that level of care and supervision.

 MVES is one of the agencies that contracts with a 

number of approved ADH programs and performs eligi-

bility determinations under the Comprehensive Assess-

ment and Eligibility (CAE) program for Mass Health. 

As such, we see the value of ADH. In fact, MVES would 

like to see more clients with health care needs select 

ADH as a primary service as ADH will not only contrib-

ute towards their overall health and well-being, but also 

serve as a way to limit premature institutionalization 

and re-hospitalization for conditions such as congestive 

heart failure and chronic obstructive pulmonary disease.

 We might want to consider an  independent 

review of clients on a regular basis that would not be 

an obstacle for appropriate care either for the con-

sumer or provider. We also want to highlight the need 

for quality ADH that focuses on the needs of people 

with cognitive impairments and behavioral health is-

sues as this is an area where there is a short supply.  

 We hope that the outcome of this pro-

gram review will fi nd that ADH should be ex-

panded and supported as a preferred service in the 

Commonwealth’s Community First initiative.”

 Mass Home Care added that while its mem-



bers do face-to-face screens of all individuals referred 

to the ADH program, there could be more independent 

oversight of people when they are changing levels at an 

ADH to complex care, which pays the ADH center a 

higher level of reimbursement, and that annual reassess-

ments should be treated as if a consumer was a new re-

ferral and in need of a face-to-face assessment to assess 

continued need for the service at the appropriate level.  

U.S. HealthCare Scorecard: 

Costs Up, Access Down

 On October 18th, the Commonwealth Fund is-

sued a report called Why Not the Best? Results from 

the National Scorecard on U.S. Health System Perfor-

mance, 2011. This study updates a series of comprehen-

sive assessments of U.S. population health and health 

care quality, access, effi ciency, and equity. It fi nds that 

the U.S. health system performance continues to fall 

far short of what is attainable, especially given the 

enormity of public and private resources devoted na-

tionally to health. Across 42 performance indicators, 

the U.S. achieves a total score of 64 out of a possible 

100, when comparing national rates with domestic and 

international benchmarks. Overall, the U.S. failed to 

improve relative to these benchmarks, which in many 

cases rose. Costs were up sharply, access to care deteri-

orated, health system effi ciency remained low, dispari-

ties persisted, and health outcomes failed to keep pace 

with benchmarks. The health system as a whole scored 

36 percent below the benchmarks of best performance. 

 The overall score for U.S. health system perfor-

mance failed to improve over the fi ve years since the 

fi rst National Scorecard in 2006. Access to care declined 

substantially, owing to the continuing erosion in health 

insurance coverage and affordability. Across the 42 core 

indicators, performance more often declined than im-

proved, primarily because of worsening national rates. 

Indicators showing notable deterioration included:

• affordability of insurance premiums and medical bill 

problems;

• coverage and insurance adequacy among adults; and

• hospital readmissions among patients discharged to 

nursing homes.

Indicators showing notable improvement included:

• adoption of electronic medical records by primary 

care physicians;

• control of high blood pressure—adherence to evi-

dence-based treatment standards in the hospital;

• declines in rates of some preventable hospitaliza-

tions;

• reduction in pressure sores among nursing home 

residents; and

• improved mobility among home health patients.

 The report says that “despite encouraging pock-

ets of improvement, the U.S. still has a long way to go 

to make its health system the best it can be. The coun-

try as a whole is often failing to keep pace with levels 

of performance attained by leading nations, states, and 

health care delivery systems, and consistently ranks 

poorly in comparison with other countries on mea-

sures of healthy lives, care experiences, and effi ciency. 

 Here are some examples from 

the Commonwealth Fund Scorecard: 

• Healthy life expectancy. Life expectancy in the 

U.S. has not kept pace with gains made in other ad-

vanced countries, even as the U.S. rate reached a new 

high of 78-plus years in 2009. The nation also ranks 

low on “healthy life expectancy,” a measure of popu-

lation health that combines length and quality of life 

into a single measure, taking into consideration time 

spent in poor health as a result of disease and/or in-

jury. In a 2007 comparison of 23 countries, the U.S. 

was among the bottom fi ve on healthy life expectan-

cy at age 60. On average, U.S. men at age 60 enjoy 

two fewer healthy years, and U.S. women three fewer 



healthy years, than their counterparts in the benchmark 

countries. This fi nding is perhaps not surprising, giv-

en that older adults in the U.S. face a greater burden 

of chronic health problems and are more likely to ex-

perience gaps in insurance coverage and other access 

problems, leading to adverse health consequences.

•Activity limitations. More than one of six (18%) work-

ing-age adults reported being unable to work or carry 

out everyday activities because of health problems—

physical, mental, or emotional—in 2010, compared 

with 15 percent reporting limitations in 2004. Activity 

limitations increase with age, affecting one-quarter of 

adults ages 50 to 64. Reducing health-related activ-

ity limitations will depend not only on prevention and 

management of chronic diseases but also on reducing 

obesity, which has been a major contributing factor in 

rising rates of disability among working-age adults.

• Mental health care. Treatment of mental health prob-

lems remains inadequate in the U.S. Among adults who 

had major depressive episodes during 2009, more than 

one-third did not receive treatment. Rates were substan-

tially lower among minority Americans (e.g., 49% for 

Hispanics vs. 69% for whites) and those without health 

insurance (e.g., 48% for the uninsured vs. 79% for Med-

icaid benefi ciaries). Collaborative care interventions 

show promise for improving the detection and treatment 

of depression by primary care providers. But poor care 

coordination and the lack of reimbursement for deploy-

ing multidisciplinary care teams and for training pri-

mary care providers in mental health, among other en-

hanced services, impedes uptake of such interventions. 

• Chronic disease management. Control of two com-

mon chronic conditions—diabetes and hypertension—

improved from 1999–2000 to 2003– 04, based on the 

results of physical exams conducted on nationally repre-

sentative samples of community- dwelling adults. From 

2003–04 to 2007–08, there was continued improve-

ment in hypertension control, but not diabetes control. 

Again, rates varied signifi cantly by insurance coverage 

and income. Achieving the rate of control in the best- 

performing health plans could annually prevent up to 

89,000 deaths and save up to $3.1 billion in medical 

costs. Control of high blood pressure increased from 

31 percent of adults with hypertension in 1999–2000 to 

41 percent in 2003–04 and 50 percent in 2007–08. This 

improvement corresponded to increased awareness and 

treatment of hypertension during this time. 71 percent 

of uninsured adults with hypertension did not have their 

blood pressure under control during this time, com-

pared with 45 percent of adults with public insurance. 

• Coordinated Care: Poor coordination of care contin-

ued to characterize the U.S. health system during the 

2007–09 period covered by this National Scorecard, 

owing to a fragmented delivery system, a lack of in-

centives for integrating care across providers, weak 

attachments to primary care, and communication gaps 

across sites of care. Symptomatic of our fragmented 

care delivery system are hospital readmission rates that 

remain high and variable, especially for frail, disabled, 

or older patients. Coordination scores were, on aver-

age, 28 percent below achievable benchmarks, and the 

majority of rates worsened or failed to improve sub-

stantially. Better coordination of services throughout 

the course of treatment and across sites of care help 

ensure that patients receive appropriate treatment and 

follow-up care, minimize the risk of error, and pre-

vent complications that can lead to costly emergency 

department visits and hospitalizations. Good coordi-

nation also reduces patients’ stress and confusion and 

saves them time navigating a complex health system. 

• Coordination of care for hospital patients. Proper 

hospital discharge planning ensures that patients under-

stand what to do when they get home and whom to call 

if they have questions or concerns, and it facilitates ar-

rangements for follow-up care. In 2009, 90 percent of 

patients hospitalized with heart failure received written 



instructions at discharge, based on hospital records—a 

major increase from 2004, when the rate was just 53 

percent. Still, one-third of heart failure patients dis-

charged from those hospitals among the bottom 10 

percent of performers did not receive such instructions, 

although the variation among hospitals narrowed. Per-

sistently high hospital readmission rates—particularly 

for heart failure patients—further indicate there is sub-

stantial room to improve teamwork among providers 

and coordination across sites of care. Proper follow-

up care is also essential for patients who have been 

hospitalized with mental illness. Such care is needed 

to ease patients’ transition back into the community, 

and to head off further acute crises.  But in about one 

of every four cases in private health plans, and about 

two of fi ve cases in Medicare and Medicaid health 

plans, follow-up care was not provided. Rates varied 

by as much as threefold between the top and bottom-

performing health plans, with two-thirds failing to re-

ceive follow-up care in the worst-performing plans. 

• Hospitalization of nursing home residents and home 

health patients. Potentially avoidable hospitalizations 

put frail elders at risk for poor outcomes or compli-

cations that can lead to deterioration in their health. 

Trends in this area are moving in the wrong direction. 

One of fi ve (20%) long-term nursing home residents 

was hospitalized in 2008, up from 18 percent in 2000. 

Moreover, 21 percent of hospitalized patients who were 

discharged to a skilled nursing facility in 2008 were 

readmitted to the hospital within 30 days, up from 18 

percent in 2000. Geographical performance on these 

two indicators varied widely, with a 10-to-16-percent-

age-point spread between hospital referral regions with 

the lowest and highest hospital admission or readmis-

sion rates from nursing homes. Among home health 

care agencies, 29 percent of patients on average were 

hospitalized during an episode of care during 2009, 

virtually unchanged from 2004 (28%). Rates for the 

top and bottom quartiles of home health agency per-

formance ranged from 19 percent to 45 percent. The 

greater-than-twofold difference in performance be-

tween the lowest- and highest-performing groups of 

nursing homes and home health agencies on these hos-

pital admission measures indicates there is substantial 

room to improve care coordination for frail and dis-

abled elderly patients. Toward this end, the voluntary, 

federally funded Home Health Quality Improvement 

Project is disseminating resources on best practices 

and collaboration to help home health agencies reduce 

hospitalizations. Rates of potentially avoidable hospital 

readmissions serve as a system-level indicator of qual-

ity across the care continuum, including the adequacy 

of hospital discharge planning and timing, the avail-

ability of high-quality postacute care services, and the 

coordination of care transitions. Medicare and Medic-

aid payment policies currently in place are often barri-

ers to improvement in care coordination for long-term 

care residents— particularly in the case of “dual eli-

gibles” who qualify for both Medicare and Medicaid. 

Moreover, neither hospitals nor nursing homes have 

fi nancial incentives to work together to improve care 

outcomes and avoid acute-care episodes that result in 

hospitalization. Leading hospitals are collaborating 

with post acute care and community-based providers 

and agencies to reduce readmissions in their commu-

nities. The Affordable Care Act’s Community Based 

Care Transitions program creates a payment mecha-

nism to promote such cross-continuum partnerships.



• Potentially Avoidable Hospital Use: When patients 

have timely access to primary care and are fully in-

formed about how to manage their health condition, 

they are much less likely to require expensive visits to 

the emergency department (ED) or to be admitted to 

the hospital, and their risk of medical complications 

is greatly diminished as well. In a 2008 cross-national 

survey, more than one of fi ve (21%) U.S. adults with 

health problems reported that they received treatment 

in an ED for a condition they thought could have been 

treated by a regular doctor if one had been available. In 

contrast, only 7 percent of adult patients in Germany, 

the benchmark country, reported using an ED for rou-

tine care. Hospitalizations for ambulatory care–sensi-

tive (ACS) conditions is a key indicator of effi ciency, 

since such hospitalizations can often be avoided with 

high-quality, well-coordinated care. Between 2004 

and 2007, hospitalization rates for heart failure fell 

13 percent. There has been little change, however, in 

admission rates for uncontrolled diabetes and related 

complications. Reducing Medicare ACS admissions 

to benchmark levels would save $4.2 billion annually. 

Hospital readmission rates are in effect a “whole” sys-

tem indicator, providing a marker for potentially poor-

quality hospital care, poor discharge planning and care 

transitions, weak primary care, or fragmented postacute 

care provided in the community. Nationally there has 

been a failure to improve readmission rates, which are 

costly, put vulnerable patients’ health at risk, and put 

patients and their families at fi nancial risk. In 2009, 20 

percent of Medicare benefi ciaries hospitalized with one 

of 45 conditions or procedures were readmitted with-

in 30 days of discharge. On average, there was little 

change in readmission frequency between 2003 and 

2009. An analysis completed by the Medicare Payment 

Advisory Commission found that up to three-quarters 

of readmissions may be preventable through better 

primary care and transitional care and through reduc-

ing complications from care received while hospital-

ized, which cost Medicare $12 billion a year. Reducing 

the national average to benchmark levels alone would 

save the Medicare program $4.0 billion annually.

 The National Scorecard on U.S. Health Sys-

tem Performance, 2011, fi nds that the United States 

is losing ground in ensuring access to affordable 

health care. The Scorecard also fi nds broad evidence 

of ineffi ciency and inequity in the delivery of care. 

Other advanced countries are outpacing the U.S. in 

terms of providing timely access to primary care, re-

ducing premature mortality, and extending healthy 

life expectancy, all the while spending considerably 

less than the U.S. on health care and administration.

 Achieving benchmark levels of performance, 

even among a subset of indicators, would yield con-

siderable gains. Improving national rates of hyperten-

sion and diabetes control to those achieved by the top 

group of health plans could save up to 89,000 lives 

each year. Achieving benchmark levels for control of 

diabetes and blood pressure would prevent disease de-

velopment and reduce complications, saving $1.6 bil-

lion to $3.1 billion per year in medical costs. Reducing 

Medicare hospitalizations for preventable conditions to 

benchmark levels would save $4.2 billion. The Medi-

care program could potentially save up to $12 billion 

by reducing preventable hospital readmissions, based 

on a cost estimate by the Medicare Payment Advisory 

Commission. And over $1 billion could be saved an-

nually by improving care and preventing unnecessary 

transfers of frail nursing home residents to the hospital.

 A recent study by The Commonwealth Fund 

and the Center for American Progress estimated that 

a combination of provisions in President Obama’s 

health reform legislation will reduce health care spend-

ing by $590 billion over 10 years and lower premiums 

by nearly $2,000 per family, by slowing the annual 

growth rate in national health expenditures from 6.3 

percent to 5.7 percent. The health reform law seeks to 



improve primary care by: 1) enhancing Medicaid and 

Medicare payments for primary care services, which 

are undervalued relative to specialty care; 2) provid-

ing new payment arrangements to support team-based 

care delivery; and 3) building on existing private sec-

tor efforts to encourage and support physician prac-

tices to serve as patient-centered medical homes.

 Better primary care, along with better care coor-

dination, is also essential for lowering the total costs of 

treating the chronically ill and for reducing the nation’s 

continuing high rates of hospital readmissions and ad-

missions for conditions treatable in ambulatory care 

settings. Studies indicate that it is possible to prevent 

hospitalizations or rehospitalizations with better pri-

mary care, discharge planning, and transitional and fol-

low- up care88—all elements of an integrated, systems 

approach to care. The Affordable Care Act creates in-

centives for hospitals to reduce readmissions and to col-

laborate with postacute care providers and physicians to 

improve care transitions and coordination. Demonstra-

tion and pilot programs, meanwhile, will develop and 

test innovative payment and care delivery approaches 

to improve outcomes for patients and use health re-

sources more effi ciently. For example, a shared-savings 

program to support the development of accountable 

care organizations is intended to promote innova-

tive, integrated care models designed to achieve better 

health, better care experiences, and slower cost growth. 

 Promoting healthy behaviors will be a key strat-

egy for preventing unnecessary deaths and chronic con-

ditions among both children and adults. Provisions in 

the Affordable Care Act that support prevention, such 

as expanded preventive benefi ts under Medicare, and 

the creation of community care teams, such as those 

operating in Vermont, can help health care provid-

ers and local communities take up this challenge. 

 As mandated by the Affordable Care 

Act, the federal government released the Nation-

al Strategy for Quality Improvement in Health 

Care, which sets three targets for public- and 

private-sector improvement efforts. These are: 

1. Better Care: Improve the overall qual-

ity of health care by making care more pa-

tient- centered, reliable, accessible, and safe. 

2. Healthy People/Healthy Communities: Im-

prove the health of the U.S. population by sup-

porting proven interventions to address the behav-

ioral, social, and environmental determinants of 

health, in addition to delivering higher-quality care. 

3. Affordable Care: Reduce the cost of quality health care 

for individuals, families, employers, and government.  

 Access to affordable care is foundational to achiev-

ing this “triple aim” for health system improvement. 

As rising costs put family, business, and public budgets 

under stress, access to care and fi nancial protection are 

eroding for middle-income and low-income families 

alike. Successful implementation of reforms will require 

stakeholders at all levels to adopt a coherent, whole-sys-

tem approach in which goals and policies are coordinat-

ed to achieve the best results for the entire population.  

By integrating all components of the health system to 

ensure better access, higher quality, and greater value, 

we would be far more able to safeguard the health and 

economic security of current and future generations.

Senescent Cells: 

Forestalling Aging?

 A story in the New York Times on Novem-

ber 2nd  indicates that  researchers have opened up a 

new approach to combating the effects of aging with 

the discovery of a special category of cells, known as 

“senescent cells.” According to researchers, these se-

nescent cells are “bad actors” that promote the aging 

of tissues. Ridding the body of these cells could post-

pone many of the diseases of aging. But the research 



did not prove that such actions would prolong life.\

The fi ndings raise the hope that any therapy that 

eliminating senescent cells would protect the body 

from the ravages of aging. Senescent cells accumu-

late in aging tissues, like arthritic knees, cataracts 

and the plaque that may line elderly arteries. These 

cells secrete agents that stimulate the immune sys-

tem and cause low-level infl ammation. These cells 

hasten aging in the tissues in which they accumulate. 

Researchers at the Mayo Clinic in Minnesota generated 

a strain of mouse in which all the senescent cells were 

purged by giving the mice a drug that forces the cells 

to self- destruct. The mice's tissues showed a major 

improvement: they did not develop cataracts, avoided 

the usual wasting of muscle with age, and could ex-

ercise much longer on a mouse treadmill. They kept 

the fat layers in the skin that often thin out with age 

and, in people, cause wrinkling. The discovery that se-

nescent cells seem to be the cause of tissue degenera-

tion opens out a new direction for researchers on ag-

ing to explore. Killing the cells should therefore have 

large benefi ts with little downside. The gene-altering 

approach used on the mice cannot be tried in peo-

ple, but now that senescent cells appear to be harm-

ful, researchers can devise ways of targeting them.

 If aging of the tissues is delayed by eliminat-

ing senescent cells, the mice should, in principle, 

have lived longer. But researchers chose a fast- aging 

strain of mice in order to save time. These particu-

lar mice succumb to heart attacks at an early age, re-

gardless of the state of their tissues. The Mayo Clinic 

team plans to repeat its experiment with an ordinary 

strain of mouse that normally lives three years or 

more, to see if its life span is extended as expected.

 The Mayo Clinic team told the New York Times 

that the purpose of research on aging was not to let peo-

ple live a thousand years, but to increase health span, the 

proportion of people's natural lives that they live in good 

health. "People used to see aging as a rusting nail -- there's 

nothing you can do about it," one researcher said. "But 

we now know that there are processes that are driving 

aging, and that those processes can be meddled with."

Going Like 90

 The Census Bureau reported in No-

vember taht there has been a dramatic increase 

in the number of “old-old” in the population. 

 America’s 90 +  population  has tripled over 

the past 30 years,  and will more than quadruple 

over the next 40 years, the U.S. Census Bureau said. 

 The 90+ segment of the population reached 

1.9 million in 2010, roughly 4.7 percent of the na-

tion’s residents in the 65 and older population. 

Back in 1980 the 90+ age group was 2.8 per-

cent of the population. By the middle of this cen-

tury, the share of “old-old” will reach 10 percent. 

 There are 3 90+ women for every 1 man, 

and they have higher widowhood, poverty and dis-

ability rates than people just under the age cutoff. 

 Most people 90 and old-

er either live along or in a nursing facility.  

DPH Issues New 

Safe Driver Rules

 At the end of September of 2010, a new state 

law (Chapter 155 of the Acts of 2010) took effect 

that allows certain health care providers and law en-

forcement offi cers to fi le a confi dential report with 

the Registry of Motor Vehicles on any driver who 

they have reasonable cause to believe “is not physi-

cally or medically capable of safely operating a ve-

hicle.” The law was prompted by several high pro-

fi le fatal accidents involving drivers who appeared to 

lack the capacity to drive safely. The statute also says 



drivers who have “a cognitive or functional  impair-

ment” that will affect their ability to drive safely may 

also be reported to the RMV. The key word is “may.”

During the debate on this bill last year, some health care 

providers argued that they should not be required to 

make these reports to the RMV, with the result that re-

ports “may” be submitted---but are not mandated. But 

if a doctor or  a police offi cer, for example, report that 

a driver is impaired, and not able to safely drive a car-

--as long as that report was made “in good faith”---the 

reporter is protected from civil lawsuits. The same pro-

tection is provided, however,  if they do not fi le a report. 

 Elder rights groups fought to ensure that the re-

porting law would not just be used on older drivers. The 

new law clearly states that reports of impaired drivers 

“shall not be made solely on the basis of age” or because 

of a diagnosis or condition. A report of an impaired 

driver must be based on observation and evidence. 

 Once a report is fi led, the RMV, in consul-

tation with medical experts, is required within 30 

days to conduct a review to determine if the driv-

er has the capacity to continue driving. The RMV 

is empowered to suspend a driver’s license if he 

or she is determined to be unable to safely drive.

After the bill was signed into law by Governor De-

val Patrick, the RMV had to come up with a set of 

regulations that defi ne what “cognitive or function-

al impairments that are likely to affect a person’s 

ability to safely operate a motor vehicle” meant.

On November 9th, the Department of Public Health 

issued proposed new regulations for Chapter 155, to 

give health and law enforcement offi cials their fi rst 

look at standard defi nitions. “Cognitive impairment” 

is defi ned as “any condition that impairs…attention, 

alertness, perception, comprehension, judgment, mem-

ory, or reasoning that may infl uence the physical ac-

tion, reaction time, or other responses to understand 

and interact with the environment.” A “functional 

impairment”  is “any symptom of a disease or medi-

cal condition that results in full or partial decrease in 

any or several sensory or motor functions,” which 

includes “peripheral sensation of the extremities, 

strength, fl exibility, motor planning and coordination.”

 Any cognitive or functional impairment that 

limits a person’s attention, or the ability to under-

stand “the immediate driver context,” or to make ap-

propriate decisions while driving, or “visuospatial 

processing,” or impairs their “strength, fl exibility, 

refl exes, sensory perception and physical coordina-

tion,” is considered a “driving relevant” impairment.”

 Finally, a driving impairment “is one not based 

solely on age or diagnosis of a medical condition or 

functional/cognitive impairments,” but is based on 

observation and evidence of the “actual effect of that 

condition” on a person’s ability to drive safely. The im-

pairment must also be one that cannot be “suffi ciently 

corrected or controlled” by medication, therapy, sur-

gery or by some adaptive equipment or driving device

 These proposed regulations may be sub-

ject to further refi nement, but elders should un-

derstand that they cannot lose their license sim-

ply because they have celebrated another birthday.

CMS Awards  Care Transitions 

Grant  To  Merrimack Valley

On November 18th, the federal Centers for 

Medicare and Medicaid Services announced the list 

of fi rst grants awarded for “care  transitions” fund-

ing under the “Partnership for Patients” Project. 

Only seven grants were awarded nationwide. One of 

the awards went to Elder Services of the Merrimack 

Valley, in partnership with Anna Jacques Hospital,

Saints Medical Center, Holy Family Hospi-

tal, Lawrence General Hospital, and Merrimack

Valley Hospital. The funding will  be used to 

help reduce  avoidable hospital readmissions. 




