CHAPTER

Increasing participation in the
Medicare Savings Programs and
the low-income drug subsidy



R ECOMMENDA AT O N S

The Secretary should increase State Health Insurance Assistance Program funding for
outreach to low-income Medicare beneficiaries.
COMMISSIONER VOTES: YES 16 * NO O « NOT VOTING O * ABSENT 1

The Congress should raise Medicare Savings Program income and asset criteria to conform
to low-income drug subsidy criteria.
COMMISSIONER VOTES: YES 16 « NO 0 + NOT VOTING 0 + ABSENT 1

The Congress should change program requirements so that the Social Security
Administration screens low-income drug subsidy applicants for federal Medicare Savings
Program eligibility and enrolls them if they qualify.

COMMISSIONER VOTES: YES 16 « NO 0 + NOT VOTING 0 + ABSENT 1
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Chapter summary

Although programs like the Medicare Savings Programs (MSPs) and
the low-income drug subsidy (LIS) provide significant financial benefits
to enrollees with limited incomes, most eligible beneficiaries do not
participate. There are many reasons why individuals might choose not
to take advantage of these programs, but researchers have found that the
main barriers to enrollment are beneficiaries’ lack of knowledge of the

programs and the complexity of the application processes.

Overall, Medicare beneficiaries aged 65 or over are more likely to be
poor or near poor than the population under 65. They spend a larger
percentage of their income on out-of-pocket health costs. Those eligible
for but not enrolled in MSPs are more likely than those enrolled in MSPs

to report that they did not receive needed health care because of cost.

There have been a number of campaigns to increase awareness of
programs like MSPs that can help this population but the campaigns
have had limited success. Initiatives have focused on increasing

awareness of the programs and simplifying the eligibility and

In this chapter

*  Why is the participation rate
in MSPs and other programs
for beneficiaries with limited
incomes so low?

* Relationship between MSP
and LIS

* Income and health care
spending for the Medicare
population

» Efforts to increase program
participation




enrollment processes. State policymakers face mixed incentives to increase
enrollment in MSPs. On the one hand, the programs improve access to care
for beneficiaries with limited incomes. On the other hand, states must cope
with the increased Medicaid expenditures that result from increased MSP
enrollment. State officials, particularly in states that provide additional
drug coverage to enrollees in Part D, may have more incentive to expand
beneficiary participation in LIS because it is funded entirely by the federal

government. Beneficiaries enrolled in MSPs are deemed eligible for LIS.

This chapter includes three recommendations to increase participation in
programs designed to aid beneficiaries with limited incomes. They are
largely based on evaluations of past programs that have achieved some

success targeting and enrolling these beneficiaries.

Medicare beneficiaries, particularly those who are hard to reach, get most

of their information from personal contact. Beneficiaries who qualify for
MSPs need help finding out about the programs and applying for them.

The National Medicare Education program provides funds for beneficiary
education and counseling through the Medicare call center, the beneficiary
handbook, the Medicare website, multimedia campaigns, State Health
Insurance Assistance Programs (SHIPs), and community-based outreach.
SHIPs are the only part of the federal program that provides personal
counseling to beneficiaries, but their resources are limited. Increased funding
for SHIPs, which provide this one-on-one counseling, will permit more

beneficiaries to have access to programs for which they are eligible.

Recommendation 5-1 The Secretary should increase State Health Insurance Assistance Program funding for

outreach to low-income Medicare beneficiaries.
COMMISSIONER VOTES:
YES 16 * NO 0 + NOT VOTING 0 * ABSENT 1

In establishing the LIS, the Congress recognized that beneficiaries with
incomes below 150 percent of the poverty level and with limited assets had

difficulty meeting their out-of-pocket health care costs. Federal minimum
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MSP income and asset levels have not been revised since the programs were
established. If MSP criteria were aligned with LIS levels, beneficiaries could
apply for both programs at one time. Beneficiaries would find the process
simpler and states and the federal government would realize administrative

savings.

The Congress should raise Medicare Savings Program income and asset criteria to Recommendation 5-2

conform to low-income drug subsidy criteria. COMMISSIONER VOTES:

YES 16 « NO O « NOT VOTING O * ABSENT 1

If this recommendation were adopted by the Congress, beneficiaries
with incomes up to 150 percent of the poverty level would be eligible for

Qualifying Individual benefits.

The Social Security Administration (SSA) is responsible for determining
eligibility for LIS for those individuals who are not deemed eligible for the
subsidy. Beneficiaries can apply for LIS without facing the possible stigma
associated with applying for help at a state Medicaid office. If MSP and
LIS eligibility were based on the same criteria, SSA could screen and enroll
beneficiaries for both programs simultaneously, providing MSP access to

eligible beneficiaries who have not heard of it but have heard of LIS.

The Congress should change program requirements so that the Social Security Recommendation 5-3

Administration screens low-income drug subsidy applicants for federal Medicare Savings
COMMISSIONER VOTES:

YES 16 * NO O « NOT VOTING O * ABSENT 1

Program eligibility and enrolls them if they qualify.

Having the federal government assume the full costs of care for individuals
dually eligible for Medicare and Medicaid, as it has under the LIS program,
may be the most efficient policy approach. Individuals participating in MSP
programs are Medicare beneficiaries receiving assistance with Medicare
costs. States vary in the way they determine eligibility and payment.

However, to federalize MSP, policymakers would have to answer a number
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of design questions, each involving significant trade-offs: Which of the
eligibility groups that receive MSP benefits would be covered by full federal
funding? What set of rules would govern program eligibility—a national
standard or a higher level chosen by the state? Would Medicare assume all
coinsurance for Qualified Medicare Beneficiaries? Given the potential high
cost of federalizing MSPs, would states be required to maintain a level of

effort? m
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Beginning with the Qualified Medicare Beneficiary
(QMB) program in 1988, the Congress has created a
number of programs to help beneficiaries with limited
incomes pay for Medicare premiums and cost sharing.
Most recently, the Congress designed a low-income
drug subsidy (LIS) to augment the Medicare drug
benefit for individuals with limited incomes. Although
these programs provide significant financial benefits to
enrollees, most eligible beneficiaries do not participate.
There are many reasons why individuals might not take
advantage of these programs, but researchers have found
that the main barriers to enrollment are beneficiaries’ lack
of knowledge of the programs and the complexity of the
application and enrollment processes.

In this paper, we discuss income and health spending for
the Medicare Savings Program (MSP)-eligible population.
Overall, Medicare beneficiaries aged 65 or over are more
likely to be poor or near poor than the general population
under 65. They spend a larger percentage of their income
on out-of-pocket health costs. In addition, disabled
beneficiaries are twice as likely to have incomes below
the poverty level as the population aged 65 or older. Those
beneficiaries eligible for but not enrolled in MSPs are
more likely than those enrolled in MSPs to report that they
did not receive needed health care because of cost.

The Commission recognizes that Medicare beneficiaries
with limited incomes may have difficulty paying Medicare
premiums and cost sharing. Some believe that payments

to Medicare Advantage (MA) plans that exceed the cost of
furnishing services to the same population under fee-for-
service (FFS) Medicare are a way of providing extra help
for these beneficiaries. Low-income beneficiaries are more
likely to enroll in MA plans and a reduction in government
payments, as the Commission has recommended, would
likely affect their benefits. While some of the MA
payments above FES expenditures are used to finance
extra benefits for MA enrollees, all beneficiaries, through
their Part B premium, are paying for these benefits.
Furthermore, these benefits do not go only to low-income
beneficiaries; all MA enrollees receive the same level of
benefits. The Commission argues that direct assistance
provided through MSP and LIS is a more targeted and
efficient way to provide this help than with overpayments
to MA plans (MedPAC 2007).

The federal government, some states, and private
foundations have initiated campaigns to increase
awareness of MSPs, simplify the application and
enrollment process, and provide assistance to individuals

seeking to apply for help. These campaigns have had
limited success. State policymakers face mixed incentives
to increase enrollment in MSPs. On the one hand, the
programs improve access to care for beneficiaries with
limited incomes. On the other hand, states must cope

with rising Medicaid expenditures as the programs
expand. State officials, particularly in states that provide
wraparound drug coverage to enrollees in Part D, may
have more incentive to expand beneficiary participation in
LIS, which is funded entirely by the federal government.
Beneficiaries enrolled in MSP programs are deemed
eligible for LIS, so states may facilitate MSP participation
to increase LIS enrollment.

In this chapter we will:

* present data on income and out-of-pocket health care
costs for Medicare beneficiaries,

e compare differences in health care utilization between
MSP enrollees and beneficiaries who are eligible but
not enrolled,

* present information on best practices to increase MSP
participation,

*  present recommendations designed to increase
participation in these programs, and

» discuss issues related to federalizing MSPs.

Why is the participation rate in MSPs
and other programs for beneficiaries
with limited incomes so low?

While all beneficiaries have many decisions to make when
they enroll in Medicare, those with limited incomes need
more information if they are to take advantage of the help
available to defray some of the costs for medical care.
MSPs (including QMB, Specified Low-income Medicare
Beneficiary (SLMB), and Qualifying Individual (QI)) can
reduce the financial burden and thereby improve access

to needed medical services for beneficiaries with limited
incomes. Beneficiaries who meet income and resource (or
asset) criteria pay no Medicare Part B premiums and, in
some cases, no deductibles or coinsurance for Medicare-
covered services (Table 5-1, p. 312). They are also
deemed eligible for LIS under Part D. Despite the benefits
available, participation in the programs has been low. An
estimated 33 percent of eligible beneficiaries are enrolled
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Medicare Savings Program

Federal eligibility criteria for Medicare Savings Programs

Asset limit

Income (individual/couple) Covered costs and services

QMB <100% of poverty $4,000/$6,000 Medicare premiums and cost-sharing
SLMB 100-120% of poverty ~ $4,000/$6,000 Medicare premiums
Ql-block grant funded by federal government ~ 120-135% of poverty ~ $4,000/$6,000 Medicare premiums

Note:  QMB (Qualified Medicare Beneficiary), SLMB (Specified Low-income Medicare Beneficiary), Ql (Qualifying Individual). States have the flexibility to adjust countable

income and assets.

in the QMB program and fewer eligible beneficiaries (13
percent) are taking part in the SLMB program.

For MSPs, researchers have found that lack of awareness
of the programs and the complexity of the application
process are the main barriers qualified beneficiaries face
(Haber et al. 2003).

25%
Eligible but not
receiving subsidy

Most beneficiaries receiving
the low-income drug subsidy
were deemed eligible

<1%
Additional

auto-enrolled

6%
Eligible but
estimated to

have creditable

coverage

17%
Found eligible by SSA

and receiving subsidy

52%
Full/partial
dual eligibles
and SSI recipients
deemed eligible and
receiving subsidy

Note:  SSI (Supplemental Security Income), SSA (Social Security Administration).
Auto-enrolled refers to beneficiaries randomly assigned to prescription
drug plans meeting the benchmarks. Creditable coverage is equivalent
or more comprehensive than Part D coverage. Total may not add to 100
percent due to rounding.

Source: Kaiser Family Foundation analysis of Department of Health and Human

Services data, January 30, 2007.

In one survey, analysts found that 79 percent of eligible
nonenrollees had never heard of the program. Even some
state Medicaid workers and other outreach counselors did
not know about it (Haber et al. 2003).

Additional reasons researchers identified for low
participation rates in these programs include:

e The eligible population is hard to reach because of
age, linguistic barriers, isolated location, or cognitive
impairment.

e Some beneficiaries are reluctant to go to a state
Medicaid office because of perceived welfare stigma.
Many state Medicaid offices have limited resources to
seek out eligible beneficiaries.

*  Beneficiaries find the application process too complex.
Haber and colleagues (2003) found that two-thirds of
MSP enrollees needed help applying for assistance.

* Beneficiaries are concerned that the state will try to
recover expenses spent on MSP benefits after they are
deceased, even though states generally do not do this
for MSP-only enrollees.

*  Beneficiaries have difficulty quantifying their
resources (e.g., the cash value of a life insurance
policy) and producing documentation.

Some researchers have studied how MSP enrollees differ
from other eligible beneficiaries who have not enrolled in
the program. Beneficiary advocates suggest that eligible
nonenrollees are more likely to be homebound, live in
isolated rural communities, and have little interaction
with medical institutions. For example, Cusick and Nibali
(2005) noted that hospital admission often leads to MSP
enrollment. Hospitals have an incentive to enroll patients
to increase possible sources of payment for their services.
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Beneficiary category

Asset limit
Income

(individual/couple)

Eligibility criteria for low-income drug subsidy, 2008

Covered costs and copayments

Full benefit dual eligibles ~ Deemed eligible Deemed eligible

QMB, SLMB, Ql Deemed eligible Deemed eligible

Other beneficiaries <135% of poverty $7,790/$12,440

Other beneficiaries <150% of poverty

$11,990/$23,970

No premium

No deductible

$1.05 generic, $3.10 brand copays

No copays after drug spending reaches $4,050
No copays if institutionalized

No premium

No deductible

$2.25 generic, $5.60 brand copays

No copays after drug spending reaches $4,050

No premium

No deductible

$2.25 generic, $5.60 brand copays

No copays after drug spending reaches $4,050

Sliding scale (25-100% of low-income benchmark premium)
$53 deductible

Assigned copay or 15% of drug costs (whichever is lower)
$2.25 generic, $5.60 brand copays after drug spending
reaches $4,050

Note:
income and assets.

QMB (Qualified Medicare Beneficiary), SLMB (Specified Low-income Medicare Beneficiary), QI (Qualifying Individual). States have the flexibility to adjust countable

For Medicare Part D, LIS limits copayments and

provides coverage in the standard benefit’s coverage

gap for beneficiaries who meet eligibility requirements.
Despite considerable publicity, participation in LIS
remains limited. As of January 2007, about 9.5 million
beneficiaries were receiving the drug subsidy. Of these,
about 7 million, or 57 percent, of the eligible population
were dual eligibles who were deemed eligible because

of their Medicaid status. Another 2.3 million, or 17
percent, of the eligible population individually applied

for LIS and were found eligible by the Social Security
Administration (SSA) (Figure 5-1). Of those beneficiaries
not automatically enrolled in LIS, the National Council on
Aging estimates that between 35 percent and 42 percent of
those eligible have enrolled (ABC 2007).2 CMS estimates
that most Medicare beneficiaries who have not signed up
for Part D and do not have other creditable drug coverage
are eligible for LIS.

Beneficiary advocates suggest that the resource test is a
barrier to enrollment in both MSP and LIS. The federal
MSP resource limits have not changed since 1989 when

the first program (QMB) was implemented. As a result, an
increasing number of people meet the income threshold
but fail the asset test. For example, a beneficiary with

a life insurance policy with a cash value greater than
$1,500 would not be eligible. Although the resource

limit is higher for LIS eligibility, SSA reported that 57
percent of those turned down for LIS would have qualified
based on income, but their assets exceeded the eligibility
standards.? Bank accounts were the most common source
of additional assets (Wu 2005).

When the Congress established the Medicare prescription
drug benefit, it included additional benefits and protections
for dual eligibles and other beneficiaries with limited
incomes. Qualified beneficiaries pay no premiums, have
limited cost sharing, and have no gap in their coverage.
The Congress set income and asset criteria for LIS at
higher levels than for MSP, making it easier to qualify

for LIS. Table 5-2 lists the eligibility criteria and benefits
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for LIS. Individuals may have assets valued as high

as $11,990 and still qualify for LIS.* In addition, dual
eligibles and those enrolled in MSPs are deemed eligible
for LIS and do not have to apply. If these beneficiaries do
not choose a drug plan, CMS will randomly assign them to
a Part D plan with premiums at or below the low-income
benchmark. Other beneficiaries may apply for the LIS
subsidy at Social Security offices and do not have to go

to state Medicaid offices, a perceived source of stigma to
some.

Beneficiaries may apply for LIS through SSA or their
state Medicaid office. To date, almost all beneficiaries
who have applied for LIS have done so through SSA.
However, some beneficiaries might have more success
applying for LIS through their state Medicaid program.
There is one national set of criteria for LIS, but each state
can adjust MSP criteria according to its needs, although

a state cannot set conditions more stringent than federal
standards. Federal minimum criteria for MSPs are more
restrictive than those for the drug subsidy, but, as noted,
states are allowed to have more liberal MSP eligibility
standards than federal minimum requirements. Thus,
individual state MSP criteria may be less restrictive

than LIS. In these states, those who qualify for MSP are
deemed eligible for LIS. They do not have to demonstrate
that they meet LIS income and asset standards. As a result,
beneficiaries with similar incomes and assets can qualify
for LIS in some states but not others. For example, Maine
allows beneficiaries with incomes at or below 150 percent,
170 percent, and 185 percent of the federal poverty

level to qualify for the QMB, SLMB, and QI programs,
respectively (see text box).

Administrative requirements for state Medicaid workers
are also different from those that apply to SSA employees.
If beneficiaries apply for LIS at a Medicaid office, state
employees are required to screen them for MSP eligibility.
SSA employees do not have this responsibility. Some
policymakers have recommended that SSA workers also
be required to screen applicants for MSP eligibility.

Income and health care spending for the
Medicare population

While MSP enrollment is low, the incomes and out-of-
pocket health care expenditures of the elderly Medicare-
eligible population suggest that the programs could

fill a need for beneficiaries with limited income. In

general, Medicare beneficiaries have lower incomes than
individuals under age 65 and they are more likely to be
poor or near poor. The median income of an individual
aged 65 or over in 2006 was $17,045, compared with
$28,077 for an individual younger than 65, a difference
of $11,032. The income distributions of individuals
aged 65 or older and those under 65 years of age also
differ considerably (not shown). Roughly 35 percent of
the population aged 65 or older have an annual income
between $10,000 and $19,999, compared with slightly
more than 15 percent of their younger counterparts. In
2006, the poverty threshold was $9,669 for an individual
aged 65 or older. Thus, more of the aged are near poor
than their younger counterparts.

The income disparity is more pronounced between the
population aged 65 or older and the population between
the ages of 55 and 64. At $31,895, the median income of
an individual aged 55 to 64 was $14,850 greater than the
median income of an individual aged 65 or older. Like the
entire under-65 population, the income distributions of
individuals aged 55 to 64 and individuals aged 65 or older
also differ considerably (Figure 5-3, p. 318). Roughly 30
percent of individuals aged 55 to 64 with an income fall
within the lowest two income brackets, compared with
almost 60 percent of individuals aged 65 or older who
have similar incomes.

Older individuals tend to have lower incomes than their
younger counterparts (Figure 5-4, p. 319). More than 40
percent of the Medicare population aged 75 or older have
annual incomes between $10,000 and $19,999, while

30 percent of the population aged 65 to 74 fall within

this income bracket. Individuals aged 75 or older have a
median income almost $5,000 less than that of individuals
aged 65 to 69 (not shown). This difference is due in part to
the predominance of nonmarried women in the older age
bracket.

It is difficult to accurately assess the cost of living for the
elderly and the sufficiency of their income. On the one
hand, the cost of living for the elderly may rise faster than
the cost of living for the nonelderly because of greater
medical expenditures. However, the elderly are less likely
to have the kinds of financial obligations that younger
individuals have, such as home mortgages.

Differences in household composition and variations
among survey instruments complicate comparisons of
individual income and health care spending between the
under-65 and 65-or-older populations. We use the Current
Population Survey as our measure of median individual
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Medicare Savings Program expansion in Maine

aine is one of a number of states that initiated
Mpolicies in 2006 and 2007 to increase
enrollment in Medicare Savings Programs
(MSPs). Commission staff, with the help of contractors
from Georgetown University and NORC, conducted
a site visit in July 2007 to discuss policy changes

with state officials, beneficiary counselors, advocates,
beneficiaries, and providers.

In 2007, Maine broadened the Medicare Savings
Programs’ eligibility criteria. On January 1, the state
instituted a policy to disregard all assets—effectively
eliminating the asset test for the programs. Higher
income eligibility limits for the Medicare savings
programs became effective in April 2007. The new
limits are at or below 150 percent, 170 percent, and 185
percent of the federal poverty level for the Qualified
Medicare Beneficiary (QMB), Specified Low-income
Medicare Beneficiary (SLMB), and Qualifying
Individual (QI) programs, respectively. These are
significantly higher than current federal limits, which
are 100 percent, 120 percent, and 135 percent of

the federal poverty level for the programs. Maine’s
policymakers set the QI income eligibility limit at a
level corresponding to the income limits for the State
Pharmacy Assistance Program called “the low-cost
Drugs for the Elderly and Disabled Program” (DEL).
With the new eligibility rules in effect, the state deemed
all DEL enrollees eligible for MSPs.

In broadening the eligibility criteria for MSPs, the state
effectively expanded LIS eligibility criteria for Maine
residents and increased the number of beneficiaries
eligible for the drug subsidy. Since the federal
government subsidizes Part D premiums and cost
sharing for Medicare beneficiaries who qualify for LIS,
officials in Maine reasoned that the state could achieve
some savings as larger numbers of individuals enrolled
in DEL became eligible for LIS. They anticipated that
savings could then be used to provide wraparound
benefits for DEL enrollees.

As anticipated, enrollment in MSP increased
substantially in Maine—from almost 9,000 enrollees
in January 2006 to more than 30,000 in July 2007. The

largest increase occurred in April 2007 when the new
income limits went into effect and the state deemed
DEL enrollees eligible for MSPs.> Approximately
13,500 beneficiaries were added to the MSP rolls that
month.

Within the MSPs, a dramatic shift occurred as SLMB
and QI enrollees became eligible for the QMB
program. Officials found that, because the new income
eligibility limit of 150 percent of the federal poverty
level for the QMB program is higher than the former
highest limit for both the SLMB and QI programs, all
previous MSP participants became QMB participants
(Figure 5-2, p. 316).

With the shift of so many enrollees to the QMB
program, the federal government now covers a
substantial portion of the cost of providing drugs
under DEL, leaving state funds available, which

can be redirected to provide other benefits for DEL
enrollees. At the same time, however, the shift to the
QMB program meant that the state Medicaid program
took on a significant new financial responsibility. The
state must now subsidize Medicare premiums for
about 4,000 enrollees whose status changed from QI to
QMB.” In addition, the QMB program covers Medicare
deductibles and cost sharing as well as premiums.

Figures are not yet available for the cost of this

change in terms of new Medicaid spending. Spending
for Medicare premiums and deductibles is fairly
predictable. The outstanding question is how costly
payments for Medicare services for the new QMBs
will be as the state assumes responsibility for Medicare
cost sharing. Officials anticipate that the cost will be
modest.

When Medicaid coverage wraps around Medicare
coverage of a service, Medicare pays providers
according to its payment methods and costs. In theory,
Medicaid pays the associated cost sharing. However,
state Medicaid programs are not required to pay the full
cost-sharing amount so long as their payment policies
are written in their state plan. States are free to cap their
liability so that providers receive no more than the state

continued next page
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Medicare Savings Program expansion in Maine (continued)

would have paid if the beneficiary had only Medicaid.
Because so many states’ Medicaid payment rates are
lower than the total Medicare payment rates (program
payments plus coinsurance), and often below the
program payment alone, providers caring for QMBs (or
dual eligibles in general) frequently do not receive the
full coinsurance. This is the case in Maine. In general,
the provider cannot bill the beneficiary for any portion
of the coinsurance unless the state permits providers to
charge a nominal copayment for the service.

In our interviews with state officials, counselors, and
advocates, we were told that MSP enrollment increased
for reasons other than the deeming of DEL enrollees.

Although opinions differed, advocates told us that

the publicity surrounding the Part D program and the
efforts to reach and enroll beneficiaries in LIS led to
increased enrollment in MSPs. They note that people do
not know what the MSPs are called, but now they know
about the programs, owing in great part to publicity
related to Part D. The state has a strong tradition of
collaboration among state agencies and community
organizations that work with the elderly and individuals
with disabilities, so there was a concerted effort to
publicize other programs for low-income Medicare
beneficiaries along with the Part D LIS.

continued next page

Maine has moved many of its residents into
Medicare Savings Programs with more benefits
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Source: Data provided by Maine Department of Health and Human Services, July 2007.
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Medicare Savings Program expansion in Maine (continued)

Beneficiary counselors report that people’s pride and a
wariness of government programs have been barriers
to program participation in Maine. Thus, advocates
developed outreach messages for LIS and MSPs that
presented them as providing opportunities to save
money, rather than as a source of help. Counselors note
that, as more people participate, the programs become
more accepted in the community.

The sense among officials, counselors, and advocates is
that individuals who do not know about the program are
those who are most isolated. They may be homebound
or live in very rural areas. In addition, respondents
reported that the newly disabled as well as individuals
with mental health problems or cognitive disabilities
have low participation rates.

Counselors in Maine reported that concerns about estate
recovery are common among the older population.®
Although individuals who participate in MSPs are not
subject to estate recovery (as they are if they participate
in the full Medicaid program), one application, which
includes language about estate recovery, is used for all
programs. Therefore, counselors say they spend a great

deal of time explaining that estate recovery rules do not
apply to MSPs. Counselors also report that, although
applications are fairly straightforward, their clients still
have difficulty completing them. The same application
is used for all applicants and information about assets
is still required, even though they are no longer counted
in determining MSP eligibility. Respondents articulated
two reasons for this practice. First, officials are
concerned that if information on assets is not collected,
beneficiaries may not report income from assets.
Second, counselors need asset information to screen
applicants for eligibility for other relevant programs.

Finally, we found that enrollment may be affected

by the annual eligibility review required for

MSPs. Counselors report that they commonly help
beneficiaries re-enroll in the programs because they
have failed to respond to the letters they receive about
their eligibility reviews; beneficiaries find the letters
confusing and do not realize they have to return them
to keep their benefits. A recent small decline in MSP
enrollment may reflect difficulties related to the review
process. B

income because it provides the most recent data. Data

on sources of income for the 65-or-older population are
reported for married couples and nonmarried persons. The
data we present on out-of-pocket health care spending are
from the Consumer Expenditure Survey, which uses the
consumer unit (CU) as the unit of analysis. This refers

to related individuals living together, individuals living
alone or with others but keeping separate finances, or
unrelated persons living together and pooling income and
ex