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Planning and Prevention

prevention. How do these top-
ics fit? The message is that
making health insurance deci-
sions are significant and require
often the help of an expert and
planning. This planning will
help with financial risk and
more importantly provide op-
tions and the prevention of lim-
ited service options.

We are currently in open sea-
son for changing Part D plans.
Many other private insurance
plans have open season as
well. There are changes going
on in Medicare Advantage
plans. Clearly there were al-
ready changes in store for
those under 65 with insurance
from the Marketplace. Tradi-
tional Medicare is not changing
much in coverage, but the pay-
ment process for hospitals and
home health services have pro-
duced operational changes.
One of the big changes for the
near future is new reimburse-
ment processes for doctors.
There remains lots of conversa-
tion about advanced directives
and spending at end of life.
The Texas Teacher retirement
system is having funding issues
with its insurance program.

In our work with clients, we
see lots of health insurance de-
cisions made without thorough
planning, such as choosing the
lease expensive choice without
an awareness that changing
from a Medicare Advantage
plan at age 80 when experienc-

Continued on Page 3

/| KANERLINI Oa O0

You Cand be Well If Youde Waiting For Pain!

As a chiropractor, for over 16 years now, one of the most common ques-
tions I get by new and even existing patients, is fhow did I end up this
way?0

After patients finally make the connection between the pain that they are
experiencing, its association with how their joints line up and move, and
the inevitable degeneration and fusion, the most logical next question is
fhow did it happen?"

Well, the best way I can help them understand how they arrived at this
point is to ask the question, fiWhat did you do to prevent it?6 Which usu-
ally gets the response of iNothing. . . 0o

One of the worst things about our current healthcare culture today is that
we are waiting for pain to dictate our health. We wait for the crisis to tell
us that something is wrong . . . we wait for the engine light to come on
before we take it in, or worse, we wait for the engine to start smoking
before we take action. We would never think about doing that with our
vehicles, so why do we do it with our body, with our health??? It doesnd
make sense . . . We know, with regard to our cars, that if we take them in
on a regular basis, to get the oil changed and everything looked over, the
likelihood of our vehicle functioning better and lasting longer is much
higher . . . the SAME is true for the human body, with regards to the
alignment of our joints, and how the joints themselves actually move.
Most of us know our blood pressure and cholesterol level, but when it
comes to our alignment, and how our joints function, we have not given it
a second thought! What good does it do us to have great blood pressure
and cholesterol numbers . . . if we can@ move?!?!?

Pain is more often than not the last thing to show up and the first thing to
go away . . . just like the engine light scenario. Pain is our body& way of
telling that there is a problem . . . the pain itself is NOT the problem.
The worst thing you can is ignore the pain, or even worse, cover it up . . .
because the CAUSE of the pain is still there, and it& going to wreak havoc
with the quality and quantity of your life. Example: When an individual
has a heart attack with severe chest pain . . . when did that person&
problem first begin? Yes, a long time ago! The same is true with joint
pain, by the time a joint has started to cause pain; the problem has been
there for a long time! The more a joint is restricted by adhesions and
tight muscles, the more pain wedl have, and the more pain we have, the
more our joints become restricted . . . until the joint itself essentially dies!
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That® where chiropractic does what nothing else can, restoring joint alignment and motion . . . giving the
joint new life!

I come from a dental family, and the dentist have done a great job of getting the public to understand that
the better you take care of your teeth now . . . the longer your teeth will last! The same is true with our
joints! If you see a dentist on a regular basis, to prevent tooth decay, why arend you seeing a chiropractor on
a regular basis to prevent spine decay??? We can get teeth replaced, but we cand get our spine replaced!!!!
Oh, and by the way, for those that are fearful of chiropractors, chiropractors malpractice insurance is less than
a dentist! . . . now think about that for a second, if chiropractors did the things that people are so scared of
them doing, our malpractice would be through the roof!!!!

To sum it up, imagine if you were to borrow your neighbor& lawnmower to mow the grass. When done, and
ready to take the mower back, you would want to make sure that the lawnmower is in as good, if not better
shape that when you first borrowed it. I think a lot of the health care problems we see today would be gone
if we treated our health, and our body, like they were not our own. Just like the lawnmower, treat your
health and your body as if you borrowed it . . . and your quality and quantity of life will be better for it!

By the way, chiropractic IS covered by most major insurances, as well as Medicare!
J. Hunter Owen D.C. (Doctor of Chiropractic)

FirstWellnessAustin.com

Office: 512-451-9655

Study of Medicare Advantage Pl an Networ

A Kaiser Family Foundation analysis of private Medicare plan networks finds that Medicare Advantage plans
include about half of area hospitals in their network, on average, while one in five plans have no Academic
Medical Center in-network. Among plans in an area with a National Cancer Institute-designated cancer cen-
ter, more than two in five did not include the cancer center in their network.

Figure ES.1

Hospital Networks Vary Across Medicare Advantage Plans:
16% Have Narrow Networks and 23% Have Broad Networks

Ultra-Narrow
2%

Broad: 70% or more
of hospitals

Broad

23% Medium-Large: 50-69%

of hospitals

Medium-Small: 30-49%
of hospitals

Narrow: 10-29%
of hospitals

Medium-Small Medium-Large
31% 30%

Ultra-Narrow: less than
10% of hospitals

Total = 409 Medicare Advantage Plans Available in 2015

SOURCE: Kaiser Family Foundation analysis of Medicare Advantage plans’ hospital networks in 20 counties, 2016.
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ing the onset of serious health issues is virtually impossible. Also you may experience limited provider choic-
es. Some people have used insurance brokers that have not personalized the choices for the present and the
future. Persons turning 65 are bombarded with sales materials and often are unable to discern the differ-
ences in choices whether it is with Part D or Medigap or Medicare Advantage. Another question is Do you
stay with your employer system as your secondary or leave the system entirely and go with a Medigap plan
to supplement?06 Our recommendation is that decisions are so significant that you seek an independent
health insurance agent that represents multiple options and will take a personal interest in your planning.
Accountable Aging also offers a one-time consultation that brings our experience with our clients to help
guide and plan. We do not sell health insurance, but can make effective referrals. Stay informed as these
decisions can make great impact on healthcare and financial risk. Plan and prevent!!

Medi care -afhd f Endddaree You Aware?

Although Medicare spent significantly more on care for people at the end of life who died in 2014 ($34,529
per person) than for other beneficiaries that year ($9,121 per person), the share of total Medicare spending
for people at the end of life decreased from 18.6 percent to 13.5 percent between 2000 and 2014. Medicare
spending for people at the end of life also decreased with age. Hospice use among Medicare beneficiaries at
the end of life increased between 2000 and 2014 to nearly half (46%) of all beneficiaries. See the report provid-
ed by the Kaiser Family Foundation here.

MEDICARE AND END-OF-LIFE CARE

4 of 5 People Who Died in the United States in 2014 The Share of Total Medicare Spending for People
Were Covered by Medicare at End of Life (EOL) Has Decreased
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Before January 1, 2016, Medicare did not reimburse physicians for patient visits to discuss EOL care.

Authors: Shannon Griffin, MPP; Juliette Cubanski, Source: Kaser Family Foundation analysis. Original
PhD; Tricia Neuman, 5cD; Anne Jankiewicz, and data and detailed source information are available
David Rousseau, MPH; for the Kaiser Family at kff. org/JAMA_11-01-2016.

Foundation. Please cite as: JAMA. 2016;316(17):1754.

101001/jama.201615577
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Page 4 — Medicare Drug Plans (Part D)

Medicare Drug Plan Enrollees Could Face Premium Increases

Current enrollees in stand-alone Medicare Part D plans are projected to face an average 9 percent increase in
premiums if they remain in their current plan for 2017, according to an analysis released by the Kaiser Family
Foundation.

During Medicare® 2017 open enrollment period, which runs from Oct. 15 through Dec. 7, Medicare benefi-
ciaries in each state will have a choice of 22 stand-alone Part D drug plans (PDPs), on average. This is fewer
than in any year since 2006 but still a substantial number of options. which was co-authored by researchers
at Georgetown University and the Foundation.

Price increases make all the more important that enrollment in Part D plans are reviewed at least bi-annually
if not annually. AACM can assist with the plan selection and enrollment process.

Recent Trends In Prescription Drug Spending

The cost of prescription drugs has received a good deal of attention recently, driven in part by a spike is
spending in 2014 and 2015. After several years of fairly low growth, per capita prescription drugs costs are
estimated to have increased by 11.4 percent in 2014 and are projected to increase by 6.8 percent in

2015. The surge in spending is largely the result of high prices for new brand name drugs and price increas-
es for some existing branded drugs. CMS actuaries project per capita drug spending to increase faster over
the next 10 years, between 4 and 6 percent annually, than in the recent period prior to 2014.

The costs of prescriptions has also become a hot-button issue with consumers and policymakers. One in four
people taking prescription drugs report difficulty affording their medication. Regardless of financial position,
these facts strongly argue for review of Part D plans. Things, such as health status, and the cost and the con-
tent of plan formularies, can and frequently do change.

For more details please see this.

Average annual growth rate of prescription drug spending per capita for 1970°s — 1990"s
Annual change in actual prescription drug spending per capita 2000 - 2014 and projected prescription drug spending per capita 2015 - 2024
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Source: Kaiser Family Foundation analysis of National Health Expenditure (NHE) Historical (1960-2014) and Projected (2014-2024) data from Centers for
Medicare and Medicaid Services, Office of the Actuary, National Health Statistics Group (Accessed on December 7, 2015) Note: 2014 to 2015 percent
changes are calculated nsing 2014 and 2015 projected amounts.

Peterson-Kaiser Health System Tracker
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Advisory Panel Targets Rising Medicare Drug Costs

The cost of medications is a concern for many and particularly for the elderly. While a valued financial benefit
to many senior citizens, the cost increases in Medicare Part D plans are disturbing.

According to the Kaiser Health News, Congress should move to slow spending in Medicare& drug benefit by
adopting a package of changes that could save billions, but would also add costs to insurers and have mixed
effects on enrollees.

The commission recommends an interrelated set of proposals it estimates could save at least $10 billion over
five years, partly by encouraging more use of generic drugs and also by creating incentives for insurers to
negotiate better prices from drug makers. While MedPAC recommendations are considered influential, most
experts dond expect Congress to pursue those changes during an election year.

The proposals would:

fISharply reduce or even eliminate the copayments that about 12 million low-income Medicare enrollees pay
for generic drugs — to encourage the use of the lower-cost medications.

fICreate an annual out-of-pocket spending cap for higher-income enrollees that is similar to one already in
place for low-income beneficiaries. After enrollees hit the cap, Medicare would cover 100 percent of the cost
of their medications.

fMake it harder to reach that annual cap by not allowing a drug discount given by manufacturers to count
toward the enrollees6out-of-pocket maximum.

fRequire insurers to pay 80 percent of drug costs, up from the current 15 percent, after patients hit the out-
of-pocket maximum.

While patient groups like the idea of reducing generic copayments for low-income enrollees and setting an
annual cap, they fear that the proposal would mean patients will remain in what is called the coverage gap or
fidoughnut holeo for longer periods. While in that doughnut hole, enrollees pay a higher percentage of drug
costs. MedPAC estimates that its proposal would mean about half of beneficiaries whose drug spending is
enough to hit this gap would remain in it longer, paying about $1,000 more each as a result.

Medicare Access and Chip Reauthorization Act (MACRA)

Medicare is in the process of changing the way it pays doctors and other clinicians. fiThe goal is to reward
quality, penalize poor performance and avoid paying piecemeal for services. Whether it succeeds or fails, it&
onedof the biggest changes in Medicare® 50-year historyo according to Ricardo Alonso-Zalddvar of the Associ-
ated Press.

The old fee schedule known as Sustainable Growth Rate (SGR) is being replaced with the MACRA fee sched-
ule starting 2017. This is a fee payment schedule that contains penalties and bonuses. Like many major piec-
es of legislation past by Congress in recent years, the enabling bill is nearly 2,400 pages long.

The graph on Page 6 demonstrates Medicare thought-process regarding future payments to clinicians; it is
going to focus on average cost and quality measures and either provide a bonus payment or apply a penalty
to payments.

Under MACRA two payment models are possible: Alternate Practice Model (APM) or Merit-Based Incentive
Payment System (MIPS.) Each has its plus and minuses depending on such factors as size of covered group,
several risk factors, financial reserves, compliance issues and other factors.
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YOUR QUALITY TIERING PERFORMANCE: AVERAGE QUALITY, AVERAGE COST
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YOUR VALUE-BASED PAYMENT ADJUSTMENT BASED ON QUALITY TIERING

e Based on 2012 performance, electing the guality benng approach would resull in a payment adjustment of «0.0%

Payment adyustments for each level of perforrmance are shrown below

Low Cost
Average Cost
High Cost

Low Quality

Average Quality

High Quality

+0.0% +1.0x% +2.0x%
-0.5% +0.0% +1.0x%
-1.0% -0.5% +0.0%

Note x refers 1o a payment adyustment factor yet to be determuned due to budget neulralty reguirements

Source: Donna Kinney, Texas Medical Association

Accountable Aging Care Management is on Facebook and has a blog!
Please look for current AACM thoughts and information at these sites.

&3 facebook

Because referrals are the lifeblood of our business, the best way you can thank us is by referring a

friend, neighbor or colleague to us! We appreciate all your referrals.

Accountable Aging Care Management Team
Mary Koffend, President

Mick Koffend, Director of Services

Spencer Brown, MSG, LNFA, CMC, Care Manager

Mary Cooper, BS, RN, Care Manager

Elizabeth Edenfield, BSN, RN, Care Manager

Lessa Ennis, Office Manager
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Juli Morrison, Client Coordinator
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Austin 512.342.9800
Bryan/College Station 979.314.7211
Dallas 214.206.1696
San Antonio 210.568.7934

Visit us online: www.accountableaging.com

Accountable Aging Care Management is an eldercare
consulting and care management firm.

Accountable Aging is a single source for older adults
and their families to attain knowledge, resources and
on-going assistance with the challenges related to aging
or caring for an elder loved one. We serve older adults
in Austin, Bryan/College Station, Dallas, San Antonio
and the surrounding areas.

With this newsletter, our aim is to provide a trusted
conduit for eldercare information and resources and to
highlight the services we offer that meet the needs of
older adults and their families.

You received this newsletter because you previously
opted into this service. If you no longer wish to receive
email communications from Accountable Aging, please
send an email to info@accountableaging.com, and write
"unsubscribe" in the subject line. We value your
privacy. Please view our privacy policy.
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