





in this group is five percent—they have certainly
helped to create a shortage of hospital beds in some
areas. New York's Montefiore Hospital, for ex-
ample, reports the waiting time for nonemergency
cases has increased from 2 to 3 weeks a year ago to
6 to 10 today. Even many persons with “urgent”
though not “emergency’” conditions, such as gall
bladder or congestive heart disease, have been sub-
jected to what doctors call medically serious
delays.

Before Medicare, nearly one third of all hospital
care was devoted to patients who were 6o or over,
even though they made up only 10 percent of the
population. Since Medicare, there are signs that
elderly patients are staying in the hospital even
longer. A survey of several Catholic hospitals n
New York City showed that older patients were
staving twice as long as they did before Medicare
was passed.

To prevent unnecessarily prolonged hospital
stays, Medicare requires each hospital and accre -
ited nursing home to set up a committee to review
case records and to interview patients and phy-
gici:m:a: to determine whether continued hospital-
1zation is medically justified.

“Usually the committee agrees with the phy-
sicilan,” explained the chief of staff of an Arizona
hospital. “Occasionally the doctor may feel the
patient is ready for discharge but 18 being pres-
sured by the family to keep the patient in. He now

Helping them, getting them
to make progress—there’'s an art

to treating old people.

To strengthen his arms, a Medieare patient works with
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gets support from the committee and can tell the
family, *Well, the committee has decided that fur-
ther hospital care 1sn't necessary. You'll have to
take Grandma home or pay her bills yourself.” This
tends to get Grandma home.”

Getting Grandma home 1s only a small part of

the tons of Medicare paperwork that have flat-
tened many a hospital administrator and doctor
and have proved to be one of the greatest draw-
backs of the program.

“If all of us, including the best minds in the
health-insurance business, were to sit down for a
year and do our best to draw up a complicated
system, we couldn't devise one as complex as
Medicare,” savs Fred Higginbotham, a Dallas
Blue Cross official.

Medicare's intricate billing procedures have
added milhons ot dollars to hospital overhead.
Manhattan's Mount Sinai, typical of the nation's
larger and better hospitals, had to hire 41 new
clerks when Medicare began. This new task force
1s obviously one reason for the startling rise ol
16.5 percent in hospital costs last vear, after a
6 percent vearly rise from 1960 through 1965.
(The main reason, however, was that hospital
wages were being forced up by the pressure of
strikes from traditionally underpaid employees.)

In a sense, organized medicine 1s to blame for
some of the paperwork that 1t now condemns. Cer-
tain specialty groups insisted that doctors’ services

should be bhilled separately from hospital charges,
even if performed 1n a hospital with hospital-owned
equipment. The cost of an X ray, for example. 1s
divided into two fees: one for the use of the ma-
chine and for the technician who takes the picture,
and one f{or the M.D. radiologist who reads and
interprets the films.

The doctors held out for separate billing be-
cause they thought it would maintain a clearer
picture of the physician’s own services and help
create a better doctor-patient relationship. But
the problem ol apportioning costs 1s turning out to
be overwhelming, and in some cases 1t 1s ludicrous.
During the first four months of Medicare, for ex-
ample, outpatient claims in Syracuse, N.Y ., aver-
aged only $1.81 for the hospitals and $2.91 for the
doctors. The actual cost of processing the out-
patient and inpatient claims ran as high as nine
dollars apiece.

Much of the Medicare paperwork 1s even more
wasteful. About 60 percent of the one million out-
patient claims processed during the first seven
months of Medicare resulted, because of deduc-
tions, in no payments at all.

Although Congress 1s responsible for writing the
complex Medicare Law, it was subjected to pres-
sures from many groups, notably, of course, the
American Medical Association. It 1s now privately
admitted even at the A.M.A. headquarters in Chi-
cago that the organization could have guided the
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program along smoother paths if it had begun its
cooperation earlier instead of carrying on a last-
ditch battle against the entire concept.

Since Medicare became law, however, Social
Security Commissioner Robert M. Ball has found
the A.M.A. to be quite cooperative. ‘“Without ex-
ception,” said Mr. Ball, “the A.M.A. leadership
took the gced-citizenship position that ‘now that
Medicare is law we will work with the Government
and try to be helpful.””

One official in Washington who now has some
nice things to say about the A.M.A., somewhat to
his own surprise, 1s Wilbur J. Cohen, the doughty
Under Secretary of Health, Education and Wel-
fare and a principal planner of Medicare.

“Thirty vears ago people who wanted reform
couldn’t even have a dialogue with the medical
profession,” he remembers. ‘“Doctors who wished
only to study the problem were isolated or at-
tacked by others in their profession. Now there 1s
a breath of fresh air, and even though there isn't
always total agreement all the time, we have a
completely open dialogue.”

On occasion, however, the dialogue takes a wry
turn. The story is told of a physician who once ap-
proached Mr. Cohen and said, “You know, Mr.
Cohen, if you ever need a doctor I'd be happy to
take care of you.” Mr. Cohen smiled, said he was
well satisfied with his regular doctor but appre-
ciated the offer. “Well, I mean it,” the doctor per-
sisted. He moved closer, tapping Mr. Cohen’s
chest with his forefinger. ‘‘As a matter cf fact,” he
said, “'I'm a surgeon, and I'd just love to cut you
open from here to here.”

One aspect of Medicare that irks many doctors
is the frequent report that they are somehow get-
ting rich from the program. A Department of
Health, Education and Welfare report on medical-
care prices did show that physicians’ fees rose 7.8
percent in 1966, after increasing only two or three
percent a year from 1960 through 1965. But the
rise was less than half that occurring in hospital
charges, and the H.E.W. report said ‘“‘there is no
evidence that Medicare was a major factor” in it.
H.E.W. also noted that most physicians did not
raise their fees, although some were getting more
income because they were seeing more patients.

In all the arguments over Medicare, the A.M.A.
was less concerned about how much the doctors
would be paid than with how the bills were to be
handled. The program allows the docter to send a
patient’s bill to Medicare through Blue Shield or
some other designated intermediary. The doctor is
then paid, after weeks and sometimes months. for
his “‘customary and reasonable’ charges.

But the doctor also has the option of billing the
patient directly, as before. The patient pays him
and sends the receipted bill to Medicare for reim-
bursement. This arrangement is obviously simpler
for the doctor but more complicated for the pa-
tient, who is now the one who waits for payment.

Delegates to the A.M.A.'s 1966 convention
were so determined to have as little as possible
to do with the machinery of Medicare that
they urged all doctors to practice direct billing
almost exclusively. Of the medical claims pro-
cessed by Medicare headquarters in late March,
about half were from patients who had been
billed directly. Practices vary in different parts
of the country, but most doctors don’t bill
directly those who would find it hard to wait
for reimbursement.

The relatively few physicians who are still ada-
mant in their opposition to Medicare use direct
billing as their main weapon against the system.
Many of these same doctors argued in 1965 that

I've got my Medicare card
right in my pocketbook. It’'s nice
to know | can pay my way.’

physicians should combat Medicare by simply re-
fusing to participate in any program that Congress
passed. Indeed, some of these doctors leave the im-
pression that they are still clinging to the “nonpar-
ticipation’” policy. Said an employee of Social
Security’s New York office, ““‘People come in here
and ask us what doctors they can go to. They’ll
say, ‘My doctor doesn’t want to belong.””

Paradoxically, old people living on borderline
incomes often find that they are now worse off
with Medicare than they were without it. Take,
for example, a woman in a southwestern state
whom we shall call Lola Jones. Mrs. Jones 1s 76, a
retired domestic. By frugal management and occa-
sicnal help from a former employer, she manages
to stretch her $60 monthly Social Security and $37
state old-age assistance checks to cover rent, food,
clothing and incidentals. Last year she signed up
for Medicare insurance, and $3 a month is now de-
ducted from her Social Security payment. But
Medicare won't pay any of her doctor bills until
she herself has pa.d the first $50 — the deducti-
ble amount. So she must pay her $36 premium,
plus the $50 deductible, or a total of $86, before
Medicare begins to help her meet her bills. And
even then she must pay 20 percent of the balance.

What puzzles Mrs. Jones, and many like her,
is that she is now paying more a year for insurance
than she used to pay to her doctor. In most years
his bills have totaled only $15 or $20, and in one
bad year, “‘when he had to do quite a lot for me
while I was in the hospital with my heart attack,”
it came to $40.

Mrs. Jones had, of course, been the beneficiary
of the doctor’s traditional discounting of fees for
the lower-.ncome patient. Although he is a special-
ist in internal medicine, he charged her only $2
or $3 for an office visit, $4 or $5 for a house call.

“Now with the advent of federally financed
medical care for those in straitened circumstances,
the medical profession is faced with a dilemma,”
Mrs. Jones's doctor declares. “‘Should the doctors
continue to charge a greatly reduced fee, or should
they charge a standard fee and make the patient
pay fifty dollars a vear in doctor bills that he can’t
afford? Some doctors will prefer to take care of
them for nothing. Theyv've been taking care of
them for next to nothing for a long time.”

In about half of the states, individuals like
Lola Jones are being helped by a program called
Medicaid, which takes up where Medicare leaves
off. Set up under another Social Security amend-
ment. Medicaid provides funds to pay all medical,
hospital and dental expenses of families below cer-
tain income levels. But Medicaid, which 1s funded
by both the state and Federal Government, is ad-
ministered by the state-welfare departments, and
many of the older people are too proud to accept
anything with a “welfare’ label.

A side effect of Medicare, which angers many
patients, is the fact that Blue Cross and Blue
Shield are canceling subscribers’ policies as they
reach the age of 65 and become eligible for the
federal program. The “Blues” officials don’t like
the word ‘“‘cancellation” and point out that they
offered all their old subscribers, as well as new ones.
“senior-care’’ policies which fill in or supplement
Medicare coverage. At roughly half the premium
rates, these policies meet the $40 deductible on
the hospital bill, pay for hospitalization bevond
the Medicare limitation cf 90 days and cover the
20 percent co-pay on the doctor bills.

But many of the long-time “Blues’™ subscribers,
who had been dutifully contributing to the pro-
gram for years in anticipation of full protection
when they became ill in their old age, argue that
the “‘senior-care’” policies don't give them enough
for their money. Moreover, many people feel that
Blue Cross 1s benefiting so much by Medicare’s as-

sumption of hospital bills that they should reduce
the scale of premium rates they charge everyone.

One Blue Cross spokesman admitted last year
that cancellation of policies held by persons 65
and over was saving Blue Cross about $150 mil-
ion a year in payments. But this age group had
been receiving in benefits much more than it was
paying in premiums. ‘We were already making
signilicant subsidies to the older subscribers out
of receipts from those under sixty-five,” a Blue
Cross Association executive in Chicago explained.
“A few percentage points might now be taken off
as a result of not having the over-sixty-five's on
board. But rising costs of hospital operation, the
thirty or forty percent increase in nurses’ salaries,
for example, counteract this. Many Blue Cross
plans have just been able to hold their own as a
result of Medicare. Without it they would have
had to raise rates.”

Amther disturbing “side effect” of Medicare
and Medicaid, which has received little
public notice, is the restraints they impose on the
training of tomorrow’s physicians and surgeons.
especially the surgeons. Traditionally the “ward
patient,” admitted free or at a reduced rate, was
the ‘“‘teaching patient.” He knew that his care
would be mainly in the hands of interns and resi-
dents, who would be supervised by experienced
staff members. Today, under Medicare and Med-
icaid, everyone is entitled to choose a private
physician and a semiprivate room. The *‘charity”
or “ward patient” has all but disappeared.

If every patient insists that all his medical care
be administered only by his private physician,
interns and residents will get no practical ex-
perience. “You can’t learn to drive a car just by
watching someone else,” a New York surgeon re-
marked. “It's the same thing with removing a gall
bladder or alung. There are technical skills that can
be learned only by doing.”

Teaching surgeons are now seeking ways to
change the Medicare rules to ease this situation. In
the meantime, the major hospitals are finding
ways to solve their own problems. At Manhattan's
Columbia-Presbyterian Medical Center, a special
unit of 110 beds has been set aside for surgical pa-
tients who are operated on by experienced resi-
dents 1n training, supervised by staff surgeons.
Patients are told of the team approach before ad-
mission to the unit, and so far only one in five has
refused to accept the arrangement.

Even in the nonsurgical branches of medicine
the student cannot learn just by watching but
must eventually make judgments on his own.
“One of our jobs as teachers is to have interns and
residents learn to recognize the point at which
they need the help of more experienced people,
and then to ask for it,” says Dr. James B. Wvn-
gaarden, the young head of the University of
Pennsylvania’s department of medicine.

In the Hospital of the University of Pennsyl-
vania, as in other university hospitals across the
country, many Medicare patients are now freely
agreeing to act as subjects for the training of in-
terns and residents. If they aren’t too sick thev
enjoy trying to stump a young intern on an ob-
scure diagnosis.

Troublesome as certain parts of Medicare mav
be—and legislative changes are expected tosmooth
out many of the worst wrinkles—one encouraging
side effect is the prospect that the program will
improve the nation’s sadly neglected system of
nursing homes. Since January 1, Medicare has
covered patients who have been in a regular hos-
pital for a specific illness and who have been trans-
Ierre;i for further treatment to an accredited
nursing home or “extended care facility.” (Medi-

care does not pay for the custodial care of old




neople.) Under the program, Medicare pays for the
full bill for the first 20 days, and all but $5 a day
for the remainder of a required stay, up to 80 days.

The advantages of Medicare for a private nurs-
ing home are great: a steady supply of patients
and a guaranteed payment plan. But to become
eligible for this program, the homes have to meet
Medicare requirements of skilled nursing around
the clock and a registered nurse in charge. To
date, only about 4,500 of the country’'s 12,700
nursing homes have managed to meet these re-
quirements, but many of the facilities are mn the
process of upgrading themselves.

Dr. G. Clavton Kyle, chief of the diabetes clinic
at the Hospital of the University of Pennsylvania
and a medical-insurance expert, says that 7o per-
cent of the patients now in general hospitals are
suffering from chronic conditions which could be
cared for in qualified nursing homes.

“When the taxpavers become sophisticated
enough to know theyv are paying fifty dollars a
day for care that could be given at a Cost 0Ol
twenty dollars a day, they will demand more of
these convalescent or extended-care facilities.”
savs Dr. Kvle. “Otherwise Medicare 15 going to
cost ten times as much as was originally est imuh-fl._”

Another important plan to help the elderly 1s
home-health care. under which a patient can ob-
tain payment for as many as 100 visits a year by a
trained or practical nurse, a physiotherapist. a
speech therapist or a ‘‘home-health aide.”” The
program of visits must be prescribed by a t‘nHL'IIHI.
and to date far too few physicians have recognized
the value of this type of service. ““Home environ-

ment 1S more conducive to rehabilitation, provided

the patient has the proper supporting services,
savs Dorothy Rusby, director of the Visiting
Nurse Association of Cleveland. "“Our nurses and
therapists have olten gotten a patient back on his
leet alter a doctor had considered the situation
almost hopeless.”

Success of all three phases of Medicare's pro-
gram—general hospital, nursing home and home
health service—will depend largely on the avail-
ability of good nurses. And it 1sn't easy, I was
told, to recruit nurses to work with older people,
who are often more demanding and difhcult to
care for than young patients.

“Nurses find the routine care of older patients
depressing,  observes Mrs. Betty (Gross, nursing
supervisor of Provident Hospital, a small Negro
institution i Chicago. ““One of my nurses re-
signed atter thirty vears because she was having to
care for so many older terminal patients.”

[f the full potential of health care is to be re-
alized, whether under Government or private
auspices, the physician, as well as the nurse and
therapist, must be attuned to the whims, the
quirky demands, the slower tempo of the older
patients. Says Dr. Martin R. Steinberg, the per
l‘t'Illi‘h't' director of New York’s Mount Sinar Hos
pital, *"1T'here's an art to getting old people to eat,
making them comfortable, avoiding bedsores, giv-
ing them the kind of things they need simply be-
cause they are feeble.”

In a recent talk to a group of hospital workers,
Dr. Steinberg recalled a situation that epitomizes
the problems that face those caring for the aged.

Recovering from surgery, Mrs. Ethel Daniels, 79, feels
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He described one hospital where many of the
patients were elderly immigrants.

“They felt medicine was a sort of black magic.
The greatest compliment they could pay a doctor
was., ‘He guessed me well.” They knew nothing
about this magic and didn't hike to disturb 1it. So
getting a history would go something like this;

“You'd say, ‘Mrs. Shapiro, what's the matter
with yvou?' She would look at you with half scorn
and half pity and say, ‘You're the doctor.” You'd
say, ‘Yes, but why did you come to the hospital 7’
She’'d think about that a minute and answer, ‘Be-
cause my doctor sent me.” *Well, why did he send
vou?' She'd wrestle with that a minute and say,
‘You'll have to ask him.” And finally you'd say to
her. ‘All right, Mrs. Shapiro, what hurts? 1 hat
vou knew she couldn't parry. She would think
awhile and then it came: ‘What doesn't hurt

“All of this took time,”” Dr. Steinberg observed,
“and 1t became a sort of dialogue., which was
pleasant and showed our love. That was the im-
portant thing. And we were successful with them,
which was terribly important. But ours was a one-
to-one relationship, and that's difficult to achieve
in a big, modern hospital. I'm almost afraid it 1s
gone for good. But if we try hard enough, we may
be able to recapture 1it.

“The most important thing we have learned
about the aged 1s the necessity to give them the
shortest possible period ‘down,” the longest period
‘up.” When a patient 1s ‘up’ he 18 a citizen, an
individual. When he 1s ‘down.” he and his doctor
are 1n trouble. This overrides every other consid-
eration. ‘Down’ 18 bad: ‘up’ 18 hfe.”
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