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Message from Alliance for Retired Americans Leaders

Alliance Members Lobby
Congress, Plan Strategy

to Elect Kamala Harris at the
Northeast Regional Meeting

This week the
Alliance hosted its
Northeast
Regional meeting
in Washington,
DC. Members
from Connecticut,
DC, Maryland,

Robert Roach, Jr
President, ARA

New York, Pennsylvania and
Rhode Island discussed the 2024
elections; lobbied on Capitol Hill
to build support for retiree issues,
including lowering drug prices
and strengthening Social
Security; and collaborated on
ways to bring younger workers
into the movement.

On Tuesday, International
Association of Machinists and
Aerospace Workers International
President Brian Bryant spoke
passionately about the need to
elect Vice President Kamala
Harris as President.

Alliance President Robert
Roach, Jr. stressed the need to
end the politics of division and
hate, and Executive Director
Fiesta spoke about the
importance of turning out the
senior vote to elect pro-retiree
candidates.

On Wednesday, Robert Porto
(IUPAT) was elected a
Northeastern Regional board
member and Roger Boudreau

(AFT) and Carol Rosenblatt
(AFSCME) were re-clected.
President Roach also appointed
Jody Weinreich (Workers
United) to another term.

Later, representatives from the
American Federation of
Government Employees
discussed the importance of
restoring the Social Security
Administration’s operating
budget to past budget levels to
reduce wait times
and better serve
beneficiaries.

“The energy at the
@ conference for
electing Kamala
| Harris as our next
President was
electric,” said
President Roach. “Alliance
members know the best way to
enhance Social Security and
Medicare and lower health care
costs is to elect Vice President
Harris and a Democratic House
and Senate, and this week's
conference helped provide the
tools to get that message out.”
Alliance Protests Trump’s
Project 2025 Efforts to Slash
Medicare Benefits
Holding signs that said “No
Project 2025, Keep Medicare
Alive” and “Forget Trump-
Vance, Give Seniors a Chance,”
Alliance members marked the
59th anniversary of Medicare
with a protest outside the
Heritage Foundation Tuesday.

The action drew attention to
Project 2025, the policy and
personnel blueprint the Heritage
Foundation created for a possible
second Donald Trump
presidency. The plan was drafted
by dozens of former Trump

Administration officials and
Trump praised the project on
numerous occasions.

Project 2025 calls for
dangerous changes to Medicare.
It would force all new enrollees
into a for-profit Medicare plan
that limits which doctors they can
see. Trump and Project 2025 also
want to repeal the historic law
passed by President Biden and
Vice President Harris that is
lowering drug prices by capping
insulin at $35 a month and
capping out of pocket expenses.

In addition, Project 2025 calls
for enrolling all new beneficiaries
into for-profit Medicare
Advantage (MA) plans. The
plans often force people with
chronic conditions or severe
health needs to face challenging
pre-authorization requirements
and difficulties staying in-
network.

“This is the 59th anniversary of
Medicare and we want to keep it
strong so that there is
a 60th and a 61st,”
said Alliance
Executive Director
_ Richard Fiesta at the

. Svent. “We’re here at
the Heritage
Foundation because
ARA I Donald Trump’s
buddies have a plan to totally
privatize the program.”

Pennsylvania Alliance
President Mike Crossey, a retired
teacher, added, “This election is
about healthcare for retirees. This
election is about a secure
retirement for every single person
who retires in this country. It’s
about protecting Medicare. This
election is about the future of our
country.”

Rich Fiesta,
Executive
Director,

Alliance Members Celebrate
Medicare's S9th Anniversary
from Coast to Coast

Alliance members across the
country celebrated Medicare’s
59th Anniversary on Tuesday. In
Dallas, members of the Texas
Alliance picketed for the
protection and expansion of
Medicare and Medicaid alongside
Texas State Representative
candidate Elizabeth Ginsberg.

In San Francisco, the
California Alliance’s rally
included speeches from the
Alliance, SF Gray Panthers, the
Movement to End Privatization

' of

Medicare Bay Area, and singer-
songwriter Hali Hammer.
Alliance members in several
other states also celebrated the
anniversary.

“Before Medicare, only half of
the nation’s seniors had health
insurance,” said Joseph Peters,
Jr., Secretary-
Treasurer of the
Alliance. “Thanks
to Medicare, 56.6
million Americans
aged 65 and older
have guaranteed
health coverage.
Our mission now is
to protect it and expand it so it
includes a vision, hearing and
dental benefit.”

Joseph Peters, Jr.
Secretary
Treasurer ARA
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PBGC Approves SFA Application for New England Teamsters Plan

New England Teamsters Plan
Averts Insolvency and
Reduction of Benefits

Through Receipt of
Special Financial Assistance
For Immediate Release
Date July 29, 2024
WASHINGTON, D.C. — The

Pension Benefit Guaranty
Corporation (PBGC) announced
today that it has approved the
application submitted to

the Special Financial Assistance
(SFA) Program by the New

England Teamsters Pension Plan
(New England Teamsters Plan).
The plan, based in Burlington,
Massachusetts, covers 72,141
participants in the transportation
industry.

The New England Teamsters
Plan will receive approximately
$5.7 billion in special financial
assistance, including interest to
the expected date of payment to
the plan. The plan was projected
to become insolvent and run out
of money in 2028. Without the
SFA Program, the New England
Teamsters Plan would have been
required to reduce participants’
benefits to the PBGC guarantee

level upon plan
insolvency, which means
that their pension benefits
would have been cut by
roughly 75 percent below the
amount payable under the terms
of the plan. SFA will enable the
plan to continue to pay retirement
benefits without reduction for
many years into the future.

“These hard-working
Teamsters helped build a better
America and now the Biden-
Harris administration is working
to deliver the secure, dignified
retirement they deserve,” said
Acting Secretary of Labor Julie
A. Su. “By providing Special
Financial Assistance, this
administration will ensure that
these 72,141 workers get the
benefits they have earned after a
lifetime of hard work and can
retire with dignity.”

About the Special Financial
Assistance Program

The SFA Program was enacted
as part of the American Rescue
Plan (ARP) Act of 2021. The
program provides funding to
severely underfunded
multiemployer pension plans and

£
PBGC

will ensure that millions
of America’s workers,
retirees, and their families
receive the pension
benefits they earned.

The SFA Program requires
plans to demonstrate eligibility
for SFA and to calculate the
amount of assistance pursuant to
ARP and PBGC’s regulations.
SFA and earnings thereon must
be segregated from other plan
assets and may be used only to
pay plan benefits and
administrative expenses. Plans
receiving SFA are also subject to
certain terms, conditions and
reporting requirements, including
an annual statement documenting
compliance with the terms and
conditions. PBGC is authorized to
conduct periodic audits of
multiemployer plans that receive
SFA.

As of July 29, 2024, PBGC has
announced approval of about
$67.7 billion in SFA to plans that
cover about 1,148,000 workers,
retirees, and beneficiaries.

The SFA Program operates
under a final rule, published in
the Federal Register on July 8,

2022, which became effective
August 8, 2022, and was
amended effective January 26,
2023.

About PBGC

PBGC protects the retirement
security of over 31 million
American workers, retirees, and
beneficiaries in both single-
employer and multiemployer
private sector pension plans. The
agency’s two insurance programs
are legally separate and
operationally and financially
independent. PBGC is directly
responsible for the benefits of
nearly 1.4 million participants
and beneficiaries in failed single-
employer pension plans. The
Single-Employer Program is
financed by insurance premiums,
investment income, and assets
and recoveries from failed single-
employer plans. The
Multiemployer Program is
financed by insurance premiums
and investment income. Special
financial assistance for financially
troubled multiemployer plans is
financed by general taxpayer
monies.

New Program to Help Willing Part D Plans Keep Premiums in Check

This week, the Centers for
Medicare & Medicaid Services
(CMS) announced a new
project designed to help keep
costs and premiums down for
Medicare Part D prescription drug
plans. The project will be
voluntary and limited to
standalone Part D plans—those
that are not tied to Medicare
Advantage (MA-PDs).

The Inflation Reduction Act
(IRA) changed the Part D benefit,
including by adding an out-of-
pocket cap of $2,000 in 2025,
restructuring the coverage phases,
and shifting some Medicare cost
liabilities onto plans and drug
manufacturers. These and other
changes may increase costs and
risk for plans. As a result, many
plans increased their annual bids,
which are their estimates for how
much they would need to charge
in premiums for the coming year.

Importantly, because Congress
could foresee that plans would
want to increase premiums to
offset any additional costs, the
IRA already includes a
mechanism to protect enrollees
from significant premium spikes

under the restructuring.
That safeguard limits
increases in the Part D
base premium to 6%
growth each year. The
federal government is subsidizing
the difference between the plan
bid and this maximum increase.
As a result, CMS expects the
base premium will be $36.78 in
2025, $2.08 more than 2024.

Because this is an average,
however, premiums for individual
Part D plans can have more
variation. This is where CMS’s
new premium stabilization
demonstration project comes in. It
will allow participating
standalone plans to reduce their
financial risk. In exchange, the
plans will have to keep these
subsidized costs down.

The project is limited to
standalone plans because MA-
PDs already have mechanisms
that allow them to lower their
premiums. MA organizations can
and do use rebate dollars to
reduce premiums to make the
plans more attractive to people
with Medicare. Standalone Part D
plans for people in Original

< %>, Medicare do not have
\;*’ . the same option.

- =~ This means the playing
field between MA and
Original Medicare,
which is already uneven, would
likely get worse without this
project. Plans that choose not to
participate may raise costs for
beneficiaries in 2025.

While this project is new, it
mirrors past CMS programs. As
the CMS fact sheet explains, the
agency has conducted this type of
Medicare demonstration before,
“to address transitional issues
associated with the
implementation of major
changes... For example, in the
early years of the Part D program,
CMS implemented several
demonstrations to test changes
designed to limit fluctuations in
basic premiums and to stabilize
premium subsidies for low-
income individuals.”

We welcome CMS’s move to
keep the Part D marketplace
stable and allow enrollees to
benefit from the IRA’s major
changes. We encourage all
standalone plans to participate

and protect beneficiaries from
avoidable premium changes.

We also note that the IRA’s
restructuring of Part D makes it
especially important for all
beneficiaries to assess their drug
plans during this fall’s open
enrollment period. This includes
making sure the plan is affordable
and that it covers all needed
drugs.

People in MA should also
assess their drug coverage as well
as looking into other costs and
checking to see if their providers
are still participating in the plan.

As fall open enrollment
approaches, enrollees should look
for correspondence from their
existing plans that will explain
any changes. Medicare Rights
will also put out additional
information and reminders about
why everyone with Medicare
should assess their coverage and
make sure they have access to the
care they need.
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Guidance on Inflation Reduction Act’s Medicare Prescription Payment Plan Released

Last week, CMS
released additional guidance
regarding Medicare Prescription
Payment Plan (MPPP) outreach
and education. The MPPP,
sometimes referred to as
“smoothing,” was established in
the Inflation Reduction Act
(IRA) and allows Medicare
beneficiaries with Part D to opt
into an alternative payment
structure for their cost-sharing for
covered Part D medications.

Starting in 2025, people
enrolled in a Part D plan will
have the option to spread their
out-of-pocket Part D costs over
the calendar year rather than
paying directly at the pharmacy
counter. It is critical to keep in
mind that the program does not
reduce or increase a person’s Part
D cost-sharing obligations—it
only shifts them. This program
launches at the same time as
other Part D restructuring
changes included in the IRA,

S :
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most notably the ,
establishment of a $2,000 _/
out-of-pocket cap.

As described by the \
IRA and CMS, when
someone opts into the MPPP,
their plan will communicate that
election to their chosen pharmacy
as part of their payment
transaction. At the point of sale,
the person will not be charged.
Instead, the plan will pay the
beneficiary’s cost-sharing
obligation—deductible,
coinsurance, or copay, depending
on their plan details—to the
pharmacy. Then, using a formula
set forth in the IRA statute, the
plan will send the beneficiary a
monthly bill. Opting into the
program does not change how
enrollees move through the Part
D benefit or what counts toward
their deductible or $2,000 out-of-
pocket cap.

Whether the MPPP will be a
good choice for a particular

beneficiary will depend
on a variety of individual
. circumstances and

¥ preferences. In the most
~ recent guidance, CMS
requires plans to identify and
conduct outreach to individuals
who are likely to benefit from the
program—those who incurred
$2,000 in Part D cost-sharing
expenses between January 1 and
September 30 of 2024, and those
who, in 2025, incur out-of-pocket
costs for a single prescription that
equal or exceed $600. The
guidance also provides some
examples of beneficiaries who
are less likely to benefit from the
MPPP. For example, people who
have relatively low or stable Part
D cost-sharing across the plan
year as well as those who are
unlikely to reach the $2,000 cap
could see a less even distribution
of costs under the MPPP, with
higher bills in the later months of
the year. This is due to the

3

cumulative effect of one’s
prescription drug costs and the
MPPP’s monthly billing
structure. The guidance also
notes that people are unlikely to
experience significant benefit
from opting into the program late
in the year, since their costs could
only be spread over the
remaining calendar months and
directs plan outreach to focus on
pre-plan year and early month
education.

CMS also released model
materials and a MPPP timeline.
This and previous guidance is
available on the CMS page
devoted to the Inflation
Reduction Act, under the “Part
D Improvements” tab. CMS also
announced that Medicare Plan
Finder will feature a cost preview
feature that incorporates the
MPPP as an option, as well as
plans for trainings for SHIPs and
other partners to take place this
summer and in early fall.

Will My Disability Benefits Change When I Turn 65?

If you’ve been on Medicare
prior to age 65 because of a
disability, turning 65 offers
another opportunity to review
your benefits and coverage
selections.

If you're younger than 65 and
have been on Social Security
disability benefits for a while,
you may have already navigated
the process of using Medicare as
your health insurance provider.

But what happens when you

celebrate your 65th
birthday? Will you have to
start the sometimes
laborious process all over
again?

What Is Medicare?
Medicare, the federal health
insurance program established in

1965, was designed to provide

coverage for American adults

over age 65. At the time, most
Americans retired at about that
age, so Medicare was meant to

kick in when coverage

m from an employer-based

_ insurance plan ended.

@ In 1972, Medicare was
expanded to cover people
younger than 65 — if they receive
Social Security disability
benefits. Since then, qualifying
for such benefits has meant
meeting several requirements and
completing a 24-month waiting
period before coverage kicks in.

Two specific conditions are
exempt from the 24-month
waiting period: end-stage kidney
disease and amyotrophic lateral
sclerosis (ALS). Individuals with
these diseases can qualify for
Medicare no matter their age and
without having to fulfill the two-
year waiting period. ....Read
More

As Medicare Turns 59, We Celebrate the Program’s Successes and Its Future

This week 59 years ago,
President Lyndon B. Johnson
signed Medicare and Medicaid
into law, improving access to
care and advancing health and
financial security for millions of
Americans. As we celebrate this
milestone, we pause to recognize
the critical role of Medicare in
the nation’s health care system
and in the lives of its nearly 70
million enrollees, and the
importance of ensuring the
program is best positioned to
meet current and future needs.

Medicare has long been
a powerful tool to reduce
injustice and inequality, and it
continues to promise coverage to
all who qualify. But inequities

remain. Medicare
Rights supports
addressing disparities
in ways that advance
equity, justice, and access to
care. This includes strengthening
core health care programs—
Medicare, Medicaid, and the
Affordable Care Act—and
improving the entire health care
and social services landscape,
including federal, state, and
community-based initiatives that
support these enrollees, their
families, unpaid caregivers, and
the health care workforce.
Within this framework, we call
on policymakers to reduce
barriers to care. On our helpline,
we frequently hear from people

N

with Medicare who are
struggling to access and
afford their earned
benefits. These financial
challenges, along with confusing
Medicare rules and requirements,
can make it difficult for people to
get the care they need when they
need it.

Easing eligibility for
Medicare’s low-income
assistance programs; reducing
costs and Medicare Advantage
(MA) overpayments; limiting
beneficiary cost exposure;
streamlining Medicare’s appeals
processes; filling gaps in the
Medicare benefit; and enforcing
current coverage rules could
make Medicare easier to navigate

and afford. Stronger rules, plan
oversight, and consumer
protections are needed to address
MA-specific barriers like
inadequate provider networks;
aggressive marketing; abusive
utilization management;
inappropriate coverage denials;
and the lack of integration in
Dual Eligible Special Needs
Plans. To best support people
with Medicare and the program,
we ultimately recommend
equalizing payment and coverage
between MA and OM, with
strong coverage rules and cost
protections....Read More
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Common Medical Billing Errors Keep Many Americans From Care: Report

Insured working-age adults are
frequently being hit with medical
bills for services that should have
been covered, a new
Commonwealth Fund survey has
found.

Close to half (45%) of insured
workers have received a bill or
copay in the past year for a
service they thought should have
been paid by health insurance, the
survey shows.

Fewer than half challenged the
bills, mostly because they weren’t
aware they had the right to do so,
researchers found.

But when they did mount a
challenge, patients often found
the bill had indeed been issued in
error.

More than one-third (38%) of
those who disputed medical bills
had their bill reduced or

eliminated, the survey
found.

“Our findings highlight a
troubling reality: even with
health insurance, many
Americans are struggling to
navigate a complex and often
opaque health care system,” said
Commonwealth Fund
President Dr. Joseph
Betancourt.

The same goes for getting
insurance to agree to cover
medical services, with many
being turned down in error,
results showed.

Nearly 17% of patients were
denied coverage by their insurer
for a doctor-recommended
service.

But half of adults who
challenged a coverage denial
reported success in getting some

®
. d

or all of the denied services
approved, researchers said.
These coverage denials had
a direct impact on patients’
=== health, researchers found.

Nearly 60% said a denial led to
a delay in their care, and nearly
half (47%) had their symptoms
worsen as a result.

“When substantial numbers of
people with health insurance are
facing unexpected bills and
having doctor-recommended care
denied, our health care system is
failing patients,” said
researcher Sara Collins,
Commonwealth Fund's senior
scholar and vice president for
health care coverage and access.

“And much of this failure can
be attributed to the complex
insurer billing practices and
loopholes that fuel a lack of

accountability for these billing
errors and unfair coverage
denials,” Collins added in a
Commonwealth Fund news
release.

Among people who didn’t
challenge a billing error, more
than half (54%) said it was
because they weren’t sure they
had the right to do so.

This uncertainty was most
common among people with low
to moderate incomes, those
younger than 50 and Hispanic
adults.

Younger adults (ages 19-34)
were the most likely to be
unaware of their rights, with 60%
not knowing they could challenge
a bill, researchers found....Read
More

Seniors will soon find out the
new prices for several drugs
under Medicare, and their
wallets may be better off for it.
Under the Inflation Reduction
Act, Medicare gained the ability
to negotiate drug prices after
years of the practice being
banned. Those prices will be
made official in September.
Medicare Part D
covers prescription drugs, but
there were no rules in place
allowing price negotiation, often
leaving seniors with hefty bills
and limited ways of covering
necessary drugs.

The changes are part of the Act,
which was approved
in Congress in 2022 and signed

Medicare Drug Prices Are Changing

into law by President Joe
Biden. It resulted in
negotiations between A
Medicare and big pharma |
for 10 drugs. In 2025, L ‘
that will be 15 prescription drugs,
with as many as 20 being
negotiated by 2030.

"For seniors, this is a game-
changer," Alex Beene, a financial
literacy instructor at the
University of Tennessee at
Martin, told Newsweek. "For
certain prescription drugs covered
by Medicare Part D over the
years, negotiations for better
pricing haven't been allowed.
With the Inflation Reduction Act
taking effect, though, now there
are up to 10 drugs that Medicare

will be able to enter
negotiations over pricing
with pharmaceutical
companies."

Currently, Medicare Part
D spends more than $200 billion
per year, with much of the money
going to the same types of
medications. The drugs that will
now be negotiated cost more than
$50 billion between June 2022
and June 2023.

Drug companies have been
negotiating with Medicare since
February, with the end of
negotiations set for September 1.
Once the prices are set, they will
go into effect in January 2026.
According to the law, the
medications selected had to fit

certain criteria: They must be
brand-name drugs without a
generic version and need to have
been available for at least seven
years at the time of negotiation.

Some of the most popular
drugs used by Medicare
recipients are blood thinners
Eliquis and Xarelto. Others
include heart and diabetes
medications Jardiance and
Farxiga, along with cancer
treatment drug Imbruvica.

The costs for these types of
medications can quickly add up,
with the average recipient paying
somewhere between $121 to
$5,247, according to the
Department of Health and Human
Services....Read More

Bipartisan agreement on how to keep drug middlemen from ripping people off

A new bill in Congress would
end some of the most egregious
practices of Pharmacy Benefit
Managers (PBMs), reports
Annika Kim Constantino
for CNBC. PBMs are the drug
middlemen who negotiate lower
drug prices from manufacturers
and then tend to pocket the
savings for themselves or the
health insurers who own them.
The bill sounds appealing, but the
only way to ensure fair drug
prices for Americans is to remove
the PBMs from the mix and have
the government negotiate drug
prices directly with the
pharmaceutical manufacturers, as

every other wealthy
country does.

Right now, the PBMs
are driving up drug costs
and forcing millions of
Americans to forgo or delay
filling their prescriptions. The
PBMs are also driving
community pharmacies out of
business by underpaying them for
their services or steering
customers to pharmacies that
promote the PBMs’ financial
interests. The Congressional bill
would make it easier for people
to use community pharmacies,
help ensure the PBMs pay these
pharmacies appropriately, and

e

lower people’s drug costs.
This bill is not the only
bill attempting to address
high drug costs and abuses
by the PBMs. And, though
it’s bipartisan, it’s not at all clear
that it will become law. Because
the insurers and PBMs are so
powerful, Congress is often
hamstrung in its efforts to address
their bad acts. Three PBMs—
Optum Rx, Express Scripts and
CVS Caremark—control about 85
percent of the prescription drug
market and are owned by big
insurers.

Fortunately, the FTC is also
working to address PBM abusive

and unfair practices harming
consumers. It plans to sue the
three largest PBMs, which
control about 80 percent of the
market.

If passed, the bill would create
a new model for paying
pharmacies. For reasons I can’t
explain, PBMs do not reimburse
pharmacies based on what they
pay for drugs. The bill also would
require PBMs to pass along to
patients 80 percent of the savings
they negotiate. And, it would
forbid PBMs from steering
patients to brand-name drugs
when lower-cost generics are
available.
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New Brookings Whitepaper Examines Health Care Landscape for Older Adults

A new whitepaper from the
Brookings Center on Health

Policy draws on an array of data
sources to identify opportunities
to improve the mental health care
landscape for older adults. The
analysis focuses on the following
observations:

There are disparities in rates
of mental illness, substance use
disorder (SUD), and suicide
among older adults. The authors
found significant variations in the
prevalence of mental illness and
suicide: Black and lower-income
older adults were most likely to
experience mental illness and
substance use disorder; women
were more likely to experience
mental illness, and men were
more likely to experience SUD.
Across all age groups, men had
significantly higher suicide rates
than women.

Mental health, functional
impairment, and economic
disadvantage collectively
impact the experience of aging.

They also noted links
between social isolation,
functional impairment,
financial insecurity, and
poor mental health. For
example, older adults with
symptoms of depression were
more likely to feel lonely, live
alone, and have smaller social
networks, and those with
functional limitations were more
likely to have symptoms of
depression and alcohol use
disorder. Similarly, rates of
depression grew alongside
functional impairment, and
depression symptoms were
highest among those with the
lowest incomes.

Care settings vary, telehealth
remains prominent. The authors
observed that outpatient

care settings tend to differ based
on mental illness type and
complexity. For example, older
adults with depression or no
mental illness diagnosis typically

saw private therapists while
| those with severe illness

| mental health
& clinics; people with
: SUD usually received care
at rehab facilities and self-help
groups. Despite these
differences, telehealth
services were the most heavily
used, regardless of diagnosis.
Barriers to accessing mental
health care persist among older
adults. Critically, the data
suggest many older adults with
mental illness are not receiving
treatment at all, which the authors
attribute to barriers such as
underinsurance, affordability, and
stigma. Specifically, the authors
found it likely that many
Medicare enrollees with
behavioral health needs
experience financial challenges
due to treatment costs and
Medicare’s incomplete coverage.
And that this, along with “stigma

and misconceptions about mental
health, is likely to discourage
treatment as evidenced by lower
rates of treatment among those
with a diagnosed condition
compared to the under 65-year-
old population.”

Medicare Rights agrees that
reforms are needed to improve
behavioral health services for
older adults. These include
strengthening Medicare coverage
rules, boosting plan and provider
oversight, making it easier to
obtain low-income assistance,
and embedding financial and
consumer protections program-
wide, to ensure all beneficiaries
have meaningful and timely
access to care.

Read the whitepaper, The
mental health landscape for
older adults in the U.S.

Read more about Medicare
coverage of mental health
services on Medicare
Interactive, and download
helpful resources here.

What

Appealing a denial of coverage
can be complex and time
consuming, but there are ways to
navigate the system. Read on for
tips to ease the process and get
results.

Since their introduction 20
years ago, Medicare
Advantage plans have become a
rapidly expanding option in the
Medicare system. In 2023, more
than 30 million people enrolled in
a Medicare Advantage plan,
accounting for 51% of those
eligible for Medicare. By 2033,
those enrolled in Medicare
Advantage plans are expected to
rise to 62% of all eligible

to Do When Medicare Advantage Plans Deny Coverage

beneficiaries of L

Medicare, according to
the Congressional
Budget Office.
Medicare Advantage,
also known as Medicare Part C,
offers many benefits. By law,
private insurance companies that
administer Advantage plans are
required to offer the same
benefits as original Medicare,
which consists of Part A (hospital
insurance) and Part B (medical
insurance). Depending on the
Medicare Advantage plan, they
often come with extra benefits
not provided in original
Medicare, such as prescription

- &%

T ﬁ!

. drug
coverage, vision, dental

care, sometimes gym
membership and more.

“ However, one potential

drawback can be their

use of prior authorizations when
determining if care is medically
necessary. If a service or
procedure is deemed medically
unnecessary, your Medicare
Advantage plan can deny
coverage.

Here's what to do if your
Medicare Advantage plan refuses
to provide coverage.

Advantage Plans and Prior
Authorization

A prior authorization is when
your health care provider must
first obtain approval from your
health insurance plan before
moving forward with a specific
medication, procedure or
treatment. It is a common process
that helps prevent unnecessary
care, decrease wasteful spending
and maintain insurance company
profit. However, there is concern
that the current system may also
create barriers and delays to
medically necessary care for
seniors.....Read More

Dear Marci,

My doctor put me on a few new
medications and my drug costs
are becoming more difficult to
afford. Is there any way to reduce
my Part D costs?

— Arjun (Reno, NV)
Dear Arjun,

I’m sorry to hear that! That’s a
concern for so many. There are a
few programs and strategies that
might help you save money on
your prescriptions.

If your income is below $1,903
per month as an individual, or

Dear Marci: How can I save on my medications?

f@. [ deductible, and/or

$2,575 if married, and
you also have limited
assets, you could be eligible

for Extra Help. Extra help is a
cost-assistance program that can
help you pay for your
prescription drugs and pays for a
portion of your Part D premium.
There are also State
Pharmaceutical Assistance
Programs (SPAPs) offered by
most states that can help you pay
for your prescription drugs. Some
SPAPS also help pay for your
Part D plan’s premium,

copays. Check this list
of State Pharmaceutical
Assistance Programs to find out
if your state has an SPAP, to find
out if you’re eligible, and how to
enroll. You can also contact
your State Health Insurance
Assistance Program (SHIP) to
learn about possible SPAPs in
your state.
If you do not qualify for these
programs, check out these other
options and strategies for those
who are having trouble

affording drug costs. For
example, some of your
medications may have
manufacturer discounts or
coupons that you can find
on www.NeedyMeds.org.
Also note that beginning in
2025, your Part D our out-of-
pocket costs will be limited to
$2,000 in deductibles, copays,
and coinsurance. Learn more
about Part D changes due to the
Inflation Reduction Act here.
Best of luck,
-Marci
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Jakob Emerson reports
for Becker’s Hospital
Review that at least 15 large
hospital systems are dropping
their Medicare Advantage
contracts this year. As we’ve

More hospitals are dropping Medicare Advantage

But, report after report
shows that Medicare
Advantage enrollees
face huge obstacles to
care when they most
need it. They face bureaucratic

seen over the last couple of years,
hospitals are making clear that
Medicare Advantage enrollees
risk not getting needed care in a
timely manner, if at all. In
addition, as hospitals refuse to
continue to be part of Medicare
Advantage networks, Medicare
Advantage enrollees are
struggling to access hospital
services.

More than 30 million older
adults and people with disabilities
are now enrolled in Medicare
Advantage plans. The insurers
offering Medicare Advantage
plans mislead them to believe that
they will get all the benefits of
Medicare and more, as they
should, in Medicare Advantage.

prior authorization hurdles when
they have cancer, or need rehab
or skilled nursing services as well
as other costly treatments. Their
Medicare Advantage plans too
often deny them critical care.
Hospital systems offer several
reasons why they are ending their
Medicare Advantage contracts.
The biggest reason, by far, is that
Medicare Advantage plans deny
care excessively through their
prior authorization processes.
And, when patients get care,
Medicare Advantage plans too
often do not reimburse the
hospitals for the care they get.
Among the most commonly
cited reasons hospitals are
cancelling their Medicare

Advantage contracts are
excessive prior
authorization denial rates
and slow payments from
insurers. As a result, a
recent survey of 135 health
system CFOs by the Healthcare
Financial Management
Association found that 16 percent
intend to end contracts with at
least one Medicare Advantage
plan in the next two years. Nearly
half of them reported that they are
considering cancelling their
Medicare Advantage contracts.
Sixty-two percent said that it had
become increasingly more
difficult to get the Medicare
Advantage plans to pay for the
care the hospitals provide.

UnitedHealth and Humana are
the two insurers with the largest
share of Medicare Advantage
enrollees. They appear to be
among the worst offenders when
it comes to prior authorization

abuses and denied payments from
the hospital systems’ perspective.

In Canton, Ohio Aultman
Health System is ending its
hospital and physician contracts
with Humana Medicare
Advantage. Med Health System
in Albany, New York, Power
Health in Munster, Indiana,
Memorial Hermann Health
System in Houston, Texas,
WellSpan Health in York,
Pennsylvania, Christiana Care in
Newark, Delaware, EcuHealth in
Greenville, North Carolina, and
Genesis Healthcare System in
Zanesville, Ohio either have or
will cancel their Humana
Medicare Advantage contracts
this year.

Comanche County Memorial
Hospital in Lawton, Oklahoma is
ending its UnitedHealthcare
Medicare Advantage contracts as
is Samaritan Health Services in
Carvallis, Oregon.

Low-income communities are particularly at risk in Medicare Advantage

Insurers offering Medicare
Advantage plans too often delay
and deny care inappropriately. If
you happen to live in a low-
income community, you are more
likely to be forced to join a
Medicare Advantage plan that
does not cover the care to which
you are entitled under Medicare,
according to a new analysis by
Avni Gupta et al. published
in JAMA. This analysis adds to
the mountains of evidence that
insurers are fostering health
inequities among Black, Hispanic
and other vulnerable Americans
in Medicare Advantage.

To be clear, you should not
assume that if you are a middle-
class white American in a

Medicare Advantage =
plan that you will get the
care you need. Even at /
Medicare Advantage s
plans with five-star

ratings delay and deny care
inappropriately. And, there is no
way for you to know which ones
do.

You are better off in traditional
Medicare if you get sick and need
costly and complex care. You can
choose your physicians and you
will get the care you need in a
timely manner without
bureaucratic hassle. But, you will
need Medicare supplemental
insurance or Medigap, to protect
you from financial risk. With
Medigap you will have few out-

R
1% rorcies

),
Control

=, Of-pocket costs, but it
—_ "+ will cost you around
$2,500 a year. While
Medicare Advantage
plans have an out-of-
pocket cap, your out-of-pocket
costs for in-network care alone
can be as high as $8,850 this
year, depending upon the
Medicare Advantage plan you
join. If you go out-of-network,
your costs will be even higher.
But, if you live in a low-
income community, you are more
likely to have fewer choices of
Medicare Advantage plans with
five-star ratings. And, it is fair to
assume that plans with one, two,

three and four-star ratings
should be avoided. If a plan is

s

not able to earn a five-star rating,
there’s likely something wrong
with its performance.

Put differently, it is harder to
enroll in a Medicare Advantage
plan with a five-star rating if you
live in a community with greater
poverty and unemployment. As a
result, you are likely to
experience worse health
outcomes. Specifically, you are
more likely to receive poorer
chronic care management and
less likely to receive screenings
and vaccinations. Customer
service is more likely not to be
good. And, if your Medicare
Advantage plan inappropriately
denies the care you need, it could
be harder to challenge that denial.

Drug prices keep going up, some faster than inflation

Until Congress regulates drug
prices in the US as every other
wealthy country does,
prescription drug prices will
continue to go up and an
increasing number of Americans
will suffer or die because they
can’t afford their drugs. In the
week ending July 5,
pharmaceutical companies raised
prices for 195 drugs, based on
new data from Patients for
Affordable Drugs,
reports MM+M. Price increases

were greater than the rate
of inflation for more than
half of these drugs.

Eli Lilly, BMS, Pfizer,
AbbVie, Novartis and GSK raised
prescription drug prices of certain
drugs around seven percent, more
than twice the rate of inflation,
which was three percent. Prices
rose $620, on average. Many of
these drugs were cancer drugs or
drugs for people with
autoimmune conditions.

The price of Revlimid, a

Celgene/Bristol Myers
Squibb drug, which treats

»] {1 myelodysplastic

syndrome, multiple
myeloma and mantle cell
lymphoma increased seven
percent. The drug price jumped
from $83,322 to $89,155.

Some drug prices rose only a
small amount. But, we know that
even a very small out-of-pocket
cost increase for a drug means
that some people will stop

taking their drugs. These price

hikes will not stop until Congress
regulates drug prices.

Medicare has begun negotiating
the prices of ten high-priced
drugs. We will know next month
how the negotiated prices
compare to what people pay in
other wealthy countries for the
same drugs. For reasons I cannot
explain, people with Medicare
will not benefit from these new
prices until January 2026.
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Smokers with diabetes or
obesity who take semaglutide
(Ozempic/Wegovy) might reap
an added benefit: Help in quitting
smoking.

A yearlong study found that,
compared to people using other
diabetes drugs, fewer patients
who were taking semaglutide
sought out medical help to quit
smoking.

That suggests the drug might
have already been helping them
to quit, researchers noted.

The finding wasn't a complete
surprise to researchers at the
National Institute on Drug Abuse
(NIDA), since "clinical anecdotes
that patients treated with
semaglutide ... [have] reported
reduced desire to smoke" have
already been widespread, they
said.

The new study was published

July 29 in the Annals of Internal

Ozempic's Latest Role: Helping Smokers Quit
M

Medicine. = Ozewpic

" How might ’i
semaglutide cut down on 1
smoking? p——n

The researchers noted
these drugs (along with Mounjaro
and Zepbound) are glucagon-like
peptide receptor agonists (GLP-
1s), which work to suppress
appetite by targeting specific
receptors in the brain.

Studies in mice have shown
that GLP-1s also reduce "nicotine
-induced increases in dopamine
release"” in a specific brain area,
"a common mechanism
underlying the rewarding effects
of addictive drugs," the
researchers explained.

The new study was led by
NIDA director Dr. Nora
Volkow. Her team analyzed data
from seven trials, all involving
smokers who also had type 2

diabetes.

Almost 223,000 patients

were tracked for a year,

* and they took a variety
of diabetes meds,
including insulin,

metformin and sulfonylureas,

among others.

A total of 5,967 of the patients
took semaglutide.

Volkow's team looked at the
uptake of quit-smoking therapies
-- a marker for folks who felt they
needed help to quit smoking.

The researchers found that
patients taking semaglutide were
32% less likely to seek out such
therapies compared to those who
took insulin, 24% less likely to do
so compared to folks taking
sulfonyureas, and 18% less likely
compared to folks taking
metformin.

Smokers in the study who took
semaglutide were only slightly
less likely (12%) to need quit-

smoking therapies compared to
folks who took the other GLP-1
drug tirzepatide (Mounjaro/
Zepbound), the team noted.

Volkow's team stressed these
results come from a retrospective
look at data, and no one is
suggesting that doctors start
prescribing GLP-1s to help
smokers quit at this point in time.

The findings are intriguing,
however, and "need to be
examined in randomized, clinical
trials," the researchers concluded.

This isn't the first time that
GLP-1s have appeared to curb
addictive behaviors.

Earlier this month, researchers
at Case Western Reserve
University School of
Medicine reported that people
taking semaglutide had 50% to
56% decreased odds for either
becoming alcoholic or relapsing
into alcoholism.

Why Are Cancer Rates Rising Among Gen X, Millennials?

Cancer rates are rising among
Gen Xers and millennials, a new
study reports.

Successively younger
generations are more frequently
being diagnosed half of the 34
known cancer types, researchers
found.

For example, people born in
1990 have two to three times
higher rates of pancreatic, kidney
and small intestinal cancer than
people born in 1955, results
show.

“These findings add to growing
evidence of increased cancer risk
in post-Baby Boomer
generations, expanding on

previous findings of early-
onset colorectal cancer and
a few obesity-associated o
cancers to encompass a A
broader range of cancer i%{
types,” said lead

researcher Hyuna Sung, a senior
principal scientist of surveillance
and health equity science at the
American Cancer Society.

For the study, researchers
analyzed cancer data from 23.6
million patients diagnosed
between 2000 and 2019. The
analysis also included data on 7.3
million patients who died of
cancer.

Researchers broke the data

down into five-year birth
intervals from 1920 to
1990, and analyzed how
cancer risk changed
between birth cohorts.
Incidence rates increased
with each successive birth cohort
since 1920 for 17 of 34 cancers,
researchers found.

Other cancers that have
increased in younger generations
include liver, breast, uterine,
colorectal, gastric, gallbladder,
ovarian, testicular and anal
cancers, as well as Kaposi
sarcoma, results show.

“The increase in cancer rates
among this younger group of

people indicate generational
shifts in cancer risk and often
serve as an early indicator of
future cancer burden in the
country,” said senior

researcher Dr. Ahmedin Jemal,
senior vice president of
surveillance and health equity
science at the American Cancer
Society.

Cancer death rates increased in
successively younger generations
for liver, uterine, gallbladder,
testicular and colorectal cancer,
results show....Read More

Fish Oil Might Help High-Risk Older Adults Avoid Alzheimer's

Fish oil supplements might
help high-risk seniors stave off
Alzheimer’s disease, a new study
finds.

Older people with a higher
genetic risk

of Alzheimer’s experienced
slower breakdown of their brain’s
nerve cells if they took fish oil
capsules, researchers reported
Aug. 1 in the journal JAMA

Network Open.
These people carry the APOE4

gene variant, which
increases risk of
Alzheimer’s and is
associated with an earlier
age of onset, according to
the National Institute on
Aging.

“The fact that neuronal
integrity breakdown was slowed
in people randomized to omega-3
treatment who are also at high
risk for Alzheimer’s disease is
remarkable, and warrants a larger

%(\.

clinical trial in more diverse
" populations in the future,”
said researcher Gene

<+ Bowman, a neurology
instructor with the
McCance Center for Brain
Health at Massachusetts General
Hospital in Boston.

However, fish oil supplements
did not benefit all seniors in
general, researchers noted.

“Our findings showed that over
three years, there was not a

statistically significant difference
between placebo and the group
that took fish oil,” said
researcher Dr. Lynne Shinto, a
professor of neurology with the
Oregon Health & Science
University School of Medicine. “I
don’t think it would be harmful,
but [ wouldn’t say you need to
take fish oil to prevent
dementia.”...Read More
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FDA Warns of Accidental Overdoses From Compounded Versions of Ozempic

People taking compounded
versions of Ozempic have been
overdosing on the drug, the U.S.
Food and Drug Administration
warns.

These ODs typically are due to
miscommunications or
miscalculations regarding dosage,
the FDA added.

“Dosing errors have resulted from
patients measuring and self-
administering incorrect doses of
the drug and health care providers
miscalculating doses of the drug,”
the FDA alert said.

Health problems caused by
overdoses of compounded
semaglutide -- the main
ingredient in Ozempic and
Wegovy -- include severe nausea,
vomiting and hypoglycemia, the
FDA said. Other side effects
include fainting, headache,
migraine, dehydration,
pancreatitis and gallstones.

People who have a severe
overdose might need to be kept
for observation for an extended
period, since the half-life of
semaglutide is about a week, the
FDA said.

Drug compounding involves
combining, mixing or altering
drugs to create a medication
tailored to the needs of an

Intended Dose

individual patient.

“FDA is aware of
compounded
semaglutide products
that are being marketed
for weight loss,” the
agency said. “Compounded drugs
pose a higher risk to patients than
FDA-approved drugs because
compounded drugs do not
undergo FDA premarket review
for safety, quality or
effectiveness.”

“Compounded drugs should
only be used for patients whose
medical needs cannot be met by
an available FDA-approved
drug,” the agency added.

Compounded semaglutide
products can come in varying
concentrations, and often are
provided in multiple-use vials
with potentially confusing dose
instructions, the FDA said.

“The majority of the reports
described patients mistakenly
drawing up more than the
prescribed dose from a multiple-
dose vial during self-
administration,” the FDA said.

“In these instances, patients
administered five to 20 times
more than the intended dose of
semaglutide,” the agency added.
“Most of the reports indicated that

Incorrect Dose

patients were unfamiliar
with how to measure the
intended dose using a
syringe.”

In several reports,
patients were given a 1-
milliliter (ml) insulin syringe to
draw small doses from a multiple-
dose vial.

The patients were told to draw a
5-unit dose, meant to be 0.05 ml.
Using the syringe’s markings,
they mistakenly drew a 50-unit
dose of 0.5 ml, the FDA said.

In one case, a patient went
online searching for medical
advice after not receiving clear
dosing instructions from the
telemedicine provider who
prescribed their compounded
semaglutide, the FDA said. They
wound up taking five times the
intended dose.

In contrast, FDA-approved
injectable semaglutide products
are safer: They're only available
in pre-filled pens, have standard
concentrations and are dosed in
milligrams.

In several reports, health care
providers have incorrectly
calculated the intended dose of
compounded semaglutide when
converting from milligrams to
either units or milliliters, the FDA

said. This resulted in patients
taking five to 10 times the proper
dose.

For example, one patient
experienced severe vomiting
when a provider intending to dose
0.25 milligrams, or 5 units,
instead prescribed 25 units. That
caused the patient to take five
times the intended dose.

Another provider prescribed 20
units instead of 2 units, causing
nausea and vomiting in three
patients, the FDA said.

“FDA encourages health care
providers and compounders to
provide patients with the
appropriate syringe size for the
intended dose and counsel
patients on how to measure the
intended dose using the syringe,”
the agency said.

“Additionally, health care
providers should be vigilant when
prescribing and administering
compounded semaglutide, as
there may be different
concentrations available. If
uncertain, health care providers
should contact the compounder
about calculating the correct dose
of medication to prescribe or
administer,” the FDA added.

Doctors might be authority
figures, but a new review
suggests hospital patients feel
more comfortable when their
physician comes across as less
imposing.

Getting to a patient’s eye level
while talking about their
diagnosis or care makes a huge
difference, researchers found.

Sitting or crouching next to a
patient’s bedside prompted more
feelings of trust and satisfaction,
and even helped patients recover
better, according to results
published recently in the Journal
of General Internal Medicine.

“We hope our work will bring
more recognition to the
significance of sitting and the
general conclusion that patients
appreciate it,” said lead
researcher Dr. Nathan
Houchens, an associate professor
of medicine with the University
of Michigan School of Medicine.

For the review, researchers
analyzed results from 14

Doctor-Patient Connection: The Eyes Have It

previous studies on the
impact of a doctor’s
posture when they’re at a
patient’s bedside.

One study found that
half of patients preferred -
talking to a sitting -
physician, while only 17% liked
it when their doctor stood during
a consultation.

Other studies indicated that
medical professionals who sit
with a patient prompt more
positive impressions than those
who stand.

For example, nurses who sat at
bedside for three to five minutes
at the start of each shift wound
up improving patients’
perceptions of their
communications.

Likewise, seated doctors had
more patients who said the
doctor “always” listens carefully
to them and explains things in a
way that’s easy to understand.

“It is conceivable that patients
desire and expect their clinicians

| '8
N

| " to share power during

| encounters,” the

| researchers wrote in
their paper. “One way to
even the hierarchy is

? through eye-level
communication.”

“We postulate that this power
sharing is particularly important
to patients at times of high stress
and acuity that are typified by the
inpatient hospital environment,”
researchers continued.

Unfortunately, there might be
some resistance to this simple
means of improving
communication with patients.

Many studies noted that even
when doctors were assigned to sit
with their patients, they didn’t
always do so, researchers said.
That was particularly true if
dedicated seating wasn’t
available in a room.

Hospitals can help by making
seating available and
encouraging doctors to get at eye
level, particularly senior

B
A

physicians who serve as a role
model for students and residents,
researchers said.

The researchers said more
studies are needed to better
understand the effect of a
doctor’s posture on patient
confidence.

A recently launched University
of Michigan study includes
physician posture as something
that could make hospitals more
conducive to healing, researchers
said.

Doctors in the study are
encouraged to sit by bedsides,
warmly greet patients as they
enter the room, and ask questions
about patients’ priorities and
backgrounds during
conversations.

Researchers will look for any
differences in length of hospital
stay, readmissions and patient
satisfaction scores.
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Most of us would like to remain
in our homes as we age, and there
are an increasing number of
resources and services to aid those
who wish to “age in place.” For
improved safety, you will likely
want to do home modifications.
Some modifications are easy;
others take more serious
renovations.

About four out of five older
people own their homes. To
continue to live safely in them,
many need modifications. Here
are some tips from the National
Institute on

Aging, AARP and Aging in
Place

Easy modifications to eliminate
tripping hazards and prevent
falls:

¢ Remove throw rugs

¢ Take care to keep electrical
and phone cords out of the
way

¢ Remove low furniture

¢ Remove or create a place for
the bedspread; many an older
person has tripped on a

Aging in place: Safety at home

bedspread spilling
out onto the floor

¢ Move or remove all
clutter

More serious

renovations for

convenience and easy access:

¢ If you have stairs at the
entrance to your home, install
a sloping walkway for ease of
access and make sure
pathways are clear and not
slippery; the house number
should be free and clear for
emergency medical personnel
to see, should the need arise

¢ If you have a multi-story
home, explore whether you
could exclusively on the first
floor to avoid stairs; if you
use stairs, consider installing
a stairlift

¢ Widen doorways to
accommodate wheelchairs
and walkers; replace
doorknobs and bathroom
faucets with lever handles for
ease of opening

¢ Install counter space of

A

&

| variable heights in the
kitchen, for those who
wish to, or have to sit

¢ Adjust shelving so

that needed objects are

within easy reach, or
move those objects so that
they can be reached without
climbing or stretching

¢ Ensure adequate lighting;
nightlights that come on
automatically should
especially be placed near
stairs, in hallways, and near
bathrooms

¢ Raise clectrical outlets to 18
inches off the floor, so one
doesn’t have to bend quite as
low to plug and unplug

¢ In the bathroom, grab bars
become a must; check to
make sure toilet seat is at a
convenient height or needs
raising; benches in the
shower are a big help; they
can be built in if a bathroom
is being renovated; hand-held
showerheads can be used for
those using benches, as well

as accommodating those
standing

¢ Some guides recommend
smoke and carbon monoxide
detectors on every level of
the home. Make sure you can
hear them

Some of these home
modifications can be expensive,
running into the thousands of
dollars. But, they can also keep
you from falling or otherwise
hurting yourself and needing a
caregiver or having to move,
which is bound to be far costlier.

You might be able to get help
paying for these modifications. If
you have Medicaid, it may help
cover the cost of home
modifications, depending where
you live. And the Veterans
Administration may also cover
the cost of some home
modifications.

Occupational therapists can
generally recommend key home
modifications. There is also a
growing industry of Certified
Aging in Place Specialists. Check

with your area agency on aging.

Can Non-Statin Cholesterol Meds Help Your Liver?

Prior studies have found that
statin meds can help lower liver
cancer risks, and new research
suggests that at least one non-
statin cholesterol drug can do the
same.

A team led by Katherine
McGlynn of the U.S. National
Cancer Institute looked at the
health histories of almost 19,000
people tracked by the U.K.'s
Clinical Practice Research
Datalink.

About 3,700 of them developed

liver cancer, and their
medication use was
compared to almost 15,000 '
others who did not get the
disease. A

McGlynn's team linked use of a
non-statin form of cholesterol-
lowering meds, called cholesterol
absorption inhibitors, to 31%
lower odds of developing liver
cancer. Their findings were
reported July 29 in the
journal Cancer.

The link held when the

researchers accounted for
other risk factors such as
diabetes and liver disease
status.

The study also re-
confirmed that statins lower liver
cancer risk by 35%.

But the use of three other
medicines used to lower
cholesterol -- fibrates, omega-3
fatty acids and niacin -- did not
seem to affect liver cancer risk,
the research showed. Risks
attributed to another drug type,

bile acid sequestrants, were
inconclusive.

“As few studies have examined
the effects of non-statin
cholesterol-lowering drugs on
liver cancer risk, the results of our
study require replication in other
populations," McGlynn said in a
journal news release. "If our
findings are confirmed in other
studies, however, our results may
inform liver cancer prevention
research."

Jean Bound, a 73-year-old
resident of New York City, has
struggled with sleep
problems for 20 years. When she
wakes up in the morning, she
doesn’t feel rested and has
difficulty getting going.

Her lack of sleep became
enough of a problem for her to
check into a sleep clinic for
evaluation. After a night of being
monitored, she was diagnosed
with mild sleep apnea, a
potentially serious disorder in
which breathing repeatedly stops
and starts.

Bound’s pulmonologist put her

6 Surprising Things That Age You

on a machine that delivers
continuous oxygen through

her nose to keep her |
airways open while she

sleeps.

Because her lungs are
compromised and her sleep is
disrupted, she is unable to
exercise the way she'd like to and
has difficulty walking too far,
making her feel older than some
of her peers.

As experts learn more about
the aging process, it’s become
apparent that humans have two
ages: their chronological age and
their biological age. Your

chronological age is the
number of years you’ve
been alive, while your
biological age refers to how
® old your cells and tissues

are based on physiological
evidence. For many, how old you
are may not be the same as how
old your body is.

In fact, aside from chronic
diseases and other physical health
issues, there are several factors —
including lifestyle, diet and
mental well-being — that can
speed up or slow down your
biological clock.

“What you do in your 40s and

50s may determine how you age
as you get older, and the earlier
you make changes to your
lifestyle, the better your quality of
life will be in the long term,” says
Dr. Lee Lindquist, chief of
geriatrics at Northwestern
Medicine.

Here are six surprising things
that can age you more quickly:

1. Added sugar
2. Stress

3. Poor sleep
4. Lack of exercise

5. Dehydration
6. Loneliness and social
isolation
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8 Questions to Ask a Geriatrician at Your First Appointment

Whether for yourself or an
elderly parent, going to see a
geriatrician for the first time can
be overwhelming, but it doesn't
have to be. Experts provide their
recommendations for the best
questions to ask a geriatrician at
the first visit.

A geriatrician has expert
training in the medical care of
older adults, whose physiology,
function and what matters to
them is not the same as with
middle aged adults.

Ideally, people ages 65 and
over would have access to
a geriatrician, but finding one
may prove difficult, says Dr.
Louise Walter, chief of the

division of geriatrics at
UCSF. The American
Geriatrics Society estlmates
that 20,000 geriatricians are

19%

required to meet the current = A

need (this goes up to

30,000 by 2030), yet there are
only 7,300 certified geriatricians
practicing in the U.S. —
amounting to roughly 1 for every
10,000 patients 65 and over.
While not every 65-year-old
necessarily needs to see a
geriatrician if they’re healthy and
fit, your primary care
physician may see changes in
your health related to age and
recommend that you see an aging
specialist. Or you may look at

your own health
situation and want a more
holistic approach.
“A geriatrician can offer
expertise in multiple
domains,” Walter says.
“We don’t just focus on a single
organ. We’re really about
complex medical care as well as
the social determinants of
health.”

Some of the reasons that
someone 65 and over might see a
geriatrician include:

¢ Having multiple medical
conditions (comorbidities)

¢ Experiencing cognitive
decline

¢ Having an age-related
condition, such as
incontinence, dementia or ost
€0porosis

¢ Experiencing vision or heari
ng loss

¢ Difficulty walking or
balancing

¢ Having frequent falls or
trouble managing at home

¢ Taking
multiple medications and/or
are experiencing troublesome
side effects

¢ Feeling isolated
...Read More

Get your Covid vaccine: Reduce your risk of long Covid

Pam Belluck reports for
the New York Times on new
findings showing that people who
get Covid-19 vaccines reduce
their risk of long Covid. Long
Covid can cause serious
symptoms such as exhaustion and

brain fog.

Dr. Clifford Rosen writes
in the New England
Journal of Medicine that
people in the United States
who had been vaccinated for

of developing long Covid

T than people who were not

vaccinated.

Vaccines keep people from

getting super sick when they
are infected with Covid. And,

Covid had a much smaller chance | people who get long Covid tend

to be people who become
severely sick from Covid.

Daily Aspirin Cuts Odds for Colon Cancer: Who Benefits Most?

It's long been known that a
daily dose of low-dose aspirin
helps keep colon cancer at bay.

But new research suggests that
those who benefit most are folks
whose lifestyles up their odds for
the disease in the first place.

“Our results show that aspirin
can proportionally lower the
markedly elevated risk in those
with multiple risk factors for
colorectal cancer,” said study
lead author Dr. Daniel Sikavi.
He's a gastroenterologist at
Massachusetts General Hospital
(MGH) in Boston.

Aspirin is thought to prevent
colon cancer by lowering the
production of pro-inflammatory
proteins, known as
prostaglandins, that can spur
tumor development.

But there may be other factors
at play, and "aspirin likely
prevents colorectal cancer
through multiple mechanisms,"
according to study co-senior
author Dr. Andrew Chan,
director of epidemiology for the
Mass General Cancer Center.

However, the story of daily
aspirin's role in colon cancer
prevention has been a rocky one.

The U.S. Preventive Services

Task Force, an influential
and independent panel of
experts, at first
recommended low-dose
(81 milligrams) aspirin on
a daily basis as a means of
preventing both heart disease and
colon cancer, based on a wide
array of data. However, the task
force rescinded that guidance in
2016, saying that the risk of
bleeding from long-term aspirin
use negated any other health
benefit.

But might daily aspirin benefit
some users more than others?

To find out, Sikavi's group
looked at data from almost
108,000 participants from the
Nurses’ Health Study and Health
Professionals Follow-Up Study.

People averaged just over 49
years of age when they entered
the study, and the researchers
compared colon cancer rates
among those who took aspirin
regularly with those who did not.

Regular aspirin use was
defined as taking either two or
more standard dose (325 mg)
tablets per week or a daily low-
dose aspirin.

The result: Over 10 years,
nearly 2% of regular aspirin users

developed colon cancer,
compared to nearly 3% of
those who didn't take the

\ N drug, a significant

difference.

When ranked by healthy/
unhealthy lifestyles, even bigger
differences emerged.

Among the group of
participants deemed to have the
most unhealthy risk factors,
2.12% of regular aspirin users
developed colon cancer,
compared to 3.4 percent of those
who didn't take aspirin, the study
found.

In contrast, no such difference
was seen among folks deemed to
have the healthiest lifestyles. If
they popped aspirin regularly,
their colon cancer incidence was
1.5 percent; if they did not, it was
1.6%, the researchers found.

Put another way, in the least
healthy group it would take
treating 78 people with daily
aspirin to prevent one case of
colon cancer; among the
healthiest cohort that number
rose to 909.

That makes sense, Sikari said,
since "those with a healthier
lifestyle have a lower baseline
risk of colorectal cancer, and,

therefore, their benefit from
aspirin was still evident, albeit
less pronounced.”

The researchers noted that their
study did not track rates of
aspirin's leading side effect,
bleeding.

The findings were published
Aug. 1 in the journal JAMA
Oncology.

So, what might all this mean
for average Americans worried
about colon cancer?

"Healthcare providers might
more strongly consider
recommending aspirin to patients
who have less healthy lifestyles,”
reasoned study co-senior
author Dr. Long Nguyen. He's a
physician investigator in the
Clinical and Translational
Epidemiology Unit and Division
of Gastroenterology at MGH.

If a person chooses to regularly
take aspirin, Nguyen said that
"based on prior studies, the best
evidence supports daily low-dose
[81 mg] aspirin for prevention,"
rather than weekly doses of 325
mg of aspirin.
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