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S e c t io n  1. Purpose

T h e  p u r p o s e  o f  t h i s  A c t  i s  t o  p r o m o t e  t h e  p u b l i c  i n t e r e s t ,  t o  p r o m o te  t h e  

a v a i l a b i l i t y  o f  l o n g - t e r m  c a r e  i n s u r a n c e  p o l i c i e s ,  t o  p r o t e c t  a p p l i c a n t s  f o r  

l o n g - t e r m  c a r e  i n s u r a n c e ,  as  d e f i n e d ,  f r o m  u n f a i r  o r  d e c e p t i v e  s a l e s  o r  

e n r o l l m e n t  p r a c t i c e s ,  t o  e s t a b l i s h  s t a n d a r d s  f o r  l o n g - t e r m  c a r e  i n s u r a n c e ,  t o  

f a c i l i t a t e  p u b l i c  u n d e r s t a n d i n g  an d  c o m p a r i s o n  o f  l o n g - t e r m  c a r e  i n s u r a n c e  

p o l i c i e s ,  a n d  t o  f a c i l i t a t e  f l e x i b i l i t y  an d  i n n o v a t i o n  i n  t h e  d e v e l o p m e n t  o f  
l o n g - t e r m  c a r e  i n s u r a n c e  c o v e r a g e .

Comment :  T h e  p u r p o s e  c l a u s e  e v i d e n c e s  l e g i s l a t i v e  i n t e n t  t o  p r o t e c t  t h e  p u b l i c

w h i l e  r e c o g n i z i n g  t h e  n e e d  t o  p e r m i t  f l e x i b i l i t y  and  i n n o v a t i o n  w i t h  r e s p e c t  t o  
l o n g - t e r m  c a r e  i n s u r a n c e  c o v e r a g e .

Commen t : T h e  T a s k  F o r c e  r e c o g n i z e s  t h e  v i a b i l i t y  o f  a l o n g - t e r m  c a r e  p r o d u c t

f u n d e d  t h r o u g h  a l i f e  i n s u r a n c e  v e h i c l e ,  a n d  t h i s  A c t  i s  n o t  i n t e n d e d  t o  

p r o h i b i t  a p p r o v a l  o f  t h i s  p r o d u c t .  S e c t i o n  4 now s p e c i f i c a l l y  a d d r e s s e s  t h i s  

p r o d u c t .  H o w e v e r ,  s t a t e s  m us t  e x a m in e  t h e i r  e x i s t i n g  s t a t u t e s  t o  d e t e r m i n e  

w h e t h e r  amendmen ts  t o  o t h e r  c o d e  s e c t i o n s  s u c h  a s  t h e  d e f i n i t i o n  o f  l i f e  

i n s u r a n c e  a n d  a c c i d e n t  and  h e a l t h  r e s e r v e  s t a n d a r d s  a n d  f u r t h e r  r e v i s i o n s  a r e  

n e c e s s a r y  t o  a u t h o r i z e  a p p r o v a l  o f  t h e  p r o d u c t .

S e c t io n  2. Scope

Th e  r e q u i r e m e n t s  o f  t h i s  A c t  s h a l l  a p p l y  t o  p o l i c i e s  d e l i v e r e d  o r  i s s u e d  f o r  

d e l i v e r y  i n  t h i s  s t a c e  o n  o r  a f t e r  t h e  e f f e c t i v e  d a t e  o f  t h i s  A c t .  T h i s  A c t  i s  

n o t  i n t e n d e d  t o  s u p e r s e d e  t h e  o b l i g a t i o n s  o f  e n t i t i e s  s u b j e c t  t o  t h i s  A c t  t o  

c o m p l y  w i t h  t h e  s u b s t a n c e  o f  o t h e r  a p p l i c a b l e  i n s u r a n c e  l a w s  i n s o f a r  as  t h e y  do 

n o t  c o n f l i c t  w i t h  t h i s  A c t ,  e x c e p t  t h a t  l a w s  and  r e g u l a t i o n s  d e s i g n e d  and



i n t e n d e d  t o  a p p l y  t o  M e d i c a r e  s u p p l e m e n t  i n s u r a n c e  p o l i c i e s  s h a l l  n o t  be

a p p l i e d  t o  l o n g - t e r m  c a r e  i n s u r a n c e .

N o t e :  S ee  S e c t i o n  61.

Comment :  T h i s  s e c t i o n  makes c l e a r  t h a t  e n t i t i e s  s u b j e c t  t o  t h e  A c t  mus t
c o n t i n u e  t o  c o m p l y  w i c h  o t h e r  a p p l i c a b l e  i n s u r a n c e  l e g i s l a t i o n  n o t  i n  c o n f l i c t  
w i t h  t h i s  A c t .

S e c t i o n  3.  S h o r t  T i t l e

T h i s  A c t  may be  known and  c i t e i d  as  t h e  " L o n g - T e r m  C a r e  I n s u r a n c e  A c t , "

S e c t i o n  4 .  D e f i n i t i o n s

U n l e s s  t h e  c o n t e x t  r e q u i r e s  o t h e r w i s e ,  t h e  d e f i n i t i o n s  i n  t h i s  s e c t i o n  a p p l y
t h r o u g h o u t  t h i s  A c t .

A .  " L o n g - t e r m  c a r e  i n s u r a n c e "  means a n y  i n s u r a n c e  p o l i c y  o r  r i d e r  

a d v e r t i s e d ,  m a r k e t e d ,  o f f e r e d  o r  d e s i g n e d  t o  p r o v i d e  c o v e r a g e  f o r

n o t  l e s s  t h a n  t w e l v e  c o n s e c u t i v e  mon ths  f o r  e a c h  c o - e r e d  p e r s o n  on  an 

e x p e n s e  i n c u r r e d ,  i n d e m n i t y ,  p r e p a i d  o r  o t h e r  b a s i s ;  f o r  one  o r  more 

n e c e s s a r y  o r  m e d i c a l l y  n e c e s s a r y  d i a g n o s t i c ,  p r e v e n t i v e ,  t h e r a p e u t i c ,  

r e h a b i l i t a t i v e ,  m a i n t e n a n c e  o r  p e r s o n a l  c a r e  s e r v i c e s ,  p r o v i d e d  i n  a 

s e t t i n g  o t h e r  t h a n  an  a c u t e  c a r e  u n i t  o f  a  h o s D i t a l .  S u c h  t e rm  

i n c l u d e s  g r o u p  a n d  i n d i v i d u a l  a n n u i t i e s  and  l i f e  i n s u r a n c e  p o l i c i e s  

o r  r i d e r s  w h i c h  p r o v i d e  d i r e c t l y  o r  w h i c h  s u p p l e m e n t  l o n g - t e r m  c a r e  

i n s u r a n c e . Such  t e rm  a l s o  i n c l u d e s  a p o l i c y  o r  r i c e r  w h i c h  p r o v i d e s  

f o r  p a y m e n t  o f  b e n e f i t s  b a s e d  upon  c o e n i t i v e  i m p a i r m e n t  o r  t h e  l o s s  

o f  f u n c t i o n a l  c a p a c i t y .  L o n g - t e r m  c a r e  i n s u r a n c e  may be  i s s u e d  by- 

i n s u r e r s ;  f r a t e r n a l  b e n e f i t  s o c i e t i e s ;  n o n p r o f i t  h e a l t h ,  h o s p i t a l ,  

an d  m e d i c a l  s e r v i c e  c o r p o r a t i o n s ;  p r e p a i d  h e a l t h  p l a n s ;  h e a l t h  

m a i n t e n a n c e  o r g a n i z a t i o n s  o r  a n y  s i m i l a r  o r g a n i z a t i o n  t o  t h e  e x t e n t  

t h e y  a r e  o t h e r w i s e  a u t h o r i z e d  t o  i s s u e  H  f e  o r  h e a l t h  i n s u r a n c e .  

L o n g - t e r m  c a r e  i n s u r a n c e  s h a l l  n o t  i n c l u d e  , .uy i n s u r a n c e  p o l i c y  w h i c h  

i s  o f f e r e d  p r i m a r i l y  t o  p r o v i d e  b a s i c  M e d i c a r e  s u p p l e m e n t  c o v e r a g e ,  

b a s i c  h o s p i t a l '  e x p e n s e  c o v e r a g e ,  b a s i c  m e d i c a l - s u r g i c a l  e x p e n s e  

c o v e r a g e ,  h o s p i t a l  c o n f i n e m e n t  i n d e m n i t y  c o v e r a g e ,  m a j o r  m e d i c a l  

e x p e n s e  c o v e r a g e ,  d i s a b i l i t y  i n c o ' . e  p r o t e c t i o n  c o v e r a g e ,  a c c i d e n t  

o n l y  c o v e r a g e ,  s p e c i f i e d  d i s e a s e  o r  s p e c i f i e d  a c c i d e n t  c o v e r a g e ,  o r  

l i m i t e d  b e n e f i t  h e a l t h  c o v e r a g e .

B.  " A p p l i c a n t "  means:

(1 )  I n  t h e  c a s e  o f  an  i n d i v i d u a l  l o n g - t e r m  c a r e  i n s u r a n c e  p o l i c y ,  

t h e  p e r s o n  who s e e k s  t o  c o n t r a c t  f o r  b e n e f i t s ,  and

(2 )  I n  t h e  c a s e  o f  a g r o u p  l o n g - t e r m  c a r e  i n s u r a n c e  p o l i c y ,  che 

p r o p o s e d  c e r t i f i c a t e  h o l d e r .  %
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C. "Certificate-* means, for the purposes of this Act, any certificate

issued under a group long-term care insurance policy, which policy 

has been delivered or issued for delivery in this state.

u. "Commissioner" means the insurance commissioner of this state.

Drafting Note: Where the word "Commissioner" appears in this Act, che

appropriate designation for the chief insurance supervisory official of che 
scace should be substituted.

E. "Group long-term care insurance" means a long-term care insurance

policy which is delivered or issued for delivery in this state and 
issued to:

(1) One or more employers or labor organizations, or to a trust or 

to the trustees of a fund established by one or more employers 

or labor organizations, or a combination thereof, for employees 
or former employees or a combination thereof or for members or 

former members or a combination thereof, of the labor 
organizations: or

(2) Any professional, trade or occupational association for its 

members or former or retired members, or combination thereof, if • 
such association:

(a) Is composed of individuals all of whom are or 'rare actively 

engaged in the same profession, trade or occupation; and

(b) Has been maintained in good faith for purposes ocher chan 
obtaining insurance; or

(3) An association or a trust or the trustee(s) of a fund 

established, created or maintained for the benefit of members of 

one or more associations. Prior to advertising, marketing or 

offering such policy within this state, the association or 

associations, or the insurer of the association or associations, 

shall file .evidence with the Commissioner that the association 

or associations have at the outset a minimum of 100 persons and 

have b e e n  organized and maintained in good faith for purposes 

other than that of obtaining insurance; have b e e n  in active 

existence for at least one year; and have a constitution and 

by-laws whicn provide that:

(a) The association or associations hold regular meetings not 

less than annually to further purposes of che members;

(b) Except for credit unions, the association or associations 

collect dues or solicit contributions from members; and

V
(c) The members have voting privileges and representation on 

the governing board and committees.
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Thirty days after such filing the association or associations 

will be deemed to satisfy such organizational requirements, 

unless the Commissioner makes a finding that che associacicn or 

associations do not satisfy those organizational requirements.

(4) A group other than as described in Subsections E(l), E(2) and 
E(3), subject to a finding by the Commissioner Chat:

(a) The issuance of the group policy is not contrary to the
best interest of che public;

(b) The issuance of the group policy would result in economies

of acquisition or administration; and

(c) The benefits are reasonable in relation co the premiums
charged.

F. "Policy" means, for the purposes of this Act, any policy, contract, 

subscriber agreement, rider or endorsement delivered or issued for 

delivery in this state by an insurer; fraternal benefit society; 

nonprofit health, hospital, or medical service corporation; prepaid 

health plan; health maintenance organization or any similar
organization.

Drafting Note: This Act is intended to apply to the specified group and

individual policies, contracts, and certificates whether issued by Insurers; 

fraternal benefit societies; non-profit health, hospital, and medical service 

corporations; prepaid health plans; health maintenance organizations or any 

similar organization. In order to include such organizations, each state 

should identify them in accordance with its statutory terminology or by 

specific statutory citation. Depending upon state law, insurance department 

jurisdiction and other factors, separate legislation may be required. In any 

event, the legislation should provide that the particular terminology used by 

these plans and organizations may be substituted for, or added to, the 

corresponding terms used in this Act. The term "regulations" shoild be 

replaced by the terms "rules and regulations" or "rules" as may be appropriate 
under state law.

The definition of "long-term care insurance" under this Act is .designed co 

allow maximum flexibility in benefit scope, intensity and level, while assuring 

that the purchaser's reasonable expectations for a long-term care insurance 

policy are met. The Act is intended to permit long-term care insurance 

policies to cover either diagnostic, preventive, therapeutic, rehabilitative, 

maintenance or personal care services, or any combination thereof, and not to 

mandate coverage for each of these types of services. Pursuant to che

definition, long-term care insurance may be cither a group or individual

insurance policy or a rider to such a policy, e.g., life or accident and

sickness. The language in the definition concerning "other than an acute care 

unit of a hospital" is intended to allow payment of benefits w hen'a portion of 

a hospital has been designated for, and duly licensed or certified as a

long-term care provider or swing bed.
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Section 5. Extraterritorial Jurisdiction - Group Long-Term Caro Insurance

No group long-term care insurance coverage may be offered to a resident of this 

scare under a group policy issued in another state to a group described in 

Section 4 E ( 4 ) , unless this state or another state having statutory and
regulatory long-term care insurance requirements substantially similar to those 

adopted in this state has made a determination thet such requirements have been 
met.

Drafting Note: By limiting extraterritorial jurisdiction to "discretionary

groups," it is not che drafters' intention that jurisdiction over ocher health
policies should be limited in this manner.

Section 6. Disclosure and Performance Standards for Long-Term Care Insurance

A. The Commissioner may adopt regulations that include standards for 

full and fair disclosure setting forth the manner, content and 

required disclosures for the sale of long-term care insurance 

policies, terms of renewability, initial and subsequent conditions of 

eligibility, non-duplication of coverage provisions coverage of 

dependents, preexisting conditions, termination of insurance, 

continuation or conversion, probationary periods, limitations, 

exceptions, reductions, elimination periods, requirements for 
replacement, recurrent conditions and definitions of terms.

Comment: This subsection permits the adoption of regulations establishing

disclosure standards, renewability and eligibility terms and conditions, and 

other performance requirements for long-term care insurance. Regulations under 
this subsection should recognize the developing and unique nature of long-term 

care insurance and the distinction between group and individual long-term care 

insurance policies.

B. No long-term care insurance policy may:

(1) Be cancelled, nonrenewed or otherwise terminated on the grounds 

of the age or the deterioration of the mental or physical health 

of the insured individual or certificate holder; or

(2) Contain a provision establishing a new waiting period in the 

event existing coverage is converted to or replaced by a new or

other form within the same company, except with respect to an

increase in benefits voluntarily selected by the insured 

individual or group policyholder; or

(3) Provide coverage for skilled nursing care only or provide 

significantly more coverage for skilled care in a facility than 

coverage for lower levels of care.

C. Preexisting condition: v

(1) No long-term care insurance policy or certificate other than a

policy or certificate thereunder issued to a group as defined in
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Seccion 4E(1) shall use a definition of "preexisting c o n d i t i o n "  

which is more restrictive than the following: P r e e x i s t i n g

condition means a condition for which m e d i c a l  a d v i c e  o r  
treatment was recommended by, or received from a provider o f  
health care services, within six months preceding the e f f e c t i v e  

date of coverage of an insured person.

(2) No long-term care insurance policy or certificate other chan a 

policy or certificate thereunder issued to a group as defined in 

Section 4E(1) may exclude coverage for a loss or confinement 

which is the result of a preexisting condition unless such loss 

or confinement begins within six months following che effective 
date of coverage of an insured person.

(3) The Commissioner may extend the limitation periods set forth i n  

Sections 6C(1) and (z/ above as to specific age group categories 

in specific policy forms upon findings that che extension is i n  

the best interest of the public.

(4) The definition of "preexisting condition" does not prohibit an 

insurer from using an application form designed to elicit the 
complete health history of an applicant, and, on the basis of 

che answers on chat applies ion, from underwriting in accordance 
with that insurer's established underwriting scandards. Unless 

otherwise provided in the policy or certificate, a preexisting 

condition, regardless of whether it is disclosed on che 

application, need not be covered until che waiting period 

described in Section 6C(2) expires. No long-term care insurance 

policy or certificate may exclude or use waivers or riders of 

any kind to exclude, limit or reduce coverage or benefits for 

specifically named or described preexisting diseases or physical 

conditions beyond the waiting period described in Seccion 6C(2).

Prior hospitalization/institutionalization:

(1) No long-term care insurance policy may be delivered or issued 

for delivery in this state if such policy:

(a) Conditions eligibility for any benefits on a prior 

hospitalization requirement; er

(b) Conditions eligibility for benefits provided in an 

institutional care setting on the receipt of a higtiv’- level 

of institutional c a r e : or

( c )  C o n d i t i o n s  e l i g i b i l i t y  f o r  a n v  b e n e f i t s  o t h e r  c h a n  w a i v e r  

o f  p r e m i u m .  p o s t - c o n f i n e m e n t .  p o s t - a c u t e  c a r e  o r  

r e c u p e r a t i v e  b e n e f i t s  o n  a  p r i o r  i n s t i t u t i o n a l i z a t i o n  

r e q u i r e m e n t .

(2) (a) A  long-term care insurance policy containing any

limitation s - e r - e e n d i t i e n s - for-eligibility-ether - than - these 

prohibited --abeve --in --Paragraph --(1) p o s t -co n f i n e m e n t .
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post-acute care or recuperative benefits shall clearly 

label in a separate paragraph of the policy or certificate 

entitled "Limitations or Conditions on Eligibility for 

Benefits" such limitations or conditions, including any 

required number of days of confinement.

(a)--A - l e n g -t e r a  -eare - i n s u r a n c e  -peliey - containing -a -benefiE 

ad v e r t i s ed ?  -ma r k et e d  -or - of f e r e d  -as -a -hone -healEh -eare -or 

h e m e - e a r e - b e n e f i t - o a y - n o t - c o n d i t i o n  -r e e e i p t - o f - b e n e f i t s - o n  

a -prior- i n s t i t u t i o n a l i z a t i o n - r e q u i r e m e n t ?

(b) A  long-term care insurance policy or rider which conditions 

eligibility of non-institutional benefits on the prior 
receipt of institutional care shall not require a prior 

institutional stay of more than thirty (30) days fer-whieh 

benefits-are-paid.

Drafting Note: The amendment to the section Is primarily intended to require
immediate and clear disclosure where a long-term care insurance policy or rider 

conditions eligibility for non-institutional benefits on prior receipt of 
institutional care.

(2) No long-term care insurance policy or rider which provides 

benefits only following institutionalization shall condition 

such benefits upon admission to a facility for the same or 

related conditions within a period of less than thirty days 

after discharge from the institution.

Drafting Not»: The Dec. 1988 amendment to this section will eliminated the

three-day prior hospitalization screen for new long-term care insurance 

policies. Some states may wish to consider a "dual-option" alternative to the 

total prohibition against the prior hospitalization screen, based on the 

state's particular demographic, geographic and market characteristics. If so, 

the following provision is such an alternative: "No long-term care insurance

policy which conditions the eligibility of benefits on prior hospitalization 
may be delivered or issued for delivery in this State unless the insurer or 

other entity offering that .policy also offers a long-term care insurance policy 

which does not condition eligibility of benefits on such a requirement."

Editors Note: Section 6D(2) is language from the original model act which did

not prohibit prior institutionalization. The draftex-3 intended that Section 

6D(2) wo u l d  be eliminated after adoption of the amendments to this section 

which prohibit prior institutionalization. States should examine their Section 

6 carefully during the process of adoption or amendment of this Act.

E. The Commissioner may adopt regulations establishing loss ratio 

standards for long-term care insurance policies provided that a 

specific reference to long-term care insurance policies is contained 

in the regulation. *
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F. Right co return - free look:

Long-Cerm care insurance applicants shall have che righc co re-.urn 

che policy or certificate within thircy days of ics delivery and co 

have che premium refunded if. after examination of che policy or 

certificate, the applicant is not satisfied for any reason. 

Long-cerm care insurance policies and certificates shall have a 

notice prominently printed on the first page or attached thereto 

stating in substance that the applicant shall have che righc to 

return the policy or certificate within thir'ty days of its delivery 

and to have the premium refunded if, after examination of che policy 
or certificate, other than a certificate issued pursuant to a policy 

issued to a group defined Section 4(E)! of this Act, the applicant is 
not satisfied for any reason.

G. (1) An outline of coverage shall be delivered to a prospective

applicant for long-term care insurance at the time of initial

solicitation through means which prominently direct che

attention of the recipient to che document and its purpose.

(a) The Commissioner shall prescribe a standard format, 

including style, arrangement and overall appearance, and 
che content of an outline of coverage.

(b) In the case of agent solicitations, an agent must deliver 

the outline of coverage prior to the presentation of an 
application or enrollment form.

(c) In the case of direct response solicitations, the outline 

of coverage must be presented in conjunction wich any 

application or enrollment form.

(2) The outline of coverage shall include:

(a) A description of the principal benefits and coverage 

provided in the policy;

(b) A  statament of the principal exclusions, reduction*', and 
limitations contained in the policy;

(c) A  statement of the terms under which the policy or 

certificate, or both, may be continued in force or 

discontinued, including any reservation in the policy of a 

right to change premium. Continuation or conversion 

provisions of group coverage shall be specifically 

described;

(d) A  statement that the outline of coverage is a summary only, 

not a contract of insurance, and that the po'licy or group 

master policy contain governing contractual provisions;

8



(e) A description of the terms under which the policy or 
certificate may be returned and premium refunded; and

(f) A brief description of the relationship of cost of care and 
b e n e f i t s .

H. A certificate issued pursuant to a group long-cerm care insurance

policy which policy is delivered or issued for delivery in this state
shall include:

(1) A  description of the principal benefits and coverage provided in 
the policy;

(2) A  statement of the principal exclusions, reductions and 
limitations contained in the policy; and

(3) A  statement that the group master policy determines governing 
contractual provisions.

Comment: The above provisions are deemed appropriate due to che particular

nature of lung-term care insurance, and are consistent with group insurance 

laws. Specific standards would be contained in regulations implementing this 
Act.

I. At the time of policy delivery, a policy summary shall be delivered

for an individual life insurance policy which provides long-term care

benefits within the policy or by rider. In che case of direct 
response solicitations, the insurer shall deliver the policy summary 

upon the applicant's request, but regardless of request shall make 

such delivery no later than at the time of policy delivery. In 

addition Co complying with all applicable requirements, the summary 
shall also include:

(1) A n  explanation of how the long-term care benefit interacts with 

other components of che policy, including deductions from death 
b e n e f i t s ;

(2) A n  illustration of the amount of benefits, the length of 

benefit, and the guaranteed lifetime benefits if any, for each 

covered person;

(3) A ny exclusions, reductions and limitations on benefits of 

long-term care; and

(4) If applicable to the policy type, the summary shall also 

include:

(a) A  disclosure of the effects of exercising other rights 

under the policy;' v

(b) A disclosure of guarantees related to long-term care costs 

of insurance charges, and

9



(c) Current and projected maximum lifetime benefits.

J. Any time a long-term care benefit, funded through a life insurance

vehicle by the acceleration of the death benefit, is in benefit
payment status, a monthly report shall be provided to che 
policyholder. Such report shall include:

(1) Any long-term care benefits paid out during che month;

(2) A n  explanation of any changes in the policy, e.g. death benefits 

or cash values, due to long-cerm care benefits being paid out; 
and

(3) The amount of long-term care benefits existing or remaining.

K. Any policy or rider advertised, marketed or offered as long-term care

or nursing home insurance shall comply with che provisions of this
Act.

Section 8. Administrative Procedures

Regulations adopted pursuant to this Act shall be in accordance with the 

provisions of [cite section of state insurance code relating to the adoption 

and promulgation of rules and regulations or cite the state's administrative 

procedures act, if applicable).

Section 9. Severability

If any provision of this Act or che application thereof to any person or 

circumstance is for any reason held to be invalid, the remainder of che Act and 

the application of such provision co other persons or circumstances shall not 
be affected thereby.

Section 10. Effective Date

This Act shall be effective [insert date).

Legislative History (all references are to the Proceedings of the N A I C ) .

1987 Proc. I 11, 19, 635, 677-680, 700 (adopted).

198. Proc. II 15, 23, 632-633, 727, 730-734 (amended and reprinted).

1988 ar o c . I 9, 20-21, 629-630, 652, 661-665 (amended and reprinted).

1989 Proc. I 9, 24-25, 703, 754-755, 789-793 (amended).

1989 Proc. II (amended and reprinted).
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S T A T E  L E G I S L A T I O N  O N  L O N G - T E R M  C A R E  I N S U R A N C E  

(as o f  M a r c h  1989)

N A I C  M O D E L  L E G / R E G  M O R E  O T H E R  L E G I S L A T I O N  A M E N D M E N T S
B I L L  S T R I N G E N T  T H A N  P E N D I N G  P E N D I N G

M O D E L  B I L L

A r i z o n a C a l i f o r n i a  C o l o r a d o A r k a n s a s A r i z o n a
F l o r i d a C o n n e c t i c u t  K e n t u c k y D e l a w a r e C a l i f o r n i a
G e o r g i a M a i n e  N e w  Y o r k H a w a i i * C o n n e c t i c u t
H a w a i i * M i n n e s o t a M a r y l a n d F l o r i d a
I d a h o W a s h i n g t o n  3 S T A T E S M a s s a c h u s e t t s G e o r g i a
I l l i n o i s W i s c o n s i n M i c h i g a n I o w a
I n d i a n a M o n t a n a K a n s a s
I o w a 6 S T A T E S N e w  H a m p s h i r e M a i n e
K a n s a s N e w  J e r s e y M i s s o u r i
N e b r a s k a N e w  M e x i c o N e b r a s k a
N e v a d a O r e g o n N o r t h  D a k o t a
N o r t h  C a r o l i n a P e n n s y l v a n i a O k l a h o m a
N o r t h  D a k o t a S o u t h  D a k o t a T e n n e s s e e
O h i o U t a h
O k l a h o m a V e r m o n t 13 S T A T E S
R h o d e  I s l a n d
S o u t h  C a r o l i n a 15 S T A T E S
T e n n e s s e e
V i r g i n i a
W y o m i n g

2 0  S T A T E S

* I n a d v e r t e n t l y  r e p e a l e d  i n  1 9 8 8 ;  h a s  b e e n  r e - i n t r o d u c e d  in 1989.
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Long-term Care Insurance
any people want to know 
how to buy insurance cov­
erage that will protect them 

from the potentially catastrophic 
expenses related to long-term care. 
However, most people do not know 
what their chances are of ever need­
ing long-term care services, how 
expensive these services can be or 
whether their present health insur­
ance coverage will take care of 
them.

What Is Long-term Care?
Long-term care refers to the kind 

of help that you might need should 
you develop a chronic illness or dis­
ability that makes it impossible for 
you to care for yourself. You may 
never need lengthy care in a nursing 
home, but it’s possible that some 
day you will need help at home with 
daily activities such as dressing, 
bathing, or walking.

To meet a range of long-term care 
needs, there are many kinds of long­
term care services in addition to the 
care associated with lengthy stays in 
a nursing home or health care you 
may need at home. Other services 
include: adult day care; respite care 
(which helps family members cope 
with caring for older persons at 
home); carc given in senior citizens 
or congregate housing; aide or chore 
services; and friendly visiting serv­
ices.

Some or all of these services may 
be available where you live now or 
plan to retire. However, this issue of 
Consumer Notes deals mainly with 
the two kinds of long-term care cov­
ered by private long-term care insur­
ance policies that are currently avail­
able: nursing home and home health 
care.

In addition, it will help you gauge 
whether long-term care insurance 
policies can help you meet future 
expenses related to chronic illness or 
disability.

Medicare and Long-term Care

The fact is that neither Medicare 
nor private Medicare supplement 
insurance (or the health insurance 
you have through your employer) 
will pay for most long-term care 
expenses.

Medicare supplement (Mcdigap) 
insurance is private insurance that is 
designed to help cover some of the 
gaps in Medicare coverage. It will 
not cover long-term care costs.
Some retirees are covered by their 
group health plan which comple­
ments Medicare, but these plans 
generally do not cover long-term 
care either.

Although you may have Medicare 
as well as other heahh insurance, 
you will be covered for expenses 
related to only a limited amount of 
skilled nursing care. Skilled nursing 
care refers to the kind of daily nurs­
ing and rehabilitative carc that can 
be performed only by, or under the 
supervision of skilled medical per­
sonnel. The care received must also 
be based on a doctor’s orders.

This means you will not be cov­
ered if you need the kind of extend­
ed. intermediate or custodial cate 
associated with long-term nursing 
home stays or if you need prolonged 
home health care on a daily basis.

Intermediate care refers to occa­
sional nursing and rehabilitative care 
that must be based on a doctor’s 
orders and can only be performed 
by, or under the supervision of 
skilled medical personnel. Custodial 
care is care that is primarily for the 
purpose of meeting personal needs 
such as help in walking, bathing, 
dressing, eating or taking medicine.
It can usually be provided by some­
one without professional medical 
skills or training.

Home health care may include 
carc received at home such as part- 
time skilled nursing care, speech 
therapy, physical or occupational

'therapy, part-time services of home 
health aides or help from homemak­
ers or chorcworkcrs.

At present, there arc a limited 
number of long-term carc insurance 
products available that do cover 
these kinds of expenses. However, 
insurance companies arc developing 
more product* as the demand for 
this kind of coverage increases.

Will You Need Long-term Care?
By the year 1990, about 7.7 mil­

lion Americans over age 65 will 
likely need some form of long-term 
care.

But those aged 85 or older arc the 
most at risk for needing long-term 
care services. In fact, statistics show 
that, at any given time. 22 percent 
of those aged 85 or older are in a 
nursing home.

At the same time, it is estimated 
that two out of live people aged 65 
or older risk entering a nursing 
home. More than half of those will 
need to stay 90 days or fewer; yet 
about 40 percent will need to stay 
on average 2Vi years. Only a small 
number ever stay over live years.

While you may never need nurs­
ing home care, home health carc or 
other long-term care services, you 
still rr. y wish to consider purchas­
ing insurance that covers many of 
these services because of the risks 
posed by the need for long-term care 
and the costs involved.

Insurance, by definition, is a way 
for you to share the costs of possible 
economic loss by contracting with 
an insurance company to assume the 
risk of such a los,s in exchange for a 
premium.

How Expensive Is Long-term Care?
Long-term carc can be very 

expensive. In 1986, a year in a 
nursing home cost an average of 
S20.000 to S30.000 (the cost often 
depending on the area in which the



home is located) or about $2,000 
per month. At the most expensive 
nursing homes, the annual cost 
could be as much as $50,000.

Home health care provided on an 
unskilled basis (help with grooming 
or dressing) by a home health aide 
three times a week for a year can 
easily cost $440 a month or $5,300 
a year, 'killed nu.Jng home care 
visits can cost even more with three 
visits per week for a year running as 
much as $680 a month or $8,200 a 
year.

It’s difficult to know what kind of 
care you may need or what the costs 
will be, but knowing you will be 
responsible for the majority of 
expenses, you can begin to consider 
what kind of insurance coverage you 
need to buy.

W h o  P a y s  f o r  L o n g - t e r m  C a r e ?
In 1987, over half of nursing 

home care expenses alone were paid 
out-of-pocket by individuals or fami­
lies. Medicare paid for less than two 
percent of the nation’s $41.6 billion 
annual nursing home bill and private 
insurance paid even less.

I n  f a c t ,  M e d i c a r e  w i l l  o n l y  h e l p  
p a y  f o r :

•  Skilled nursing care up to 100 
days, and your admi:sion to a 
facility must be within 30 days of 
a three-day hospital stay. A  physi­
cian must show that your admis­
sion is necessary.*

•  Part-time skilled home health care 
(but only if you are homebound, a 
physician certifies the care is nec­
essary and provides a treatment 
plan and the agency is Medicare 
participating). This is a very lim­
ited benefit and does not cover 
services you may need on a daily 
basis over an extended period of 
time.*

The other primary payer of nurs­
ing home care expenses (over 42 
percent) is Medicaid, the govern­
ment program that is meant to pro-

‘ Lcgislaiion currently pending in Congress is 
expected to change Medicare's present skilled 
nursing carc and home health care benefits. All 
Medicare beneficiaries will be receiving details 
from insurers and the federal government once the 
law goes into effect.

Elderly Out-Of-Pocket Expenses 
over $2,000 Per Year

vide help with medical expenses to 
the poor. To qualify for Medicaid, 
you (or your family) either must 
already be "poor” or literally 
impoverish yourself— by spending 
virtually all of your assets (except 
your house). That happens to about 
one half of the people who enter 
nursing homes as "private-pay” 
patients. A  recent study showed that 
those who pay for nursing home 
care out of their own pockets are 
often impoverished within six 
months to a year. They then must 
turn to Medicaid (public assistance) 
to pay part or all of their expenses.

For those over the age of 60, 
expenses for some home care serv­
ices, such as Meals on Wheels, 
homemaker and home health r.ides, 
are available on a limited basis 
under the Federal Older Americans 
Act. I f ; )u need such services, con­
tact the local Area Agency on 
Aging, listed in your telephone 
directory, for more information 
about eligibility requirements. Area 
Agencies on Aging are not direct 
providers of services, but they do 
operate an information and referral 
service to help older adults identify 
and access needed assistance within 
their communities.

W h a t  K i n d  o f  I n s u r a n c e  I s  
A v a i l a b l e ?

You can buy private insurance 
that helps to cover major expenses 
for long-term care. (See the “ Who 
Offers Long-term Care Insurance" 
section for where to write about 
available policies.) There are a lim­
ited number of policies on the mar­
ket today, but at least one is avail­
able in each state. These policies 
help pay expenses that may pose the 
highest risk to you.

Almost all available policies are 
“ indemnity" policies, meaning they 
pay a set amount (usually a certain 
dollar figure per day) for care in a 
nursing home or for home health 
care. I-o policy, however, provides 
blanket coverage for all expenses 
and most policies on the market 
today do not automatically adjust for 
inflation. This means a policy’s ben­
efits are not necessarily tied to 
future increases in the costs of long­
term care.

Each policy is priced differently.
In 1986. costs ranged from about 
$100 a year in premiums to more 
than $2,500, depending on several 
factors:

Age— In general, the younger 
you are when you buy a policy, the 
lower the premium will be.

Elimination or Deductible 
Periods— These periods are defined 
as the number of days you must be 
confined in a facility or the number 
of home care visits you must have 
received before policy benefits 
begin. Usually, the longer the elimi­
nation or deductible period is, the 
lower the premium will be.

Amount Paid and Duration of 
Benefits— These vary from policy 
to policy, but in general, the more 
money the policy will pay or the 
longc the benefit period is, the 
more you will pay for the policy.
For example, a "policy that pays 
S 100 a day for up to five years of 
nursing home care will cost more 
than a policy that pays $50 a day for 
three years.

W h a t  K i n d  o f  C a r e  I s  P r o v i d e d ?
Long-term care policies may pay 

for skilled, intermediate or custodial 
care in a nursing home. Each policy



may define these levels of care dif­
ferently and the definitions are not 
the same as Medicare’s.

Some policies require you to be 
hospitalized first before covering 
nursing home care, and many 
require that you receive skilled or 
intermediate care before they will 
pay for custodial care expenses.

Policies generally pay only for 
expenses in facilities that:
• Are licensed by the state and par­

ticipate in Medicaid and/or Medi­
care; and

•  Meet the policy’s definition of 
skilled, intermediate or custodial 
care.
This is why it’s very important 

for you to find out the kinds of nurs­
ing homes in the area in which you 
live or plan to receive care before 
you buy a policy. Check the nursing 
homes in your area to make sure 
they fit policy definitions. If they 
don't, you may not be eligible for 
benefits.

Also, policies often cover home 
health care services such as skilled 
or non-skilled nursing care, a,?d 
homemaker and home health aides. 
Some policies, however, require a 
prior nursing home or hospital stay- 
before they will cover home health 
care benefits.

What Kinds of Limits Are There?
All policies contain limitations 

and exclusions in addition to age, 
elimination or deductible periods, or 
the amount and duration of benefits. 
Others you should study before 
making a purchase are:

Pre-existing conditions— When 
you apply for long-term care insur­
ance, you may be asked questions 
about the previous and current state 
of your health. This is because an 
insurance company generally 
requires that a certain period of time 
pass before the policy pays for care 
related to a health problem you may 
have had when you applied. Such 
health problems are called pre-exist­
ing conditions. At this time, most 
companies use a six-month pre­
existing condition limitation period. 
In some cases, you may be denied

coverage because of your health 
status.

Eligibility— After a certain age, 
you will be unable to buy a policy. 
Each company sets its own age limit 
— usually around age 79. Most poli­
cies are only available lo those over 
the age of 55. It’s possible that both 
age limits may change in the future, 
as new policies are developed and 
sold.

Renewability— This policy provi­
sion is normally found on the first 
page of the policy. It tells you under 
what circumstances the policy can 
be cancelled by the insurance com­
pany or how premiums can be 
raised. Most policies are guaranteed 
renewable and cannot be cancelled.

Exclusions— Policies may not 
pay for long-term care related to 
mental or nervous conditions, alco­
holism, mental retardation, or cer­
tain other health conditions or situa­
tions. However, Alzheimer’s 
disease, and other organic disorders, 
leading causes of nursing home 
admissions, are generally covered.

What Kinds of Questions Should 
You Ask?

Before you consider buying long­
term care insurance, you should 
determine what kinds of resources 
you have or plan to have to take 
care of your long-term care needs. 
For example, do you have savings, 
life'insurance, or a pension that 
would help pay for them? Would 
other family members help you, if 
necessary, or would you qualify for 
community services that a>o income- 
related?

Be sure to read policies you are 
considering carefully and compare 
them. Don’t be afraid to ask an 
insurance agent about anything that 
doesn’t seem clear in the policy. 
There is no one solution for every­
one in planning for the future, but 
your financial plans should include 
consideration of your long-term care 
needs.

The following questions will help 
you compare and evaluate policies 
you may wish to consider. Use them 
as a basis for discussion with an 
insurance agent or for asking ques­

t i o n s  a b o u t  p r o m o t i o n a l  l i t e r a t u r e  
y o u  m a y  r e c e i v e  in  t h e  m a i l .

What Does Long-term Care Cost?
1. W h a t  k i n d s  o f  n u r s i n g  h o m e s  

a r e  t h e r e  i n  y o u r  a r e a  a n d  h o w  
m u c h  d o  t h e y  c h a r g e  p e r  m o n t h  
f o r :
•  s k i l l e d  n u r s i n g  c a r e ?
•  i n t e r m e d i a t e  n u r s i n g  c a r e ?
•  c u s t o d i a l / p e r s o n a l  c a r e ?

2 .  W h a t  d o  h o m e  h e a l t h  c a r e  a g e n ­
c i e s  i n  y o u r  a r e a  c h a r g e  p e r  
m o n t h  f o r :
•  u n s k i l l e d  c a r e ?
•  s k i l l e d  c a r e ?

How Much Does the Policy Pay?
3 .  W h a t  i s  t h e  m a x i m u m  a m o u n t  

t h e  p o l i c y  w i l l  p a y  f  <r:
•  s k i l l e d  n u r s i n g  c a r e ?
•  i n t e r m e d i a t e  n u r s i n g  c a r e ?
•  c u s t o d i a l  n u r s i n g  c a r e ?
•  h o m e  h e a l t h  c a r e ?

How Much Does the Policy Cost?
4 .  H o w  m u c h  w i l l  t h e  p o l i c y  c o s t  

y o u  o v e r  t i m e  ( i . e . ,  1 ,  5 ,  1 0 ,  o r  
1 5  y e a r s ) ?

5 .  C a n  t h e  c o m p a n y  r a i s e  y o u r  p r e ­
m i u m  o v e r  t i m e  o r  u n d e r  o t h e r  
c i r c u m s t a n c e s ?  I f  s o ,  w h a t  a r e  
t h e  c i r c u m s t a n c e s ?

What Are the Benefits?
6 .  D o e s  t h e  p o l i c y  p r o v i d e  b e n e f i t s  

f o r :
•  s k i l l e d  n u r s i n g  c a r e ?
•  ' n t c r m e d i a t e  c a r e ?
•  c u s t o d i a l  c a r e ?
•  h o m e  h e a l t h  c a r e ?

7 .  H o w  l o n g  w i l l  t h e  p o l i c y  p a y  
b e n e f i t s  f o r :
•  s k i l l e d  n u r s i n g  c a r e ?
•  i n t e r m e d i a t e  n u r s i n g  c a r e ?
•  c u s t o d i a l  n u r s i n g  c a r e ?
•  h o m e  h e a l t h  c a r e ?
•  a l l  o f  t h e  a b o v e  s e r v i c e s ?

8 .  D o e s  t h e  p o l i c y  c o v e r  A l z ­
h e i m e r ' s  d i s e a s e  i f  y o u  d e v e l ­
o p e d  i t  a f t c r j o u  p u r c h a s e d  t h e  
p o l i c y ?

9 .  D o e s  t h e  p o l i c y  p r o v i d e  b e n e f i t s  
i f  y o u  n e e d  c a r e  a w a y  f r o m  t h e  
a r e a  i n  w h i c h  y o u  l i v e  o r  i f  y o u  
m o v e  t o  a n o t h e r  s t a t e ?

1 0 .  W i l l  t h e  p o l i c y  p r o v i d e  b e n e f i t s  
i f  y o u  h a v e  s i m i l a r  c o v e r a g e  
w i t h  a n o t h e r  p o l i c y ?



1 1 .  W h a t  i s  t h e  e l i m i n a t i o n  o r  
d e d u c t i b l e  p e r i o d  b e f o r e  b e n e f i t s  
b e g i n  f o r :
•  n u r s i n g  h o m e  c a r e ?
•  h o m e  h e a l t h  c a r e ?

12. W h a t  i s  t h e  p r e - e x i s t i n g  c o n d i ­
t i o n  l i m i t a t i o n  p e r i o d ?

1 3 .  C a n  t h e  c o m p a n y  c a n c e l  o r  
r e f u s e  t o  r e n e w  t h e  p o l i c y ?  I f  
t h e r e  a r e  c o n d i t i o n s ,  w h a t  a r e  
t h e y ?

1 4 .  a .  I s  a  p r i o r  h o s p i t a l  s t a y
i c q u i i r e d  b e f o r e  t h e  p o l i c y  
w i l l  p a y  f o r :  

s k i l l e d  n u r s i n g  c a r e ?  
j  i n t e r m e d i a t e  n u r s i n g  c a r e ?
•  c u s t o d i a l  n u r s i n g  c a r e ?

b .  I s  a  p r i o r  s k i l l e d  n u r s i n g  
h o m e  s t a y  r e q u i r e d  b e f o r e  t h e  
p o l i c y  w i l l  p a y  f o r :
•  i n t e r m e d i a t e  c a r e ?
•  c u s t o d i a l  c a r e ?

c .  I s  a  p r i o r  n u r s i n g  h o m e  s t a y  
r e q u i r e d  b e f o r e  t h e  p o l i c y  
w i l l  p a y  f o r :
•  h o m e  h e a l t h  c a r e ?

1 5 .  A r e  t h e r e  o t h e r  l i m i t a t i o n s  o r  
e x c l u s i o n s  t h a t  c o n c e r n  y o u ?  I f  
s o ,  w h a t  a r e  t h e y ?

Who Offers Long-term Care 
Insurance?

T h e r e  a r e  p o l i c i e s  a v a i l a b l e  n o w  
i n  e v e r y  s t a t e  a n d  m a n y  c o m p a n i e s  
a r e  i n  t h e  p r o c e s s  o f  d e v e l o p i n g  p o l ­
i c i e s .

Y o u  m a y  w i s h  t o  c o n t a c t  y o u r  
s t a t e  i n s u r a n c e  d e p a r t m e n t  o r  i n s u r ­
a n c e  a g e n t  f o r  m o r e  i n f o r m a t i o n .  T o  
o b t a i n  a  l i s t  o f  p r i v a t e  i n s u r e r s  o f f e r ­
i n g  p r o d  : c t s  i n  y o u r  s t a t e ,  w r i t e  to :  

H e a l t h  I n s u r a n c e  A s s o c i a t i o n  o f  
A m e r i c a  

I n f o r m a t i o n  S e r v i c e s  
1 0 0 1  P e n n s y l v a n i a  A v e n u e ,  N . W .  
W a s h i n g t o n ,  D . C .  2 0 0 0 4 - 2 5 9 9

What are the Limits?

Additional Reading 
Publications about long-term care, 

health care coverage, and other sub­
jects of interest to older Americans 
are available free or at a low cost 
from the following organizations:
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American Association of Homes 
for the Aging 

1129 20th Street. N.W. 
Washington, D.C. 20036 
Telephone: 202/296-5960 

Brochures describing continuing care 
communities.

American Association of Retired 
Persons 

Health Advocacy Services 
1909 K Street, N.W .
Washington, D.C. 20049 
Telephone: 202/872-4700 

Brochures about long-term care, 
home care, housing options, health 
care, and health r. aintenance organi­
zations.

American Health Care Association 
1200 15th Street, N.W. 
Washington, D.C. 20005 
Telephone: 202/833-2050 

Brochures about long-term care 
facilities.

Council of Better Business 
Bureaus 

1515 Wilson Boulevard 
Arlington, V A  22209 
Telephone: 703/276-0100

Brochures about home care and 
long-term care facilities.

Health Insurance Association of 
America

1001 Pennsylvania Avenue, N .W . 
Washington, D.C. 20004-2599 
Health Insurance Hotline 1-800- 

423-8000 
Brochures about health insurance, in 
general, and how private health 
insurance works with Medicare. 
Health insurance hotline.

National Consumers League 
Suite 516
815 15th Street, N.W . 
Washington, D.C. 20005 
Telephone: 202/639-8140 

Brochures about life care communi­
ties, home health care, hospice care, 
ambulatory care, and health mainte­
nance organizations.

The National Council on the 
Aging, Inc.

West Wing 100 
600 Maryland Avenue, S.W. 
Washington, D.C. 20024 
Telephone: 202/479-1200 

Brochures about long-term care and 
Medicaid, Medicare, community 
resources, housing options and long­
distance caregiving.

State Insurance Departments
Some have consumer education 

programs for older Americans about 
a range of insurance-related topics, 
including Medicare, Medicaid, 
Mcdigap, and long-term care insur­
ance. Contact the department in 
your state for further information.

Social Security District Office 
Several brochures, including 

Your Medicare Handbook, as well 
as information on Medicaid and oth­
er government programs for the 
elderly. To find the office nearest 
you, check the government listings 
in your telephone directory.

Other Consumer Notes include: 
A326 Choosing Financial Advisers 
C326 Staying Well, Your 

Responsibility 
D326 Group Health Insurance 

Continuation 
E326 IRAs: An Investment in Your 

Future
F326 Medicare Supplement 

Insurance 
G326 Help for the Working 

Caregiver 
H326 Checklist for Change:

Financial Planning for Life's 
Transitions

A ll issues of Consumer Notes may 
be obtained free-of-charge in single 
or bulk quantities by writing to the 
following address. Please be sure to 
include the name and booklet 
number of the isfues you are 
ordering.
American Council of Life 

Insurance 
Health Insurance Association of 

America 
Company Services 
1001 Pennsylvania Avenue, N.W . 
Washington, D.C. 20004-2599
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L O N G  T E R M  C A R E  

E D U C A T I O N  C O A L I T I O N

W H A T  IS LONG-TERM CARE? 
Why You Need to Know

This is the first in a series of newsletters produced by the 
Coalition for Long-term Care Education. The Coalition is 
comprised of a variety of organizations, cooperating in 
this endeavor to respond to the need for educational 
information on the subject of long-term care. This issue 
introduces the concept of long-term care and explains 
why it should be of concern to you. Subsequent Issues 
will be produced periodically on such topics as long- 
term care options, paying for long-term care, what to 
look for when selecting long-term care services, and 
others.

There’s a great deal of talk these days about "the graying 
of America" and something called “the long-term carc 
issue."
What’s it all about? Why should you care?
America is getting older. More and more of us are mov­

ing into our senior years. And our life expectancy is 
increasing.
In the year 2000, about 35 million Americans will be 

aged 65 and over— more than twice the number in I960. 
Since I960, me population aged 65 and over has grown 
more than twice as fast as the U.S. population in general. 
The number of Americans aged 80 and over totals almost 
six million today; in the year 2030, that number is expect­
ed to have almost tripled.
These statistics tell the story behind the phrase, "the 

graying of America.”
This growth in the elderly population will be reflected, 

among other things, in an increased demand for long-term 
care services. But what is "long-term care" and why do 
you need to know about it?

The Challenge of Living Longer
We Americans are healthier than ever— and living longer.
nd because so many Americans will live into their 
eighties and nineties— perhaps even to age 100—we all 
need to do some looking ahead.
While many millions of "young-old" Americans lead 

healthy, active lives, others are not so fortunate. Two out 
of five persons aged 65 and over risk needing nursing 
home care. By the year 1990, about 7.7 million Americans 
over age 65 are expected to need some form of long-term

care. And as we get into our eighties, the chances increase 
considerably that we will face health problems or frailty. 
Statistics show that, at any given time, 22 percent of those 
aged 85 or older are in a nursing home.
Many of us are concerned that our health might deterio­

rate as we get older and we worry about our financial 
ability to hindie disability or illness. Still, few of us make 
preparations that would help us handle these situations. 
Why? Partially it has to do with widespread misunder­
standing about long-term care and how it is paid for.

Getting the Facts Straight
Many Americans deny their own possible future need for 
long-term care, associate long-term care only with nursing 
homes and believe that Medicare will pay for most long­
term care services— all misconceptions.
The purpose of this newsletter is to help clear up some 

of the confusion for you about long-term care— to help 
you learn about the issue and to prep :re yourself and 
other family members for a possible need for long-term 
care services.

What Is Long-term Care?
Simply stated, long-term care refers to a person’s need for 
a wide range of medical, nursing, and social services over 
a prolonged period of time. This is generally called 
“chronic" care, as distinct from more intensive medical 
treatment for a short-term illness called "acute" care. The 
need for long-term care can result from chronic illness or 
disability or from a sudden accident or stroke.
Long-term care does NOT take place only in a nursing 

home, nor is it needed only by the elderly. Care might be 
provided to people of any age in the home, in community 
facilities, or in nursing homes. Relatives, friends and neigh­
bors, and those working for community services often 
provide assistance with the normal activities of daily living 
such as eating, bathing, and dressing. Or, those who need 
care could be living in a community for senior citizens 
which might meet all of their health and social needs— 
commonly known as a continuing care community.
If you do not have these support systems or if you need 

skilled nursing or rehalv’.tative care on a daily basis, you 
may find your only option to be an institution such as a 
nursing home.

AFSCME Retiree Program 
American Council of Life Insurance 
American Nurses' Association, Inc. 
ll'nai B'rith Women

Extension Service, L'SDA 
General federation of Women's Clubs 
Health Insurance Association of America 
National Association of Area Agencies on Aging

National Consumers League 
National Council of Catholic Women 
Public Voice For Food ,t Health Policy 
The National Council on the Aging. Inc.
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S t a t e  P r o f i l e :  A l a s k a
D a t a  R e l e v a n t  t o  H e a l t h  I n s u r a n c e  C o v e r a g e

R e s i d e n t  P o p u l a t i o n ,  1988, T o t a l  U.S. (X 1 , 0 0 0 )  ( a ) ........ 2 4 5 , 8 0 7
S t a t e  T o t a l  R e s i d e n t  P o p u l a t i o n ,  1 9 8 8  (X 1 , 0 0 0 ) .................... 5 1 3
S t a t e  P e r c e n t  o f  U . S . T o t a l ,  1 9 8 8 ...................................... 0 . 2 0 8 %

E M P L O Y M E N T  (b) N a t  * I
S T A T E  Av q .

P e r c e n t  U n e m p l o y e d  ( 1 9 8 7 )      1 0 . 8 %  6 . 2 %

P e r c e n t  o f  C i v i l i a n  E m p l o y m e n t  P a r t i c i p a t i o n
F o r  M a l e s  ( 1 9 8 7 ) .................................................... 8 0 . 4 %  7 6 . 2 %
F o r  F e m a l e s  ( 1 9 8 7 ) ................................. .  6 4 . 3 %  5 6 . 0 %

P e r c e n t  o f  S t a t e  T o t a l *  E m p l o y e d  b y  I n d u s t r y  (1987) N a t 11
S T A T E  A v q .

C o n s t r u c t i o n  (avg 2 7 . 7 %  n a t i o n a l l y  u n i n ,  1 9 8 6 )  5 . 2 3 %  4 . 8 8 %
W h o l e s a l e  a n d  R e t a i l  T r a d e  ( 2 0 . 7 % ) .........................1 9 . 5 2 %  2 3 . 8 3 %
S e r v i c e s  ( 1 7 . 4 % ) ...................................................2 0 . 0 C %  2 3 . 6 4 %
T r a n s p o r t a t i o n  a n d  P u b l i c  U t i l i t i e s  ( 1 0 . 8 % )  8 . 5 7 %  5 . 2 6 %
M a n u f a c t u r i n g  ( 9 . 1 % )    6 .6 6 % 1 8 . 6 3 %
F i n a n c e ,  I n s u r a n c e ,  a n d  R e a l  E s t a t e  ( 8 . 1 % )  5 . 2 3 %  6 . 4 0 %
G o v e r n m e n t  ( 7 . 2 % ) ................................................. 3 1 . 4 2 %  1 6 . 6 3 %

* T o t a l  i n c l u d e s  m i n i n g  w h i c h  is n o t  a p a r t  o f  i n d u s t r y  f i g u r e s .

I N C O M E  (C)
A v q .

T o t a l  P e r s o n a l  I n c o m e  in C u r r e n t  D o l l a r s  S T A T E  S t a t e
(1987, b i l l i o n s )  $ 9 . 6  $ 7 3 . 8

- A s  P e r c e n t  o f  U.5J. T o t a l  ( 1 9 8 7 ) .......................0 . 3 %
N a t '1

P e r s o n a l  I n c o m e  P e r  C a p i t a  S T A T E  Av q .
- I n  C u r r e n t  D o l l a r s  ( 1 9 8 7 ) ............................$ 1 8 , 2 3 0  $ 1 5 , 4 8 1
- R a n k ,  o u t  o f  50 S t a t e s  ( 1 9 8 7 ) ...............................4
- R a n k ,  o u t  o f  50 S t a t e s  (7.980)...............................1
- I n  C o n s t a n t  1 9 8 2  D o l l a r s  ( 1 9 8 7 ) ................... $ 1 5 , 2 5 5  $ 1 2 , 9 5 5

P o v e r t y  R a t e  ( M i d - 1 9 8 0 s )  ( d ) ................................... 1 0 . 4 %  1 4 . 0 %

a.) S o u r c e :  U . S .  B u r e a u  o f  t h e  C e n s u s ,  J u l y  1, 1 9 8 8 .
b.) S o u r c e :  U . S .  B u r e a u  o f  L a b o r  S t a t i s t i c s ,  " G e o g r a p h i c  P r o f i l e  
o f  E m p l o y m e n t  a n d  U n e m p l o y m e n t , "  a n n u a l ;  a n d  " E m p l o y m e n t  a n d  
E a r n i n g s , "  m o n t h l y  ( c o m p i l e d  f r o m  d a t a  s u p p l i e d  b y  c o o p e r a t i n g  

S t a t e  a g e n c i e s ) .
c.) S o u r c e :  U . S .  B u r e a u  o f  E c o n o m i c  A n a l y s i s ,  " S u r v e y  o f  C u r r e n t  

B u s i n e s s , "  A u g u s t  i s s u e s ;  a n d  u n p u b l i s h e d  d a t a .
d.) S o u r c e :  T a b u l a t i o n s  b y  P l o t n i c k ,  R o b e r t  D., a n d  D a n z i g e r ,  
S h e l d o n ,  " P o v e r t y  R a t e s  b y  S t a t e  in t h e  M i d - 1 9 8 0 s :  A n  U p d a t e , "  

F o c u s . I n s t i t u t e  f o r  R e s e a r c h  o n  P o v e r t y ,  U n i v .  o f  W i s c o n s i n ,  

M a d i s o n ,  V o l  II, N o . 3, F a l l  1 9 8 8 .  D a t a  b a s e d  o n  1 9 8 5 ,  1986, 

a n d  1 9 8 7  C u r r e n t  P o p u l a t i o n  S u r v e y s .



S t a t e  P r o f i l e :  A l a s k a

H E A L T H  I N S U R A N C E  C O V E R A G E  (e) N a t 11
I n s u r a n c e  C o v e r a g e  ( N o n e l d e r l y  1986) S T A T E  A v q .
T o t a l  P r i v a t e l y  I n s u r e d .......................................... 7 1 . 6 %  7 3 . 5 %
T o t a l  P u b l i c l y  I n s u r e d .......................... N u m b e r  t o o  s m a l l  1 2 . 0 %
N o  C o v e r a g e ............................................................ 2 1 . 5 %  1 7 . 8 %

E X P E N D I T U R E S  Av q .
S t a t e  G o v e r n m e n t  E x p e n d i t u r e s  (1986) (f) S T A T E  s t a t e
T o t a l  ( M i l l i o n s  o f  D o l l a r s ) ................................... $ 3 , 8 8 8  $ 7 , 3 8 2
T o t a l  P e r  C a p i t a . . . . .      $ 7 , 3 0 9  $ 1 , 5 6 6
R a n k  P e r  C a p i t a ,  o f  50 S t a t e s .......................................1

G r o s s  S t a t e  P r o d u c t  (1986, M i l l i o n s )  ( c ) . . . . .  $ 1 9 , 5 7 5  $ 8 2 , 1 9 0

M E D I C A I D  A N D  M E D I C A R E  A v q .
M e d i c a r e  (1987) (g) S T A T E  S t a t e
E n r o l l m e n t  (XI, 000) ( g ) ............................................... 2 0 6 2 2 . 3
P a y m e n t s  ( M i l l i o n s  o f  D o l l a r s )  ( g ) .............................$ 4 8  $ 1 , 5 7 0

M e d i c a i d  (1987) (h)
R e c i p i e n t s  ( X I , 000) ( h ) ............................................... 28 3 8 8
R a t i o  of R e c i p i e n t s  t o  P o v e r t y  P o p u l a t i o n ....................0 . 5 2  0 . 6 7
N o n e l d e r l y  R e c i p i e n t s  ( X I , 000) ( h ) ............................ 2 5  3 4 4 . 6
P a y m e n t s  ( M i l l i o n s  o f  D o l l a r s )  ( h ) ........................... $ 7 7  $ 8 7 7

P e r c e n t  S t a t e  S h a r e  o f  M e d i c a i d  ( O c t . '8 7 - S e p t .'88)
( i ) ...................................................................... 5 0 . 0 0 %  3 9 . 5 5 %
P e r c e n t  F e d e r a l  F i n a n c i a l  P a r t i c i p a t i o n  O f  M e d i c a i d
(Oct. ' 8 7 - S e p t .  '8 8 ) ( i ) ....................................... 5 0 . 0 0 %  6 0 . 4 4 %
P e r c e n t  o f  T o t a l  S t a t e  E x p e n d i t u r e s
F o r  M e d i c a i d  F Y  1 9 8 9  ( j )  3 . 5 %  1 0 . 8 %
F o r  M e d i c a i d  F Y  1 9 8 8  ( j )  3 . 1 %  1 0 . 4 %
F o r  M e d i c a i d  F Y  1 9 8 7  ( j )  2 . 3 %  1 0 . 2 %

M e d i c a i d - t y p e  P r o g r a m  f o r  N o n - w e l f a r e
A d u l t s ,  A g e s  1 8 - 6 4  (1988) ( k ) ..................... G e n e r a l  R e l i e f - M e d i c a l

e.) S o u r c e :  E m p l o y m e n t  B e n e f i t  R e s e a r c h  I n s t i t u t e  t a b u l a t i o n s  of 
1 9 8 7  C u r r e n t  P o p u l a t i o n  S u r v e y .  A d d s  t o  m o r e  t h a n  1 0 0 %  b e c a u s e  
s o m e  i n d i v i d u a l s  h a v e  b o t h  p u b l i c  a n d  p r i v a t e  c o v e r a g e .
f.) S o u r c e :  U . S .  B u r e a u  of t h e  C e n s u s ,  " S t a t e  G o v e r n m e n t  
F i n a n c e s , "  s e r i e s  GF, No. 3, " C e n s u s  o f  G o v e r n m e n t s , "  1 9 77, 1982, 

V o l . 6., No. 4.
g.) S o u r c e :  U . S .  H e a l t h  C a r e  F i n a n c i n g  A d m i n i s t r a t i o n ,
u n p u b l i s h e d  d a t a .  ( E n r o l l e e s  a s  o f  July 1 , 1 9 8 7 . )
h.) S o u r c e :  U . S .  H e a l t h  C a r e  F i n a n c i n g  A d m i n i s t r a t i o n ,  J u l y  1988, 
u n p u b l i s h e d  d a t a .  ( R e c i p i e n t s  a t  a n y  t i m e  d u r i n g  y e a r . )
i.) S o u r c e :  A d a p t e d  f r o m  C o m m e r c e  C l e a r i n g  H o u s e  1 9 8 7 ;  F e d e r a l  
R e g i s t e r  52 ( A p r i l  15, 1987) 7 2 : 1 2 7 5 3 - 4 .
j.) S o u r c e :  N a t i o n a l  A s s o c i a t i o n  o.T S t a t e  B u d g e t  O f  f i c e r s ,  " S t a t e  

E x p e n d i t u r e  R e p o r t , "  1989.
k.) S o u r c e :  L i p s o n ,  D e b r a ,  " R e c e n t l y  A d o p t e d  S t a t e  I n i t i a t i v e s  
F o r  T h e  U n i n r u r e d , "  I n t e r g o v e r n m e n t a l  H e a l t h  F o l i c y  P r o j e c t ,
T h e  G e o r g e  W a s h i n g t o n  U n i v e r s i t y ,  F e b r u a r y ,1989.
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S t a t e  P r o f i l e :  A l a s k a  A v q .
S T A T E  S t a t e

A g e d  I n d i v i d u a l ,  E l i g i b i l i t y  L e v e l  (SSI) ( 1 )  $ 8 , 1 9 6  $ 4 , 8 7 7
P e r c e n t  o f  P o v e r t y  ( $ 7 , 4 8 0 )   1 0 9 . 6 %  8 0 . 8 %

A F D C  F a m i l y  o f  3, E l i g i b i l i t y  L e v e l  ( m )  $ 9 , 7 0 8  $ 4 , 9 4 2
P e r c e n t  o f  P o v e r t y  ( $ 1 0 , 0 6 0 )  7 7 . 2 %  4 8 . 6 %

M e d i c a l l y  N e e d y  F a m i l y  o f  3, E l i g i b i l i t y  ( m ) . . N o t  C o v e r e d  $ 6 , 1 6 5
P e r c e n t  o f  P o v e r t y  ( $ 1 0 , 0 6 0 ) ..........................N o t  C o v e r e d  6 1 . 0 %

P r e g n a n t  W o m e n  F a m i l y  o f  3, E l i g i b i l i t y  ( m )  $ 1 2 , 5 8 0  $ 1 4 , 6 1 7
P e r c e n t  o f  P o v e r t y  ( $ 1 0 , 0 6 0 )  1 0 0 . 0 %  1 4 4 . 1 %

A l l  C h i l d r e n  i n  P o v e r t y  C o v e r e d  u p  t o  A g e  ( m ) ........... . . . 2

Avq.
M e d i c a i d  M a x i m u m  P a y m e n t s  (n) S T A T E  S t a t e
F o r  B r i e f  F o l l o w - u p  V i s i t  ( o ) .................................. $ 2 8 . 4 1  $ 1 2 . 4 3
A s  P e r c e n t  of (1984) M e d i c a r e  ( n ) ........................... 1 1 5 . 0 %  6 7 . 0 %

F o r  A p p e n d e c t o m y  ( o ) ................................  N / A  $ 3 3 7 . 9
A s  P e r c e n t  of (1984) M e d i c a r e  ( n ) ................................N / A  6 0 . 6 %

L i m i t a t i o n  on N u m b e r  o f  P h y s i c i a n  V i s i t s  (1986) (p)

O f f i c e  V i s i t s ........................................................... n o n e
C o m b i n a t i o n  o f  V i s i t s ............................................... n o n e

H O S P I T A L  C O S T S
N a t 11

U n c o m p e n s a t e d  Car e ,  1 9 8 5  (In M i l l i o n s )  (q) S T A T E  A v q .
N u m b e r  of H o s p i t a l s  S u r v e y e d .........................................18 112
S u r v e y  R e s p o n s e  R a t e .................................................7 2 . 2 %  5 8 . 8 %
T o t a l  P a t i e n t  G r o s s  R e v e n u e s    $ 2 4 2  $ 3 , 2 0 1
T o t a l  E x p e n s e s .......................................................... $ 2 1 9  $ 2 , 5 5 8
U n c o m p e n s a t e d  D o l l a r s  ( C h a r g e  B a s e d ) ............................$ 1 1  $ 1 8 6
A s  P e r c e n t  of C h a r g e s ...............................................4 . 5 0 %  5 . 8 4 %
U n c o m p e n s a t e d  D o l l a r s  ( C o s t  B a s e d ) ............................... $ 1 0  $144
A s  P e r c e n t  o f  C o s t s ................................................. 4 . 5 5 %  5 . 6 5 %

1.) S o u r c e :  S o c i a l  S e c u r i t y  A d m i n i s t r a t i o n ,  " C h a r a c t e r i s t i c s  of
S t a t e  A s s i s t a n c e  P r o g r a m s  f o r  S S I  R e c i p i e n t s , "  J a n u a r y  1 9 8 9 .  
m.) S o u r c e :  N a t i o n a l  G o v e r n o r s '  A s s o c ,  J u l y  1 9 8 9 ;  a n d  C h i l d r e n ' s  

D e f e n s e  F u nd, S e p t .  1 9 8 9 .
n.) S o u r c e :  C o n g r e s s i o n a l  R e s e a r c h  S e r v i c e  a n a l y s i s  o f  M e d i c a i d  
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K y  c i •« ting the health insurance that’s right 
for you can be very complicated. There can 
be confusing words, exclusions and differing 
costs for various coverages to understand.

Recently there has been ye", another 
form of insurance introduced to che 
American people. It is lor term care 
insurance, While many people think that 
Medicare insurance will cover the cost of 
long-term care, such as care in nursing 
homes, it actually pays for such coverage 
only in certain cases. Even if you have pur­
chased private supplemental insurance, 
sometimes called Medigap, it does not cover 
long-term care either. Because there has 
been limited insurance for this care in the 
past, people have had to pay for their own 
care with their own resources or become 
impoverished in the process and qualify for 
Medicaid.

This booklet will explain what long­
term care is and how long-term care 
insurance works. It also provides a handy 
checklist you can use to compare policies 
before you buy.

You owe it to yourself to examine care­
fully all aspects relatirg to this coverage and 
its cost. Many of the different types of 
policies available will be suitable for you and 
will meet your needs. Some may be suitable 
for others, but may not be suitable for you. 
This booklet will tell you in plain language 
most of what you need to know.
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c a r e .
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W h a t  is 

l o n g - t e r m  

c a r e ?

Long-term care is the kind of assistance you could 
need if you ever have a chronic illness or dis­
ability that lasts a long time and you are unable to 
care for yourself. Long-term care does not refer 
only to nursing home care. It can be provided in 
your own home if you need help with activities 
such as bathing, walking or doi'y-t chores.

There is a range of services available in the 
community to meet long-term care needs besides 
the nursing home. These services include: visiting 
nurses, home health aides, friendly visiting, meals 
on wheels, chore services and respite care that is 
available for caregivers who need an occasional 
break from daily responsibilities.

Some or all of these services may be avail­
able in your community. You may want to check 
with the Area Agency on Aging, listed in the 
telephone book, for help in locating these types 
of long-term care services.

W h a t  a r e  t h e  c h a n c e s  

t h a t  y o u  will n e e d  l o n g­

t e r m  c a r e ?

iy 2000, more than 8 million Americans aged 65 
or more probably will need some form of long­
term care due to disability or chronic illness. Most 
people can be cared for at home. Family and 
friends are the sole caregivers for 70 percent of 
these elderly.

Those aged 85 or older are the most at risk 
for needing long-term care. In fact, statistics show 
that, at any given time, 22 percent of those age 85 
and older are in a nursing home. One study 
showed that in 1985,2.3 million people who were 
65 years old and older spent at least part of a year 
in a nursing home. An additional 4 million elderly 
people received care in their homes.
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At the same time, it is estimated that two out 
of five people aged 65 or more risk entering a 
nursing home. I lalf of them will need to stay 
about six months or less; and half will need to stay 
an average of 2.5 years. Only a small number stay 
longer than 5 years.

Long-term care can be very expensive. Recent 
figures indicate that a year in a nursing home 
costs an average of $25,000. Depending on where 
you live it could cost more than that.

Home-based care (help with dressing, bath­
ing, household chores) provided by an aide just 
three times a week for a year can easily cost $440 
each month, or $5,300 a year. If you require some­
one to assist you in administering oxygen or 
medication, for example, skilled nursing visits can 
cost even more with three visits per week for a 
year running as much as $5,200 per year.

W h o  p a y s  

f o r  it?

Neither iMedicare nor private Medicare sup­
plemental insurance for the health insurance you 
may have through your employer) will pay for 
most long-term care expenses. Medicare sup­
plemental insurance (Medigap) is private insur­
ance that is designed to help cover some of the 
gaps in Medicare coverage— but not long-term 
care. Even the new Catastrophic Care Amend­
ments to Medicare do not cover long-term care. 
Many people think that this new expansion of 
Medicare insurance will cover the cost of nursing 
home care or home health care, but it actually 
pays for such coverage only in extremely limited 
circumstances.

M e d ic a r e- W/.,<

p a y s f o r

n u r s in g

h o m e

c a r e  in
. .

l im i te d

s i tu a t io n s .
■iV

W h a t  a r e  t h e  c o s t s  

a s s o c i a t e d  w i t h  

l o n g - t e r m  c a r e ?
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Medicare will help pay for long-term care 
under these conditions only:
•» Skilled nursing care is covered for up to 150 
days per calendar year. You must meet restric­
tive eligibility criteria and a physician must show 
that nursing home admission is necessary. 
Under the new law, in 1989 there is a $25.50 
copayment per day for the first through the 
eighth day of a nursing home confinement.
After the eighth day there is no copayment 
required.

■ Part-time skilled home health care is covered 
but only for short-term unstable conditions.
You must be homebound and certified by a doc­
tor that care is necessary. Also, the home health 
agency must participate in Medicare. The new 
law allows more frequent use of the benefits 
under limited circumstances.
Your care will not be covered if what you 

need is custodial care, or if you need prolonged 
home health care on a daily basis. (See Glossary 
for definition of intermediate care and custodial 
care.)

It is not surprising then that Medicare pays 
for less than 2 percent of the nation’s annual nurs­
ing home bill. Medicare supplemental policies 
generally do not cover services in addition to 
Medicare, but rather are designed to pay the costs 
Medicare does not cover such as hospital deduct­
ibles or physician copayments. More than half of 
nursing home care expenses are paid out-of- 
pocket by individuals and their families.

Medicaid is a major payer of nursing home 
care, accounting for -t2 percent of all payments to 
these facilities. Medicaid is a federal-state welfare 
program meant to provide help with medical 
expenses to the aged, blind and disabled poor. 
Many people who begin paying for nursing home 
care out of their own pockets are often impov­
erished soon after entering a nursing home. They 
then turn to Medicaid to pay part or all of their 
nursing homes expenses.

Recent changes to Medicaid allow your 
spouse to keep at least $786 per month and at 
least $12,000 in assets in 1989, ifvou should
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become Medicaid-eligible for nursing home care, 
These amounts will increase annually.

It is difficult to know what kind ot care you 
may need or what the costs will be. But knowing 
that you will be responsible for the majority of 
expenses, you need to know what kind of insur­
ance coverage you should consider. The rest of 
this booklet describes features of private insur­
ance policies and provides a convenient work 
sheet you may use in evaluating insurance 
policies.

Long-term care insurance is a relatively new type 
of private insurance. More than 100 companies 
offer private long-term care insurance today and 
that number is rising as more insurance com­
panies seek to fill this growing need.

Almost all policies now available are called 
indemnity policies, meaning they pay a set 
amount, usually a fixed dollar amount per day for 
nursing home or home health care. No policy, 
however, provides full coverage for all expenses. 
In addition, many policies do not increase the 
indemnity amount as the cost of care increases 
over time. Several newer policies do offer 
increased benefits over time to allow' for 
increased costs.

Long-term care coverage also is offered as 
part of individual life insurance policies. Under 
this arrangement, a certain percentage of the 
policy’s death benefit is paid for each month the 
policyholder requires long-term care.

Each policy is priced differently. In 1987, 
individual policy premiums ranged from about 
$250 a year in premiums to more than $2,500 
depending on several factors:
Age
The younger you are when you buy a policy, the 
lower the premium. Most policies are sold on an 
entry-age level basis, so that the premium should

W h a t  h i n d  of 

i n s u r a n c e  is 

a v a i l a b l e ?

P r iv a t e
long- te rm

c a r e

i n s u r a n c e  

c a n  f i l l  

a  g ro w in g  

n e e d .



P o l ic ie s  
c a n  c o v e r  

round- the-  

c lo ck  c a r e  

a n d  h e lp  

w ith  

d a i ly  

a c t iv i t ie s .

remain at that level and not increase with age, 
unless there is an increase for everyone that has 
the same kind of insurance.
Elimination or deductible periods
These are defined as the number of days you 
must he confined in a facility or the number of 
home care visits you must receive before policy 
benefits begin. For example, if the policy you 
select has an elimination period of 20 days for 
nursing home care or home health visits, your 
policy will begin paying you benefits 0 1 1 the 21st 
day. Usually the longer the elimination or deduct­
ible period, the lower the premium.
Indemnity value and duration of benefits
These vary from policy to policy, but in general 
the more money the policy will pay or the longer 
the' benefit period, the more the policy costs. For 
example, a policy that pays $100 a day for up to 
five years of nursing home care will cost more 
than a policy that pays $50 a day for three years.

W h a t  k i n d  

of c o v e r a g e  

is p r o v i d e d ?

Long-term care policies usually pay for skilled, 
intermediate or custodial care in a nursing home. 
Generally, skilled care refers to round-the-clock 
treatment by a registered nurse under a doctor’s 
supervision. Intermediate care refers to occa­
sional nursing and rehabilitative care under the 
supervision of skilled medical personnel. Cus­
todial care primarily meets personal care needs 
in activities of daily living such as help in bathing 
or eating that can be provided by someone 
without professional medical skills.

Most policies will pay for expenses in 
facilities that are licensed by the state to provide 
skilled and intermediate care and participate in 
Medicaid and Medicare, and meet the policy’s 
definition of skilled, intermediate or custodial 
care.

Many long-term care policies require 
hospitalization before covering any portion of a
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nursing home stay. This is increasingly not the 
case, however. A few require that the policy­
holder receive skilled or intermediate care 
before they will pay for custodial care or allow 
that custodial care be covered only if it is 
provided in a skilled or intermediate nursing 
home.

Also, policies usually cover home health care 
services such as skilled or nonskilled nursing care 
and homemaker and home health aides, although 
many policies require a prior nursing home or 
hospital stay before they will cover home health 
care benefits. This, too, is changing. Newer 
policies do not base benefit eligibility for nursing 
home or home health care benefits on a prior 
hospitalization requirement.

Therefore, it is very important to make sure' J i
the coverage you seek is provided in the policy. 
Also, make sure you understand the conditions 
under which your policy will pay for nursing 
home or home health care.

W h a t  k i n d s  of 

limits a r e  

t h e r e ?

Ail policies contain limitations and exclusions in 
addition to age, elimination or deductible 
periods, and the amount and duration of benefits. 
The purpose of these provisions is to help main­
tain reasonable premiums that would cover 
anticipated costs should that become necessary. 

Other limitations for consideration are:
Preexisting conditions
An insurance company generally requires that a 
certain period of time passes before the policy 
pays for care related to a health problem you may 
have already had when you became eligible for 
coverage. Such health problems are called 
preexisting conditions. At this time, most com­
panies use a six-month preexisting condition 
limitation period. (For these policies, if you need 
to use long-term care benefits within six months

(Continued on pctge 10)

M ak e  s u r e  

th e

b e n e f i ts  

y o u  w a n t  

a r e

co v e red .
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Long-Term Care Policy Checklist»
The fo llow ing  checklist will help yo n  compare policies you  m ay he considering. Policy B Marne:____

Policy A Policy!)

1 n What services are covered? 
8  Skilled care 
B8 Intermediate care 
■  Custodial care
H Home health care 
GR Other care

2 m How much does the policy pay per day for: 
IB Skilled care 
Bl Intermediate care 
H Custodial care
B Home health care 
S3 Other care

'..j,' 'J--' ' - ", : ’If ] : ":L,y ’ .v ' . * ' . ••

3> Does die policy offer a means for increasing benefits to account for 
expected future costs? If so, how?
Is diere an additional premium?

4a Does die policy have a maximum lifetime benefit? If so, what is it? 
I  Nursing home 
IB Home healdi

i



5 . Does the policy have a maximum length of coverage per “spell of 
illness” of maximum benefit period? If so, what is it?
H Nursing home •Ty*?;*1".r- * if?
H Home health

6 . 1 low long do I have to wait before preexisting conditions are covered?

1 B Is Alzheimer’s disease covered?

8a I low many days is the elimination or deductible period before benefits 
begin?

9a Does ‘his policy require:
H Physician certification of neec
■  A functional assessment
■  A prior hospital stay for: 

h Nursing home care 
■ Home health care

ffl A prior nursing home stay for home health care 
B Other

10a Can die policy be cancelled?

11 a Will the policy cover you if you move to another area?

12 a What is die age range for enrollment?

13 a What does die policy cost?
H per month 
B9 per year



D o n ’t  

b e  a f r a i d  

to  a s k  a n  

i n s u r a n c e  

a g e n t  i f  

s o m e th in g  is  

u n c le a r .

of the effective date of coverage due to a preexist­
ing condition, you may be denied coverage.
Eligibility
For most individual policies, you will be unable 
to buy a policy after a certain age. Each company 
sets its own age limit, usually around age 79. Most 
policies are available only to those over the age of 
'SO. These age limitations refer only to the ability 
to purchase long-term care insurance, not to the 
age you are when you use the benefits.
Renewability
Most policies sold on an individual basis are 
guaranteed renewable and cannot be cancelled. 
This renewability prov sion normally is found cu 
the first page of the policy and tells under what 
conditions the policy can be cancelled and under 
what conditions premiums may be raised.
Exclusions
Policies may not pay for long-term care related to 
inorganic mental or nervous conditions, alco­
holism, mental retardation, or certain other 
health conditions or situations. Alzheimer's dis­
ease a*''1 other related cognitive impairments, 
leading causes for nursing home admissions, 
generally are covered. Check policy provisions 
carefully to determine what exclusions apply.

W h a t  s h o u l d  y o u  l o o k  ( o r  

in a  l o n g - t e r m  c a r e  

p o l i c y ?

Be sure to read policies you are considering care- 
fully and compare them. Ask for a summary of the 
policies’ benefits ora disclosure form outlining 
the policies’ features. Don’t be afraid to ask your 
insurance agent about anything unclear. There is 
no single solution for everyone, but your finan­
cial plans should include consideration of your 
long-term care needs.
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G l o s s a r y

The following definitions of commonly used long­
term care terms are meant to provide a general 
definition of each term but may differ somewhat 
from those found in long-term care policies, in 
Medicare or by actual nursing homes.
■Conditionally renewable— An insurance com­
pany agrees to continue to insure a policyholder 
as long as it continues to insure all people in the 
state holding the same kind of policy.
■ Coinsurance— A percentage of allowed expen­
ses that an insured person is required to pay, e.g., 
20 percent of’’reasonable” charges under 
Medicare.
■ Custodial care— Care that is primarily for meet­
ing personal needs such as help in bathing, dress­
ing, eating or taking medicine. It can be provided 
by someone without professional medical skills 
or training but must be according to doctor’s or­
ders.
■Deductible or elimination period— This 
amount is the initial sum that must be paid for ser­
vices covered under an insurance plan before 
benefits are paid by the insurance company. It is 
usually expressed in terms of days in long term 
care insurance policies (e.g., 20 days).
■ Disclosure form— A description of benefits, ex­
clusions and provisions of a policy that facilitates 
understanding of the plan and comparison 
among plans.
■ Exclusion— Any condition or medical expense 
for which the policy will not pay.
■ Guaranteed renewable— An insurance com­
pany agrees to insure a policyholder for life as 
long as the premium is paid and for a fixed 
premium unless there is an across-the-board rate 
increase.
■Home health cars— Care received at home 
such as part-time skilled nursing care, speech 
therapy, physical or occupational therapy, part- 
time services of home health aides or help from 
homemakers or choreworkers.
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■ Individual insurance— Insurance underwritten 
and sold on an individual basis.
■ Intermediate care— Occasional nursing and 
rehabilitative care that can be performed by, or 
under the supervision of, skilled medical person­
nel only. Care must be based on doctor’s orders.
■ Intermediate care t: slllty— a nursing home 
that is licensed by the state and one that may be 
certified by Medicaid to provide intermediate 
care. It may provide custodial care as well.
■ Medicaid— A joint federal-state program that 
provides payment for health care services to 
those with low incomes or with very high medical 
bills relative to income and assets. It provides 
benefits for long-term nursing home care once 
income and assets have been ’’spent down” m 
eligibility levels. It also provides some home 
health services.
ft.^Jdlcarfl— The federal program providing 
people aged 65 and older, some disabled persons 
and those with end-stage renal disease with hospi­
tal and medical insurance. Active employees 
covered under their employers' plans do not 
qualify. It provides only very limited benefits for 
nursing home and home health services under 
narrowly defined circumstances.
■ M&dlgap— Medicare supplemental insurance is 
private insurance that supplements or fills in 
many of the gaps in Medicare coverage, such its 
deductibles and coinsurance amounts. It does 
not, however, provide benefits for long-term care.
@ Preexisting condition exclusion— An ex­
clusion of benefits for medical conditions that a 
policyholder had before applying for health or 
long-term care insurance.
■ Skilled nursing cane— Daily nursing and 
rehabilitative care that can be performed only by, 
or under the supervision of, s' '"ed medical per­
sonnel. Care must lr ' Joctor’s orders.
■ Skilled nursing fas. .ursing home that
is licensed by the state unu one that may be cer­
tified by Medicare and/or Medicaid to provide 
skilled care. It also may provide intermediate and 
custodial care.
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Q u e s t i o n s  w e  iisai* 

m o s t  o f t e n

What does long term care 
Insurance cover?

Generally, today’s policies cover skilled, inter­
mediate and custodial care in state-licensed nurs­
ing homes. They also cover home hea'th services 
provided by state-licensed and/or Medicare cer­
tified home health agencies.

How much do 
policies pay?

Almost all policies pay a fixed amount per day, or 
an indemnity, that is independent of a particular 
nursing home or home health agency rate. 
Policyholders are usually offered a choice of 
indemnity amounts ranging from $40 to more 
than $100 per day. Generally, the higher the in­
demnity, the higher the premium. In most cases, 
the indemnity for home health care is 50 percent 
of the nursing home rate.

What about tlve years from now, 
when costs probably will rise?

The cost of nursing home care varies widely and 
depends on factors such as geographic location, 
and staffing and personnel requirements. The 
average cost of a year in a nursing home is 
$25,000 and rising steadily.

Most policies currently do no, automatically 
adjust the benefit amount upward to account for 
higher costs expected in the future. Make sure 
you understand whether the policy you are 
examining offers protection against future, 
increasing costo. If the policy' does offer protec­
tion, make sure you understand how the 
provision works. While these types of policies are 
more expensive, more companies are offering 
them.
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■  Do theso policies cover Alzheimer's 
disease?

Policies generally cover Mzheimer’s disease 
specifically 0 1 "organic mental and nervous disor­
ders," which generally include Alzheimer’s dis­
ease and related disorders.

What are the real chances of 
entering a nursing home?

A Brandeis University study indicates that persons 
aged 65 or more face a 40 percent chance of enter­
ing a nursing home for any length of time. For 
those who do, 40 percent will stay three months 
or less.

What do 
policies cost?

Policy premiums are based on the age of the pur­
chaser. The premium remains at one level for as 
long as you own the policy, although premiums 
can be increased if they are raised for all individ­
uals who hold a poliq' just like yours. Premiums, 
in general, cannot be increased because of your 
age or if your health deteriorates. At age 50, a 
policy offering a $60 per day nursing home 
indemnity and a 20-day deductible period costs 
around $j00 per year, at age 65, about $675 and at 
age 79 or 80, about $2,100 per year.

How does the preexisting condition 
limitation work?

Preexisting conditions are conditions that war­
ranted medical attention prior to the polices 
effective date. Benefits for preexisting conuitions 
will be paid if you require long-term care after 
buying the poliq, usually after a period of six 
months. What this means is that if you buy a 
poliq and need services for a preexisting condi­
tion within six months of purchase, it will not pay. 
If eveqone who already needed long-term care 
purchased a poliq, premiums would not be affor­
dable for healthy persons.
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H What else do I need 
to know?

Insurance policies are legal contracts; make sure 
you understand what you are buying. If you are 
not satisfied with an agent’s answers, ask for a 
phone number or an address of someone you can 
contact in the company itself. Good agents want 
you to know what you are buying. Community 
consumer organizations such as the Better Busi­
ness Bureau, which is listed in your telephone 
book, might also help answer your questions.

Who offers long-term care 
insurance?

You may obtain a list of all companies offering 
long-term care policies by writing to:

Health Insurance Association of America
P.O. Box 41455 
Washington, DC 20018
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A d d i t i o n a l  R e a d i n g

Additional publications about health care 
('overage and long-term care are available from 
other organizations.

American Association of Homes lor the Aging
Suite 400
1 1 2 9  2 0 t h  S t r e e t .  N . W .
Washington, DC 20036 
Telephone: 202/296-5960
brochures describing continuing carc retirement 
communities.

American Association of Retired Persons 
Health Advocacy Services
1909 K Street, N.W.
Washington, DC 20049 
Telephone: 202/872-4700
Hook lets ancl pamphlets on  long-term care choices 
fo r  older Americans.

American Health Care Association
1202 L Street, N.W.
Washington, DC 20005 
Telephone: 202/842-4444
Various pamphlets about long-term care facilities.

Council of Better Business Bureaus
Suite 800
4200 Wilson boulevard 
Arlington, VA 22203 
Telephone: 703/276-0100
Written materials on home care and  nursing homes.

National Consumers League
Suite 516
81515th Street, N.W.
Washington, DC 20005 
Telephone: 202/639-8140
Consumer’s guide to life  care communities has 
health and  ambulatory_fac t sheets on Medicare.
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I n t r o d u c t i o n

Long-term care insurance is an emerging 
private financing n.o nanism for long-term 
care services- those services required due 
to a chronic illness or a condition lasting 
over a prolonged period of time. Currently, 
through the Medicaid program, govern­
ment payment for long-term care is avail­
able only for the poor. Individuals not 
qualifying for Medicaid generally use their 
own assets until they are exhausted. State 
governments are searching for ways to 
reduce the burden of Medicaid expenses 
and to halt the financial drain on 
individuals. Long-term care insurance and 
other private financing mechanisms for 
long-term care represent a group of pos­
sible solutions to the problem.
State governments are also responsible for 
insurance regulation and consumer protec­
tion. Having begun to assess the need for 
regulation of long-term care insurance, 
states are finding that such regulation 
raises some difficult issues. Because long­
term care insurance is relatively new, 
insurers consider it a financially risky

venture, Some state attempts to protect 
consumers and regulate the insurance 
market raise the possibility that insurers 
may withdraw from the state rather than 
operate under conditions of increased 
financial risk. Each stale must balance the 
need to protect consumers against the 
possibility of losing any potential benefits 
of long-term care insurance. States also 
may want to take action promoting the 
purchase of long-term care insurance.

This booklet discusses the potential 
importance to stales of long-term care 
insurance, describes general policy 
characteristics, and summarizes state 
actions to both regulate and promote long­
term care insurance. It is intended as a 
resource for both legislators and others 
involved in long-term care financing and 
public policy formulation.
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W h a t  A r e  L o n g - T e r m  C a r e  

Q u e s t i o n  a n d  L o n g - T e r m  C a r e  

O n e :  I n s u r a n c e ?

Long-Term Care

Long-term carc refers to a broad spec­
trum of medical and support services 
provided to persons who have lost 
some or all capacity to function on 
their own due to chronic illness or 
condition and who are expected lo 
need such services over a prolonged 
period of time.1

As used in this booklet, long-term care does 
not include short-term rehabilitative care, 
whether provided in nursing homes, other 
institutional settings such as extended care 
or rehabilitation units of acute care 
hospitals, or individuals' own homes. In 
contrast to acute care, long-term care 
typically requires less technical and inten­
sive medical treatment. Nurses, nurses 
aides, rehabilitation and other specialists, 
and persons providing homemaker services 
play key roles. Physicians are less promi­
nent than in acute care.
There are three different levels of long­
term care:

B Skilled nursing care-nursing and 
rehabilitative services given by 
skilled health personnel on a daily 
basis, under orders of a physician;

B Intermediate care-the same as 
skilled nursing care, except that 
procedures may be performed on an 
occasional basis; and

a Custodial/personal care -assistance in 
activities of daily living that can be 
provided by persons without 
medical skills.-

Although there is general agreement on the 
existence of the three levels of care, 
insurers, government officials, and other 
groups all define the three levels dif­
ferently.

All three levels of long-term care can be 
provided in nursing homes or in patients' 
own homes. The cost for each type of care, 
however, may vary by the setting. In 1984, 
approximately 20 percent of persons 
receiving long-term care resided in nursing 
homes, with the remainder living at home. 
Of those in their own homes, 75 percent 
were maintained solely through the efforts 
of unpaid caregivers such as family, 
friends, and volunteer community 
workers.-1

The elderly (over age 65) population, the 
primary users of long-term care services, 
will increase in the future, By the year 
2000, the number of elderly (over age 65) 
persons v, ill have increased by 37 percent 
over the number in lOSi/d As a percentage 
of total population, the elderly will 
increase from 11.3 percent in 1980 to 13.1 
percent by 2000.11 Increasing longevity will 
swell the over-85 age group, those elderly 
most likely to need long-term care. The 
number of persons over age 85 in the year 
2000 will be 129 percent higher than the 
number of persons in the same age group 
in 1980." It is estimated that on any given 
day in 1978 22 percent of those over 85 
resided in nursing homes, compared with 7 
percent of the age 75 to S4 population and 
only 2 percent of the age 65 to 74 popu­
lation/

The need for long-term care services will 
reflect the growth in the elderly popula­
tion. The number of elderly persons with 
limitations of activity due to chronic condi­
tions is projected to increase 38 percent 
between 1978 and 2003, assuming current 
mortality rates.' Should mortality rates



continue to decline, the increase could be 
as high as 64 percent.'' Nursing home 
utilization is projected to rise by between 
62 percent and 125 percent in die same 
time period, depending on whether mortal­
ity rates remain constant or decline.1"

Long-Term Care Insurance
Long-term care insurance is insurance 
intended to cover long-term care services. 
The  definition o f long-term  care used in 
this publication excludes short-term 
rehabilitative or acute care services. Conse­
quently, the definition o f long-term care 
insurance excludes insurance intended 
prim arily to cover short-term care, such as 
Medicare supplemental insurance covering 
Medicare deductib le and coinsurance 
payments. (See Question Four for a com ­
plete discussion of the Medicare nursing 
home benefit.) Existing long-term care 
insurance policies cover long-term care 
services exclusively, but long-term care 
insurance eventually m ay be sold as part of 
a more com prehensive health or life 
insurance package.

Policies n ow  on the market have the 
follow ing general characteristics:

■  Coverage for nursing home care 
(almost always skilled nursing care, 
sometimes intermediate or custodial 
level care) and sometimes for home 
health care services. Benefits rye 
paid up to a specified m axim um  
num ber o f days, home virus, or 
dollars, and often are contingent on 
a prior stay in a nursing home or 
hospital.

■  Indem nity benefit payments. 
Policyholders receive a specified 
amount o f m oney per day or per 
home visit, regardless of the actual 
expenses incurred. Policyholders 
then are responsible for paying pro­
viders o f care, m aking up the d if­
ference between insurance receipts

and charges incurred out o f their 
ow n  funds. Som e policies escalate 
the amount o f the indem nity pay ­
ment each year the policy is in 
force, charging a higher prem ium  
for this option.

■  Benefit or coverage lim itations. 
Long-term  care required for certain 
conditions, such as alcoholism  or 
mental illness, m ay be excluded 
entirely from coverage. Care for 
other medical conditions diagnosed 
or treated before the policy is pur­
chased ("pre-existing conditions”), 
such as heart disease or stroke, may 
be covered on ly  after a waiting 
period o f betw een  three months and 
one year. Policyholders generally 
pay for a m in im um  number o f nurs­
ing home days or home health visits 
before benefit paym ents can begin 
("elimination periods").

Should current policies achieve satisfactory 
results, insurers can be expected to 
broaden their offerings to include policies 
w ith  w ider coverage and fewer exclusions 
and limitations.

Estimates of the num ber of insurers offer­
ing long-term care policies range as high as 
35." A t  least one po licy  is available in 
every slate. Between 130,000IJ and 
200,00()Ui policies are estimated to be in 
effect.
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Long-term care insurance helps consumers 
pay for long-term care by spreading the 
risks and the costs over large numbers of 
persons. There also exist two types of asset 
accumulation programs (not discussed 
further in this publication) that help 
consumers generate funds to pay for long­
term care services by themselves:

■ Asset accumulation programs 
targeted to health care. These 
include life insurance with pre­
death long-term care benefits and 
"individual medical accounts" 
("medical IRAs") that allow 
individuals to save their own money 
to pay for future health care expen­
ditures. These are largely proposals 
at this time. Only one state, Colo­
rado, has enacted legislation 
recognizing individual medical 
accounts,14 and no insurers currently 
offer life insurance with long-term 
care benefits.

■ Asset accumulation programs not 
targeted to health. These include life 
insurance cash value savings, 
pension accumulations, and reverse 
annuity/mortgage programs that 
allow individuals lo convert their 
equity in real property or other 
assets into monthly income. These 
programs supply unrestricted in­
come that individuals may use for 
any purpose, including health care. 
All are widely available except for 
reverse annuities/mortgages, which 
are available only in certain states 
and localities.

Accumulated assets also could be used to 
purchase long-term care insurance rather 
than long-term care services directly.

W h y  I s  L o n g - T e r m  C a r e  

Q u e s t i o n  I n s u r a n c e  a n  I m p o r t a n t  I s s u e  

T w o :  f o r  S t a t e  L e g i s l a t o r s ?

Long-term care insurance has the potential 
to reduce slate Medicaid expenditures by 
decreasing the number of persons who are 
forced to rely on Medicaid to pay their 
nursing home and home health care costs. 
A major study of private financing of long­
term care, conducted by 1CF Incorporated 
for the U.S. Department of Health and 
Human Services, estimated that long-term 
care insurance could reduce Medicaid 
nursing home expenditures by between S3 
billion and 59 billion annually over a 
35-year period (depending on the

assumptions used to estimate how many 
persons would purchase long-term care 
insurance).1" These dollar amounts 
represent reductions of between 8 and 23 
percent in annual Medicaid nursing home 
expenditures.1” Another study, done by 
The Brookings Institution using different 
assumptions, estimated a maximum 
average 5 percent reduction in Medicaid 
expenditures in the years 2016 to 2020.ir 
Reductions might increase, however, in 
subsequent years.
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Medicaid expenditures are one of the 
fastest growing components of state 
budgets. Between 1975 and 1981, state- 
onlv Medicaid costs increased from 5.G 
percent of all state expenditures to 7.7 
percent.18 Long-term care expenditures are 
a significant component of Medicaid 
expenditures. Nursing home care is the 
second largest expense in the national 
Medicaid budget after hospital care, 
accounting for 37 percent of total state- 
funded Medicaid expenditures in 1985.,,J 
Between 1980 and 1985, total Medicaid 
nursing home expenditures increased from 
S9.8 billion to $14,7 billion, a 10 percent 
annual increase, growing faster than any 
other part of the Medicaid budget except 
hospital care.20 The predicted increase in 
the over-65 population and the especially 
large increase in the over-85 population are 
expected to accelerate the rise in Medicaid 
expenditures.
The present, near-exclusive reliance on 
Medicaid and private financing for long­
term care raises additional public policy 
concerns about access to care and family 
impoverishment. In 1985, payments out of 
personal funds accounted for 53 percent of 
all long-term care services purchased in 
nursing homes while Medicaid covered 42 
percent.21 Medicaid recipients may find it 
difficult to gain admission to Medicaid- 
certified nursing homes because their 
operators prefer patients who pay 
privately, generally at rates higher than 
those Medicaid pays. This is especially true 
for patients requiring intensive and 
technically difficult care and in states 
where bed supply has been strictly 
controlled by certificate of need programs.

Medicaid recipients are excluded entirely 
from nursing homes that choose not to be 
Medicaid certified. Medicaid emphasizes 
institutional long-term care, and many 
stale programs provide only limited home 
health care. Finally, the pressure on 
legislatures to reduce state budgets makes 
Medicaid recipients vulnerable to future 
benefit cuts.

Private-pay patients incur nursing home 
charges that average $67 per day, or nearly 
$25,000 annually." Many exhaust their 
resources. One study, using computer 
simulations, estimated that between 40 and 
72 percent of the persons entering nursing 
homes as private-pay patients would spend 
down to Medicaid eligibility levels within 
six months of admission.23 Between 55 
percent and 82 percent would do so within 
one year of admission.2'1 For elderly 
couples with one spouse in a nursing 
home, the depletion of assets for long-term 
care also impairs the remaining spouse's 
ability to live independently. This problem 
of spousal impoverishment has been of 
special concern to state legislators, and 
states have begun searching for ways to 
limit the amount of assets that must be 
spent before becoming eligible for 
Medicaid.
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W h a t  T y p e s  o f  L o n g - T e r m  

Q u e s t i o n  C a r e  I n s u r a n c e  P o l i c i e s  A r e  

T h r e e :  A v a i l a b l e ?

Long-term care insurance is a relatively 
new phenomenon, and policy offerings 
will be refined continually over the next 
few years. While policies on the market 
differ in a number of ways, they share 
some general features.

B ene fits

Nursing Home Care
Coverage for nursing home care is the 
principal component of almost all long­
term care insurance policies. Generally, a 
specified dollar amount per day is paid for 
a maximum number of days (most fre­
quently three or five years) in a state- 
licensed nursing home. Some policies 
impose lifetime maximum limits on total 
days of care paid for or total reimburse­
ment dollar amounts or both. Almost all 
policies cover skilled nursing care. Some 
also cover intermediate or custodial level 
care. Benefit payments often differ by type 
of facility or level of care.
Most policies include provisions designed 
to reduce induced demand-the tendency 
of policyholders to use more services 
because insurance pays some or all of the 
costs. These provisions may require, for 
example, that covered nursing home care 
be preceded by a minimum length of stay 
in a hospital (usually three days), or that 
care be certified by a physician as 
"medically necessary." Elimination or 
deductible periods before benefit payments 
begin serve a similar purpose. Policy­
holders are discouraged from unnecessary

nursing home use, since they must pay the 
initial charges themselves until benefit 
payments begin. Elimination periods also 
screen out nursing home stays intended 
more for short-term rehabilitation or 
posthospital recovery.

Adverse selection-the tendency of high- 
risk or aiready-ill persons to seek 
insurance-is reduced by applicant 
screening, which all insurers writing 
individual policies have the right to do. 
Many policies exclude coverage for 
alcoholism, mental retardation, or mental 
illness not of organic origin. For insurers, 
these exclusions represent high-risk 
coverages since they are difficult to define 
in an insurance policy and use of services 
is difficult to manage effectively. Other 
pre-existing conditions (conditions 
diagnosed or treated prior to purchase of 
the insurance), such as a recent stroke or 
diagnosed Alzheimer's disease-the 
existence of which could encourage 
already-sick individuals to seek insurance, 
generally are covered only after a waiting 
period, typically six months.

Home Health Care
Some policies cover home health care. 
Home health coverage is not universal 
because insurers are less able to protect 
themselves against adverse selection and 
induced demand, There is no general 
agreement on the services included in 
home health care and the need for such 
care is more difficult to judge objectively. 
Policies covering home health care differ in 
the scope of covered services. Some cover 
only those services provided by licensed 
health care personnel: rehabilitation 
services such as physical, speech, and 
occupational therapy; and nursing services
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such as injections, wound dressing, and 
intravenous fluid administration. Policies 
with broader coverage also may include 
personal care services intended to assist 
with activities of daily living: bathing, 
routine physical exercise, walking, eating, 
and monitoring of medication use.
All policies limit the number ol home 
health visits or days of home health care 
covered. Most policies include provisions 
to guard againsr. adverse selection and 
induced demand similar to those applied to 
nursing home benefits. Use of home health 
benefits may be contingent on a prior 
nursing home slay, for example.

P a y m e n t M e c h a n is m s  a n d  P re m iu m s
Individuals who have purchased long-term 
care insurance have done so at about the 
same time they perceived the need-in 
middle to late life. Policies typically have a 
minimum age of 55 or 60.̂ If clients would 
purchase at a younger age, insurers could 
reduce annual premiums since they would 
have a longer payment period to build up 
funds to pay benefits. However, since even 
elderly individuals often do not see the 
need to purchase long-term care insurance 
(see Question Four), purchase by younger 
individuals does not appear likely without 
employer-sponsorship or changes in public 
attitudes.

Long-term care insurance premiums vary 
depending on the policyholder's age. "Level 
premium" policies have premiums that are 
determined by the policyholder's age at the 
time of purchase and remain the same as 
long as the policy remains in effect. 
"Graduated premium" policies increase the 
annual premium as the policyholder ages. 
Premiums for these policies are lower for 
younger individuals than those of the level 
premium policies but are higher for older 
persons. In addition to age, scope of 
covered services, the length of elimination 
periods before benefits can begin, the 
length of time benefits will be paid, and 
the amount of the daily benefit payment all 
influence the premium amount. Insurers 
often reserve the right to increase

premiums for whole classes of policy­
holders based on changes in benefit 
utilization. A comparison of nine relatively 
comprehensive policies published in 
March 1986 showed that monthly 
premiums ranged from $28 lo $37 at age 55 
lo from SI06 to 5148 at age 75.1''’

Most long-term care policies are sold on an 
individual, rather than a group, basis, 
Experts generally agree that premiums 
would decrease with a shift to group long­
term care insurance. Group insurance 
covers larger numbers of persons allowing 
insurers to spread the risks more broadly 
and offering greater protection from 
adverse selection. Most group insurance, 
however, is employer based, and 
numerous obstacles exist to offering long­
term care insurance as a component of 
employers' benefit packages.27 Younger 
employees generally are not interested in 
long-term care insurance, preferring more 
immediately useful benefits such as longer 
vacations. Court decisions and existing 
legislation may restrict an employer's 
ability to alter benefits of current retirees, 
limiting die freedom to reallocate funds to 
new benefits for active workers. Tax laws 
do not provide favorable tax treatment for 
the expenses of pre-funding retiree health 
benefits such as long-term care insurance. 
Finally, accounting standards soon may 
require companies to show unfunded 
retiree health benefits as balance sheet 
liabilities. Long-term care insurance 
benefits for retirees ultimately could cost 
much more than expected given the 
difficulty of accurately estimating future 
expenses of providing such care. Despite 
these obstacles, some employers are 
considering long-term care insurance 
benefits for employees.
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C o m b in in g  L o n g 'T e rm  C a re  In su ran ce  
w ith  O th e r  F o rm s  o f  In su rance
While existing long-term care insurance 
policies cover long-term care exclusively, 
there is no reason why long-term care 
insurance could not be part of a broader 
life or health insurance policy. An 
experimental program offering both acute 
care and long-term care services on a 
capitated basis is being tested in four 
locations (Long Beach, California; Portland, 
Oregon; Minneapolis, Minnesota; and 
Brooklyn, New York), with technical 
assistance paid for by the U.S. Department 
of Health and Human Services. Labeled 
"social" health maintenance organizations 
(S/HMOs), these are traditional medical 
HMOs that also provide long-term care 
(nursing homo, home health) and social 
services (homemaker and case manage­
ment services) to Medicare beneficiaries 
for limited amounts of time. S/HMOs 
combine insurance and service provision in 
a single entity. Since S/HMOs must provide 
all necessary services for a set monthly fee, 
they have a strong incentive to provide 
services in the most cost-effective manner. 
This could mean substituting less 
expensive nursing home care for hospital 
care, and home care for nursing home 
care, wherever possible. The S/HMO 
structure also should help control induced 
demand. Since the S/HMO controls access 
to care, it should be able lo manage and 
coordinate service use and reduce 
inappropriate utilization. Since these 
experimental programs only began 
operation in 19S5, it is too early to judge 
their success. Should they succeed, how­
ever, capitated systems will offer another 
mechanism for combining long-term care 
financing and services with acute care and 
Medicare supplemental benefits in a 
managed care environment.

Life care communities, in which persons 
are guaranteed a lifetime residence and 
long-term care services in return for an 
initial payment and continuing monthly 
fees, are a form of long-term care 
insurance. Some life care communities 
provide nursing home and home health 
services using their own employees; others 
contract with outside entities for the 
provision of services. In 1984, between 
55,000 and 100,000 persons nationwide 
were believed to reside in life care 
communities.28

Long-term care insurance also could be 
incorporated into a life insurance policy. 
Policyholders generally would begin 
paying premiums at a younger age than 
current long-term care insurance pur­
chasers. Policy benefits would be similar to 
those available under existing life 
insurance policies, except that a long-term 
care insurance coverage option would be 
available at the time the policyholder chose 
to begin benefit payments. A number of 
insurers are developing such policies. A 
first step in this area is the Office of 
Personnel Management's recent proposal 
that certain older federal employees be 
allowed to convert a portion of their life 
insurance to long-term care insurance.



W h a t  A r e  t h e  B a r r i e r s  t o  t h e  

Q u e s t i o n  E x p a n s i o n  o f  L o n g - T e r m  C a r e  

F o u r :  I n s u r a n c e ?

Barriers to the expansion of long-term care 
insurance exist botli among potential 
purchasers and among insurers. Elderly 
consumers often do not see a need for long­
term care insurance or believe they already 
are covered in the event they need to use 
long-term care services. At the same time, 
many insurers view long-term care 
insurance as risky and potentially 
unprofitable, given the nature of the 
product and the absence of historical 
experience on which to calculate 
premiums. Governmental actions (dis­
cussed in Question Five) also have 
influenced the availability of long-term 
care insurance.

C o n su m er  D is in te res t T o w a rd  Long - 
T e rm  C a re  In su ran ce
Among the over-55 population, the rate of 
purchase of long-term care insurant"- is 
low. Of a potential market of approxi­
mately 50 million persons over age 55 in 
1985, only 0.3 to 0.4 percent had such 
coverage. If long-term care insurance Is to 
become a viable financing mechanism for 
long-term care, the reasons for this low 
rale of purchase must be understood.
Market research data do much to explain 
consumers' low level of interest. The 
findings of two surveys are especially 
relevant: the Long-Term Care Insurance 
Survey, a 1982 six-state survey of 1,403 
elderly persons done by the National 
Center for Health Services Research: and 
the American Association of Retired 
Persons (AARP) Survey of 1,009 A ARP 
members nationwide, done by the Gallup 
Organization in 19S4.-:"

The research data indicate that many of the 
beliefs and expectations of the elderly that 
discourage purchase of long-term care 
insurance are inco-rect. A common 
misconception concerns the probability of 
needing long-term care services in later

life. Long-Term Care Insurance Survey 
results indicate that older persons may 
underestimate the likelihood of needing 
nursing home care. While 24 percent of the 
respondents believed that the average 
person in their age group was "very likely" 
to require long-term care in the future, 
only 15 percent believed it "very likely" 
that they themselves would ever need 
long-term care.30 By contrast, some 
researchers estimate the likelihood the 
average person age 65-69 will ever use at 
least one day of nursing home care to range 
from 31 percent for men to 52 percent for 
women.31

Survey results also show that the elderly 
are not thoroughly familiar with existing 
insurance benefits, believing that Medicare 
will pay for most long-term care se. aces. 
Among respondents to the AARP Survey 
who believed they would need long-term 
care, 79 percent believed Medicare would 
pay all or part of their nursing home 
charges.32 In fact, Medicare coverage 
criteria are very stringent: no more than 
100 days of skilled nursing care in a 
Medicare-certified skilled nursing facility 
following a three-day minimum hospital 
stay, and then only when a physician 
certifies that the patient requires skilled 
nursing care. Consequently, the average 
covered nursing home length of stay for 
Medicare patients in 19S0 was less than 30 
days, compared with an average length of 
stay for all patients of 456 days.3' Medicare 
pays in full only the first 20 days of 
nursing home care: the beneficiary must 
pay the first $65 (in 19S7) in charges for 
each of the remaining 80 days. As a result, 
Medicare's role in long-term care delivery 
is insignificant. Medicare accounted for 
only 2 percent of total payments to nursing 
homes in 1985.31 Only about 30 percent of
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all licensed nursing homes in the United 
States were certified to accept Medicare 
patients in that year/'

Additional data confirm the relative lack of 
knowledge about insurance coverage. Only 
33 percent of the Long-Term Care Survey 
respondents were considered to have 
"solid" knowledge of their Medicare 
benefits, based on answers to a set of six 
Medicare-related questions.Jf’ AARP Survey 
respondents overestimated their insurance 
coverage for long-term care; 35 percent 
believed their insurance policies covered 
long-term care, when in fact they did not.c
Underlying attitudes toward long-term care 
also may play a role in consumers' 
reactions to long-term care insurance. A 
more psychologically oriented study found 
that individuals viewed contingency 
planning for long-term care ai "an 
overwhelming, solutionless problem."38 
Study participants felt they were unable to 
plan for the future because they had little 
control over future events and because 
they had little credible information about 
the costs of long-term care and ways to 
meet those costs.

Some have argued that the availability of 
Medicaid may discourage the purchase of 
long-term care insurance since older 
persons willing to go on welfare" will not 
buy the insurance. There are contradictory 
findings on attitudes toward welfare. The 
AARP Survey showed that 62 percent of 
the respondents considered it acceptable 
for someone (not necessarily themselves) to 
accept Medicaid benefits when all other 
assets had been exhausted.'' This attitude 
was more common among younger respon­
dents. Only 19 percent of the elderly in the 
Long-Term Care Insurance Survey, 
however, indicated that the availability of 
Medicaid would prevent them from pur­
chasing long-term care insurance.4'3
A 19S4 study of 1 000 members of the 
"prime life" generation, those age 50 to 64, 
showed disparate attitudes about respon­
sibility for payment of nursing care after

age 65. While 35 percent of the 
respondents believed individuals had that 
responsibility, 31 percent believed the 
responsibility rested with government. 
Twenty percent indicated that respon­
sibility should be shared. "

Another consumer-related deterrent to the 
growth of long-term care insurance has 
been the relatively high cost of premiums 
compared with the average income of the 
elderly population. Many of the elderly 
have relatively low incomes, leaving little 
after costs of food and shelter have been 
met. What discretionary funds are 
available for health care usually go for 
Medigap insurance and noncovered items 
such as pharmaceuticals and eyeglasses. 
Thus, some elders may not have enough 
income to pay long-term care insurance 
premiums.

Insurer Disinterest in Long-Term Care 
Insurance
Until recently, there was relatively little 
interest in long-term care insurance among 
insurance companies and few policies were 
available. Insurers generally regarded long­
term care by its very nature to be an 
uninsurable risk, for a number of reasons:

■ Individuals' future use of long-term 
care services is difficult to predict 
because the factors that influence 
such use are difficult to measure 
and quantify. Medical and physical 
conditions alone do not determine 
use of long-term care services. Of 
two persons with the same level of 
physical or medical disability, only 
one actually may seek formal long­
term care services. Personal 
preference, availability of family 
and other social support networks, 
financial status, and other variables 
all influence a person s decision to 
seek long-term care services.
Insurers cannot measure these 
factors accurately and thus find it 
difficult to calculate the risk of 
individuals' using long-term care 
and to determine appropriate 
premiums.

■ Long-term care itself is difficult to 
define for insurance purposes. 
Should routine help with bathing
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and dressing at home be considered 
long-term care services? What about 
nursing home care provided during 
a three-month recovery from a 
broken hip? Lack of a clear defini­
tion of long-term care makes it 
difficult to calculate risks to the 
insurer accurately.

■ Adverse selection is more difficult to 
control in the case of long-term care 
because of the difficulty of predict­
ing who will use long-term care 
services. The lower cost of 
insurance compared with the actual 
cost of health care, however, can be 
maintained only if adverse selection 
is controlled and a relatively small 
proportion of policyholders actually 
use benefits. Insurers' failure to limit 
adverse selection may result in 
financial losses since long-term care 
is relatively expensive and also may 
force premiums up to unaffordable 
levels.

■ Induced demand increases the use 
of long-term care services. This 
problem would be most severe for 
noninstilutional services, where 
judging appropriateness of services 
is most difficult. As with adverse 
selection, uncontrolled induced 
demand would result in greater than 
expected utilization of services and 
posrible financial losses for insurers.

■ Establishing policy coverages and 
corresponding premiums in the 
present for benefits that may be 
paid far in the future can be risky 
without reliable historical data. An 
individual purchasing a policy at age 
55 may not collect benefits until age 
75 or 80. Future changes in circum­
stances, such as use of more nursing 
home care and less home health 
care, can have a large negative 
impact on insurers in the future.

Indeed, one of the greatest barriers to 
insurer participation has been the lack of 
reliable data on which lo base product 
development and premium-setting 
decisions. Two types of data in particular 
are lacking: data on the need for, and use 
of, long-term care services in the 
population as a whole, especially in an

insured environment; and studies of 
attitudes and desires of the elderly 
population.

The first type of data-information on the 
use of nursing home and home health 
services by various population groups over 
lime—is needed for pricing long-term care 
insurance products. Insurers also need 
more information on the factors that cause 
persons in need to seek long-term care 
services so they can calculate the risks of 
service use accurately and price the 
premiums accordingly. Such data are not 
readily available now.

The potential value of the second type of 
data is illustrated by the AARP Survey. In 
that survey, 77 percent of the respondents 
said they would prefer a long-term care 
plan covering home health care to one 
covering nursing home care.'12 Yet, home 
health care benefits are not universal. Such 
studies are indispensable if products 
acceptable to the buying public are to be 
brought to the market.

Reducing Barriers to Long-Term Care 
Insurance
A number of steps must be taken if° 
barriers among consumers and insur. s are 
to be reduced Education and information 
programs will be needed to increase 
consumers' awareness and understanding 
of current long-term care financing 
mechanisms and the potential role of long­
term care insurance. Among insurers, 
recent events already have stimulated 
interest in the long-term care insurance 
concept. Insurance companies have 
recognized the older population as a 
potentially profitable new market due to its 
increasing numbers and affluence (see 
Question Seven). Insurers are beginning to 
recognize that while long-term care may be 
a difficult risk to insure, there may be 
ways to counteract adverse selection, 
induced demand, and other uncertainties 
that threaten the financial viability of long­
term care insurance. Finally, insurance 
companies and government will need to 
begin collecting the necessary market 
research and utilization data. The end 
result should be policies constructed and 
priced to better meet the expressed needs 
of consumers.
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W h a t  H a v e  S t a t e s  D o n e  t o  

R e g u l a t e  t h e  S a l e  a n d  C o n t e n t  

Q u e s t i o n  o f  L o n g - T e r m  C a r e  I n s u r a n c e  

F i v e :  P o l i c i e s ?

To date, few states have enacted laws 
regarding the sale or content of long-term 
care insurance policies specifically. Several 
others have seen some legislative activity 
but no significant enactments. Still others 
have initiated studies in the legislative or 
executive branches to make recommenda­
tions regarding long-term care insurance. 
Slates with studies in progress or 
completed are Alaska,u Arizona," 
California, Connecticut, Florida, Georgia,45 
Hawaii,4” Massachusetts,47 North Carolina, 
Texas, and Virginia (citations are given for 
completed studies only).
The states have primary responsibility for 
overseeing most activities in the insurance 
market. The McCarran-Ferguson Act of 
1944 affirms the primacy of the states in 
regulating the insurance industry and 
limits federal government activity. Gen­
erally, stale regulation is performed by 
agencies of the executive branch using 
statutorily delegated authority to 
promulgate necessary rules and regula­
tions.
Consumer protection has been the driving 
force behind state actions to regulate long­
term care insurance. State regulation has 
focused on two areas: the manner in which 
policies are sold to consumers and the 
financial attributes of policies and insurers 
( 'performance-based" aspects of the 
insurance policies); and the specific 
provisions contained in the policies being 
sold ("product-based" aspects).

The National Association of Insurance 
Commissioners (NAIC) recently published 
a Long-Term Care Insurance Mod -1 Act 
intended to serve as a basis for state 
regulation of long-term care insurance. The 
model act relies on both performance- 
based and product-based regulation."1

The following discussion of state regulatory 
actions is not intended to be a complete 
listing. Rather, it describes sample 
enactments and proposals representing 
approaches to long-term care insurance 
regulation. Provisions of the model act also 
are discussed.
Regulating Performance-Based Aspects 
of Long-Term Carc Insurance 
Insurance regulators in all states are 
empowered to promulgate regulations pro­
tecting purchasers of insurance. As a 
result, numerous performance-based 
requirements intended to protect all 
purchasers, including those who buy long­
term care insurance, already exist. These 
generally cover:

■ Authorization of insurance 
companies to sell insurance in a 
state;

B Licensure of insurance salesmen;
B Approval of specific policy wording 
and format for understandability;

D Disclosure of policy benefits and 
limitations;

M Specification of conditions under 
which buyers may return previously 
purchased insurance (termed "free 
look" provisions);
Review of advertising and 
marketing materials;



13

■ Required notification of rate 
changes;

■ Imposition of financial solvency and 
reserve requirements to assure that 
insurance companies can meet 
future obligations lo policyholders.

In addition to these generic consumer 
protections, some states have enacted or 
proposed specific measures applicable to 
long-term care insurance. A common 
action, derived from existing insurance 
regulation, is the establishment of 
minimum loss ratios for policies. A loss 
ratio is the proportion of premium income 
from a particular type of policy projected 
to be ultimately paid back to policyholders 
in the form of benefits. The lower the loss 
ratio, the more premium income the 
insurance company retains for operating 
expenses and profit. Establishment of a 
minimum loss ratio attempts to assure that 
premiums will be fairly and reasonably 
related to the cost of benefits by making 
certain that a minimum portion of every 
premium dollar received will be paid out 
in benefits. Connecticut and Minnesota 
have established minimum loss ratios for 
long-term care insurance by statute: 55 
percent and 60 percent, respectively, for 
individual policies, and 60 percent and 65 
percent, respectively, for group policies. 
Maine and Washington have elected to 
give authority to insurance regulators to set 
minimum loss ratios by regulation.49 The 
mode! act allows regulators to prescribe 
minimum loss ratios as long as they are 
specifically for long-term care insurance.
Minimum loss ratios have been opposed by 
the insurance industry because the 
proposed ratios generally are higher than 
the industry believes is warranted, given 
the level of risk and uncertainty in pricing 
involved. Because long-term care insurance 
is relatively new, insurers argue, there is 
no experience on which to base judgments 
about appropriate loss ratios. Also, 
imposition of unreasonable loss ratio 
requirements during the next 10 to 20 
years of long-term care insurance "start up’ 
could prevent insurers from building up 
the reserves necessary to pay future 
claims. Low loss ratios will occur because 
the majority of today’s purchasers will not 
begin to claim benefits until 10 or 20 years

from now, and insurers will be collecting 
premiums in anticipation of future benefit 
payments but paying relatively little in 
benefits. Insurers claim that the result 
would be long-term financial losses and 
that they might have to withdraw from the 
market rather than run the risk of selling 
potentially unprofitable policies.

Limiting insurers' ability to cancel policies 
has been another common legislative 
action. Minnesota and Washington prohibit 
cancellation of policies except in the case 
of nonpayment, South Dakota has con­
sidered, but not passed, similar legislation. 
The model act prohibits cancellation of 
policies for reasons of age or health 
status.3'* Advocates of noncancellation 
provisions argue that it is unfair to allow 
policyholders to pay premiums for years 
only to have the policies cancelled in later 
life when benefits are most likely to be 
paid.
In another type of consumer protection 
action, Washington prohibits sale of long­
term care insurance policies to persons 
already receiving Medicaid assistance. This 
action was taken in an effort tc stop the 
unethical practice of knowingly selling 
insurance policies to persons who do not 
need them.

Regulating Product-Rased Aspects 
of Long-Term Care Insurance
As with performance-based regulation, the 
goal of product-based regulation has been 
consumer protection. Product-based regu­
lation has caused more controversy, how­
ever, than performance-based regulation 
because its potential impact on market 
development and on the financial condition 
of insurers is greater.
Product-based regulation has focused on 
requiring minimum benefits for long-term 
care insurance policies and prohibiting 
inclusion of certain provisions. Examples 
of minimum benefit provisions either 
approved, or considered but not approved, 
include:
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■ Minimum daily payments for nurs­
ing home or home eare.
In Minnesota, the statutorily 
prescribed minimums are $40 to $(50 
per day for nursing home care and 
$20 to $25 per day for home care.” 
Other unsuccessful state proposals 
would have tied the minimum pay­
ments to other indicators. New 
Jersey would have required that the 
daily home care benefit equal 75 
percent of the daily nursing home 
benefit.’-' Kansas would have man­
dated that the daily nursing home 
benefit be no less than 75 percent of 
actual charges.’1

■ Coverage of specific services.
Kentucky requires that skilled, 
intermediate, and custodial care all 
be covered by at least one policy of­
fered by each insurer. A number of 
states have proposed that specific 
services be covered, such as respite 
care ("short-term" long-term care 
intended to give family members a 
break from attending elderly rela­
tives at home) and home care. 
Maryland indirectly addresses long­
term care coverage by requiring 
health insurers to offer optional 
coverage for Alzheimer's disease, the 
later stages of which require long­
term care, and any other care re­
quired by the elderly and mandated 
by the insurance commissioner/’4

■ Minimum numbers of nursing home 
days or home care visits.
Kansas and New Jersey considered, 
but did not pass, such provisions. 
Kansas proposed a two-year mini­
mum for nursing home benefits;
New Jersey, a three-year minimum.

Some states have enacted, or have 
considered but not enacted, prohibitions on 
certain policy provisions. These include:

B Prohibiting deductible or copayment 
amounts above specified levels.
Minnesota limits copayments to 20 
percent of actual charges. Kentucky 
requires insurers to offer at least one 
policy with copayments no more 
than 25 percent of actual charges.

■ Prohibiting exclusion from coverage 
of pre-existing conditions for longer 
than specified maximum times. 
Generally, medical conditions that 
were diagnosed or treated within a 
specified time immediately prior to 
commencement of the policy are 
excluded from coverage for a 
specified time period immediately 
following commencement of the 
policy. Washington law specifies 
that only medical conditions that 
were diagnosed or treated within 
one year prior lo policy commence­
ment can be excluded, and then 
only during the first six months 
following commencement. The 
model act uses standards of "two 
years before commencement-two 
years after commencement" for 
policyholders under age 65 and "six 
months before commencement-six 
months after commencement" for 
older policyholders. An unsuc­
cessful South Dakota proposal 
would have limited the definition of 
pre-existing conditions to only those 
for which treatment was received 
within six months prior to the 
effective date of the policy. This 
proposal would have prohibited 
exclusion of coverage for conditions 
present but not treated in the six- 
month period.

B Prohibiting the requirement of a 
prior stay in a hospital as a 
condition of nursing home benefit 
payments.
Kentucky has enacted this 
prohibition and also proscribes 
requiring prior care at the skilled 
nursing level as a condition of
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payment of benefits for intermediate 
level nursing home care.55 Kansas 
and New Jersey considered, but did 
not enact, such a provision.5*'

The practices targeted by these 
prohibitions are those used by insurance 
companies lo protect themselves from 
adverse selection and induced demand.
The public, however, sometimes sees them 
as ways of unfairly preventing policy­
holders from claiming benefits to which 
they are entitled,
States that have acted to regulate the 
content of long-term care insurance 
policies have taken a variety of approaches 
in allocating responsibility between the 
legislative and executive branches of 
government. Kentucky, Minnesota, and 
Washington have enacted relatively exten­
sive and specific statutes, leaving less 
discretion to regulators.’'" On the other 
hand. Maine statutes delegate all regula­
tory authority to regulators.’5 Some states, 
such as Arkansas and Wisconsin, have 
enacted no statutes, but insurance 
regulators have used existing authority to 
promulgate long-term care insurance 
regulations.
Regulation of policy content has been 
controversial. Proponents argue that the 
state is obligated to protect consumers 
from the sale of insurance policies that do 
not provide meaningful benefits. The 
elderly, the primary target of long-term 
care insurance marketing, are particularly 
vulnerable to deceptive and misleading 
sales practices. They a not always well 
informed about the long-term care delivery 
and financing system or its associated 
costs. The highly publicized fraud and 
abuse associated with Medigap policies are 
cited as a reminder of what can happen 
when states fail to safeguard the interests 
of the elderly population. For all these 
reasons, proponents claim, it is necessary 
to set minimum benefit levels and prohibit 
certain provisions, thus preventing the sale 
of inadequate policies that do not provide 
the coverage for which consumers believe 
they have paid.

Opponents of product-based regulation 
claim that state prescription of policy 
content limits the flexibility of insurers to 
adapt their offerings to changing market 
conditions. Persons desiring relatively low 
benefit levels or only one kind of coverage, 
such as nursing home or home health care, 
will be forced to pay higher premiums for 
coverage they do not want. Low-income 
persons may have to do without insurance 
entirely because they cannot afford the 
higher premiums insurers must charge for 
the state-mandated minimum benefits. A 
second argument is that development of 
long-term care insurance currently entails 
excessive financial risk and that imposition 
of minimum benefit levels and other 
regulatory requirements will discourage 
insurance companies fearful of future 
financial losses. The end result will not be 
consumer protection but nonavailability, or 
limited availability, of long-term care 
insurance.

The States' Experience with Long-Term 
Care Insurance Regulation
The experience of states that have 
attempted to regulate long-term care 
insurance indicates that insurers are highly 
sensitive to some statutory or regulatory 
requirements that pose potential financial 
risks. In general, the insurance industry 
has supported performance-based 
regulation. The Industry Advisory 
Committee on Long-Term Care of the 
National Association of Insurance 
Commissioners supported a position of 
"regulatory flexibility," but with consumer 
protection safeguards.
Most problems have arisen when states 
have acted to regulate policy content. An 
extreme example occurred in Wisconsin. 
The insurance commissioner, motivated by 
complaints from policyholders failing to 
receive benefits to which they believed 
they were entitled, decided that existing 
regulations did not protect consumers

§
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sufficiently. He concluded that the most 
effective way to reduce the number of 
complaints was to require all policies to 
provide a minimum level of benefits and to 
prohibit certain policy provisions limiting 
benefits. Consequently, the commissioner 
issued a relatively stringent set of 
regulations that, among other things, 
prohibited use of a prior hospital stay as a 
precondition for payment of nursing home 
benefits and required insurers lo pay for all 
days of care certified only as "necessary," 
rather than as "medically necessary." To the 
insurers, this meant paying benefits for 
long-term care services that might be 
necessary for nonmedical reasons, such as 
social isolation, in addition to those 
services required due to illness or accident. 
These requirements increased the likeli­
hood of induced demand since the need for 
long-term care due to nonmedical factors is 
difficult to judge objectively or to predict 
with any reliability. The result was that all 
but one insurer discontinued sales of long­
term care policies in the state, and this 
insurer did not market this policy actively. 
The state now has promulgated a revised 
set of regulations.
Whether Wisconsin and other states are 
better off with more stringent regulations 
and fewer insurers or more liberal 
regulations and more insurers, is a 
question for each to decide individually. 
Wisconsin policymakers apparently 
concluded at the time that it was 
preferable to have a small number of 
"good" policies available rather than a large 
number of policies that did not meet 
policyholders' expectations. In other states, 
the opposite may be the case. What the 
Wisconsin experience demonstrates is that 
states face difficult tradeoffs in considering 
proposals to regulate long-term care 
insurance.

States must balance consumer protection 
against insurers' avoidance of markets 
where they perceive inordinate financial 
risk. State studies of long-term care 
insurance have emphasized finding a 
middle ground where consumers are 
adequately protected and insurers still are 
willing to offer a variety of coverage. The 
Arizona and Georgia study commissions 
recommended no restrictions on long-term 
care insurers beyond already-existing 
consumer protections. Altnough the 
Massachusetts study called for minimum 
benefits, they were similar to those already 
offered in many existing policies. The 
authors also suggested requiring some 
policy features but avoided conditions they 
considered especially onerous to insurers, 
attempting to leave them free to 
experiment with new policy features. The 
National Association of Insurance 
Commissioners has published a model act 
intended to balance the interests of 
consumers and insurers.5" The model act 
approach has the advantage of assuring 
uniformity of both performance-based and 
product-based requirements from state to 
state.

Federal Support of State Efforts
Despite lack of direct involvement with 
insurance, the federal government is 
interested in long-term care insurance. 
There have been numerous suggestions for 
extension of Medicare coverage to long­
term care, and long-term care insurance is 
a potential private sector substitute. Also, 
budgetary reductions in Medicaid could 
result from widespread acceptance of long­
term care insurance. The federal 
government has supported a number of 
research efforts and feasibility studies on 
long-term care insurance. The recently 
passed Consolidated Omnibus Budget 
Reconciliation Act of 19S6 |COBRA,
Section 9601) established the Task Force on 
Long-Term Health Care Policies to develop 
recommendations regarding consumer 
protection consumer education, and 
promotion of long-term care insurance.
The task force's report will be completed 
by August 1987.



17

W h a t  H a v e  S t a t e s  D o n e  t o  

Q u e s t i o n  E n c o u r a g e  t h e  S a l e  o f  L o n g -  

S i x :  T e r m  C a r e  I n s u r a n c e ?

Stales have taken little concrete action to 
encourage purchase of long-term care 
insurance. State actions that have been 
taken have been of two types: requiring 
insurers to offer long-term carc insurance, 
and encouraging market development 
through incentives and consumer educa­
tion. State actions involving requirements 
have mandated that all insurers offering 
health insurance also offer coverage for 
some long-term care services, either as a 
standard benefit or as an option. Kentucky 
requires all insurers-individual and group 
insurers, HMOs, and Blue Cross plans- 
issuing health policies to make available at 
least one long-term care policy."" Unsuc­
cessful bills in Kansas, Massachusetts, and 
New Jersey have contained similar require­
ments. While this kind of requirement may 
increase the number of insurers offering 
long-term care coverage, policies offered 
might not be appealing to consumers. 
Critics argue that most insurers, fearing 
financial losses in long-term care 
insurance, will design unattractive policies 
with limited benefits and high premiums, 
Others may withdraw from the state. The 
upshot would be only a small increase in 
the number of policies sold and public 
dissatisfaction with long-term care 
insurance.
Other states have focused on encouraging 
long-term care insurance. New York has 
sought to promote policy availability by 
giving the superintendent of insurance 
power to "modify or suspend" certain 
statutory or regulatory requirements for 
experimental long-term care insurance 
policies.1” Other states have taken more 
specific actions. These include:

H Preferential Tax Treatment for Long-
Term Care Insurance Premiums
Tax incentives to encourage
particular actions are a common

strategy in many situations. In 1986, 
Colorado enacted an income tax 
deduction for long-term care 
insurance premium payments for 
policies meeting specified minimum 
benefit criteria."-’ An unsuccessful 
Hawaii proposal would have 
allowed a tax credit equal to twice 
the amount of long-term care 
insurance premiums/’3 Tax 
incentives were rejected by 
Arizona's study commission, 
however, which argued they might 
hinder development of other 
incentive programs that would 
accomplish the same objective 
without reducing state tax revenues. 
No action has been taken at the 
federal level to give preferential 
treatment to premium expenses on 
federal income taxes.

■ Premium Tax Reauctions for 
Companies Selling Long-Term Care 
Insurance Policies
Reductions in premium taxes for 
long-term care insurance policies 
could encourage purchasers if part 
of the savings wee passed on in the 
form of lower premiums. Lower 
taxes on long-term care insurance 
premium income also would 
encourage insurers to sell more 
long-term care policies since the 
premium income would be taxed at 
a lower rate. Colorado has been the 
only state to take this step, enacting 
a one percentage point tax reduction 
on long-term care insurance 
premium income.
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a Consumer Education About Long- 
Term Care Insurance 
Consumer education programs on 
long-term care insurance are a 
frequently mentioned market devel­
opment strategy. Such programs 
encourage wise buying and address 
consumer misconceptions about 
long-term care and its costs. Long­
term care insurance studies in 
Arizona and Georgia have 
emphasized the importance of 
consumer education. The Washing­
ton state Insurance Commissioner’s 
Office has established a separate 
senior citizens' program unit to 
oversee the state-sponsored Senior 
Health Insurance Benefit Advisors 
(SHIBA) program. Working through 
trained elderly volunteers, the 
SHIBA program conducts public 
meetings and media campaigns to 
educate elderly consumers about a 
range of insurance-related topics, 
including long-term care insurance. 
Topics covered include Medicare 
and Medicaid eligibility and 
program benefits, as well as 
comparison of available long-term 
care insurance policies. SHIBA also 
publishes a number of consumer 
guides for the elderly.
Additional materials from which 
states might draw in formulating 
consumer education programs are 
also available. A report prepared for 
the Massachusetts insurance 
commissioner contains a draft 
Guide to Long-Term Care 
Insurance" describing Medicare and 
Medicaid benefits, materials to aid 
prospective purchasers in evaluating 
the adequacy of benefits, and a 
proposed disclosure statement to be 
given to purchasers explaining 
policies in uniform language.'"1 The 
report done for the National 
Association of Insurance Commis­

sioners by an advisory committee of 
insurance industry representatives 
also contains a model consumer 
education booklet/'5 The booklet 
discusses topics similar to those 
covered by the Washington 
program. It also has a list of 
"Questions to Ask (About Long-Ton,) 
Care Insurance)" and a glossaiy of 
long-term care terms. The American 
Association of Retired Persons also 
has prepared a consumer's guide to 
long-term care entitled "Making 
Wise Decisions For Long-Term 
Care."06

□ Removing Barriers to Long-Term 
Care Insurance Availability
State laws written prior to the 
advent of long-term care insurance 
sometimes create unintentional 
barriers. Failure to define long-term 
care insurance as a separate 
category of insurance may cause it 
to be considered a form of disability, 
Medigap, or other supplemental 
insurance. The result may be the 
application of inappropriate regula­
tory criteria and discouragement of 
interested 'usurers. Minnesota 
prohibited sale to Medicare 
beneficiaries of all health or 
accident insurance except Medigap 
policies in an attempt to eliminate 
the sale of duplicative insurance 
policies to the same person. This 
prohibition made the sale of long­
term care policies effectively illegal, 
however, an obstacle that was 
removed recently.
In some states, statutory definitions 
of group insurance may not include 
the insurance offered by HMOs and 
Blue Cross plans, making it impos­
sible for them to offer long-term 
care insurance on a group basis. The 
public, however, may best be 
served by a wider selection of 
policies.
Legislators may want to review state 
statutes and reconsider those that 
restrict development of long-term 
care insurance. An unsuccessful
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South Carolina proposal would have 
required the Department of 
Insurance lo conduct a review of 
state regulations to be sure none 
discouraged long-term care 
insurance. The Arizona study com­
mission conducted such a review 
and concluded that no additional 
laws or statutory revisions were 
necessary to encourage long-term 
care insurance. Review of the NAIC 
model act also may be useful in Ibis 
regard.1’7

a State Catastrophic Coverage for 
Long-Term Care Insurance 
Purchasers
While not yet introduced as 
legislation, a proposal from the 
Massachusetts Special Commission 
on Elderly Health Cure is 
noteworthy/* Under the proposal, 
the state would agree to assume 
financial responsibility for persons 
who purchase Medigap and long­
term care insurance with specified 
minimum benefits, but who exhaust 
their benefits while receiving long­
term care. No asset "spend-down" or 
other financial requirements would 
be imposed. Consumers would be 
encouraged to purchase long-term 
care insurance since they would be 
guaranteed future state protection 
without having to spend down their 
own funds when their insurance 
benefits ended. The state would 
benefit from substitution of private 
insurance coverage for Medicaid 
and postponement of Medicaid 
responsibility for payment. Whether 
this program is to be implemented 
through Medicaid or through some 
other program will depend on 
interpretation of existing Medicaid 
program regulations. The 
advantages and disadvantages of

such a plan in terms of access, 
quality of care, and cost lo both 
consumers and the state are yet to 
be explored fully. A successful 
program of this nature, however, 
might hasten the spread of long­
term care insurance by creating a 
large customer base and stimulating 
market entry by more insurers.

■ Slate Participation as a Long-Term 
Care Insurer
Spates could act as insurers when 
private insurance is not widely 
available. An unsuccessful Califor­
nia proposal would have created a 
Long-Term Carc Association within 
slate government to issue a long­
term care insurance policy offering 
benefits specified in the statute/''1 
The policy was intended specifically 
lo supplement policies already 
available to consumers. It would 
have covered intermediate, 
personal, and home care, but not 
skilled nursing care, which 
generally is covered by policies now 
on the market.

■ Long-Term Care Insurance Benefits 
for Stat' Employees
An additional proposal is for states 
lo purchase long-term care 
insurance for their own employees 
and retirees. As pointed out in 
Question Three, however, legal and 
practical obstacles must be 
overcome if employers, including 
the states, are to offer long-term 
care insurance.
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Q u e s t i o n  W h a t  I s  t h e  F u t u r e  o f  L o n g -  

S e v e n :  T e r m  C a r e  I n s u r a n c e ?

Long-term care insurance has a definite 
role to play in financing long-term carc. 
The demand for long-term carc services 
will increase in the coming years, and 
government and personal funds alone may 
be inadequate to pay the costs. A range of 
new funding mechanisms will be 
necessary, and long-term care insurance is 
important among these. Although it has 
achieved wide visibility only recently, 
there is growing interest on the part of 
insurers, consumers, and government. All 
three groups have incentives to promote its 
use, but all three groups must lake action if 
long-term care insurance is to play a 
significant, meaningful part in the nation's 
long-term care financing scheme.

Insurers
Insurers see a new market for insurance in 
the growing over-55 age group. Between 30 
and 40 companies currently offer long-term 
cf re insurance policies. Many more are 
developing policies for introduction in the 
next few years. Over 20 Blue Cross plans 
also are considering offering long-term care 
coverages. All this activity clearly indicates 
that insurer interest in long-term care 
insurance will continue to grow.
But the increased interest among insurers 
is accompanied by widespread uncertainty 
about the ultimate financial viability of 
long-term care insurance. Long-term care is 
difficult to insure by its very nature There 
is little agreement on exactly what con­
stitutes long-term care or on the definitions 
of the three levels of care. The probability 
that persons will use long-term care ser­

vices is not easily calculated, and adverse 
selection and induced demand are difficult 
to control. In addition to the inherent 
difficulties in insuring long-term care, 
there exist little historical data on which to 
calculate risks and price premiums. All 
these factors increase insurers' financial 
risks.

Insurers temper their interest with words 
of caution:

Long-term care insurance is in an 
embryonic state of development and as 
yet, it is not known which policy 
designs might work best. Established 
carriers are entering this market but 
products are in an evolutionary stage. 
The challenge of insurers is to establish 
benefit levels and premium charges in 
products which minimize insurance 
induced demand for services and 
adveise selection, which avoid stimu­
lating increased provider charges, and 
which provide meaningful benefits to 
consumers.70

Consumers
Existing long-term carc financing 
alternatives do not always meet the needs 
of consumeis well, so they have been 
motivated to seek other ways of financing 
long-term care. Individuals needing such 
care now must become Medicaid recipients 
immediately, or they must deplete most or 
all of their own assets on long-term ca-e 
exi enditures. Medicaid, however, provides 
little financial support for those desiring 
home health care, and consumer choice in 
selection of a nursing home is restricted. 
Those who must spend down their own 
funds suffer the loss of self-esteem 
accompanying the loss of self-sufficiency. 
Noninstitutionalized spouses may become 
impoverished paying the expenses of 
spouses receiving long-term care.
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The lack of interest in long-term care 
insurance up to now may mean that the 
financial and other burdens of long-term 
care are not evident to consumers.
Potential purchasers may be under­
estimating the risks of needing long-term 
care and may not be completely knowl­
edgeable about the limitations of Medicare 
and Medigap insurance policies. Effective 
consumer education programs gradually 
might diffuse these misconceptions and 
help potential policyholders better assess 
the risk of needing long-term care and the 
role private insurance might play. 
Consumers need specific information 
regarding available long-term care 
financing options, planning for future 
needs, and the costs of long-term care. 
Long-term care insurance cannot reach its 
full potential without educated and aware 
consumers.

Affordability is also an obstacie to 
consumer acceptance. While the cost of 
long-term care insurance always will be too 
costly for many of the elderly, studies 
indicate that a larger proportion of the 
future elderly population will be able to 
afford long-term care insurance as it is 
presently sold. One study predicts that the 
proportion of elderly households with 
annual real incomes greater than 520,000 
will increase from 21 percent in 19S0 to 31 
percent in 1995.71
One solution to the affordability problem is 
purchase of long-term care insurance at an 
earlier age, wh. . premiums are lower. A 
second possible solution may be group 
insurance, which offers lower premiums 
because risk is spread over a larger 
number of persons and adverse selection is 
reduced. Life insurance and similar capital 
accumulation vehicles incorporating long­
term care insurance options, should they 
appear on the market, also might be less 
expensive than currently available 
exclusively long-term care policies because 
the premium payments would be spread 
over a longer time period of time. Barriers 
to con umer acceptance must be over­
come, however, for the? • more inclusive 
options to be effective.
The need for consumer protection in long­
term care insurance is a recurring theme. 
Consumer groups, legislators, and govern­

ment leaders alike have emphasized the 
importance of insuring that policyholders 
receive benefits commensurate with 
premiums paid, and that consumers fully 
understand the policies they purchase. The 
question here is what measures are needed 
to insure that consumers are protected 
adequately. AARP, speaking on behalf of 
its members, has taken the following 
position;

[States] should encourage the 
development of a range of private, 
long-term care insurance products by 
eliminating legal and regulatory 
barriers that impede this development. 
At the same time, states should protect 
consumers' interests by such actions as 
prohibiting fraudulent advertising, 
developing a buyer's guide, and 
providing public education about long­
term care insurance.72

State Government
To governments, long-term care insurance 
offers the possibility of reduced Medicaid 
expenditures. This option is especially 
attractive in a time of declining federal 
financial support and resistance to tax 
increases. Long-term care insurance alone 
will not solve the problem of increasing 
Medicaid budgets, however. Researchers 
estimate that, at most, a 23 percent 
maximum decrease in total annual 
Medicaid expenditures can be expected 
because of long-term care insurance.
Others estimate the impact to be as low as 
5 percent annually, on average. Thus, a 
need always will exist for public funding of 
long-term care. Long-term care insurance is 
only one of a number of private and public 
financing mechanisms that must be 
developed to create a more accessible, 
flexible, and efficient long-term care 
financing system.

At the same time that government seeks to 
promote the purchase of long-term care 
insurance, it also must act to assure fair 
and principled marketing of these policies. 
Government actions to protect consumers
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may focus on the manner in which policies 
are sold (such as disclosure provisions and 
"free looks") or their contents. Because the 
content-related requirements may 
influence the financial viability of policies, 
insurers have objected to many of these 
measures. In some cases, insurers have left 
states rather than sell policies, leaving little 
insurance available. State legislatures will 
have lo reconcile the requirements of 
consumer protection and insurer 
encouragement, finding a solution that 
meets each state's unique needs.
The preamble to Georgia Senate Resolution 
314 of 1983, creating the Senate Private 
Long-Term Care Insurance Study 
Committee, sums up the states' perspective 
on long-term care insurance;

.... it is projected that one-tenth of 
the population of Georgia will be age 
65 or over by the end of 1985; and
.... it is a public policy goal of this 
state that every senior citizen should 
have access to quality care; and
.... Medicare covers only a maximum 
of 100 days of care in a skilled nursing 
facility, provides no coverage for 
intermediate facility care, and only 
limited coverage of home health 
services; and
.... most Medigap policies only pay 
for the deductibles and coinsurance 
required by Medicare for skilled 
nurs'ng facility care between the 
twenty-first and one hundredth dav; 
and

. . . coverage for comprehensive long­
term care services and home health 
services is offered on a limited basis by 
only a few companies; and 
. . . long-term expenses may have 
devastating financial consequences for 
senior citizens, often forcing them :o 
liquidate assets and exhaust savings 
until they become eligible for benefits 
under the Georgia Medical Assistance 
program; and 
. . . the lack of availability of private 
insurance for long-term care has 
resulted in tax supported programs 
Having to bear more than their share of 
:he costs of nursing home services' and
. . . the health care marketplace is in 
.. state of uncertainty and transition 
regarding Medicare and coverage for 
comprehensive long-term care.

Stat'es must be concerned about the needs 
of tine growing elderly population and seek 
way.1 to meet the financial demands or 
long -term care. The states' own resources 
may not be enough, and long-term care 
insur ance should be investigated as or.e 
posainle alternative.
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■ To foster interstate communication 
anti cooperation; and

a To ensure s'ates a strong, cohesive 
voice in the federal system,

The Conference has an Office of Stale 
Services in Denver, Colorado, and an 
Office of State-Federal Relations in Wash­
ington, D.C.

from individuals, groups, and corporations, 
it is governed by a Board of Directors 
consisting of officers and members of the 
NCSL Executive Committee and executive 
officers from the private sector.
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SB 316: "An Act relating to disciplinary actions of the State Medical 
Board."

The Department of Commerce and Economic Development is opposed to this 
proposed legislation.
Upon first review, because the language of the proposed bill basically states 
what is the general method currently applied in determining professional 
incompetence, the proposed bill only raised questions concerning tne necessity 
for the legislation. The addition of the proposed sponsor amendment to SB 316, 
however, clarifies the true intent of the proposed legislation: to deny Alaskans 
protection from potentially harmful modes of treatment by tying the hands of 
the State Medical Board and Division of Occupational Licensing (hereinafter 
"division"), entities whose shared responsibility it is to define and enforce the 
scope of medical practice in this state.
Presently, when incompetence is alleged by the sta te  against professionals 
licensed by the division, the state has the burden of establishing that the actions 
of the professional complained about (i.e., the "respondent" in a discipline case) 
rise to the level of professional incompetence. It is a heavy burden and difficult 
to substantiate. In making such a case, the state would not only have to call on 
experts in the field, it would also have to rely on local, licensed practitioners in 
the respondent’s profession to establish community practice standards for the 
particular profession involved. Naturally, the respondent would make every 
effort to represent his or her actions as within acceptable peer norms.
To specifically avoid instances where the state m ight allege incompetence 
against a professional where the facts in a case did not support it, the various 
licensing boards -- together with the division -- have adopted a policy that 
requires the records in most discipline investigatory case files to be provided to 
a member of the board in order that that member can proride a professional 
review of the investigation conducted by the division into the allegations 
contained in the consumer complaint. The board member reviews the 
investigatory files and either concurs or disagrees with the division’s view of the 
case and often, given his or her expertise, suggests areas for additional 
investigation or suggests other matters for consideration in determining 
whether to close a case or to proceed with the disciplinary process.
The reason for establishing licensing boards with substantial (i.e., majority) 
board membership from out of the profession which the board regulates is, in 
fact, to guard against overly enthusiastic state regulators whose investigations 
might not be as sensitive to community norms and not as fully aware of local 
practices as appropriate. This system is a part of the various checks and 
balances found within state government.
The discipline case review procedures described above apply across all board 
regulated professional occupations licensed by the division. We questioned at 
the outset, then, legislation that would amend only those discipline procedures 
affecting the Medical Board. The proposed sponsor amendment to SB 316 
makes it even more clear, however, that the motivation behind this bill is not to 
clarify discipline procedures for all occupations but to support the concerns of a 
few within the medical community for the actions of the Medical Board, the very 
entity established by law to protect Alaskans and ensure quality medical care.
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By placing in s ta tu te  an incredibly restrictive and confusing standard of review, 
one can see th a t  SB 316 would effectively negate any potential for objective 
review by the board of certain potentially very controversial modes of diagnosis, 
therapy or treatm ent, however harmful the practices m ight be found to be. This 
should be unacceptable to consumers and licensed physicians alike.
We draw atten tion to the laetrile issue of some years back. In tha t instance, 
given the controversy, the Legislature in 1976 gave the Medical Board specific 
authority to formally review the use of laetrile treatm ents in  a public hearing 
and to publish its  findings (see AS 08.64.367). These findings were then binding 
on the medical profession.
Based on cu rren t practices and previous example, we believe sufficient 
protections already exist in sta tu te and administrative procedure to ensure tha t 
any controversial treatment, diagnosis or therapy practiced, regardless of the 
profession or occupation involved, would be given a thorough public hearing 
before any action establishing the objective validity of the practices in 
controversy would be taken by the board involved.
For the reasons s ta ted  above, th is department opposes passage of SB 316.
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OFFERED IN THE SENATE BY RODEY

TO: SB 316
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I n s e r t  " d i a g n o s i s , "

Page 1 , l i n e  20 , a f t e r  " t h e r a p y " :

I n s e r t  " , "

Page 1 , l i n e  20 , a f t e r  " t r e a t m e n t . " :

I n s e r t  "The boa rd may n o t f i n d  an u n c o n v e n t i o n a l ,  i n n o v a t i v e ,  

e c l e c t i c ,  i n v e s t i g a t i o n a l ,  o r  e x p e r im e n t a l mode o f  d i a g n o s i s ,  t h e r a p y ,  

o r  t r e a tm e n t  t o  be u n a c c e p t a b l e  s o l e l y  because i t  i s  u n c o n v e n t i o n a l ,  

i n n o v a t i v e ,  e c l e c t i c ,  i n v e s t i g a t i o n a l ,  o r  e x p e r i m e n t a l . "
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M edicine, C he la tion  T herapy

January 16, 1990

"B io log ic  A lterna tives to  
D rugs and Surgery"

907-344-7775

O M N I  M E D I C A L  C E N T E R

Diplomate, A m erican  B oards o f 
Em ergency  M edicine & 

C hela tion  Therapy

S a n d r a  D en t on , M . D .

Senator Dick Eliason, Chairman 
Senate Labor and Commerce Committee 
P.O. Box V (MS3200)
Juneau, AK 99811

RE: Senate Bill 316

Dear Senator Eliason:

I am writing you this letter on behalf of myself, my staff, and many 
patients and Alaskans. Organized medicine has had an ironclad grip 
on health care delivery in this country. As a results, we have seen 
skyrocketing health care costs with little return. Insurance rates 
are going through the roof, malpractice rates likewise, and we have 
a form of medicine through drugs, surgery, and radiation, which can 
directly result in injury to people. As a result, physicians seek 
to protect themselves through tort reform rather than altering their 
style of medicine. When they do, they often are censured by their 
colleagues or professional licensing boards. It is a truism chat 
the sixth leading cause of death in this country is iatrogenic 
disease. That means illness, disease, or injury caused directly by 
the medical doctor through his or her therapies or procedures.

Senate Bill 316 at last offers freedom for the medical doctor to 
practice his heart and the latest infori. atior on what biologic modes 
may assist the body rather than continuing the 'party line', which 
limits itself to the aforementioned 3 therapies. We have not truly 
had freedom of health care in this country, and I feel there is more 
openness and pluralism in Eastern Europe in the last few weeks than 
we have seen in medicine in the last many years. I urge not only 
your support for SB 316 with Senator Rodey's ammendment to protect 
unconventional therapies, but also ask for your co-sponsorsh'p . 
Passage of this Bill will be a dramatic breakthrough in the rights 
or privacy and personal freedom for the people of this state.

I certainly look forward to hearing from you directly as soon as 
possible on this Bill.

I  P l j  fc/V cL  j 6 u X j I

RJR/fdl

P.S. Your health/life may depend on it one day tool

615 E. 82nd Street, Suite 300 • Anchorage, Alaska 5/9518 
Members: American Academy of Advancement in Medicine, American Academy 

of Environmental Medicine, American Society of Bariatric Physicians
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Forum

By DR. ROBERT JAY ROWEN'
The Daily News has done a 

laudable job in recent months re­
porting on the extent of poisoning 
of the environment and the appall­
ing content of the typical Ameri­
can diet. The health insurance cost 
crisis has been presented, yet the 
wisdom to cie it all together con­
tinues to be lacking.
Three years ago, the News pub­

lished a four-part series on modem 
cardiology extensively reporting 
on the latest "wonders” of medi­
cine, drugs and bypass surgery. 
Not a word was written on preven­
tion or nutritional approaches ex­
tolled by many "alternative practi­
tioners,” but now, years later, 
articles are published on the re­
versibility of coronary disease by 
diit, nutrition and exercise.
Concurrently, articles are final­

ly reaching the lay public about 
the gross abuse and failure of the 
$50,000-plus bypass in America. 
Yet it and other surgeries contin­
ue. . .
In the '50s and '60s, the fad 

surgery was tonsillectomy. The

'70s gave us hysterectomy. The ’80s 
— bypass. Through it all was the 
maiming radical mastectomy. Sky­
rocketing insurance costs are often 
blamed on high technology.
Yet what has all this wizardry 

given us? Of all the expensive CAT 
scans, X-rays, Mill's and proce­
dures performed, how many are 
positive? Or better yet, how many 
give us information that will actu­
ally help the patient instead of 
creating an intellectual pursuit for 
the physician and dollars for the 
industry? In truth, very few.
Treatment is often little better. 

Aside from costly and dangerous 
surgeiy, a quick glance through 
the bible of medicine, the "Physi­
cians' Desk Reference,” reveals 
that almost every drug used by the 
doctor is an anti: anti-hyperten­
sive, anti-biotic, ant(i)-acid, anti­
histamines, etc.
All of these drugs are designed 

to interfere with physiologic func­
tions. Physicians are wooed by 
grand promotions for drugs that 
are not only costly (and long-term, 
since they do not cure), but are

often very dangerous. With the 
possible exception of antibiotics 
(which don't cure if you don’t have 
an immune system), what other 
drugs cure any disease?
Are hyperactive children, bom 

with a deficiency of Ritalin? What 
has medicine done to promote or 
enhance natural healing functions 
instead of suppressing symptoms? 
A single nutrient deficiency or 
excess sugar is known to impair 
immune function.
Drug treatment of high blood 

pressure has been going on for 
years, yet most studies indicate 
that patients might be better off 
without the drugs. Further, most 
hypertensives (and those with high 
cholesterol) have moderate to se­
vere nutritional deficiencies 
brought on by the typical Ameri­
can diet, which contributes to the 
blood pressure and is never ad­

dressed, but is easily, inexpensive­
ly and safely treated.
The logic of natural selection 

suggests that humans have self- 
healing mechanisms, or we would 
have died out. Logic further sug­
gests the body must get basic 
building blocks (nutrients) to re- 
oair itself and, further, must avoid 
toxins or poisons that interfere 
with normal or repair processes.
It has been standard medical 

training (mine included) to offer 
perhaps two hours on these simple 
truisms and months on drugs and 
surgical education. Yet published 
U.S. Drug Administration studies 
confirm that at least 99 percent of 
Americans are malnourished in at 
least one essential nutrient.

The epidemic of malnutrition 
and chemical contamination in this 
country parallels the rise in "unex­
plained illnesses.” Insurance pays 
for the "usual ‘and customary" 
(expensive jirugs, surgery and pro­
cedures).
Studies have shown that pa­

tients with metastatic cancer fare 
worse with their $15,000 per year 
average chemical poison program 
(paid for by insurance and Medi­
care) than they would if they had 
done nothing!
Yet a $10 nutrient that could 

correct the imbalance creating a 
disorder and obviate a surgery or 
illness is not covered, Tlie lay 
press is full of information on 
self-help, nutrition and healing 
from basic science journals that 
.rely makes it into the main­
stream medical journal's, which re­
ly heavily on drug promotion. So 
doctors are kept in the dark.
Until physicians and insurance 

companies alike give attention to 
the three basic causes of biologic 
failures — malnutrition, toxic fac­
tors and stress — we will continue 
to pay more and get less as people 
remain ill with bodies that cannot 
heal.

□  Dr. Robert Jay Rowen Is an 
Anchorage physician.
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January 17, 1990

Tilt' Power of Heali

Senator Dick Eliason, Chairman 
Senate Labor and Commerce Committee 
P.O. Box V (MS 3100)
Juneau, AK 99811
Dear Senator Eliason:
I am writing to express my concern about SB 316 with Senator Rodey's amendment 
to protect unorthodox medicine practices from sanctions bv the s ta te  Medical 
Board. This clearly  is  a giant step backwards in terms of protecting the public 
from charlatans, quacks and medical incompetents who could then hide under the 
umbrella of practicing "unorthodox medicine." At a time when we in the medical 
profession already have a d i f f ic u l t  enough time policing our own ranks against 
incompetents (at lea s t ,  as p a r t ia l ly  manifested by some aspects of th e !malpractice 
c r is is) , th is b i l l  has the very real po ten tia l of hamstringing one of the effective 
checks we currently have in the medical profession, namely sanctions by the s ta te  
Medical Board. Don't add to the problem by making i t  more d i f f ic u l t  for the Board 
to deal with the complex task they already face in weeding out incompetence.
Don't l e t  th is poorly conceived b i t  of leg is la tion  become law.

Sincerely,

Randall H. Wiest M.D.

cc: Senator Duncan, Representatives Ulmer and Hudson

M l. E D G E C l M B K  H O S P IT A L  
2 :2  t o n  g  a s s  d r i v f .
S I T K A .  A K  998J5 (907) 966-2411
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Medical 
Information

C h e l a t i o n  T h e r a p y

PHILIP C. CRAVEN, MD 
HOWARD F. MORRELLI, MD 
Sin Francisco

Thla sttiamant wot prepared in retponaq  fo  i  
r i g u i i f  made to the Clinical Pharmaoolcgy 5 #rv» 
low at the university ot Caillomla, San Pranottco 
to evaluata the potential therapeutic t a n  and the 
possible toxloltles ol chelttlon therapy, The 
question arose In regard to the uee ol tthylena 
tetraacatlc sold (EDTA) In the treatment ol 
atheroioleroito cardiovascular tit to a to.

A ction
Dlsodlum  edatate (Na, e d t a  or udatham ll or 

versenate) ii a complex molecule whose only 
recognized pharmacologic action is the chelation of 
certhin divalent and inva len t cations (such az cal­
cium, zinc, cadmium, mangoanese, lead, vanadium  
and plutonium). Follow ing o ral adm inistration, 
80 to 93 percent of the dose appears in the feces 
within 2d hours. A fter intravenous adm inistration, 
93 percen t of the dose appears In the urine 24 
hours and  less than 0.5 percent remains in the 
body a fte r 48 how?. The compound is not metab­
olized and  is bandied by the kidneys a t inulin is, 
so that alterations in urine flow rate *nd pH  do 
not affect overall excretion ra te  of e d t a ,  although 
impaired renal function with reduced g lom ea’Iar 
filtration will delay excretion.1 *

Olsodlum-BDTA adm inistered pareoterally binds 
scrum calcium very rapidly, and adm inistration 
rates g reater than 15 mg per m inute produce 
hypocalccmic tetany. Slower rates do no t affect
Pram lb* D ip*rtruai ot M ttUclru, Uoiwrilty o l CiUfxal*, 
S«? Fiucteoo.

fn-irtm rtounu to: H. P. MofftlU, MD, Dtewlnxwt ot Midi* 
finv Cnlwmiy ol CtC/anti, Su\ PrioaUto, Sts FftartHo, C a  MM).

serum calcium levels, bu t moblllzo bone calcium 
and Induce hypcrcalcurla. (Calcium-Na, bdta 
does not affect plasma o r  body levels of calcium, 
but otherwise k is the same actions and toxicitlei 
m  tiio unchelated form).1

A ccep te d  T h e ra p eu tic  U sea en d  D o se*
The single, generally recognized uso of b d t a  U 

in the diagnosis and treatm ent of lead poisoning.1*  
O ther reported and suggested uses are in the 
diagnosis of hypoparathyroidism, the treatm ent 
of porphyria, sclcrodorma, hypercholesterolem ia, 
hypercalcemia, u lc if lc  cardiac valvular disease, 
cardiac arrhythm ias and atherosclerotic coronary 
artery and peripheral vascular disease.1** M ost o f 
these uses are considered "Investigational.”*

Recommended chelation therapy in acuto load 
intoxication includes the combined paren tera l ad ­
ministration o f  2,3 dlm ercaptopropanol ( s a x . )  

and Ca e d t a ,  the la tter in doses of 50 to  75 mg 
per kg of body weight p er day for flva days, fol­
lowed by long-term oral th c rap ; with D-penicil- 
lamine.* Tho doso of Ca e d t a  should exceed 50 
mg per kg of body weight p er day only when com ­
bined with o a l ,  and even using the recommended 
dosage schedule, tho following side effects have 
been obsorved: fever, hypercalcemia, proteinuria, 
microscopic hem aturia and large epithelial cells 
in the urinary sediment. Therefore, frequent u rin ­
alyses and determ ination of serum  electrolytes, 
blood urea nitrogen, calcium, phosphate and  alka­
line phosphatase are recommended during th er­
apy.* Long-term therapy is considered unw ar­
ranted because of potential renal toxicity.®

i

Toxleity
Fatal and nonfatal renal toxicity in hum ans 

given large doses of e d t a  ha3 been well docu­
mented. R eported symptoms Include nocturia, 
frequency and urgency of urination and dysuria, 
Results of urinalyses have shown albumin, 
parenchymal cells, granular casts and red and 
white blood cells. In two fatal cases reported, 
severe renal tubular damage and w ldesp r ad en­
gorgement of reticuloendothelial cells were noted 
a t autopsy.’**

Well-designed experimental studies U 3ing  rats 
showed that Ca e d t a  caused severe hydropic de­
generation of proxim al tubules, with casts and 
epithelial cells In urine, tha t was clearly dose de­
pendant.’ O ther tissues ware n o t affected. The 
ED-50 (the dose required to  produce the first 
h iatolojic evidence of damage in 50 percen t c f
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animal* treated daily tor 16 day*) was 203 mg 
per kg of body weight per day. Lesions developed 
In none of the animal* given 62.5 mg per kg of 
body weight per day for 16 days. N either acidilil* 
cation nor alkallnization of the u rine affected tho 
development of lesions.' Theie studies form tho 
m ajor b u i s  for the dose recommendations In 
man: not more th in  5 gram* (70 jug per kg of 
body weight) per day for not more than five diyu, 
followed by a two-day rest, period.

O ther toxlcltlcs reported include thrombophle­
bitis (probabiy related to concentration of the 
solution); hypocalcem ia after rapid  adm inistra­
tion of disodium bdta; systemic symptoms of 
malaise, fatigue, thirst, fever, then myalgia 
atH  hcsdache In a characteristic sequence often 
heralding renal toxicity; hlataralne-Jiko reactions; 
glycosuria w ithout * diabolic state; anemia in one 
cose; dermatitis sim itar to th a t seen with avita­
minosis B, especially B|*,M# and fatal emboli in 
a patien t with calcium  deposits in heart valves," 
Congenital malformations and fetal deaths were 
consistently observed after adm inistration cf io t a  
to pregnant rats; these changes were prevented by 
adm inistration of zinc.11

U t*  in A th o ro ao ltro tlo  
C a rd io v a a c u la r  D la ta e e i

In 1955, a case repo rt regarding b d t a  therapy 
In a  patien t with severe nephroeaicinosls states, 
on the basis of serial x-ray film* of the abdomen, 
that there was a 50 to 65 percent decrease in renal 
m etastatic calcium following prolonged therapy 
with Intravenously given e d t a  to talling 573 grama 
In 13 months; neither renal function, nor side 
effects were reported .1*

Tho same authors reported dissolution of mitral 
valve calcification and relief of congestive pulm o­
nary symptoms following e d t a  therapy In a patient 
with rheumotic heart disease, ur.d removal of 
metastatic calcium from  « necrotic sinus tract in 
a patien t previously operated on for thyroid ma- 
ligna.icy.u  Extrapolating from  there experiences, 
th? authors reported treating 20 patients with 
progressive angina pectoris with prolcngcd-cour3ea 
of e d t a  (5 grams daily for five days, followed by 
a two-day rest period, to a total of 75 to 300 
grams).** Results were reported in terms of »ub-

Jwtive symptomatic improvement. A lso of 17 pa­
tient* with abnormal findings on electrocardio­
grams, six were stated to have improved; and 
electrocardiograms from two patient* were dis­
played, but (he improvements were difficult to 
Interpret. One patient died following a convulsion; 
results o f autopsy,showed extensive aortic a thero ­
matosis and it was suspected "th a t he died from  
a calcium  embolus that had been freed from  a 
large arterial p laque." N o other tcxlcitles were 
apparently monitored no r commented u po n ."

Results of a  third study, involving ten men with 
'disabling angina pectoris, were also reported  in 
terms of subjective symptomatic improvement and 
ch an g e s , noted on electrocardiograms, w ithout'' 
m cation of tox ic ides." N o well designed, con­
trolled studies with blindly read, objective results 
have been reported.

Because o f D e risk of severe renal toxicity,, and 
the lack o fo b je c tlv e  ‘eyldenca'suggosting them-, 
peutio benefit .from  EDlvP*therapy for athero- 
sr.lerfitfc disease, such therapy should be regarded 
«  investigational Rnd conducted under carefully 
controlled conditions in t o  acadomlc institution 
by experienced Investigators.
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„ I. CXxxtoiO CS, Ollnis Ai The Pbtretoolgilo Bull ot TT.ortpeuiiM, New YwH Cliy, The KU«nillw Co., 1970, p Ml 

2. Ntw Dtim Sviluiied by am A council oo Drip. Cmmjo,Amerlcu WodiMi AiiocUtlon, :m , p 40
J. Fhyildaei' D«* Reference. zsih 30. Oiadill, NJ, MkJImI PcwiOBMW Comp on*, 1S7«, p U444. CbelAlls* eieait in medicine, Ik Todiy'* Druge. Br Med 2 1)270. 1 v7l}• Chliolr: JJ Jr: Tmlnunt of l#td pobonlni, li Modern Tnrtrnnl. Now Yorlt City, Hupcr A Row Co., Aug 1971, pp
0. Chliolrn JJ Jr: Tti* uh of chelctlng egenu In the tre»rnient nt icuie tod chronic lttd Jntomuiion 1a childhood. I PodiMr 7Ji

m i . )ui m i
7. Foreman M, Ftanercn C, Luihbiujij CC: Nephrotoxic b u u t 

Irrm uncontrolled edotbtroll eelelum ciliodlua) therepy. JAMA 140:1042.1040, Mnr 24, 1»J«
9. Dudley HR. Rltehli AC, Schllilnj A, »t *1: Pjlhologle chintM ottcclulod with v h  a t  ,odium elhylise dlemlne ■irtirio In treitment ct hypercalcemia: Repoit of 2 ceiot with suiapry fjidlnp. N 5ns! J Mid 35J:131JJ7, Mir I9JJ 
9. J*v»n MJ: Obe«r»»Uoni an the toxldty of latravefloue ehelit. Ini nrenu, tn Seven MJ (Ed) MttsMllndlng In Mcdlclno, Fhlle- deiphle. J. B. Uppincolt Co., 1940, pp 95.10}
19. Foreman H: Tonlo rldo effect* ol eihyieocdltotlaeleifiiKilo add. J Chrooin O i l  id:JI9 JU, 196}I!. Cliri* N£, Cf Arks CN. Moiher RE: Tnutment of ingtni aKicrli with dirndlum ««hylsn« dlimlne tetmwilc ecid. Ant 1 Mjd Sd 332:454, 1954 
U. Swenerton H, Hurley 13: Tcr«to$cnl< effecu of 4 chditlnt rs'.r: end their prevention by tire. Science I7ji42-«j. Jui j, i9?i
II. CUrke NS, Clerki CN, Mother RB: The "In vivo" rtluolu* iicn of merum/c cjielunv—An epproich to etherencleroeH. Am 1 M*d 3d 229:142-149, 19)5 
Id. Mt'iihr LE, Ur»l ME, KlicJiell JRt The irtitntMH of ooro- airy nrtery .L 'm ik  with dlicdlum EDTA, Ik  Sev,n MJ (Pd): Mdil-BlneUs In ModlClne. Fhllidolphle, J. 3. Llpplncot: Co., 1040, pp 1JMJ4

2 7 8  M A R C H  1073 I 122 • 3



THIS DOCUMENT 
HAS BEEN REPHOTOGRAPHED 

TO ASSURE LEGIBILITY



Senator Richard 1. (Dick) Eliaaon, Chairman
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snd Induce hypcrcalcurlt. (Ca!cium-Nae bdta 
does not affect plasma o r body levels of calcium, 
but otherw ise has the same actions and toxlcitlei 
m  tho unchelated fo rm ).1Medical 

Information(IMHMIMMIMMI

C h e l a t i o n  T h e r a p y

PHILIP 0 . CRAVEN, MB 
HOWARD F. MORREILI, MD 
Sin Franclico

Thlt s it lament wmt prepared tn rot p e w  Hi a 
'•punt mictf to the Clinical Phtrmtoolcgy 5«rv* 
low at th» vnlveralry ol Ctillomlt, 5»n Prtnwtco 
fe  pvtluai* thw potenlltl therapeutic uses and tna 
possible tox/oll/es ol eholttlon thorepy. Tht 
Question tro ts  In regard lo the use ol ethylene 
letraacetlc sold (EDTA) In th t treetmenl ol 
ethtrorolerotlo otrdloviscuitr dleetto.

A ction
Dlsodlum  edatate (Na, ? d ta  or acalham li or 

versenate) is a complex molecule whose only 
recognized pharmacologic action is tha chelation of 
certa in  divalent and d iva len t cations (such as cal­
cium, zinc, cadmium, mangnanese, lead, vanadium  
and plutonium). Follow ing oral adm inistration, 
80 to 95 percent of the dose appears is  the feces 
within 24 hours. A fter intravenous adm inistration, 
95 percent of the dose appears In the urine by 24 
hours and  less than 0.5 percent remains in the 
body afte r 48 hours. T he  compound is no t metab- 
ollzed and  is bandied by the kidneys 3j ioulin is, 
so that alterations in u rln s f lo w  ra te  and pH  do 
not affect overall excretion rate of e d t a ,  although 
Impaired renal function with reduced glomerular 
filtration will delay excretion.1 *

Dlaodium*HDTA adm inistered p srtn te ra lly  binds 
serum  calcium very rapidly, and adm inistration 
rates g reater than 15 mg per m inute produce 
hypocalcemic tetany. Slower rates do not affect
Pram ih« DipvLruni of MMJdai, Ualrtnlcy ej Ctlltwula, 

&u: Pfim cteco.
Rtprtm rtou tju to: H. F MofrelU, UD, DmniwtfU of M*S)> 

slot, U n lw iiiy of CiC/OrriLS. S«l P iutlMo, Sin Ffiactroo, CA 
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A cea p U d  T h e ra p e u tic  U se s  a n d  D oeaa
The single, generally recognized uto of bdta U 

In the diagnosis and trea tm en t o f lead poisoning.1-* ’ 
O ther reported and suggested uses are In tno 
diagnosis of hypoparathyroidism , the treatm ent 
of porphyria, sclerodorma, hyperchclesterolem ia, 
hypercalcemia, calcific cardiac valvular disease, 
cardiac arrhythm ia* and atherosclerotic coronary 
artery and peripheral vw cu la r disease.1’1 M ost o f 
these uses are considered "Investigational,"*

Recommended chelation therapy in acute load 
intoxication Includes the combined paren tera l ad ­
m inistration of 2,3 dlm ercaptopropanol (bad) 

and Ca edta, tho la tte r in doaes of 50 to 75 mg 
per kg of body weight p er day  for five days, fol­
lowed by long-term oral therapy with D-penlcil- 
lam ine.1 The dose of C a edta should exceed 50 
mg per kg of body weight p er day only when com ­
bined with pal, and even using the recommended 
dosage schedule, tho following side effects have 
been observed: fever, hypercalcem ia, proteinuria, 
m icroscopic hem aturia and large epithelial cells 
In the u rinary sediment. Therefore, frequent u rin ­
alyses and determ ination of serum  electrolytes, 
blood urea nitrogen, calcium, phosphate and alka­
line phosphatase are recommended during ther­
apy.* Long-term therapy is considered unw ar­
ranted because of potential renaJ toxicity.4 j

i
T ox ld ly

Fatal and nonfatel renal toxicity In huraana 
given large doses of edta has been well docu­
mented. R eported  symptoms includo nocturia, 
frequency and urgency of u rination and dysuria. 
Results o f urinalyses have shown albumin, 
pn'anehymal cells, g ranular casts and red  and 
white blood cells. In two fatal cases reported, 
severe renal tubular damage and w idespread en­
gorgement of reticuloendothelial cells were noted 
a t autopsy.’1*

WelUdeelgned experimental studies U 3 ln g  rat* 
showed th s t Ca e d t a  caused severe hydropic de­
generation of proximal tubules, with casta and 
epithelial cells In urine, th a t tvos clearly dose de­
pendant.’ O ther tlssuos were n o t affected. The 
ED-50 (the dose required to produce the first 
histologic evidence of damage In 50 parcen t o f
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animal* ''rested daily for 16 dayi) was 203 tug 
per kg of body weight p er day. Leaioiu developed 
In none o f the animal* given 62.5 rag per kg c.f 
body weight per day for 16 days. N either acidifi­
cation nor alkallnlzation of the urine affected the 
development of lesions.* These studies fcrra the 
major basis for the dose recommendations in 
man: not more then  5 gram* (70 mg per kg o£ 
body weight) per day fo r no t more than five days, 
followed by a two-day rest, period.

O ther toxlcltlcs reported Include tbromboph’c- 
bltis (probabiy related to concentration of the 
solution); hypocalcemia after rapid adm inistra­
tion of disodium bdta ; systemic symptoms of 
malaise, fatigue, thirst, fever, then myalgia 
and hesdache In a characteristic sequence often 
heralding renal toxicity; hUtaralne-llke reaction*; 
glycosuria w ithvut e d lak itic  state; anem ia in one 
case; dermatitis sim ilar to th a t seen w ith uvlia- 
m inosli B, especially B i;M# and fatal emboli In 
& patien t with calcium deposits In h ea rt vel'-es.” 
Congenital malformations and fetal deaths were 
consistently observed after adm inistration of zota 
to pregnant rats; these changes were prevented by 
adm inistration of zinc.'1

Uaa In A th e ro sc ta ro tlo  
C a rd io v a sc u la r  D la w s a s

In 1955, a caso repo rt regarding bdta therapy 
In a p a tien t with severe nephrocnlclnosls states, 
on the basis of serial x-ray films of the abdomen, 
that there was a 50 to 65 percent decrease in renal 
m etastatic calcium follow ing prolonged therapy 
with Intravenously given bdta totalling 573 grama 
In 13 months; neither renal function, nor side 
effects were reported.1*

The same authors repo rted  dissolution of mitral 
valve culcification and relief of congestive pulmo­
nary symptoms following e d t a  therapy In h patient 
with rheum atic heart disease, and removal of 
metastatic calcium from  a  necrotic sinus tract In 
a patient previously opera ted  on fo r thyroid ma­
lignancy.” Extrapolating from  these experiences, 
th9 authors reported treating 20 patients with 
progressive angina pectoris with prolonged'coursea 
of e d t a  (5 grams daily for five days, followed by 
a two-day rest period, to a total of 75 to 300 
gram s).”  Results were reported in terms of sub­

jective symptomatic improvement. A lio  of 17 p a ­
tients with abnorm al findings on  electrocard io­
grams, six were stated to have improved; and 
electrocardiogram s from two patients were dis­
played, but the improvement* were difficult to 
Interpret. One patien t died following a convulsion; 
result* of autopsy.ahowed extensive aortic a th e ro ­
matosis and it was suspected " th a t he died from  
a calcium  embolus that had been  freed from  a 
large arterial p laque." No o ther toxicides were 
apparently  monitored no r com mented upon.” 

Results of a th ird study, Involving ten men w ith 
disabling angina pectoris, were also reported in 
term s of subjective symptomatic improvement and 
changes . noted on electrocardiograms, w ithout' 
m cation of toxicitie*,"' N o well designed, con­
tro lled studies w ith blindly read, objective results 
have been re p o r te d

Because of the risk of severei rena l toxicity,- snd  
the l»ck of^objectlve ^yjder.ce suggesting thcra-j 
peu tic benefit.from-EDTA-therepy for athero-. 
anlerotlv disease, such therapy should bo regetded 
as investigational and conducted under carefully 
controlled conditions in an acadum lc Institution 
by experienced Investigators.
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CO , L a s e r T re a tm e n t o f G y n e c o lo g ic  
M a lig n a n t N e o p la sm s
Q U Vu» tr««4nH»nl o/ vuWur. twginsJ. and/or owviot) t o l a  wiUi 

(tie CO, laaar u * i and affnctora? V«Vwn a  « a danJrvb** 
•ubodtulo lor a/tW otuclfncauMrry or cryocax^ery?

A  l l i t  consensus o f the  D iagnos tic  s o il T he rapeu tic  
Techoology Assessm ent (D A T T A ) pane lis ts was 

th a t th e  tre a tm e n t o f a p p ro p ria te ly  selected ce rv ica l, 
vu lva r, and vag ina l io tra e p H b d ia l neop lasia and oaudylo- 
uut acum ina tum  w ith  the CO, la se r ia  a safe and 
eatablbfead procedure. T h is  is a lso th e  p o s itio n  o f th e  
Am erican C ollege o f O b s te tric ia n s and G ynecologjvta.

T h is  tre a tm e n t o f e a rly  gyneco log ic m a lig n a n t neo­
plasm s w ith  CO, lase rs o rig in a te d  in  th e  e a rly  1970s. The 
in it ia l in ve s tig a to rs  found th a t i t  was an e ffe c tive  and 
accura te m eans o f des troy ing  u itra e p ith e lia l lesions. Care­
fu l p a tie n t se lec tion  wau cooxn le rw l c r itic a l because o f the  
twed fo r dose foHow-up.

The D A T f A  pane lis ts repea ted ly stressed th e  necessity fw an adequate p rcop c rn tive  colposcopic w o rkup  and 
biupsy to  ensure exclus ion o f endoocrv ica l sn bep ith c lta l 
b resriau  ty  th e  ce c td n s iic  process I f  th e  re su lts  o f 
c y lo lo g k a l culposeopic and b iopsy e xam in a tio n s are found  
lo  be d isco rdan t, th e  use o f th e  CO, lase r is  no t 
ind icated.

The procedure o f CO, U se r ca u te ry  is  recommended 
when th e  p re se rva tio n  o f n o rm a l ana tom ic fu n c tio n  in 
param ount. F a r exam ple, in  th e  s t ill se xua lly  a c tive  
p a tie n t, the la se r p rov ided th e  bes t moons o f co n tro lle d  
supe rfic ia l d es tru c tio n  fo r e ith e r v u lv a r o r va g in a l lexioca 
because o f reduced sca r fo rm a tio n  am i m a in tenance o f the 
norm a l a rc h ite c tu re  o f th e  re p roduc tive  tra c t. D es truc tio n  
can be lim ite d  to  th e  precise boundary o f th e  lesion. N o t 
o n ly  is  the  dep th  o f tissue d e s tru c tio n  co n tro lle d  b u t 
hea lin g  ia  ra p id , postope ra tive  w ound s lough ing  is m in i­
m ized, in fe c tio n  and hem orrhage a re  v ir tu a lly  absent, and 
colposcopic fo llow -up is  s im p lifie d .

Despite the  cnhaoced p rec is ion  o f th is  techn ique and 
th e  p ra c tic a l advantages noted, □□ c la im  can be made th a t 
la se r su rge ry is  any m ore e ffe c tive  th a n  e ith e r e lectrocau- 
tc ry  o r c ryoeau te ry in  its  ab iiii ly  to  accom plish de s tru c tio n  
o f ca rc inom a In  s itu . A lth o u g h  i t  o ffe rs  a new  d im ension 
o f precision th a t is  n o t sva iia b le  w ith  o th e r lo a n s  o f 
cau te ry and p e rm its  a b e tte r outcom e in  tlie  tre a tm e n t o f 
vu lva r and v a g in r l lesions, th is  is  less im p o rta n t in  
ce rv ica l Je iiouo where dep th o f d e s tru c tio n  is n o t as 
c ritic a l. In  a dd itio n , th e  equ ipm en t is  n o t y e t w ide ly 
ava ilab le, i t  is bo th  expensive and re la tiv e ly  im m obile , nod

In  sum m ary, the  use o f th e  CO, lase r in  th e  ! 
a p p ro p ria te ly  selected ce rv ica l, vu lva r, and vag ina l 1 
e p ith e lia l neoplasia and condylom a acum ina tum  is < 
ered sa fe and effective.

etiolation Therapy
Q llow MJ» and offoctnM te chetobon thWHpy Mieti 

Ha Mxtura aaH tor lha trMknwa ot BO*»ntmctantc \ 
dtMu7

A  T he re  was a counensus am ong a ll respondeat 
ch e la tio n  th e ra p y  w ith  ede tic ac id  o r its  wxCt 

was n o t an estab lished tre a tm e n t fo r 
vascu la r disease.

The o rig in a l thes is th a t repeated in travenous in fu  
o f the ch e la tin g  agent, e d e u te  d isod ium , teas o f I 
p a tie n ts  w ith  co rona ry a rte ry  disease, as m onife 
the ang in a l syndrom e, b ra  n o t been estab lished j$  
well-designed, co n tro lle d  tr ia l.  A ltld w g b  som e' 
tro lle d  s tu d ie s c la im  benefits, o th e rs have uhnwS 
su b s ta n tia l e ffects from  such the rapy. T h e re | 
su pp o rtin g  evidence th a t i t  has any su bs ta n tia l 
th e  nther»>>c2eretic plnqoe. F u rth e rm o re , It ie 'ia f ij 
as ing edet,. id ti. espec ia lly  ia  p a tie n ts  w ith ^ jx  
a rte ry  diseaOv*, is qneatiunab le. C he la tio n  o f p lautt 
c ium  w ill (iccreasu th e  le vd u  o f ion ised ca lc ium  i in te ta n y , ca rd ia c a rrh y thm ia s , convu lsions, anil . 
tory a rre a i. f t  can cause re na l tubuJur aecro»is 
fa ilu re , pe rm anen t re na l damage, bone n rn r re w * ^  
sion, ar/d p ro lo nga tio n  o f else p ro th rom b in  t ie ic '

Thu m a ju rity  o f respondents believed th a t tin? 
m cn t w as im aeceptabio o r inde te rm ina te  
a U iccoscl e ro tic  vascu la r disease. A b ou t h a lf as : 
th a t i t  cou ld s t ill bs considered in ve s tig a tio n a l, is 
o f a co n tro lle d  tr ia l unde r p ro toco l.

The D epa rtm en t o f H e a lth  and H u man f
released a  re p o rt e n title d  KDTA ChelationAtheroaderoxia in  198 1 (HR ST Assessm ent I
volum e I, No. L8). I t  noted th a t che la tion  Cor th is  u g |
is  con trove rs ia l, th a t the re  is no accepted i
e ffectiveness, and th a t its  sa fe ty is  questionMedical Letter, in  1982; review ed th e  expericoc
years and concluded th a t “ th e re  is  no acceptable ]
th a t d ie la tio n  th e rap y w ith  E D TA  is  e ffe c tive ^
tre a tm e n t o f a the roscle rosis and th e  adverse effe t
d rug s can be le thaL ”  The Am c rican  H e a rt Ansoaaf
also review ed th e  da ta  and found  no sc ie n tific  r- “
suppo rt (he c la im s o f bene fit in  p a tie n ts  w ith  :
rosis. T h is  o p in io n  is  shared by the Am erican^
Physic ians, The Am erican Academ y o f F am ily f"
The Am erican  S ocie ty tor C lin ic a l PhsinaseoB
The rapeu tics, the Am erican College o f C a rd io l
A m e rican  O steopath ic A aK c ia tio n . V-j.. . 1 . Jii-X
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elation Therap( 
arlatans or Sa ’

Hailed as a miracle cure by its ■ 

proponents and condemned as a 

fraud by its critics, chelation therapy 

Is being sought by many people, 

mostly elderly, as a cure for 

whatever ails them

By DAWN D. BENNETT

S eventy-nine-year-old J.B. Snelaon 

complains little about his health. 

3ut the retired veteran* hospital 
ward foreman from Knoxville, Iowa, has 

one problem: cold fcet.Snel&on’a f«et get 

so cold at night that he can't sleep.

Doctor* told Snelson th»t his cold feet 

probably were caused by poor circulation, 

but they seemed unable to help him. Snei- 

son went to the M ay o Clinic In Rochester, 

Minn., lor help, but doctors there told him 

nothing was wrong with his circulation. 
They sugguted It was Just nerve* and 

probably imaginary, he aays.

Then Snelson got on ad In the mail lor a 
clinic In a Kansas City. M o „  suburb that oi­

lers chelation therapy. Thb ad said the 
therapy Improves a potpourri ol ailments, 

from poor circulation to heart dlteeuc to 

arthritis. Believing tho therepy might 

speed up his circulation end get more 
blood to hie feet. Snelson derided to take 
tho long bue ride Irom Knoxville to Kansas 

City and try the treatmont. ‘Since I tried oo 

m a n y  things that didn't work, I thought this 

would be the salvation, the thing that hit 

the bull’s-eye," he recall*.
Snelson *at In the waiting r o o m  ol 

McDonagh Medical Center In Gladstone. 

Mo., this winter, waiting for his (fret chela-, 

tlon treatment. A  couple from Montana 

were newcomers, too. They co m e  Itt the 
hope that chelation therapy would help 

Improve their breathing and memory. 

Most of the people waiting were elderly.

Th e license plates In the parking lot 

cliowed that thay came from &i far a w  Ay as 

Oregon and Ohio seeking a cure (or their 

various Ills.

C helation therapy, touted ar a mira­

cle cure by Its proponents and de­

nounced aa« fraud by In critic*,has 
been used to treat 400,000 people at 1,000 

or so clinics acroia the nation, >ts propo­

nent* say. Feed end Drug Administration 
'(FDA)3poks?r.p*rson etcite Brown says the 
eatimate shculd be more couaervetiva. but 

that the F D A  doesn't know the exact count. 

The agency baa w k s d  state health de­
partment* to report any chelation therapy 

balng offered In their stales.
The ihorspy7nV«vi:j tfit Tnfrnd’TctlaiT 

ol a chelating agent, ethylenedlaminc tet­

raacetate ICD7A), into a patient’s 

bloodstream lor shout 20 to ?0 fpus-hour- 
long acoalon*. The E D T A  purportedly 

binds to, or chalates, the calcium In 

etheroaclerctic plsquet, breaking up the 

plaques and increasing the diameter cf ar* 
tryjtsa.to iat blood flow through more ?as- 

EDTA-ca'ciuro complex Is then ex- 
i^rrted from the bedy.

v “Such was  the m e c h n n i s m  originally 

, proposed Ir, the »nld-19oC- to explain h o w  

chelation therapy works. Bur this m e c h a­

nism, along with the therapy Itself, has 
been discredited by m o d  m em ber * ol the 

medlcel protestor., including the Ameri­
can MediccI Aisndai'cn, American Heart

Association, Amerlcm; OilHuip:- tjf Slgwi- 
clans and AroarlcanSfctiimpartlih. Aamvtidi- 

tlon.
A n  article In the M e p -

ical Sc h o o l  H s a c t  ilsrram 'explains 

why: ’Even II chelaiart itHtraw >iUd take 
calcium out of athemirurculc tAaquer. ;t 

does not automatically ifiillowtthstbtood 
(low would Improve xat ox nwuitt U S s  re­
maining material — chtikiK&rol.Recessive 

smooth muscle tissue mttfiUhrousscar—  

would still remain tosbsitmmBlocd flow.’
Such c ritic ism  ban: imd (che-laiion 

therapists to set asidt'thp.r-uvlglnkl mech­
anism and propose a T-w-cndtealTnech.a- 
nlsm to explain how ths •iuerapy vojks. 
(Free radical; are van®. a:r groups o! 
atoms w'th an unpaired -sm-trou. -whicn 
makc3 them extremely riacsU t.j A jan . 19 
Lancet editorial Jendu *«ne credence to 
the free-radical mechMumr. I'j-r.schelat- 
Ing agents might help JhniidiMvje damage 
done by oxygen-derlvt-j ckitrni'CB! rpscics. 
such as superoxide frt* rKidleala (Or-) 
and hydrogen peros-c*. (wbOsj). These 
apeelss produce hydrnV/ii radicals (OH1 
which can cause degrvt'.ru&n ol DNA and 
destruction oi the endsthtlifil cells lining 
blood vessels, Both p.-obe&sea .have beer. 
Implicated In aging H’.i’droqul production 
front Ot- end HtOi rciyjtre* ihcn, the 
editorial says, thus ar agent-thai removes 
Iron would help p rem .t a te ‘damaging ef­
fects of free radicals. Ctai'atlng agent* do 
Just that.
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Hie editorial men'<o.ix desferrioxamlne 
at a (Mating -jenfto help prevent tissue 
damage from free radicals. It does not 
mention EDTA, although EDTA is known to 
chelate iron.
But osteopath Edward McDonagh, foun­

der ol the Gladstone dlnlc and several 
other clinics throughout the Midwest and 
South, bellevw the mechanism holds true 
for EDTA as wall. 'Free-radical reactions 
need metalloenrymea to progress,’ he says. 
’Using EDTA to remove the metal Is one way 
of stopping the reactions, and since aging 
Involves the uninhibited production of free 
radicals. EDTA Is one way to help In this 
regard.'

A side from the fact that a free-radical 
mechanism Is only one of several 
theories proposed for how aging oc* 

curs, the chelation therapists' Qmphasls 
on mechanism Instead of effectiveness Is a 
sure sign the therapy Is a fraud, Jays 
William Jarvis, president of the National 
Council Against Health Fraud In Loma 
Linda, Calif. Chelation, therapists talk 
about how the therapy works, he says, to 
make themselves sound more scientific. 
"Once they start talking mechanism and 
avoiding the question of safety and effec­
tiveness, that’s a tip-off that It's quackery*
Another sign that chelation therapy la a 

fraud, critics say, Is the long Hat of ailments 
it Is said to help. In his book. Chelation 
Can Cure, McDonagh describes how the 
therapy can help prevent senility, reverse 
blindness, treat diabetes, open blocked ar­
teries and exert an sntl-sglng effect.
Fraudulent or not, chelation therapy Is 

being sought out by many people as an al­
ternative to conventional medical treat­
ments, most notably coronary bypass 
surgery. “People are being scared by the 
thought of open-heart 'urgery Into trying 
a dangerous alternative" says FDA’s 
Brown.
The FDA In 1953 approved EDTA for use 
In treating heavy metal poisoning, such as 
lead poisoning, and a rare copper storage 
disease called Wilson's disease. It did not 
approve EDTA for tho uses proposed by 
chelation therapists. But because of a 
loophole In the law regulating use of drugs 
like EDTA, as long as a practitioner does 
not mislabel tt, the FDA can’t stop Its use, 
Brown saya. "The product [EDTA] as man­
ufactured and labeled 'a perfectly fine,” he 
explains.’It's Individuals who ore violating 
the law. and the FDA doesn't regulate Indi­
viduals."
Nonetheless, chelation therapy Is 

generating major lawsuits. Joseph Hosklr.s 
ol Excelsior Springs. Mo., lajt year charged 
McDonagh with negligence and malprac­
tice. Hoskins csme to the McDonagh clinic 
with daudlcotion, a narrowing ol leg ar­
teries that causes cramping upon walking. 
But after receiving chelation treatments. 
h!s right leg became gangrenous and had 
to be amputated. Hoskins's lawyer, James 
Bartlmus of Kansas City. Mo., alleges thst 
McDonagh failed to diagnose Hoskins's

most patients require 20 to 30 trealments. 
Insurance does not cover the therapy, so 
patients must pay about 53,000 for one 
round ol testing end treatments. Many pa­
tients undergo a second round of treat­
ments. *

W!

Sdwanj MoDonegh believes chelation 
Ihqrepy can help patients hr whom con* 
venlhml therapies heve felled, Clinic pa- 
Hants, opposite psgo, ch iter cogitate 
while being Injected with eolut’ons of 
COTA.
proper ccuuliUoaand, by giving chelation 
therapy, masked the condition end de­
layed proper treatment. Hosklr.s U socking 
more than 51 million In damages.

McDonagh says that such lawsuits ure 
the exception rcther than the rdle. Like 
any medical p rac titioner, chel&tlon 
therapists «ro subject to malpractice yuits 
—  but because chelation tlwrapy Isn’t ac­
cepted by many standard pmctlilcnct s, he 
says, the suits are magnified. "V.e'vs been 
called charlatans and frauds by standard, 
practitioners, but for 22 years, cu r only 
source of Income has been satisfied pa­
tients ’

Patients pay a high price, however, for 
any satisfaction they get from chofaltnn 
therapy. A standard course of therapy calls 
for about 51,000 for preliminary tests "of 
doubtful value," according to the IkRVAxn 
Medical School Hsaith Letter. The 
McDonagh Medical Center then charges 
about 572 for each EDTA treatment. Mate- 
rial* and labor a ran a rS o rM se  of
chelation clinics lass than MS (55 for or.e the sudden w ising and waning of the 
dose of EDTA and 57.50 lor nurs* supervl 
slon, according to the newsletter’* cstl 
mates). This leaves about J55 for over 
head and profits from on* treatment, butfPl̂nnwwiiii wm—nuwitnyms.-irT."̂nrai
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hat’s In It for the price? University 
of Mhscurj-Columbia biochemist 
Boyd O'Dell jays the most valu­

able part of the therapy often can be got­
ten eliewhero for much less or for free. 
He's referring to the diet and exercise 
counseling that goes along with the stand­
ard chelation treatments. O'Dell believes 
that such counseling, along with the moti­
vation clinic personnel provide. Is prob­
ably more important than the EDTA treat­
ment* to any success resulting from chela­
tion lh*.rapy. “It'J a common trick In this 
business to bring in some things that are 
really doing some good, such as good diet, 
exercise and the attention of a doctor who 
gives the patient some motivation."
Is there anything to lose? Quite a bit, ac­

cording to many physicians and scientists. 
Chelation therapy can prevent patients 
from seeking out conventional treatments 
that might do them some good. O'Dell 
says. In some cases, the therapy /:au#e» 
permanent damage. The Oct. 5, 1984 
JO U X N A L OV TW8 A M B W CA N  M SD IJM , A S ­
SOCIATION recorded the case of a 70- 
year-old man with renal Insufficiency who 
sought treatment at a chelation therapy 
center for circulatory problems. He was 
given 2.5 grams of vitamin C In solution for 
five hours In preparation for the therapy. 
The treatment resulted In excessive pro­
duction of oxalate, which accumulated as 
kidney atones, requiring that the patient 
be on dialysis for the rest of his life.
Chelation therapy hw ̂«en compared 

to laetrlie. the now-discredited cancer 
therapy, In that Iv gives people a false scr.se 
of security and Its promoters a large in. 
come. But John Renner, president of the 
Kansas City (Mo.) Committee Against Nu­
trition Fraud and Abuse, believes chela­
tion therapy will exceed laetrlie 'in misery 
•and money." Unlike laetrlie, EDTA Is legal 
end approved by the FDA, and Is thus more 
readily accessible, Renner points out. In 
addition, promoters of laetrile accumu-
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treatment, Jarvis says, but promoters of 
chelation therapy stand to gain much 
mere by building up their incomes over 
several years.
Like loetrile, chelation therapy seems to 

b« a modern version of patent medicines 
of old. No 'inger hawked o", the streets, 
and more sophisticated than hcrbals and 
exotic mixtures, chelation therapy 
nonetheless appeals to those locking for a 
quiek and easy fix to medical problems. 
"Some ol u* would like to avoid aging and 
disease." O'Dell says, "and people are very 
vulnerable to locking for easy answers. It's 
difficult tor people to see that lt'» not 
magic." □
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During the diyo sfttr thi* tnfttslon. the Itch gnrtunlly dluppetrt*. Mer 
rerctpilnn ot pet«.A<l ulmull wu reduced md rtmtincd unmodified by tfti 
treytnierl.

A 39-yesr-old women h id  < J J .y u r  hlilory of u th tn i.  chrome unlcarls, 
end m jioadwna. No specific allergy had hten shewn Dcciutc o f frequent 
rp tlo d n  of laryngtel ohitructlnn. glvicrKOriicotltrmdl w-ir* administered for 
more then 10 yeuri. After a simituf naloxone InfUiion, cllnlval ImpriiveMem 
rrm seen, illowir.g a discontinuation of the corticotteroide,

In both of these patients. wa luve been surprised by the sue- 
tamed clinical improvement (hit bogen after the naloxone infu- 
iton and penietcd for more than 6 monthe.
Endogenous end exogenous opiates have been used to control 

itching in man. Itching produoed by morphine md butorphanol 
may have a central mechanism that Involves binding to opu'd 
receptors in the centre! nervoue eyttom, mimicking the binding 
of nulurelly occurring opioid peptides to thesg receptors (I, 2). 
Naloxone, an opiate antagonist, can prevent Itching Induced by 
buiorphanot (2) end relieve generalised Itch In patients with 
liver disease* (1, J). Endogneous opiate* may alao have a tele 
In some diseases of the respiratory system. Asthma induced by 
chlorpropamide end alcohol is probubly mediated by endoge­
nous peptldee with opiate-like activity (4). Recently Bar-Or 
and associates (J) reported a dramatic cllmcal improvement 
after naloxone therapy in 4 patient with hlgh-ultltudo pufmo- 
nary edema. The finding of a high plgama beta-endorpbin con­
centration In this patient suggested that endorphins may picy a 
role in this disorder.
The mechanism of (he sustained effectiveness of a single n»< 

loxona Infusion is uncertain. In the first patient, e disturbance 
or the opioid peptide system can be suspected and the efficiency 
of naloxone would ba due to its ability to Interact with this 
system. Naloxona may have a positive effect on asthma, chronic 
urticaria, and angioadema, but future studies with control sub­
jects on placebo are needed to confirm the efficacy of naloxone 
and to define the role of endogenous opiates in these disorders.

StMON SMtTZ, M.D.
Jean-Jacouei Lbgros, m d. 

University ofLiige; Liege, Belgium
Marc Lit Maire. *h.d. 

Centre National da la Research Seientlfique; Qif-Sur-Yvatte, 
France
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3 SsxnsTein JE, OXINII RA. EutOrphanol-induced pruritui smigonlted 
by naloxone. J Am Acnd Oemminl. 19S 1:4:227.1.
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iron Deflclaney and Pica

To THB eoiTOR: We wish to address some or the points ral9ed 
by Crosby U) about iron deficiency uttd pica in the cava we 
reported (2).
After a full diagnostic work-up lo exclude continued blood 

loss, the patient was started on ornl therapy that she continued 
until her roadmlstion with hypokalemia. Despite the gradual 
Improvement In her hematological valurs, she continued to 
crave clay. The answer to tho question of whether cluy Ingestion 
causes or Is s symptom of iron deficiency anemia remains con­
troversial. It Is difficult to ignore the work of Mlnnlch and asso­
ciates (3) who showed both in-vitro end In-vivo inieriVence of 
clay with iron absorption, or the patient reported by Leming 
and associates (4) who continued magnesium carbonate pics 
êsplie oral iron, parenteral Iron, And transfusion therapy.
Although most cities of picu respond to iron therapy (3), 

there uppear to be clear exceptions to this rule its our cuve unci 
Leming's cases suggest.

Johor J. Gonzalez, m .d. 
University of North Carolina, Wilmington, NC 28402
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C h u U t ln n  T h is rup y  In A th a r o a d a r p & la

T o  t h p . l im  ro i t :  A  n u m b e r  o f  in q u ir ie s  h a v e  b e en  m a d e  to  th e  
W est V irg in ia  U n iv e r s i ty  D ru g  In fo rm a t io n  C e n te r  r e q u e s t in g  
in f o rm a t io n  on th e  v a lu e  o f  d i c t a t e  d is o d iu m  ( E D T A )  in c h e la ­
tio n  th e r a p y  o f  a th e ro s c le ro s is ,  a n g in a  p e c to r is , a n d  re la te d  d is ­
o rd e rs . T h e  A m e r ic a n  A c a d em y  o f  M ed ic a l P rc v e n ilc a  
( A A M P )  h as b e en  d is t r ib u t in g  in f o rm a t io n  o n  th is  s u b je c t to  
th e  p u b l ic . .W e  w o u ld  l ik e  to  a le r t p h y s ic ia n s  a n d  o th e r  h e a l th  
proftAhtr.ne.ts to  th e  m is le a d in g  c lu im x  rn a d c  by  th is  g r o u p  a n d  
c la r ify  th e  i t a t u s  o f  E D T A  c h c lu t lo n  th e ru p y .

T h e  A A M P  h a s  su g g e s te d  tlm t p a t ie n ts  w ith  a th e r o s c le r o t ic  
d i s o w  c o m p le te  ft • 'com pu te r- an a ly zed '' m ed ic a l h is to ry  q u e s ­
tio n n a ir e ,  h a v e  a  " t r a c e  m in e ra l  o n n ly 3 ii"  o f  a h a i r  s a m p le  
don e , a n d  h x v t  a se r ie s  o r  30 to  JO in fu s io n s  o f  E D T A  a t  a  
f r e q u e n c y  o f  tw o  to  fo u r  p e r  w eek  In d o se*  o f  a p p ro x im a te ly  3 3  
p e r  in f t in o n  T h e  c o s t o f  t u c h  tn f tis io n  l l  b e tw e en  £60 a n d  J 1 10, 
a " d  q u a r te r ly  lo  y*-tmly fo l ln w .u p  i r e m m a u ls  a re  re c o m m en d e d . 
T h e  A A M P  h a s  p ro v id e d  th e  p u b lic  w ith  m a lc r ta i  e x io l l ln g  th e  
v in u e s  tm d  m in im iz in g  th e  p o te n t ia l  r is k s  o f  th is  th e ra p y . In  
a d d i t io n  to  c lu tm in g  th a t  c h e la t io n  th e r a p y  is e ffe c tiv e  In a t h e r ­
o s c le ro s is  a n d  a n g in a  p e c to r is , th e  A A M P  a s s e r ts  th a t  tt c a n  
W e r  b lo o d  p re s s u re ,  n o rm a l iz e  50%  to  60%  o f  c a r d ia c  a rry th -  
m iss , im p ro v e  d ia b e tic  r e t in o p a th y ,  re d u c e  In su lin  r e q u ir e ­
m en ts , im p ro v e  a r th r i t i s ,  h e u l n e c ro t ic  u lc e rs , a n d  e l im in a te  ie- 
n lllly . T h o  A A M ! ’ m x in l i ln s  th a t  E D T A  Is In e r t u n d  h a s  n o  
to x ic ity . The-ie c lu tm s  a r e  m is le a d in g  u t best.

A l th o u g h  ther-? w e re  se v e ra l u n c o n tr o l le d  re p o r t*  In th e  
1950a a n d  I960* su g g e s t in g  sh a t E D T A  m a y  h a v e  b e en  benefi- 
o l d  in  in s a tm g  t h « e  c o n d i t io n s  ( I) , th e r e  h a v e  b e e n  n o  p r o ­
sp e c tiv e  c o n tro l le d  xt j d i e s  c o m p a r in g  E D T A  10  j t s n d u r d  t r e a t ­
m en ts , r.o? l i  t h a ra u n y  o b je c t iv e  e v id e n c e  th u t E D T A  h a s  th e  
a b il i ty  to  c a u s e  ru g rc so lo n  o f  u ih c ra s v le ro t io  p lu o u e  o r  r e d u c e  
m o rb id ity  e n d  m o r iu l i ty  -,n o c c lu s iv e  v u ic u la r  d is o rd e r s  (2, 3). 
O n e  s tu d y  r e p o r te d  th a t  E D T A  c p p u r e n t ly  c a u s e d  te m p o ra ry  
im n rrw * '—*** t r  u,,ut,-ul jy it, |«n-n it, o u i th is  e n c c t w as s h o r t ­
liv ed . T h e  autho.-s c o n c lu d e d  th a t  c h e lu i to n  th e ru p y  v/a* n o t a 
u.-rful c l in ic a l  to p i in  th e  t r e a tm e n t  o f  c o ro n a r y  a r te r y  d lsa a se  
(<>). S ev e re  a tiv a rse  e ffc c ls  h u v e  b e en  r e p o r te d  w ith  E D T A  ad- 
inir>ist<-atic'n ‘n c lu d l t ts  h y p o c a lc em ia ,  te ta n y , c o n v u ls io n s , c a r ­
d ia c  a r r h y th m ia s ,  n n d  r e s p ir a to ry  a r re s t .  E d e ta te  d is o d iv m  h a s  
c a u s e d  a c u te  tu b u la r  n e c ro s is  n n d  d e a th  d u e  !o ren u i L i lu r e  
(J).

8 * c s n ie  o f  th e  I t c k  o f  o b je c t iv e  e v id e n c e  o f  e fficacy  a n d  th o  
p o 1 en tlo lly  d e- ta e ro u s n a tu ru  o f  th e  tr e a tm e n ts ,  E D T A  chela-  
'I tr .  ih z ru p y  fo r  a th e ro s c le ro s is  a n d  re la te d  d is o rd e r s  m u s t be 
v.-rsld-jr-.d In v e s t ig a t io n a l a n t i  n o t w i th o u t r is k  R lty s lc la n s a n d  
t- ih ir h e e lfn  p ro fe s s io n a ts  s h o u ld  a d v ise  th e i r  p a t ie n ts  accord-  
In jly .

J a m e s  G .  S t e v e n s o n , p h a r m .o . 
T i m o t h y  R . C o v i n g t o n , p h a r m .o , 
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R ob e rt J a y  R ow en, M .D .
D iplomate, A m erican B oards o f 

Fam ily P ractice, Em ergency 
M edicine, C hela tion  T herapy

February 6 , 1990

"B io log ic  A lterna tives to 
D rugs and S u rge ry "

907-344-7775
Diplomate, A m erican Boards o f 

Em ergency M edicine & 
Chelation Therapy

S a n d r a  D en to n , M . D ,

Representative Ramona Barnes 
Alaska State Legislature 
P.O. Box V (MS3100)
Juneau, AK 99811

Dear Ramona:

I am writing this letter in response to the letters you have sent 
out regarding the public opinion messages coming on on SB316, 
professional incompetence/State Medical Board.

The reason underlying the introduction of this Bill by Senator Rodey 
is that throughout the country many medical doctors are finding 
themselves under intense pressure from their medical boards for 
practicing therapies other that the rigidly-held orthodox viewpoints 
on medicine, which are largely limited to drugs, radiation, and 
surgery. Many of these doctors have lost their licenses for 
practicing such therapies as herbs, nutrition, homeopathy, 
acupuncture, biologic approaches without having had any patient 
complaints or injuries to patients. The rationale behind the 
respective medical boards' decisions was that the physicians were 
not practicing the "standard, accepted practice" of medicine.

The current Alaska statute gives the Medical Board broad authority 
in how to interpret what is acceptable. Many patients are finding 
that drugs, surgery, and radiation just don't cut it or help their 
problems. Biologic approaches to assist their bodies to heal rather 
than drugs to suppress symptoms seem to be gaining favor among the 
masses who are becoming more enlightened by their own reading. At 
the same time, orthodox medicine is becoming more rigid in 
tenaciously holding on to its narrow viewpoints on symptom 
suppression with drugs.

While the Alaska Medical Board, to the best of anyone's knowledge, 
has not directly moved against physicians for practicing 
"alternative" or biologic approaches, the possibility does exist.
The current make-up of the Board has expressed tolerance. However, 
medical boards do change with time and so do philosophies. In view 
of what is happening in other states, many people in this state are 
concerned that the inquisition could spread into Alaska. It is for 
that reason that the Bill was introduced. It simply prohibits the 
Medical Board from being prejudicial against a physician solely on 
the philosophy of his practice. It certainly would not prevent the 
Medical Board from censuring a physician who was hurting people. 
Because of the looseness in interpretation of what is acceptable, it 
is felt by many people as well as myself that the statute must be 
tightened up in order to give both physicians and patients the
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