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Section 1. Purpose

The purpose of this Act is to promote the public interest, to promote the
availability of long-term care insurance policies, to protect applicants for
long-term care insurance, as defined, from wunfair or deceptive sales or
enrollment practices, to establish standards for long-term care insurance, to
facilitate public wunderstanding and comparison of Jlong-term <care insurance
policies, and to facilitate flexibility and innovation in the development of
long-term care insurance coverage.

Comment: The purpose clause evidences legislative intent to protect the public
while recognizing the need to permit flexibility and innovation with respect to

Iong-term care insurance coverage.

Comment: The Task Force recognizes the viability of a long-term care product

funded through a |life insurance vehicle, and this Act 1is not intended to
prohibit approval of this product. Section 4 now specifically addresses this
product. However, states must examine their existing statutes to determine
whether amendments to other code sections such as the definition of life

insurance and accident and health reserve standards and further revisions are
necessary to authorize approval of the product.

Section 2. Scope

The requirements of this Act shall apply to policies delivered or issued for
delivery in this stace on or after the effective date of this Act. This Act is
not intended to supersede the obligations of entities subject to this Act to
comply with the substance of other applicable insurance laws insofar as they do
not conflict with this Act, except that laws and regulations designed and



intended
applied to

Note: See

Comment:

to apply to Medicare supplement insurance policies shall not be
long-term care insurance.

Section 61.

This section makes clear thatentities subject tothe Act must

continue to comply wich other applicable insurance legislation not in conflict

with this

Section 3.

Act.

Short Title

This Act may be known and citeid as the "Long-Term Care Insurance Act,"

Section 4.

Unless the
throughout

A.

Definitions

context requires otherwise, the definitions in this section apply
this Act.

"Long-term care insurance" means any insurance policy or rider
advertised, marketed, offered or designed to provide coverage for
not less than twelve consecutive months for each co-ered person on an
expense incurred, indemnity, prepaid or other basis; for one or more
necessary or medically necessary diagnostic, preventive, therapeutic,
rehabilitative, maintenance or personal care services, provided in a

setting other than an acute <care unit of a hosDital. Such term
includes group and individual annuities and life insurance policies
or riders which provide directly or which supplement long-term care
insurance. Such term also includes a policy or ricer which provides
for payment of benefits based upon coenitive impairment or the loss
of functional capacity. Long-term care insurance may be issued by-
insurers; fraternal benefit societies; nonprofit health, hospital,
and medical service corporations; prepaid health plans; health

maintenance organizations or any similar organization to the extent
they are otherwise authorized to issue H fe or health insurance.
Long-term care insurance shall not include ,.uy insurance policy which
is offered primarily to provide basic Medicare supplement coverage,

basic hospital' expense coverage, basic medical-surgical expense
coverage, hospital confinement indemnity coverage, major medical
expense coverage, disability inco'.e protection <coverage, accident

only coverage, specified disease or specified accident coverage, or
limited benefit health coverage.

"Applicant" means:

(1) In the case of an individual Ilong-term <care insurance policy,
the person who seeks to contract for benefits, and

(2) In the case of a group long-term <care insurance policy, che
proposed certificate holder. %



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:
designation for the chief insurance supervisory official of che

appropriate

Where the word "Commissioner"™ appears in this Act, che

scace should be substituted.

E. "Group long-term care insurance" means a long-term care 1insurance
policy which 1is delivered or issued for delivery in this state and
issued to:

@

¢))

)

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

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

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 been organized and maintained in good faith for purposes
other than that of obtaining insurance; have been in active
existence for at least one year; and have a constitution and
by-laws whicn provide that:

(@) 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
\
(c) The members have voting privileges and representation on
the governing board and committees.



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 1in 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 1in 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 1issued 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 1identify 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 wused 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"™ wunder 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 Jlong-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, Jlong-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 when®"a portion of
a hospital has been designated for, and duly licensed or certified as a
long-term care provider or swing bed.



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 4E(4), unless thisstate 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 Ilimiting extraterritorial jurisdiction to "discretionary
groups,”™ it is not che drafters® intention that jurisdictionover 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 Jlong-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, vrenewability 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 1is 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: Y

(1) No long-term care insurance policy or certificate other than a
policy or certificate thereunder issued to a group as defined in

5
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Seccion 4E(1) shall use a definition of "preexisting condition"
which is more restrictive than the following: Preexisting
condition means a condition for which medicar advice or
treatment was recommended by, or received from a provider Of
health care services, within six months preceding the effective
date of coverage of an insured person.

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.

The Commissioner may extend the limitation periods set forth in
Sections 6C(1) and (z/ above as to specific age group categories
in specific policy forms upon findings that che extension is in
the best interest of the public.

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 1is 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:

¢y

©)

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 higtivZ level
of institutional care: or

(c) Conditions eligibility for anv benefits other chan waiver
of premium. post-confinement. post-acute care or
recuperative benefits on a prior institutionalization

requirement.

() A long-term care insurance policy containing any
limitations-er-eenditiens-for-eligibility-ether -than -these
prohibited --abeve --in --Paragraph --(1) post-confinement.

6



post-acute care or vrecuperative benefits shall clearly
label in a separate paragraph of the policy or certificate
entitled "Limitations or Conditions on Eligibility for
Benefits" such Ilimitations or conditions, including any
required number of days of confinement.

(a)--A -leng-tera -eare -insurance -peliey -containing -a -benefiE
advertised? -marketed -or -offered -as -a -hone -healEh -eare -or
heme-eare-benefit-oay-not-condition -reeeipt-of-benefits-on
a-prior-institutionalization-requirement?

(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 wupon 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 Jlong-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 1insurer 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) would 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. *



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 1insurance 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.

(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.

() 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 1in conjunction wich any
application or enrollment form.

(2) The outline of coverage shall include:

(@) 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;



(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
benefits.

H. A certificate issued pursuant to a group long-cerm care 1insurance
policy which policy isdelivered 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 1insurance, and are consistent with group insurance

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

l. 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) An explanation of how the long-term care benefit interacts with
other components of che policy, including deductions from death
benefits;

(2) An illustration of the amount of benefits, the length of
benefit, and the guaranteed lifetime benefits if any, for each
covered person;

(3) Any 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



©) Current and projected maximum lifetime benefits.

J. Any time a long-term care benefit, funded through a [life 1insurance
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) An 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 NAIC).

1987 Proc. 1 11, 19, 635, 677-680, 700 (adopted).

198. Proc. Il 15, 23, 632-633, 727, 730-734 (amended and reprinted).
1988 aroc. I 9, 20-21, 629-630, 652, 661-665 (amended and reprinted).
1989 Proc. 1 9, 24-25, 703, 754-755, 789-793 (amended).

1989 Proc. Il (amended and reprinted).
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NAIC MODEL
BILL

Arizona
Florida
Georgia
Hawaii*

ldaho

Illinois
Indiana

lowa

Kansas
Nebraska
Nevada

North Carolina
North Dakota
Ohio

Oklahoma

Rhode Island
South Carolina
Tennessee
Virginia
Wyoming

20 STATES

*Inadvertently repealed in 1988; has been

STATE LEGISLATION ON LONG-TERM CARE INSURANCE

LEG/REG MORE
STRINGENT THAN
MODEL BILL

California
Connecticut
Maine
Minnesota
Washington
Wisconsin

O STATES

(as of March 1989)

OTHER

Colorado
Kentucky
New York

3 STATES

re-introduced

LEGISLATION
PENDING

Arkansas
Delaware
Hawaii*
Maryland
Massachusetts
Michigan
Montana

New Hampshire
New Jersey
New Mexico
Oregon
Pennsylvania
South Dakota
Utah

Vermont

15 STATES

in 1989.

AMENDMENTS
PENDING

Arizona
California
Connecticut
Florida
Georgia
lowa

Kansas
Maine
Missouri
Nebraska
North Dakota
Oklahoma
Tennessee

13 STATES



Consumer N otes . ..

From

Th e Lifeand

Healthinsurance

Industry

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 a 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 chorcworkers.

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 . 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
$20.000 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
ayear, '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.

Who Pays for Long-term Care?

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.

In fact, Medicare will only help

pay for:

+ 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-

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

QEOFRdet Bpass
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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. If; )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.

What Kind of Insurance Is
Available?

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. 1-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.

What Kind of Care Is Provided?

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,2d
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 a0 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-

tions about promotional literature
you may receive in the mail.

What Does Long-term Care Cost?

1. What kinds of nursing homes
are there in your area and how
much do they charge per month
for:

o skilled nursing care?
« intermediate nursing care?
+ custodial/personal care?

2. What do home health care agen-
cies in your area charge per
month for:

o unskilled care?
o skilled care?

How Much Does the Policy Pay?

3. What is the maximum amount
the policy will pay f <r
o skilled nursing care?

« intermediate nursing care?
o custodial nursing care?
« home health care?

How Much Does the Policy Cost?

4. How much will the policy cost
you over time (i.e., 1, 5, 10, or
15 years)?

5. Can the company raise your pre-
mium over time or under other
circumstances? If so, what are
the circumstances?

What Are the Benefits?

6. Does the policy provide benefits
for:
o skilled nursing care?
o 'ntcrmediate care?
o custodial care?
* home health care?

7. How long will the policy pay
benefits for:
o skilled nursing care?
« intermediate nursing care?
« custodial nursing care?
« home health care?
o all of the above services?

8. Does the policy cover Alz-
heimer's disease if you devel-
oped it aftcrjou purchased the
policy?

9. Does the policy provide benefits
if you need care away from the
area in which you live or if you
move to another state?

10. Will the policy provide benefits
if you have similar coverage
with another policy?



What are the Limits?

11. What is the elimination or
deductible period before benefits
begin for:

* nursing home care?
« home health care?

12. What is the pre-existing condi-
tion limitation period?

13. Can the company cancel or
refuse to renew the policy? If
there are conditions, what are
they?

14. a. Is a prior hospital stay

icquiired before the policy

will pay for:

skilled nursing care?

j intermediate nursing care?

o custodial nursing care?

b. Is a prior skilled nursing
home stay required before the
policy will pay for:
¢ intermediate care?

+ custodial care?

c. Is a prior nursing home stay
required before the policy
will pay for:

+ home health care?

15. Are there other limitations or
exclusions that concern you? If
so, what are they?

Who Offers Long-term Care
Insurance?

There are policies available now
in every state and many companies
are in the process of developing pol-
icies.

You may wish to contact your
state insurance department or insur-
ance agent for more information. To

obtain a list of private insurers offer-

ing prod :cts in your state, write to:
Health Insurance Association of
America
Information Services
1001 Pennsylvania Avenue, N.W.
Washington, D.C. 20004-2599

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:

1 326

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, VA 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 Checklistfor Change:
Financial Planning for Life's
Transitions

All issues of Consumer Notes may

be obtainedfree-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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WHAT ISLONG-TERM CARE?
WhyYou Need to Know

This is thefirst in a series of newsletters produced by the
Coalition for Long-term Care Education. The Coalition is
comprised ofa 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 ftshould be of concern toyou. 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.
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State Profile: Alaska
Data Relevant to Health Insurance Coverage

Resident Population, 1988, Total U.S. (X 1,000) (a)-oaao... 245,807
State Total Resident Population, 1988 (X 1,000) cevmmeaeiia i 513
State Percent of U.S._Total, 1988 . ..o iiiiii i 0.208%
EMPLOYMENT (b) Nat *I
STATE Avg.
Percent Unemployed (1987) 10.8% 6.2%
Percent of Civilian Employment Participation
For Males (1987 ) o e e a s 80.4% 76.2%
For Females (1987) cuoimie e ; 64.3% 56.0%
Percent of State Total* Employed by Industry (1987) Natll
STATE Avgq.
Construction (avg 27.7% nationally unin, 1986) 5.23% 4.88%
Wholesale and Retail Trade (20.7%) ccuermmrmmmanaananaannns 19.52% 23.83%
SerVICES (17 o) ittt et 20.0C% 23.64%
Transportation and Public Utilities (10.8%) 8.57% 5.26%
Manufacturing (9.1%) 0.66% 18.63%
Finance, |Insurance, and Real Estate (8.1%) 5.23% 6.40%
Government (7 .20 ) « o e e et e e e 31.42% 16.63%

*Total 1includes mining which 1is not a part of industry figures.

INCOME (C)
Avq.
Total Personal 1Income in Current Dollars STATE State
(1987, billions) $9.6 $73.8
-As Percent of U.5J. Total (1987) . ..o, 0.3%
Nat"l
Personal Income Per Capita STATE Avq.
-In Current Dollars (1987) . iiiiiriiiiiiiia . $18,230 $15,481
-Rank, out of 50 States (1987 ) cooririr i iaaaan 4
-Rank, out of 50 States (7.980) . cucirmmmrimini i aaaann 1
-In Constant 1982 Dollars (1987)...cccciiiieao... $15,255 $12,955
Poverty Rate (Mid-1980S) (d) oo aaa s 10.4% 14.0%

a.) Source: U.S. Bureau of the Census, July 1, 1988.

b.) Source: U.S. Bureau of Labor Statistics, "Geographic Profile
of Employment and Unemployment,”™ annual; and "Employment and
Earnings,”™ monthly (compiled from data supplied by cooperating
State agencies).

c.) Source: U.S. Bureau of Economic Analysis, "Survey of Current
Business,"™ August 1issues; and unpublished data.

d.) Source: Tabulations by Plotnick, Robert D., and Danziger,
Sheldon, "Poverty Rates by State in the Mid-1980s: An Update,”
Focus. Institute for Research on Poverty, Univ. of Wisconsin,
Madison, Vol 11, No.3, Fall 1988. Data based on 1985, 1986,

and 1987 Current Population Surveys.



State Profile: Alaska

HEALTH INSURANCE COVERAGE (e) Natill
Insurance Coverage (Nonelderly 1986) STATE Avqg.
Total Privately Insured .. ... i aaaaaan. 71.6% 73.5%
Total Publicly Insured.. .. oo oo, Number too small 12.0%
0 O o TNV A= i T [ 21.5% 17.8%
EXPENDITURES Avq.
State Government Expenditures (1986) () STATE state
Total (Millions of Dollars) cooeemrii e iaaaaan $3,888 $7,382
Total Per Capita..... $7,309 $1,566
Rank Per Capita, of 50 States .. . .o..oiioiiiiiiii i iaaaaaans 1

Gross State Product (1986, Millions) (c)..... $19,575 $82,190
MEDICAID AND MEDICARE Avq.
Medicare (1987) (9) STATE State
EnrollIment (X1, 000) (0 ccunmun o et et e e e e e e eea e 20 622.3
Payments (Millions of Dollars) (g) ceee e $48 $1,570
Medicaid (1987) (h)

Recipients (X1,000) (D) oo e e ceeceecaeaaeaaaaans 28 388
Ratio of Recipients to PovertyPopulation.................... 0.52 0.67
Nonelderly Recipients (X1,000) () e 25 344.6
Payments (Millions of Dollars) () e $77 $877
Percent State Share of Medicaid (Oct."87-Sept.~"88)

(G 50.00% 39.55%
Percent Federal Fipancial Participation Of Medicaid

(Oct. "87-Sept. '8 ) () e 50.00% 60.44%
Percent of Total State Expenditures

For Medicaid FY 1989 (j) 3.5% 10.8%
For Medicaid FY 1988 (J) 3.1% 10.-4%
For Medicaid FY 1987 (J) 2.3% 10-2%
Medicaid-type Program for Non-welfare

Adults, Ages 18-64 (1988) (K) cecooroomoemaunaanann General Relief-Medical
e.) Source: Employment Benefit Research Institute tabulations of
1987 Current Population Survey. Adds to more than 100% because
some 1individuals have both public and private coverage.

f.) Source: U.S. Bureau of the Census, "State Government
Finances," series GF, No. 3, "Census of Governments," 1977, 1982,

Vol. 6., No. 4.
g-) Source: U.S. Health Care Financin% Administration,
unpublished data. (Enrollees as of July 1,1987.)

h.) Source: U.S. Health Care Financing Administration, July 1988,

unpublished data. (Recipients at any time during year.)

i.) Source: Adapted from Commerce Clearing House 1987; Federal

Register 52 (April 15, 1987) 72:12753-4.
J-) Source: National Association o.T State Budget Of ficers,
Expenditure Report,™ 1989.

"State

k.) Source: Lipson, Debra, "Recently Adopted State Initiatives
For The Uninrured,”™ Intergovernmental Health Folicy Project,

The George Washington University, February,1989.
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State Profile: Alaska Avq.

STATE State
Aged Individual, Eligibility Level (SSI) (@D $8,196 $4,877
Percent of Poverty ($7,480) 109.6% 80.8%
AFDC Family of 3, Eligibility Level (m) $9,708 $4,942
Percent of Poverty ($10,060) 77.2% 48.6%
Medically Needy Family of 3, Eligibility (m)..Not Covered $6,165
Percent of Poverty ($10,060) c.ciirimiraiannaannaannn Not Covered 61.0%
Pregnant Women Family of 3, Eligibility (m) $12,580 $14,617
Percent of Poverty ($10,060) 100.0% 144 1%
AIll Children 1in Poverty Covered up to Age (M) .c.occooooo... 2

Av( .

Medicaid Maximum Payments (n) STATE State
For Brief Follow-up VISIT (0) cieirmir e aaaaaaaans $28.41 $12.43
As Percent of (1984) Medicare (N) cuioiimiiaiaiaaaaaaaaan. 115.0% 67.0%
For Appendectomy (0) ccueroimmroiiii i aaaaaaanann N/A $337.9
As Percent of (1984) Medicare (N) ccuiroiiimmmie e aaaaaaaaaan N/A 60.6%

Limitation on Number of Physician Visits (1986) (p)

(O o =TV T T T A= none
CombiInation OF VIS T ES cu e et e e e e eeeeeceaeeaceaaaanann none

HOSPITAL COSTS

Natll
Uncompensated Care, 1985 (In Millions) (q) STATE Avg.
Number of Hospitals Surveyed.. .. .ooiiiiiiiiir i aaaanns 18 112
SUrvey Response Rate ..ottt cc e eaaaaaaaan 72.2% 58.8%
Total Patient Gross Revenues $242 $3,201
TOtal EX P BN S B S it it et e e e et e e e aaec e e e aaaan $219 $2,558
Uncompensated Dollars (ChargeBased) .c.ooiuemmoniannanaanaannn $11 $186
As Percent OF Charge s ..o e a e caaa s 4.50% 5.84%
Uncompensated Dollars (CostBased) ...oouirimmomaraaaaaaanaaan. $10 $144
As Percent Of COSTS .o i a e c e caeaaaas 4.55% 5.65%
1.) Source: Social Security Administration, "Characteristics of

State Assistance Programs for SSI Recipients,”™ January 1989.

m.) Source: National Governors®™ Assoc, July 1989; and Children®"s
Defense Fund, Sept. 1989.

n.) Source: Congressional Research Service analysis of Medicaid
data from U.S. Dept, of Health and Human Services. H.C.F.A_,
Analysis of State Medicaid Program Characteristics, 1986, Table
56, August 1987; Medicare Directory, HCFA, 1984.

0.) Source: See footnote (m) plus statewide average maximum as
reported to HCFA.

p.) Source: National Governors®™ Association, State Medicaid
Program Information Center, 1986, A Catalogue of State Medicaid
Program changes, p.2.

g-) Source: AHA 1985 Annual Survey of Hospitals. Includes
estimated data. Copyright 1987.






K'Yy ci «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. Itislor term care
insurance, While many people think that
Medicare insurance will cover the cost of
long-term care, such ascare 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 ahandy
checklist you can use to compare policies
before you buy.

You owe it to yourselfto 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.



Long-term
care

refers to

more than
nursing

home

care.
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What 1s
long-term
care?

Long-term care is the kind of assistance you could
need if you ever have achronic illness or dis-
ability that lasts along 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 arange 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.

What are the chances
that you will need long—
term care?

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 anursing home. One study
showed that in 1985,2.3 million people who were
65 years old and older spent at least part of ayear
in anursing home. An additional 4 million elderly
people received care in their homes.



At the same time, it is estimated that two out
of five people aged 65 or more risk entering a
nursing home. | lalf of them will need to stay
about six months or less; and halfwill need to stay
an average of 2.5 years. Only asmall number stay
longer than 5 years.

What are the costs
associated with

long-term care?

Long-term care can be very expensive. Recent
figures indicate that ayear in anursing 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 aweek for ayear can easily cost $440
each month, or $5,300 ayear. Ifyou 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.

Who pays
for it?

Neither Medicare 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.

Medicareyy,

paysfor

nursing

home

care in

lim ited

situations.
LY



People can

. ®f- o
lose most
oftheir
assets after
*PU'FH T
entering
anursing

home.

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.

m Part-time skilled home health care is covered
but only for short-term unstable conditions.
You must be homebound and certified by adoc-
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 adaily 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’sannual 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 amajor payer of nursing home
care, accounting for 2 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 anursing 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



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 aconvenient work
sheet you may use in evaluating insurance
policies.

What hind of
insurance 1is

available?

Long-term care insurance is arelatively 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 aset
amount, usually afixed 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 ayear in premiums to more than $2,500
depending on several factors:

Age

The younger you are when you buy apolicy, the
lower the premium. Most policies are sold on an
entry-age level basis, so that the premium should

Private
long-term
care
insurance
canfill

a growing
need.



Policies
can cover
round-the-
clock care
and help
with

daily
activities.

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 asthe number of days you
must he confined in afacility 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 011 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, apolicy that pays $100 aday for up to
five years of nursing home care will cost more
than apolicy that pays $50 aday for three years.

What kind
of coverage
is provided?

Long-term care policies usually pay for skilled,
intermediate or custodial care in anursing home.
Generally, skilled care refers to round-the-clock
treatment by a registered nurse under adoctor’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.

Moast 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 ofa

6



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 askilled 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 aprior 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 aprior
hospitalization requirement. Make sure
Therefore; it is very important to make sure the
the coverage you seek is provided in the policy.
Also, make sure you understand the conditions benefits
under which your policy will pay for nursing
home or home health care. you wan t
are
What kinds of covered.

limits are

there?

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 isto 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 ahealth 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 asix-month preexisting condition
limitation period. (For these policies, if you need
to use long-term care benefits within six months

(Continued on pctge 10)
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Long-Term Care Policy Checklist»

Thefollowing checklist will helpyon compare policiesyou may he considering.  RdicyBMare

Riig/A Rdio/)

1 n What services are covered?
8 Skilled care
B3 Intermediate care
m Custodial care
H Home hedlth care
@R 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

T A i 31 % e .

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



5. Does the policy have amaximum length of coverage per “spell of
illness” (_)f maximum benefit period? If so, what is it? FrLE
H Nursing home e
H Home health

6 . low long do | have to wait before preexisting conditions are covered?
1 B Is Alzheimer's disease covered?

8a Ilow many days is the elimination or deductible period before benefits

begin?

9a Does ‘his policy require:
H Physidan certification of neec
m  Afunctional assessrent
m Aprior hospital stay for:
h Nursing home care
® Home health care
ffl Aprior nursing home stay for home health care
B Other

10a Candie 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?

1 3 a What does die policy cost?
H per month

B per year



Dont

be afraid

to ask an
insurance
agentif
something is
unclear.

of the effective date of coverage due to apreexist-
ing condition, you may be denied coverage.

Eligibility

For most individual policies, you will be unable
to buy apolicy after acertain age. Each company
sets its own age limit, usually around age 79. Most
policies are available only to those over the age of
' 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*"'lother related cognitive impairments,
leading causes for nursing home admissions,
generally are covered. Check policy provisions
carefully to determine what exclusions apply.

What should you look (or
ina long-term care
policy?

Be sureto read policies you are considering care-
fully and compare them. Ask for asummary of the
policies’ benefits ora disclosure form outlining
the policies’ features. Don't be afraid to askyour
insurance agent about anything unclear. There is
no single solution for everyone, but your finan-
cial plans should include consideration ofyour
long-term care needs.



Glossary

The following definitions of commonly used long-
term care terms are meant to provide ageneral
definition of each term but may differ somewhat
from those found in long-term care policies, in
Medicare or by actual nursing homes.

mConditionally renewable— An insurance com-
pany agrees to continue to insure apolicyholder
as long asit continues to insure all people in the
state holding the same kind of policy.

m Coinsurance— A percentage of allowed expen-
ses that an insured person is required to pay, e.g.,
20 percent of’reasonable” charges under
Medicare.

m 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’sor-
ders.

mDeductible 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).

m Disclosure form— A description of benefits, ex-
clusions and provisions of apolicy that facilitates
understanding of the plan and comparison
among plans.

m Exclusion— Any condition or medical expense
for which the policy will not pay.

m Guaranteed renewable— An insurance com-
pany agrees to insure a policyholder for life as
long as the premium is paid and for afixed
premium unless there is an across-the-board rate
increase.

mHome 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.

1



m 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 1. sllity— 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 aswell.

m Medicaid— Ajoint 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.AJdlcarfl- 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 M&digap— 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.

m 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 Ir Joctor’s orders.

m 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.

12



Questions w e 1disai*

most often

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 nmuch do

policies pay?
Almost all policies pay afixed amount per day, or
an indemnity, that is independent of a particular
nursing home or home health agency rate.
Policyholders are usually offered achoice 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
ofthe 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 asgeographic location,
and staffing and personnel requirements. The
average cost of ayear in anursing 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.



=  [btheso policies cover Alzheimer's
disease?

Policies generally cover Mzheimer’s disease
specifically 01 "organic mental and nervous disor-
ders," which generally include Alzheimer'sdis-
ease and related disorders.

Wheat are the real chances of
entering a nursing hone?

A Brandeis University study indicates that persons
aged 65 or more face a40 percent chance of enter-
ing anursing home for any length of time. For
those who do, 40 percent will stay three months
or less.

What db
policies cost?

Policy premiums are based on the age of the pur-
chaser. The premium remains at one level for as
long asyou own the policy, although premiums
can be increased if they are raised for all individ-
uals who hold apoliq' 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 Er)eexisting condiition
limitationwork”
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 aperiod of six
months. What this means is that if you buy a
polig and need services for apreexisting condi-
tion within six months of purchase, it will not pay.
If eveqone who already needed long-term care
purchased apoliq, premiums would not be affor-
dable for healthy persons.
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H What else do | 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 islisted in your telephone
book, might also help answer your questions.

Who offers long-term care
Insurance?

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

Health Insurance Association of America

P.O. Box 41455
Washington, DC 20018



Additional Reading

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

American Association of Homes lor the Aging
Suite 400

1129 20th Street. 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, NW.

Washington, DC 20049

Telephone: 202/872-4700

Hooklets anclpamphlets on long-term care choices
for older Americans.

American Health Care Association
1202 L Street, NW.

Washington, DC 20005

Telephone: 202/842-4444

Variouspamphlets about long-term carefacilities.

Council of Better Business Bureaus
Suite 800

4200 Wilson boulevard

Arlington, VA22203

Telephone: 703/276-0100

Written materials on home care and nursing homes.

National Consumers League
Suite 516

81515th Street, NW.
Washington, DC 20005
Telephone: 202/639-8140

Consumersguide to life care communities has
health and ambulatoryfact sheets on Medicare.
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Health Insurance Association of America
1025 Connecticut Avenue, NW
Washington, DC 20C36-3998

(202) 223-7780
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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 of long-term care used in
this publication excludes short-term
rehabilitative or acute care services. Conse-
quently, the definition of long-term care
insurance excludes insurance intended
primarily to cover short-term care, such as
Medicare supplemental insurance covering
Medicare deductible 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 may be sold as part of
a more comprehensive health or life
insurance package.

Policies now on the market have the
following general characteristics:

1 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 maximum
number of days, home virus, or
dollars, and often are contingent on
a prior stay in a nursing home or
hospital.

1 Indemnity benefit payments.
Policyholders receive a specified
amount of money per day or per
home visit, regardless of the actual
expenses incurred. Policyholders
then are responsible for paying pro-
viders of care, making up the dif-
ference between insurance receipts

and charges incurred out of their
own funds. Some policies escalate
the amount of the indemnity pay-
ment each year the policy is in
force, charging a higher premium
for this option.

1 Benefit or coverage limitations.
Long-term care required for certain
conditions, such as alcoholism or
mental illness, may 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 only after a waiting
period of between three months and
one year. Policyholders generally
pay for a minimum number of nurs-
ing home days or home health visits
before benefit payments can begin
("elimination periods").

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

Estimates of the number of insurers offer-
ing long-term care policies range as high as
35." At least one policy is available in
every slate. Between 130,000l and
200,00(0)U policies are estimated to be in
effect.
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Question

Three:

What Types

Care Insurance

Available?
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Combining Long'Term Care Insurance
with Other_Forms of Insurance
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What Are the Barriers to the
Question Expansion of Long-Term Care

Four: I nsurance?
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Question

Five:

What Have States

Regulate the Sale

of Long-Term Care

Policies?
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SB 316: e%% rﬁqt relating to disciplinary actions of the State Medical

The De&)artment of Commerce and Economic Development is opposed to this
propose egislation.
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AMENDMENT

OFFERED IN THE SENATE BY RODEY
TO: SB 316
Page 1, line 20, after "of":

Insert "diagnosis,”

Page 1, line 20, after "therapy":

Insert ","
Page 1, line 20, after "treatment.":

Insert "The board may not find an unconventional, innovative,
eclectic, investigational, or experimental mode of diagnosis, therapy,

or treatment to be unacceptable solely because it is unconventional,

innovative, eclectic, investigational, or experimental."



OMNI MEDICAL CENTER

Robert Jay Rowcn, M.D. "Biologic Alternatives to _ Sandra Denton, .D.
Di Iomlatep. Americgn Boards of Drugs and Surgery" DIIO|€mgtr%,eﬁcr§em%qcﬁlgaéds of
amily Practice, Emergenc (
i e, 907-344-7775 Chelation Therapy

Medicine, Chelation Therapy

January 16, 1990

Senator Dick Eliason, Chairman
Senate Labor and Commerce Committee
P.0. 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 1is iatrogenic
disease. That means illness, disease, or iIinjury 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 | 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™ .
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.

P Ij fc/V cLj6u Xjl
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3245 HOSPITAL DRIVE < JUNEAU, ALASKA 99801 - (907) 463-4000

January 17, 1990

Til® Poner of Halli

enae abor and Commerce ommittee

Juneau AK

Dear Senator Eliason:

I amwrltln%nto ex\ﬁ)ress concern about SB 316 with Senasor Rodey" s amen meEt

enator Dick Ellas(%g Cha|

rot eﬁ; orthodox. medicine Eract ces from sanctions nv the state Medica
oard NS clear f< glant p ac wars In erms? [I)rotectlng th p\hllc
rom charoz%tans q ac S, an %glca m&m ¢ ents 0 could then hide” under

umt%rella racdﬁlc 8 time when we In the me |caI
Pro essmn ate a |tcu>|ft enou ﬁ’} tim |cmg our (t)wn P%S agaqlns i
ey TR ) el i L bt

che cu rently have in th c]%Pternot ess arrpa?rt]rell sa% (I)lnoe 3 the state
§ V\ﬁo (5 Isgnt add to th prolf em b mg it mo lcuq l%r the Board

Wlt “the complex task ﬁ alrea eeding out Incompetence.
ont et t is poorl conceweé B¥t 0 qgglsfatlonmf)ecom ? P

Sincerely,

Randall H Wiest MD.

cc. Senator Duncan, Representatives Ulmer and Hudson
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Chelation Therapy

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

Thla sttiamant wot 8repared in retponaq fo i
.gu..fmade to the I|n|c;1 Pharmaool c? 5#rv»
[ at the university ot Caillomla, San P nottco
to evaluata the potential thera euhctan and the
possiple toxloltles ol chet on terw

quest|on arose [n regard t e uee ol tth Iena
tetraacatlc sold ﬁ the treatment ol
atherololeroito ca |ovascular fittoato.

Action

Dlsodlum edatate (Na, edata or udathamll or
versenate) i a complex molecule whose only
recognized pharmacologic action is the chelation of
certhin divalent and invalent cations (such az cal-
cium, zinc, cadmium, mangoanese, lead, vanadium
and plutonium). Following oral administration,
80 to 93 percent of the dose appears in the feces
within 2d hours. After intravenous administration,
93 percent of the dose appears In the urine 24
hours and less than 0.5 percent remains in the
body after 48 how?. The compound is not metab-
olized and is bandied by the kidneys at inulin is,
so that alterations in urine flow rate *nd pH do
not affect overall excretion rate of edta, although
impaired renal function with reduced glomea’lar
filtration will delay excretion.1 *

Olsodlum-BDTA administered pareoterally binds
scrum calcium very rapidly, and administration
rates greater than 15 mg per minute produce
hypocalccmic tetany. Slower rates do not affect
Sﬁ?ﬁ-@lp rtruai ot MttUclru, Uoiwrilty ol CiUfxal*,
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serum calcium levels, but moblllzo bone calcium
and Induce hypcrcalcurla. (Calcium-Na, bdta
does not affect plasma or body levels of calcium,
but otherwise kis the same actions and toxicitlei
m tilo unchelated form).1

Accepted Therapeutic Usea end Dose*

The single, generally recognized uso of bata U
in the diagnosis and treatment of lead poisoning.*
Other reported and suggested uses are in the
diagnosis of hypoparathyroidism, the treatment
of porphyria, sclcrodorma, hypercholesterolemia,
hypercalcemia, ulciflc cardiac valvular disease,
cardiac arrhythmias and atherosclerotic coronary
artery and peripheral vascular disease.2* Most of
these uses are considered "Investigational.”*

Recommended chelation therapy in acuto load
intoxication includes the combined parenteral ad-
ministration of 2,3 dimercaptopropanol (sax.)
and Ca edta, the latter in doses of 50 to 75 mg
per kg of body weight per day for flva days, fol-
lowed by long-term oral thcrap; with D-penicil-
lamine.* Tho doso of Ca edta should exceed 50
mg per kg of body weight per day only when com-
bined with oa1, and even using the recommended
dosage schedule, tho following side effects have
been obsorved: fever, hypercalcemia, proteinuria,
microscopic hematuria and large epithelial cells
in the urinary sediment. Therefore, frequent urin-
alyses and determination of serum electrolytes,
blood urea nitrogen, calcium, phosphate and alka-
line phosphatase are recommended during ther-
apy.* Long-term therapy is considered unwar-
ranted because of potential renal toxicity.®

Toxlelty

Fatal and nonfatal renal toxicity in humans
given large doses of edta ha3 been well docu-
mented. Reported 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 wldespr ad en-
gorgement of reticuloendothelial cells were noted
at autopsy.™

Well-designed experimental studies using rats
showed that Ca edta caused severe hydropic de-
generation of proximal tubules, with casts and
epithelial cells In urine, that was clearly dose de-
pendant.” Other tissues ware not affected. The
ED-50 (the dose required to produce the first
hiatolojic evidence of damage in 50 percent cf
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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 Eer day for 16 days. Neither acidilil*
cation nor alkallnization of the urine affected tho
development of lesions." Theie studies form tho
major buis for the dose recommendations In
man: not more thin 5 gram* (70 jug per kg of
body weight) per day for not more than five diyu,
followed by a two-day rest, period.

Other toxlcltlcs reported include thrombophle-
bitis (probabiy related to concentration of the
solution); hypocalcemia after rapid administra-
tion of disodium bdta; systemic symptoms of
malaise, fatigue, thirst, Tfever, then myalgia
atH hcsdache In a characteristic sequence often
heralding renal toxicity; hlataralne-Jiko reactions;
glycosuria without * diabolic state; anemia in one
cose; dermatitis simitar to that seen with avita-
minosis B, especially B*M# and fatal emboli in
a patient with calcium deposits in heart valves,"
Congenital malformations and fetal deaths were
consistently observed after administration cf iota
to pregnant rats; these changes were prevented by
administration of zinc.1L

Ut* in Athoroaoltrotlo
Cardiovaacular Dlataeei

In 1955, a case report regarding bdta therapy
In a patient 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
metastatic calcium following prolonged therapy
with Intravenously given edta totalling 573 grama
In 13 months; neither renal function, nor side
effects were reported. I*

Tho same authors reported dissolution of mitral
valve calcification and relief of congestive pulmo-
nary symptoms following edta therapy In a patient
with rheumotic heart disease, ur.d removal of
metastatic calcium from « necrotic sinus tract in
a patient 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-eour3ea
of edata (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-

278 MARCH 1073 1 122 - 3

Jwtive symptomatic improvement. Also 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 of autopsy,showed extensive aortic athero-
matosis and it was suspected "that he died from
a calcium embolus that had been freed from a
large arterial plaque.” No other tcxlcitles were
apparently monitored nor commented upon.'

Results of a third study, involving ten men with
‘disabling angina pectoris, were also reported in
terms of subjective symptomatic improvement and
changes,noted on electrocardiograms, without"
mcation of toxicides." No well designed, con-
trolled studies with blindly read, objective results
have been reported.

Because of De risk of severe renal toxicity,, and
the lack ofobjectlve ‘®eyldenca‘suggosting them-,
peutio benefit .from EDIvP*therapr for athero-
sr.lerfitfc disease, such therapy should be regarded
« investigational Rnd conducted under carefully
controlled conditions in to acadomlc institution
by experienced Investigators.
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Chelation Therapy

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

Thit sitlament wmt repared tn rotgew H a
‘o) untmlcti to ,r&c;ﬂ Itrmg lcqy servs
low at th» vnlvera ryo tillomlt »n nwtco
fe pvtluai* thw poténlltl thera eu ic uses and tna
0ssible  toxsolizes Ol eot on thore¥ Tht
uestion trots In reqard lo the use ol ethylene
letraacetlc ?old TAg In th‘ treetmenl ol
ethtrorolerotlo otrdfoviscuitr dleetto.

Action

Dlsodlum edatate (Na, ?dta or acalhamli or
versenate) is a complex molecule whose only
recognized pharmacologic action is tha chelation of
certain divalent and divalent cations (such as cal-
cium, zinc, cadmium, mangnanese, lead, vanadium
and plutonium). Following oral administration,
80 to 95 percent of the dose appears is the feces
within 24 hours. After intravenous administration,
95 percent of the dose appears In the urine by 24
hours and less than 0.5 percent remains in the
body after 48 hours. The compound is not metah-
ollzed and is bandied by the kidneys 3j ioulin is,
so that alterations in urlns fiow rate and pH do
not affect overall excretion rate of edta, although
Impaired renal function with reduced glomerular
filtration will delay excretion.1 *

Dlaodium*HDTA administered psrtnterally hinds
serum calcium very rapidly, and administration
rates greater than 15 mg per minute produce
hypocalcemic tetany. Slower rates do not affect

Pran ih« DipviLruni of MMJdai, Ualrinley ¢f Cdlitwla,
&u: Pfimcteco.

Rtprtm rtoutju to: H. F MofrelU, UD, DmniwtfU of M*S)>
W‘)_bUnlwmy of CiC/OrriLS. S«l PiutlMo, Sin Ffiactroo, CA

*arum c«?duxn levels, but mobilize bone calolum
snd Induce hypcrcalcurlt. (Calcium-Nae bdta

does not affect plasma or body levels of calcium,
but otherwise has the same actions and toxlcitlei
m tho unchelated form).1

AceapUd Therapeutic Uses and Doeaa

The single, generally recognized uto of bdta U
In the diagnosis and treatment of lead poisoning.1*
Other reported and suggested uses are In tno
diagnosis of hypoparathyroidism, the treatment
of porphyria, sclerodorma, hyperchclesterolemia,
hypercalcemia, calcific cardiac valvular disease,
cardiac arrhythmia* and atherosclerotic coronary
artery and peripheral vwcular disease.Z1Most of
these uses are considered "Investigational,"*

Recommended chelation therapy in acute load
intoxication Includes the combined parenteral ad-
ministration of 2,3 dImercaptopropanol (bad)
and Ca edta, tho latter in doaes of 50 to 75 mg
per kg of hody weight per day for five days, fol-
lowed by long-term oral therapy with D-penlcil-
lamine.1 The dose of Ca edta should exceed 50
mg per kg of body weight per day only when com-
bined with pal, and even using the recommended
dosage schedule, tho following side effects have
been observed: fever, hypercalcemia, proteinuria,
microscopic hematuria and large epithelial cells
In the urinary sediment. Therefore, frequent urin-
alyses and determination of serum electrolytes,
blood urea nitrogen, calcium, phosphate and alka-
line phosphatase are recommended during ther-
apy.* Long-term therapy is considered unwar-
ranted b%cause of potential renaJ toxicity.4 ]

Toxldly

Fatal and nonfatel renal toxicity In huraana
given large doses of edta has been well docu-
mented. Reported symptoms includo nocturia,
frequency and urgency of urination and dysuria.
Results of urinalyses have shown albumin,
pn‘anehymal cells, granular casts and red and
white blood cells. In two fatal cases reported,
severe renal tubular damage and widespread en-
gorgement of reticuloendothelial cells were noted
at autopsy.’¥

WelUdeelgned experimental studies using rat*
showed thst Ca edta caused severe hydropic de-
generation of proximal tubules, with casta and
epithelial cells In urine, that tvos clearly dose de-
pendant.” Other tlssuos were not affected. The
ED-50 (the dose required to produce the first
histologic evidence of damage In 50 parcent of
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animal* "rested daily for 16 dayi) was 203 tug
per kg of body weight per day. Leaioiu developed
In none of the animal* given 62.5 rag per kg cf
body weight Eer day for 16 days. Neither acidifi-
cation nor alkallnlzation of the urine affected the
development of lesions.* These studies fcrra the
major hasis for the dose recommendations in
man: not more then 5 gram* (70 mg per kg of
body weight) per day for not more than five days,
followed by a two-day rest, period.

Other toxIcltics reported Include thromboph’c-
bltis (probabiy related to concentration of the
solution); hypocalcemia after rapid administra-
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 withvut e dlakitic state; anemia in one
case: dermatitis similar to that seen with uvlia-
minosli B, especially Bi;M# and fatal emboli In
&patient with calcium deposits In heart vel'-gs.”
Congenital malformations and fetal deaths were
consistently observed after administration of zota
to pregnant rats; these changes were prevented by
administration of zinc.'L

Uaa In Atherosctarotlo
Cardiovascular Dlawsas

In 1955, a caso report regarding bdta therapy
In a patient with severe nephrocnlcinosls states,
on the basis of serial x-ray films of the abdomen,
that there was a 50 to 65 percent decrease in renal
metastatic calcium following prolonged therapy
with Intravenously given bdta totalling 573 grama
In 13 months; neither renal function, nor side
effects were reported. 2t

The same authors reported dissolution of mitral
valve culcification and relief of congestive pulmo-
nary symptoms following edta therapy In h patient
with rheumatic heart disease, and removal of
metastatic calcium from a necrotic sinus tract In
a patient previously operated on for thyroid ma-
lignancy.” Extrapolating from these experiences,
tho authors reported treating 20 patients with
progressive angina pectoris with prolonged'coursea
of edta (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 sub-

278 MARCH 1075 < 122 = 3

jective symptomatic improvement. Alio of 17 pa-
tients with abnormal findings on electrocardio-
grams, six were stated to have improved; and
electrocardiograms from two patients were dis-
played, but the improvement* were difficult to
Interpret. One patient died following a convulsion;
result* of autopsy.ahowed extensive aortic athero-
matosis and it was suspected "that he died from
a calcium embolus that had been freed from a
large arterial plaque.” No other toxicides were
apparently monitored nor commented upon.”

Results of a third study, Involving ten men with
disabling angina pectoris, were also reported in
terms of subjective symptomatic improvement and
changes .noted on electrocardiograms, without
mcation of toxicitie*," No well designed, con-
trolled studies with blindly read, objective results
have been reported

Because of the risk of severei renal toxicity,-snd
the I»ck of*objectlve "yjder.ce suggesting thcra-j
peutic benefit.from-EDTA-therepy for athero-.
anlerotlv disease, such therapy should bo regetded
as investigational and conducted under carefully
controlled conditions in an acadumlc Institution
by experienced Investigators.
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CO, Laser Treatmentof Gynecologic
Malignant Neoplasms

Q UV treednHnl of v, twgins). and/or owviot) to la wili
ﬁtle CO, laaar u*i and affnctora? VMana « a dandrv*
euhodttulo lor a/tW otuclfncauMrry or cryocax”ery?

A |lit consensus of the Diagnostic soil Therapeutic
Techoology Assessment (DATTA) panelists was
that the treatment of appropriately selected cervical,
vulvar, and vaginal iotraepHbdial neoplasia and oaudylo-
uut acuminatum with the CO, laser ia a safe and
eatablbfead procedure. This is also the position of the
American College of Obstetricians and Gynecologjvta.

This treatment of early gynecologic malignant neo-
plasms with CO, lasers originated in the early 1970s. The
initial investigators found that it was an effective and
accurate meansofdestroying uitraepithelial lesions. Care-
ful patientselection wau cooxnlerwl critical because of the
twed for dose foHow-up.

The D ATfA panelists repeatedly stressed the necessity

dn adequate prcopcrntive colposcopic workup and
biupsy to ensure exclusion of endoocrvical snbepithcltal
bresriau ty the cectdnsiic process If the results of
cylologkal culposeopic and biopsy examinations are found
lo be discordant, the use of the CO, laser is not
indicated.

The procedure of CO, User cautery is recommended
when the preservation of normal anatomic function in
paramount. Far example, in the still sexually active
patient, the laser provided the best moons of controlled
superficial destruction for eithervulvaror vaginal lexioca
because of reduced scar formation amimaintenance of the
normal architecture of the reproductive tract. Destruction
can be limited to the precise boundary of the lesion. N ot
only is the depth of tissue destruction controlled but
healing ia rapid, postoperative wound sloughing is mini-
mized, infection and hemorrhage are virtually absent, and
colposcopic follow-up is sim plified.

Despite the cnhaoced precision of this technique and
the practical advantages noted, (D claim can be made that
laser surgery is any more effective than either electrocau-
tcry orcryoeautery in its abiiily to accomplish destruction
of carcinoma In situ. Although it offers a new dimension
of precision that is not svaiiable with other loans of
cautery and permits a better outcome in tlie treatmentof
vulvar and vaginrl lesions, this is less important in
cervical Jeiiouo where depth of destruction is not as
critical. In addition, the equipment is not yet widely
available, it is both expensive and relatively immobile, nod

In summary, the use ofthe CO, laserin the !
appropriately selected cervical, vulvar, and vaginall
epithelial neoplasia and condyloma acuminatum is <
ered safe and effective.
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A There was a counensus among all respondeat

chelation therapy with edetic acid or its wxCt
was not an established treatment for
vascular disease.

The original thesis that repeated intravenous infu
ofthe chelating agent, edeute disodium, teas of |
patients with coronary artery disease, as monife
the anginal syndrome, bra not been established j$
well-designed, controlled trial. Altidwgb some'
trolled studies claim benefits, others have uhnwS
substantial effects from such therapy. There]
supporting evidence that it has any substantial
the nther»>>c2eretic pinqoe. Furthermore, Itie 'iafij
asing edet,. idti. especially ia patients with?jx
artery diseaOv*, is gneatiunable. Chelation of plautt
cium wiill (iccreasu the levdu ofionised calcium i
IN tetany, cardiac arrhythmias, convulsions, anil .
tOIYy arreai. ft can cause renal tubuJur aecro»is
failure, permanent renal damage, bone nrnrrew *#
sion, ar/d prolongation of else prothrom bin tieic'

Thu majurity of respondents believed that tin?
mcnt was imaeceptabio or indeterminate
aUiccosclerotic vascular disease. About halfas:
that it could still bs considered investigational, is
ofacontrolled trial under protocol.

The Department of Health and Humanf
released a report entited KDTA Chelation
Atheroaderoxia in 1981 (HRST Assessment |
volume I, No. L8). It noted that chelation Corthis ug|
is controversial, that there is no accepted i
effectiveness, and that its safety is question
Medical Letter, in 1982; reviewed the expericoc
years and concluded that “there is no acceptable]
that dielation therapy with EDTA is effective®
treatment of atherosclerosis and the adverse effet
drugs can belethal” The Amcrican Heart Ansoaaf
also reviewed the data and found no scientific r-*
support (he claims of benefit in patients with :
rosis. This opinion is shared by the American®
Physicians, The American Academy of Fam ilyf"
The American Society tOI Clinical PhsinaseoB
Therapeutics, the American College of Cardiol
American Osteopathic AaKciatiEn. j_XV-j
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Hailed as a miracle cure by s m
proponents and condemned as a
fraud by msattcs, chelation therapy

Isbeing sought by many people,
mostly elderly, as a cure for

whatever ailsthem

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, lowa, has
one problem: cold fcet.Snel&on & 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 tohelp him. Snei-
son went to the Mayo 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 lora
clinic InaKansas City. Mo,, 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 toKansas
City and try the treatmont. <Since Itried 0o
many things thatdidn"twork, Ithought this
would be the salvation, the thing that hit
the bull 3-eye," he recall*.

Snelson *at In the waiting room ol
McDonagh Medical Center In Gladstone.

Mo., thiswinter, waiting for his (fretchela-,,

tlon treatment. A couple from Montana
were newcomers, too. They come Kt the
hope that chelation therapy would help
Improve their breathing and memory.
Most of the people waiting were elderly.
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The license plates In the parking lot
cliowed that thay came from &i faraw Ay as
Oregon and Ohio seeking a cure (or their
various Ilis.

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, >tspropo—
nent* say. Feed end Drug Administration
* (FDA) 3poks?r.p*rson etcite Brown says the
eatimate shculd be more couaervetiva. but
that the FDA doesn*t know the exact count.
The agency baa wksd 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 iJ [()J , into a patient3
bloodstream lor shout 20 to ?0 fpus-hour-
long acoalon*. The EDTA purportedly
binds to, or chalates, the calcium In
etheroaclerctic plsquet, breaking up the
plaques and increasing the diameter cfar*
tryjtsa.to iatblood flow through more ?as-

EDTA-ca*ciuro complex Isthen ex-
i*rrted from the bedy.

“Such was the mechnnism originally
proposed Ir, the »nld-190C- to explain how
chelation therapy works. Bur thismecha—
nism, along with the therapy Itlf, has
been discredited by mod member™* ol the
medlcel protestor., including the Ameri —
can Mediccl Aisndai“cn, American Heart

C

0~k_*

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

An article In the Mep-
ical School Hsact ilsrram "explains
why: Even Il chelaiart itHtraw >iUd take
calcium out of athemirurculc tAaquer. ;t
does not automatically ifiillowtthstbtood
(low would Improve xataxnwuitt USs re—
maining material - chtikik&rol _Recessive
smooth muscle tissuemttfiUhrousscar-
would still remain tosbsitmmBlocd flow.

Such criticism ban: imd ﬁche -laiion
therapists to set asidt'thp.r-uvlginkl mech-
anism and propose a T-w-cndtealTnech.a-
nlsm to explain how th -|uerapy Vojks.
(Free radical; are van®. a:r groups o!
atoms w'th an unpaired sm ~trou. -whicn
makc3 them extremeqyrlacht JAjan. 19
Lancet editorial Jendu *«ne credence to
the free-radical mechMum. | N’ -r.schelat-
Ing agents might help JaniidiMvie damage
done yoxygen derlvt -] ckitmi'C 'rpscms
such as superoxide frt* rKidleala ((Or )
and hydrogen peros-c*, (Wh0s)).
apeelss praduce hydmV/ii radleal OH1
which can cause degrvt'.ru&n 0
destruction of the endsthtlifil cells I|n|ng
blood vessels, Both p-obe&sea have beer.
Implicated In agm? |-I’|dr0(1 oduct|on
front Ot- end” HIOi rC|y{ ihcn, the
editorial says, thus ar a([qen thai removes
Iron would help prem .fate tlamaging ef-
fects of free radicals. Ctai‘ating agent® do
Just that.
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[ slon, according to the newsletter
mates). This leaves etn*tJSS for over_
Repd 2B OBk )
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Proper ccuuliUoaand, by giving chelation
herapy, masked the condition end de-
laye Propertre.at_ment. Hosklr.s Usacking
more than SLmillion In damages.

McDonagh says that such lawsuits yre
the exception rcther than the rdle. Like
any medical practitioner, chel&tlon
theraplsts «ro subject to malpractice yuits
— but hecause chelation tlwrai)_ Isnt ac-
cepted by many standard pmctlilcncts, he
sa){s, the suits are magnified. "V.e'vs been
called charlatans and frauds by standard,
practitioners, but for 22 years, cur only
%_ourtce, of Income has been satisfied pa-
ients

Patients pay a high price, however, for
any satisfaction théy get from chofaltnn

S 6012 theragy.Astandard course of therapy calls

for about SLMfor preliminary tests "of
doubtful value," accoPdmg to thg IkRVAXn
Medical School Hsaith Letter. The
McDonagh Medical_Center then charges
about 572 for each EDTA treatment. Mate-
rial* and labor
chelation clinics lass than MS (55 for or.e
dose of EDTAand 57.50 lor nurs* sqper\{ll
cs
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39-yesr-old women hid < JJ.yur hlilory Ofuthtni. chrome unlcarls,
end mjioadwna. No specific aIIer%y_had hten shewn Dcciutc of frequent
rptlodn of laryngtel ohitructinn. 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,
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ChuUtlnn Thisrupy In Atharoadarp&la

To thp. lim roit; A number of inquiries have been made to the
West Virginia University Drug Information Center requesting
information on the value of dictate disodium (EDTA) in chela-
tion therapy of atherosclerosis, angina pectoris, and related dis-
orders. The American Academty of Medical Precvenilca
(AAMP) has been distributing information on this subject to
the public..We would like to alert physicians and other health
proftAhtr.ne.ts to the misleading cluimx rnadc by this group and
clarify the itatus of EDTA chclutlon therupy.

The AAMP has suggested timt Ipatients with atherosclerotic
disow complete ft «'computer-analyzed™ medical history ques-
tionnaire, have a "trace mineral onnly3ii" of a hair sample
done, and hxvt a series or 30 to JO infusions of EDTA at a
frequency of two to four per week In dose* of approximately 3
perinftinon The cost of tuch tnftision Il between £60 and J1 10,
a"d quarterly lo y*-tmly follnw.up iremmauls are recommended.
The AAMP has provided the public with malcrtai exiolllng the
vinues tmd minimizing the potential risks of this therapy. In
addition to clutming that chelation therapy is effective In ather-
osclerosis and angina pectoris, the AAMP asserts that it can
W er blood pressure, normalize 50% to 60% ofcardiac arryth-
miss, improve diabetic retinopathy, reduce Insulin require-
ments, improve arthritis, heul necrotic ulcers, and eliminate ie-
nlllly. Tho AAM!” mxinlilns that EDTA Is Inert und has no
toxicity. The-ie clutms are misleading ut best.

Although ther-? were several uncontrolled report* In the
1950a and 1960* suggesting shat EDTA may have been benefi-
old in insatmg th«e conditions (I), there have been no pro-
spective controlled xtjdies comparing EDTA 10 Ltsndurd treat-
ments, r.0? li thara uny objective evidence thut EDTA has the
ability to cause rugresolon of uihcrasvlerotio pluoue or reduce
morbidity end moriulity -nocclusive vuicular disorders (2, 3).
One study reported that EDTA c_[lpure_ntly_ caused temporar
imnrrw* =% ey ut-ul jyit,|«n-nit, oui this encct was shori-
lived. The autho.-s concluded that cheluiton therupy v/a* not a
u.-rful clinical topi in the treatment of coronary artery dlsaase
(©). Severe ativarse effccls huve been reported with EDTA ad-
inir>ist<-atic'n ‘ncludlItts hypocalcemia, tetany, convulsions, car-
diac arrhythmias, nnd respiratory arrest. Edetate disodivm has
cgysed acute tubular necrosis nnd death due lo renui Lilure

g *csnie of the Itck of objective evidence of efficacy and tho
poentlolly de-taerous naturu of the treatments, EDTA chela-
‘Itr. ihzrupy for atherosclerosis and related disorders must be
v.-rsld-jr-.d Investigational anti not without risk Rltyslclans and
tl-ivir heelfn professionats should advise their patients accord-
njly.

James G. Stevenson,pharm.o.
Timothy R.Covington,pharm.o,
Weal Virr'p® University; Moguntown, WV 263C6
#
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OMNI MEDICAL CENTER

Robert Jay Rowen, M.D. "Biologic Alternatives to Sandra Denton, W.D,

Diplomate, American Boards of Drugs and Surgery" Diplomate, American Boards of
amily Practice, Emergency 007-344-7775 Emergency Medicine &
Medicine, Chelation Therapy Chelation Therapy

February 6, 1990

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
iIs 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 i1s 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 iIn order to give both physicians and patients the
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