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THE WHITE HOUSE ot )

WASHINGTON

July 26, 1999
MEDICARE AND WOMEN EVENT

DATE: July 27, 1999 %

LOCATION: Presidential Hall

BRIEFING TIME: 9:35am — 9:55am

EVENT TIME: 10:00am — 10:50am

FROM: Bruce Reed, Gene Sperling, Mary Beth Cahill,
Chris Jennings

PURPOSE

To join the Older Women'’s League (OWL) in releasing a report entitled “Medicare: Why
Women Care,” which includes a new analysis documenting why strengthening and
modernizing Medicare is particularly important to women of all ages.

BACKGROUND
Today, in your remarks you will:

UNVEIL A NEW REPORT BY THE OLDER WOMEN’S LEAGUE. Nearly 60
percent of Medicare beneficiaries are women and this proportion rises with age — over 4
in 5 people over age 100 are women. Moreover, older women tend to have more chronic
illness and lower incomes, making Medicare even more important as a health and
financial safety net. Since it was created in 1965, Medicare has contributed to
lengthening older women’s lives by 20 percent and reducing their poverty rate
dramatically. Yet, the 21* century brings with it challenges that will affect all
beneficiaries.

Key findings of the report include:

In the next 30 years, the number of Medicare beneficiaries will double — most of
them will be women. In 2035 alone, there will be nearly 40 million elderly women and
fewer than 34 million older men. This large enrollment increase is a major factor in the
projected exhaustion date of the Medicare trust fund by 2015 and in the need for more
revenue to avoid devastating cuts to the program.
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Total prescription drug spending for women on Medicare averages $1,200 — nearly
20 percent more than that of men. Moreover, like all beneficiaries, about three-fourths
of women have coverage that is inadequate, unstable, and declining. Of those women
without drug coverage, fully 50 percent have income above 150 percent of poverty (about
$12,750 for a single, $17,000 for a couple), despite older women’s lower average income.

Medicare’s preventive benefits are underused by older women. Financial and
information barriers prevent older women from using,critical preventive services. In
recent years, just 1 in 7 women have taken advantage of Medicare-covered
mammograms.

Other key findings include:

MEDICARE, A SOURCE OF FINANCIAL AND HEALTH CARE SECURITY FOR
OLDER WOMEN, IS AT RISK.

Most elderly Americans covered by Medicare are women. Twenty out of the 34
million elderly Americans covered by Medicare are women, who comprise nearly 3 out
of 5 older Americans. The proportion of the elderly who are women rises with age; about
71 percent of people age 85 or older are women. Eighty-three percent of centenarians are
women; in fact, the number of women age 100 or older will double in the next 10 years.

New revenue is necessary to ensure that the Medicare trust fund is solvent when
women in the baby boom generation retire. Since most women turning 65 today are
expected to live through 2018, the projected insolvency of the Medicare Trust Fund will
occur within their lifetime.

Women have greater health care needs and lower income. Older women are more
likely to need Medicare’s health care services. About 73 percent have two or more
chronic illnesses compared to 65 percent of men. Women's incomes are lower than men's
incomes, and they must stretch fewer financial resources over longer lives. Seven out of
10 Medicare beneficiaries living below poverty are women. The increased likelihood that
women will live alone in their later years places them at increased risk of poverty.

WOMEN FACE GREATER COST BURDENS - AND BARRIERS TO HEALTH
CARE - BECAUSE OF MEDICARE BENEFIT LIMITATIONS. As important as
Medicare coverage is to women, its benefits are outdated.

Higher out-of-pocket health spending. The combination of greater health problems and
lower income results in women on Medicare spending 22 percent of their income on
health care compared to 17 percent for men. Lower income women spend an even greater
share of their limited incomes on health care — 53 percent for the poorest.



e Total prescription drug spending averages $1,200 for women on Medicare — 20
percent more than that of men. Older women tend to have more chronic illnesses that
require medication to manage.

e For most women, existing coverage is unstable, unaffordable and declining.
Medigap routinely increase premiums with age — at age 85, premium for a Medigap plan
with drug coverage up to $1,250 costs from $300 to $400 per month -- $3,600 to $4,800
per year. This discriminates against women, who comprise nearly three-fourths of people
in this age group. It also charges more at a time where income has declined.

e About 7.3 million women on Medicare have no coverage to help pay for their
prescription drug costs. Despite their lower average income, fully half of these women
without drug coverage have income above 150 percent of poverty, underscoring the
importance of drug coverage for people of all age groups.

e Out-of-pocket payments for preventive services also constitute a barrier to health.
In recent years, just one in seven women without supplemental insurance used Medicare-
covered mammograms. One study found that in 1993, only 37 percent of Medicare
beneficiaries without supplemental insurance had Pap smears, compared with 59 percent
of women who had supplemental insurance.

EMPHASIZE GREATER PROBLEMS FACING RURAL BENEFICIARIES IN
ACCESSING PRESCRIPTION DRUG COVERAGE. In an event later today, the Vice
President will release new facts on the challenges facing rural beneficiaries. Although one in
four of all Medicare beneficiaries live in rural areas, over one in three (34 percent) of those
lacking drug coverage live in rural America. In fact, nearly half of all rural beneficiaries lack
drug coverage compared to 34 percent of all beneficiaries. This reflects the lower access to
Medicare managed care and retiree health coverage for these beneficiaries. The Vice
President will also release information documenting that lack of access to prescription drug
coverage occurs throughout the income spectrum — 45 percent of rural beneficiaries with
income above $50,000 lack prescription drug coverage compared to 25 percent of all
beneficiaries.

HIGHLIGHT THE IMPORTANCE OF INVESTING IN THE FUTURE OF THE
MEDICARE PROGRAM. Today, you, the First Lady and the Vice President will
underscore the fact that there will not be a debate about how to strengthen Medicare or how
to provide a prescription drug benefit if all of the surplus is invested in a large tax cut. You
will state your strong belief that the Congress and the American public face an important
decision: to invest in a stronger Medicare program for our mothers and grandmothers or give
away the entire surplus on a risky and irresponsible tax scheme.
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PARTICIPANTS

Briefing Participants:
Secretary Donna Shalala
Bruce Reed

Gene Sperling

Mary Beth Cahill

Chris Jennings

Jeanne Lambrew

June Shih

Event Participants:
The First Lady
Secretary Donna Shalala
Judy Cato

Judy Cato, 60, receives health insurance through her employer, but is worried
about the stability of her coverage especially as she reaches retirement age. In addition
to worrying about the health care needs of both herself and her husband, Judy is the
primary caregiver to her 80 year-old mother who has lived with her family for three
years. Her mother’s prescription drug costs are approximately $300 monthly, and
without the daily needs assistance Judy provides she would not be able to make it alone.
Joan is employed as a site manager for Council House, a housing facility for low-income
seniors. She has one daughter and one grandson.

PRESS PLAN

Open Press.

SEQUENCE OF EVENTS

- YOU and the First Lady will be announced, accompanied by Sec. Shalala and
Judy Cato, onto the stage.

- Secretary Shalala will make remarks and introduce the First Lady.

- The First Lady will make remarks and introduce Judy Cato.

- Judy Cato will make remarks and introduce YOU.
- YOU will make remarks, work a ropeline, and depart.

REMARKS

To be provided by speechwriting.



PRESIDENT CLINTON’S PLAN TO MODERNIZE AND STRENGTHEN
MEDICARE FOR THE 21st CENTURY
June 29, 1999

Today, President Clinton unveiled his plan to modernize and strengthen the Medicare program to
prepare it for the health, demographic, and financing challengcs it faces in the 21st Century. This
historic initiative would: (1) make Medicare more competitive and efficient; (2) modernize and reform
Medicare’s benefits, including the provision of a long-overdue prescnptlon drug benefit and cost
sharing protections for preventive benefits; and (3) make an unprecedented long-term financing
commitment to the program that would extend the life of the Medicare Trust Fund until 2027. The
President called on the Congress to work with him to reach a bipartisan consensus on needed reforms
this year.

MAKING MEDICARE MORE COMPETITIVE AND EFFICIENT. Since taking office,
President Clinton has worked to pass and implement Medicare reforms that, coupled with the strong
economy and the Administration’s aggressive anti-fraud and abuse enforcement efforts, have saved
hundreds of billions of dollars and helped to extend the life of the Medicare trust fund from 1999
through 2015. Building on this success, his plan:

e Gives traditional Medicare new private sector purchasing and quality improvement tools.
The President's proposal would make the traditional fee-for-service program more competitive
through the use of market-oriented purchasing and quality improvement tools to improve care and
constrain costs. It would provide new or broader authority for competitive pricing, incentives for
beneficiaries to use physicians who provide high quality care at reasonable costs, coordinating care
for beneficiaries with chronic illnesses, and other best-practice private sector purchasing
mechanisms. Savings: $25 billion over 10 years. -

e Extends competition to Medicare managed care plans by establishing a “Competitive Defined
Benefit” while maintaining a viable traditional program. The Competitive Defined Benefit
(CDB) proposal would, for the first time, inject true price competition among managed care plans
in Medicare. Plans would be paid for covering Medicare’s defined benefits, including a new
subsidized drug benefit, and would compete over cost and quality. Price competition would make it
easier for beneficiaries to make informed choices about their plan options and would, over time,
save money for both beneficiaries and the program. The CDB would do so by providing
beneficiaries with 75 cents of every dollar of savings that result from choosing lower cost plans.
Beneficiaries opting to stay in the traditional fee-for-service program would be able to do so
without an increase in premiums. Savings: $8 billion over 10 years, starting in 2003.

e Constrains out-year program growth, but more moderately than the BBA 1997. To ensure that
program growth does not significantly increase after most of the Medicare provisions of the BBA
expire in 2003, the proposal includes out-year policies that protect against a return to unsustainable
growth rates, but have been developed to be more modest than those included in the BBA of 1997.
This proposal would reduce average annual Medicare spending growth from 4.9 percent to 4.3
percent per beneficiary between 2002 and 2009. Savings: $39 billion over 10 years (including
interactions and premium offsets).



e Takes administrative and legislative action to smooth out the Balanced Budget Act (BBA) of
1997 provider payment reductions. The proposal includes a provider set-aside designed to
smooth out provisions in the BBA that may be affecting Medicare beneficiaries’ access to quality
services. The Administration will work with Congress, outside groups, and experts to identify real
access problems and the appropriate policy solutions. The plan also includes a number of
administrative actions that are designed to moderate the impact of the BBA 1997 on some health
care providers’ ability to deliver quality services to beneficiaries. Cost: $7.5 billion over 10 years.

MODERNIZING MEDICARE’S BENEFITS. The current Medicare benefit package does not
include all the services needed to treat health problems facing the elderly and people with disabilities.
The President’s plan would take strong new steps to ensure that Medicare beneficiaries can access
affordable prescription drug and preventive services that have become essential elements of high-
quality medicine. It also would address excess utilization and waste associated with first-dollar
coverage of clinical lab services and reforms the current Medigap market. Finally, it integrates the
President’s Medicare Buy-In proposal to provide an affordable coverage option for vulnerable
Americans between the ages of 55 and 65. His plan:

e Establishes a new voluntary Medicare “Part D” prescription drug benefit that is affordable
and available to all beneficiaries. The historic outpatient prescription drug benefit would:

o

Have no deductible and pay for half of the beneficiary’s drug costs from the first
prescription filled each year up to $5,000 in spending (82,500 in Medicare payments) when
fully phased-in by 2008.

Ensure beneficiaries a discount similar to that offered by many employer sponsored plans
(estimated to be, on average, over 10 percent) for each prescription purchased — even after
the $5,000 limit is reached.

Cost about $24 per month beginning in 2002 (when the benefit starts at a $2,000 cap) and
$44 per month when fully phased-in by 2008. (This is one-half to one-third of the typical
cost of private Medigap premiums.)

Ensure that beneficiaries with incomes below 135 percent of poverty ($11,000/$17,000
single/couples) would not pay premiums or cost sharing. Those with incomes between 135
and 150 percent of poverty would receive premium assistance as well.

Provide financial incentives for employers to retain their retiree health coverage if they
provide a prescription drug benefit to retirees that was at least equivalent to the new
Medicare outpatient drug benefit. This approach would save money for the program
because the subsidy given would be generous enough for employers to maintain coverage
yet lower than the Medicare subsidies for traditional participants.

Most Medicare beneficiaries will choose this new prescription drug option because of its
attractiveness and affordabilty. Because older and disabled Americans rely so heavily on
medications, about 31 million beneficiaries would benefit from this coverage each year. Cost:
$118 billion over 10 years, beginning in 2002.



Eliminates all cost sharing for all preventive benefits in Medicare and institutes a major
health promotion education campaign. This proposal would cost $3 billion over 10 years and
would:

Eliminate existing copayments and the deductible for every preventive service covered by
Medicare, including colorectal cancer screening, bone mass measurements, pelvic exams,
prostate cancer screening, diabetes self management benefits, and mammographies.

Initiate a three-year demonstration project to provide cost-effective smoking cessation services
to Medicare beneficiaries. i

Launch a new, nationwide health promotion education campaign targeted to all Americans over
the age of 50.

Rationalizes cost sharing. To help pay for the new prescription drug and preventive benefits, the
President’s plan would save $11 billion over 10 years by rationalizing the current cost sharing
requirements for Medicare by: .

° Adding a 20 percent copayment for clinical laboratory services. The modest lab copayment
would help prevent overuse, reduce fraud, and has been advocated by the Medicare Payment
Advisory Commission.

° Indexing the Part B deductible for inflation. The Part B deductible index would guard against
the program assuming a growing amount of Part B costs because, over time, inflation decreases
the amount of the deductible in real terms. Compared to average annual Part B per capita costs,
the deductible has fallen from 43 percent in 1967 to about 3 percent in 1999, according to CBO.

Reforms Medigap. The President’s plan would reform private insurance policies that supplement
Medicare (Medigap) by: (1) working with the National Association of Insurance Commissioners to
add a new lower-cost option with low copayments and to revise existing plans to conform with the
President’s proposals to strengthen Medicare; (2) directing the Secretary of HHS to determine the
feasibility and advisability of reforms to improve supplemental cost sharing in Medicare, including
a Medigap-like plan offered by the traditional Medicare program and steps to make it easier for
beneficiaries to compare the cost and quality of private Medigap options; (3) providing easier
access to Medigap if a beneficiary is in an HMO that withdraws from Medicare; and (4) expand the
initial six month open enrollment period in Medigap to include individuals with disabilities and end
stage renal disease (ESRD).

Includes the President’s Medicare Buy-In proposal. The plan includes the President’s proposal
to offer any American between the ages of 62-65 the choice to buy into the Medicare program for
approximately $300-per month if they agree to pay a small risk adjusted payment once they become
eligible for traditional Medicare at age 65. Displaced workers between 55-62 who had
involuntarily lost their jobs and insurance could buy in at a slightly higher premium (approximately
$400). And retirees over age 55 who had been promised health care in their retirement years would
be provided access to “COBRA” continuation coverage if their old firm reneged on their
commitment. The $1.4 billion cost is offset in the President’s FY 2000 budget.
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STRENGTHENING MEDICARE’S FINANCING FOR THE 215" CENTURY. The Medicare
plan the President is proposing would strengthen the program and make it more competitive and
efficient. However, no amount of policy-sound savings would be sufficient to address the fact that the
elderly population will double from almost 40 million today to 80 million over the next three decades.
Every respected expert in the nation recognizes that additional financing will be necessary to maintain
basic services and quality for any length of time. Because of this and his strong belief that the baby
boom generation should not pass along its inevitable Medicare financing crisis to its children, the
President has proposed that a significant portion of the surplus be dedicated to strengthening the
program. Specifically, his plan:

¥,

Extends the life of the Trust Fund until at least 2027. Dedicating 15 percent of the surplus
($794 billion over 15 years) to Medicare not only assures the financial health of the Trust Fund
through at least 2027, but it will also eliminate the need for future excessive cuts and radical
restructuring that would be inevitable in the absence of these resources.

Responsibly finances the new prescription drug benefit through savings and a modest
amount from the surplus. The new drug benefit would cost about $118 billion over 10 years. It
would be fully financed by:

o

-]

Savings from competition and efficiency. About 60 pércent of the $118 billion Federal cost of
the new Medicare prescription drug benefit would be offset through these savings.

Dedicating a small fraction of the surplus. About 40 percent, or $45.5 billion, of the surplus
allocated to Medicare would be used to help finance the benefit. To put this amount in context,
it is:

= Less than one eighth of the amount of the surplus dedicated for Medicare (2 percent of the
entire surplus); and

* Less than the reduction in the Medicare baseline spending between January and June, 1999.

Policy experts advising the Congress (MedPAC, CBO, and the Medicare Trustees) have
consistently underscored their belief that much of the recent decline in Medicare spending
beyond initial projections is due to our success in combating fraud and waste. Reinvesting the
savings that can be reasonably attributed to our anti-fraud and waste activities into a new
prescription drug benefit is completely consistent with the past actions of the Congress and the
Administration utilizing such savings for programmatic improvements.



PRESIDENT’S PLAN TO STRENGTHEN AND MODERNIZE
MEDICARE FOR THE 21* CENTURY

Goals for Reform:

® Make Medicare More Competitive and Efficient

° Modernize Medicare’s Benefits

o

Reduces Medicare spending by $72 billion over
10 years. About half of these savings come from
innovative proposals to adopt successful private
sector tools and competition. As a result of these
policies, Medicare growth per beneficiary from
2003 to 2009 would slow from 4.9 percent to 4.3
percent.

Adds an optional prescription drug benefit.
This benefit would cost $118 billion over 10 years.
This cost is only about 5 percent of total Medicare
spending in 2009.

®  Over 60 percent of the costs are offset by the
proposal’s savings.

®  The remaining $45.5 billion would come from
the Medicare allocation of the surplus. This
amount is one-eighth of the $374 billion over
10 years dedicated to Medicare, and less than 2
percent of the overall surplus.

Extends the life of the Medicare trust fund for a
quarter of a century, to at least 2027. The
President’s plan would dedicate 15 percent of the
surplus to strengthen Medicare. This amount,

Strengthen Medicare’s Financing for the 21* Century

PRESIDENT’S PROPOSAL
(Dollars in Billions, Trustees’ Baseline)
00-04

00-09

COMPETITION & EFFICIENCY

** Does not count toward package

* Includes $5.7 billion in interactions/premium offset

Medicare Modernization -5 -25
Competition -0 -8
Provider Savings -4 -39*
Provider Set-Aside +4 +7.5
[Total 3 645 |
MODERNIZING BENEFITS
Prescription Drug Benefit +29 +118
Cost Sharing Changes -2 -8
|[Tofal 27 F0 |
DEDICATING FINANCING
Contribution to Solvency  -28 -328.5%*
Surplus for Drug Benefit  -22 -45.5 |
Surplus Allocation -50 -374

when combined with the offset for the drug benefit and Part A savings, would extend the life of the
Medicare Trust Fund for a quarter century, through at least 2027. This is the best prognosis for

Medicare since the program was created.




" MEDICARE AND WOMEN

Odl‘ ly 7 in 10 Hedicare b eneﬁ'cv’an’es with incomes
below the poverly [evel are women.

As a partner program to Social Security, Medicare provides a healthi'and financial safety net for
virtually all older Americans and for many with disabilities who are under 65. Though Medicare covers
both women and men, more than half of the nearly 40 million beneficiaries are women.

Women'’s life expectancy at birth, on
_average, is 79—seyen years longer’
than.men’s. They, thergfore, rely on
Medicare for more years than men,
and are disproportionately represented
among beneficiaries 85 and older
(Figure 1). Compared with men; older
women.are three times likelier to be
*4owed and far more apt to live
\, Among women 85 and older,
- out of five are widowed; more
than 43 percent live alone.

Figure1

! *Men
- Women
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 Health and Long-Term Care Needs

- Giver their loriger life span, women: ~ *

_ are likelier than men to live' with
- -multiple chronic conditions and
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-certain health problems (Figure 2).. -
A greater sharé repoit having often °
- disabling conditions, such as arthits,
hypertension, trinary incontinence,
" and osteoporosis. 7 -

| Fa=2 - Women on Medicare are likelier than men fo

have many health problems:
T Perantage vt eat poiems
- " 2+ Chronic Crtaitor L I S

Also compared with men, women.are
more likely to have functional
impairments and fong-term care
needs. Of the 6 million beneficiaries -
with functional limitatiocns—measured
as needing assistance with one or
rmore activities of daily tiving (ADL)
such as eating or bathing—two-thirds
(65 percent) are women. One-third (34
wrcent) of women 65 to 74 report
tional limitations, as do 82- -
wrcent of wornen 85 and older,

Ryoeriensicn SRR A I PO
Urinary 78
incontinence eSSk
Ostzopnrosasl g
broken hip F
Skin cancer - EEEERREAL U

NOTE: Minimal diffarences (<4%) between genders were reparted for heart diseass, -
dlabetes, puimenary diseass, strokes, and mental disorders. ¥
2 §08R0& Madicars cm Beneficlary Survey, 1996.

THE HENRY J. KAISER FAMILY FOUNDATION -—-—-—-—-——f
Additional copies of The Faces of Medicare (#1481) \KAlsm7

and individual copies of Medicare and Women (¥1481d) are available B2 o o}
by calling the Kaiser Family Foundabon's publication request line at 'FA\MH;YE;
1-ANNAS6-4533, o by visiting our wabsite at www kif.org ’.‘:

The Henry J. Kaiser Family Foundation is a non-profit, independentfhealth care philanthropy and is not associated
with Kaiser Permanente or Katser Industries,
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beneficiaries. Not only do.they have

higher poverty rates than their male .

%eo&care are more./zl'/;é[y /gan men hounterpans—nearly 7 in 10 with

their yfea/ef _[_ony{/enz_z carée needs, women on

incomes below poverty are women— .

: - : ISR : \ but disparities increase with age
fo f‘e/} 2 97(?0/10‘”0( 5 (Figure 3). Of all female

S ) St 2N . B h I beneficiaries, .17 percent have
Women are therefore more likely than users of these services thus have a dis- incomes below the federal poverty

men to use long-term care services: .  proportionate impact on women. level ($7,740 for an individual in
two-thirds of .all Medicare beneficiaries - 1996), compared with 11 percenf of
who receive home health services and  Poverty men. Half have incomes below twice
three-quarters of all nursing home resi- Women are especially hard-hit by the poverty level ($15,480 for an
dents are female. Policies affecting changes in policies and programs ; individual), compared with 39

: ' 2 1 ' ! " percent of men. Nearly two-thirds -

a2 . Seven of 10 Medicare beneficiaries with incomes : B (62 percent) of all women 85 and
below poverty are women older have _nhcomes._beloyr twice the 3

- s poverty.rate, compared with 53 .
percent of all men in this age group.

Poverty level, 1996 = $7.740 ; I v
Compounding the financial

difficulties of living in-poverty,
women with low incomes are, on
average, in worse health than those
who are better-off financially. Of all
poor. female Medicare beneficiaries,
- 43 percent report being in fair or
poor health, compared with 20 per-
R ~ : -cent of those with incomes above '
Total = 5 million Beneficiaries with Incomes below the PovertyLevel - . | - 200 percent of poverty (Figure' 4). -~
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Insurance Coverage -
.While-Medicare provides coverage.for
“basic acute care services, it has hlgh

< .cost-sharmg requiremients and does
not cover. outpatlenf prescrlption :

“drugs. ConSequentIy, most
beneficiaries have public or prrvate
supplemental insurance to fill in the
gaps in Medicare's benefit package. .

" Like their. male counterparts, 60
percent of all female beheficiaries
have private supp!emental insurance.
tn 1995,733 percent had employer-

" sponsored retiree health benefits

(versus 36 percent of men) and 27
" percent’ had mdrvrdualiy purchased

S antylml i Pl : Medigap pohcres (versus 23 percent
. SOURCE: umrmmmw«umncuma.msuw 1995 SR of men) A growmg share of

= “g“"f Poor women on Medlcare have hlgher rates of
health pmblems than those with higher incomes
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beneficiaries (9 percent for both
men and women in-1995) are
enrolling in Medicare HMOs for
supplemental benefits.

Given their disproportionately low
incomes and their greater long-term
care needs, female Medicare
beneficiaries are more likely than
males to rely on Medicaid, the
federal/state health program that
provides health and long-term care
coverage for the poor. Nearly 17
percent of women rely on Medicaid
to fill in Medicare's gaps, compared
with 11 percent of men. Despite
Medicaid’s protections for the very
poor, nearly 10 million female
Medicare beneficiaries with incomes
below twice the poverty level are not
on Medicaid. This group is especially
vulnerable to financial burdens in the
event of a serious, high-cost illness.

Out-of-Pocket Spending

Because Medicare provides basic rather
than comprehensive coverage, many
beneficiaries face high-out-of-pocket
health care expenses. Women, on
average, devote a greater share of their
income to health care than men. In
1998, women spent 22 percent of
their incomes for health care,
compared with 17 percent for men
(Figure 5). These figures mask the fact
that the most vulnerable spent a
significantly larger share of their
incomes for health care: women 85
and older spent 27 percent of their
incomes, on average, for health. Those
with ADL impairments spent 2 third of
their incomes on medical care. But the
financial burden was highest for poor
women without Medicaid, whose health
care spending consumed over half of
their income.

That traditional Medicare does not
cover outpatient prescription drugs

Figure 5°

Women on Medicare have significant
- out-of-pocket health care costs

Out-of-pocket health care spending as a percentage ofincome s

Women |  FairPoor 1+ADL 85+

Men Poor
total total health  limitation non-Medicaid
Characteristics of women

NOTE: Excludes beneficiaries enrolied in Medicars HMO's, the under-65 disabled, and
those in long-term care facilities. ADL = activity of daily living, such as eating or bathing.
SOURCE: AARP Public Pollcy Institute analysis using the Medicare Bensfits Simulation Model, 1998.

exposes many beneficiaries to high.
out-of-pocket costs. Most women on
Medicare—17 million—use
prescription drugs regularly. More
than a quarter (29 percent) of
women spend over $50 a month for
their medications, according to the
Kaiser/Commonwealth 1997 Survey
of Medicare Beneficiaries.

Issues for Women

Women are major stakeholders in the
debate over Medicare’s future. Given
their higher rates of poverty, multiple
chronic conditions, and long-term care
needs, adequate health insurance is
especially important as women grow
older. Policies that improve financial
protections for the poor and near-poor
would provide relief for all low-income
beneficiaries, the majority of whom
are wemen. Likewise, policies that
expand access to outpatient prescrip-
tion drugs and long-term care would
help fill. coverage gaps that drive up
out-of-pocket spending for women.
Conversely, policies that erode cover-
age or that shift costs to beneficiaries
could adversely affect women, espe-
cially those with low incomes.

Understanding the full implications of
proposed reforms for aging women will
be an essential component of efforts
to preserve and protect Medicare for
future generations.

The Kaiser Family Foundation gratefully acknowledges the significant contributions of Dorothy Rice and
Martha Michel of the Institute for Health and Aging, University of California, San Francisco, and Marilyn
Moon of the Urban Institute to the development of this fact sheet.

THE HENRY J. KAISER FAMILY FOUNDATION



Q: Why do you believe your prescription drug estimates and your overall Medicare
savings projections are accurate?

A: The independent career actuary worked extremely hard to ensure that his drug cost
estimates were as accurate and as realistic as possible. In fact, in many cases, we would argue
that he was extremely conservative. For example, the actuary’s office assumed that utilization
would actually double as a result of the new drug benefit, an assumption which exceeds most
analysts’ expectations and projections. In addition, our estimates did not include savings
associated with the reduced hospitalizations which would be the result of the provision and
correct utilization of prescription drugs.

Message Sent To:




A:

Yesterday, CBO testified that the Administration had grossly underestimated the
cost of the new prescription drug benefit in the President’s Medicare reform
proposal by as much as $50 billion. What is your response?

The Administration’s economic team and the HCFA Actuary did a thorough and
careful analysis in developing a cost estimate for the President’s plan. We stand by our
estimates. The Medicare Actuary is the same independent and respected career expert
who has been cited repeatedly by Republicans in the;past for his estimates on the
Medicare Trust Fund. The Clinton Administration’s health and economic forecasts
have been consistently more conservative than actual experience. Because of our
history of conservative budget estimates, we are comfortable with our estimates and
stand behind them.

CBO suggests that their estimates of the cost of the prescription drug benefit are
based on new information supplied by HCFA. What are the specific reasons why
you think their estimates are inaccurate?

First of all, we don’t believe that the motivations and professionalism of CBO’s career
staff should be called into question. Having said this, we do not agree with a number of
the assumptions included in the current CBO estimate presented to the Finance
Committee.

Specifically, CBO only assumes about $4 billion (compared to $25 billion) in savings
for the Administration’s proposal to provide new market based purchasing tools for
Medicare to use within the fee-for-service program. CBO Director Crippen indicated
the Administration proposal had great potential to achieve significant savings.
However, CBO scored our proposal to achieve less than 20 percent of our projected
savings because it made an assumption that the Congress would never give the
Medicare program this authority. We believe that is not a policy driven conclusion.

In addition, their drug cost assumptions are higher than any projections that the Health
Care Financing Administration (HCFA) has produced. While CBO has suggested that
their numbers are based on HCFA’s projections, the early year cost forecasts exceed
any estimate the Administration has produced.

The President keeps saying that CBO is less accurate than the Administration’s
forecasting. Can you give an example of when the Congressional Budget Office
was less accurate in a Medicare estimate than the Medicare actuary and more
conservative than actual experience?

Absolutely. In 1997, when Congress and the Administration were working on the most

significant changes to the Medicare program since it’s enactment in 1965, the Medicare
actuary projected that the Medicare savings package would achieve more savings than CBO
did. As it turned out, the baseline spending for the Medicare program was billions of dollars



less than the projections of either CBO or the Administration. As such, the Medicare actuary’
s projection was more accurate than the CBO estimate but significantly more conservative than
actual experience. y
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By the authority vested in me as President by the Constitution and the laws
of the United States of America, and in order to increase the employment of
adults with disabilities to a rate that is as close as possible to the
employment rate of the general adult population and to support the goals
articulated in the findings and purpose section of the Americans with
Disabilities Act of 1990, it is hereby ordered as follows:

Section 1. Establishment of National Task Force on Employment of Adults
with Disabilities.

(a) There is established the " National Task Force on Employment of Adults
with Disabilities" ("Task Force"). The Task Force shall comprise the
Secretary of Labor, Secretary of Education, Secretary of Veterans Affairs,
Secretary of Health and Human Services, Commissioner of Social Security,
Secretary of the Treasury, Secretary of Commerce, Secretary of Transportation,
Director of the Office of Personnel Management, Administrator of the Small
Business Administration, the Chair of the Equal Employment Opportunity
Commission, the Chairperson of the National Council on Disability, the Chair of
the President's Committee on Employment of People with Disabilities, and such
other senior executive branch officials as may be determined by the Chair of the
Task Force.

(b) The Secretary of Labor shall be the Chair of the Task Force; the Chair of
the President's Committee on Employment of People with Disabilities shall be the
Vice Chair of the Task Force.

(c) The purpose of the Task Force is to create a coordinated and aggressive
national policy to bring adults with disabilities into gainful employment at a
rate that is as close as possible to that of the general adult population.

The Task Force shall develop and recommend to the President, through the Chair
of the Task Force, a coordinated Federal policy to reduce employment barriers
for persons with disabilities. Policy recommendations may cover such areas as
discrimination, reasonable accommodations, inadequate access to health care,
lack of consumer-driven, long-term supports and services, transportation,
accessible and integrated housing, telecommunications, assistive technology,
community services, child care, education, vocational rehabilitation, training
services, job retention, on-the-job supports, and economic incentives to work.
Specifically, the Task Force shall:



(1) analyze the existing programs and policies of Task Force member agencies
to determine what changes, modifications, and innovations may be necessary to
remove barriers to work faced bx people with disabilities;

(2) develop and recommend options to address health insurance coverage as a
barrier to employment for people with disabilities;

(3) subject to the availability of appropriations, analyze State and private
disability systems (e.g., workers' compensation, unemployment insurance, private
insurance, and State mental health and mental retardation systems) and their
effect on Federal programs and employment of adults with disabilities; 3

(4) consider statistical and data analysis, cost data, research, and policy
studies on public subsidies, employment, employment discrimination, and rates of
return-to-work for individuals with disabilities;

(5) evaluate and, where appropriate, co-ordinate and collaborate on, research
and demonstration priorities of Task Force member agencies related to employment
of adults with disabilities;

(6) evaluate whether Federal studies related to employment and training can,
and should, include a statistically significant sample of adults with
disabilities;

(7) subject to the availability of appropriations, analyze youth programs
related to employment (e.g., Employment and Training Administration programs,
special education, vocational rehabilitation, school-to-work transition,
vocational education, and Social Security Administration work incentives and
other programs, as may be determined by the Chair and Vice Chair of the Task
Force) and the outcomes of those programs for young people with disabilities;

(8) evaluate whether a single governmental entity or program should be
established to provide computer and electronic accommodations for Federal
employees with disabilities;

(9) consult with the President's Committee on Mental Retardation on policies
to increase the employment of people with mental retardation and cognitive
disabilities; and

(10) recommend to the President any additional steps that can be taken to
advance the employment of adults with disabilities, including legislative
proposals, regulatory changes, and program and budget initiatives.

(d)(1) The members of the Task Force shall make the activities and
initiatives set forth in this order a high priority within their respective
agencies within the levels provided in the President's budget.

(2) The Task Force shall issue its first report to the President by November
15, 1998. The Task Force shall issue a report to the President on November 15,
1999, November 15, 2000, and a final report on July 26, 2002, the 10th
anniversary of the initial implementation of the employment provisions of the
Americans with Disabilities Act of 1990. The reports shall describe the actions
taken by, and progress of, each member of the Task Force in carrying out this
order. The Task Force shall terminate 30 days after submitting its final
report.



(e) As used herein, an adult with a disability is a person with a physical or
mental impairment that substantially limits at least one major life activity.

Sec. 2. Specific activities by Task Force members and other agencies.

(a) To ensure that the Federal Government is a model employer of adults with
disabilities, by November 15, 1998, the Office of Personnel Management, the
Department of Labor, and the Equal Employment Opportunity Commission shall
submit to the Task Force a review of Federal Government personnel laws,
regulations, and policies and, as appropriate, shall recommend or implement -
changes necessary to improve Federal employment policy for adults with 3,
disabilities. This review shall include personnel practices and actions such
as: hiring, promotion, benefits, retirement, workers' compensation, retention,
accessible facilities, job accommodations, layoffs, and reductions in force.

(b) The Departments of Justice, Labor, Education, and Health and Human
Services shall report to the Task Force by November 15, 1998, on their work with
the States and others to ensure that the Personal Responsibility and Work
Opportunity Reconciliation Act is carried out in accordance with section 504 of
the Rehabilitation Act of 1973, as amended, and the Americans with Disabilities
Act of 1990, so that individuals with disabilities and their families can
realize the full promise of welfare reform by having an equal opportunity for
employment.

(c) The Departments of Education, Labor, Commerce, and Health and Human
Services, the Small Business Administration, and the President's Committee on
Employment of People with Disabilities shall work together and report to the
Task Force by November 15, 1998, on their work to develop small business and
entrepreneurial opportunities for adults with disabilities and strategies for
assisting low-income adults, including those with disabilities to create small
businesses and micro-enterprises. These same agencies, in consultation with the
Committee for Purchase from People Who Are Blind or Severely Disabled, shall
assess the impact of the Randolph-Sheppard Act vending program and the
Javits-Wagner-O'Day Act on employment and small business opportunities for
people with disabilities.

(d) The Departments of Transportation and Housing and Urban Development shall
report to the Task Force by November 15, 1998, on their examination of their
programs to see if they can be used to create new work incentives and to remove
barriers to work for adults with disabilities.

(e) The Departments of Justice, Education, and Labor, the Equal Employment
Opportunity Commission, and the Social Security Administration shall work
together and report to the Task Force by November 15, 1998, on their work to
propose remedies to the prevention of people with disabilities from successfully
exercising their employment rights under the Americans with Disabilities Act of
1990 because of the receipt of monetary benefits based on their disability and
lack of gainful employment.

(f) The Bureau of Labor Statistics of the Department of Labor and the Census
Bureau of the Department of Commerce, in cooperation with the Departments of
Education and Health and Human Services, the National Council on Disability, and
the President's Committee on Employment of People with Disabilities shall design
and implement a statistically reliable and accurate method to measure the
employment rate of adults with more disabilities as soon as possible, but not
later than the date of termination of the Task Force. Data derived from this



methodology shall be published on as frequent a basis as possible.

(g) All executive agencies that are not members of the Task Force shall: (1)
coordinate and cooperate with the Task Force; and (2) review their programs and
policies to ensure that they are being conducted and delivered in a manner that
facilitates and promotes the employment of adults with disabilities. Each
agency shall file a report with the Task Force on the results of its review on
November 15, 1998.

Sec. 3. Cooperation. All efforts taken by executive departments and agencies
under sections 1 and 2 of this order shall, as appropriate, further partnerships
and cooperation with public and private sector employers, organizations that
represent people with disabilities, organized labor, veteran service
organizations, and State and local governments, whenever such partnerships and
cooperation are possible and would promote the employment and gainful economic
activities of individuals with disabilities.

Sec. 4. Judicial Review. This order does not create any right or benefit,
substantive or procedural, enforceable at law by a party against the United
States, its agencies, its officers, or any person.

William J. Clinton

The White House,
March 13, 1998

[Filed with the Office of the Federal Register, 8:45 a.m., March 17, 1998]
LANGUAGE: ENGLISH

LOAD-DATE: April 10, 1998
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Thank you very much, and good morning. Thank you very much, Mr. Antosy, to
Benny Hernandez, examples of what we come here to celebrate and enhance today.
Thank you, Secretary Herman, for your leadership on this bill which was so
essential to its passage. Chairman Goodling, Senator DeWine, Congressman Clay,
Congressman McKeon, Congressman Kildee, many other Members of the House
Representatives who are here. To Senator Jeffords and others who are not here,
who, along with Senator DeWine, worked on the passage in the Senate.

I'd also like to thank the representatives of the National Association of
Counties and other local groups who are here. And I will say more about all of
you in a moment.

Bombing Incidents in Africa

I hope you will understand why I feel the need to comment on the fact that
early this morning bombs exploded outside two of our American Embassies in
Africa. An explosion in Nairobi, Kenya, killed and wounded scores of people.
We have reports that several Americans are among the dead. Another explosion in
Dar es Salaam, Tanzania, also caused many casualties. At this time, there are
no reports that any Americans were killed in that attack, although our Embassy
appears to have been the target.

Both explosions caused large-scale damage to our Embassies and to surrounding
buildings, as you may have already seen from the pictures coming in. Though the
attacks appear to have been coordinated, no one has yet claimed responsibility
for them.

As I speak, we have dispatched Defense Department and State Department-led
emergency response teams to the region. The teams include medical personnel,
disaster relief experts, criminal investigators, counter-terrorism specialists.

We have taken appropriate security measures at our Embassies and military
facilities throughout the region and around the world.

These acts of terrorist violence are abhorrent; they are inhuman. We will
use all the means at our disposal to bring those responsible to justice, no
matter what or how long it takes. Let me say to the thousands and thousands of
hard-working men and women from the State Department and from our other
Government agencies who serve us abroad in these embassies, the work you do
every day is vital to our security and prosperity. Your well-being is,
therefore, vital to us, and we will do everything we can to assure that you can
serve in safety.

To the families and loved ones of the American and African victims of these
cowardly attacks, you are in our thoughts and prayers. Out of respect for those
who lost their lives, I have ordered that the American flag be flown at



halfstaff at all Government buildings here at home and around the world. We are
determined to get answers and justice.

Al

Thank you very much.

Now, we are here to do something very important for America's long-term
future today. I mentioned the Congressmen and Senators who played a leading
role who are here. I'd like to also acknowledge those who are out there whose
names I have, and if I make a mistake, stand up and be recognized. [Laughter]
If I say you're here and you're not, just let it go. [Laughter]

}’\

In addition to Senator DeWine, and Chairman Goodling and Mr. Clay and Mr.
McKeon, Mr. Kildee, we have here Congressman Barrett, Congressman Chaka Fattah,
Representative Sheila Jackson Lee, Representative Dennis Kucinich,

Representative Carrie Meek, Representative Dan Miller, Representative Patsy

Mink, Representative Louis Stokes, Representative Steve LaTourette,

Representative George Brown, Representative Paul Kanjorski, Congressman Bruce
Vento, Congressman Donald Payne, and Congressman Tim Roemer with his own version
of America's future in his lap. [Laughter]

I'd also like to thank, again, Alexis Herman and Erskine Bowles and all the
people on my staff for their role in this. But one person above all who has
been with me since 1991 and who shared my dream and consolidating this blizzard
of Government programs into one grant that we could give a person who was
unemployed or underemployed so that they could decide, as Mr. Antosy did, what
to do with the help we were giving them on the theory that they would know their
own best interest and be able to pursue it, and that is Gene Sperling, who has
worked on this for years and years. This is -- his heart is in this bill. And
I want to thank him as well as all the staff people in Congress.

As Secretary Herman said, this bill fulfills principles for reform of our
work force training program that I outlined in my first campaign for President
over 6 years ago, and that the Vice President set out in our National
Performance Review. It is a model of what we should be doing, and also the way
we did it is a model of how our Government ought to work. It was a truly
bipartisan, American effort.

This morning, we received some more good news about our economy. Even though
the latest economic reports shows the effects of the now settled GM strike, we
still see that over the past year wages have risen at more than twice the rate
of inflation, the fastest real wage growth for ordinary Americans in 20 years.
This past month our unemployment rate held firm, in spite of the GM strike, at 4
1/2 percent. For nearly a quarter century, not once had our Nation's
unemployment rate gone below 5 percent; it's now been below 5 percent for 13
months in arow. We have low unemployment, low inflation, strong growth, and
higher wages.

But to maintain this momentum we must continue to change and move forward.
Over the long run, in the face of daily new challenges in the global
marketplace, we simply must press forward with the economic strategy outlined 5
1/2 years ago: fiscal discipline, expanded trade, investment in our people and
communities. To maintain fiscal discipline, we must save every penny of our
surplus until we save the Social Security system. To maintain exports, we must
immediately support the international efforts to stabilize our customers in Asia
to reform and lift their economies. In recent weeks we have clearly seen that
the crisis in Asia is having an impact on our economy. You can talk to any



American grain farmer who will tell you that. For our economy to remain strong,
therefore, we must pay our dues to the International Monetary Fund. To invest
in our people we have to give all our people access to world-class education and
training, beginning with our children before their school years and ending with
people who have access to education throughout a lifetime.

The story Mr. Antosy told is a moving and heartening story. There are a lot
of people in his position. In a dynamic global economy, more and more people,
even if they stay with the same employer, will have to change the nature of
their work several times over the course of a lifetime. It is, therefore, very
important that every person who is willing to work hard to make the most af his
or her own life should be able to become the success stories we celebrate with
Benny Hernandez and James Antosy.

Therefore, we have to do more than we have been doing, even though we have
been making progress. The vast majority of corporate managers say the number
one prerequisite for continued prosperity is finding a way to fill all our
high-skill jobs.

I'm telling you today, there are -- even with the unemployment rate as low as
it is, there are hundreds of thousands of jobs which are going begging that
are high-wage, high-skill jobs, undermining the ability of our free enterprise
economy to maximize its benefits to all our people to reach into all the urban
neighborhoods and the rural communities and the places that it has not yet
reached. Therefore, giving all Americans the tools they need to learn for a
lifetime is critical to our ability to continue to grow.

We are making progress in building an America where every 8-year-old can
read, every 12-year-old can log onto the Internet, every 18-year-old can go on
to college. And today we celebrate a big step forward in making sure that every
adult can keep on learning for a lifetime, where no disadvantaged child, no
displaced worker, no welfare parent, no one willing to learn and work is left
behind.

This is the crowning jewel of a lifetime learning agenda -- the Work Force
Investment Act to give all our workers opportunities for growth and advancement.
It, as Mr. Goodling said and Mr. Clay said in specifying what was in the bill,
has many things that will help millions of workers enhance our Nation's
competitive age.

Let me just mention some of the things that are most important to me. It
empowers workers, not Government programs, by offering training grants directly
to them, so they can choose for themselves what kind of training they want and
where they want to get it. There was a time, decades ago, when Congress
actually needed to pass specified training programs with specific purposes and
mechanisms to implement them. But that time has long since passed. Almost
every American is within driving distance of a community college or some other
mechanism of advanced training. And almost every American has more than enough
sense to decide what is in his or her best interest, given a little good helpful
advice on the available alternatives.

The law streamlines and consolidates a tangle of training programs,
therefore, into a single, commonsense system. And it also expands our
successful model of One-Stop Career Centers so people don't have to trot around
to one different agency after another when they find themselves in the position
that Mr. Antosy found himself in. It enhances accountability for tough



performance standards for States and communities and training providers, even as
it gives more flexibility to the States to develop innovative ways to serve our
working people better. <
It helps to create opportunities for disadvantaged youth. And I think that
is terribly important. Everybody is concerned about the juvenile crime rate; we
need to be concerned, therefore, about the number of juveniles that are out here
on the street, out of school, not doing what could be done to give them a more
constructive future. é

And finally, it does two more things that I think are quite important. It 3,
has a real emphasis on helping people with disabilities prepare for employment,
and it gives adults who need it literacy support to move ahead. You cannot
train for a lot of these programs if you cannot read at an adequate level. And
I think that is terribly important.

What all this amounts to is that we get to celebrate Labor Day a month early
this year. At long last, we're giving our workers the tools they need to move
quickly to 21st century jobs, higher incomes, and brighter futures. I thank all
those on this stage, all those in this audience, and those who could not be here
who have worked and waited for this day.

Let me also say that just a couple of minutes ago I had the chance to sign
another bill that helps all Americans share in our prosperity, the Credit Union
Membership Access Act. Credit unions serve a vital and unique purpose; they
make sure financial services and credit are available to people of modest means.
The law I signed strengthens them, helps them to withstand hard economic times,
clarifies who can join, and ensures that those who are in credit unions now
won't ever get locked out. It will help extend greater credit to those who need
it most. It is also good for our economy. X

Both these bills are bipartisan bills. They passed with overwhelming
bipartisan majorities. They show what can happen when we can put our
differences aside and put progress ahead of partisanship and people ahead of
politics. That's a good thing because our plate is still full. In the few days
remaining in this legislative session, we must still work together to save
Social Security first, secure funding for the International Monetary Fund to
stabilize our own economic growth, to pass a strong Patients' Bill of Rights, a
very crowded education agenda built on excellence and opportunity, and an
important element of our environmental agenda to preserve our environment and
grow the economy.

We can do all these things. And as we see today on this very happy occasion,
when we do it, we strengthen our country and the future of the children over
there with Congressman Roemer and all the others like them throughout America.

Thank you very much.

NOTE: The President spoke at 11:04 a.m. in the Rose Garden at the White
House. In his remarks, he referred to job training beneficiary James Antosy,
who introduced the President; and ex-gangmember Benny Hernandez, currently a
successful college student. H.R. 1385, approved August 7, was assigned Public
Law No. 105-220.
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Good morning. Today, after listening to Judith speak about her mother and her family, I
am reminded that the aging of America is a challenge that we are truly blessed and lucky to have.
It is what I like to call a high-class problem. Americans are living longer. And America is richer
for it. Older Americans are leading more active lives and making important contributions to our
communities well into retirement. Our children are enjoying the love and wise counsel of their
grandparents long into adulthood. I know I would have loved to have my mother still with me in
my retirement years. ’

On the eve of the 21* Century, the health and vitality of America’s seniors is in no small
part due to Medicare. Everyone here knows the difference Medicare has made in the lives of
older Americans and their families. For 34 years, Medicare has protected the health of our
seniors, enriched the lives of the disabled, and eased the financial burden on families as they
cared for their loved ones. For millions of American women, Medicare has been the lifeline to a
dignified retirement. As the report released today by the Older Women’s League so
convincingly tells us, a strong and modern Medicare system is vital to the health and future of
America’s women -- to our grandmothers, mothers, wives, sisters and daughters.

First, a strong and modemn Medicare system is critical to women because, very simply,
the majority of Medicare beneficiaries -- twenty of the 34 million Americans currently enrolled --
are women. [point to chart]This is so because the majority of Americans 65 and older -- three out
of every five -- are women. But what’s more, as we grow older, so does the proportion of
women. Nearly three-fourths of all Americans who reach the age of 85 are women. And 4 out of
5 centenarians -- Americans lucky enough to witness the breadth of an entire century -- are
women.

Second, without Medicare, the doors to hospitals and doctors’ offices, to basic medical
treatment and good health,would be closed to millions of older women. Throughout their lives,
women’s incomes have always lagged behind those of men — a gap underscored in retirement
through smaller pensions and Social Security checks. Even as they must make ends meet on
smaller incomes, women must meet greater health care needs than men. Nearly three-fourths of
older women have two or more chronic illnesses compared to just 65 percent of older men. For
these women, Medicare has truly meant the difference between a healthy retirement and one
clouded by untreated illness and poverty.

But as we know, the clock is ticking on this critical institution’s ability to serve
America’s women and families into the next century. With our people living longer than ever,
and the retirement of the Baby Boom generation rapidly approaching, the Medicare Trust Fund
will become insolvent by 2015. At the same time, Medicare’s benefits — which have not changed



significantly since 1965 -- have failed to keep pace with the rapidly changing world of modern
medicine.

There are some who say that strengthening Medicare is a challenge that we can still
afford to put off toward later years. To them I say, look at Judith Cato and her mother. Like
millions of women in the same situation, affording prescription drugs is a very immediate
challenge. The typical 65-year old woman retiring this year can expect to see the ripe old age of
84. That’s 19 more years of retirement. But if we do not act soon, the Medicare Trust Fund will
expire in 16 years. %

We must act now. Over the past six and a half years, we have managed to transform a
sick deficit economy into an economy that is the picture of fiscal health. In 1993, the budget
deficit was projected to be  $290 billion. Today, we have an unprecedented surplus of $99
billion. We’ve balanced the budget, cut unnecessary spending, expanded our investments in
education and training. As a result, we have the longest peacetime expansion in history, with 19
million new jobs and the lowest minority unemployment rates ever recorded.

We cannot afford to miss this unprecedented opportunity to strengthen and modernize
Medicare for the 21* Century. My plan would secure Medicare by dedicating over $370 billion
of our budget surplus over the next 10 years to extending the life of the Trust Fund to the year
2027. We will keep Medicare costs low even as we improve quality by introducing the most
effective private sector innovations into the program. And we will promote competition by
giving seniors the chance to choose between lower-cost Medicare managed plans and the
traditional program. o

Strengthening Medicare is important, but so is modernizing its benefits. Over the past
thirty years, a medical revolution has transformed health care with prescription drugs that have
supplanted some surgeries, lengthened and improved the quality of life. As the OWL study
shows, women have borne the greatest cost of this pharmaceutical revolution. According to this
chart, women spend $1,200 a year on prescription drugs, almost 20 percent more than men. As
many of you know, my plan will help seniors afford the prescription drugs that have become
essential to modern medicine.

I am committed to providing an optional prescription drug benefit to all Medicare
beneficiaries. Affording prescription drugs is a challenge not just for poor women, but for
middle income women as well. Half of all middle class women — those who make at least
$12,700 a year, or with their husbands make $17,000 -- have no prescription drug coverage at all.
[show chart]. Women who have tried to buy extra drug coverage through private Medigap
policies have had to cope with escalating premiums as they grow older. Anyone who says that
America’s seniors must bear these burdens in retirement is simply out of touch and out of date.

Finally, my plan will also eliminate the last barrier between seniors and preventive
screenings-- tests for breast cancer, colon cancer, prostate cancer, diabetes, and osteoporosis -
that can help save their lives. For too many seniors on fixed incomes — especially low-income
women -- the cost of a modest copayment is simply prohibitive. Last year, just one in seven



women took advantage of the mammograms covered by Medicare. To encourage more people to
take advantage of this benefit, my plan will waive the deductible and all co-payments.

I call on Congress to move forward on this plan — and seize the historic opportunity we
have to ensure that Medicare truly serves our mothers, grandmothers, sisters, wives and all
Americans well into the 21 Century. By dedicating the surplus first to Social Security and
Medicare, we can strengthen these programs without walking away from our vital commitments
to education, to law enforcement, to biomedical research, to national defense, to the environment.
Under my plan, we could actually free America from its debt*for the first time since 1835 — and
still have funds left over for a substantial tax cut — one targeted toward retirement savings, long
term care, and child care.

Regrettably, there are some in Congress who have voted to squander this historic
opportunity to prepare for the aging of America. Last week, the House of Representatives passed
an irresponsible tax bill that would spend our surplus without devoting a dime toward boosting
the solvency of Medicare. What’s more, the Republican tax cuts won’t go into full effect until the
year 2010, draining the most resources just as the baby boomers begin retiring, Medicare nears
insolvency, and Social Security begins to feel new strains. This week, the Senate will consider a
similar bill. These bills are skewed toward the special interests. They do not protect our national
interests. They are unacceptable. '

I have made it very clear that I will not accept any bill that undermines our ability to save
Social Security and strengthen Medicare. I ask the Senate and the House to work with me to
honor this fundamental obligation to the future. We must make certain there are enough
resources for Medicare, for Social Security, and for education, for law enforcement and the
environment before we embark on a tax scheme that could squeeze out vital priorities in years to
come. First things first.

The aging of America is an important challenge for our nation. It tests our commitment
to our parents who deserve high quality health care after a lifetime of hard work. It tests our
commitment to our children who should not be burdened with the cost of bailing out Medicare
just as they are raising their own families. It tests our foresight -- our ability to recognize and
fulfill our duties and obligations to the future. It is a test I am confident we, the American
people, can pass.
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Thank you, Secretary Shalala. Good morning, and welcome
to the White House. I want to thank all of you for being here — as
we come together to talk about one of the most urgent challenges
our nation faces today: saving and preserving Medicare.

[ want to acknowledge the many people here today who have
done so much over the years to help us meet our obligations to
each other, and to the next generation: members of the Older
Women'’s League; the American Association of University
Women, and those of you who represent women’s and seniors

groups and Medicare advocates across the country.

We’ve all come here this morning because our nation is
engaged in a critical debate about America’s future. We’re living
in a time of great prosperity — and of almost unparalleled
opportunities for progress for all Americans. And we should all
take pride in what we have been able to accomplish together over
the past six and a half years. But the question before us now is
how do we take advantage of this historic opportunity to take on
some of the tough challenges that lie ahead? How do we strengthen
-- rather than weaken -- our fundamental commitments not only to

our parents and grand parents — but to future generations as well?



One of the most critical challenges facing America today —
and an issue that'touches all of us — is the urgent need to protect
and preserve Medicare. Unless we act now — current projections
say the Medicare Trust Fund will be insolvent in 2015. While this
is a major concern for all Americans, we’re here today to spotlight
those who have the greatest stake in a strong and healthy Medicare

program: America’s women.

As the Henry Kaiser Family Foundation and OWL have
reminded us again and again, women simply live longer than men.
And while that means we have more years to cherish our mothers
and grandmothers, it also means they are more likely to suffer
from multiple and chronic illnesses, and have greater long term
needs. Four out of five of America’s elderly women are widowed
— and almost half live out their days alone. And not surprisingly,
elderly women are much more likely to be poor. Nearly seven in

10 Medicare beneficiaries living in poverty are women.

For all of these reasons — further supported by new data that
the President will talk about in a few minutes -- women rely on
Medicare more than men, and are more vulnerable to changes in its

policies.



Over the past six years — and as recently as a few weeks ago
—I’ve spoken with women around the country about their concerns
about the future. Women living alone, who worry about who’s
going to care for them when they can no longer live independently.
Women with limited incomes, who are struggling to pay for their
prescription drugs, or who don’t think they can afford to go to
regular check ups or screening tests for osteoporosis or breast
cancer. Women who are taking care of their aging or disabled
parents, and who rely on Medicare to help them meet these new

family responsibilities.

I’m sure that each one of us here today has similar stories to
tell. We have with us today a devoted daughter — Mary Lee Di
Spirito — whose mother came to live with her in Virginia after her
father died. As her mother became increasingly frail, Mary Lee
stopped working -- to care for her mother full time. Like so many
elderly women today, Mary Lee’s mother suffered from multiple
health problems. And while she had a Medicare and Medigap
policy — it didn’t cover prescription drugs. Because her mother’s
sole source of income was a monthly $800 Social Security check —
Mary Lee and her family paid $4500 a year — in out of pocket
expenses for prescription drugs. An amount that would have

depleted half of her mother’s yearly income.



Mary Lee’s mother passed away last November. But her
valiant efforts to care for her mother — often under very difficult
circumstances — are a vivid reminder of why we must act now to
protect and preserve Medicare.

And we must make that commitment not only to our own
parents and grandparents — but to those in this generation who
have been their caretakers — and who will soon begin to age, or

become disabled, themselves.

Because if we don’t invest in our nation’s priorities — and
dedicate the necessary funds to save and modernize Medicare —
then women like Mary Lee and her mother will be at even greater
risk than they are today. If we don’t save and modernize Medicare
— then women will continue to struggle to pay for outpatient
prescription drugs. And that problem will only get worse -- as
medical advances increasingly rely on drug treatments that even
today are beyond the means of most ordinary citizens. If we don’t
save and modernize Medicare — then women will continue to skip
regular screenings and check ups that would enhance their quality

of life and reduce Medicare’s long-term costs.



And perhaps most importantly, if we don’t take advantage of
this time of prosperity that we have worked so hard to achieve —
then we will look back at our generation as having missed a unique
opportunity to make responsible decisions — and will instead have
run the risk of becoming the burden to our pwn children that we

never wanted to be.

That’s why I believe that to meet these critical challenges,
we must take a responsible and balanced approach to tax cuts.
Only then will we be able to meet our obligations to America’s
elderly and disabled, and extend the life of the Trust Fund for the
next quarter century. Only then will we be able to modernize the
benefit package to include prescription drugs and preventive care;
and support our teaching hospitals that are so critical to serving
America’s poor and elderly. And only then will we be able to
sustain and expand the investments we are making now — in our
schools, in our environment, in our cities -- that are so vital to our

nation’s future prosperity.

As we continue to debate these critical issues in the halls of
Congress — and around our kitchen tables — let’s never forget the
human dimension of what we stand for, and what we fight for, and

who we’re seeking to protect and support.



I want to introduce someone who knows first hand the
challenges of caring for an aging mother — at a time when her
daughter hadn’t yet left home. She knows what’s at stake for
women in this debate over the future of Medicare. She also
represents the millions of women who would benefit if we act now
to strengthen and modernize Medicare. It is my pleasure to

introduce to you Judith Cato.



































































































































































































