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Roundtable Overview, Purpose, and Summary 

Living in the Space “In-Between” 

On one level, discussion at Altarum Institute’s September 26 Policy Roundtable described 

familiar ground: a dysfunctional health care system that is blind to the needs of vulnerable older 

Americans. On another level, the answers and solutions offered were clear and bold. 

Sen. Johnny Isakson of Georgia started with a call to put the care preferences and wishes of 

frail elders first and foremost. In August 2013, with Sen. Mark Warner of Virginia, Isakson 

introduced comprehensive legislation: the Care Planning Act (S. 1439). “It’s so important,” 

Sen. Isakson told attendees, “to promote for individuals what they would want done as they 

advance in age and consider the ramifications of the illness they have and consult with their 

physicians, their nurses, and their family at a time they are of sound mind and they are planning 

for the future.” Elizabeth Falcone, senior policy advisor to Sen. Warner, outlined the bill’s 

major provisions: a reimbursable benefit under Medicare Part B for voluntary care planning for 

people with advanced illness, tied to a measure of frailty; a pilot program that would help 

define parameters for care coordination services for those with advanced illness (and would be 

tied to an individual’s wishes and preferences, as documented in the care plan); grants for broad 

public education about advanced illness; and development of novel quality measures that can 

track whether the services that are provided meet the goals of individual elders. 

Relating the story of her mother’s hip fracture, author and journalist Shannon Brownlee 

underscored the downsides of our system for frail elders who face depression, dementia, and 

mobility impairments: overdiagnosis, unnecessary hospitalizations, and treatments ordered with 

no understanding of an elder’s goals and treatment preferences. Her mother did not need 

hospital services, but she did need highly coordinated, consistent, and affordable personal care, 

which was essentially not available. 

“The system is not set up to care for people in their homes, it’s set up for rescue care,” 

Brownlee said. “The alternative for people like my mother and so many like her is to be cared 

for by families, who often are already stretched to the breaking point. And we caregivers are 

caught in a bind…. We’re trying to help our children get started on their lives and at the same 

time, trying to care for aging parents.” Solving this dilemma, she said, requires stakeholders and 

policymakers to spend more time “imagining what we would want…what right care would look 

like.” 

Since we cannot afford to keep doing what we are doing during the nation’s age wave, 

American Geriatrics Society CEO Jennie Chin Hansen outlined a vision for what we can do 

instead. “When we’re talking about this stage of life,” she said, “more than ever, a different 

framing has to occur in the process of looking to care for people in the truest sense.” It’s “not 

just the best clinical services…. It’s about who I am, my hopes and wishes.” The framing that is 

at the heart of good care plans, Ms. Hansen explained, is a “ready-and-get-set’” blueprint aimed 

at the future, “a plan for living as well as a plan of care.” And care plans should be shared with 
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family members, she emphasized, “so that there will be less chaos when an episode [of illness 

or disability] does occur.” 

Hansen closed with an observation targeted to health care providers: “There is something that’s 

interdependent about all of us,” she said. “Even though we’re different players in the 

marketplace, there’s a way that we can figure out where our common good is.” In effect, the 

complexities of assisting those near the end of life require practitioners to ask themselves, 

“What competency is needed?” rather than merely deciding, “This is my territory, and nobody 

else does this.” 

When it comes to creating new programs, neither Joe Antos of the American Enterprise 

Institute (AEI) nor John Rother of the National Coalition on Health Care (NCHC) foresees a 

separate system of financing for long-term care emerging from Congress. Both think that 

private long-term care insurance has failed to make a meaningful contribution to the 

construction of a coherent system of long-term care coverage. Mr. Rother rejected the idea that 

“we’re going to have one big long-term care initiative that’s going to solve the problem for 

everybody. I think instead we need to think about more modest, step-by-step approaches.” 

For example, the Patient Protection and Affordable Care Act (ACA) is “promoting the patient-

centered medical home and rewarding that team of providers, includ[ing] nurses and social 

workers as well as a doctor, for good outcomes,” Mr. Rother noted, along with expanding 

integrated acute, post-acute, and extended care services through models for dually eligible 

beneficiaries that were pioneered by the Program of All-Inclusive Care for the Elderly (PACE). 

“For too long, we have continued to overlook, probably because we don’t have an easy 

solution…[to] the financial aspects and the delivery system aspects of [better] coordinating 

medical services and long-term care services,” Antos said. For younger people with disabilities, 

Rother called for significant expansion of “cash and counseling” models (cash in lieu of 

services). 

Mimi Toomey of the U.S. Department of Health and Human Services (HHS) Administration 

for Community Living (ACL) described stepped-up efforts by the federal government to 

provide technical assistance to the aging services network. This network is composed of 

community-based organizations (CBO) that straddle health care and social services; vary 

greatly in size and scope; and start at different places in terms of their readiness to adapt to 

quickly changing systems of care, such as greatly expanded Medicaid managed long-term care 

systems being created in many states. Recently, “we’ve been doing a lot of work…around 

business acumen,” Ms. Toomey said, discussing questions such as “How do you price your 

services? What lawyers do you need to have on board? What is the [financial] risk? What is 

your shared risk?” In general, she noted, CBOs “speak a very different language” compared to 

“the health care community, and we need to bridge that gap.” 

Ms. Toomey also talked about initiatives on care transitions that involve ACL and the Centers 

for Medicare & Medicaid Services. “We’ve been doing a lot of work around…reducing 30-day 

readmission work, and we’re finding what we’ve known all along: that it’s really not the 

medical condition that brings people back to the hospital. You can have a perfect care plan, a 

perfect discharge plan, that maybe even includes the family member, only to find out [later] that 

the person has no food in their refrigerator and they don’t have a ride back to the follow-up 
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physician. We know that half of the people that are readmitted to the hospital didn’t go see their 

primary care doctor post-hospitalization.” 

Building on Ms. Toomey’s remarks, John Feather of Grantmakers In Aging (GIA) raised the 

issue of the Age-Friendly Communities Movement. This is “a non-top-down solution,” Dr. 

Feather said, that focuses on “what a community can do on its own to move forward.” The 

Village-to-Village Network is one permutation of how communities can come together to solve 

issues of inadequate support for elders and individuals with disabilities who must have basic 

supports brought to their homes in order to remain independent. “More and more people 

understand that we cannot look to the federal government or state government for the solutions 

to these problems,” Dr. Feather said. “[But] I think we will be able to count on our 

communities.” 

Suzanne Burke of the Council on Aging of Southwestern Ohio talked about how Cincinnati is 

working to get services right at the community level, funded in part by a property tax and with a 

strong emphasis on services delivered at home. The story she told is a fascinating profile of a 

truly empowered Area Agency on Aging. 

“The aging network in Ohio is very strong, and despite a 50% increase in the 85+ population 

over the last 15 years, we have reduced the use of nursing homes by older people by 11%,” Ms. 

Burke said. “We manage 17,000 individuals in our region, who are getting home- and 

community-based services through those programs. That compares to about 3,000 that we’re 

managing for Medicaid. So, all told, we have our hands on 20,000 frail seniors doing care plans 

and care management, and arranging the services they need to remain independent and home.”  

In closing, Altarum’s Joanne Lynn observed, “We have rescued ourselves from most of 

sudden death and instead have the opportunity to live a long time with bad disease.” Arguing 

that “there’s a lot of the country where we are wasting money…on the medical side,” Dr. Lynn 

raised the possibility of creating a new type of “special-purpose accountable care organization 

that [is] allowed to be geographic” and to serve a well-defined population of older adults with 

disabilities. If such a model is created, it may be possible to “take the waste that is saved on the 

medical side and make promises on the social services” side that frail elders need in order to 

have a reasonable quality of life and stay out of hospitals and long-stay institutional care 

facilities.  

Ably led by moderator Susan Dentzer of the Robert Wood Johnson Foundation, the panelists 

shaped an agenda for making advanced old age in America during the 21
st
 century a sound 

proposition to which we can all contribute, and that we can all count on. Now it’s time for 

policymakers, consumers, and stakeholders to join forces in time to make this future a reality in 

time to meet the challenges of serving a much larger population of Americans who will be 

living to advanced old age during the 21
st
 century. 
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Edited Transcript of Roundtable 

Panel 1: Growing Old in America: The Status Quo and an Alternative 
Vision  

Lincoln Smith, President and CEO, Altarum 

“Good morning. I’m Lincoln Smith, president and CEO of Altarum Institute, and I’m very 

pleased to welcome you to our Altarum Policy Roundtable, ’Advanced Old Age in America, 

What Can We Count On?’ 

“Altarum is a nonprofit health systems research organization with about 400 employees, and we 

work across a wide variety of domains and in a wide variety of technical areas: everything from 

public health surveillance and systems building to program evaluation, technical assistance, and 

strategic communications. In the health care arena, we conduct health services research and 

surveys, provide data analytics and business transformation services, and undertake projects 

spanning a wide range of IT adoption and research. Within the clinical research domain, we 

work in clinical data capture and analysis and clinical safety, as well as scientific 

communications related to research.  

“Beyond that, we go a bit off the beaten path and charter, with several million dollars of 

Institute resources each year, our own research that takes on key issues that we and our Board 

believe aren’t being adequately addressed within the normal marketplace for services like those 

we provide. We have four internally chartered research centers. One of them, the Center for 

Elder Care and Advanced Illness, is led by Dr. Joanne Lynn, who works in the area of health 

services reform for frail elders in terms of their care and support. Today we’re going to have a 

great roundtable on that topic. 

 “Before starting, one of my key jobs is to thank (and I sincerely do) our range of cosponsors 

that helped not only to put this roundtable together but with whom we work on an ongoing 

basis. These organizations include Grantmakers In Aging, Grantmakers In Health, LeadingAge, 

the National Coalition on Health Care, the National Consumer Voice for Quality Long-Term 

Care, the National Alliance for Caregiving, and OWL—The Voice of Midlife and Older 

Women. 

“Joanne and her team have assembled a terrific series of panels today: leading thinkers and 

leading doers in the field of the frail elderly. We have a Senator with us who has introduced a 

key piece of legislation on this topic, and we have community leaders that are actually 

delivering these kinds of supportive services at the community level. I’m especially pleased to 

report that we will not only frame issues that are key around this topic today, but we’ll actually 

talk about some promising solutions and some emerging successes. 

“Our moderator is Susan Dentzer. As you probably all know, she is a very well-known face and 

voice in health policy. She is a health policy analyst for ‘PBS NewsHour,’ a former editor of 
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the influential journal Health Affairs, and is currently serving as a senior health advisor at 

Robert Wood Johnson Foundation. 

“Leading us off this morning will be Sen. Johnny Isakson from Georgia. He and Sen. Warner 

have introduced a key piece of legislation, the Care Planning Act of 2013, and he’ll be talking 

about that with us. To his left is Elizabeth Falcone, senior health adviser for Sen. Warner. She 

will be also commenting on the Care Planning Act and other issues in this area. Shannon 

Brownlee is a well-known author and senior vice president at the Lown Institute, as well as 

senior fellow at the New America Foundation and an instructor at Dartmouth Institute. We also 

have Jennie Chin Hansen, chief executive officer at the American Geriatric Society. They’ll be 

focusing on framing the problem for us: growing old in America, the status quo, and an 

alternative vision.” 

Sen. Johnny Isakson (R-GA) 

“Thank you very much for allowing me to be here, and welcome this morning to a discussion 

on a very important topic. I am an American advancing in age myself. I’m a card-carrying Part 

A Medicare beneficiary, and I’ll show that card if anybody would like to see it. Along with my 

brother and sister, we cared for both of my parents in the latter stages of illness. I have a 99-

year-old father-in-law and a 98-year-old mother-in-law. So I’m going to have to plan a long 

time to take care of my wife; she’s got great genes. 

“In the Georgia legislature, I can tell you that we dealt [with end-of-life issues] for years 

[before] we finally brought about what were then called living wills—legal recognition of end-

of-life planning and care planning for the future. I’m really glad to be working with Mark 

Warner, who is an outstanding member of the United States Senate. Through his life 

experiences and my life experiences, we understand that times are changing, and now is the 

time to focus on health care planning for seniors in advanced age. 

“Interestingly enough, [here’s] a subject I’m not supposed to talk about but I want to talk about 

anyway: It’s a bill I’ve introduced with [Sen.] Ron Wyden on care coordination for seniors with 

more than one chronic disease. You know, most of the cost of Medicare today is embedded in 

hypertension and diabetes and related chronic illnesses, a lot of which [don’t receive the benefit 

of] coordinated care. [Yet we know that] many times coordinated care can make health care 

better and less expensive than when we have too many independent physicians treating 

independent chronic illnesses. So I’m glad to be working with both Ron Wyden from Oregon 

and Mark Warner from Virginia on what are, I think, two [related and] significant issues to help 

improve quality of life: health care planning and the delivery of health care services by trained 

professionals and physicians. 

“It’s so important, I think, to promote for individuals; to consider what they would want done as 

they advance in age; to consider the ramifications of the illnesses they have; and consult with 

their physicians, their nurses, and their family at a time they are of sound mind and are planning 

for the future. Rather than [waiting until they are] in a period of time where there is no 

[possible] communication and you have to guess what’s the best thing to do or, even worse, 

force your children and your grandchildren to make decisions they really shouldn’t be forced to 

make.” 
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During the question and answer session for the first panel, Sen. Isakson was asked whether the 

Care Planning Act could fuel concerns about “death panels.” He replied, “I’ve already been 

accused of that…. This has nothing to do with a death panel; this has to do with people making 

a sound decision with [appropriate] reimbursement of physicians and health care providers to 

be able to consult…about the ramifications of severe illness or disease or affliction or whatever 

it might be, [and to then allow patients and families to] make decisions for themselves at a time 

when they’re able to.” He further noted, “We have had nothing but great support and interest in 

this legislation since we started talking about it a year ago. We’ve done open panels like this 

before, and the subject hasn’t come up, and so that whole topic…is misguided.” 

Elizabeth Falcone, Senior Policy Advisor for Sen. Mark Warner (D-VA) 

“Good morning. My boss was very much hoping to be here, but unfortunately he did fall ill this 

morning. But as Sen. Isakson said, I think Sen. Warner and Sen. Isakson came at this both from 

a personal perspective and also as folks who hear from a lot of constituents [about these issues].  

“My boss often tells a story about his mother, who was diagnosed with Alzheimer’s and lived 

with it for 10 years. For 9 of those, she didn’t speak; and that’s important, because at the time, 

my boss was a very successful businessman, [and] he had gone to Harvard Law [and] was then 

the governor of the Commonwealth of Virginia. And yet with all of that background and with 

all of that knowledge, he had actually never had a conversation with his mother about how she 

wanted to live the rest of her life. And he struggled with his father and with his siblings about 

how they were going to care for her in a way that was [true to] the life that she wanted to live. 

He was…surprised by the challenges that he faced.  

“[As] governor, he took some of that [understanding] and started an organization called Senior 

Navigator in Virginia, which is a compilation of services and a place where people can go to 

learn about different [resources], both for the end of life and as one gets older. In the Senate, 

he’s seen that there are policy changes that need to be made to help practitioners, to help 

families, [and] to help caregivers do a better job of making sure that patients’ wishes are 

recommended [and followed]. So we worked on and introduced the Care Planning Act, which 

we think is a great step in the right direction. It certainly doesn’t solve all of the challenges and 

certainly doesn’t get at everything. [For example,] the bill that Sen. Isakson talked about on 

chronic care is [also] really important, and I know [it is] a great passion for Sen. Wyden as well.  

“But just to outline the Care Planning Act, we think about it in four different parts. First, it 

creates a reimbursable benefit under Medicare Part B for voluntary care planning for people 

with advanced illness. We define eligibility based on a broad definition of advanced illness. 

Unlike any other Medicare benefit that we know of, the bill uses a measure of frailty that’s 

unrelated to a specific diagnosis as one category of eligibility. An interdisciplinary team, 

including the patient and the family, [is charged with] develop[ing] a care plan rooted in the 

patient’s goals of care. The elements of this [care planning] process were derived from geriatric 

and palliative care best practices. 

“Second, we recognize that care planning is just the tip of the iceberg. There’s the actual 

process of implementing it. However, as you know, it’s difficult to figure out how we should 

pay appropriately for that. There are a lot of interesting models out there, and so what we do is 
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create a pilot program called advanced illness care coordination services. This pilot will help us 

think about [how to] provide wraparound care services to help implement the goals of care 

document, and it could include medication review and management, coordination of care, and 

in-home services.  

“Third, we do what we call shoring up the system. We don’t want to create plans that aren’t 

followed; we want to make sure that if somebody has a document and talks about their goals—

that they’re followed and recognized by everyone. And so we try to focus the patients and the 

providers on [whether prescribed] treatments are aligned with what the patient wants.” 

“Fourth, we create grants to create an infrastructure for developing and disseminating 

information about care planning, and this is both from the ground up at the patient level and at 

the regional level.  So different areas talk about it and discuss it in different ways, but also from 

the provider level down.  So we try to go from both areas.  And then finally we do a lot about 

studying the effects.”  

During the question and answer section for the first panel, Ms. Falcone was asked about the 

relationship of the Care Planning Act to other relevant federal law. She responded that while the 

“Patient Self-Determination Act [of 1990] was a really important piece” of law, “some of those 

goals are not actually being implemented on the ground.” Therefore, in order to strengthen the 

impact of patient choice and patient self-determination in end-of-life care, Falcone explained 

that “if someone has a document, and is able to articulate their wishes in terms of their care,” 

the bill as introduced is designed to prompt the health care system to “mak[e] sure 

that…documents are being asked for, placed in the medical record and used by the team of 

caregivers.” She added, “We include [Physician Orders for Life-Sustaining Treatment or 

POLST medical orders], because there is a growing use of [POLST orders], though there’s not 

a common definition [across states]. So we talk about [other forms of documentation of end-of-

life wishes] as determined by a state. We also say that [health care systems] can offer [patients 

an opportunity to create documents expressing end of life preferences] and…provide someone 

to help them work through that.” 

With regard to the right mix of end-of-life services, Ms. Falcone noted, “We want to let the 

system [figure this out, which is] why we have an advanced illness pilot project. When we first 

started working on this bill, we were planning to try to create a payment mechanism for what 

we call wraparound services, which my boss often refers to as ‘hospice-like.’ But when we 

started talking to people, they asked how we were going to reimburse [for different packages of 

services and different models of care]. When you go and talk throughout the country about the 

different programs that are happening, [we found] there were a lot of really different innovative 

programs, but they’re all being paid in different ways.” For example, she said, “there’s the AIM 

Program in San Francisco at Sutter. There’s a really interesting, innovative model called e-

Hospice in Michigan or e-Home…. Aetna has a really interesting, fully telephonic system with 

their private patients that has been incredibly successful. There isn’t a consensus yet about [the 

best way to provide wraparound end-of-life services], so what we want to do is build upon 

[what exists] and say, ‘Let’s figure out the best way; let’s figure out the best payment 

mechanisms. Let’s figure out the best wraparound services and then figure out how to pay for 

them.’” 
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In addition, the Care Planning Act has “grants to [build] an infrastructure for developing and 

disseminating information about care planning. This is both from the ground up at the patient 

level [and] also from the provider level down,” according to Falcone.  

Finally, Ms. Falcone noted that with regard to the relationship of the Care Planning Act to 

existing law, “there is a law that was put in place…in 1997 that prohibited federal funds from 

being used for assisted suicide, and that’s been law since 1997. We do reiterate that, because 

that is currently law. Certainly there are different decisions at state levels, but we’re creating a 

federal mechanism, and we’re really trying to [focus on] how we expressly have patients think 

about their wishes.” 

Shannon Brownlee, Senior Vice President, Lown Institute 

“It’s really wonderful to see many folks here that I know. I want to tell a story to make this 

[time of life] come alive…so I’m going to tell a very personal one about my mother, who’s 83 

years old, who fell and broke her pelvis. My mother lives on the big island of Hawaii, which is 

very rural; some of you have probably visited, and there’s a postcard that you can buy that’s all 

black on one side, and then you flip it over and it says, ‘The Big Island at Night.’ She’s about 

40 minutes from the nearest hospital, and the first I heard that she’d broken her pelvis was the 

ambulance, [which] had an automated call system that we’d set up for her, and so that’s how we 

found out. This is pretty tough, because her kids all live an ocean away.  

“My two brothers live on the West Coast. I live almost 6,000 miles away. As you can imagine, 

a broken pelvis is kind of a big deal for an 83-year-old, even an 83-year-old who takes almost 

no drugs and is in pretty good shape. And it’s quite incapacitating; many people can’t walk for 

several weeks, they need rehabilitation, and my mother was going to need round-the-clock care. 

So what was really crazy from 6,000 miles away was [that although] this is a pretty common 

fracture in the elderly, it was as if Medicare hadn’t really considered what you do with a person 

who needs a lot of help after they get out of the hospital, a person who’s going to be in pain and 

can’t really walk and take care of herself. It turns out she was caught in this weird catch-22, 

because her pelvis fracture was ‘nondisplaced,’ [which] meant the hospital couldn’t admit her; 

and if the hospital couldn’t admit her for 3 days, she couldn’t go to a skilled nursing facility. 

“So the hospital actually kept her for observation for 3 days and then released her into…what? 

She couldn’t go home [alone], obviously; so fortunately a friend took her in, with the bedside 

commode, the drugs, the whole bit, and cared for her for 3 days while one of my brothers 

scrambled to get a plane ticket and get there. So my brother gets there, carries her up the stairs 

to her apartment, and then the craziness continues, because there was this kind of parade of 

caregivers: the home health aide to help her get a shower, an occupational therapist, a physical 

therapist, and a nurse. Not one of them knew her medical records. In particular, not one of them 

knew that…the only drug that she had been taking was a benzodiazepine for helping her sleep, 

which is implicated in falls. [I found out she] was continuing to take it on top of [an] opiate that 

she was [newly prescribed], which to me sounded like another fall in the making.  

“This is emblematic of what [often] happens. Yeah, there are [professional] caregivers out 

there, but [their services are] not very well coordinated. I think her doctor knew that she had 

fallen, [but] he didn’t visit her in the hospital. She was outside his range of home visits, 40 
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minutes away, and so he didn’t coordinate what was going on. Nobody ordered a mini-mental 

status test, and when I finally asked for one, it turned out that she had significant memory 

deficits. I don’t know whether they were caused by the fall or if she had been doing a really 

great job of kind of keeping it together. 

“So we were in a bit of a pickle, and most worrisome [was what to do] once the caregivers 

[stopped coming]. She was clearly not going to be able to take care of herself [for a while]. Just 

try to find a home health aide on the Big Island of Hawaii for less than $25 an hour and less 

than a 4-hour minimum per day, which for a lot of families is a lot of money. In the end, we 

bought first-class tickets so that she could be in a seat that she could actually sit in for 5 hours 

and sent [her home with] one brother. And we feel we got off easy. 

“This tale is just one little tale. It happens [frequently], and it’s retold in communities around 

the country. For many older people with fewer financial resources or worse relationships than 

we had, outcomes are probably worse. 

“How many people are going to fall, not just on the bathroom floor but into a crevasse of 

suffering and lack of coordination and dysfunction? [Many will be] too sick to care for 

themselves—too incapacitated by injury, dementia, or frailty—but not sick enough to be in the 

hospital. And even among those who live with family members, how many are going to find 

themselves cycling in and out of the hospital for the inevitable calamities of aging, the upper 

respiratory illnesses, the bouts of incontinence that could be treated at home? If there were a 

[better care] system in place, we could do [home care more effectively], but instead, people end 

up going back and forth into the hospital. 

“How many [could stay at home]? The answer is a lot of us. Persons reaching age 65 have an 

average life expectancy of an additional 20 years for women and 17 years for men. So we’re 

going to be living into our 80s on average. And I used to think living into your 80s was dandy, 

until I started watching what my parents are doing in their 80s, and it doesn’t sound like much 

fun. 

“The baby boom bulge is now moving through the snake, so in 2026, we can anticipate a huge 

surge of elderly people 80 and over. By 2050, there will be three times as many older people in 

the U.S. age 80 and older than there are today. It’s all a little bit scary [when we look at] how 

are we doing in terms of taking care of this population [now]. It varies, according to the 

Dartmouth Atlas. During the 5-year period from 2001 to 2005, nearly a third of Medicare 

spending went towards the care of patients with severe, chronic illness in the last 2 years of life. 

But there was huge variation, from $75,000 in the highest regions to $30,000 in the lowest 

spending regions, and only 5% of that went towards home care. [Moreover,] increasingly, 

people are spending time in the [intensive care unit], so we’re going in the wrong direction.  

“In recent years, Medicare began to cover [more] non-hospital-based services, such as hospice 

and in-home care, in an effort to staunch the flow of money going towards hospitalizations. 

And the logic here was that if you made care available outside of the hospital, it would reduce 

hospitalization. It hasn’t worked out that way. Home health visits and long-term care spending 

are positively associated with hospital spending. Medicare didn’t save money by making these 

less expensive options available; it spent more, because time in the hospital has not been 
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displaced by time being cared for at home or in a skilled nursing facility or a long-term care 

facility. There’s only one new benefit that has reduced hospitalization, and only by a fraction of 

a day, and that’s hospice. I wonder if that’s partly because of Medicare’s own rules. My mother 

should have gone straight from the emergency room to a skilled nursing facility. 

“[In general, our health care] system is not set up to care for people in their homes; it’s set up 

for rescue care. We all know that. It’s set up to provide intensive, expensive, and highly 

technological rescue care. The alternative for people like my mother and so many like her is to 

be cared for by families, who often are already stretched to the breaking point. We caregivers 

are caught in a bind between trying to help our children start their lives and…at the same time 

trying to care for aging parents.  

“By the way, anybody who thinks that our family [was] caught in a bind of our own making—

because who leaves their mother to live by herself in Hawaii?—well, you don’t know my 

mother. She’s lived there for 60 years, and she was walking a mile a day until she fell, going to 

yoga and volunteering at the hospital in the birthing unit, doing newborn hearing screenings. 

And so we [were not] going to say, ‘Okay Mom, you’ve got to quit that and come live with one 

of us.’ 

“I believe that the gaps in [care] are not [due to] just a lack of money, because we have plenty 

of money in the health care system sloshing around. And it’s not too rapid an increase in the 

number of elderly, and it’s not just political gridlock or any of the other reasons that we tend to 

[cite to try to explain] our failure to improve the health care system. It’s [rather] a combination 

of those things and of denial, a failure to recognize our own mortality. It’s a failure of 

imagination. And those of us in a position to enact and implement changes in elder care have 

not wanted to think about our own aging and our own frailty and our own deaths or that of our 

parents. We [have] preferred to imagine that our lives would follow some fairy tale of ‘healthy, 

healthy, healthy, and [then suddenly] dead.’ I know that’s what my mother has been thinking. I 

know that that’s what I’ve been thinking. We haven’t spent the time imagining what we would 

want. We haven’t spent that time imagining what right care would look like, what that better 

world would look like. 

“Today I think we will hear a lot from people who have imagined that right world, that right 

care, that better world, and I hope we’ll hear about the incremental steps that need to be taken. 

And I hope we get to that place sooner than later, because I think, [some] years from now, I will 

be my mother, and I hope that [a better care and support] infrastructure is in place for all of us.” 

Jennie Chin Hansen, CEO, American Geriatrics Society 

“I really appreciate the invitation from Dr. Lynn and Anne Montgomery to be a part of this 

whole effort here. I thought I’d set the context—not so much the full story of living through the 

process of chronicity and frailty but…how those two worlds, of being a daughter coupled with 

the work that I did at the original [Program of All-Inclusive Care for the Elderly] program 

called On Lok in San Francisco, came together. I actually titled my comments, ‘Living in the 

Space in Between.’ [This is the period] that is really between ‘healthy, healthy, healthy’ [life 

and the] last part of palliative care. It’s this space in between that oftentimes is the most 

difficult.  
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“By way of background, [initially] both my parents were people who were living independently 

in Boston while I was in San Francisco. My father was my mother’s caregiver; my mother had 

very, very severe heart disease. For those of you who are medical individuals, she had Stage IV 

cardiac disease with mitral stenosis, and so she was very prone to difficult breathing and all. 

Then my father had a massive stroke, so he’s the one who ended up being incapacitated. I 

ended up bringing them out with me to San Francisco, [which] offered this program, On Lok, 

that was a fully capitated program on both the Medicare and the Medicaid side. [This meant 

that] the billing systems of really having to get various codes [for providing services as needs 

change] was not a factor. The ability to have conversations [about changing needs with 

providers] was kind of built into, frankly, the routine of day-to-day care and the relationships 

[that evolved] over time, because you don’t have these conversations as a one-coded visit. It’s 

about [establishing] trust.  

“The long and the short of it is, the capitated PACE program worked out well. I think about my 

parents, with both of their [complex] clinical conditions. My father also had 10 years of 

Parkinson’s disease. Yet neither one of them were ever hospitalized in the course of my 

mother’s illness. She survived for 3½ years, and my father survived for 5 years. And so it’s 

interesting that the goal of helping people stay in steady state is a possibility. My brother, who 

had Parkinson’s, also ended up using the PACE program. He had Parkinson’s for 15 years, and 

again, I think he went to the hospital once in the 7 years that he was with us. So it’s interesting 

to think [about programs that] imagine something different. 

“My prepared comments are in five areas. ‘Living in the Space in Between’ [is part of a life 

story in which we go] from higher functioning to greater vulnerability and frailty. Since most of 

us are going to be talking on the policy level, I’m trying to weave in five points [that reflect] 

both the voice of the person and the family.  

“The first is ‘my hopes and wishes coupled with what you know.’ Part of this framing is not 

just coming with what [the providers] know [but also] me [as a patient]: my hopes and wishes, 

[which] partner with your technical knowledge and your clinical expertise. And so, [one might 

say to a doctor], ‘My life is not all about medical care. I need and hope and trust that you’ll 

frame what’s important to me with what you know that I face, my sense of who I am, how I 

function, how I am able to think and process, and my various conditions and medications.’ Too 

often, we [providers] go right into the clinical issues; but when we’re talking about this stage of 

life, more than ever, a different framing has to occur in the process of looking to care for people 

in the truest sense. [It’s not just about] the best clinical care, not just the best transaction, but 

it’s about who I am [as a patient and a person. For example, Shannon’s] mother is a person who 

was a volunteer and walking a mile each day. She happened to then break her hip, [but] her hip 

does not define her.  

“Two…is ‘ready and get set,’ which is a [phrase that describes a] whole sense of preparation at 

various levels. As an individual, this [means] having a plan for living as well as a plan of care, 

as needs may change. This is something Dr. Joanne Lynn has advanced for a long, long time: 

having something that is not just [constructed for] that moment in time [but which also 

anticipates the possibility of an] acute episode. Eventually, [we are all] going to need a little 

more help; what that would be? And then [we need to develop the] ability to…do some internal 

scenario planning as well as some concrete planning. [For example, in the case of Shannon’s 
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mother], ‘If I did need help at home, and knowing that it’s $25 an hour, how do I deal with this 

on the island of Hawaii?’ 

“As a family, [it is critical to have] had these earlier and periodic discussions, so that there will 

be less chaos when an episode does occur. And I heard Sen. Sheldon Whitehouse recently 

discuss this at a Coalition for Transforming Advanced Care meeting. He told a story of a 

colleague he was working with in terms of doing some of this planning. He said, ‘You know, 

we all will have grief when we lose our loved ones, but it’s so much better to have unshadowed 

grief versus shadowed grief.’ The shadowed grief is what we oftentimes will term the huge, 

humongous stress that we go through and the post-traumatic stress syndrome [that can occur 

around death and dying of a loved one]. Sen. Whitehouse also talked about having a colleague 

who absolutely had her wishes in place, but then when the ambulance picked her up, it drove 

her to a different hospital than she [had made arrangements with] and all bets were off. So 

everything that she had so carefully planned for never got implemented. 

“Relative to the community, there [must] be a sense of the commons. There is something that’s 

interdependent about all of us, and…[there is a need to forge greater] cooperation. We can 

cooperate, even though we’re different players in the marketplace; there’s a way that we can 

figure out where our common good is and then how we’ll differentiate. A little bit later, you’ll 

be hearing from Dr. John Feather about many of the different projects that have been assembled 

in five particular communities that are practicing certain [types of cooperative care to try to 

achieve] best aging and well aging.  

“And lastly, [part of the story is] about our country and the fact that [with more planning and 

cooperation], there would be greater dignity, greater consistency, and [more efficient] 

preparation and an effective use of the resources that are available; because [in some] states, 

[certain programs and protocols are already in place, including] the POLST tool [that] has been 

discussed. And many places do have great community services that you’ll hear about…from the 

Administration for Community Living. Separately, there are other places that do great system 

care, like Gundersen in Wisconsin. And you’ll be hearing from Cincinnati: They have a whole 

community effort working with the aging services community along with Dr. Lynn, called 

North Star, which is trying to bring people in to start planning as a community in a much more 

collaborative way. 

“The third point that I have is relative to what I call ‘the tender and technical.’ [Providers need 

to know that from a patient perspective,] ‘tender’ means knowing that I wish for dignity and 

that I need the confidence and capacity to live my life through some of the challenges. Dr. Ira 

Byock of Dartmouth has written a wonderful book [about this] called The Best Possible Care. 

‘Technical’ [denotes] a workforce that is both ready and compassionate and which understands 

that [while] functional issues reign big, [patients want providers to understand that] ‘it’s not just 

my diabetes, it’s not just my heart disease, but it’s—can I do some things for myself? Can I get 

out of the house? Can I have a mobility plan for myself?’ Those are some of the things that are 

important. Not everybody frames things that way, but I think that those of us in geriatrics and 

palliative care really have a strong commitment to [this kind of care]. 

“[There is also the question of] how to deploy technology, now that we have more tools than we 

did—certainly more than 10 years ago—for [promoting] independence at home in different 
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ways. [There is the dilemma of] how to pay for this, which you’ll be hearing about from Joe 

Antos. Measurement of quality is another thing, because the way quality is [usually] measured 

is really not [tailored to] this population, and so new measures really will have to come about. 

There is great [quality measurement] work that’s starting to happen on what’s called multiple 

chronic conditions, but [what we need] goes beyond that. It’s quality of living. I recently found 

when I was on a [National Quality Forum] committee that one of the measures that I’d never 

heard of before …[was not] about…days in the hospital. Psychiatric measurement is [about] 

days in the community, which I thought was fabulous, because it [highlights] the ability to keep 

people…[in a] steady state, just like my parents were able to stay in the community regardless 

of the severity of their conditions. 

I’ll quickly go to the fourth [element], which is ‘flow and go.’ So, a [patient might] say, ‘I hope 

you will know and coordinate [services] so that I’ll have an ease of flow and the confidence and 

capacity to [cope with changes using] a care plan over time…[rather than asking]…my children 

[to make decisions for me].’ To have the system be ready…requires having professionals work 

to the top of their skill, which is another challenging and sometimes contentious issue. [In this 

regard,] I’m really pleased to say that I recently met some physicians in the U.K. who openly 

acknowledged, ‘What I was taught 20–25 years ago were things that only I was able to do at the 

time. But I see now there are other people who can do many of the things I used to do, and I 

now need to do other things that really use my time and resources [better].’ 

“The last [aspect of ‘flow and go’] is thinking about the studies that have been done. [It’s true 

that] there’s lots of money sloshing in the system, [as documented] empirically in the Institute 

of Medicine report, Best Care at Lower Cost, that came out in September 2012…. We do have 

[economic] resources. So [the challenges are] not just additive; it is frankly a redeployment 

[that is necessary], which we know intellectually sounds good, but which is of course very hard 

to do. But…there is money. And the PACE program that I alluded to—this is something I don’t 

do now in my current role, but this was a place that we would say [was like] the old ‘Cheers’ 

bar, where everybody knows your name. [The key is] you’re known: your interests, your 

personality quirks, your preferences from what snacks you like to how you’d like to be 

addressed and called. All this is part of the dignity of a person.  

“My final point is about having the ‘troops and tools’ ready to go. This means [having 

advocates] from a family, from the community, [from the medical and social work] professions, 

a prepared workforce that knows and really appreciates the fact that this population [of 

individuals of advanced age] is just not middle-aged adults with more conditions. There are 

some different frames [needed]. Just as we think about pediatrics, we [need to] think about frail 

populations [differently]. There are certain things that happen to them more or perhaps 

uniquely, whether it’s delirium, depression, or dementia. If the fastest growing population is 85 

and older, half of us will actually develop dementia or Alzheimer’s disease. This is something 

that’s unique and [requires] a different knowledge and competency [in order] to be ready. [We 

will be increasingly called on to] work as teams, including handing off [tasks] and not feeling 

that ‘this is my territory and nobody else does this.’ We should be flipping [the question] to say, 

‘What competency is needed?’[For example,] physicians can learn about depression, [and so 

can] nurses, social workers, and physician assistants. 
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“And finally…I looked up some of the old songs of Bob Dylan and Pete Seeger. Pete Seeger 

wrote “Turn, Turn, Turn.” The only line I’ll quote is ‘To everything, there is a season.’ [It 

reminds us that] there is a season when we are functioning well, then we have the gray space in 

between, and…then that last stage requiring palliative care and hospice. It’s a journey that all of 

us individually and our family members take. When we’re living in the challenging parts of 

both life and dying, it’s not our party affiliation that counts when it becomes tough. I think [all 

of us] would like it if we could feel a sense of confidence and trust in what’s going to happen to 

us.” 

Asked during the question and answer session about possibilities for development of more 

coordinated care in Medicare’s fee-for-service system, Ms. Hansen noted, “There are probably 

two things that I know the American Geriatrics Society has worked on with other societies. It’s 

not directly on-call palliative care, but it’s [a] transitions of care code [that can be used] to talk 

about [how] to coordinate care…. There’s a second piece of work in play right now that we’re 

helping to help lead and coordinate, and that is a coordination of care code, which allows 

physicians and nurse practitioners and PAs to do some billing relative to complex care. Right 

now, it’s up for open discussion with CMS. It is a vehicle in a small way,” which could allow 

billing of varying “discrete services” that are grouped in a code for complex care. While 

admitting that it is a challenging undertaking, Ms. Hansen suggested that it is important work, 

since “otherwise you’re going to have a whole bunch of codes.” 

Panel 2: Current Policy Plans and Proposals: Building Blocks for 
Improving Services for Frail Elderly People 

Joseph Antos, American Enterprise Institute 

“I thought, to start the discussion off, it would be useful to talk a little bit about how we finance 

long-term care services and supports today…at least as generated by the Congressional Budget 

Office [or CBO].” 

Presentation slides: “Financing Services for Frail Elderly People” 

“The first slide makes the very important point that although paid care, formal care, institutional 

care, [and] community-based care [is] very important…the majority of long-term care services 

are provided through family and friends, through unpaid services. This illustrates one of the 

many challenges of financing long-term care. 

“As we look forward, we see that it’s an aging society [and that] baby boomers didn’t have as 

many kids as their parents did, and so there’s going to be, in essence, a labor supply problem 

out there. That’s true. But those plans that somehow [assume] we’re going to generate more 

money…to pay for more services kind of miss the point that, mostly, we don’t pay for those 

services. Mostly, people want to take care of their own, because they know that they can deal 

with the preferences and needs better, if only because they know their relatives better than 

anybody else. And if you generate more money, you still have to generate more people, and 

we’re not doing that. So I think it’s a real challenge…in terms of financing, but it’s also a real 

challenge in terms of delivery of necessary services. 

http://altarum.org/sites/default/files/uploaded-related-files/09-26-13%20Antos%20Altarum%20LTC.pdf
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“The second slide gives you…a little more idea about where the money comes from [and tries] 

to deal with…a statistical problem that can’t be dealt with very well, which is that Medicare 

does not, at least officially, cover long-term care. Medicare covers post-acute care; however, as 

someone on the first panel observed, there’s a lot of cycling in and out of hospitals and some of 

that cycling is driven not just by the needs of the patient, but also by the needs of the payers to 

avoid paying something. So…it really is a difficult problem to interpret…. How do you treat 

Medicare spending? CBO chose to count all of the post-acute care services as long-term care 

services. And some part of that is undoubtedly correct, but much of it I don’t think I would 

classify that way. 

“Nonetheless, Medicaid is clearly the big payer in this system, and you can see in this chart that 

the bulk of the money goes to institutional care. It’s interesting to see that out-of-pocket 

spending by families is largely for institutional care. There are two reasons for that. The reason 

CBO gives…is that most people don’t have long-term care insurance. However, the other 

reason is that the informal care that people give is a little hard to measure [in terms of] what 

that’s worth. 

“Just in terms of the growth rates of Medicaid spending for long-term care services and 

supports, CBO says that over the next 10 years, Medicaid spending—again, just for long-term 

care—will grow on average 5.5% a year. That’s faster than GDP, even in a good year. What 

about Medicare? [CBO is] saying that Medicare post-acute care services are going to grow at 

6.5% a year. Those are pretty scary numbers, not just over the long term but over the short term 

as well. 

“Then the next slide looks forward, and it’s really not a very good picture. CBO did a little 

analysis assuming something about how prevalent the need for long-term care services will be 

out in the future. So this is basically a demographic analysis; and according to their relatively 

crude estimate, if the current incidence of need for services essentially remains the same, as it is 

today—that is to say, on an age and sex basis—what we’ll see is that long-term care services 

and supports will increase from about 1.3% of GDP, in terms of paid services…to 3%, even 

under the perhaps unrealistic assumption there will be a lower prevalence [of disability]. We’re 

still going to see…practically a doubling of real resources going into this area. 

“And then finally, the last chart reminds us of what we all know. It says that in the good old 

days, before the last recession, everything was looking pretty good in terms of the budget, in 

terms of national debt. Then we had a sharp recession, and we haven’t turned it around; and in 

fact, a reasonable guess is that we’re not going to turn it around any time soon. So the message 

there is that the budget, [as well as] the political process, is not ready for new programs, not 

ready for expanding Medicare’s responsibility in this area, [and] certainly not ready to take a 

broader view of health care financing. Health reform did not address long-term care services; 

health reform focused exclusively on expanding access to acute care medical insurance for 

people—an important goal, no question about it. But we have continued to overlook (probably 

because we don’t have an easy solution) the financial aspects and the delivery system aspects of 

coordinating medical services and long-term care services.” 

Asked why the majority of eligible Americans have declined to purchase private long-term care 

insurance, Mr. Antos said, “One of the many reasons that people don’t buy long-term care 
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insurance, as opposed to health insurance, [is that] there’s a huge difference here. With health 

insurance, what you’re buying is something that you really expect to use, you or your family 

expects to use in the short term. Furthermore, the services that that insurance helps to pay for, 

you’re pretty sure, are going to make you feel better. In other words, there’s a light at the end 

of, for most people, a very short tunnel; whereas with long-term care insurance, the likelihood 

that you’re going to need benefits of that sort is not very immediate. It’s not very clear that it 

will happen. At least…most people don’t think it’ll happen. And I think, psychologically, the 

view is that if you do get in that situation, your life is essentially over. So why pay for that? 

People don’t have a good perspective on how they’re really going to feel when they get in that 

situation, but from the standpoint of a 35-year-old, it’s ‘I’ve got a lot of other things to spend 

money on.’ And the nature of long-term care insurance, much like the nature of investing in a 

retirement plan, is that you have to put the money in gradually over time. The difference is that 

in a retirement plan, what comes out of it, you feel, is positive; whereas, I think, for most 

people, what comes out of long-term care insurance is really something they’d like to avoid.” 

Responding to a query during the question and answer session for panel 2, Mr. Antos 

acknowledged that the cost of private long-term care insurance has risen steeply for some 

policyholders. “Obviously, what’s happened is that the insurance pools that [some are] in 

become more and more tilted towards people who are either actively using services or are on 

the verge of using services,” he said. “And so the insurers, to keep that pool going, have to raise 

the premiums. That’s another problem: You’re making a bet. Everybody—the people who are 

buying insurance and the insurers are making a bet on what costs will be 20 or 30 years out…. 

There have been all sorts of schemes on how to make long-term care insurance look more 

attractive. For example, the one that seems most plausible to me is a life annuity—in essence, 

retirement plan with long-term care insurance. But it’s really putting lipstick on that pig, 

frankly.” 

Mr. Antos concluded, “I think the tenor of what we heard so far this morning is much more 

[focused on] how we use the resources rather than what the dollar value of it is. We’ve got an 

awful lot of money in the medical sector.” Mr. Antos concurred that there are some possible 

ways forward in expansion of coordinated care models, but “I agree with John [Rother] that an 

idealistic view of a patient-centered medical home, where maybe the word ‘medical’ isn’t so 

emphasized, would be possibly a goal or at least a philosophy. But we’re very far from that.” 

John Rother, National Coalition on Health Care  

“I’m going to talk about ‘How do we get movement forward, given all the constraints that we 

face?’ But the first question [to explore] is a deeper question, which is ‘What is it that we want? 

What is it that you want for your family should someone become, as we hope, [a person who 

reaches] advanced old age and frailty?’ Most people want pretty much the same thing. They 

want to be at home; they want to be cared for by family or friends in their community; and they 

don’t want to be institutionalized, whether it’s a hospital or a nursing home.  

“So this sets up, to me, the three paradoxes of long-term care that we’re dealing with; and the 

first is, we’re a country that spends more money than anyone else in the world on health care, 

and yet we say we can’t afford long-term care. Obviously, there’s money in the system. There’s 

more money in the system than we actually need if we could reallocate it in a more appropriate 
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way. So that’s paradox #1. Paradox #2 is, we are living longer, but we’re also frail longer; and 

if we can resolve that to extend healthy and functional life along with our growing longevity, 

then we’d make a real major contribution to this problem. And paradox #3 is insurance. [Long-

term care services] should be an insurable event. That’s what insurance is for: to protect you 

from a major risk factor in your life. And yet private insurance has failed. I think there’s no 

future for private insurance, and I think that there are things that we can think about in terms of 

our existing public insurance programs, but we need to think about insurance as a way of 

dealing with this, because there’s no other affordable way to go about it.  

“Let’s talk about the nature of the problem. Is long-term care a health problem to be addressed 

by our medical care system? Not really. To me, it’s more of a disability issue; it’s more about 

daily life and people who are limited in their ability to function [and who] need support the 

same way someone who’s disabled does, so they need cash. Now, not everybody can do that 

well, because we do have many dementia patients; but nonetheless, I think it’s primarily 

disability, and we should think of it in those terms, even though where the money can come 

from is our health care system.  

“So, what do we do with all this? The [working] title of our session is ‘Step-by-Step 

Approaches.’ I don’t think we’re going to have one big long-term care initiative that’s going to 

solve the problem for everybody. I think, instead, we need to think about more modest, step-by-

step approaches. We’ve already taken a couple of those. Health reform, the Affordable Care 

Act, did two very important things. First of all, it’s promoting the patient-centered medical 

home [model] and rewarding that team of providers, which includes nurses and social workers 

as well as a doctor, for good outcomes. People who are frail and need long-term care are going 

to be a major part of that caseload. [These teams are] going to find that they are going to be 

involved in supporting quality of life for their enrollees. [The needs of the] people they serve 

[will] blur the line between what’s reimbursable and what isn’t, because what’s [increasingly 

going to be] reimbursable is basically an incentive system based on outcomes, or at least we’re 

moving in that direction. That’s a positive direction; we should support that. There’s a lot of 

potential there.  

“Another potential in the Affordable Care Act is [the] same idea of supporting [more models 

of] care coordination and rewarding [this]. If anyone needs care coordination, it’s this 

population [of individuals in advanced old age]. They are suffering usually from multiple 

chronic conditions, and they often see a wide range of clinicians. I think, in New York City, 

people who are 65 and over see an average of 16…different doctors a year. If there’s a need for 

coordination, it’s this population. And again, if we can better coordinate and reward based on 

outcomes and quality, then there is money there to be used to support quality of life. So those 

two things, I think, are very positive. I think we have good examples. [The San Francisco 

PACE program] On Lok is certainly the model for good post-acute care and shared savings 

among acute and post-acute [care and] can free up the resources.  

“So those are two steps that we should be actively promoting that are in current law. Now I 

would propose four more: 

“1. We should be thinking about liberalizing disability for people [who are] pre-Social Security, 

because again, this is, I think, ultimately a disability issue. Maybe we should have a system of 
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additional cash payments for people who are disabled and Social Security beneficiaries. I think 

we need to free up our thinking a little bit about what is the function of disability insurance 

when it comes to this population, because everything we know is that people not only want to 

be independent and therefore [to] have the means to be independent, but when we make cash 

available to them, they make arrangements that are much less expensive than if we were to try 

to pay for it through a third-party system.  

“Although we typically think of this whole problem in terms of people in their late 80s and 90s 

and frail elders, there are a lot of people who need long-term care supports who are younger. 

And they have to be part of this conversation, and they have a different view of what they want 

and what their needs are. We need to keep that in mind, because they want to be in charge of 

their own lives, as I think most of us would. They want to be able to direct their own care and 

hire and fire whoever their caregivers are. And they’re the ones who have been leading the push 

for this more disability approach, which I think is ultimately what we would all want. 

“2. Where it’s been tried, Cash and Counseling, [a model in which following assessment and 

development of a care plan, cash payments are made to a beneficiary in lieu of services,] has 

been very successful, very cost efficient, and it’s what people want. So we ought to be thinking 

like that. Let’s expand Cash and Counseling and make it the standard way of supporting people 

who are frail. Not everyone can do it, but it should be, I think, the standard. 

“3. By the way, why do people need long-term care? Three medical conditions are dominant. 

One is dementia; two is incontinence; and three is broken hips, [which result in limitations in] 

mobility. So that’s why [many are] institutionalized. [But] there are things we can do about 

those three diagnoses to limit them [and] to prevent them. We could be much more aggressive 

in supporting a research agenda that’s targeted at those conditions. I think we are making some 

slow progress…on dementia [and] maybe more progress on incontinence and broken hips. But 

we’ve got to do something [more] to prevent [these conditions].  

“4. Finally, the last step is, we ought to be thinking about the standard benefit in the Affordable 

Care Act…. Thank God it’s more adequate than most insurance has been in the past, but…we 

could be thinking about it in even a broader sense [in order] to encompass some of the related 

services that are needed for people who are frail and in need of long-term care services. I don’t 

think we’re going to be talking about a brand new long-term care insurance program, but I do 

think insurance is the right framework to think about this; and I think there are some steps that 

we should be focused on that can make a big difference in the lives of ourselves, our children, 

and our grandchildren.” 

During the panel’s question and answer session, Mr. Rother was asked whether the public 

sector has a responsibility to actively promote more widespread purchase of private long-term 

care insurance. He responded, “I think there are many valid reasons why private insurance is 

not a particularly suitable approach here, primarily because who knows what the world is going 

to look like 20 years from now? And who knows what your [economic] situation is [going to 

be] or who knows what the medical situation is [going to be? Moreover,] the insurer has to bet 

on [a good] return on your premiums, and you have to bet that you can continue to pay those 

premiums, no matter how much the insurer hikes them while you’re trapped in a policy…. The 
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reason there isn’t more public education [is that] it’s hard to talk about a problem unless you 

have a solution at the same time.” 

Echoing Ms. Brownlee and Ms. Hansen, Mr. Rother concluded that a primary reason for lack of 

forward movement on long-term care policy solutions over the last several decades is “denial. I 

think we’re basically in denial about this whole problem, and that’s relevant to people buying 

private insurance, but it’s also relevant to public policy.” He also observed, “Going back to, I 

think, the very first statement, that 80% of services are voluntary within the family, the problem 

is, those [family caregivers] are paying a huge price. Oftentimes, they’re forced to quit their 

job; they’re forced to face stress. They have much higher health care expenses themselves as a 

result. One way to reduce those costs is to focus on the caregiver and give them more support.” 

Overall, Mr. Rother said, “I’m making an argument for spending more…both through the 

formal system and through support for caregivers, because I think the alternative is, we’re going 

to get washed away with the need that we’d otherwise be faced with.” 

Panel 3: Community-Level Changes That Promote Living Well in 
Advanced Old Age  

Mary Clare (Mimi) Toomey, Administration for Community Living  

“I started in this field at the ground level…in a local community-based organization outside of 

Chicago. Having this conversation [today] is the same conversation we had 25 years ago, but I 

think we have the opportunity now [to make gains], and it’s exciting. We just need to not 

always talk to ourselves; we need to also talk to the medical community. [Conversely, we also] 

have to look outside clinical walls and traditional medicine. 

“We’ve talked a lot about health care costs and the cost of older individuals; can we also talk 

about their value? At the Administration for Community Living, we work with about 500,000 

volunteers who are all older adults. So I want to add the context that while [older people are] 

expensive and complex, they also bring value to all of our work and to all of our lives.  

“There’s a general conversation that we’re having around social determinants of health. At 

HHS, we’ve been doing a lot of work around hospital readmissions and reducing 30-day 

readmissions, and we’re finding what we’ve known all along: that it’s really not the medical 

condition that brings people back to the hospital. You can have a perfect care plan, a perfect 

discharge plan that maybe even includes the family member, only to find out [later] that the 

person has no food in their refrigerator and they don’t have a ride back to the follow-up 

physician. We know that half of the people that are readmitted to the hospital didn’t go see their 

primary care doctor post-hospitalization. There are things [like this] that we know [how to 

improve], but we just need to get it out to the general public for greater understanding.  

“We also know there are some really good evidence-based chronic disease self-management 

programs out there. We need to get the actuaries to understand that their value lies in 

prevention. How do we do that, and [how do we] think about ways to measure that value? Some 

of the things we’ve learned through the ACL work around hospital readmissions [is that] among 

8,000 [individuals] discharge[d], they required about 15,000 different types of long-term 
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services and supports, from nutrition to chronic disease management to transportation, 

medication reconciliation, etc. [There are] huge, huge issues out there [that were identified] 

because of ACL and…local community-based workers or coaches [who] understood how to ask 

questions [and how to] follow up. Care transition models are very good, but you have to go 

beyond that. [You have to ask patients who say,] ‘Yes, I know I have to go to my primary care 

physician,’ a second question: ‘How are you going to get there?’ This is really critical stuff.  

“We also know that there’s an opportunity through health care reform to think [more] about 

community-based organizations. They are really wonderful, they know what they do, and they 

need to stick to what they know what they do, but they also speak a very different language 

[from] the health care community. We need to bridge that gap. 

“We [also] need to figure out what [community-based organizations] need to do differently to 

be able to play in an arena [of expanding managed care and coordinated care models]. In this 

regard, we’ve been doing a lot of work at ACL around business acumen. [For example, we ask,] 

‘How do you price your services?’ 

“We don’t want these new models of care to come out and build in their own [separate] 

services, because we pretty much feel that…the people in the community trust [ACL and 

community-based organizations]. We know what we’re doing; we’re pretty good at what we do. 

We just need to figure out how to convey that. Is it through a shared-savings model? Do we 

play? Do we want to play? [But] we have to understand that we’ve got to take the risk. We are 

not just grant-based organizations [anymore]; we need to figure out how we do we really build 

our business case. We’ve been doing a lot of work…across the country with community-based 

organizations to figure out how they do cost modeling…. What lawyers do [they] need to have 

on board? What is their [financial] risk [and their] shared risk? 

“There are many opportunities here. We can talk about rebalancing the long-term services and 

supports system itself. We know through AARP’s scorecard [publication] that there are only 

seven states that spend over 50% [of their long-term care dollars] on the [home- and 

community-based services] side. And we also have to think about quality. Something we’ve 

been talking a lot about at ACL is ‘What are the [best] quality measures for community-based 

services and HCBS [or home- and community-based] services?’ We’ve got a lot of measures 

out there, but they’re very clinical, so we need to think about community measures. 

“[Concerning] support for family caregivers, we’ve heard…that 85% of LTSS [or long-term 

supports and services] spending is [attributable to the labor of] family caregivers. How do we 

help those family caregivers out? In hospitalizations, more and more families are being given 

very detailed instructions on how to do the follow-up care for a family member. Again, I’ll 

bring up a [recent] AARP report that they did with United Hospital [Fund, which found that 

for] about 40–50% of people going home from the hospital, family caregivers are doing [most 

of the] complex nursing care. [Yet] they do not have the training that they need to do this, 

which includes wound care…and this raises the risk of rehospitalizations and infections. So 

how do we help and support family caregivers? And then there are those like myself: I don’t 

have children. I’m not going to have anyone to take me to my mammogram when I’m older, so 

I’m going to be relying on family, friends, and neighbors. [This suggests that] another area we 
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should focus on is person-centered care teams that involve not only the clinical side but also the 

[community-based] long-term services and supports.” 

Asked during the question and answer session about ACL’s No Wrong Door System, Ms. 

Toomey commented, “That one-door…single entry point is something we’ve been putting a lot 

of energy and resources into through Aging and Disability Resource Centers. [This system] is 

very inclusive of disability groups, aging groups, mental health groups, the faith communities. 

We’re working on some training modules that will be open to all, not just those particular aging 

and disability centers…. I think one of the reasons the Administration for Community Living 

was created was so we could look at [questions such as] ‘What are the policy levers that we 

could use to really create this No Wrong Door System? What’s going on in the disability 

community that the aging community can learn from, and vice versa?’” 

Ms. Toomey called for another roundtable to focus on the role of durable medical equipment in 

long-term care and technology generally. “Again, the Administration for Community Living is 

really looking to build out what we can potentially do,” she said, “in terms of systems, in terms 

of integration, in terms of [the] Olmstead [Supreme Court decision] and quality.” 

John Feather, Grantmakers In Aging 

“We’ve been focusing today on the national level, and some of these issues can seem (and 

actually are) overwhelming. They can also be very depressing. But I think there are really 

encouraging signs at the community level that we are making progress, sometimes in spite of 

the system that we have in place. 

“[In this regard,] I want to talk briefly about the Age-Friendly Communities movement, which 

is pervasive throughout the United States and is growing throughout the world. The important 

thing about this movement is, it’s not a national system; it is a community-by-community set of 

projects. At Grantmakers In Aging, we are very proud that we have a part in this through a 

project called Community Agenda, which is funded by the Pfizer Foundation. There are many, 

many other projects like this around the country.  

“I think we’ve learned several things about this movement that are important as we think about 

what a non-top-down solution to [long-term care is]: what a community can do on its own to 

move forward. And that is that these projects bring in completely different partners. [This 

approach] does not [focus only on] the traditional aging services network but brings in political 

and civic leadership, zoners and planners, regional transportation folks, builders, and other 

people who do housing and refurbishment of housing. It also brings in philanthropy in a 

different way than we have traditionally seen.  

“[Usually] it’s a very difficult argument to go to a small community foundation and say, ‘You 

should be involved in aging.’ Aging is an overwhelming set of issues for a group that…doesn’t 

have expertise, doesn’t work in this area. But [many organizations] already work in 

transportation; they already work in housing; they already work in community services. So we 

can go and say, ‘Let’s try to improve [things] for all people in your community; and by the way, 

that will also help folks who are aging as well.’  
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“There’s no single model. There’s a lot of appropriate emphasis on empirical results, on 

national models that we can take to scale, and so on, but there is no one way of doing this. [For 

example], a community garden is not a solution to elderly hunger, but it might get the attention 

of your mayor, because they get to do a press conference at the community garden. And if it 

empowers people in neighborhoods that have very few resources to come together, if it 

provides a place where people can interact with each other, those are all positive things at the 

community level that can be very powerful if they’re pulled together.  

“Because there’s no single way of doing this, that can be frustrating to folks who look at 

national level programming and ask, ‘How can we aggregate this across communities?’ [The 

answer] is, there are things that we can learn from models [that try out a range of interventions], 

but we can’t do one project that will look at them all. 

“Many of you may be familiar with the Village [to Village] Network. Villages are a particularly 

interesting model here. They are by far the fastest growing of these models of community-based 

Age-Friendly Community projects. It’s basically a ‘neighbors helping neighbors’ model with a 

little bit more organization. It’s not funded basically by any one [organization]. People [living 

in the villages] pay into it at a fairly modest rate. Philanthropy has been involved in trying to 

help start these models throughout the country, and they do not rely on federal or state funding, 

[since,] for the most part, [these are] nonreimbursable services. But really, [Villages are] trying 

to get at…the frustration that many people have felt and the kind of discussion we’ve had 

today, [where we’re asking and being asked,] ‘So what are we supposed to do?’ I would suggest 

that the answer has been, ‘Let’s get started; let’s get started in our neighborhood; let’s get 

started in our community; let’s see what we can do in terms of helping one another and 

identifying people in our community who need help that are not being reached.’ I think this is a 

really powerful notion, even if it does not solve [all of] the problems. 

“In fact, we are starting to work a great deal with the planning community in general, who 

speak a different language. They have different incentives. They work for different folks than 

we normally do and also with architecture schools who have not ever thought about this as an 

issue that they would ever have any interest in. But as they get involved in it, they see that there 

are really critical issues that they can bring a tremendous amount to. But I think we have to be 

able to start that engagement and work with those folks and learn to speak the language that 

they speak, because if you can make zoning changes and planning changes, you can actually 

change the local situation in a way that makes a difference over decades. 

“You want to bring together community leaders. It’s not just the political leadership. There are 

folks in every community who can pick up the phone and call anyone in the community and 

say, ‘We’re having a meeting addressing this issue,’ and people will come. Those are very often 

people who come from a religious leadership background, and so they have to be involved, as 

well as all the other civic groups that we sometimes don’t pay very much attention to and sort 

of make fun of sometimes. But the Kiwanis and the Rotaries and [similar organizations] are 

very important in terms of pulling all these things together. 

“It’s not going to be a national solution, but I think we need to pay attention and give resources 

to the folks who are trying to do programs at this level. People are moving in this area. So I 

hope that as we ask the question, ‘What can we count on?’—the title of our roundtable today—I 
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think one of the things [we should take away] is that we will be able to count on our 

communities. Because more and more people are understanding that we cannot look [only] to 

the federal government or state government for the solutions to these problems. Whether you 

believe that politically or not, I think it is probably not as important as figuring out a way to go 

about this. 

“When it works, it’s when you get the folks that you’ve never talked to ever together and start 

working on specific issues, particularly in terms of political leadership locally. If you don’t 

have that, it’s not going to work. And I think the other thing is that if we don’t think about 

[aging] as a community-wide kind of issue—it’s not just a health care issue; it’s not an aging 

issue—[frictions and fissures will develop]. We already have people talking about the fight 

between the ‘gray and the brown,’ and are we old people taking away money from lower-

income minority children? If that’s the way that a debate gets focused, we’re all done for. So 

we have to make sure that this is really seen as a community-wide thing; it has to work across 

the community. And each community is going to have to figure…out for itself, to some degree, 

how that works. 

“I will end with a plea for one last federal effort, and that is, we’re overdue for a White House 

Conference on Aging. It sure would be nice if we could bring together the resources that all of 

us have to bear on this issue and really focus on how are we going to provide continuing care in 

our communities for folks as they age. And I think that’s something [where] we really are 

counting on our political leaders to pull together and lead us.” 

Suzanne Burke, Council on Aging of Southwestern Ohio 

 “I’m the CEO for the Council on Aging of Southwestern Ohio. We are an Area Agency on 

Aging, one of 12 in Ohio, and I’d just like to give you kind of a state big-picture view first. The 

aging network in Ohio is very strong. Despite a 50% increase in the 85+ population over the 

last 15 years, we have reduced the use of nursing homes by older people by 11%. We have been 

instrumental in assisting with the rebalancing [of long-term care services] in Ohio. When [we 

look at] Medicaid, two-thirds of nursing home residents in Ohio are on Medicaid. But only 10% 

[are receiving home- and community-based services] in the community.  

“I’m very thankful and blessed, I think, when I look at aging initiatives around the country to be 

in Ohio, and particularly to be in southwest Ohio. In southwest Ohio, we have property tax 

levies that have been voted on by the public that support home- and community-based services 

for seniors. Our Area Agency on Aging [serves] a five-county area, and all five have property 

tax levies for seniors. In four of the counties, we manage those resources for the Board of 

County Commissioners. A question was asked earlier: ‘What about the poor?’ Medicaid 

covers...the poorest of the poor. [Our] property tax levies support those individuals who are not 

Medicaid eligible or who are not nursing home level of care. They are likely one step away 

[from Medicaid], either one financial crisis or one health care crisis away, because generally 

about 80% are below 200% of poverty. In terms of volume…our levy support enables us to 

provide home- and community-based services for that population. 

“We manage 17,000 individuals in our region who are getting home- and community-based 

services through those programs. That compares to about 3,000 that we’re managing for 
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Medicaid. So all told, we have our hands on 20,000 frail seniors doing care plans and care 

management and arranging the services they need to remain independent and home, which is 

the mission of our organization. In Hamilton County, which is Cincinnati, last fall, the levy was 

on the ballot. These are 5-year levies. Seventy-five percent of voters supported a property tax 

for themselves to support seniors staying in their homes. And we’ve had that kind of support 

from voters in every county where we’ve put this on the ballot. We’re very proud of that. 

We’ve been successful.  

“In our four counties that we manage, [the levy support] represents around $43 million being 

dedicated to seniors, which we’re very fortunate to have. I think the opportunities for us now 

[have expanded]: We have this tremendous infrastructure of serving frail seniors in southwest 

Ohio. And we also have the opportunity, as everyone here has discussed, to do a much better 

job integrating [these services] with health care. We are poised to do that in southwest Ohio. In 

the health care world, we are a Beacon site, an Aligning Forces for Quality site, a Primary Care 

Initiative site, and a [Community Care Transitions Project or] CCTP site. And recently, we 

kicked off a program that we call Project North Star, with the vision of building a seamless 

system of care for the frail elderly by bringing all of these community partners together.  

“We are also very fortunate to have an organization called the Greater Cincinnati Health 

Council. It’s a convening point for the health care institutions in southwest Ohio and 

particularly Cincinnati. While [health care] is a very competitive field, [the Council is] able to 

bring hospital systems and health care systems together to talk about to how to improve quality 

and service delivery. They’re a great convener. It was through our effort at the Council on 

Aging and the Greater Cincinnati Health Council that we were able to come together [to 

prepare] our CCTP community care transitions application. We’re really excited about 

opportunities to work with one another and to change the landscape and discussions as to how 

we serve seniors.  

“I’m going to give an example of a client that I went out to see [recently]. We call them clients, 

and health care [providers] call them patients. [An interesting] realization struck me when I was 

out with one of our care managers to visit this prospective client, who had [an extensive health 

care] history. When she crosses her doctor’s threshold, she presents well; she’s very articulate. 

She would appear to just have some health issues: chronic respiratory problems and the like. 

But when we went out to her home, we [found that we] could not actually go into her home; we 

had to do our assessment on her patio, because her house had been condemned. You needed a 

respirator [to] go into the house, according to the health department. She brought her medicines 

out for us to look at, [and unless the housing situation is addressed,] she will…probably be back 

to her physician soon with another respiratory infection and get another prescription. 

“The vision that we have is for [our health care and social services] systems to come together to 

[include all] the community information that we are capturing. We have it; we know what the 

living conditions are, what the family condition is, psychosocial [status, and] all of that. To 

bring that together, as mentioned previously this morning, [is the goal so that we] address the 

whole person and really make a difference in both their health care and their well-being and 

their desire to stay where they want to stay, which is at home. 
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“I have a chart here, and it’s in color. It was produced by Miami University Scripps 

Gerontology Center. What [it shows is that] the demographic shift in Ohio is so radical that it 

will affect every aspect of life and the workforce. It’s not just the frail and elderly, but the entire 

demographic base [will be affected. It] is going to have huge implications, and it is a 

community issue.  

“I think the key to [addressing this shift], at least for us, is that we have a huge provider 

network. You have that care manager or care coordinator who goes in and makes that 

assessment and determines what the care plan is. And sometimes the plan includes home 

modification work; sometimes it includes [medical transportation]; sometimes meals. It’s really 

person-centered/ driven, but the important part is that you have the person there who can make 

that assessment and then set up a care plan. 

“In our system, anyone can come in [for services], because it is based on a copay. So if you can 

pay, you do pay, and some people pay 100% [of the cost] to have the managed feature function 

—someone controlling all of those providers coming in and out of their home [and with the 

assurance] that proper background checks have been completed. All of that takes a huge burden 

off of the family.” 

Joanne Lynn, Altarum Institute Center for Elder Care and Advanced Illness 

“I’m delighted to be the wrap-up speaker on this panel. There are so many wonderful things to 

build on—some promises that we really could get to better places. We have a very large Web 

audience, so I’m going to have to take the people in the room as proxies for the Web audience. 

We’re going to run a quick poll. 

“How many people here, all things considered, would choose to come to the end of life 

suddenly, sometime in the next few years with no warning and no disability? One, two—ah, 

interesting—three, four. OK, so a few of you would actually want to just drop dead sometime in 

the next few years? Let’s take that vote again. In the next few years, [would you rather] 

suddenly drop dead? Anybody up for the next couple of years? One person, Shannon, is staying 

true to her vote. We’ll give you a second chance: How about a short-term illness, an 

overwhelming cancer or something like that, where you’re very, very sick for a few months but 

die sometime short of around age 70? For those of you who are already there, make it just a 

year or 2 ahead. Anybody for that? No one? So essentially, all of us are together with me, 

hoping for long-term illness in old age. 

“You don’t get infinite choices here. There are only so many ways to come to the end of life. 

And if you make it into your 80s, it is exceedingly likely that you will live a substantial period 

of time with progressive disability. That’s a new thing. It almost didn’t exist when Medicare 

was passed [in 1965 in] the middle of the last century. It was very uncommon for people to get 

to live into old age and certainly to live with substantial disability. 

“I grew up in West Virginia, [where, years ago,] you couldn’t live seriously disabled and not 

have central heat. You [had to be able] to make it to the outhouse. Life was tougher. [But in 

most of the United States today,] we have made it possible to live with substantial disability, 

which is a very good thing, [since nearly] all of you voted for it. 

http://scripps.muohio.edu/content/maps-ohios-60-population-county-1990-2050
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“So [now we need to] build the care system we really need [to serve many more individuals 

living to advanced old age]. But we are being profoundly misled by the models of the middle of 

the last century, and it’s [these] constraints and our categories that are throwing us off track. 

[For example], think how many times today we’ve said ‘acute.’ [The reality is that for elders,] 

we don’t have [much] ‘acute’ care in hospitals anymore. It’s the failure mode in chronic care. 

Almost no [elder] in the hospital today is going to leave without the illness they came in with.  

“[Hospitalizations often signal] the threshold of chronic illness. It’s sort of how you get started 

in chronic illness—is to have a bad stroke, be in the hospital, and go home to figure out how to 

live with it. Or you break your pelvis and have to go home and figure out how to live with that. 

We have rescued ourselves from most of sudden death and instead have [created] the 

opportunity to live a long time with bad disease. So [to adjust to this], let’s rebuild the care 

system, which requires changing our categories. 

“We can start with thinking about the category of being frail and very old; this is a new 

category. It isn’t that it never existed before, but it was really, really rare. We need a care 

system that makes sense for the priorities of this population, and you start with things like 

housing and food. You wouldn’t start with $100,000 drugs that might give you a month or two 

extra to live. Yet we’ve made those an entitlement and made [long-term services and supports] 

a poverty program [that Congress tells the public] ‘sometimes, maybe, we’ll get around to 

covering those.’ We have a thoroughly inadequate system for intervening in that condemned 

house [situation], but if you need a drug, I [as a physician] can write it right here; I can write a 

prescription for a $100,000 drug. But I can’t write a prescription for a caregiver to fill in on a 

weekend when somebody somebody’s [family] caregiver breaks her wrist and needs another 

caregiver to fill in. The things we most need are off the agenda, and the things we do need are 

not…. It’s a thorough mismatch. [Changing this] requires seeing the category [of frail elders 

and their full spectrum of needs] and being willing to rebuild. Then it requires seeing that it’s 

not just a health care problem. 

“I wouldn’t call it a disability problem either, because it is very different to be disabled on the 

slide toward death. It is a very different thing to be 22 and have a spinal cord injury and be 

facing 50 years or 60 or 70 years of living with that disability. When you’re very old, you know 

you’re living in the valley of the shadow of death; you know you’re making tradeoffs that affect 

how you’re going to live the rest of your life. The health care system, the social services 

system, whatever system we put in place—we’d like to call it the MediCaring system—needs to 

be able to make promises from now to the end of your life. Some people will live 10 years with 

substantial disability, and some people will only live a year. It isn’t a matter of promising to 

quit early; it’s a matter of living well for whatever time you get.  

“So let’s build a care system that isn’t dependent upon promising to quit, like hospice is; and 

isn’t dependent upon being medically ill, like Medicare is; but that instead actually addresses 

the problems of living with serious, chronic illness. That requires making the scope include 

social services, because, of course, they’re essential. The trick is, right now, we have a narrow 

opportunity to thread the needle and actually get [a broader, better care system] in place. 

“Sometimes it can be [created] through the kind of serendipity [discussed earlier, where] 

Cincinnati has a social services agency and a medical services agency that can act [and a 
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convening] council that can actually [help to bring them] together and a little bit of local 

funding that makes it possible to really move along. Sometimes [the catalyst] can be because 

there is a dominant leadership organization [that wants to build a better care system]. It may 

require some degree of county, city, and whatever other level of government needs to get 

involved. Let’s build a care system that can manage a local system with the medical side and 

the social services side present as equal players [instead of] the medical side…taking all the 

resources.  

“It’s got to be [an arrangement] where you can really have a conversation about where the 

[actual needs and] priorities are. So let’s [identify] frail elders; let’s make sure they have real 

[longitudinal] care plans that can honestly serve their priorities and needs. Going back to the 

Warner-Isakson Bill, let’s…change the care system so that the medical side actually responds to 

the needs that people tell us they have, with the social services side present as full players. Then 

let’s fund it by taking the waste out of the medical side and putting [that] into social services. 

“We have enough money in the system, at least in most of the country. I’m not [quite as] sure in 

the areas where we’ve already done a whole lot [to reduce health care costs]; maybe it wouldn’t 

work [quite as well]. But there’s a lot of the country where we are wasting money at such a rate 

on the medical side that if we made an [accountable care organization or ACO] that was a 

special-purpose ACO, that was allowed to be geographic and allowed to enroll only [a frail 

elderly] population, which would take some change in regulations, then Cincinnati could set up 

an ACO, take the [savings from the] medical side, and use them to make better promises on the 

social services side. We aren’t saying people wouldn’t get good medical care, but rather than 

the story of my mother, who, when she broke her back, had five different scans done, [she] 

would have a plain film x-ray…and not waste the $10,000 that was spent [unnecessarily on 

other scans]. I mean, it was utterly useless, and I’m sure all of us have that kind of a story.  

“Let’s figure out how to pull those resources back. [If we can do this,] then you don’t have to 

build a new social services system; you [simply] enhance community control. You build the 

tools that the communities will need. We can teach ourselves how to do this. 

“Ten years from now, we may need to change that financing scheme, because everybody will 

be doing it right, and we can’t any longer calculate shared savings. That’s what I live for. Let’s 

get to the point where we can’t calculate the shared savings because we’re all doing it right. 

And then we [will] have a care system that we can count on. 

“Then all of us can grow old and have the opportunity to live a long time with disabilities and 

have [this phase of life] be meaningful and comfortable, with promises that last from onset 

through the end of life. That’s worth working for, and we have this narrow opportunity to do it 

now. If we wait 20 years, we will be so swamped with old people needing services that we will 

learn to walk away, like we learned to walk away from slaves 200 years ago, like we learned to 

walk away from women at a certain point in our history, like [many] walk away from the 

mentally ill; we will learn to walk away from old women who are poor and sick. 

 “But we have a chance now to get it right: We’re calling it MediCaring, and you can 

[implement] it without substantial change in law, just [some] changes in regulations and the 

chance to get 20, 50, [or more] communities like Cincinnati out there doing it. The 
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MediCaring4Life proposal, [which would test these concepts in a demonstration,] is now 

pending at the [CMS] Innovation Center with four different communities. Our hope would be 

that we’d be able to get…3, 5, 10 communities underway and then see what it takes to make 

this work and how much you can, within a couple of years, start saving on the medical care side 

to provide that ongoing support. Maybe [it will turn out to be necessary to] supplement with 

ongoing property taxes or local funds, but let’s see what we can do [with savings first]. Maybe 

there are 20 or 50 [communities that can do this so] that we start getting standards, and we can 

compare Cincinnati to Detroit or San Diego to Queens. 

“We’re working with a lot of different communities to see what you can do that really builds 

good…reliable care at a price that the community can afford. And once you make it a shared 

savings model, then there is an ongoing incentive to be prudent about expenditures and to be 

transparent and to answer to the community. The attitude in Cincinnati, [for example,] of 

knowing they have to go back to the voters every 5 years really keeps feet to the fire. [In 

general,] you’ve got to be sure that your community is really with you. The doc who’s off 

spending hundreds of thousands of dollars on silly stuff is not going to survive in that 

environment. 

“[Taking a broader view, today’s] economics require that we…maximally support young 

workers. Our economic engine cannot support the elderly if we don’t have a thriving economy. 

There’s no one more invested in the 25-year-old having a good job than the 85-year-old who’s 

going to be requiring Medicare and Medicaid. Those links have not been apparent to us. But I 

think that they will become so, because the economic engine has to be strong enough to support 

a substantial number of people who are not conventionally productive.” 
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Resources for Further Reading 

The Web abounds with resources on aging, long-term services and supports, and public policies 

that affect elders. Here are a few links interested readers can pursue to learn more: 

About MediCaring:  

 An overview by Joanne Lynn from JAMA Critical Issues for Health Care, November 

2013 

About community actions to promote better long-term care for frail elders: 

 Administration for Community Living: Care transitions and community-building efforts 

 Independence at Home 

 LTC Community Coalition: North Carolina 

 The PACE program, specifically information about On Lok 

About federal policy: 

 The report of the congressionally appointed Long-Term Care Commission 

 The alternative report for that Commission 

 The Care Planning Act 

About long-term care generally: 

 AARP’s most recent “scorecard” on rebalancing efforts in the states 

 Two useful papers by Josh Wiener:  

o After CLASS: The Long-Term Care Commission’s Search for a Solution 

o Potentially Avoidable Hospitalizations of Dually Eligible Medicare and Medicaid 

Beneficiaries from Nursing Facility and Home- and Community-Based Services 

Waiver Programs 

 Getting the Treatment You Want: Is Anybody Listening? by Anne Montgomery 

 Best Care at Lower Cost: The Path to Continuously Learning Health Care in America 

http://medicaring.org/
http://altarum.org/our-work/jama-reliable-and-sustainable-comprehensive-care-for-frail-elderly-people
http://altarum.org/our-work/jama-reliable-and-sustainable-comprehensive-care-for-frail-elderly-people
http://acl.gov/Programs/CDAP/OIP/EvidenceBasedCare/index.aspx
https://www.cms.gov/Medicare/Demonstration-Projects/DemoProjectsEvalRpts/downloads/IAH_FactSheet.pdf
http://www.ltccc.org/key/documents/NORTHCAROLINA.pdf%20Village2Village%20Network:%20http:/www.vtvnetwork.org/
http://www.npaonline.org/website/article.asp?id=4&title=Home
http://www.onlok.org/
http://ajgg.org/AJGG/v1n2/101-T7.pdf
http://www.chhs.ca.gov/OLMDOC/Agenda%20Item%206-%20Commission%20on%20Long-Term%20Care-%20Final%20Report%209-26-13.pdf
http://www.medicareadvocacy.org/wp-content/uploads/2013/10/LTCCAlternativeReport.pdf
http://www.warner.senate.gov/public/index.cfm/snpa
http://assets.aarp.org/rgcenter/ppi/ltc/ltss_scorecard.pdf
http://content.healthaffairs.org/content/32/5/831.abstract?=right
http://www.rti.org/publications/abstract.cfm?pubid=18755
http://www.rti.org/publications/abstract.cfm?pubid=18755
http://www.rti.org/publications/abstract.cfm?pubid=18755
http://www.nasi.org/sites/default/files/research/Health_Policy_Brief_08.pdf
http://www.iom.edu/~/media/Files/Report%20Files/2012/Best-Care/Best%20Care%20at%20Lower%20Cost_Recs.pdf
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Speaker Bios 

Joseph Antos  

 

Joseph Antos’s research focuses on the economics of health policy—including Medicare and broader 

health system reform, health care financing, health insurance regulation, and the uninsured—and federal 

budget policy. He has written and spoken extensively on the Medicare drug benefit and has led a team of 

experienced independent actuaries and cost estimators in a study to evaluate various proposals to extend 

health coverage to the uninsured. His work on the country’s budget crisis includes a detailed plan to 

achieve fiscal stability and economic growth developed in conjunction with AEI colleagues.  

Mr. Antos is also a health adviser to the Congressional Budget Office and recently completed two terms 

as a commissioner of the Maryland Health Services Cost Review Commission. Before joining AEI, he 

was assistant director for health and human resources at the Congressional Budget Office and held 

senior positions in the U.S. Department of Health and Human Services, the Office of Management and 

Budget, and the President’s Council of Economic Advisers. 

Shannon Brownlee 

  

Shannon Brownlee is a nationally known writer and essayist whose work has appeared in The Atlantic, 

New York Times Magazine, The New Republic, Slate, Time, Washington Monthly, Washington Post, Los 

Angeles Times, and BMJ among many other publications. She is best known for her groundbreaking 

work on overtreatment and the implications for health care policy. Her book, Overtreated: Why Too 

Much Medicine is Making Us Sicker and Poorer, was named the best economics book of 2007 by New 

York Times economics correspondent David Leonhardt. Ms. Brownlee’s current research and writing 

focus on issues surrounding clinical evidence, overuse of medical services, and productivity in the health 

care sector.  
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A former senior writer and editor at U.S. News & World Report, Ms. Brownlee lectures regularly at 

universities and medical schools. Her work has received numerous journalism awards, among them the 

Society of Professional Journalists Sigma Delta Chi Award, the 2010 American Society of Journalists 

and Authors June Roth Award for Medical Journalism, and the Victor Cohn Prize for Excellence in 

Medical Science Reporting.  

Ms. Brownlee holds a master’s degree in marine science from the University of California, Santa Cruz 

(UCSC), where she received the Alumnae Achievement Award of 2012. She was named one of the 45 

most influential graduates of UCSC in 2010, the 45
th
 anniversary of the campus’s founding. In 2009, she 

was named one of four writers who changed the world by the World Federation of Science Journalists. 

A former Knight Journalism Fellow at Stanford University, she currently serves on the boards of 

Families USA and the Robert Graham Center of the American Academy of Family Practice. She is a 

senior fellow at the New America Foundation and an Instructor at the Dartmouth Institute for Health 

Policy and Clinical Practice.  

Suzanne Burke  

  

Suzanne Burke became CEO of the Council on Aging of Southwestern Ohio in 2005. Previously, she 

worked for Hamilton County for 17 years, serving as the acting Hamilton County administrator, director 

of the Department of Job & Family Services, and director of Administrative Services (County Budget 

Director), among other positions.  

Ms. Burke has a master`s degree in business administration (marketing) from Xavier University and a 

bachelor`s degree in marketing with a minor in gerontology from Miami University. She is president of 

the board of the Ohio Association of Area Agencies on Aging. She also serves on the boards of Every 

Child Succeeds, the Leadership Council of Human Services Executives, Southwest Ohio Regional 

Transit Authority, and iTNGreaterCincinnati.  
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Jennie Chin Hansen  

 

Jennie Chin Hansen is currently CEO of the American Geriatrics Society. In May 2010, she completed 

her term as president of AARP following 6 years on the AARP national board of directors. Prior service 

includes nearly 25 years with On Lok, a nonprofit family of organizations providing integrated, globally 

financed, comprehensive community-based services for older people in San Francisco. On Lok’s 

groundbreaking fully capitated and coordinated service delivery became the prototype for the 1997 

federal law that incorporated the Program of All Inclusive Care to the Elderly into the Medicare and 

Medicaid programs. 

In 2010, Ms. Hansen completed a 6-year term as a federal commissioner of the Medicare Payment 

Advisory Commission. She currently serves as a board member of the SCAN Foundation and the 

Institute for Healthcare Improvement. She also serves on the American Hospital Association’s Equity of 

Care Committee and is Co-chair of the steering committee for the Coalition to Transform Advanced 

Care.  

Since 2012, Ms. Hansen has been appointed to the national Veteran’s Administration Advisory 

Committee on Gerontology and Geriatrics and the Department of Health and Human Services National 

Institutes of Health’s National Advisory Council on Aging. She has received the Award for Productive 

Aging, a 2010 Innovator in Health Award from the New England Healthcare Institute, and the 2011 

Picker Award for Excellence in the Advancement of Patient-Centered Care in Long-Term Care. 
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Susan Dentzer  

  

Susan Dentzer, a renowned health policy expert, health policy analyst for “PBS NewsHour,” and former 

editor of the influential journal Health Affairs, currently serves as a senior health policy adviser at the 

Robert Wood Johnson Foundation. Ms. Dentzer completed 5 years as editor-in-chief of Health Affairs, 

which she transformed from a bimonthly academic publication to a topical monthly journal. She served 

as on-air health correspondent for “PBS NewsHour” from 1998 to 2008 and remains an on-air analyst on 

health policy for the show. She is also a frequent guest on a number of National Public Radio programs, 

including “This American Life” and “The Diane Rehm Show.”  

Ms. Dentzer is an elected member of the Institute of Medicine and the Council on Foreign Relations and 

a public member of the board of directors of the American Board of Medical Specialties, a nonprofit 

organization overseeing 24 approved medical specialty boards that set standards for board certification 

for the nation’s physicians. She is also a member of the Board of Overseers of the International Rescue 

Committee (IRC), a humanitarian organization providing relief to refugees and displaced persons around 

the world. She chairs the IRC board’s Program Committee, which oversees the organization’s activities 

in resettling refugees in the United States and dealing with refugees and displaced persons in roughly 25 

countries.  

A Nieman Fellow at Harvard University in 1986–1987, Ms. Dentzer is a graduate of Dartmouth and 

holder of an honorary master of arts from the institution. She is also a Dartmouth trustee emerita and 

was the only woman to date to chair the Dartmouth Board of Trustees, from 2001 to 2004. She has 

served on the Board of Overseers of Dartmouth Medical School since 1993.  
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Elizabeth F. Falcone 

 

Elizabeth Falcone is the legislative assistant for health care and education policy for Sen. Mark R. 

Warner (D-VA). In this capacity, she advises the Senator on issues relating to Medicare, Medicaid, the 

Affordable Care Act, and both K-12 and higher education policy. Prior to working for Sen. Warner, she 

was a legislative assistant for Congressman Jim Cooper (D-TN), advising on health care and science 

policy while serving as staff for his role on the Oversight and Government Reform Committee.  

John Feather 

 

John Feather is CEO of Grantmakers In Aging, the national association of grantmaking foundations and 

other organizations that work to improve the lives of older people. Before beginning that position in 

2011, he was executive director and CEO of the American Society of Consultant Pharmacists, the 

national membership organization of pharmacists who specialize in care of older persons. Until 2002, he 

was director of the AARP Andrus Foundation, the research and education charity of AARP.  

For the 17 years before that appointment in 1995, Dr. Feather held several positions at the State 

University of New York at Buffalo, including clinical associate professor of Medicine in the Division of 

Geriatrics and Gerontology and Executive Director of the Primary Care Resource Center. Prior to that, 

he was director of the Western New York Geriatric Education Center.  
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Dr. Feather is currently chairman of the Board of Directors of the American Society on Aging, treasurer 

of the National Hispanic Council on Aging, and board member of the National Hospice and Palliative 

Care Organization. He is an organizational sociologist by training and received his undergraduate 

education at the University of Texas at Austin and his masters and doctoral degrees at the University of 

Michigan at Ann Arbor. He has earned the designation of Certified Fund Raising Executive and 

Certified Association Executive. 

Sen. Johnny Isakson  

 

Sen. Johnny Isakson is a businessman, public servant, and family man whose conservative, thoughtful, 

independent approach have made him a leader in Georgia for more than 30 years. He began his business 

career in 1967, when he opened the first Cobb County office of a small, family-owned real estate 

business, Northside Realty. He later served as president of Northside for 20 years, presiding over the 

company’s growth into the largest independent residential real estate brokerage company in the 

Southeast and one of the largest in America. 

Sen. Isakson entered politics in 1974 and served 17 years in the Georgia Legislature and 2 years as 

chairman of the Georgia Board of Education. In 1999, he was elected to the U.S. House of 

Representatives for the first of three terms before being elected to the U.S. Senate in 2004. He was 

reelected to the Senate in 2010.  

In Washington, Sen. Isakson has proven to be a leader who gets results. When the mortgage and 

financial crisis hit in 2008, he drew on his decades of experience in real estate in offering solutions to 

reduce the inventory of foreclosed homes and to restore the nation’s housing market. 

The Senate overwhelmingly passed his legislation to create the Financial Crisis Inquiry Commission, 

styled after the 9/11 Commission, to investigate the near collapse of the banking system and loss of tens 

of trillions of dollars.  

Sen. Isakson continues to lead in Congress through his successful bipartisan efforts to address federal 

spending, reduce the debt, and change the way in which Washington does business. He introduced the 

Biennial Budgeting and Appropriations Act to end reckless spending and reform the federal budget 

process by converting it from an annual spending process to a 2-year cycle, with 1 year for appropriating 

federal dollars and the other devoted to much-needed oversight of federal programs. Sen. Isakson 
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follows his own advice and has returned more than $3 million of his own office budget to the Treasury 

over the years as a former member of the House and current member of the Senate. 

In January 2013, Sen. Isakson was named to the U.S. Senate Committee on Finance, which has 

jurisdiction over taxes, trade, Medicare, and Social Security and which plays a critical role in the debate 

over cutting spending and reducing our nation’s debt. He has worked to strengthen our Armed Forces 

and continues to show unwavering commitment to the men and women who have served our country. 

On energy, he is committed to lessening America’s dependence on foreign oil as well as pushing for 

alternative energy sources and conservation. 

Sen. Isakson was an original author of the No Child Left Behind Act, the most significant improvement 

to our education system in a generation. He continues to push for immigration reform that is built on a 

foundation of securing our borders first. 

Sen. Isakson is a 1966 graduate of the University of Georgia and served in the Georgia Air National 

Guard from 1966 to 1972. 

Joanne Lynn 

 

Joanne Lynn is a geriatrician, hospice physician, health services researcher, quality improvement 

advisor, and policy advocate who has focused on shaping American health care so that every person can 

count on living comfortably and meaningfully through the period of serious illness and disability in the 

last years of life, at a sustainable cost to the community. She now leads the Center on Elder Care and 

Advanced Illness for Altarum Institute. 

Dr. Lynn lately has been a consultant to the Administrator of the Centers for Medicare & Medicaid 

Services, a faculty member of the Institute for Healthcare Improvement, and a clinical expert in 

improvement for the Care Transitions Project at the Colorado Foundation for Medical Care. She has also 

been a senior researcher at the RAND Corporation and a professor of medicine and community health at 

Dartmouth Medical School and The George Washington University. 

Dr. Lynn has published more than 250 professional articles, and her dozen books include The Handbook 

for Mortals, a guide for the public; The Common Sense Guide to Improving Palliative Care, an 

instruction manual for clinicians and managers seeking to improve quality; and Sick to Death and Not 

http://altarum.org/sites/default/files/uploaded-user-images/Joanne-Lynn-Portrait.jpg
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Going to Take it Any More!, an action guide for policymakers and advocates. She has also authored 

amicus briefs for key appellate court cases and has been often interviewed by reporters. 

Dr. Lynn is a member of the Institute of Medicine and the National Academy of Social Insurance, a 

fellow of the American Geriatrics Society and the Hastings Center, and a master of the American 

College of Physicians. Her areas of expertise include chronic disease management, community health, 

managed care, and the continuum of care. 

Anne Montgomery 

 

Anne Montgomery is a senior policy analyst at Altarum Institute’s Center for Elder Care and Advanced 

Illness and a visiting scholar at the National Academy of Social Insurance. From 2007 to 2013, she 

served as senior policy advisor for the U.S. Senate Special Committee on Aging, where she was 

responsible for developing hearings and legislation to improve nursing homes and home- and 

community-based services in Medicaid, dually eligible beneficiaries, health care workforce issues, elder 

abuse, dementia care, and community and social support services for older adults. She has also served as 

a senior health policy associate with the Alliance for Health Reform in Washington, DC; a senior analyst 

in public health at the U.S. Government Accountability Office; and a legislative aide for the Ways & 

Means Health Subcommittee.  

Based in London as an Atlantic fellow in public policy in 2001–2002, Ms. Montgomery undertook 

comparative policy analysis of the role of family caregivers in the development of long-term care in the 

United Kingdom and the United States. During the 1990s, she worked as a health and science journalist 

covering the National Institutes of Health and Congress.  

A member of the National Academy of Social Insurance and Academy Health, Ms. Montgomery has an 

MS in journalism from Columbia University and a BA in English literature from the University of 

Virginia and has taken gerontology coursework at The Johns Hopkins University. 
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John Rother  

 

John Rother is president and CEO of the National Coalition on Health Care, America’s oldest and most 

diverse group working to achieve comprehensive health system change. The Coalition’s membership of 

more than 80 participating organizations includes medical societies, businesses, unions, health care 

providers, faith-based associations, pension and health funds, insurers, and groups representing 

consumers, patients, women, minorities, and persons with disabilities. 

Before joining the Coalition in 2011, Mr. Rother served as the longtime executive vice president for 

policy, strategy, and international affairs at AARP. There he led the development of AARP’s policy 

positions and advocacy strategies. Under his leadership, AARP engaged in robust public policy research 

and analysis, public education, and advocacy on health and retirement issues at the federal, state, and 

international levels. Mr. Rother wrote numerous articles and was a frequent speaker on health, 

retirement security, the federal budget, and the baby boomer generation. 

From 1981 to 1984, Mr. Rother was staff director and chief counsel for the U.S. Senate Special 

Committee on Aging under the direction of Chairman John Heinz (R-PA). From 1977 to 1981 he served 

as special counsel for labor and health to Sen. Jacob Javits (R-NY). 

Mr. Rother is a graduate of Oberlin College and the University of Pennsylvania Law School. He is a 

member of the DC Bar, the National Academy of Social Insurance, and the Gerontological Society of 

America. 

Mr. Rother serves on several boards, including the American Board of Internal Medicine Foundation, 

the National Quality Forum, the Alliance for Health Reform, the Pension Rights Center, and 

Generations United. He also serves on the MacArthur Foundation’s Aging Society Network and the 

Institute of Medicine’s National Roundtable on Value and Science-Driven Health Care. He has 

consistently been named as one of the most powerful people in health care. 

In 2010, Mr. Rother received the Robert Ball Award for Outstanding Achievements in Social Insurance 

from the National Academy of Social Insurance for “lifetime advocacy to strengthen Social Security and 

Medicare.” 
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Mimi Toomey  

 

Mimi Toomey leads the Office of Policy, Analysis, and Development at the HHS Administration for 

Community Living (ACL). ACL is the newest agency in HHS and brings together the efforts and 

achievements of the Administration on Aging, the Administration on Intellectual and Developmental 

Disabilities, and the HHS Office on Disability to serve as the federal agency responsible for increasing 

access to community supports while focusing attention and resources on the unique needs of older 

Americans and people with disabilities across the life span. Ms. Toomey’s office identifies and analyzes 

emerging policy issues and trends related to the aging and disability populations and advances 

innovative program strategies consistent with the priorities established by the Assistant Secretary for 

Aging or the ACL administrator.  

Ms. Toomey has more than 25 years of multilevel experience on aging issues, including directing local 

aging and disability community-based programs and national non-profit projects. She has been at the 

federal level for 10 years and currently is focusing on policy as it relates to the Affordable Care Act on 

Medicare, Medicaid, prevention, workforce issues, and innovations.  
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Roundtable Cosponsors 

Grantmakers In Aging  

Grantmakers in Aging is an inclusive and responsive membership organization that is a national catalyst for 

philanthropy, with a common dedication to improving the experience of aging. GIA members have a shared 

recognition that a society that is better for older adults is a society that is better for people of all ages. For 

additional information, visit http://www.giaging.org/ .  

National Coalition on Health Care  

The National Coalition on Health Care (NCHC) was formed more than two decades ago to help achieve 

comprehensive health system change. NCHC is a nonpartisan, nonprofit organization of organizations. The 

growing Coalition represents more than 80 participating organizations, including medical societies; 

businesses; unions; health care providers; faith-based associations; pension and health funds; insurers; and 

groups representing consumers, patients, women, minorities, and persons with disabilities. Collectively, the 

organizations represent, as employees, members, or congregants, more than 100 million Americans. For 

additional information, visit http://www.nchc.org/ .  

Grantmakers In Health 

Grantmakers In Health (GIH) is a nonprofit, educational organization dedicated to helping foundations and 

corporate giving programs improve the health of all people. Its mission is to foster communication and 

collaboration among grant makers and others and to help strengthen the grant-making community’s 

knowledge, skills, and effectiveness. For additional information, visit http://www.gih.org.  

The National Consumer Voice for Quality Long-Term Care 

The Consumer Voice is the leading national voice representing consumers in issues related to long-term care, 

helping to ensure that consumers are empowered to advocate for themselves. We are a primary source of 

information and tools for consumers, families, caregivers, advocates, and ombudsmen to help ensure high-

quality care for the individual. The Consumer Voice’s mission is to represent consumers at the national level 

for quality long-term care, services, and supports. For additional information, visit 

http://www.theconsumervoice.org/.  

OWL—The Voice of Midlife and Older Women 

OWL is a national grassroots membership organization that focuses solely on improving the status and 

quality of life for midlife and older women. OWL educates and advocates for economic security, health 

reform, quality of life, and mental health care. For additional information, visit http://www.owl-national.org/.  

LeadingAge 

To expand the world of possibilities for aging, LeadingAge members and affiliates touch the lives of 4 

million individuals, families, employees, and volunteers every day. The LeadingAge community includes 

6,000 nonprofit organizations in the United States, 39 state partners, hundreds of businesses, research 

partners, consumer organizations, foundations, and a broad global network of aging services organizations 

that reach more than 30 countries. The work of LeadingAge is focused on advocacy, education, and applied 

research. It promotes adult day services; home health; hospice; community-based services; PACE; senior 

housing; assisted living residences; continuing care communities; nursing homes; and technology solutions 

and person-centered practices that support the overall health and well-being of seniors, children, and those 

with special needs. For additional information, visit www.leadingage.org. 

National Alliance for Caregiving  

Established in 1996, the National Alliance for Caregiving is a nonprofit coalition of national organizations 

focusing on issues of family caregiving. Alliance members include grassroots organizations, professional 

associations, service organizations, disease-specific organizations, a government agency, and corporations. 

For additional information, visit www.caregiving.org. 

http://www.giaging.org/
http://www.nchc.org/
http://www.gih.org/
http://www.theconsumervoice.org/
http://www.owl-national.org/
https://www.etouches.com/ehome/roundtable092013/141218/www.leadingage.org
https://www.etouches.com/ehome/roundtable092013/141218/www.caregiving.org

