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ECONOMICS OF AGING: TOWARD A FULL SHARE IN
ABUNDANCE

(HEALTH ASPECTS)

THURSDAY, JULY 17, 1969
U.S. SENATE,

SuBcoMMITTEE ON HeALTH OF THE ELDERLY
or THE SpECIAL COMMTITEE ON AGING,
Washingion, D.C.
The subcommittee met at 10:10 a.m., pursuant to call, in room G308
(auditorium), New Senate Office Building, Senator Edmund S.
Muskie presiding. - e
Present: Senators Muskie, Kennedy, Prouty, and. Saxbe. :
Also present: William E. Oriol, staff director; John Guy Miller,
minority staff director; Patricia G- Slinkard, chief clerk; and Mar-
garet L. Brady, assistant clerk. :

OPENING STATEMENT BY SENATOR EDMUND S. MUSKIE, CHAIR-
MAN, SUBCOMMITTEE ON HEALTH OF THE ELDERLY

Senator Muskir. The subcommittee will be in order.

This subcommittee meets today at a time of deep and troubled
questioning about the future of health care in the United States.
Much of that questioning is related to recent allegations about profit-
eering under medicare and medicaid.

On the one hand, we are told that cheating endangers those two
far-reaching programs. On the other, we are told by representatives
of organized medicine that the real problem lies in Government fum-
bling and lack of clear national objectives. Through it all, there is
the undeniable fact that medical costs are rising at a rate which must
be recognized as inflationary and dangerous.

At a time when such alarms are sounded, it is only natural for
experts and laymen to argue over individual issues rather than to un-
ravel the tangle of inadequacies, anachronisms, good starts and false
starts, and new demands for service that exist in our medical system,
or nonsystem, today.

Recently, for example, the Nixon administration offered its own
report on the health care crisis and said, in effect, that the best way
to cope with everything is to tighten up Federal administrative pro-
cedures in medicare and medicaid, and to importune physicians and
hospital directors to become far more cost-conscious than t{;ey now are,

Worthy as these sentiments are, to my mind, the fundamental causes
of today’s problems are the following:

(487)
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CAUSES OF THE PROBLEM

Narrow or clogged channels of supply for professional, technical,
and custodial personnel needed in all branches of medicine.

Inadequate or irrational modes of delivering health care to those
most in need. _ o A ‘

A clear need to redefine some goals of medicare, especially under the
part B medical insurance program,

There is also a need to correct fundamental deficiencies and contra-
dictions in medicaid, or to replace it with a more general protection
program against personal health care expenditure crises.

Finally, we need standards which will tell us clearly what a dollar
can be expected to buy in today’s health care market.

Each one of the 1ssues I have listed has special relevance to the
elderly and to the subject of this hearing, which is “Health Aspects
of the Economics of Aging.”

As the title suggests, the subcommittee is concerned primarily about
the financial impact of health expenditures upon the elderly, and the
relationship of that impact to the overall economic security of older
Americans. ' 4 T

Our working premise is that the medical costs they must finance
are a drain upon the limited resources of the elderly,and that inflation
is rapidly making that drain intolerable.

Until that drain is plugged there can be no satisfactory national
income maintenance prol%ram for today’s generations of aged Ameri-
cans and for all those 1n the generations ahead.

Fortunately, we are not starting from scratch. Three years of
medicare have already created a climate for experimentation and new
standards of health care. It may well be that, if we perfect medicare
for the elderly, we can see clearly the most direct road for assuring
better health care for Americans of all ages.

In exploring such premises and possibilities, the subcommittee will
continue a study begun earlier this year by the full committee on the
subject of “Economics of Aging: Toward a Full Share in Abundance.”
I am pleased that the committee chairman, Senator Harrison Williams
of New Jersey, asked me to conduct this specialized hearing on the
health aspects of that problem.

Without objection I will also include in the record at this point a
statement of the chairman of the full committee, Senator Williams,
on the subject before us today. -

(The statement follows:)

PREPARED STATEMENT OF SENATOR HARRISON A. WILLIAMS, JR.

Mr. Chairman, I will take only a few moments to discuss the relationship
of this hearing to the overall Committee on Aging study of the “Economics of
Aging : Toward a Full Share in Abundance.”

It was my responsibility, as Chairman of the Committee, to conduct survey
hearings on that subject in April, following publication of a Task Force Working
Paper which outlined major problems related to the economic security of 20
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million Americans now aged 65 or over, and the many millions more who will
reach retirement age in the next few decades. I

As the Task Force report made cleaf—and as our initial hearing confirmed—
any study of the economics of aging would be incomplete without intensive at-
tention to the special problem of rising health costs.

Pleasant as it would be to assume that Medicare pays all bills for the elderly,
such is certainly not the case. .

Your witnesses today will, I am sure, show that the health care cost burden
still falls unevenly and often disastrously upon elderly individuals and families.

Your witnesses today will also discuss the deficiencies in the delivery of health
services for the elderly, and they will show how the elderly, in particular, suffer
because the services they need are non-existent or geographically or financially
out of reach.

Last October, for example, the Committee on Aging received testimony about
the gpecial problems of the elderly in the central areas of Los Angeles. We were
told about the severe shortages of physicians in areas of greatest need, about
crowded clinics to which the elderly flock when they cannot see a private doctor,
and about the weariness that overcomes many aged people when they must spend
hours waiting for even routine health care. What does it benefit a person to be
eligible for Medicare or Medicaid if he has no access, or discouragingly limited
access, to the care he needs? .

The sad truth is that low-income elderly—those most in need of good health
care—stand less chance of receiving it and thus their health problems intensify.
They exhaust Medicare benefits and then quite often find that Medicaid fails to
“mesh” with Medicare as well as it should. :

And for the elderly who have more adequate income, a different set of problems
may arise. Their savings or their retirement pension may make them too “rich”
for Medicaid and too proud for welfare. If a husband or a wife happens to fall
victim to an illness that does not require hospitalization, Medicare is likely to
be of little help to them. Financial disaster can overtake them suddenly, or—
in the case of worsening ailments which require more and more prescription drugs
and special eare—very gradually.

I join with you, Senator Muskie, in thanking the members of the Advisory
Committee which today submitted a report in conjunction with this hearing.
It seems to me that they have given a solid foundation for this hearing, and they
h;lve ;nade a major contribution to the overall Committee study of the economics
of aging.

My thanks also go to you, Senator Muskie, for acting so promptly to call this
hearing. You will, I am sure, provide the full Committee with valuable testimony
and insights.

The same was true of the hearing conducted by Senator Frank Church on
“Consumer Aspects of the Economics of Aging” last month in Ann Arbor, Michi-
gan. The record there is rich in helpful information. Still another special-purpose
hearing will be cdonducted on July 31 and August 1 by Senator Frank Moss on
the subject of “Homeownership and Housing Aspects of the Economics of Aging”.
There is some chance that one or more additional hearings on individual subjects
glilll be conducted by subcommittees before final full Committee hearings later

is year. . .

When all the testimony is in, the Committee will be in an excellent position
to make far-reaching recommendations on income maintenance for present and
future generations of older Americans. And now I am looking forward to today’s
hearing with great interest . ’

Senator Musk1e. I am pleased that the subcommittee and witnesses
have the benefit of an informative and challenging report,* issued by
an advisory committee for this hearing. That report, of course, is not
a final statement of conclusions by the subcommittee or the committee,
but it is an excellent source book of information and highly informed
commentary. I would like to personally compliment the advisory com-
mittee for their inestimable assistance in helping this subcommittee.

*See Appendix 3, p. 690, for text of report.
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STATEMENTS OF AGNES W. BREWSTER, CONSULTANT ON MEDICAL
ECONOMICS; S. J. AXELROD, M.D., DIRECTOR, BUREAU OF PUBLIC
HEALTH ECONOMICS, SCHOOL OF PUBLIC HEALTH, UNIVERSITY
OF MICHIGAN; MELVIN A. GLASSER, DIRECTOR, SOCIAL SECU-
RITY DEPARTMENT, UAW; AND BERT SEIDMAN, DIRECTOR,
DEPARTMENT OF SOCIAL SECURITY, AFI~-CIO '

Senator Muskie. May I present Mrs. Agnes W. Brewster, consultant
on imedical economics; Dr.-S. J. Axelrod, Director of the Bureau of
Public Health Economics, School of Public Health Economics, Uni-
versity of Michigan; Mr. Melvin A. Glasser, director of the Social
Security Department, UAW ; and Mr. Bert Seidman, Social Director
of the Department of Social Security, AFL-CIO. C

These members of the advisory committee are here to my right and
I invite them now to make their comments. '

. STATEMENT OF MRS. BREWSTER

Mrs.: Brewster. Thank you, Senator Muskie. It is a pleasure -to
again be with this subcommittee because the sort of work they are
doing is so close to my own interests. . :

One can hardly pick up a newspaper or magazine these days.or
listen to a newscast, or even a Jackie Gleason skit, without hearing
something about the high costs of medical and hospital care, Last
week wound up with the President expressing his concerns and this
week the AMA has been in the spotlight on this score. '

One of the satisfactions of serving on the Advisory Committee on
Health Aspects of the Economics of Aging is its focus on the consumer
and his problems. The particular consumer that is the constituent of
the U.S. Senate Special Committee -on Aging has passed his 65th
birthday; however, this consumer’s problems spill over and affect
e;eryone whether or not they have reached the so-called golden age
of 65. : :

The advisory committee has been rightly concerned that medicare
and medicaid have held out promises of resolving the health economic

roblems of the aged that their implementation 1s unfortunately mak-
ing somewhat illusory. Thus “all that glitters is not gold” to many a
senior citizen and it is beginning to appear that there is no pot of
gold at the end of the rainbow.

As the report issued today reveals, the committee has been following
the guidelines set out by the task force of this special committee
viewing the aged’s problem of financing their medical care in.the
context of their limited income.

The advisory committee believes in the social amenity that says
“ladies first” so it is my assignment to summarize the report we have
prepared for the use of the Special Committee on Aging.
~ We have given a few cogent facts about how much more health care
costs the old and why this is so—their chronic conditions, their special
needs and their frail bodies that make going to the doctor difficult. We
included the facts about the new coverage sold by private insurance
companies and Blue Cross and Blue Shield that supplements medicare.
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The first part of the report also highlights our dual system of caring
for the aged. One is reminded of a circus rider astride two horses in
contemplating the lack of a unified approach to finding the cure
when you look at medicare and medicaid in tandem trying to get
around the circus ring. )

Inflation has always been a problem for those on fixed incomes, but
no one anticipated the skyrocketing that has occurred in the significant
portion of the expenses of the el(ﬁarly that go for medical goods and
services that has occurred. Part 2 of the report goes into the impact of
inflation and particularly stresses the paramount importance of ex-
ercising control—expensive resources must be properly used.

It seems to the advisory committee that the total situation of the
aged-—securitywise, healthwise and disabilitywise—makes organized
delivery and linking of services, if anything, more important for the
aged than for any other age group. One stop service, and by this we
mean group practice, means a great deal when mobility is limited.
And the implications for quality improvement and cost control have
not escaped our attention. Group practice has special values for the
aged and for those who care for them.

Apvisory CoMmrrtee FINDINGS

Finally, we sum up our findings and make some recommendations.
May I give these to you since they are at the heart of this matter of
the health aspects of the economics of aging. These are the advisory
committee’s conclusions. , . o

As a vital prerequisite for establishment of a national health in-
surance program, and while there exists a dual system of financing,
public and private efforts should immediately be made to deal with
demonstrated deficiencies in medicare because:

1. Health-care problems of the elderly are still widespread, and
they remain urgent. -

9. Three years of experience under medicare have provided in-
valuable lessons in the operation of a major public health insurance’
program. The time has come to-heed those lessons.

3. Current investigations into profiteering under medicaid and medi-
care have helped focus attention upon the need for cost controls and
establishment of uniform standards of care. Such reforms can have
a beneficial effect upon the entire health industry and can combat
medical cost inflation. 5

4. Success in improving medicare will lead to more general accept-
ance of steps necessary to provide higher quality health care to our
entire population.

5. The lack of adequate consumer representation in medicare and
its absence from State advisory committees for medicaid is deplorable.

It is not the function of this advisory committee to offer a detailed
program for action, but it can offer some general recommendations:
~ The committee believes part B of title 18 should be recast, to bring
it under the social security payroll tax and do away with premium pay-
ments by the aged. This rearrangement would then make possible
. several simplifications of benefit administration, including :

(1) Permitting capitation payments to group practice plans pro-
viding hospital and physician services. ’
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(2) Fostering use of home health services without reference to
coinsurance. . S e X R -

The committee also believes medicare benefits should be extended:

(1) To include other services and supplies not now covered, of the
chronic diseases that commonly affect the aged. Eventually all pre-
scribed drugs should be included.

(2) The deductible and coinsurance features of both parts A and B
should be eliminated.

(3) The 3-pint deductible for blood and the 3-days-in-the-hospital
requirements for admission to an extended-care facility and the life-
time limitation on the mental hospital benefit should be eliminated.

(4) To include preventive and diagnostic services more fully, and eye
and foot care.

No matter how much money we pump into medicaid, a mechanism
that simply pays bills is not the answer to a problem that calls for
improving the delivery system.

Nursing homes must be brought into the mainstream of medical care
by truly being adjuncts of nonprofit hospitals. Standards for nursing
home care must be constantly raised, not lowered.

Noting the absence of informed and disinterested assistance to the
aged in relation to their social and financial problems we see additional
reasons why the team approach to delivering medical care is essential
for this age group. For example, the elderly need a place to turn for
information on supplementary insurance they should buy. _

Another kind of social service would recognize problems connected
with discharge from hospital. As a condition of participation in medi-
care, every hospital should have a discharge planning committee.

Tagine “AssiGNMENT” BY PHYSICIANS

The committee also considers that medicare has established itself in
the daily lives of millions of Americans; physicians should no longer
be permitted to refuse to recognize it by not taking assignment of
benefits. ‘

The committee believes that physicians’ fees cannot remain subject to
the whims of individual providers of service, if medicare and medicaid
are to be fiscally predictable and gross abuses are to be stopped. The
same is true of hospital costs.

The committee believes that standards for physicians’ qualifications
should be promulgated by medicare to require that qualified surgeons
alone be allowed to perform operations. ‘ g

The committee hopes to see greater emphasis on prior budgeting and
controls of costs for hospitals, extended-care facilities, home health
a}glgencies, and on more meaningful utilization review than is often
the case. .

There should be more consumer participation in the decisionmaking
processes under medicare and medicaid.

© Concery Wit Prysicians Fezs

A few other comments may be in order. Our report shows a con-
cern with physicians’ fees that seems to be widely shared. The rationale
for paying physicians their usual feés for services to the aged is easily
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justified ; in the past many physicians have accepted lower fees from
retired people or given free care because of their limited income. Now
a new resource—the contributions of all workers to social security
through payroll taxes—has come along to supplant the individual
charity work of the country’s doctors. But—if we assume that few if
any physicians were experiencing really hard times prior to medicare—
you cannot help wondering why—with proportionately more full-pay
patients adding to their incomes from private practice—doctors also
needed to raise fees above their previous levels. A few doctors have
been frank enough to reveal an attitude that they felt they must get
“theirs” before the Government clamped down. Others have gone
along with hiking their fees just to keep peace with their greedier
colleagues. Few have failed to raise their fees far more than the Con-
sumer Price Index for all goods and services.

And, as the report makes clear—the CPI measures only price in-
creases. When a price increase is coupled with an increase in volume,
the effect on income is compounded. A 21-percent rise in charges plus
a 10-percent increase in patient visits means the doctor’s income is up
38 percent. Similarly, if hospitals can raise the occupancy rates of
full-pay patients, income will rise.

In our report there are excerpts from the Health Insurance Benefits
Advisory Council (HIBAC) Annual Report about the impact of
medicare on costs. Read closely, these paragraphs sound like a valiant
effort to carry water on neither shoulder—~HIBAC points out medicare
is not the only purchaser in the marketplace-—so medicare is not re-
sponsible for higher hospital and medical costs.

A few paragraphs later the HIBAC report fully acknowledges the
sudden price rise that has occurred since medicare started. ’

My own view is that, when one is the biggest customer, one’s posture
does affect price. There is no question that medicare and medicaid and
civilian health and medical program of the uniformed services—all
Government programs—constitute close to 50 percent of the income
of many institutions. They have influenced the price and undoubtedly
will continue to do.so unless both providers and consumers begin to
exercise a sense of responsibility. ‘

Senator Muskrr. Thank you very much, Mrs. Brevster.

I think it might be helpful now to ask Mr. Seidman to make his
statement.

STATEMENT OF MR. SEIDMAN

Mcr. Serpmax. Thank you, Mr. Chairman.

This subcommittee is to be highly commended for directing the Na-
tion’s attention to the serious problems the elderly still face in seeking
to obtain adequate health care. There seems to be a widespread im-
pression that the enactment of medicare in 1965 automatically assured
every elderly person in the United States that he could obtain compre-
hensive quality care to meet all of his health needs. Unfortunately,
that impression is erroneous. Medicare has been a great boon to the
aging but it has by no means eliminated all of the deficiencies and
inadequacies in the health care of the elderly which preceded the es-
tablishment of medicare.

So that I will not be misunderstood, I want to make one thing clear.
While it will be my purpose in this brief statement to emphasize some
of the most glaring gaps in medicare, I recognize that, despite its in-
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adequacies, medicare has contributed very significantly toward meet-
ing the health care needs of the elderly. Indeed, medicare has made it
possible for millions to obtain necessary health care that they could
not have obtained otherwise. :

If organized labor criticizes some of the shortcomings of medi-
care today, it is not because we do not appreciate the contribution it
has made. We criticize medicare in order to improve it so that it will
fulfill its original purpose of assuring merical care of high quality to
all elderly Americans. Moreover, if we make medicare the success it
can be in meeting the health needs of the elderly, we will also be de-
monstrating that through a universal system of comprehensive na-
tional health insurance we can assure high quality health care to all
theé American people. : o o

One of the most serious defects in medicare is the wide gap between
what the elderly can afford to pay out of their own pockets and
what medicare pays for their health care. The average single retired
worker on social security today receives less than $100.a month and
a couple approximately $150. Their financial problem would be seri-
ous enough if medicare met all of their health care costs, but it does
not. The fact is that medicare pays for less than one-half of the health
care costs of the elderly. For the great majority of the elderly who
‘live on very low incomes this represents a crushing financial burden.
For many it also means an inability to finance urgent medical care
needs which results in avoidable discomfort, pain and, yes, even death.

Heavta Costs Nor CoviRED BY MEDICARE

Let me briefly list the major items of health care the elderly must still
pay for out of their meager financial resources: :

1. The part B (physicians’ services) premium of $4 a month; for
an aged couple thisis $96 a year. . '

2, The deductibles. Medicare does not pay for any part-B services
until the patient has met $50 of the cost out of his own pocket. For hos-
pitalization he must pay the first $44 of any bill and there are deduct-
1bles also for other types of services. ' ‘

3. Coinsurance. This is 20 percent for all physicians’ services and
varying amounts, depending on length of stay, for hospitalization or
nursing home care.

4. In part B, refusal of a doctor to accept assignment; that is, the
“reasonable charge” determined by the insurance company or other
private organization acting on behalf of Social Security, requires
the elderly to pay more, often considerably more, than the $50 deduct-
ible plus the 20-percent coinsurance.

5. Medicare does not cover many items of health care. Among them
are prescription drugs, most dental, foot and eye care, eyeglasses and
hearing aids, and most types of medical appliances. In addition, there
are limitations on the length of stay in a hospital or nursing home
and the number of home health visits which are paid for.

These are the principal limitations which require the elderly even
under medicare to meet more than half of their health care costs. I
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have already mentioned the extremely limited incomes of the elderly
which can hardly be stretched to meet the heavy financial burden of
their medical costs. As our advisory committee report brings out, the
health care costs of the elderly are approximately 23/ times as much as
for younger age groups. Thus, even if medicare paid for half of the
health care costs of the elderly, they would still be paying out of their
own pockets 8714 percent more on the average than those still working.
Y]’gt their incomes on the average are only a%)out half those of the non-
elderly.

Megicare was enacted because it was recognized that the elderly
could not meet unduly large health care costs out of their limited in-
comes after retirement. But medicare is doing only half the job of
relieving the elderly of the crushing financial burden of meeting their
medical care needs. It is time to make it financially possible for all the
elderly to receive quality health care.

Prorosars To CHANGE MEDICARE

To that end the following changes should be made in the existing
medicare system : _

1. Parts A and B should be combined as a single social insurance sys-
tem financing the health care of the elderly. Part A of medicare con-
forms to recognized social insurance principles in that contributions
are made while the individual is still in the labor force toward his
hospitalization needs after retirement. But part B requires the retired
person to pay, after he is no longer working, for more than 50 percent
of the medical services not covered by part A, principally physicians’
services. By combining parts A and B, we would provide for the en-
tire financing of medical care before retirement, thus removing the
onerous financial burden of payment of the monthly premium after
retirement. :

2.-To remove financial deterrents to needed health care, the coinsur-
ance and deductible features of medicare should be eliminated. More-
over, doctors should be required to accept assignment if they wish to
participate in medicare, :

3. Medicare should be extended to cover the cost of prescription
drugs—and here I would go even further than our report does; I think
this should go further and cover all prescription drugs—dental care,
eyeglasses and other items whose costs the elderly must now meet out
of their limited incomes. o ’ - L

4. Since the changes I have suggested would involve additional costs
which cannot be and should not be met by raising already high rates
of worker and employer social security contributions, half of the total
cost of medicare should be met'out of general revenue. =~~~

Adoption of these recommendations will not eliminate all the ills
of medicare since, as my colleagues will describe, some defects can
only be removed by changes in the organization and delivery of medi-
cal care and establishment of quality and efficiency incentives and cost
controls as recommended in our advisory committee report. However,
the changes in financing of medicare I have suggested will assure that
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the elderly will no longer be denied urgently needed health care be-
cause of lack of individual financial resources. In this way, we will
help to assure that health care is the right of all elderly Americans.
Thank you, Mr. Chairman.
Senator Muskie. Thank you very much, Mr. Seidman, for your
excellent statement.
Mr. Glasser isthe next member of the committee.
I thought we might hear from each of the members of the advisory
committee, Senator Prouty, before we start with the questions.

Mr. Glasser.
STATEMENT OF MR. GLASSER

Mr. Grasser. Mr. Chairman, Senator Prouty.

There has been a great deal of criticism, much of it valid, of the
operations of the medicaid program. The advisory committee feels it
is of the highest importance that there be recognition that the medi-
caid program was created to fill a major unmet need of the American
people. There is abundant evidence that lack of effective health care
is a major cause of poverty in the United States, and a major factor
in the substantially poorer health experienced by low-income groups
as contrasted with those in the middle and upper income groups.

Medicaid is, however, achieving only a small part of 1ts promise
and its potential. In 1966 an HEW official stated, and I quote, “When
adopted by all States, the new medical assistance program can provide
comprehensive high quality medical care for as many as 35 million
medically needy people.” Three and one-half years later, as of July 1,
1969, only 10.8 million persons are estimated by the States which
have these programs to be eligible for services. In other words, less
than one-third of the people deemed requiring the program are now
eligible to receive bénefits. In both range of services and categories
of persons served, there is the widest variation.

The basic problem derives from the fact that medicaid is neither
a health care nor a medical care program, it is a payments program
for g limited number of medical services.

While the medicaid program is designed to take care of the medi-
cally indigent re,%ardless of age, its major services and expenditures
still go for the elderly. This in itself is an indirect commentary on
the shortcomings of medicare. Forty-one percent of the people eligible
for medicaid are at least 65 or older and 45 cents of each medicaid
dollar is spent on the aged.

Care ror INDIGENT DETERIORATING

Primarily because of the cost situation, medical care available to
the medically indigent is becoming progressively poorer instead of
better. Most cost savings are being made at the expense of the needy
through cutting benefits and eliminating classes of eligibility or
through requiring sharing of payments. These widely practiced ap-
proaches of the States overlook the main source of escalation, which
1s the cost of providing the services. Two factors are at work: (1
the charges of nursing homes, hospitals and physicians; and (2
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an alarming increase in utilization, much of it questionable justi-
fication.

_ There seems to be little doubt that a not insignificant number of phy-
sicians are taking grossly unfair advantage of the program, and we
have had many illustrations. Let me cite from the July 11, 1969, issue
of the Detroit News. One Michigan physician received $169,000 in
one year in medicaid payments alone. By his own statement this repre-
sented about one-half of his work. By a rough calculation this physi-
cian apparently devoted an average of 160 seconds to each of his medi-
caid patients as he delivered the high quality of medical care which
is the objective of this program. 160 seconds.

Cost savings measures such as those adopted by New York State
through a coinsurance program and by other States through barring
the medically indigent who are not receiving public welfare grants
have the self-defeating purpose not only of denying needed care but
of driving large numbers of persons and families into indigency as
they struggle to meet unavoidable health care bills.

The advisory committee believes that means test medicine implicit
in medicaid and widely varying standards among the States are not
conducive to meeting the unmet health needs of the recipients of
these public programs. The team approach of physicians and ancil-
lary personnel working together to provide comprehensive health
services has been urged by numerous major groups which have studied
the problem. This approach is of particular importance to the elderly
who require social and environmental services in even larger degree
than other sectors of the population. Such care in the juggment; of
the committee can and should be arranged for under present medicaid
programs, More effective controls should be instituted on charges of
hospitals, nursing homes and physicians. Vigorous efforts can and
should be undertaken for more effective utilization review not only
in hospitals and nursing homes but in physicians’ offices. Huge savings
could be effected through a courageous attack on this problem.

The advisory committee believes each of these recommendations
will help improve the medicaid program. At the same time it rec-
ognizes that the changes suggested represent palliative treatment of
symptoms that the medicaid program should be phased out, and that
the basic answer will have to come through a universal health in-
surance system which will make possible the reorganization of the
methods of delivering health services and elimination of a separate,
demeaning, inferior system of fragmented health services for those
of the poor who fit into the constantly changing categories of State
programs. '

A final word about nursing homes. This subject requires special
attention because the public share of payments is going up and last
year 31 percent of all medicaid expenditures in this country were
nursing home payments. The costs are going up at an alarming rate.
The national average under medicare was $500 a month last year,
medicaid in Michigan was in excess of $400 a month for nursing homes
last year and the benefits are of inferor quality.
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Because of the shortage of beds a number of adverse conditions
have resulted. Public programs have been required to adopt lower
standards. Private programs like those negotiated by trade unions
have had to lower standards to match public programs. The largest
group, the elderly, whose care is primarily custodial, have gotten in-
creasingly inferior care at higher costs and we have not had the savings
in hospital days that we expected from these programs.

Major questions of public policy arise when in the neighborhood
of two-thirds of the nursing home beds in this country are privately
owned and operated for profit. Important ethical questions dre raised
when large numbers of nursing homes are owned and operated by
physicians. “The typical investment group establishing a nursing
home in metropolitan areas,” said Business Week last year, “is made
up of nine or 10 doctors.”

The advisory committee believes that there needs to be examination
of this whole question of continuing substantial private ownership
of nursing homes and there needs to be consideration of the public
sector developing increasing numbers of nursing home beds on a
nonprofit, basis related to the mainstream of medical care, part of the
health care system, in a way which would bring the maximum benefits
to the maximum number of elderly persons.

Thank you, Senator.

Senator Muskie. Thank you very much, Mr. Glasser.

Before asking the fourth member of the advisory committee to
testify, may I emphasize again to those in the audience who are in-
terested that these four ladies and gentlemen are members of the ad-
visory committee organized to prepare this subcommittee for these
hearings. We thought it would be useful before we began public
hearings to ask a panel of experts, knowledgeable people, to analyze
the problem of health care for the aged today and to suggest remedial
measures in our programs. So, what you are hearing this morning
from these four distinguished Americans is a summary of the findings
that are contained in a printed document which was prepared for
this subcommittee. '

T would like again, on the basis of statements we have already heard
this morning, to compliment the advisory committee on the excellence
of its work. ) :

Dr. Axelrod. ' co

: STATEMENT OF DR. AXELROD

 Dr. Axerrop. Mr. Chairman, it is my task to put into perspective the
health care problems of the aged in terms of our current delivery sys-
tem of medical care. e 4 : ’

Let me say first of all there is-for all of us a set of problems that we
face in the receipt of medical care in which the aged represent an ac-
centuated problem. Let me list these briefly.

First of all, there is a heavy economic gurden. I would like to point
out that the high and rising costs of medical care are anineyitable
accompaniment of our increased technology. We can do very much more
for people in terms of preventing premature death and controlling
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disability and we must be prepared to pay those costs. Having said
that let me add very quickly that simply putting more money into our
medical care system as it 1s currently constituted does not guarantee
increased effectiveness nor increased productivity.

A second major problem has to do with shortages—important short-
ages of all kinds of manpower, health manpower. These shortages are
being accentuated again by the increased technological base in the
delivery of medical care. It takes more kinds of people with more
skills to deliver modern medical care and we are very far from having
an adequate supply of physicians and all kinds of health workers.
Specialization will continue in an inexorable fashion. The day of the
general practitioner who could handle most of the problems of most
people is long gone, T am afraid. There are important shortages in
facilities for caring for all kinds of people, particularly persons who
have need for long-term care.

A third major feature of our modern delivery system is that there
are important variations in the quality of care. While the quality of
medical care in the United States is generally satisfactory, all of us
recognize there are some important deficiencies and we are just
beginnilng to bring some of these to light, particularly outside the
hospital. '

I%)ourth, we need to recognize that our system is a nonsystem as the
chairman has indicated. Health services are not continuously available
to people. It is difficult to get a physician to give care at nights and on
weekends. In increasing fashion the emergency rooms of hospitals are
being used in place of the family physician and there is some question
about the adequacy of the staffing of the emergency rooms in our larger
hospitals.

Hpealth services are not available to people in the ghetto. There has
been a migration of physicians out of the ghetto. Health services are
not readily available-to people in rural areas where there are great
shortages as has been indicated so many times. )

In addition we know there is inappropriate use of personnel and
facilities. Highly trained manpower in short supply is being inappro-
priately used, hospitals with their high costs are being inappropriately
used.” Along with shortages we have the uncomfortable concomitant
of duplication. :

AccountasiLity- Nor Bumwr-In

Finally, I would say that our American medical care system is char-
acterized by the fact that there is no identifiable point of public ac-
_countability..To whom can the older patient or indeed any patient go
.and say, “I don’t like what’s going on; who is going to do something
about 1t.¢” . .

Now having given this general statement about health care prob-
lems for all of us, how do health care problems for the aged stack up?
There are very special problems indeed as has been well pointed out,
but these problems are such that they accentuate the deficiencies of
our delivery system. _

There is much more long-term illness among elderly people. Long-
term illness means an even greater economic burden, it means even

32-346—70—pt. 3——2
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more than need for bringing together different kinds of health per-
sonnel and for using different kinds of facilities. In a system that is
unplanned and uncoordinated you can see how these basic needs of the
aged are not adequately met.

There are fewer long-term beds than we need and it is clear that
older people require long-term care in addition to the short-term hos-
pitalization needs which are greater among them than the general pop-
ulation. Other members of the advisory committee have already com-
mented on the need for improvement in nursing homes. Long-term
care means that there are multiple health problems, and typically this
means multiple fragmented care without any plan for providing care
for the elderly person. There is an uneven distribution nationally of
physicians and other health workers and particularly of long-term
care facilities with the rural States and the rural areas of our country
being at a particular disadvantage. . :

Alternatives to hospital care, the most expensive care for the aged,
and for all groups in the population needs to be substituted for by
less costly alternatives. Yet we do not have sufficient home health
services, we do not have sufficient organized outpatient departments,
we do not have combinations of physicians and health workers who
can provide care outside of the hospital. In short, we are not going to
be agle to solve the accentuated and particular health care problems of
the aged until we can do something about the better organization of
the delivery system for all Americans.

Thank you. .

Senator Muskre. Senator Prouty, you came in after we opened the
hearings. I wonder if you have an opening statement you would like to
make.

Senator Proury. No, Mr. Chairman, I have not. I might say that I
received this report just yesterday afternoon and I have not had a
chance to go through it thoroughly. I do wish to congratulate the
members of the panel for pulling together so many facts concernin
the economic implications of providing health care for older age
Americans. I am sure this report will be of immense help to the
committee.

Senator Musgie. I ought to identify the fifth member of this dis-
tinguished group here, Miss Dorothy McCamman, a consultant to the
committee, who Ea,s been working with the advisory committee.

I think that rather than dwell on the advisory committee report
since we have the complete report to work with, it would be more
useful at this point to proceed with the other witnesses on the list.

May I say this, Senator Prouty. I suggested to the advisory com-
mittee that when the Senators are through questioning particular
witnesses you might give them an opportunity to ask any questions
they might like to ask. I think with that background they might be
able to touch upon some points that could escape even senatorial
detection.

Senator Proury. I am sure they could. :

Senator Muskre. We invited Secretary Finch of the HEW to dis-
cuss deﬁartmental policy on several of the major issues that are
before this subcommittee. He has sent Commissioner John B. Martin
of the Administration on Aging to speak for the Department and
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to testify. The Commissioner has brought with him several of his
people. L . .

I wonder, Commissioner, if you would come forward and introduce
your own people and present them.

STATEMENTS OF HON. JOHN B. MARTIN, COMMISSIONER, ADMIN-
ISTRATION ON AGING; HON. IDA C. MERRIAM, ASSISTANT COM-
MISSIONER FOR RESEARCH AND STATISTICS, SOCIAL SECURITY
ADMINISTRATION; MARK NOVITCH, M.D., SPECIAL ASSISTANT
FOR PHARMACEUTICAL AFFAIRS, OFFICE OF THE ASSISTANT
SECRETARY FOR HEALTH AND SCIENTIFIC AFFAIRS; FRANCIS
L. LAND, M.D., COMMISSIONER, MEDICAL SERVICES ADMINIS-
TRATION, SOCIAL AND REHABILITATION SERVICE; GILBERT R.
BARNHART, ASSISTANT DIRECTOR OF PLANNING AND EVALU-
ATION, NATIONAL HEALTH SERVICE; AND PHILIP S. LAWRENCE,
M.D., ASSOCIATE DIRECTOR, NATIONAL CENTER FOR HEALTH
STATISTICS, HEALTH SERVICES AND MENTAL HEALTH ADMIN-
ISTRATION

Mr. Martin. I have with me today a team of persons from HEW
to answer some eight questions which were submitted to Secretary
Finch, and each of these people is going to take up one or more of
those questions. I am, with your permission, going to make a short
preliminary statement just in the nature of an overview to set the
background for this other material.

The members of the panel who are with me here today include Dr.
Ida C. Merriam, who is the Assistant Commissioner for Research and
Statistics of the Social Security Administration; Dr. Mark Novitch,
who is the Special Assistant for Pharmaceutical Affairs of the Office
of the Assistant Secretary for Health and Scientific Affairs in HEW;
Dr. Francis L. Land, Commissioner of the Medical Services Adminis-
tration of the HEW ; Dr. Gilbert R. Barnhart, Assistant Director of
Planning and Evaluation of the National Health Service; and Dr.
Philip S. Lawrence, who is the Associate Director for the National
Center for Health Statistics, Health Services and Mental Health Ad-
ministration.

Senator MusgrE. I am going to make a suggestion which often
boomerangs on me, Mr. Martin. I notice each of your witnesses has a
statement, some longer than others. I have no objection to your reading
them in full if you think that would be the best way to present the
material in them. If, on the other hand, you find it useful to put the
statements in the record and summarize them, that would be agreeable
to the committee as well. I sometimes find when I issue that kind of
invitation that the summaries are longer than the written statement.
Taking that risk, please do it in the way that would best suit the
presentation of your material, bearing in mind that we have not had
a chance to read these statements and~we do not want to overlook any
significant points that you have made in them.

Senator Proury. Mr. Chairman, before Mr. Martin proceeds I won-
der if the members of the committee could have permission to address
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questions in writing to any of the witnesses who appear here today and
have the questions and answers to them made a part of the record.

Senator Muskre. Without objection, of course, that is agreeable.

May I also identify the Commissioner as Special Assistant to the
President for the Aging.

Mr. Marrin. Thank you, Senator.

Senator Muskie. We like to note that tie and your two hats.

Mr. MarTIN. I hope in the two capacities T will be able to be a voice
for older people. ‘

Senator Muskre. It is entirely appropriate that the President should
have someone who is an expert on the subject.

Mr. Marrin. Thank you. Following your suggestion, I have a state-
ment but I will to the best of my ability summarize it as I go along. We
will follow the pattern which was set by the advisory committee panel.
Do you want us to proceed with our statement and then go to questions
at the end of that ? '

Senator Muskre. Yes; that would be well, unless any member of the
committee would like to ask a question at some point that would ap-
Eear to be relevant at that point. I think the general pattern would be

etter.
STATEMENT OF MR. MARTIN

Mr. Marrin. Let me say it is a real pleasure for me to be here today
to explore the health aspects of the economics of aging. I followed
with a great deal of interest the proceedings of the earlier hearing and
I think the study, which the committee released at that time, is of great
Importance in projecting the future of our aging in America. The
study which has been released here today should also have a very
marked impact in that regard.

I might say that the Administration on Aging considers this com-
mittee to be of enormousimportance to the problems of the aging in this.
country. At least in my administration we feel that we are acting in
partnership with this committee to delve just as deep as we can into
these problems and to come up with completely unbiased answers.

In order to fully appreciate the health aspects of the economics of
aging I would mention a few of the factors which bear on it.

First of all, the fact that 40 percent of our older population is poor
OF' near poor. : . .

The economic projections of your earlier study indicate that under
existing programs the economic disadvantage of older people to the
rest of the population will get worse rather than better.

“ The education level of our older population is low and this produces
some hesitancy to.seek medical attention. ‘

In this day of vanishing house calls many older people do not get
medical treatment for the simple fact that they do not have adequate
transportation or funds to get available transportation.

About four-fifths of those who are over 65 have one or more chronic
conditions. Of those over 75 only about, one in eight is free from chronic
conditions. The most serious situation in this country in this respect
is found in our rural areas and in the southern part of the United
States where as high as one in three of those 75 and over are un-
‘able to carry on their major activity.



Because of their high incidence of chronic illness the aged are sub-
ject to all kinds of “sure cure” approaches. Unfortunately many of
them are quack approaches. The subject of the hearing in Ann Arbor
dealt with some of the consumer frauds in this field.

In 1965 the Congress set forth in the Older Americans Act a declara-
tion of objectives for older Americans, one of which was: “The best
possible physical and mental health which science can make available
and without regard to economic status.” That is certainly still the ob-
jective of the administration on aging and the administration gener-
ally today.

We have made great progress. In fiscal 1964 the Federal outlay per
person aged 65 or over for health and related services was $47.35. In
fiscal 1970, we estimate that figure will be increased to $442 per person.
In total this-represents an increase of the Fedéral expenditures from
both the trust and general funds from roughly $800 million to roughly
$8.8 billion in a 6-year period. ' .

So there is no question but that much is being done in this field.
We feel sure that the members of the committee as well as members
of the panel recognize that we are working on improvements in the
system. We are working to do far better than we are doing but not
avithout a recognition of the fact that a great deal has already been

one.

The Federal programs that seek to meet these health needs of older
people are numerous and I do not want to go into detail on them.

First and most important, of course, are medicare and medicaid.
The legislation which the Congress has passed with respect to com-
munity mental health centers has been very effective.

The Comprehensive Health Planning and Public Health Service
Amendments have provided an incentive to States to move from frag-
mented services to a system of totally coordinated health services. '

The Veterans’ Administration, of course, provides many services.

- The aging program of the National Institute of Child Health and
Human Development which is concerned with maintenance of positive,
vigorous functional ability and not the simple absence of disease, sup-
ports basic studies on biological and behavioral aspects of aging.

The State vocational rehabilitation agencies are providing health
services to many of the elderly with physical impairments, and im-
proving these constantly. :

The Administration on Aging has approved several demonstration
nutrition programs which provide healthful, hot meals to the elderly.

The Food and Drug Administration is concerned, of course, with
wholesome foods, safe and effective drugs, and safe Jabeling. We are
going to hear today from the representatives of the National Center
for Health Services Research and Development and the National
Center for Health Statistics. .

The Hill-Burton program, of course, has been very important in
providing grants for construction of various health facilities.

The percentage of the health care bill for the older population met
through public programs doubled from about 30 percent m fiscal 1966
to almost 60 percent in fiscal 1967—35 percent from medicare and
25 percent from all other Federal, State, and local programs combined.



904

If hospital costs of older people which in 1967 totaled more than $4
billion are looked at separately, about 92 percent was paid by public
programs. -

Yet, despite the progress, we would all agree with President Nixon’s
statement that “it is an unhappy fact that Americans over 65 get less
adequate medical care than younger Americans, even though they are
sick more often. And illness is still a major economic burden for older
people, as many of you know only too well.”

UniqQue ProprEMS oF THE ELDERLY

Some of the problems which older people experience in purchasing
quality medical care are these: _

The exclusion of out-of-hospital prescription drugs.

The exclusion of long-time nursing home care from medicare creates
problems for some older people.

The scope of medicare is not designed to cover comprehensive
care at present; thus, certain kinds of care—dental and podiatry
services and annual checkups, eyeglasses, hearing aids and so on—
have not been included by the Congress in medicare.

Some older Americans have difficulty in paying the amounts required
under the deductible and coinsurance provisions of medicare and have
few other resources available to help meet these costs.

Medicaid which is designed to complement medicare is State
administered and varies greatly among the States in the scope of
services authorized, who is eligible for them, and in the availability
and accessibility of services to the needy. ,

_ Medical care costs have been rising sharply in recent years. The
Consumer Price Index of the Bureau of Labor Statistics shows per-
centage increases of 7.3 for medical care services, 5.7 for physicians’
fees, and 13.2 for hospital daily service charges in the calendar year
1968. ‘

The administration is also concerned about another set of problems
which plague the older American who needs medical care; the prob-
lems produced by the complex and sometimes confusing system by
which he purchases and consumes his health services.

Complex drugs purchased in combinations that may be not only
ineffective but harmful; brand name drugs sold at widely varying
prices despite identical wholesale costs; patent medicines sold because
of exaggerated claims of relief from pain and the debility of age;
worthless potions and devices designed to exploit the fear of illness
and death; loophole-ridden health 1msurance plans sold to supplement
medicare—these are examples of the medical maze our system has
produced. : .

A related problem is the difficulty of security reimbursement for
expenditures under medicare. Many doctors, rather than take assign-
ment of bills under medicare, shift the burden of applying for reim-
bursement to the elderly patients themselves.- At a recent national
conference on the aging consumer, it was clear from the very vocal
reaction of the older people participating that this is a major item of
frustration. =~ o

Last Thursday, Secretary Finch and Assistant Secretary-Designate
Dr. Roger O. Egeberg submitted a report to the President entitled
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“A Report on the Health of the Nation’s Health Care System” in
which they highlighted the problems associated with rising health
costs and delivery of health care. )

In his statement on July 1, 1969, before the Senate Committee
on Finance, Under Secretary of the Department of Health, Education,
and Welfare John G. Veneman listed a series of steps which the
Department is presently implementing in order to provide stronger
administrative and managerial control over its medical programs. He
specifically singled out the aged and stated :

We are committed to providing quality medical care to the aged and to other
persons who could not otherwise afford it.

1 strongly support these steps, which will be enumerated in greater
detail later this morning and I would like to submit a copy of Under
Secretary Veneman’s testimony and the statement of Secretary Finch
and Dr.  Egeberg since they bear so directly on the subject under
discussion today.* ) : .

Attached to the letter inviting our representatives of HEW to this
hearing was a list of eight questions of concern to the committee. We
have used these issues as the framework for our presentation this
morning. .

(The prepared statement of Mr. Martin follows:)

PREPARED STATEMENT OF JOHN B. MARTIN, COMMISSIONER, ADMINISTRATION ON
AGING, SOCIAL AND REEABILITATION SERVICE, U.S. DEPARTMENT OF HEALTH,
" EDUCATION, AND WELFARE -

Mr. Chairman and members of the subcommittee: It is a great pleasure for
me to appear before this subcommittee today as it explores the Health Aspects
of the Economics of Aging. I followed with great interest the initial hearings
held this April by the full Committee on the “Economics of Aging.” The findings of
these hearings will be of great assistance to us in developing the most effective
programs possible to meet the needs of our older population.

To fully appreciate the health aspects of the economics of aging we must keep
in mind such factory as the following: o .

409, of our older population is poor or near poor. - : .

Economic projections indicate that under existing-programs the economiec
disadvantages of older people to the rest of the population will get worse rather
than better. oo : .

The educational level of today’s older population is lower than that of the
rest of the population, and they therefore are less aware of the help that is
available and more hesitant to seek medical attention.

In this day of the vanishing house call, many older people may not get necessary
medical treatment because of a lack of transportation or funds to use available
transportation. .

Older persons have the highest frequency and intensity of illness in our
population. Almost four-fifths of those aged 65 have one or more chronic condi-
tions. These range from those which do not limit activity at all, to those which
make it impossible to carry on major activity.

For those who have reached and passed their 75th birthday only 1 in 7 of the
men and 1 in 9 of the women who are noninstitutionalized report no chronic con-
ditions whatsoever. Geographically, the more serious situation is found in the
nonmetropolitan areas and in the southern part of the United States where as
high as 1 in 3'of those 75 and over are unable to carry on their major activities
as compared with 1in 5 in the rest of the country.

Because of their high incidence of chronic illness, it is primarily among the
aged that ‘the quack tries to find customers for his “sure cure.” The modern
“medicine man” realizes that e]derly people with their high degree of chronic
disabilities cah be persuaded to try many remedies since they desperately seek
relief from pain or the cure of some ailment. .

*See p. 647.



506

Institutional care represents a major cost factor in health care of the elderly.
The per capita rate of use of proprietary nursing homes is highest for persons
aged 85 or older, the most rapidly increasing age group in the Nation. About %
of all patients in prolonged care in mental hospitals in the United States are 65
and over.

In 1965 the Congress set forth in the Older Americans Act as one of its Dec-
laration of Objectives for Older Americans: ‘“The best possible physical and
mental health which science can make available and without regard to economic
status.” Progress has been made. In fiscal year 1964, the Federal outlay per
person aged 65 or over for health and related services was $47.35. In fiscal year
1970, this figure is expected to increase to $442. In total, this represents an in-
crease of Federal expenditures from both trust funds and general funds from
$838,600,000 in fiscal year 1964 to an estimated $8,840,100 ,000 in fiscal year 1970.

Seventy-three percent of this Federal e*{pendlture will be met from trust
funds; the remainder from general funds.

Federal programs seek to meet: the health needs of older people in a wide
variety of ways. For instance:

Medicare and the Medical Assistance programs have removed major ﬁnanc1a1
barriers to health services.

The Community Mental Health Center Act of 1966 has made possible the con-
struction of many comprehensive community mental health centers.

The Comprehensive Health Planning and Public Health Service Amendments
of 1966 and the Partnership for Health Amendments of 1967 provide Federal
assistance as an incentive to States to move from fragmented services to a system
of totally coordinated health service.

The Veterans Administration provides medical, rehabilitative and hospital care
to the agmg veteran.

The aging program of the National Institute of Child Health and Human
Development which is concerned with maintenance of positive vigorous func-
tional ability and not the simple absence of disease supports basie studies on
biological and behavioral aspects of aging.

State vocational rehabilitation agencies are providing health services to many
of the elderly with physical impairments.

The Administration on Aging has approved several demonstration nutrition
programs which-provide healthful, hot meals to the elderly..:

The activities of the Food and Drug Administration benefit the health of the
elderly by assuring wholesome foods, safe and effective drugs, and safe labelmg
and by educating the elderly to guard against frauds and cheating.

The National Center for Health Services Research amnd Development and
the Reglonal Medical Program are supporting activity which hopefully will lead
to major improvements in the system through which health .services are delivered
to older persons. .

The Hill-Burton program provxdes grants for con.structlon of hospitals,
public health centers, nursing homes :and extended care facilities; for research
and demonstrations in hospltal operation and design ; and for areawide planning
of health facilities.

The percentage of the’ health care bill for the older population met through
pubhc programs doubled from about 309% in fiscal 1966 .to almost 60% in fiscal
1967—359% from Medicare and 259 from all other Federal, State, and local pro-
grams combined. The remainder of the health costs of the elderly were met by
profit and non-profit insurance plans, charity, and of course, out of the private
incomes of the elderly and their families.

If hospital costs for older people which in 1967 totaled more than $4 billion
are looked at separately, about 92% was paid by public programs—about 58%
from Medicare and some 349, from all other public programs combined.

Yet, despite the progress, we would all agree with President Nixon’s observa-
tion during his campaign for the presidency that . .. “it is an unhappy fact that
Americans over 65 get less adequate medical care than younger Americans, even
though they are sick more often. And illness is still a major economic burden
for older people, as many of you know only too well.”

Some of the problems older persons experience in purchasing quality medical
careare:

Some financially hard-pressed older persons are being helped to meet only part
of their medical needs and some are not being helped at all. The exclusion of out-
of-hospital prescription drugs under “medicare” is illustrative, as is the exclusion
of long-term nursing home care.
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The scope of “medicare” is not designed to cover “comprehensive” care at
present; thus, certain kinds of ecare—dental and podiatry services and annual
check-ups, for example—have not been included by the Congress in Medicare.

Some older Americans have difficulty in paying the amounts required under
the coinsurance provisions of medicare and have few other resources available
to help meet these costs.

“Medicaid” which is designed to complement “medicare” is State administered
and varies greatly among the States in the scope of services authorized, who is
eli%ible for them, and in the availability and accessibility of services to the
needy.

Medical care costs have been rising sharply in recent years. The Consumer
Price Index of the Bureau of Labor Statistics shows percentage increases of
7.3 for medical care services, 5.7 for physicians’ fees, and 13.2 for hospital daily
service charges in the calendar year 1968. ’

This Administration is also concerned about another set of problems which
plague the older American who needs medical care; the problems produced by
the complex and sometimes confusing system by which he purchases and con-
sumes his-health services. L, . o o

Complex drugs, purchased in combinations that may be not only ineffective
but harmful ; brand name drugs, sold at widely varying prices despite identical
wholesale cost; patent medicines sold because of exaggerated claims of relief
from pain and the debility of age; worthless potions and devices designed to
exploit the fear of illness and death; loophole-ridden health insurance plans
sold to supplement Medicare—are examples of the medical maze our system has
produced. . .

A related problem is the difficulty of securing reimbursement for expenditures
under Medicare. Many doctors, rather than take assignment of bills under
Medicare, shift the burden of applying for reimbursement to the elderly patients
themselves. At a recent national conference on The Aging Consumer, it was clear
from the very vocal reaction of the older people participating that thisis a major
item of frustration. .

Last Thursday, Secretary Finch and Assistant Secretary-Designate Dr. Roger
0. Egeberg submitted a report to the President entitled, “A Report on the Health
of the Nation’s Health Care System” in which they hightlighted the problems
associated with rising health costs and delivery of health care.

In his statement on July 1, 1969, before the Senate Committee on Finance,
Under Secretary of the Department of Health, Education, and Welfare John G.
Veneman listed a Series of steps which the Department is presently implement-
ing in order to provide stronger administrative and managerial control over its
medical programs. He specifically singled out the aged and stated:

“We are committed to providing quality medical care to the aged and to other

persons who could not otherwise afford it.”
I strongly support these steps, which will be enumerated in greater detail later
this morning and I would like to submit a copy of Under Secretary Venenam’s
testimony and the statement of Secretary Finch and Dr. Egeberg since they bear
so directly on the subject under discussion today.

Attached to the letter inviting our representatives of HEW to this hearing
was a list of eight questions of concern to the Committee. We have used these
igsues as the framework for our presentation this morning.. I have brought with
me some of my colleagues in the Department of Health, Education, and Welfare
whom I would now like to introduce. R

Mr. Marrin. With that, Senator, I would like to introduce the first
witness to testify who is Dr. Ida C. Merriam, Assistant Commissioner
" for Research and Statistics, Social Security Administration, who will
seek to respond to the following questions: Departmental policy on
the desirability of reducing or eliminating the deductibles and co-
insurance in medicare; possible new innovations for medicare bene-
fits, departmental efforts to reduce health care costs of special im-
portance to the elderly and other information directly relevant to
the personal economics of the elderly individuals now facing severe
problems of health needs and rising medical costs.

Mrs. Merriam.
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Senator ProuTy. Mr. Martin made reference to statéments issued
by HEW recently. I'think they should be made a part of the record.

Mr. Marrin. I was referring to the statement made by Secretary
Finch and Under Secretary Veneman, Senator Prouty.

Senator Proury. That is what I was referring to.

Mr. MarTiN. I would like those made part of the record.

Senator Muskre. They will be made part of the re¢ord.

(See appendix 1,item 1, p. 647.)

Senator Musk1e. Please proceed.

STATEMENT OF MRS. MERRIAM

Mrs. Merr1am. Mr. Chairman, Senator Prouty, thank you very much
for the opportunity to discuss with your subcommittee some of the
issues involved in the health needs of the elderly and rising medical
costs.

1f I may, I would like to submit for the record a longer statement
that 1I intend to deliver orally as well as some supplementary ma-
terials. : :

I would like also to take the four questions that I have been asked
to talk about in a somewhat different order and start first with a brief
discussion of the health care expenditures for the aged.

We have a number of charts attached to this statement. The recent
increase in medical care prices, of course, is beyond dispute. The facts
speak for themselves.

Senator Muskie. Let me ask this. The inflationary impact upon the
cost of health care and medical care really has been greater than any
other item in the inflation, has it not ?

Mrs. Merriam. That is right. In the most recent figures for the 3-
year period ending May 1969, all consumer prices rose 13 percent and
prices for all medical care services 27 percent. Hospital daily service
charges rose 55 percent during that period. Physicians’ fees increased
22 percent. There are many reasons for this and I take it that that is
not a subject that you want to go into at this particular point.

Senator Muskie. I would like to defer it to the questioning.

Mrs. Merrianm. Thank you. '

Your task force has pointed out that aged persons as a group can
expect more illness and heavier medical bills. But for them as for
younger persons the burden falls unpredictably. Some will have no
need for care and some will have a tremendous amount.

The medicare program has brought a new kind of security to older
people with the knowledge that if they suffer serious illness a substan-
tial part of their medical costs will be taken care of by the health
insurance program. This is not to deny that there are uncovered ex- .
penditures but I think it is important to make the point that for the
heavy expenditures we have done a good bit through insurance and
have largely taken care of the situation.

Data are now available that assess the progress in medicare’s second
year in meeting its goal of reducing the financial burden on the aged
of the high costs of medical care. Most of the figures in the task force
report relate to the first year, fiscal 1967. Attached is a forthcoming
note which gives in some detail the experience in the second year when
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the program was really in full swing. I would like to give you just a
few highlights from that.

Personal health care expenditures from all sources amounted to
$46.7 billion in the fiscal year 1968. This is personal health care ex-
penditures for the entire population. About one-fourth of this total
was spent by or in behalf of the aged who made up only one-tenth of
the total population.

Averace MepicaL Bmi For Erperuy, $590 v 1968 - -

The average medical bill for each person aged 65 or over was $590
in fiscal year 1968 ; it was $195 for the person under age 65.

In the year before medicare, $7 out of $10 of the aged person’s medi-
cal bill had to be paid privately. Two years later only $3 out of every
$10 came from private funds and $7 from public.

In medicare’s second year, benefit payments under the program rep-
resented 45 percent of the personal health care expenditures of the
aged during the year.

Senator Muskie. Do you mind if I interrupt? I cannot resist asking
the reason for the statistic which you did not read, and that is the sec-
ond full paragraph on page 4.

Mrs. MerriaM. Yes.

Senator Muskie. Total personal health care expenditures were about
13 percent greater in the fiscal year 1968 than the amount spent in the
previous year. Nevertheless, for the aged these outlays rose 21 percent,
though they were only 10 percent higher for those under age 65.

I tl&ink the reason for that might well be given at this point in the
record.

Mrs. Merriam. I am sorry I did not read that, Senator. I was trying
to cut out figures.

Senator Musgie. I did not intend criticism in my questions but it
struck me and I thought I would like to ask the reason for that while
it was still in my mind.

Mrs. Merriam. First, the reason for the increase is partly the matter
of rising cost—inflation ; it is partly a matter of increasing population ;
it is partly a matter of increasing use of services.

We have in the attached material a chart which relates to the aged
rather than to the total population in which we estimate how much of
the total increase in expenditures from fiscal year 1966 to 1968 is due
to the fact that the same service now costs more. How much did the
total population increase and how much is increased use of services?

Now the reason that the outlays for the aged rose more than for the
rest of the population is primarily due to increased utilization. We do
know that as a result of medicare the aged persons have had more hos-
pital care; I think they have had more physicians’ care. You can look
at chart 1* to see what has been happening there. Of course the
number of older people has also increased.

S_enaétor Muskie. So those percentage comparisons are not per
capita®

Mrs. Merriam. No, this is for the aggregate. The medical expendi-
tures for fiscal year 1968 the population as a whole were up 13 percent

*Retained in committee files.
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over the previous year; for the aged 21 percent, largely because of in-
crease in utilization. At this point the aging population is no longer
increasing much more rapidly than the rest of the population.

Overall, medicare paid for about 45 percent of the personal health
care expenditures of the aged.

Medicare paid more than three-fifths of the aged’s hospital expendi-
tures, however, and about the same proportion of their physicians’
expenditures.

For personal health care services other than hospitals, physicians
and nursing homes—in other words, the uncovered services such as
dentists, private nurses, therapists, drugs, eyeglasses, and so forth—the
individual aged person still bears a large share of the cost burden.
Private outlays in fiscal year 1968 constituted 85 percent of the total
for these services and supplies. Now in this case 15 percent, a very
small amount, comes from medicare and other public programs.

One thing which I think is of some importance. Although medicare
and other public programs subsidize much of the high medical costs
of aged persons, the amount paid privately by the aged remains higher
per capita than for the nonaged—$176 for the aged and for the non-
aged—$153. The amount le%t over after all public benefits, or the
amount paid privately is still substantially greater for the elderly.

Now unless there are questions on that I will turn to the deductible
and coinsurance payments. '

The required payment of deductibles and coinsurance amounts in
the face of inflationary movements of medical prices clearly adds to
the problems encountered by the low-income aged person in paying
his own way.

Research 1s currently underway in the Social Security Administra-
tion that will be of special interest to the committee. Qur research
plans include a detailed analysis of the effects of the $50 deductible
and coinsurance. Since the beginning of the program, July 1, 1966,
we have obtained information on utilization and charges for medical
services from our current medicare survey, a continuing monthly
household survey of a sample of medical insurance enrollees.

Demographic and economic supplements have been added to our
basic questionnaire and we can identify the characteristics of persons
who never or seldom use services, and consequently do not meet the
deductible, as contrasted with persons who have higher rates of uti-
lization. We plan to relate medical care utilization to-income, educa-
tion, possession of health insurance other than medicare, size of house-
hold, welfare status, and source of payment for costs not covered by
medicare. We hope to have this information before the end of this
year.

We do know now that for calendar year 1967 about 14.8 million
aged persons used covered services under the medical insurance pro-
gram, part B. Obviously the deductible for the hospital care (part A)
1s of less significance than the deductible under part B. I am giving
figures for part B only.

Of about 15 million persons, a few had services that were free. Close
to 6 million persons did not meet the deductible; 8.6 million persons
incurred sufficient charges to meet the $50 deductible. For these per-
sons, average charges were $236, of which $159 was potentially reim-
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bursable by medicare and $77 had to be paid by the individual or some-
one on his behalf to meet the deductible and coinsurance amounts
that year.. N : '

Senator Muskie. The other conclusion that is rather obvious is that
6.2 million persons had charges that.were less than $50 and that that
is not reimbursed to any extent. S

Mrs. MerriaM. That is right. A'few: of those.had essentially free
care. For the close to 6 million who paid for their care, charges
averaged $20. - : I R

It 1s obvious that for the elderly with very low incomes, outlays
of this size, in addition to the premium payments, now $48 a year, will
be difficult to meet. As of June 30, 1968, medicaid was paying the
premium for about 1.6 million out of 18.8 million persons enrolled
under part B of medicare, as well as the deductible and coinsurance
amounts for many of the 1.6 million who used the services. The others
had to take care of themselves.

While the Department is concerned about the problems beneficiaries
may have, both with respect to understanding the workings of the
deductible and coinsurance provisions and with respect to meeting
their costs, we believe a good deal of further study of the provision
and consideration of alternatives are necessary before a recommenda-
tion to reduce or eliminate them could, responsibly, be made.

In its recent report, transmitted to the Congress on June 20, 1969,
the Social Security Administration’s Health Insurance Benefits Ad-
visory Council explored the present deductible and coinsurance pro-
visions but specifically concluded that no recommendation for change
should be made at the present time. They further recommended that
the statutory Advisory Council on Social Security, appointed this
May, study these provisions further.

* This Council, which is required by law to study all aspects of social
security, including, of course, medicare, will be thoroughly review-
ing the deductible and coinsurance provisions under the program.
It would clearly be premature, then, for the department to take a
position with regard to the reduction or elimination of these amounts
at this time, - ' o : :

Senator Muskie. May I ask you at this point whether you have
any preliminary estimatesonthecost? = S -

Mrs. Merriam. Yes, I have. I was just'wondering whether I am
spending too much time. ' ‘ o

Let me read the next paragraph. o c .

By way of background, I might mention that these cost-sharing pro-
visions under medicare were included in order to reduce costs, to help
minimize the number of small. claims and paper work, and to hel
discourage the unnecessary use of health services. The main consid-
eration, though, was cost. Elimination of the hospital insurance de-
ductible and coinsurance amounts would cost about 0.15 percent of
taxable payroll, while elimination of the cost-sharing provisions of
the medical insurance program would more than double the monthly
part B premium. It was thought that, with the program -paying for
the most serious costs of illness, most beneficiaries would be able to
budget for the cost-sharing provisions. -

The confusion many beneficiaries faced because of these features
has diminished markedly since the early months of the program—

‘
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there is still enough of a problem in this area, however—and the finan-
cial difficulties these cost-sharing amounts may create for some of the
aged have been reduced to some extent by State title XIX (medicaid)
plans, which provide a method whereby those among the aged who
cannot meet these amounts may receive some help.n%Iowever, there
is still a problem in this area that is serious enough to warrant con-
sideration by the Advisory Council.

MepicARE REIMBURSEMENT FORMULAS

Referring to medicare’s reimbursement formula, with respect to
reimbursement for services under medicare, we have eliminated the
2-percent allowance (114 percent in the case of proprietary institu-
tions) paid above accounted-for costs that has heretofore been part
of the formula for reimbursing providers of services. Also, in consul-
tation with the American Hospital Association and other represent-
atives of providers, we are reexamining our entire reimbursement
process to assure that, with the elimination of the 2 percent, reimburse-
ment will be fair to all concerned. As part of such reexamination we
will be looking into any other possible changes that might derive
from the hearings on medicare administration %eing held by the Sen-
ate Finance Committee, ,

Further innovations in the medicare reimbursement formulas might
derive from the authority granted the Secretary of Health, Educa-
tion, and Welfare under section 402 of the Social Security Amend-
ments of 1967 to develop and engage in experiments with various
methods of reimbursement for services under medicare, medicaid, and
the maternal and child health programs. Such experiments are de-
signed to provide additional incentives for economy and efficiency in
the provision of health services while supporting high-quality services.

The extent of development of the specific proposals for experiments
that have been receiveg to date varies considerably. Most need refine-
ment of the measurement and evaluation aspects—especially with re-
spect to establishing reliable measurements of efficiency, economy, and
quality. Thus far, five experiments have been conditionally approved.
They have been proposed and will be conducted by :

1. Associated Hospital Service of New York (Blue Cross) which
is testing per diem target rates.

2. Connecticut Hospital Association which will establish depart-
mental target reimbursement rates.

3. Health Insurance Plan of Greater New York which is experi-
menting with capitation reimbursement for comprehensive services.

4. Hospital Cost Analysis Service of Maryland which is really do-
inga pre(itermination review of costs in Maryland.

5. Blue Cross of southern California which is looking into use of
productivity indices.

I might say, Mr. Chairman, one member of your expert group over
here serves on the committee which advises us on incentive experi-
ments. Dr. Axelrod knows a great deal about this,

Although several additional proposals are in various stages of de-
velopment, we believe that more flexibility is generally needed in the
authority to engage in incentive reimbursement experiments and re-



513

lated demonstration projects and we have so recommended to the
Congréss. Broader legislative authority would permit a wider variety
of projects aimed at increasing the eﬁg,ciency of health care delivery.
It would also give greater assurance that we could negotiate for par-
ticipation in professionally acceptable projects aimed at fostering
more effective cost control methods. At present we have to wait for
people to come in to us.

Mr. Chairman, your subcommittee has contributed significantly to
a fuller understanding of the special problems of the aged. The in-
terests of the Subcommittee on Health in the health aspects of the
economics of aging has focused attention on the problem of rising
medical costs and their impact on the elderly. We are concerned with
these problems and are prepared to assist in any way we can on the
issues involved in obtaining for the aged a full share in abundance.

“Thank you. . }

Senator Muskre. I might say that your prepared statement and
all of your attached materials will be included in the hearing record.

STATEMENT BY IpA C. MERRIAM, ASSISTANT COMMISSIONER FOR RESEARCH AND
‘ STATISTICS, SOCIAL SECURITY ADMINISTRATION

Mr. Chairman, thank you very much for the opportunity to discuss with your
Committee some of the issues involved in the health needs of the elderly and
rising medical costs.

On April 29 and 30, 1969, Mr. Robert M. Ball, Commissioner of Social Security,
and several members of the staff of the Office of Research and Statistics, Social
Security Administration, appeared before your Committee to discuss the problems
and some of the issues involved in the economics of aging identified in the Com-
mittee’s Task Force report. The report identified as key factors income security
and an equitable sharing by the aged in our increasing national output. The Task
Force report pointed out that too many older persons today do not have the
income necessary to support an acceptable level of living and that rising prices
and medical care costs bear particularly hard on persons no longer able to earn.

Departmental efforts to reduce costs

" Rising medical costs are the concern of all segments of the population, not .
only older persons. This concern culminated last week in the “Report on the
Health of the Nation’s Health Care System” by Secretary Finch and Assistant
Secretary Egeberg that focused on the problem of “crippling inflation in medical
costs.” That report outlined a series of administrative and legislative actions
designed to arrest this inflation and to ultimately reshape the health care system
sgf that the same high quality medical care is available to all at a price they can
afford.

In addition to the Departmental efforts to reduce health care costs, your Com-
mittee has expressed special interest in other health aspects of the economics of
aging, including the personal expenditures by individual elderly persons for
medical care not covered by Medicare and Medicaid, the effect of rising prices
and medical costs on persons no longer able to work, and suggested changes in
financing of Medicare benefits. These are the issues that T would like to briefly
discuss today.

The recent accelerated rise in medical care prices is beyond dispute—the facts
speak for themselves: In the three-year period ending May 1969 (the latest month
for which data are available), the BLS Consumer Price Index registered sig-
nificantly larger increases for medical care prices than for all other consumer
prices. Prices for all medical care services increased 27 percent ; hospital daily
service charges rose 55 percent; and physicians’ fees increased 22 percent. Dur-
ing the same three-year period, all consumer prices rose 13 percent and all con-
sumer services increased 17 percent (see Table1).

Medicare’s role in financing health care expenditures for the aged

The Task Force report of March 1969 pointed out that aged persons as a group
can expect more illness and heavier medical expenditures than younger persons.
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But for them as for younger persons, the burden falls unevenly and unpredict-
ably. The Medicare program has brought a new kind of security to older people
—the knowledge that if they suffer a serious 1llness, a substantial part -of their
medical costs will be taken care of by the health insurance program. The fear
and burden of paying for very expensive illnesses that has often w1ped out hfe~
long savings now has been largely removed.

.The Task Force report cited that the role of: Medlcare in financing, health
care expenditures for the aged during its first year Datd _are now available
that assess the progress in Medicare’s second year in meeting its goal of reducmg
the financial burden on the aged of the high costs of medical care. Attached is a
copy of a forthcoming Research and Statistics Note presenting these-new: data
The following highlights some of the findings;:

Personal health care expenditures from all’ soulces amounted to $46 7 bllhon in
the fiseal year 1968. About one-fourth of this total was spent by or 1n behalf of
the aged who made up only one-tenth of the total population. - :

The average medical bill for each person aged 65 or over was $590 m fiscal
year 1968 ; it was $195 for the person under age 65. :

Total personal health care expend1tures were about 13 percent greater in the
fiscal year 1968 than the amount spent in the previous year. Nevertheless, for
the aged these outlays rose 21 percent, though they were only 10 percent higher
for those under age 65.

The financial burden on the aged of their high costs of hospital and medical
care has been substantially reduced as a direct result of the Medicare program.
In the year before Medicare, $7 out $10 of the aged person’s medical bill had to
be paid privately. Two years later only $3 out of every $10 came from private
funds.

In Medicare’s second year, beneﬁt payments under the program represented
45 percent of the personal health care expenditures of the aged during the year.

Médicare paid more than three-fifths of the aged’s hospital expenditures,
about the same proportion of their physician’s expendltures, and almost one-ﬁfth
.of their nursing-home expenditures. )

For hospital care, the older person’s average bill was $178 a year before ‘Medi-
care, and $92 had to be met privately. Today, while the total bill has reached
$282, the financial burden on the private sector has been reduced to $28.

A comparable reduction in private spending occurred in outlays for physi-
cians’ services. Private payments amounted to $65 out of the total physicians’
average bill of $70 before Medicare and have now decreased to $25 out of a total
of $97.

" Tor personal health services and supplies other than hospltals physicians’ .
services and nursing home care (i.e., dentists, nurses, therapists, drugs, eye-
glasses, appliances, ete.) the 1nd1v1dual aged person stlll bears a large share of
the cost burden. Private outlays in fiscal year 1968 constituted 85 percent of the
total for these services and supplies. In per capita terms, the average aged person
pays $102 per year out of a total of $120 for these services.

Although Medicare and other public programs subsidize much of the hlgh med—
ical costs of aged persons, the amount paid pmvately by the aged remaing hlgher
per capita ($176) than for the nonaged ($153) .

.

Cost of drugs .: - oo . C L RN

"The above new ﬁgures for ﬁscal year 1968 ‘serve to conﬁrm the concluswns of
the Committee’s’ Task Force that even with the help of Medicare, the aged
are still burdened with substantial medical expenses. Of special concern are the
cost' of drugs, payment of deductibles and coinsurance amounts, and alterna-
tive financing of Medicare benefits.

The cost of drugs is of special 1mportance to the elderly A Department task
force has studied all aspects of the drug problem, including the cost of drugs
and their possible coverage under the Medicare program. Dr. Mark Novitch is
here today to discuss the findings and recommendations of the HEW Task Force
on Prescription Drugs.

Deductible and co-insurance payments :

The required payment of deductibles and.co-insurance amounts in the face of
inflationary movements of medical pr1ces clearly adds to the problems encountered
by the low income aged person in paying his own way. It is in this area that
research is eurrently underway 1n the Soc1al Securlty Admlmstratlon that w111
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be of special interest to the Special Committee on Aging. Our research plans
include analysis of the effects of the $50 deductible and coinsurance. Since July
1, 1966, the effective date of the Medicare program, we have obtained information
on utilization of and charges for medical services from our Current Medicare
Survey, a continuing monthly household survey of a sample of medical insurance
enrollees. Demographic and economic supplements have been added to our basic
questionnaire ‘and we can identify the characteristics of persons who never or
seldom use services, and consequently do not meet the deductible, as contrasted
with persons who have higher rates of utilization. We plan to relate medical
care utilization to income, education, possession of health insurance other than
Medicare, size of household, welfare status, and source of payment for costs not
covered by Medicare.

We know now that for calendar year 1967, about 14.8 million aged persons used
covered services under the medical insurance program. Of this total, 8.6 million
persons incurred sufficient charges to meet the 350 deductible. For these persons,
average charges were $236, of which $159 was potentially reimbursable by Medi-
care, and $77 had to be paid by the individual or someone on his behalf to meet
the deductible and coinsurance amounts that year.

1t is obvious that for the elderly with very low incomes, outlays of this size in
addition to the preminm payments—now $48 a year—will be difficult to meet. As-
of June 30, 1968, Medicaid was paying. the premium for about 1.6 million out of
18.8 million persons enrolled under Part B of Medicare, as well as the deductible
and coinsurance amounts for many of the 1.6 million who used the services.

While the Department is concerned about the problems beneficiaries may have,
both with respect to understanding the workings of the deductible and coinsurance
provisions and with respect to meeting their costs, we believe a good deal of
further study of the provision and consideration of alternatives are necessary
before a recommendation to reduce or eliminate them could, responsibly, be made.

In its recent report, transmitted to the Congress on June 20, 1969, the Social
Security Administration’s Health Insurance Benefits Advisory Council explored
the present deductible and coinsurance provisions but specifically concluded that
no recommendation for change should be made at the present time. They further:
recommended that the statutory Advisory Council on Social Security, appointed
this May, study these provisions further. This Council, which is required by law
to study all aspects of social security, including, of course, Medicare, will be
thoroughly reviewing the deductible and coinsurance provisions under the pro-
gram. It would clearly be premature, then, for the Department to take a position
with regard to the reduction of elimination of these amounts at this time.

By way of background, I might mention that these cost-sharing provisions
under Medicare were-included in order to reduce costs, to help minimize the
number of small claims and paperwork, and to help discourage the unnecessary
use of health services. The main consideration, though, was cost. Elimination of
the hospital insurance deductible and coinsurance amounts would cost about 0.15
percent of taxable payroll, while elimination of the cost-sharing provisions of
the medical insurance program would more than double the monthly Part B
premium. It was thought that, with the program paying for the most serious
costs of illness, most beneficiaries would be -able to budget for the cost-sharing
provisions.

The confusion many béneficiaries faced because of these features has dimin-
ished markedly since the early months of the program, and the financial difficul-
ties these cost-sharing amounts may create for some of the aged have been
reduced to some extent by State Title XIX (Medicaid) plans, which provide a
mehod whereby those among the aged who cannot meet these amounts may
receive some help. However, there is still a problem in this area that is serious
enough to warrant consideration by the Advisory Council.

Medicare’s reimbursement formula

_With respect to reimbursement for services under Medicare, we have eliminated
the 2-percent allowance (1% percent in the case of proprietory institutions)
paid above accounted-for costs that has heretofore been part of the formula for
reimbursing providers of services. Also, in consultation with the American Hos-
pital Association and other representatives of providers, we are reexamining our
entire reimbursement process to assure that, with the elimination of the 2 percent,
reimbursement will be fair to all concerned. As part of such reexamination we
will be looking into any other possible changes that might derive from the hear-
ings on Medicare administration being held by the Senate finance Committee.

32-346—70—pt. 3——3
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Further innovations in the Medicare reimbursement formulas might derive
from authority granted the Secretary of Health, Education, and Welfare under
section 402 of the Social Security Amendments of 1967 to develop and engage
in experiments with various methods of reimbursement for services under Medi-
care, Medicaid, and the Maternal and Child Health programs. Such experiments
are designed to provide additional incentives for economy and efficiency in the
provision of health services while supporting high quality services.

The extent of development of the specific proposals for experiments that have
been received to date varies considerably. Most need refinement of the measure--
ment and evaluation aspects—especially with respect to establishing reliable
measurements of efficiency, economy, and quality. Thus far, five experiments have
been conditionally approved. They have been proposed and will be conducted by :

1. Associated Hospital Service of New York (Blue Cross)
2. Connecticut Hospital Association

3. Health Insurance Plan of Greater New York

4, Hospital Cost Analysis Service of Maryland

5. Blue Cross 'of Southern California

Although several additional proposals are in various stages of development, we
believe that more flexibility is generally needed in the authority to engage in
incentive reimbursement experiments and related demonstration projects and
we have so recommended to the Congress. Broader legislative authority would
permit a wider veriety of projects aimed at increasing the efficiency of health care
delivery. It would also give greater assurance that we could negotiate for partici-
pation in professionally acceptable projects aimed at fostering more effective
cost control methods.

Mr. Chairman, your Committee has contributed significantly to a fuller under-
standing of the special problems of the aged. The interests of the Subcommittee
on Health in the health aspects of the economics of aging has focused attention
on the problem of rising medical costs and their impact on the elderly. The
Department of Health, Education and Welfare is concerned with these problems
and we are prepared to assist in further clarifying the issues involved in attain-
ing for the aged a full share in abundance.

TABLE 1.—PERCENTAGE CHANGE FOR THE CONSUMER PRICE INDEX AND SELECTED MEDICAL CARE COMPONENTS,
SELECTED PERIODS, 1966-69

3 months ending May— 6 months ending May—

Item 1966 1967 1968 1969 1966 1967 1968 1969
CPl,allitems.__ oo 0.9 0.7 1.1 1.8 1.8 0.9 2.1 2.8
CPI, all services. . L5 .9 1.3 2.1 2.1 1.8 2.6 3.9
Medical care, total. . - L4 1.6 1.5 2.1 2.4 3.4 3.1 4.3
Medical care services_........... . L7 2.0 1.8 2.4 2.8 4.2 3.6 4.9

Hospital daily service charges._ .21 4.2 3.7 2.5 142 9.7 7.1 6.7
Physicians’ fees . ceeeaoaecacacanaaes 11,8 115 113 2,3 135 134 124 4.3

12 months ending May— 24 months ending May— 36 mogghs

ending

1966 1967 1968 1969 1967 1968 1969 May 1969

CPl, allitems. ..o .. 2.7 2.7 4.1 5.4 5.5 6.8 9.7 12.6
CPI, all services. . ool 03.4 4.5 4.7 7.3 8.1 9.5 12.4 17.4
Medical care, total______________._.._...__. 3.7 7.4 6.1 7.3 1.4 140 13.9 22.3
Medical care services._ . _________._.____. 4.4 9.3 7.3 8.5 142 17.3 16.5 21.3
Hospital daily service charges........... 17.5  21.7 13.0 126 30.8 37.5 27.3 54,8
Physicians’ fees.___.._......__._______ 156 17.0 156 7.2 '13.0 '13.4 13.2 21,6

1 Based on estimated indexes derived from straight-line interpolation.
Source: Consumer Price Index, Bureau of Labor Statistics.

OUTLAYS FOR MEDICAL CARE OF AGED AND NONAGED PERSONS, F1scAL YEARS 1966-68%

The Medicare program was in full swing in its second year of operation—the
year ending June 30, 1968. All of its benefits were available for the entire 12
months, more institutions providing care were available, and payment of bills was
on a more nearly current basis. This Note assesses the progress of Medicare
in its second year toward meeting its goal of lessening for the aged the financial

*By Dorothy P. Rice and Barbara 8. Cooper, Division of Health Insurance Studies.
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burden of the high costs of medical care. In addition, it looks at the effect of
Medicare on the outlays for and financing of health care for: those under age 65.
Bstimates are presented for personal health care expenditures, distributed
among two broad age groups—under age 65 and age 65 and over—by source of
funds, and by type of expenditure for the fiscal years 1966-68. The following high-
lights point up some of the findings: . . :

Personal health care expenditures from all sources amounted to $46.7 billion
in the fiscal year 1968. About one-fourth of this total was spent by or in behalf
of the aged who made up only one-tenth of the total population.

The average medical bill for each person aged 65 or over was $590 in fiscal year
1968; it was $195 for the person under age 65.

Total personal health care expenditures were about 13 percent greater in the
fiscal year 1968 than the amount spent in the previous year. Nevertheless, for
the aged these outlays rose 21 percent, though they were only 10 percent higher
for those under age 65.

The financial burden on the aged of their high costs of hospital and medical
care has been substantially reduced as a direct result of the Medicare program.
In the year before Medicare, $7 out of $10 of the aged persons medical bill had
to be paid privately. Two years later only $3 out of every $10 came from private
funds.

In Medicare’s second year, benefit payments under the program represented
45 percent of the personal health care expenditures of the aged during the year.

Medicare paid more than three-fifths of the aged’s hospital expenditures, about
the same proportion of their physicians’ expenditures, and almost one-fifth of
their nursing-home expenditures. C

The implementation of the Medicaid program resulted in significant increases
in public spending for persons under age 65—from $5.4 billion in the fiscal year
1966 to $7.6 billion 2 years later.

. FINDINGS

The Nation’s personal health care bill totaled $46.7 billion in fiscal year 1968
(table 1).* Personal health care expenditures incude all expendityres for health
and medical care services received by individuals and exclude expenditures for
medical-facilities construction, medical research, public health activities not of
direct benefit to individuals (disease prevention and control), and some expenses
of philanthropic organizations. Personal health care expenditures also exclude
the net cost of insurance (the difference between health insurance premiums
and benefits paid), as well as administrative expenses of several public programs.

The $46.7 billion spent in the fiscal year 1968 represented an increase of nearly
- 13 percent over the previous year; there had been a 14-percent increase the year

before. Medical care spending for the aged, however, has been rising at an even
faster rate—about 20 percent a year, as shown below : : S

MEDICAL CARE EXPENDITURES

{Fiscal years]
Amount (in millions) Percentage increase
Age 1966 1967 1968 1966-67 1967-68
Total o eeen $36, 382 $41,473 $46, 690 14,0 12.6
Under age 65..._... ——— 28, 488 32,024 35,280 12.4 10.2
Age65andover.. .. . ..o 7,892 9, 449 11,410 19.7 20.8

Some of the recent increase in personal health care expenditures of the aged
reflected the rise in medical care prices. About $1.2 billion of the $3.5 billion in-
crease from fiscal year 1966 to fiscal year 1968 was the direct result of inflation—
that is, rising costs or prices per unit of service. Population growth accounted
for $300 million of this 2 year increase. The remaining $2 billion resulted from
the growth in the per capita utilization of health services and supplies and the
rising level and scope of services (chart1).

1Data for personal health care expenditures in fiscal years 1966-68 shown here are re-
visions of those published in the December 1968 issue of the Social Security Bulletin, page
24, ag more current hospital and physiclan expenditure data have become avallable,
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With expenditures for the aged rising about twice as fast as those of the
nonaged, they have become an increasingly greater proportion of the total (table
2). In fiscal year 1966—the year before Medicare began—the share for the aged
was almost 22 percent ($7.9 billion) ; 2 years later it had reached more than 24
percent ($11.4 billion). Much of this growth is attributable to greater utilization
of health care services by the aged and the increased outlays since the Medicare
program began. : :

(Subsequent to the hearing, the chairman addressed the following
question to the witness:)

What Evidence Do You Have of the Costs and Impacts of the Limitations on
Mental Illness Benefits in the Medicare Law a8 Now Written?

(The following reply was received :)

Inclusion of psychiatric benefits in the Social Security Amendments of 1965
represents a significant precedent in financing the care of the mentally ill,
Coverage of hospital and medical care for the mentally ill under Medicare,
however, is subject to special limitations that reflect the concern of the Govern-
ment with the fiscal and policy implications of covering the long-term custodial
care commonly associated with the mental hospital. The Social Security Amend-
ments of 1965 also provided additional limitations of psychiatric benefits under
Medicaid.

The ‘Senate Finance Committee hearings on the Social Security Amendments

reflected the concerns of both public and private groups with respect to the
limitations on coverage of care of the mentally ill under Medicare and Medicaid.
Following the 1967 hearings, the Senate Finance Committee requested the Secre-
tary of the Department of Health, Education, and Welfare to study the experi-
ence under the 1965 Amendments to the ‘Social Security Act and to make recom-
mendations for changes in the current provisions in a report to the Committee
by January 1, 1969.
" The staff of the Social Security Administration, the Social and Rehabilitation
Service and the ‘Health Services and Mental Health Administration currently
are engaged in a comprehensive study of the use of covered services by psychi-
atric patients under Medicare and Medicaid. An interim report was prepared by
the Department and submitted to the House Committee on Ways and Means
and fo the Senate Committee on Finance on December 27, 1968. This report, a
copy of which is enclosed, (enclosure 1) * provides considerable background
information on the extent of the problem of mental illness in the United States, .
a brief description of the legislative history of the psychiatric benefits under
Federal programs, the extent of participation of hospitals under Medicare and
of the States under Medicaid, and a detailed description of the present coverage
and limitations of psychiatric benefits under both programs.

Information was not available on the extent of utilization of services for

evaluating the effects of the existing psychiatric benefit limitations. The interim
report outlined the sources of data to be used and the questions to be answered
to evaluate the psychiatric benefit limitations.
. The staff of the Department of Health, Education, and Welfare has consulted
‘with a group of specialists in the area of mental health to assist in this very
important area of financing the care of the mentally ill under Medicare and
Medicaid. Some additional data are now available which will assist in measuring
the impacts of the limitations on mental illness benefits under Medicare. Enclosed
is a Health Insurance Statistics Note entitled “A Study of the Use of General
Hospitals by Aged Psychiatric Patients, January 1965-June 1966 and July 1966-
December 1967” (enclosure 2).* .

This Note presents the findings of a special study to determine Medicare’s
impact on the use of general hospitals by aged psychiatric patients. Although
psychiatric patients do not represent a large proportion of the total general
hospital population, the data showed that there was some increase in the utiliza-
tion of short-term general hospitals by the aged for psychiatric care from the
18 months preceding Medicare to 18 months after its enactment. The number of
aged psychiatric discharges in the general hospitals in the study increased 29

*Exhibits retained in Committee files.
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percent., During that same time span, preliminary data from the National Insti-
tute of Mental Health indicate that the number of aged first-admissions to
private mental hospitals decreased.by 6 percent. ‘

Additional preliminary data are available on short-stay general hospital dis-
charges for the first 6 months of Medicare. Based on a 20 percent sample of
Medicare discharges recorded in the Social Security. files as of September 1967,
these data are reported by diagnosis and indicate the extent of use of short-stay
hospitals by psychiatric patients during the first 6 months of Medicare. Enclosed
is a copy of these preliminary findings (enclosure 8) * that will be of interest to
the Committee.

One measure of the extent of use of psychiatric hospitals by Medicare bene-
ficiaries is the amount reimbursed under the program for this benefit. Data are
now available on Medicare claims for psychiatric hospital care for the period
July 1966-May 1969 (enclosure 4).* Based on information for calendar year
1967, there were 39,342 claims with 1.7 million days of care or an average of 44
days per claim. Total charges were $20.6 million and of this total, $18.0 million
represented the amount reimbursed under Medicare. In terms of total hospital
use, psychiatric hospital use represents .7 percent of all claims, 2.4 percent of
the covered days of care and .6 percent of the total amount reimbursed.

In order to fully assess the gaps in coverage of mental illness in relation to
Medicare as well as Medicaid, the HEW staff has examined the private health
insurance coverage of mental illness. These data are summarized in the enclosed
report, “Blue Cross and Blue Shield Benefits for Mental Illness” (enclosure 5).*
The study showed that in general the Blue Cross and Blue Shield plans provide
considerably lesser benefits for mental illness than for general illness and they
brovide markedly lesser benefits for mental disease in mental hospitals than in
general hospitals.

The enclosed materials are currently being evaluated together with additional
data that will be forthcoming from the Medicare program to prepare a final
report together with recommendations for changes that will be submitted to the
Congress by January 1, 1970.

Senator Musk1e. Senator Kennedy.

Senator Kexnnepy. Thank you, Mr. Chairman. .

I am wondering if I could ask some broader-gaged questions of you
as the spokesman for the social security agency and if you are prepared
to respond to them I would certainly welcome any ideas and sug-
gestions you might have and if not perhaps we can pursue it at a later
time.

HEearre INSURANCE FOR ALL?

The recommendations which have been made by the advisory com-
mission in the development of the comprehensive insurance program
which would be part of the social security system; could you give us
your views on this, whether this is something that we feel would be

worthwhile and useful and something which would be certainly con-.

sistent with the philosophy of the social security system? _
Mrs. Merrtam. Senator, indeed we have been studying and giving
consideration to one major extension of the medicare program, and

that 1s coverage of the disabled. As you know, there was a special ad-

visory group that worked on that.

We are also, of course, studying various approaches to providing
comprehensive health care for the population as a whole. One of them
is obviously an extension of something like medicare. '

We are looking into, also, the possibility of various proposals which
have been made for tax credits or other types of subsidy for private
Insurance. At this point I think we are in the studying stage.

Senator Kex~epy. There have been those that suggested that if this
proposal makes sense, and I think there is an awful lot which speaks

*Exhibits retained im Committee files.
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for it, that it might be worthwhile in initiating the program for our
seniors and perhaps for the blind and for the disabled..This would
provide an opportunity to phase into this program and that we might
begin certainly with the comprehensive health program with these
groups. The second area that has been designed, as I understand, has
been suggested for the program starting out for very young children.
" Mrs. MerriaM. Yes.

Senator Kennepy. Would you give me at least your reaction to
these suggestions as well ? A

Mrs. MerriaM. We all recognize that it would be desirable to extend
the scope of services covered under medicare. We are talking about
that for the aged. Now the need for coverage of drugs and eyeglasses
and the other things that are mentioned is unquestionable. How
rapidly they can be prepared to move, both in terms of the costs and of
the administrative pro%lems that are involved, is a question.

Senator Kennepy. As I gather from your response, you have no
basic reservations about the philosphy of the approach that was sug-
gested by these comprehensive health insurance programs which are
associated with the social security; therefore, it is really just a ques-
tion of terms of costs and availability of services.

Mrs. Merriam. That is right, yes. ,

Senator KENNEDY. But you do not have any built-in reservations
about extending the social security system as such as the vehicle, as
the carrier, to include comprehensive kinds of health programs, in-
surance programs, in and of itself?

Mrs. MerriaM. 1 think that is right. We think that health insurance
can be extended to be much more comprehensive than it is now.

Senator Kennepy. And attached to the social security system ¢

Mrs. Merriam. Right. ’

Senator Kennepy. I am heartened by that response. I personally
feel, as I am sure that all of us would agree, that the great innovations
have been in the social security system where individuals feel that
they have a right to these payments they paid in over the periods of
their productive‘and useful lives. If we realize that as well and are
committed to the concept that quality health should be available to
our seniors and to our citizens in this country and that it should not
be just a privilege but is a right as well, it certainly seems to me to be
consistent that we should have such inclusion within our social se-
curity system. ' ‘

One of the things that you talked about this morning, and I believe
other members of the panel are very much concerned with likewise,
is the extraordinary increase in the health services for the people of
our country. I think your testimony is most dramatic, particularly in

‘terms of our seniors. If there is any group that is inelastic in terms of

income, it is the seniors of our country.

I have been impressed by the fact that the Federal Government
has increased its expenditures in the health field from some $4 billion,
as I understand, to some $14 billion in the period of the last 3%, to
4 years with the development of medicaid and medicare. Yet we
still find that we are a third-rate country, I believe—and I don’t
think that that is an unfair characterization if we look at the terms
of life expectancy of an adult male and for females and infant mor-
tality rates.



- So what we have seen is that we have provided significant resources

in recent times, but where we have increased the demand for health
services we really have not increased the supply. I am very much
distressed by that development and I am just wondering what views
you have on what we ought to be doing in terms of increasing the
supply of health services for our people generally. .

Mrs. Merriam. Mr. Martin talked about that briefly in his pres-
entation. I wonder if I can throw the question to him. It is something
we are very much concerned with but it affects the whole depart-
ment rather than just the Social Security Administration.

Mr. MarTin. Senator, I think the problém is presented in the fact
that we have made this enormous shift in expenditure in such a short
time that we have hardly had time to digest what we have been doing
as we went along. Consequently, there are imbalances, there are fric-
tions; there are failures at certain points. I think we have to set that
off against the fact that we have been moving at a high rate of speed.
That is why this kind of hearing, I think, is particularly productive,
because it focuses on the places where we are not doing all we should
be doing.

NEep For TraiNED PERSONNEL

I think, for example, one of the most serious problems we face is
the problem that you raised with me at an earlier time, the problem
of training people to do the jobs that have to be done. There is no
question but what we are going to have a shortage of nurses and
doctors and paramedical personnel and aides and so on for some sub-
stantial period of time, because we have made health care available
to so many millions more people. We have increased the demand but
our training procedures have simply not kept up. I think that is an
enormous step. -

You ask what we can do. Anything that can be done to step up the
level and speed of training in these fields is utterly essential. I do not
see how we can meet the needs, no matter what we do in the way .of
expenditures and no matter what we promise people unless we have
adequate personnel to do it with. .

Senator Kex~Epy. I agree with you, this is a very important aspect
of it, and that is why I was distressed that with the very small bugget
that was even authorized for the training of personnel that that was
cut by 30 percent. As I remember, it was reduced—I think it was $3.5
down to $2.8 million for just the training. What I am really trying
to get at, as you have outlined it here—and, I think, most dramatically
and correctly—the needs of it. As you manifest this concern and as we
identify where these needs are, I think we are doing that.

"I feel that they have the ability to supply these health services
whether it is in trained personnel or in modernizing the whole dis-
tribution of health services. I know Dr. Knowles, who ‘is coming on
Friday, will have some very interesting ideas on this because he has
been extremely imaginative up at the Massachusetts General Hospital
in this area. We are distressed by the cutting back.

Let me just in one final question say to Mr. Martin the last time
that you were kind enough to appear before an Aging Committee in the
Labor and Public Welfare Committee I asked you about the White
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House Conference on Aging. I was wondering whether you had any-
thing to report to this committee or to all of those aging and all of
“our seniors asto what is the status on that question?

Mr. MarTin. Senator, we have developed our timing schedule. We
know in a preliminary way just what we would have to do. We are
satisfied that if thé announcement comes soon—and we expect that it
will—that we will have adequate time to do what we need to do, to hold
‘the-necessary preliminary conferences, and so on. I can only say that
I am completely satisfied that we will have time to accomplish what
needs to be accompished. _

Senator Kexnepy. I think we have had an expression on it in terms
of the Congress. . :

Mr. MarTIN. Yes, that is correct.

Senator Kennepy. I think the Members of the Congress feel strongly
about such a proposal and I am sure the Senators do as well. T would
certainly hope now that you have been kind enough to appear—and
I know on two occasions that. I have had a chance to listen to your
testimony and it has always been extremely important and useful and
helpful to the members of the committee. But I would certainly hope
that the Secretary and the President would establish these times so we
would have a definite idea. :

I don’t really think it is fair to you and I don’t think it is fair to
the committees to ask you to come up here and permit us to ask this
particular question and not be able to getat least some kind of answer.
I would certainly hope that when you return to downtown today that
you could make inquiries in the form of the chairman of this com-
mittee or members of this committee what the latest thinking on this
is because I think quite frankly that—I know that you just come
aboard and assumed your responsibilities, and they are enormous
responsibilities, but on this question here I would certainly hope that
we could have some definitive response to it.

Mr. MarTIn. Let me say I am not just expressing hope that we will
be in motion on this; I am expressing certainty that we are already in
motion, and we will be visibly in motion shortly. :

Senator Kennepy. Thank you very much.

Senator Muskie. The committee has a time problem. The Congress
will be in session at 12:10 p.m. relating to ABM, and I am sure no
Senator would wish to miss that. I wonder if we might end the testi-
mony of your panel at this point with the understanding that we
might invite you back so that we can question you. Your statements
will be submitted at this point.

(The statements follow :)

PREPARED STATEMENT OF MARK NOVITCH, M.D., SPECIAL ASSIST-
ANT FOR PHARMACEUTICAL AFFAIRS, OFFICE OF THE ASSISTANT
SECRETARY FOR HEALTH AND SCIENTIFIC AFFAIRS, U.S. DEPART-
MENT OF HEALTH, EDUCATION, AND WELFARE

Mr. Chairman, I welcome this opportunity to discuss the implications for De-
partmental policy and action that result from the extensive studies and recom-
mendations of the Task Force on Prescription Drugs. If you wish, Mr. Chairman,
I will be glad to make available to the Committee copies of the various reports
of the Task Force. '
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I think it is widely recognized that the Administration places a very high pri-
ority on the grave problem of rising health care costs. The President, Secretary
Finch, and Dr. Roger O. Egeberg, the Assistant Secretary for Health and Sci-
entific Affairs, bave made it very clear that the sharply rising costs of health
care demand and will receive the most thorough attention by the Department of
Health, Education, and Welfare.

In this context, the evidence developed and reported by the Task Force on
Prescription Drugs is of very great significance. The Task Force documented be-
yond any doubt that the elderly are very severely affected by their unusunally
heavy expenses for health care, and particularly by their expenditures for needed
drugs.

Studies conducted by the Task Force over a two-year period beginning in May
of 1967 showed that the elderly are burdened by drug expenditures averaging
three times as high as those of the population under 65 years of age, while at the
same time the elderly, as a group, are ill-equipped to bear this burden.

The 20 million Americans who are 65 and older make up only about 10 percent
of the population, yet they account for 25 percent of prescription drug sales.
While 10 percent of the aged spent nothing last year for prescription drugs, 19
percent of them spent $100 or more, and four percent spent $250 or more last
year for preseription drugs.

It is of course understandable that the elderly should have a disproportionate
need for medicines: they are in an age range of greatly increased illness that
requires and can benefit from drug treatment. But when this information on
the drug needs and expenses of the elderly is balanced against data on their
ability to pay for necessary drugs, a rather disturbing picture emerges.

As the Committee is well aware, nearly half the elderly people in this country
are living near or below the poverty level with incomes last year no higher than
$1,800 for individuals and $2,600 for couples. Yet these are the same people who
purchase nearly three times as many prescriptions per year as the under-65
Americans and who pay more than three times as much for the drugs they buy.
The Task Force further found that help in meeting drug costs through tax re-
lief, prepaid insurance, public assistance programs, and other means are simply
inadequate. ’

Tindings such as these, together with a considerable amount of information
on various approaches toward assisting the elderly in meeting these drug ex-
penses, led the Task Force on Prescription Drugs to recommend that the Medi-
care Program be extended to include some form of coverage for out-of-hospital
prescription drugs. As you know, the drug costs of ‘hospitalized persons are now
covered by Medicare, but the program makes no provision for drugs needed by
persons outside the hospital.

1 will not, in this brief presentation, attempt to detail the various ways in
which out-of-hospital prescription drugs might be included as a Medicare benefit.
Essentially the Task Force recommended that the elderly be charged a flat fee
for any covered drug, and that the Medicare program pay all costs above such
a fee. ’ ’

T should like to point out that this is only one of the major recommendations
of the Task Force, the one that is, I think, of greatest concern to this Committee.
Other recommendations pertaining to prescription drugs were aimed at questions
that are of scientific and economic interest and at providing assurance that pre-
scription drugs are of the highest quality, are obtainable at the most reasonable
cost, and are being used with maximum concern both for the patient’s health
and pocketbook. There is, to say the least, disturbing evidence that these critical
requirements are not being met as well as they might be.

But, returning to the subject of the drug needs and expenses of the elderly,
the principal Task Force recommendation, indeed all the recommendations
of the Task Force, were submitted by Secretary Finch to review by a group
of non-government experts headed by Dr. John T. Dunlop of Harvard
University.

The Dunlop committee is broadly representative of the medical and phar-
macy professions, health economists, insurance groups, large and small drug
manufacturers, and consumers, particularly elderly consumers. This com-
mittee has been giving careful attention to the recommendations of the Task
Force and to the data which have been developed in their support. Although
they have not yet submitted their report to the Secretary, it is likely that
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their findings will play a significant part in shaping the Department’s policy
on a wide range of drug-related issues.

‘Because we are still awaiting the important findings of this committee,
the Department has not yet reached its determination about including drug
coverage as a Medicare benefit. Nevertheless, there is now substantial agree-
ment among health professionals that some mechanism for assisting the elderly
in obtaining vitally needed drugs should be provided to assist this segment
of the population in obtaining necessary health care. )

I will be pleased to answer any question the Committee may care to ask.

PREPARED STATEMENT OF FRANCIS L. LAND, M.D., COMMISSIONER,
MEDICAL SERVICES ADMINISTRATION, SOCIAL AND REHABRILI-
TATION SERVICE : ’

Medicaid is a grant-in-aid program to the States in which the Federal, State,
and. in ' some instances local governments, share the cost of medical assistance
for needy and medically needy people. Many of the persons who receive
services are 65 years of age or older. Some receive old-age assistance payments
and others are persons 65 and over who have sufficient resources for basic
maintenance but are not able to pay for necessary medical care. Coverage of
medically needy persons is optional with the States. Of the estimated 9.5
million persons who received medical assistance- in the fiscal year of 1969,
over 40 percent are 65 years of age and over..Nearly $2 billion in payments
were made to providers of medical care in behalf of aged patients. The Federal
share in State expenditures varies in relation to a State’s per capita income.
The range’ is from 50 to 83 percent with no maximum on the amount of
expenditures which are subject to participation. : -
-+A-State with a Medical Assistance program in operation must include all
persons receiving assistance payments for' maintenance. Federal law requires
the States to provide at least the following essential services: inpatient hospital
care, outpatient hospital services, other laboratory and X-ray services, and for
persons over 21, skilled nursing home services. Additional services such as
dental care, prescribed drugs, and other types of medical or remedial care are
optional with the States. A State may elect to include Medical Assistance on
behalf of persons 65 years and over who are patients in institutions for tubercu-
losis or mental diseases.

Most of the elderly of the nation are entitled to Medicare health insurance
that pays part of the cost of care in hospitals, extended care facilities, and for
enrolled individuals, most of the cost of physicians and certain other medical
services. Medicaid supplements Medicare for the needy by meeting deduectibles,
paying coinsurance, and paying for supplementary services such as drugs. To
enable as many of the needy aged as possible to receive the benefits of Medicare,
the States may buy in to Supplementary Medical Insurance Benefit (pay the
premiums), pay the required deductibles, and coinsurance for elderly persons
eligible for medical assistance. :

Expenditures for Medical Assistance financed from Federal, State, and local
funds under the public assistance titles of the Social Security Act amounted
to $3.5 billion in the fiscal year ended in June 1968. About $3.2 billion of those
expenditures, 93 percent of the total were made under title XIX of the Social
Security Act as Medicaid. Forty-five percent of that amount or $1.44 billion
was in behalf of persons 65 years of age and older. The expenditures were in the
form of payments made directly to the providers of medical care either by the
State Agency administering the program or a fiscal agent acting on its behalf.
The largest amount, 70 percent of the total, was paid for institutional care, 39
percent was paid for inpatient hospital care, and 31 percent for nursing homes
services; 11 percent for physicians’ services; 6 percent for dental care; and
7 percent for prescribed drugs, with the remaining 6 percent for other services.
While the costs have been increasing sharply, hospital costs from some $900
million in fiscal 1967 to $1.36 billion in 1968, and in the same period the costs
of nursing home care rose from $766 million to $1.06 billion, and physicians’ serv-
ices from $225 million to $380 million. Howerver, the percentage distribution
among the providers shows little change in a three year period. There has been
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some increase in the number of aged persons receiving Medical Assistance, but
littlec hange in the percentage distribution among the categories of recipients.
New York, California and Massachusetts made the greatest expenditures. How-
ever, in comparison of expenditures per inhabitant, Massachusetts followed New
York but exceeded California.

The Medicaid program thus represents a major resource to our older popula-
tion with low incomes. It succeeded the Kerr-Mills program and came about
the same time that Medicare took on responsibility for hospital expenses, doctor
bills and some of the other items of health care needed by the older population.
As the figures that I have given you indicate, even in these areas the expendi-
tures for the aged under Medicaid are very substantial. Moreover, it represents
the primary resource for those persons needing long-term care in skilled nursing
homes and for persons who are unable to pay the cost of drugs and appliances.
As my statément indicates, there is wide variation in the extent to which
States have developed their programs. As Commissioner Martin stated this morn-
ing, the Administration is taking steps to improve and make more efficient
and more effective the services that are available to the elderly and other Medi-
caid recipients. .

PREPARED STATEMENT OF GILBERT R. BARNHART, Pr. D.,, THE NA-
TIONAL CENTER FOR HEALTH SERVICES RESEARCH AND DEVELOP-
MENT .

The National Center for Health Services Research and Development is giving
priority to research directed to improving health care programs for the dis-
advantaged, and to problems affecting the costs of medical care. The disad-
vantaged are defined as those persons who because of age, race, ethnicity,
income or place of residence are denied access to high quality medical care. It
is the Center's position that by stréngthening the full range of health services
in communities the needs of all the people, including the disadvantaged, will be
met by a single, high quality system. For example, older people utilize more
hospital days than those who are younger. This is the result not only of higher
‘levels of morbidity among the aged, but also because adequate alternatives to
hospitalization, which would be suitable for aged people, are not provided in an
organized, readily accessible form . ] :

" [The creation of a graduated_ sequence of health services designed to meet the
varying needs of the aged with high access and reasonable cost is part of the
need to improve the whole health service structure of the community. This
calls for extensive research and development of all the major elements of
community health services including methods of community wide general plan-
ning, provision, and allocation of facilities and finance; methods for casefinding
and referral, and alternative methods of organizing and coordinating a full
range of medical and medically-supportive health services as provided by hos-
pitals, clinics, office practice, nursing homes and other care institutions.

The National Center is a new agency which, in its own right, has not yet
supported large amounts of research in any subject. Some of the projects which
were transferred to the Center from earlier programs are concerned with iden-
tifying the health needs of the aged, including: alternatives to hospital use
(nursing homes, home care) ; the costs of alternative modes of care; coordina-
tion of health and welfare services; rates of utlization associated with various
social and economic factors, including insurance benefit structures; overcoming
distance by the use of electronic diagnostic devices; and medical education
emphasizing chronic disease.

The National Center is now working with investigators, health service pro-
viders, and community leaders to initiate research and development in com-
munity settings which will incorporate a search for answers to the following
questions:

What special health services are best suited to meet the needs of the aged?

How can they best be organized into programs and integrated into the larger
health services system?

What will these services cost? How should the cost be borne?,

Will special training be required for those who operate them. Special fa-
cilities? '

What barriers (legal, economic, political, psychological) stand in the way?

An appendix lists the studies of health services for the aged currently sup-
ported by the Center.
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GRANTS AND CONTRACTS RELATED TO HEALTH SERVICES FOR THE AGED, SUPPORTED
BY THE NATIONAL CENTER FOB HEALTH SERVICES RESEARCH AND DEVELOPMENT

1. Title: Statewide Program to Improve Care of Nursing Home Patients:

Principal Investigator: B. Crafton, R.N., Arkansas League for Nursing, Little
Rock, Arkansas.

2. Title: Medical Care of 1,000 Insured Aged : 1965 and 1968 :

Principal Investigator: Anne A. Scitovsky, Palto Alto Med Res. Fund, Palo
Alto, California.

3. Title: Coordinated Social Services for Health Related Social Problems:
Home, Hospital, Extended Care Facility and Nursing Home : ’

Principal Investigator: A. B. Bernard, A.C.S.W., Health Resources Center,
Inc., Denver, Colorado.

4. Title: A Study of Aged Applicants to a Long Term Care Facility :

Principal Investigator: Sylvia R. Sherwood, Ph.D., Hebrew Rehabilitation
Center for Aged, Rosindale, Massachusetts. '

-D. T'itle: Medical Care of the Very Aged :

Principal Investigator: A. H. Richardson, Ph.D., Brandeis University, Walt-
ham, Massachusetts.

6. Title: Active Care Satellite Project:

Principal Investigator: W. E. Park, M.D., City Board of Public Welfare, Min-
neapolis, Minnesota.

7. Title: Changing Community Patterns of Health Services for the Aging:

Principal Investigator: E. A. Friedman, Ph.D., Community Studies, Inc., Kan-
sas City, Missouri.

8. T'itle: Personal Influence and Participation by Older Adults :

Principal Investigator: N. Babchuk, Ph.D., University of Nebraska, Lincoln,
Nebraska. :

9. Title: A Neighborhood Approach to Identifying and Meeting the Health
and Related Needs of the Aged : :

Principal Investigator: R. H. Manheimer, M.D., New York Chapter, the Arth-
ritis Foundation, Inc., New York, New York.

10 Title: Home Aide Service and the Aged : A controlled Study :

Principel Investigator: M. M. Blenkner, D.S.W., Benjamin Rose Institute,
Cleveland, Ohio.

11. Title: To Demonstration How a Medical Social Work Consultant by Work-
ing with a Multi-County Information and Referral Service and its Component
County Information and Referral Services will Strengthen Health Services for
the Chronically 11l and Aging:

Principal Investigator: F. R. Brown, M.D., Oklahoma State Department of
Health, Oklahoma City, Oklahoma.

12. T'itle: Nursing Home Law Research Study :

Principal Investigator: E. W. Springer, L.L.B., University of Pittsburgh,
Pittsburgh, Pennsylvania. ‘

13. Title: Analysis of Nursing Home Benefits of Medicare on the Nursing
Homes of Wisconsin :

Principal Investigator: E. J. Connors, M.H.A., University of Wiscongin, Madi-
son, Wisconsin. .

14. Title: The Effect of Reimbursement Mechanism on the Levels of Nursing
Home Care in Massachusetts:

Principal Investigator: Dr. Samuel Levey, Bernard Baruch College, City
University of New York, New York, New York.

15. Title: Nursing Home Simulation Model.

Principal Inmvestigator: Mr. Ronald Stoerts, Consolidated Analysis Centers,
Inc., Arlington, Virginia.

16. Title: Study and Analysis of Utilization and Cost Data Concerning the
Provision of Home Health Service and Extended Care Service.

Principal Investigator: Dr. Edward J. Berger, St. Louis Labor Health In-
stitute, St. Louis, Missouri.

17. Title: Demonstration of the Development of a Comprehensive Aduilt
Health Program.

Principal Investigator: R. C. Jung, M.1D., New Orleans Health Department, New
Orleans, Louisiana.
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PREPARED STATEMENT OF PHILIP S. LAWRENCE, Sc. D., ASSOCIATE
DIRECTOR, NATIONAL CENTER FOR HEALTH STATISTICS

The topic upon which I have been asked to report concerns statistics which
are relevant to the health of the elderly, and additional types of statistical re-
search which may be needed in this area.

The programs of the National Center for Health Statistics are designed to pro-
vide health data on the population of the United States, and therefore all refer-
ences to these programs, specific reports, or types of data, relate to the national
population rather than to studies in limited geographic areas or demographic
groups. With few exceptions the studies include also the full age range of the
population, but classified by age, so that for any health topic the elderly may
be compared with persons of younger ages.

The National Center for Health Statistics is an agency which collects, analyzes,
and disseminates descriptive health data for the use of all segments of the health
and related professions. It has no program of its own to espouse, other than the
improvement and extension of systems to provide reliable statistical information.
At the present time we have four major statistical programs, each of which
provide data relative to health of the elderly. .

1. Health Interview Statistics, which obtains information from 42,000 house-
holds annually on the social and demographic aspects of illness, disease, dis-
ability, use of medical care, and related subjects.

2. Health Ezamination Statistics, which obtains data from examinations of
samples of the population concerning certain diseases and defects and to
establish physical and physiological norms.

3. Hcalth Resources Statistics, to provide information on various types of
resident institutions, such as hospitals, nursing homes, and personal care homes,
and on the health and other characteristics of people who live in these places.

4. The Vital Statistics System, which furnishes data on age, place, and cause
of death for all deaths in the United States, and from samples of these deaths,
certain data on the use of medical care during the last year of life.

It is not possible, within the limits of this presentation, to provide detailed
information on the findings of the above programs, nor even on all of the demo-
graphic aspects and interrelationships that are available in the statistical reports.
This information is, of course, available to the Committee and its staff in the
form of published results or unpublished statistical tabulations. The material
which follows is a general description of first, the types of information which
are currently available on health characteristics of the elderly, and second,
information which is at present being collected or processed and which will
become available at intervals during the coming year.

I. TYPES OF DATA CURRENTLY AVAILABLE

A. From health interview statistics

1. Selected physical impairments, including vision, hearing, speech, paralysis,
missing extremities and disorder of the limbs and back in relation to sex, race,
income and degree of disability.

2. Degrees of disability caused by chronic diseases of various kinds, in relation
to sex, income, type of family or living arrangements, and farm or non-farm
location.

8. Limitations of activity and of mobility by employment status, and type of
industry and occupation, in relation to income, race, education, and geographic
region.

4. Days of bed disability and work loss due to illness in relation to income,
race, and other characteristics.

5. Volume, frequency, and cost of physician visits in relation to sex. race, in-
come, education, marital status, and geographical area.

6. Number of episodes and days of hospitalization in a year by family living
arrangements, marital status, income, race, and farm or non-farm residence.

7. Extent of hospital and surgical insurance coverage in 1963 in relation to
family composition, and other demographic characteristics.

8. Hospital and surgical insurance coverage in July through December 1967,
including medicare.

9. Use, cost, and general type of prescribed and non-prescribed medicines by
sex, color, income and education.
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- 10. Individual'and family health expenses, by type of expense, in year 1962.
11. Summary of age patterns of illness, disability, and, use of-medical care, in-
cluding hospitalization, physician visits, and use of specialist services.

B. From Health Examination Statistics

1. Prevalence of definite and suspected heart disease, bypertension, arthritis,
and diabetes.

2. Levels of loss.of vision and hearing.

3. Extent of dental defects, dental disease, and measures of oral hygiene.

.4, Findings from blood tests, including serology, hematocrit levels, and choles-
teral levels.

C. From Health Resources Statistics

1. Utilization of short-stay hospitals, by number of discharges, days of care,
and average stay by sex, race, marital status, and geographic region.

2. Number and types of institutions for the aged and chronically ill by owner-
ship, type of service, bed size, and availability of nursing care, 1963.

3. Characteristics of residents in institutions for the aged and chronically ill,
including chronic diseases, impairments, mobility, and recency of medical care
by duration of stay, sex, race, and other factors, 1964.

4, Kinds and levels of nursing and personal care services received by residents
of institutions.

5. Marital status and living arrangements prior to admission into nursing and
personal care homes in relation to diseases of the patients.

6. Use of wheelchairs, walkers, braces, hearing aids, and other special devices
by residents of homes for the aged and chronically ill by length of stay and
mobility restrictions. - .

7. Charges for care in homes for the aged and chronically ill by characteristics
of the home and source'of payment, 1964.

D. From Vital Statistics System .

1. Detailed data on causes of death by age, sex, race, and place of residence.

2. Hospitalization in the last year of life by type of hospital, number of episodes,
duration of stay in relation to sex, race, education, income, and family living
arrangements.

3. Insurance coverage for hospitalization and surgery in last year of life,
1964-65.

II. TYPE OF DATA IN PROCESS

" Many of the types of data outlined above are currently being updated and will
therefore reflect changes which have taken place as a result of medicare or other
health and social programs. The items listed below are additional types of data
in process.

1. Persons above age 55 who are receiving care at home. This includes infor-
mation on types of care, duration, who provides it, cost, and source of payment.

2. Public assistance status for persons of less than $5,000 family income. This
information can be related to health topics obtained on the basic interview.

8. Use of special aids (wheelchairs, braces, etc.) and mobility limitations of
the non-institutional population.

4. Duration of convalescence following hospitalization.

5. Cost of hospitalization in the last year of life.

6. Needs for dental care.

7. Admission policies of homes for the aged and chronically ill with respect
to exclusion because of age, limitations of mobility or self care, or specific types
of disease or impairment. )

'8. Availability of physician and nursing services in homes for the aged and
chronically ill.

9. Number and kinds of professional and semi-professional employees in long-
term care facilities and their education and working experience.

10. Type of facility from which patients are admitted to long-term institutions.

11. Number of institutional patients receiving public assistance, medical pay-
ment assistance, or medicare, and whether medicare rights have been exhausted.

There are many gaps in our knowledge of health care of the population. Most of
these gaps apply to the entire age spectrum but are particularly relevant to
health care for the elderly. Some of the data required to fill gaps could be obtained
by extensions of the existing statistical programs described early in this presenta-
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tion. Others would require the developinent of new statistical programs, or fur-
ther research in methods of collecting reliable information of the type. needed.
I shall not attempt here to enumerate the requirements for obtaining these types
of data but shall only list the general areas in which further data or research
are necessary.

1. Development of a statistical system to obtain 1nformat10n on ambulatory
care; that is, on the characteristics of patients seen in physicians’ offices, condi-
txons treabed advice or treatment given, referrals, and sources.of payment.

. 2. Development of a system to obtain data on the number and types of out-
patient facilities and on the numbers, charactensms, and health problems of
patients served.

3. Obtaining of information on the dlsposmon of hospltal in-patients: durahon
of stay, place to which discharged, and post-hospital arrangements for care.

4. Information on services and patients served by home health agencies.

5. Research and development of methods to obtain data on a variety of subjects
related to the seeking of health care: Sources of information which people use;
attitudes and constraints to seekmg care; distance from and length of time
required to receive care at various places of medical treatment.

6. Information on the application of standards for quality of care at m—patient
facilities.

7. Out of pocket expenses and sources of payment for costs not covered by
medicare.

8. Extent of heaLth ingurance coverage of famlly members not covered by medi-
care, particularly in low income families.

9. Expansion of existing statistical systems and samples to obtain increased
detail on people of older ages and more ﬁne—gramed geographic coverage

There are undoubtedly many other areas in which information is needed for
planning of improvements in our health care system. The above needs have been
selected from among numerous requests which come to us from all segments of
the health professions, since these seem to be most relevant to the concerns of
this committec.

I shall be pleased to answer any questions the committee may have, or to
supply any additional information in writing.

Senator Muskrx. I ask that in order that the next group mlght at
least have 10 or 15 minutes.

Senator Saxek. I have a question that I don’t want you to answer
today but I would like to have the information. The subject appears in
Dr. Merriam’s testimony on page 9. What effect does the elimination
of the 2-percent allowance have on the developing of the convalescent
and nursing homes? I ask this because of the resulting confusion that
has almost, as I understand, put these operators who had gone into this
investment with the- belief that the 2- -percent allowance was written.
Now they are being pushed back and forth between the Federal stand-
ards and State standards and then face the loss of the allowance to
the point where they are not successful financial ventures. Is this going
to stop this development ?

Mrs. MerriaM. May we submit sometlnng for the record on that,
Senator. We would be glad to.

Senator Muskrs. Thank you very much for your understanding.

Mr. MarTin. We appreciate the problem.

'(The reply follows:

The question seems to suggest that as a result of the elimination of the allow-
ance to providers—2 percent to nonprofit and 134 percent to proprietary insti-
tutions—for unidentified costs there will be insufficient economic incentives to
encourage the development of the additional extended care facilities that over
time will be needed to meet the demand for such care. It is true that elimina-
tion of these allowances will result in institutions generally receiving less rev-
enue then they would if the allowances were not eliminated. However, the eimina-
tion of these allowances in no way changes the philosophy of the Medicare pro-
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gram with respect to reimbursing participating medical facilities for the full rea-
sonable cost of services provided to beneficiaries. The allowances in question
were originally included as part of allowable costs primarly because of the
hospitals’ and other medical facilities’ general lack of experience in identifying
reimbursable costs when the program started. We believe that these institutions
now have the necessary knowledge and expertise to properly identify all true
cost items that are reimbursable under Medicare.

Of major significance in connection with the development of additional ex-
tended care facilities is the fact that proprietary facilities are paid a return on
equity capital invested and used in the provision of patient care. The amount
allowable is determined by applying to the provider’s equity capital a percentage
equal to one and one-half times the average of the rate of interest on special
issues of public debt obligations issued to the Federal Hospital Insurance Trust
Fund. The rate of such return is currently 9 percent. We believe that this rate
of return on investment, coupled with full reimbursement of reasonable costs,
provides sufficient incentives to assure the continued development of extended
care facilities. )

The Administration has undertaken a thorough re-examination of the entire
Medicare reimbursement formula, with a view to determining what changes, if
any, should be made. Meetings have been held with the American Hospital
Association, the American Nursing Home Associataion, and other interested
parties to insure that Medicare’s reimbursement policies are as rational and as
fair to providers of services and taxpayers as is possible within the context of
present law.

Senator Muskie. May I then invite the next group headed by Nel-
son H. Cruikshank, president of the National Council of Senior Cit-
izens.

Mr. Cruikshank, I will ask you to present the members of the panel.

May I suggest that I will give you the 20 minutes remaining. If that
is not adequate, we will arrange another time for you. I wanted you
to be sure to have some time this morning.

STATEMENT OF NELSON H. CRUIKSHANK, PRESIDENT, NATIONAL
COUNCIL OF SENIOR CITIZENS; ACCOMPANIED BY MRS. MITTIE
ROMERG, MIAMI, FLA.; MRS. EVELYN B. CROOK, WASHINGTON,
D.C.; MRS. RUTH TUCKER, PITTSBURGH, PA.; AND MRS. FRANCES
STANISLAWSKI, BUFFALQ, N.Y.

Mr. CrutkseaNk. Thank you, Mr. Chairman. I appreciate the ac-
commodation of your very difficult schedule to our needs.

Senator Muskie. Well, when the hearing was originally set up we
had anticipated to go into the afternoon. We did not realize we had
this problem on the Senate floor.

Mr. Cruiksmaxk. That is a very important issue and we are glad
that the Senators intend to be present for the debate on that.

Mr. Chairman and members of the subcommittee, I am Nelson
Cruikshank, the recently elected president of the National Council of
Senior Citizens. I am very happy to appear here on behalf of my
organization to present our views on the very important subject that
you have under consideration and to hear the comments and recom-
mendations made by your distinguished advisory group.

I would like, if T might, to introduce the people who are with me.
On my far left is Mrs. Mittie Romero of Miami, Fla. Mrs. Evelyn B.
Crook of Washington, D.C., on my left. Mrs. Ruth Tucker of Pitts-
burgh, Pa., on my right. Mrs. Frances Stanislawski of Buffalo, N.Y.,
onmy far right. -
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All these women are senior AIDES. o

These people work in the program. In order to be eligible for the
program they have to make less than $1,600 a year outside of the
small amounts that can be made available to them. These folks are
working in the health care program. ) ]

Now, Mr. Chairman, in view of the restrictions on time I am
wondering if I might have your permission to file my statement to-
gether with the copies of the three resolutions from our recently con-
cluded convention and make that a part of the record.

Senator Muskre. By all means.

Mr. CruissHANE. Thank you, sir.

(The statement and resolutions follow ; testimony resumes on p. 538.)

PREPARED STATEMENT OF NELSON H. CRUIKSHANK

Mr. Chairman and members of the Subcommittee, it is 2 very special honor and
privilege to appear today before this distinguished body, the Subcommittee on
Health of the Elderly of the Special Committee on Aging, to make my first ap-
pearance on Capital Hill as President of the National Council of Senior Citizens.

I was elected President of the National Council on June 7, 1969, at the Eighth
Annual Convention here in Washington, D.C. This national affiliation of over
2,500 older people’s groups has a combined membership of over 2,500,000. It
1is non-profit and non-partisan, but does not hesitate to employ all the strength
its constituents can muster in support of every effort aimed at building a better
America and winning a better life for all older Americans.

I am sure that you, Mr. Chairman, and your colleagues, know of the role played
by the National Council of Senior Citizens in the long nationwide campaign to
highlight the desperate need for health care for the aged under social security. Our
senior citizens are not just narrowly interested in themselves—though this
nation’s long neglect of their problems would give them justification for making
their personal needs a priority. They seek no privileged position over the young
or middle-aged in terms of our national priorities. They seek merely a fair share
of the prosperity they helped to create, to enable them to live out their lives with
dignity and with something approaching adequate health care. Only then can
they enjoy meaningful retirement.

Until my retirement in 1965—shortly after the enactment of Medicare—I was
director of the Social Security Department of the AFL-CIQ, and during the years
we struggled for the enactment of the Medicare program, I made many appear-
ances before committees of both houses of Congress discussing the very same
subject we are scheduled to discuss today—*“Health Aspects of the Economics of
Aging.” I am happy that in my testimony today I can report that Medicare has
been operational for three years, and is rendering a major service to the nation’s
aged. Yet, the aged still have many health care needs. .

Though retired from active participation in these matters on behalf of the AT'L~
CIO, I have served continuously since the fall of 1965 as a member of the statutory
Health Insurance Benefits Advisory Council established under the Social Security
Amendments of 1965, and charged with advising the Secretary of Health, Educa-
tion, and Welfare on matters of general policy in the formulation of the regula-
tions and administration of the Medicare program ; the 1967 Amendments added
to HIBAC the responsibilities of a Medical Review Committee and recommending
improvements in the program either through changes in program administration
or in legislation.

Consequently, I have been able to keep in close touch with the Medicare pro-
gram’s effects on the economics of aging with regard to general governmental
policies, regulations, and administrative procedures.

Since the fall of 1965, as a member of the National Council of Senior Citizens’
Advisory Council, I have been in frequent consultation with individual members
and club leaders of the National Council of Senior Citizens—representing users
of Medicare and Medicaid.

My comments today will reflect the views of these elderly citizens on health
care problems and will also reflect the considered opinions of the 1500 official
delegates from all parts of the U.S. who attended our Convention last month.

32-346—70—pt. 3——4
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With your permission I would like to submit for.the record copies of resolu-
tions on Medicare, Medicaid, Nursing Home Standards and National Health
Insurance which were unanimously enacted by our convention delegates.

At the conclusion of this testimony, Mr. Chairman, you will also hear briefly
some of the experiences of four Senior AIDES who are working in “outreach”
programs operated by the National Council of Senior Citizens as part of a
Senior Citizens Community Service demonstration program financed by the U.S.
Department of Labor. :

This demonstration program began in June last year utilizing 40 senior
AIDES (aged 55 years and over) in part-time community service jobs in ten
U.S. cities. Because of its instant success our demonstration program has been
expanded and extended until March, 1970 to cover 19 communities and employ-
ing 1142 Senior AIDES.

These low-income elderly people work for an average of $2 an hour for 20
hours.a week. The small amount of money they earn helps them make ends
meet. But every Senior AIDE will also tell you that this part-time job is worth
twice as much to them in the therapy of feeling they are doing a useful job
helping their fellowmen in their local communities.

Only 400 of our Senior AIDES work on health care and related problems.
After you've heard them I'm sure you'll agree with me that the delivery of
health services to the nation’s elderly would be vastly improved if we had 40,000
Senior AIDES engaged in this work.

The excellent working paper which has been prepared by the Task Force
appointed by this subcommittee makes abundantly clear the fact that, although
older Americans—because of Medicare—have protection against the most crip-
pling of health care costs, they are still confronted with serious health problems.
The truth is that, despite the value of Medicare in freeing older people from
the heaviest costs of illness, the actual cost of comprehensive health sérvices
is still a heavy burden for most older Americans and an intolerable one for the
elderly poor. ) '

This was emphasized by Secretary Robert H. Finch of the Department of
Health, Education and Welfare at last week’s White House press conference.
He warned that a breakdown in the delivery of health services is imminent
unless action is taken to prevent it. :

He did not refer directly to the chaotic, disjointed, inadequate fee-for-service
medical care system but his colorful description of it as a cottage industry
leaves no doubt that it prompted his warning. :

The fee-for-service system is steadily restricting the delivery of health
services. ’

Secretary Finch summed it up in a paper read on his behalf by Dr. Roger
Egeberg, Assistant Secretary of HEW for Health and Scientific Affairs, before
the 22nd World Health Assembly at Boston July 8.

The Cabinet Officer pointed out: “The continuing upsurge in medical costs
can be explained in part by the classical economic equation. While the demand
for health services has risen sharply—through private insurance, through Medi-
caid, plus an apparent public insistence that abundant health services be re-
garded as fundamental rights—the supply has simply not kept pace.”

Mr. Finch continued: “. .. We have to bring the supply of (health) services—
the right kinds of services at the right time and place and at the right cost—in
line with demand.”

I applaud the Secretary’s decision to ask for legislation to withhold Federal
funds available under the Hill-Burton Act from medical facilities not approved
by a regional or local health care planning group, his efforts to raise the number
of doctors and other trained medical personnel, and his moves to place reasonable
controls on medical charges and fees paid with Federal funds. I welcome the sug-
gestion of Dr. Egeberg that medical school graduates be required to spend a year
in areas now lacking medical services in lieu of military service.

These are realistic ideas reflecting the trend away from the present harsh,
restrictive fee-for-service aspect of medicine.

Members of the National Council of Senior Citizens want health care sup-
pliers to be fairly rewarded financially. What they object to is the denial of
modern health care to those who cannot afford it. This is the curse of the prevail-
ing fee-for-service medical care system.

Delegates to the National Council of Senior Citizens’ annual convention last
month went on record unanimously for a program of national health insurance
guaranteeing the best possible health care on equal terms for all Americans.
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. Realization of- this goal still appears to be- a.long way off but the obvious
inadequacy of the horse and buggy system is bringing it nearer.

" Because adequate health care is so essential—it should be recognized as a basic
human right as education has been for over a hundred years—the idea of limit-
ing it to those who can afford it is no longer acceptable to a nation which this
very day has a man on the way to the moon. s

It is this realization that won Medicare, the program of health insurance for
the elderly under Social Security. Medicare represents a tremendous step for-
ward. It has made modern health care available to millions of elderly but, unhap-
pily, millions of elderly who are without the cash required for Medicare’s deduc-
tible and co-insurance provisions are still denied modern health care.

The National Council of Senior Citizens—which frankly admits the difficulty
of collecting adequate raw data from the “invisible” poor—is convinced that the
deductible and co-insurance requirements of the Medicare program have proven
most frequently to be cruel barriers between the elderly poor and health services
which they need. As you know, at present they are required to pay $44 for each
spell of hospitalized illness. The annual $50 deductible and 20 percent co-insur-
ance for doctor bills is particularly cumbersome and burdensome.’ - .

The rising cost of health services—which has already resulted in a 33%
increase in the monthly premiums paid by the elderly for the Medicare Part B
Supplemental Health Insurance, from $3 to $4, is also causing much concern be-
cause of threats of further increases. - .

Medicare did not create the problems which resulted in the high cost of health

care now prevalent, but the fact is, that if runaway costs and fees are allowed
to undermine the Medicare and Medicaid programs, it won’t be just the elderly
who will suffer. Medicare and Medicaid can be just as effectively “repealed” by
runaway costs as by legislative action. We_ believe that if these programs are
to be repealed the United States Congress, not the doctors, should make the
decision. .
.. We must think of the best ways we can to provide maximum economy in our
programs through eliminating waste, overutilization and overcharging. But we
cannot permit operating economies to contribute to-a kind of second class med-
ical care to any group of citizens. We believe the American people will not object
even to increases in total dollar outlay if they know they are getting their money’s
worth in medical care and that neither participating physicians, nor other pro-
viders, are taking advantage of the program to enrich themselves. -

There have been times when efforts to hold down costs have resulted in poorer
quality of care. At other times laxity in budget controls has resulted in ex-
travagance and waste. There have even been some instances where misguided
government action has resulted in both higher costs and lower quality. The new
‘interim regulations recently published in the Federal Register which provide
for the lowering of nursing standards in skilled nursing homes caring for Medic-
aid patients will present a striking case in point if permitted to become operative.

These new regulations, effective July 1; 1969, to July 1, 1970, would allow
practical nurses licensed “by waiver” to assume charge nurse responsibilities
in skilled nursing homes which receive Medicaid payments. -

- Current Medicare and Medicaid regulations both require that skilled nursing
homes employ at least one registered nurse to oversee patient care on one shift
each day. When this nurse is not on duty, a licensed practical nurse who is a
graduate of a State-approved school may assume charge nurse responsibilities.
Only the Medicaid regulations regarding this provision are being revised; the
Medicare regulations remain the same. :

Now I am sure it was not the intent of Congress—when it passed the Medicare
-and Medicaid provisions of 1965—to provide one standard of care for those
covered by Medicare and another, lower, standard of care for those covered by
Medicaid, who are primarily citizens with severely limited incomes.

Health care is a right and not a privilege. When federal funds are involved
we must have equal standards of care for ¢ll health programs provided by public
funds. In particular, federal funds should not be used to perpetuate substandard
nursing care.

At present there are thousands of practical nurses who are licensed in their
states “by waiver,” which means that they have not necessarily fulfilled the
educational and training requirements for their jobs. We agree with Miss Dorothy
Cornelius, President of the American Nurses Association, who said, “Although
many conscientious LPN’s licensed by waiver may be employed in nursing homes,
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the quality of nursing care for the public simply cannot be assured when those
who may have had no formal educational preparation or testing of their acquired
knowledge are placed in charge nurse positions which require a high level of
nursing judgment and knowledge.”

In addition to this lower quality of nursing care for the poor, the new
regulations will almost certainly make the cost of the Medicaid program sky-
rocket, since they will permit nursing homes previously denied Medicaid funds
because they did not meét the nursing regulations, now to apply for and receive
such payments. Americans are therefore being asked to finance for quality care
at higher and higher costs.

In effect, many Medicaid patients who require ‘“skilled nursing care” will
actually receive custodial care. However, nursing homes will be reimbursed
by the government for “skilled nursing care” at higher rates than rates alloted
“custodial care” facilities.

This matter of the quality of nursing supervision highlighted by the Secre-
tary’s proposed regulations is only one aspect of the tragic situation with re-
spect to nursing home care in this country. I have just returned from cross-
country speaking tour, and everywhere I go and talk to members of our senior
citizens clubs I hear complaints about high charges for services, and neglect.
The dread of the possibility of ending their days in one of these predatory
institutions haunts the minds of millions of eldérly. Recalling that nine out
of ten nursing homes are privately owned and operated for profit—an increas-
ing number of them, incidentally, by doctors—raises the whole question as to
whether this is an appropriate area for private investment.

Here are some of the complaints about quality of care that have come in to
our office:

“They tie my 75-year-old mother to a chair beside her bed and leave her alone
for hours at a time—it’s criminal,” a New York City member recently wrote,
protesting the neglect of patients at a Manhattan nursing home.

A Miami, Fla.,, member writes: “My poor, dear father—he's 69-—is told to
get back in his bed and lay down whenever he decides to walk around the
nursing home where he is a patient.”

A Philadelphia, Pa., member writes: “My mother is awakened at all hours
by demented people, some going around naked, at the home she’s in—and .it’s
supposed to be a good nursing home.”

A Kansas City, Mo. member writes: “My sister-in-law, who is 81, simply
can’t get any one to attend her when she calls for assistance because, apparently,
they haven’t got enough help (at the nursing home where she stays.)”

From Los Angeles, a member writes: “My aunt, who is 90 and recovering
from a broken hip, is in a room with a window that looks out on the back of a
tire shop with discarded auto tires piled so high she can hardly see the sun or
sky. She’s supposed to get physical thereapy but can’t even get any one to give
her a back rub.”

“The welfare pays to keep my father, who is senile, in a nursing home. They
got him in a place where the beds are so close together you can hardly get in
there to see him,” writes a Chicago, I1l. member.

These are a small sampling of the letters received—I have spared you some
of the revolting details in complaints received from National Council members
about nursing homes.

. Let me return again, briefly, to the matter of medical costs and the proposals
for preventing further inflation in this important area of the economics of
aging.

TheNational Council of Senior Citizens applauds the administrative decisions
of February 25, 1969, to put what has been described as a fee “freeze” on Medi-
care physicians’ reasonable charges and of July 1, 1969, to put similar controls
on the mounting fees physicians are collecting from Medicaid—both controls
to last until July 1, 1970. However, we might question whether these limited
period controls will be enough to stem the tide of rising medical costs which
threatens these programs.

Actually, the Administration’s directive which went out to Medicare carriers,
ordering a clamp-down on physicians’ fees, cannot constitute a “freeze” on what
the doctors charge, though it will affect what Medicare will reimburse the
physician.

Medicare regulations offer participating physicians the option of accepting
Medicare assignments—in which their bills are paid directly to the physicians
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by the carriers—or doctors may insist on direct billing of the patient. Up till
the time the directives were issued concerning fees, it is estimated that about
609% of all participating physicians accepted Medicare assignments. The per-
centage varied across the country. For example, one Medicare carrier for 32
counties in New York State reports 75% of the physicians covered accept assign-
ments. At the other extreme, only 259% of the physicians in Ohio take assignments.

There are now very genuine fears that the government’s directives may cause
more and more doctors to turn to direct billing. This simply means that the
government will be paying for less and there will be a heavier burden for health
care on the backs of the older people. -

1 wish we could get the government and the health care providers started on
control of costs based on the principle of negotiation. By this I do not mean
simply negotiated fee schedules. Fees are only a part of the problem, though an
important part. Utilization, quality, comprehensiveness, and the groups to be
covered by the program are just as much components of the whole package of
problems to be dealt with as our physicians’ fees.

In the area of Medicaid, for example, I think it would be entirely possible to
direct the states to bring together key officials, key legislators in the appropria-
tions process, representatives of the public, representatives of the provider
professions and the recipients themselves. This group should then anticipate,
on thé basis of available facts, what the cost of the medical program for the
population involved would be.

If, in terms of the resources of the State and the matching sources available
from the Federal government, they find it is not practical to assume the full
load, then this group should face up to the problem of establishing priorities and
design the best possible program under the circumstances. }

Costs for the program should be projected on the basis of reasonable charges
and the group should include in the negotiation process the method of deter-
mining the reasonable charges. They might find that a fee schedule was the most
appropriate device. They might even agree on a moratorium or they might settle
on a relative value scale or some other device-—but whatever they devise it should
be tailored to knowledge of a clearly predicted area of responsibility and the
financial resources available to meet that responsibility.

These negotiations should be conducted with the greatest degree of public
knowledge about the issues involved—*open covenants, openly arrived at” if
you will. Not only the dollar costs should be considered and publicized, but the
gsocial cost of medical neglect should be given equal weight. In such circum-
stances it may well be that the public will be called on to assume a higher tax
burden. It may also be that the providers are asked to accept only partial reim-
bursement for their services. If so, this would be consistent with the long stand-
ing tradition of the medical professions, namely, to provide medieal care to the
indigent under financial arrangements differing from those under which they

.provide care to others.

I believe negotiation has definite positive values. It has been my observation
that when responsible people are brought together and faced with a problem,
though they come from widely divergent points of view, and even conflicting
interests, after a brief time they stop making their propaganda speeches across
the table.

Unless we resort to establishing Medicare and Medicaid fees and charges by
law, we must have a system for determining charges which will have the sanc-
tion of the widest possible public -and professional acceptance. Violators then
would not only have to bear the stigma of overcharging the beneficiary but of
having violated an agreement arrived at by his own representatives and
professional peers.

I have dwelt heavily on the question of health costs because they lie at the
heart of the problem for the government and the aged people themselves. Let
me highlight some of the other health problems of the aged.

Those 65 or over spend proportionately three times more for drugs than per-
sons under age 65. A high proportion of the aged suffer from chronic conditions,
arthritis, heart disease, etc. Many are blind. Others are confined to their homes
or need help in getting about. A broad program ‘of comprehensive health services
must be provided to meet these problems.

The National Council of Senior Citizens seeks expansion of Medicare to include
payment for drugs prescribed on an out-patient basis. Many elderly men and
women are unable to meet their prescribed drug needs out of their poverty level
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retirement incomes, their meager savings or their present limited private insur-
ance coverage. It is utterly inconsistent to provide in-hospital drug coverage
and provides no help for those in need of drugs outside the hospital. :

There is no question that some unnecessarily high-cost hospital use could be
reduced if out-patient drugs were provided under Medicare. It is also true thatan
expansion of out-patient home health services, for example, would permit older
persons to remain in their own homes if they so desired. The National Council
of Senior Citizens also urges that routine eye care, dental care, foot care and
the cost of eye glasses, dentures, and hearing aids be included under Megicare.

Our Senior AIDES working in out-reach programs in our urban areas have
discovered large numbers of poor elderly people who live in lonely rooms,
disengaged from the main stream of society.

All too frequently we have found.-the disengagement began when the first signs
of simple foot trouble wrecked the confidence of old people to use their legs, or
failing eye sight set up fears of not being able to walk around to visit their
relatives, their churches or their clubs.

Eventual consideration should be given to a broader Medicare program includ-
ing periodic health examinations, disease detection and related services. The
development of out-of-institution health services should be accelerated to enable
more of the aged to rémain in their homes for care and treatment. ’

The objectives of Medicare are to increase the ability of older people and their
families to enjoy life by removing, through an insurance program, the major
financial burden associated with the purchase of health care and to provide older
citizens with access to high quality medical care and other health services. We
have not yet fully achieved these goals for all our elderly citizens. There is con-
siderable room for improvement. ) : : Co
* In closing, and before I present the Senior AIDES who accompany me, let me
say again how deeply my orgamnization appreciates the opportunity for me to
present our views to this Committee. You are to be congratulated on your courage
in attacking what is admittedly one of the toughest problems confronting our
country at this time.”"Making high quality medical care and services available to
all our citizens, including the elderly, is a ‘difficult and complex task—difficult
and complex—but not impossible. o
 'As you undertake the solution-of this problem, I pledge you the full support
and cooperation of the National Council of Senior Citizens and its affiliated
organizations across the land. : : : : : ’ :

NATIONAL COUNCIL OF SENTOR CITIZENS EIGHTH ANNUAL CONVENTION, .
: - WasHINGTON, D.C.; JUNE . 5-7, 1969

RESOLUTION ON NURSING HOME STANDARDS

The National Council of Senior Citizens is deeply concerned for the well-.
being of nearly half a million of our fellow citizens who are in nursing homes
under Medicaid and other Federal-State programs.

Mounting evidence of poor professional standards, exploitation, and neglect
of these patients cries out for corrective action.

The National Council reiterates its appreciation for and support of the legis-
lative leadership of Senators Frank E. Moss (D., Utah) and. Edward M. Ken-
nedy (D., Mass.) in their efforts to relieve the plight of these patients by improv-
ing the quality of nursing home care. -

We note with dismay and indignation that the Department of Health, Educa-
tion, and Welfare has done nothing of significance to make effective the com-
mendable guidelines for Federally assisted nursing home care set out in the 1967
amendment to the Social Security Act.

The passive posture of Federal Medicaid administrators, their retreat from
recognized professional standards for nursing home care in the face of opposi-
tion by provider groups, and the action of these administrators in employing
a paid representative of the nursing home industry to write regulations for nurs-
ing home participation in the Medicaid program, all reflect on the integrity of
the program’s administration and cast doubt on its commitment to quality
medical care for all.

The National Council of Senior Citizens calls upon the Department of Health,
Education, and Welfare to: purge itself of undue influence of vendors’ special
interests; assume an aggressive role in leoking after the health and welfare of
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the Medicaid’ panents in nursing homes; and assign resources and priorities
to fully implement and enforce guidelines for nursing home standards laid down
by Congreéss.

The National Council of Senior Cltlzens calls upon Congress to exercise its
broad responsibility to assess the performance of Federal Medicaid adminis-
trators in implementing the nursing home standards, to insist that the law be
fully enforced, and to assure that Congressional concern for the proper care and
protection of patients is honored.

NATIONAL CoUNCIL OF SENIOR Crrizéns 8tH ANNUAL CONVENTION
WaisHINGTON, D.C.—~JUNE 5-7, 1969

RESOLUTION ON MEDICAID

The Convention demanded these improvements in Medicaid :

Restoration of the cutbacks in Federal support of Medicaid ordered under
the 1967 amendments to the Socidal Security Act.

Adjustment for the low income elderly of the definition of “medical indigency”
under which States set a ceiling on personal property or assets in determining
Medicaid eligibility.

Comparable fees and payments under Medicare and Medicaid so there is no
diserimination against any.group of recipients.

-Action by Congress and the State Legislatures setting minimum standards for
medical care when it is financed by Federal or State funds, with adequatfe pro-
vision for enforcement of such standardq

There “should' be expanded Federal' programs offering health c‘lre suppliers
incentives to meet the need for trained personnel and facilities generated by
Medicare and Medicaid.

The National Council supports a bill by Congressman Jacob H. Gllbet‘t (D.,
N.Y.)—HR 10296—to auithorize payment for a ‘home mainfenance worker as
part of the home health services provided under Medlcare .

R T © .. " _RESOLUTION ON MEDICARE

- 4

“Mitles' 18 and 19 of the Social Security amendments of 1963, which sét up
Medicare-and Medicaid, have brought to the nation’s senior mtlzens a basic health
insurance program and, for poor older persons, extensive free medical care.

These two landmark programs have had enormous impact. However, there is
a great need to correct inequities and eliminate deficiencies of the two programs.
. Widows and the disabled are:discriminated against under Medicare. The el-
derly still are faced with substantial outlays for medical care, frequently beyond
their'means. Physician fees are often unreasonably high. .

. The National Council of Senior Citizens recommends that:

All persons entitled to social security benefits be lncluded under the Medicare
program.

Deductible and co-insurance provisions of Medicare, requiring the recipient to
pay $44 for the first 60 days of hospital care, $50 on doctor bills and a fifth of
the remaining doctor bills, and to meet other out-of-pocket charges, be eliminated.

Reasonable Medicare fee schedules be set and doctors’ bills be paid by the as-
signment method (payment to doctor by agency or carrier), not hy patient.

Hospital stays under Medicare should be extended from 90 days to 365 days.

" The National Council of Senior Citizens seeks expansion of Medicare to in-
clude payment for drugs prescribed ‘on an outpatient basis (Medicare does not
cover out-patient drugs).

Medicare should also pay for all eye care, dental care, hearing aids and foot
care.- (Medicare does not now cover routine eye care or the cost of ere glasses,
routine dental care or the cost of false teeth, the cost of hearing aids or foot care.)

There should be a program of preventive medicine under Medicare. providing
withont charge to the recipient medical tests and services for detection of in-
cipient illness.

RESOLUTION ON NATIONAL HEALTH INSURANCE

The Federal Government must assume its responsibility for meeting critical
health needs of the American people not met by Medicare, voluntary plans, and
health protection guaranteed under collective bargaining.
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Present fragmented, costly, inefficient and inadequate health care arrange-
ments must be replaced by a' Federally-sponsored, comprehensive national pro-
gram to assure all Americans, regardless of income or status, equal access to the
high quality health services which this nation is capable of providing and to
which all American people have a right. .

Because of the chaotic organization of U.S. health services, the high cost of
private health insurance, exorbitant fees of some doctors and the soaring prices
of prescription drugs, Americans must pay more and more for their medical care
and those on low incomes increasingly are unable to afford it.

The Federal Government provides complete health care for members of the
armed forces and their families, members of Congress, the President and the
members of the President’s Cabinet and their families.

There is a desperate need for a plan of national health insurance that covers
all Americans. ] ’ .

Mr. Cruigsuank. I just would like to make one observation that
comes to me after hearing the significant discussions this morning.
Much has been said about the structure of our medical care system and
its inefficiency and inability to do the job that a medical care system
should do. : : '

In one sense I disagree with this conclusion. I am not being facetious
when I say that when you look at what our medical system is really set -
up to do, you find that it is doing a magnificently efficient job. The
trouble is, it is not structured nor set up to provide health care for the
people of the Nation. It is designed to make money for entrepreneurs
with an M.D. degree, and this job it does very well. There are, of
course, notable exceptions. Among them are the prepayment group
practice programs, a few outstanding medical care centers and clinics,
and the programs operated in teaching hospitals connected with our
better universities. But these are notable chiefly because they are ex-
ceptions. In the main, our so-called medical industry can be compared
to the manufacture of Cadillacs. The makers of these fine cars are not
primarily concerned with providing a transportation system for the
people of the Nation. They are concerned with making a profit for
themselves and their dealers—transportation is incidental. The medi-
cal industry too is set up to make money for those who provide medical
care to those who can afford to pay for it—the carriage trade, if you
will. You don’t find Cadillac agencies in the ghetto and, for precisely
the same reasons, you don’t find many good health care centers there
either. .
A Basic Ngep ror RESTRUCTURING

Our first task, as has already been suggested, is to see what basic
restructuring of the system there needs to be. Medicare has highlighted
this need, medicaid has highlighted it, and I think we are going to
have to tackle this big job. I congratulate your committee for the cour-
age to approach a diflicult and complex job—difficult and complex but
not impossible. I assure you you will have the full cooperation of the
National Council of Senior Citizens’ over 2,000 affiliated clubs and
about two and a half million members, in this great undertaking.

Now with the observation I offered and with the submission of my
statement I would like to present our first Senior ATIDE, Mrs. Mittie
Romero of Miami, Fla., who, I am sure, will also bear in mind the time
limitation with which we are confronted.

Mrs. Romero, will you make your statement?
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STATEMENT OF MRS. ROMERO

Mrs. Romero. My name is Mrs. Mittie Romero. I was born and raised
at Jacksonville, ¥la. My first husband died in 1956. I recently
remarried.

T have been a housewife and have also been an insurance agent, a
salesman for a shoe firm and fashion firms. For 10 years I operated
my own business, a grocery, and I have worked as a peanut vendor.

1 sold peanuts from a pushcart in Miami before being employed on
the Senior AIDES program.

In the area I serve; namely, the Edison Court Senior ‘Center at
Miami, I have found in regular visits that there are a great many
elderly who live alone and whose health is bad because they seldom
get to a doctor.

Some are desperately poor. Recently, I visited a couple—he is 75 and
she is 71—that had no usable cooking utensils or suitable furniture.
There was a nest of mice in the bed they slept on. I could see the wife
needed help so I arranged to get her to a hospital where the doctors
said she suffered from an advanced stage of anemia.

My work consists of going to different homes, writing letters, shop-
ping, taking meals to them, taking them to the doctor, taking them
for & walk even. I am able to cheer them up when they are depressed
or are feeling lonely. '

I call on the new senior residents in this area to tell them of the
center and urge them to join it, and participate in any of the many
activities there, I work very closely with my supervisor, the caseworker,
to discover senior citizens with serious problems. For example, I dis-
covered an elderly lady who was in an advance stage of diabetes and
referred her to my supervisor. She and the nurse arranged for proper
treatment and care for this lady, who is now resting in a nursing home.

1 average seeing six or eight people a day. I visit them in the hos-
pitals and nursing homes when they become ill and have to go there.
Being a Senior ATDE “lifts me up” helping others and seeing them
happy. When I’m late or didn’t come the day before, they want to
know why I am late or why I didn’t come.

Next month will be 1 year that I have been with the project. So far,
I have not received any complaints about my services. I have always
been a missionary at heart, and have longed to do for many years just
what I am doing now—helping older people. I'm still young—69 years
young.

The senior centers of Dade County have been fortunate to have
not only our Senior AIDE project to provide work for the elderly but
also a program called search and serve. Many Negro organizations
hearings of the many things and services offered at the six senior
centers requested similar services for their elderly. Through this search-
and-serve grant, we are now able to take professional casework, health
and group work services to six Negro locations—five economic oppor-
tunity centers and James E. Scott Community Association—that have
senior citizen groups. We started in July 1968 with part-time help
and found so many needs we have now a full-time caseworker and a
nurse.

In October 1968, influenza immunizations were given at each of the
six locations. The health education program that month was “Quack-
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ery—food and drug problems.” Speakers and a film were utilized. In
November we cooperated with the local diabetic association. We found
at least one member in each center that had diabetes.

In December, when the Hong Kong flu vaccine became available,
we gave this to over 1,500 members. In just 1 year, we have over 600
members in the search-and-serve locations and 4,500 in the total mem-
bership of senior centers of Dade County. ' s

SCREENING FOR GLAUCOMA

One thing T will always be grateful for is that I am a member of
the center in which a pilot screening program for glaucoma was pro-
vided. They tested 123 and discovered 11 had possible glaucoma and
were referred for further testing and treatment. The reason I am so
grateful, is that when I was tested the doctor told me that I had the
worst case of glaucoma he had seen. The doctor said that if I did
not receive treatment immediately, I would go blind very soon. I am
now taking the drops and am not blind. I can read this paper and am
able to be here today. This need for glaucoma screeing is being met
in Miami and within a year each member of a center will Liave an op-
portunity to be checked for glaucoma. The glaucoma scre¢nings are
made possible by the Bascom-Palmer Eye Institute. They also provide
treatment of eye diseases and conditions, and prescribe glasses to cor-
rect these conditions for those unable otherwise to afford glasses.

We are fortunate in Miami to also have the Lion’s Club which
provides many, many people with glasses who cannot afford them.
But let me remind you that most of the communities in our country
do not have these facilities and our senior citizens have desperate
need for eye care which is not covered by Medicare. :
~ Let me tell you of some unmet needs that I see and hear about
almost every day. Some of our elderly need foot care which is not
covered by Medicare and the elderly just simply cannot go to a
doctor for foot care. Some of them cannot even reach down far
enough to cut their toenails. They are subject to dizziness when they
lean over. o

Some of the elderly do not eat properly because they can’t afford
dentures. There is a 3-year waiting list at the local dental clinic.

At our local hospital they will pull your teeth but are not- able,
so they say, to give dentures. Many of our people, therefore, either
do not have any teeth, or they have ill-fitting teeth. Dental care
is not covered by Medicare. ' o

Some of our elderly need hearing aids. Some do not even come
to the centers because they cannot hear what is going on. Therefore,
they just sit in their rooms, many times excluding all other people,
because they cannot hear visitors. Since you have already had hear-
ings on hearing aids, I won’t go further on this subject.

Hieu Cost or Drucs

One other great problem affecting nearly all of us, as senior citi-
zens, is the high cost of drugs. It is an awful feeling to need drugs
you cannot afford to buy. The State gives $20 per month for certain
drugs. When I have a cold, the $20 would not pay for the cough
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medicine. You must have a prescription from the doctor to get the
$20 in drugs. Many senior citizens do not have the $20 per month for
drugs and with the cost of antibiotics and many other drugs going
higher and higher every time we go to the store, people are less and less
able to afford them.

~ Now you might be thinkirig, Mrs. Romero, now that you are work-
ing as a senior aide, can you afford the cough medicine

_ Let me remind you, to qualify financially to be a Senior AIDE your
income must not be over $1,600 a year. I work 20 hours a week at
$1.75 an hour. After deductions, my take home pay every 2 weeks
is $65.34. You know with that income you cann~* buy much medicine.
Many senior citizens have health problems requiring a great number
of drugs to control their heart conditions and other ailments. They
cannot pay the 20 percent in doctor bills not covered by Medicare
or for costly drugs.

So Senator Muskie and subcommittee members, I am so honored to
have the privilege of coming here and representing .some of the 20
million or more senior citizens in our country and their health needs.
We are truly grateful for the Senior AIDES project and the search
and serve project but, as you can see, there are still many very impor-
tant unmet needs of the elderly and we surely will appreciate any-
thing you can do in meeting these needs by the help of God.

I thank you.

Mr. CruigsHANK. Mrs. Crook.

Senator Muskre. May I interrupt just a moment. It is obvious that
these statements will not be completed by the time I have to leave and
I do not think they ought to be shortened. I have to leave in 3 or 4
minutes to get to the floor. If you have no objection, I will ask Mr.
William Oriol, who is staff director of the subcommittee, to hear the
rest of your testimony so that the people in the room can hearit. I think
it is terribly important that it be heard. )

T would like to take these few minutes left to me to thank Mrs.
Romero and Mrs. Crook and Mrs. Tucker and Mrs. Stanislawski of
Buffalo, the city from which I come, for being here. It is terribly im-
portant work that you do. Your are the eyes and ears of the community
and of America with respect to this problem which reflects our own
people. You see them where they are, you see these problems as they
arise, you see the frustration that is generated by the lack of services
that these people ought to have.

This is why I ask you to come forward because I think your story
needs to be heard, it needs to be told. I am grateful that you have
come. Although I cannot remain to hear all of your testimony, T will
read it—indeed, I have read some of it already. .

T would like to ask Mrs. Romero just one question. You work in the
Atlanta region?

Mrs. Roaero. Yes, sir. i ,

Senator Muskre. Just how adequate is the Senior AIDES program
there? How many more people could you use in that area doing what
you are doing? :

Mrs. RoyEero. Well, quite a number more can be used, because
there are so many that do not know about the senior centers and what
they can have, the help that they can get. Residents of a senior center
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that I have visited have problems, but I also visit outside the center
and I find out about their problems. I invite them to come over
and join in the centers and then I talk with them about their conditions
and what can be done and what can’t be done.

Senator Musk1e. Do they respond to this program ?

Mrs. RoamEero. Some of them do, some reject it.

Senator MUskiE. It takes time to engage their confidence ?

Mrs. RomEero. That is right. -

Senator Muskie., Mr. 5ruikshank, I wonder if I might ask you a
question. Now this program with Senior AIDES is really conducted
by your organization, is 1t not ?

Mr. Crutksnavk. It is sponsored by my organization and financed
by grant. It started out Wit}})l 10 cities, it has been expanded to 15. We
expect it to be in 19 cities before very long. However, we could use
many times the number of ATDES that we have now. We have just
begun to bring into focus the vast need that there exists here.

Senator MUSKTE, How many AIDES do you have now ¢

Mr. Crurksaank. We now have 800 ATDES providing services in
the 15 cities. '

Senator Muskie. How many cities?

Mr. CrutksaaNK. Fifteen at the present time.

Senator Muskre. How long has the program been in existence?

Mr. Crutksuank. Just a little over a year. It got started quite
quickly. The pickup time was surprisingly short to me. I was sur-
prised how quickly they would pick it up. We have received thousands
of applications for the jobs. We are limited in the amount of money
and the number of job slots allocated. We have requests for programs
from dozens of cities, and for more Senior ATDES in the cities in which
the program is now operating. We could use many times the amount of
money that has been allocated and I believe do a constructive job
in every instance. ‘

Senator Muskie. You have all you can now support out of your
grant, is that right ? A
) fli\fl[ll'.dCRUIKSHANK. That is correct, yes. The enrollment.complement
isfilled.

Senator Muskm. Well, let me say this to you. The purpose of this
subcommittee is not simply to explore a problem but to do something
about it. [ Applause.] )

We are going to hear a lot of talk—that is the way the Americans
begin. We intend to move beyond the talking stage to the action stage.
What you four ladies are saying is representative of what 396 others
could tell us, so it is important testimony and I want you to understand
that, and I emphasize it because I have to leave. T will read your
testimony as I consider it terribly important.

Thank you all very much for coming.

Mr. Cruiksmnawk. We are sorry you have to leave, Senator, but we
understand. We appreciate the arrangements you have made to con-
clude the presentation. While you have to leave, we know what you
are doing is important—the seniors are interested in that problem,
too,

Senator Muskie. There is one other on the witness lst who will
not be heard this morning, Dr. Dean Fisher of the Maine State De-
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partment of Health and Welfare. I am going to reconvene the com-

mittee at 3 o’clock this afternoon to hear him—hopefully we will be

finished on the floor at that time. So any of you who will be interested

in his testimony will be back hopefully here at 3 o’clock.

p I}L_Irlsl.)STANISLAWSKI. It is nice to meet you, Senator. (Spoken in
olish. ‘
Senator Muskrze. It is nice to meet you, too. (Spoken in Polish.)
Mr. CruirsHANE. Mr. Oriol, I would like to present Mrs. Evelyn

B. Crook of Washington, D.C., another of our Senior AIDES,

STATEMENT OF MRS. CROOK

Mrs. Croox. Mr. Chairman and subcommittee members, I am Mrs.
Evelyn B. Crook. I have been a member of the faculty of the Univer-
sity of Maine, Ohio State University, Smith College, and Fisk Uni-
versity. I have also been executive director of the Council of Social
Agencies at Wilkes-Barre, Pa. .

During World War II I worked in the nonwage appeals division
of the War Labor Board and also for the Office of War Information.
In 1967 I did a short term of duty in interviewing for the Senate
Special Committee on Aging. I later joined the staff of the senior
citizens community service program as research assistant.

In Washington, D.C., we have 60 Senior ATDES working with
seven public and nonprofit private agencies.

As research assistant under the program, I have interviewed these
aides and from them learned that many have health problems asso-
ciated with advancing years.

Case HisToRIES

Here are some case histories based on these interviews.

Mrs. (., whose husband is in a State Hospital, uses the George
Washington Outpatient Clinic. Before she reached the age of 65 last
year, doctors’ bills were paid by a “State Fund” whose exact name
she cannot at the moment supply. Until 3 years ago, she personally
met the costs of medicines—about $75 in the course of a year for
treatment of thyroid deficiency and lesser ailments. She then enrolled
in medicare which now pays a large part of her health care expenses.

Mrs. C., aged 64, incurred approximately $100 in expenses during
the past year in doctors’ charges for treatment of high blood pres-
sure. She has no record of costs of medicine. She has an insurance
policy which is supposed to cover hospitalization and home calls. This
she used last year to the extent of one home visit at $10. Thus she
was out of pocket for some $90 in physicians’ bills, plus an unstated
amount for medicine.

Mrs. C., aged 62, during the year paid over $200 in doctors’ bills
and a like amount for medicine. Her disabilities are of the heart,
arteries and nerves. She is enrolled in Blue Cross, Blue Shield, which
she did not use.

It should be noted that the age range of our Senior AIDES runs
from 55 to 77, that full old age benefits under social security start at
65, that approximately one-half of the aides are under 65 and there-
fore not yet eligible for medicare.
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Enrollment in medicare- does not necessarily insure resort to it.
One reason is that it does not meet expenses for urgent needs such
as eye and dental care. Mrs. X last year paid $300 for her second set
of dentures. Two other aides who are almost devoid of teeth are
ulnable to afford dentures or to discover any source of help in getting
them, .

Mr. Orion. What is the rough income of the people you are de-
scribing, Mrs. Crook, and does not most of it come from social
security ¢

Mrs. Crook. Some of it would come from social security in some
cases. Most of them would have certainly under $1,600 a year from
all other possible sources. It is very doubtful if these people have
that much. ,

Mr. OrroL. What did you say the expenditure for dental work was?

Mrs. Crooxk. $300.

Mr. OrioL. $300 out of less than $1,600? _

Mrs. Crook. Approximately out of less than $1,600. I do not have
her exact income here.

Again, people often hesitate to resort to medicare for legitimate
claims for lack of experience in the required procedures. Persons ac-
customed to poverty often find the paper work hopelessly elaborate. A
characteristic response to queries in this field is:

So many forms to fill out, so much time spent trying to get the doctor’s part
done. If I have to pay the first $40 or $50 anyway, I might as well pay that
little more—in installments.

To sum up, many of our aides have minor, and a few have major
unmet physical needs. Though such disabilities lower their efficiency
to an incalculable extent, they endure them for years. They accommo-
date to them, work as well as they can under the handicaps, and go
on waiting. : :

Thank you.
 Mr. Orion. May I ask, Mrs. Crook, and perhaps Mrs. Romero, too,
what is your experience in terms.of doctors taking assignment under
part B? Do you find that most doctors will accept this assignment
or refuse it?

Mrs. RomEro. Speak a little louder, I can’t hear very good.

Mr. Orror. Did you hear the question?

Mzrs. Romero. No.

Mr. Orior. Whether doctors in your area are accepting assignment
or refusing assignment under part B of medicare.

Mrs. Romero. I have not contacted any doctor yet that refused
because I take medicare patients to a clinic. It is about three or four
doctors. They all take medicare patients. I have not contacted any as
yet that have refused medicare patients.

" Mr. Orior. Mrs. Crook, I do not think I have made the question clear.
.. Mr. Cruikshank, have you heard ?

Mr. CrurksHANE. I comment in my statement about that. In some
sections of the country as high as 75 percent of the physicians are
taking assignments and in other sections 25 percent. The difficulty here
partly arises from the fact that any attempt to control the fees under
the present setup would also probably discourage taking assignments.
Hopefully if we move on the controlling of the fees we will also do
something to require the physician to take these assignments. We be-
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lieve he should be adequately compensated but the tradition of just
considering the insurance program evidence of ability to pay and
therefore making it possible for the physician to add on additional cost
is something that we are going to have to face up to, and the assign-
ment problem is an important part of it. .

May I now introduce Mrs. Ruth Tucker of Pittsburgh, Pa.

STATEMENT OF MRS. TUCKER

Mrs. Tucker. My name is Mrs. Ruth M. Tucker. I don’t keep my
age a secret any longer. I am 65. I am the mother of three children,
grandmother of five and great grandmother of four.

I was born and raised in Swissvale, Pa., and live in the house where
I was born. '

Ihave been a housewife most of my life. For many years I served asa
volunteer social worker at the Kay Boys Club, Piftsburgh, Pa.

More recently I operated a corset business of my own, but corsets
have gone out of fashion.

An acquaintance, who holds a Federal position at Pittsburgh, put
me in touch with the Senior Citizens Service Corps. Because of my
experience as a volunteer social worker, I was employed as an area
coordinator under this program. '

I was desperately in need of a job because rising prices have made it
very difficult for me to get by on my limited income.

Until T became associated with the Senior Citizens Service Corps,
I was mainly concerned about the problems of young people, and I
tell you frankly my eyes were opened when I learned of the desperate
situation of so many elderly in Allegheny County.

I could go on for hours telling of the incredible hardship and de-
privation of isolated, elderly men and women the Senior Citizens
Services Corps AIDES have encountered in routine visits to poverty
areas of the county. :

Medicare, the health insurance program for those 65 or over, and
medicaid, the Federal-State health program, do a wonderful job for
old people who are hospitalized, but they need medication and care
after getting out of the hospital and a great many have no money for
this. ;

The drugs they need are very expensive and the price keeps going up
all the time.

Here is what I mean. Senior ATDES recently visited a couple at
* Braddock, Pa. He is 78 and she is 74. He is a retired steel worker, but
left the mill a long time ago. He has a heart condition and is barely able
to get around. She has diabetes.

MoxtaLy IncoMe: $139

They have to make do on $139 a month income. Of that amount, $52
goes for rent. Their drugs cost them between $35 and $40 a month.
So they have little left for food. As a result, they both suffer from
severe malnutrition.

I read in the Washington, D.C., newspaper that Ralph Nader, the
man who fights for the consumer, says large numbers of poor people
eat dog food because it costs less than other food.
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Let me say here the couple I have just described don’t have enough
left after they pay rent and buy medicine to eat dog food very often,
with prices going us as they are.

The Senior Citizens Service Corps AIDES found an 87 year old
man, also at Braddock, Pa., who was hospitalized twice in the past
year. He had suffered a stroke and, in trying to get from his bed into a
wheelchair, he broke his hip.

When we got him to the hospital, he developed other ailments. By
the time he got out of the hospital, his medical and hospital bills came
to around $500. '

This man lives alone. He has no known relative. He cannot read or
write, but he has always been self-supporting and most particular
about paying his bills. So, at his request, I have arranged to pay a
certain amount of his income on his medical bills. I might say his in-
come is $1238.70 a month. ’

His latest problem is dental care. He got false teeth. So, with the
money heturns over to me, I pay $5 a week on this bill.

You might say the Senior Citizens Service Corps has all but adopted
this fellow. T

Not long ago, our ATDES discovered a couple—he is 76 and she is
75. He suffered a broken hip in a fall. This man had served 7 years
and 8 months in the Navy prior to World War I. When his case came
to my attention, my first thought was to get him admitted to the Vet-
erans’ Administration hospital in our area. So, we arranged to have
an ambulance take him there. The hospital refused to take him in
because he had not served in the military service during wartime. That
is what they told me. .

So, he had to be transferred to a general hospital where he is under
care. :

This man and his wife have a total income of $182 a month. However,
he has been disabled since 1960 and his wife has a heart condition and
is mentally deranged. As a result, doctor bills and medication account
for a big part of their income and, in such a situation, $182 a month
does not go very far.

The Senior Citizens Service Corps AIDES find that the condition of
the elderly poor gets worse as they grow older. ) '

39 Wiows: Income $1,500 YEARLY

The AIDES under my supervision have located 39 widows, all be-
tween 75 and 80, who must live on incomes of less than $1,500 a year. -
Nearly half this group have incomes of less than $1,000 a year.

I would like to interject here that most of these widows are of foreign
extraction. During the life of their husband, the husband worked In
the steel mill, they had purchased a home and paid for it. After the
husband was pensioned until his death they had a good living. But with
his death died the pension and they are struggling, not eating, not buy-
ing clothes, trying to pay taxes on these little homes that they have
struggled a lifetime to buy.

Every one of the ones that we have documented are in serious need,
not only of medical attention, they need food, they need clothes. Because
of the fear of losing this home if they apply for public assistance and
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a lien is placed against it, they refuse public abslstance and continue to
go hungry.

‘Mr. Orior. What sort of tax increases are you talking about ?

Mrs. Tucker. I am talking of property tax.

Mr. Orior. T mearn amount. Roughly how much was it? How much
isit? -

Mrs. Tucker. Well, I would say approximately on most of the homes
between $200 and $300 per year. When you think in terms that many
of these women have an income of only $432 per year, $630—I have 1t
all documented, addresses and what not.

Mr. Orror. If it is possible for you to give us for the record, withovt
names of course, a few of these examples, we would very much- like
to have them.

Mrs. Tucger. I would be glad to glve them to you and hope that
somethmg can be done. - :

Mr. CruigsaaNk. Mr. Chairman, Mrs. Tucker will corréct me if T
am wrong but the State of Pennsylvania is one of the States that does
not have an income tax, its State burdens are carried by a very heavy
sales tax, I believe 6 percent and real estate taxes. That is part of:the
reason this burden falls on these very poor. people :

Mrs. Tucxer. That is true. IR

We find in these cases that the husband’s pensmn ceased upon the
husband’s death and, as you know, the widow’s social security benefit
is reduced at the same time.

In a great many areas the elderly suffer- from malnutrition ahd must
weal rags. Many of thése families once had family doctorsbut, with
age and reduced income, they are virtually without medical attention.
May I say we have the.actual experience of doctors who will donothing
for them, period.

Mr. Orior. Do you mean’ that they are unava:lla,ble or that they
refuse to serve?

Mrs. Tucker. They are available, Mr. Chairman, but if a pa.tlent
ison DPA they donot havetime to Work w1th hlm

Mr. Orior. What is DPA?

Mrs TucCkER. Department of Pubhc As31stance

Dany VISITS TO - CLINIG

 We d’a,lly take people to the clinic. Fortunately, in Steel Valley we
have a very fine relationship’ with the Visiting Nurses Association.
We also have a very fine relationship with the hospitals within our
arega so that when we find a client many times is just almost to the
end we are able to call and through the help of the visiting nurse and
the: community ‘service worker at the hospital we are able.to get these
patients admitted to the hospital for service.

Mr. Orion. How far away is thls clinic from most of the people
you serve?

Mrs. Tucker. Well in the Braddock area within approximately

Mr. OriorL. B car?
‘Mrs. Tocker. We are able to get an ambulance to get, them there.
Many of the people that we served in the several clinics, and we do

32-346—70—pt. 3——5
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have quite a number, we have to travel 4 distance of approximately—
well, a round trip is 26 miles. ,

Mr. Orror. How does a person without an automobile make that
trip?

1]§)Irs. Tucker. We have been fortunate enough in hiring our Senior
ATDES to have within our group three persons with cars. We prevail
upon them when we can. Now since this new insurance law has gone
into effect we again face another problem because some of these ATDES
are unable to pay this increased insurance benefit. So what we try to
do is through the department of public assistance we get books of
cab tickets and this way we are able to take them.

Mr. Orror. Do you think that sort of thing existed before Senior
AIDES came into being? How did people get to the clinic before
Senior AIDES? ' .

Mrs. Tucker. In some cases a few ministers and priests would help
them and in some cases they just didn’t go. When we made the survey
we found these people needing this help.

Mr. Orror. How long would you say some of those people had not
geen a doctor? :

Mrs. Tuckrr. Well, T had a recent experience with a woman 86 who
had not seen a doctor in 17 years.

Mr. Orior. Why is that?

Mrs. Tucker. Beg pardon?

Mr. Orior. What reasons? .

Mrs. Tucker. She had no money. Until we found her she was not
even getting public assistance, she was existing on what neighbors
gave her. o

Mr. Orior. When she finally did go, did she need hospitalization?

Mrs. Tucker. Yes. _ : '

‘Mr. Orror. So she was eligible for medicare benefits?

Mrs. Tucker. Yes.

. Mr. Orior. Was she aware of it ¢

Mrs. Tucker. She could not read or write and this is the problem
that we have with many persons in our area.

Mr. Orior.. Were any local officials aware of her problem?

Mrs. Tucker. We would like to think not. We do not want to feel
that they were aware and just neglected her because when we were
asked to visit her a minister came to us. A couple of days later she had
a neighbor bring her to the office and it was cold when she first came.
The coat she had on was pinned with safety pins and the clothing
underneath was indescribable. We of course keep a clothing bag. This
is something we have done on our own. We got a coat for her and we
got recent clothing so we could dress her to take her to the clinic. Of
course we have found housing for her. She is now living in a project
and is one of the most happy people you would ever want to see. But
her health problems will go on. She has a heart condition, she is dia-
betic, and she has rheumatoid arthritis.

Mr. Orior. Then her health problem was compounded by all the
other problems?

Mrs. TocrEr. Yes. :

Mr. Orron. Mrs. Tucker, you mentioned malnutrition. How wide-
spread would you say malnutrition is among the people in this area ?
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" WIDESPREAD MALNUTRITION

Mrs. Tucker. Well, recently some of our home senior aides were
trying to be home health aides. We were concerned in getting into the
real basics of malnutrition because we found so many persons in this
condition. Much of it came from the fact that food stamps were avail-
able but with very limited income. The blue food stamps had to be
purchased at one time and they were unable to purchase them. Many of
these people lived on cereal and powdered milk and coffee. This was
their diet day in, day out.

What we have actually done through this home health aid pro-
gram ; our women aides go into the home, help the person budget their
limited income, suggest menus. In many cases, especially where the
persons are heart patients or stroke victims, we try to send our Home
Health Aide three times a week. Aides prepare food for the day of
the visit and the next day for the disabled person and it is done on a
balanced diet basis, taking into account the limited income they have.

Mr. Orror. The reason I pursued the question about malnutrition,
Mr. Cruikshank, is the fact we are working with Senator McGovern’s
committee on nutrition and health needs. There is a likelihood that in
the autumn there will be hearings devoted especially to this subject. I
wonder whether we might work out with each of your Senior AIDES
units some system for gathering the kind of information that Mrs.
Tucker is giving us. I think this could be very important to that.

Mr. CruiksaANK. That is possible if the subcommittee would want
it.

Mr. Orior. Thank you. 4

Mrs. Tucker. What is needed is to make modern health care avail-
able without regard to their income or status in life.

Again on this problem of malnutrition, if somewhere along the line
more food stamps could be made available to people who do not have
the means to buy food, it would be a great help.

I thank you. '

Mr. CrutksaaNE. May I now, Mr. Chairman, present Mrs. Frances
Stanislawski of Buffalo, N.Y. .

STATEMENT OF MRS. STANISLAWSKI

Mrs. SranisLawskl. Mr. Chairman, members of the subcommittee,
my name is Frances Stanislawski. I am employed by the National
Council of Senior Citizens under the Senior ATDES employment
project at Buffalo, N.Y. I am 57 years old. My husband died last year
after a long illness and I am one of those widows that Mrs. Tucker
explained about.

When my husband died, I was left without any pension whatsoever.
I have a two-family house and my only source of income was $40 for
the apartment which I rented out. I went to this Senior AIDES project
and fortunately I have this job.

My husband had been a locomotive engineer but developed diabetes
and became blind. We were under heavy medical expense for years due
to his illness, and at the time of his death our savings were exhausted.

We raised and educated three children who now have families and
~ Idonot wish to be a burden on them.
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My husband’s death left me grief stricken and depressed, and my
doctor ordered me to find employment so that I could forget my trou-
bles. I can sew, but have no other skill and had little prospect of finding
suitable employment.

One day, a Senior AIDE making a house-to-house canvass in my
area came to my door and asked if any elderly persons in need of spe-
cial services lived in my house. I told the Senior AIDE my age and
said I was desperately in need of a job.

To my surprise, the aide told me there might be a chance to work on
the Senior AIDES program. An interview was arranged, and it was
my great good fortune to be employed in the Buffalo Senior AIDES
program.

I love my work. To bring a ray of sunshine to someone who is sick,
sad, or mentally inactive is very gratifying to me personally.

In the months I have been employed as an information and re-
ferral aide on the Senior AIDES program, I have visited hundreds
of elderly persons and I can tell the distinguished Senators holding
this hearing that I know from my experience on these visits that far
too many of our elderly people in Buffalo, and probably in other big
cities everywhere, live in a state of never-ending misery.

For the most }{)art, they do not know there are public and private
social or charitable agencies that can assist them in meeting their
needs. Some know there are such agencies but are too proud to ask
for assistance.

I and other Senior ATDES in Buffalo have found through our home
visits that a great many elderly people are ill or disabled and that
they are on the bottom rung of the medical care ladder.

Mr. OrioL. By that do you mean in terms of interest, service,
attitude? What do you mean?

Mrs. StantsLawskr They are so miserable and saddened that they
- do not have any help whatever. They are just existing. They just gave
up any hope for any help and are just going on until they finish out
this life. That is the way they talk to us in Buffalo.

This is so because they lack the cash and the mobility to get the
medical help they need. Now, unfortunately, the New York State
Legislature has cut back funds that had been available for health
care of the needy under medicaid. This means that elderly people
with small incomes have less chance of getting proper medical
attention.

The legislature has ordered people who ask for medicaid assistance
to put up the first 20 percent of the cost of their medical expenses.
It is obvious a great many elderly poor visited by the Buffalo Senior
'ATDES are not able to pay anything for medical care and will be dis-
qualified from getting help under medicaid because of that 20 percent.

Take the case of a 67-year-old widow I visited. She had glaucoma
which caused blindness in one eye. I received a phone call from her
asking for help. She said she had gone completely blind in one eye
and the other eye was becoming weak and infected.

When I answered her call I found her in the kitchen, and a pitiful
sight it was. I notified my Senior ATDES supervisor of her problem.
After a time, the supervisor arranged for an ambulance to take h er
to Buffalo Meyer Memorial Hospital. There she underwent surgery
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can return home soon. ,

This woman has an income of $65 a month under social security.
She has no money to pay 20 percent of her medical expense as con-
templated under the New York medicaid law.

Some of the troubles Senior ATDES hear about are tragic. While
making house calls, I came across a 63-year-old widow who told me
that she spent 6 months being treated by a psychiatrist in a private
clinic for despondency after her husband’s death 3 years before. That
took all her savings. :

She was taken violently ill and sent word for me to visit her or
she would take the remaining sleeping tablets and end it all. I arranged
to have her admitted to Buffalo Meyer Memorial Hospital and, be-
cause of her record of psychiatric treatment, she was first referred to
the hospital’s psychiatric section. It turned out that her problem was
not mental illness but a thyroid difficulty which was corrected. She
isnow home and in good health.

However, her only income is $125 a month in social security benefits
and she cannot pay her hospital bill out of that.

The most pathetic case I have encountered is a woman, age 66, who
lived with a widowed sister. This woman had a facial deformity and
was a hunchback, so her family kept her secluded all her life. The
parents had left the house to one sister with the understanding that
she look after the deformed sister. :

When I happened to call on this family, the widowed sister told
me about her difficulty in caring for the deformed sister because the
deformed sisted had cataracts in both eyes and was losing her sight.
Through my suggestion, the deformed sister was taken to a hospital
where she 1s undergoing treatment. Now the deformed sister had
never worked and had no income whatever. She surely cannot pay
anything, much less 20 percent, of her medical expense.

I appreciate this opportunity to tell about the health problems of
elderly people at Bugalo. We have barely scratched the surface. In
my district 70 percent of the people are retired.
~ Mr. OrioL. Speventy percent ?

Mrs. STaNISLAWSKI. Seventy percent are senior citizens because the
young people get married, stay with their parents until they save
enough for a downpayment and move to the suburbs. As a result we
are becoming a community of senior citizens which is bad all around.

Mr. Orror. Do the people own their own homes? .

Mrs. Stanistawskr. The older people own their own homes. The
homes have deteriorated because they do not have money to repair
them and they do not care to move away if they have memories there.
Take myself I believe I will never want to live out where I don’t have
familiar surroundings. I want to stay where I am and work, too,
among the people. ,

I am glad we have a Senior AIDES project there. It is doing a
magnificent job. In my opinion the Senior AIDES program is needed
in every community.

Thank you very much.

Mr. Orror. Thank you very much. I am very glad to share this with
you.
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I am interested about the 20 percent medicaid. Medicaid was de-
signed to fill gaps for people who could not afford premiums on
medicare, so now we have a 20-percent charge.

Mrs. StanisLawskr. We have to pay and we have such a problem.

Mr. Orror. What sort of problems are arising because of the new
rulings on medicaid % :

Mrs. Stansrawskr. I will tell you I take forms with me when
I visit these people and fill them out for the people. Otherwise, if you
leave the form, they read it but never send it out. If I fill it out, almost
every one of my forms go through.

So now, every one of them received a card and asking if they are
still eligible in their belief. So they call me because they are afraid to
put it down wrong and don’t want to be refused. So I have to go to
each one. I have permission from my supervisor to go to each one of
them and help fill out forms.

Mepicap Purposes THWARTED

Mr. Crurgsuank. Mr. Chairman, may I comment on that. You are
quite right. It is a contradiction to the basic purposes of medicaid
which is intended to help people who could not meet their medical
bills. It really is kind of a contradiction in terms to set up medicaid,
then put up a requirement which excludes so many in need, something
the New York State Legislature came up with as a means of cutting
back the costs. They are simply sweeﬁing a part of the need under the
rug and ignoring it. However, we of the National Council of Senior
Citizens are trying to do something about that.

Another project that is sponsored by the National Council of Senior
Citizens is a program called legal research and services for the elderly,
and this operates under & grant in the Office of Economic Opportunity.
Now one of the subgrant projects, the Center on Social Welfare Policy
and Law, Columbila University filed suit just about 2 weeks ago in
Federal Court in New York to enjoin the 20 percent medicaid cutback
enacted by the Legislature and a temporary restraining order was
ordered. Of course, these people like Mrs. Frances Stanislawski serves
are now in limbo, they do not know whether they are actually going
to have to meet the 20 percent or whether they are not. While there is
a restraining order, nobody yet quite knows what the outcome will be.

Our project up there, the Legal Research and Services for the
elderly project in New York, is alleging before the court that the
cutback violates the constitutional rights of New York residents and
1s in violation of the objectives of the law as stated by Congress. We
are hopeful that this restraining order will be made permanent, and
of course if it is then you will run up against the fact that the Legisla-
ture appropriated money on the assumption that the restraining order
would be effective. It will be a question of what response they made
on that, but this does illustrate what a terrible hardship this is to
these people. :

Mr. Orion. Do you see a need for any language in any legislation
that might be helpful here ?

Mr. CruirsHANE. I think it will depend on what the decision of the
court is. If the court makes the restraining order permanent on the
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ground that it is in contravention of the intention of the act, we will
not need any ; but if we should lose, the court deciding that it 1s within
the framework of the act as now in effect, I would think Congress
would want to change that. .

Mr. Orror. I have a few questions, but let me ask whether the mi-
nority counsél has any questions. Mr. Miller.

Mr. MiLLer. No. _

Mr. OrioL. Members of the advisory committee, any points you
would like to address? .

Miss McCamuan. I have no questions. I would just like to express
appreciation for the panel’s adding flesh to the bare bones of the
statistics.

Mr. OrioL. Yes, indeed. We are able to draw certain conclusions
from the statistics we get; we know what the average income is, we
know what the average costs of this and that is. Of course what you
are doing here, as Miss McCamman said, is showing us what these
statistics mean. -

Dr. Axerrop. 1 wish to comment on something Mrs. Romero said.
She pointed out her group has distributed flu vaccine, has done dia-
betes screening and glaucoma testing. I think it should be.made clear
that none of these services can be paid for through medicare.

Mr. Orior. Mr. Seidman. :

Mr. Semmax. Mr. Oriol, I would like to make a brief comment. First
of all, I would certainly like to commend the National Council of
Senior- Citizens and President Nelson Cruikshank and the Senior
AIDES who took time to come here because I think that they have
made a tremendous contribution to this hearing. One of the points that
it seems to me they have brought out and which you have just made
is that no recitation of statistics gets at the human problems that are
involved in what we are talking about.

Uxevex Impact oF DEDUCTIBLES

If we say, for example, as with all good intentions Dr. Merriam did,
that the deductible and the coinsurance results in the beneficiary pay-
‘ing only a relatively small fraction of the total cost, this means one
thing when we are talking about the beneficiary, let’s say, in the higher
ranges of the social security benefits. But if we are talking about the
individuals these representative Senior AIDES have been talking
about, this clearly means a cost which these people cannot meet except
by simply not getting the medical care that they need. :

I think that this has been brought out very forcefully by this group,
and I would hope that this would make a real contribution toward
the further thought of this committee.

Thank you, Mr. Chairman.

Mr. OrioL. Mrs. Brewster. v

Mrs. BRewsTER. I want to join with my fellow widows in this and
thank you very much for expressing some of the problems.

Secondly, I am sorry that we were unable to question the people
from HEW because I have a distinct feeling that all of the figures
‘they recite and which they give the averages and say what is left for
the older person to pay count the $4 monthly premium as a Federal
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expenditure rather than a private expenditure. Of course it is a Fed-
eral requirement so it is a semantic difference. In the situations you
have been describing, $48 for a person a year for that part B benefit
would be a sizable personal expenditure. :

‘Mr. Orror. Mr. Glasser. - ' :

Mr. Grasser. I want to join with the others up here in expressing
our deep appreciation for making meaningful the comments that we
tried to make in a broader way in the report to the committee. Cer-
tainly there is graphic evidence. We are talking about matters that
are matters of life, death, and sustenance to people—they are not aca-
demic questions we are discussing. ‘ .

I would like to ask either Mr. Cruikshank or the members of his
National Council of Senior Citizens whether they have had any
evidence of the nature of the problems created for the elderly by
the arbitrary limitations on mental health benefits outside the hos-
pital and in the hospital for elderly persons.

.Mr. CrutgsuANK. 1 would like to ask the AIDES if they had.

Mrs. StanisLawskr, As far as I know the client I told you -about
is being helped by medicaid for her care because I got her on medi-
caid. I was so afraid when she had to go to the psychiatric clinic until
I visited that place. Mental hospitals are not what they used to be.
It is so different now—there are no bars, no clanking keys. The-atmo-
sphere is even nicer than in a regular hospital.

Mr. CruigsHaANK. Have you run across other people who need serv-
ices, maybe had some service under medicare and then their time ran
out at the clinic? Have you happened to run across any member like
that? ‘

Mrs. StantsLawskr. No.

Mr. CruiesHANE. It does not mean there are not any, but you just
have not seen them? o

Mrs. StanisLawskr. Yes.

Mr. CruigsaEANE. How about you, Mrs. Tucker?

Mrs. Tocker. We have two patients, one that was committed to
Western Psychiatric Hospital through the efforts of the Department
of Public Assistance. She remained there for 7 months and then was
transferred to the county hospital. She has since been discharged.
‘We have some very fine psychiatrists at Falk Clinic in Pittsburgh
who give of their time certain days a month. This particular patient
is under the care of a psychiatrist. We take her on an average of
three times a month, sometimes four if we find that she is becoming
very upset and disturbed. o

-Mr. Grasser. May I ask who is paying for that? :

Mrs. Tucker. First she was admitted through the caseworker of
glle Dl(;,partment of Public Assistance so they must have picked up

e tab.

Mr. CruigsEANK. It might have been medicare first.

Mrs. Tucker. When she was first admitted she was not on medicare.
At first she was only 62 when she was committed.

Now the psychiatrists who are working with these persons at Falk
Clinic are giving their time. The Department of Public Assistance
provides us with cab tickets to take this person back and forth to the
clinic when necessary and we keep her under constant surveillance
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because she lives alone. We have an AIDE who lives in the same build-
ing with her who checks on her daily because sometimes without warn-
ing she becomes disturbed and we immediately have to help her.

Mr. CruksEANE. Mrs. Crook, do you have anything ?

Mrs. Croor. No.

MenTAL ILLNESs AND THE ELDERLY

Mr. Grasser. May I simply make the observation that there is a
good deal of evidence that the problems of mental ill health are prob-
ably more substantial among the elderly than among other groups in
the population. The way in which the benefits here are structured with
their limitations combined with the known resistance of people, partic-
ularly elderly people who are going for this kind of help, appears to be
pushing more people in the girection of mental hospitals when the
knowledge in the field would indicate that appropriate use of bene-
fits would keep a great many people out of the hospital if they could
be gotten to physicians on time.

- Mr. Oxrror.-T have just one final question and maybe we can discuss
this briefly now. Perhaps this would be worth additional discussion.

One of the things that came out especially vividly in Mrs..Romero’s
testimony and Mrs. Crook’s testimony was the sort of give-up attitude
in trying to get medicare benefits. For people entitled to medicaid, it
is an even tougher process to go through. : _

I just wonder wﬁat you think would be practical for people who are
entitled to benefits but who have this give-up attitude and are not using
the -available benefits. Now, the Social Security ' Administration has
made great efforts to get the information into the hands of people and
to provide help. Do you think that more is needed ? Do you think that
maybe there should be a sort of senior AIDEs’ program’ attached
to the Social Security Administration? It might be just the thing to
provide the kind -of’ direct. help which you are giving. What. do you
think about that? e ' S

Mr. Cruiksmank. I think this is very complex but I do not mean
by that that we should not start doing something. We strike a very
responsive chord in my heart right now. I just visited a relative of
mine, very dear. friend as well. as a relative. He was for a long time a
very, very skilled machinist. He was president of his local lodge in
the machinist union for many years and always full of life and verve.
He has diabetes, he has lost one limb. He got an artificial limb but the
thing does not fit very well and he is discouraged. He is complaining
about the price of drugs. - - S e

I told him about oir drug service and his attitude was so different
from that of past years. “Well, that is an awful lot of trouble, I don’t
think I can do that,” he said. “I don’t think I could go in.” The man
was so completely changed, so depressed and downhearted. ”

Now part of this comes, I think, because he is not eating right. It is a
byproduct psychologically of his disability. -

"I would suspect that some of this depression comes from the thing
that Mrs. Tucker was talking about and Mrs. Stanislawski, too—the
fact that these people often do not eat right. Living alone, the tempta-
tion is to just live on snacks. My doctor friends talk about this as a

very serious thing.
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So the problem must be met by various approaches. These people
need the encouragement that comes from people like the senior AIDES
going into their homes so they know they have somebody who cares.
They need improvement in their diet. They need the availability of
service. They need the simplification of the procedures so that they can
be manageable. They need all of these things and I think we ought to
help them. ‘

Now except for this experience with my own relative I am not as
¢lose to it as some of these folks. I suspect that Mrs. Crook miaybe
has comment on this, too. :

Mrs. Croor. The agencies employing our Senior AIDES are the
Central Labor Council and the Urban League. The Central Labor
Council has been having group meetings and seminars and pulling
in all kinds of people for education with regard to medicare and medi-
caid. I understand the Urban League has been doing something of the
same sort-but more with individuals.

When we 'see the reports of these people, the number of contacts
they have made in a month, I do not have the exact figure—yes, I do.
The Urban League, for instance, during the month of June, 767 home
visits; 11 workshop groups, and some of these concerned education in
medicare and medicaid. ’ . C

Mr. Orior. When you have workshop groups in places where people
have to congregate together, the person most in need of this help is
least likely really to come to a gathering, isn’t that so?

Mrs. Crook. Approximately true, but the people who do come are
being trained to go out and find these others who cannot come.

Mr. OrioL. I see. Did you say 767 people were contacted? Not each
one of them is being trained ? o

Mrs. Croox. Home visits in June totaled 767. This is. apart from
other activities—face-to-face interviews, workshop groups, persons
referred for food stamps, and persons referred for welfare.

Mrs. Stanistawsgi. May 1 comment. In the 1 year our program
has been in existence in Buffalo, N.Y., we have found 150 cases of
totally blind people that were not registered with the Commission
for the Blind. C .

- Mr. OrroL. How old were these people?
‘Mrs. StanisLawskl. All senior citizens in various ages but all 60 or
over. .- : :

Mr. Orron. And they were unaware of the help that they could
receive? ' : '
 Mrs. StanvisLawsgr, They were unaware. That is why in Buffalo
we are called Senior Information and Referral AIDES and we refer
them. Due to the experience I had with my husband, I encourage all
the blind I contact to register with the Commission for the Blind
and make use of the services available because this can mean a hap-
pier life. My blind husband and I went dancing. We went to Knights
of ‘Columbus parties and Lion’s Club parties, indoor and outdoor
picnics. There are so many services available to the blind and they
don’t have to sit home and just feel rejected. Also, we need a lot more
recreation centers. Those are needed so badly. '

Mr. Orror. Mrs. Tucker.

- Mrs. Tucker. Well, aside from recreation centers we need multipur-
pose centers where you would have certain clinic days, where doctors
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would come and give services, dentist—any treatment these older peo-
ple need because transporting these people in Alleghany County we
have 175,000 people beyond the age of 65. That is a lot of people.

‘A SzorTaGE oF AIDES

We have 60 Senior AIDES which means we cannot even scratch
the surface in giving service. You find so many of these people whose
families—1I don’t like to say that children actually don’t care because
that is very harsh but sometimes this is what we feel because the only
individuals that some of these people see are the Senior AIDES.

We practically adopt some of them to the extent that to get them to
eat we go and sit while they have coffee so that they will eat their food.
We try to arrange and we have been able to find a few young people
who like to take them to church on Sunday. This is a very great prob-
lem, too, because many of our churches have been willing through the
years to accept all the contributions that these people could give. Now
that they are old and sick and cannot travel, oh, no, they do nothing
at all for them.

The only thing we can ask is that hopefully you and the advisory
committee and all of the persons working for our senior citizens are
going to feel this way about it—today you are young, tomorrow you
will be a senior citizen.

These people that we.are working with are people who have given
their strength, their wisdom, and their knowledge to help make Amer-
ica_great. Now the time has come when the younger generation of
which you are a part can put your strength witi their wisdom and the
desire to keep on living, and believe me America will have an unbeat-
able team and everything needed for everyone will be included and
there will no longer be a generation gap. [Applause.] : 4

Mr. Orior. I think we just had another elogquent statement on one o
the points that the task force was especially trying hard to make, that
this problem is of concern to all generations. :

Mrs. Romero, did you have any final words before we close this
session ?

Mrs. Romero. I just want to say that we are contacting slowly the
nonresidents of the senior center and we are calling on all that we
can contact. I have had a few since I have been on the job that have
listened to me and have gone over to the job center and visited the
activities that are going on and they are feeling much better.

I have some blind that have been blind from 6 years old. They are
very active; all they need is transportation to the center and it comes
out of there Mondays and Thursdays. I have accomplished quite a lot
since I have been employed by the Senior AIDES and I have enjoyed
my work very much by the help of God. It has done lots to me and I
cannot express it. The things that I desired to do for years, I am doing
it now and appreciate my work. Thank you. '

Mr. Orror. This is one of the themes we get time and again from
people who are participating in service programs, that they benefit
immensely—in fact, that there is a definite effect upon the health of
people who are participating and people that they are helping. So we
are very glad.



558

1 just want to echo the words of Senator Muskie before he left, that
though he had received just a part of this testimony he was tremen-
dously moved as everyone here.

Mr. Miller.

Mr. MiLLer. Mrs. Romero made reference to other people who had
been blind since the age of 6 and their vigorous activity and active liv-
ing. The American Foundation for the Blind has a task force that is
concerned especially with the problems of the elderly blind. Of course,
we have a different kind of problem for those whose blindness comes
late in life, which is the more common occurrence and will undoubtedly
receive much wider attention in the future. Because they have spent a
lifetime as sighted persons and then in their advanced years are unable
to see, they have a very special problem and a very difficult problem of
which I am sure you people are very much aware.

Mr. Orior. I would like to thank you for coming and really extend
my personal appreciation as well. Thank you, Mr. Cruikshank.

We will resume here at 8 o’clock when we will hear from Dr.
Fisher. : )

Mr. Cruigsmank. Thank you very much.

(Whereupon, at 1:15 p.m., the subcommittee recessed for lunch, to
reconvene at 3 p.m.) -

: AFTERNOON SESSION ’

(The subcommittee reconvened at 3:10 p.m., William E. Oriol, staff
director, presiding.) S ! :

Mr. Orior. The hearing will come to order again.

Dean Fisher, Senator Muskie has sent word that they are still in
session and he can’t break away. He very much regrets that he can’t
be here, but he asks us to continue. And especially in view of his long
working relationship with you, he is very regretful he can’t be here, but
he asks usto go along with the hearing. :

STATEMENT OF DEAN H. FISHER, M.D., COMMISSIONER, MAINE
STATE DEPARTMENT OF HEALTH AND WELFARE

Dr. Fisaer. Mr. Chairman and members of the panel and of the
subcommittee, first, I apologize for the lateness in getting a statement to
you. This was supposeg to catch up with me in Boston last night and,
unfortunately, didn’t do so. So I tried to recreate it this morning, and
it is the best I can do under the circumstances.

1 shall skip through this statement, and then I shall be more than
happy to answer any questions that I may be able to answer. And
should anyone choose to interrupt me as I proceed, I hope you will
feel perfectly free to doso. And I am sure you will.

This is an extremely interesting subject to me, one in which I have
had considerable concern and considerable involvement for a long
period of time, and I know that Senator Muskie has had an equally
lIong and sincere concern with many of these same kinds of problems.

There will be probably some additional statements submitted by
people from Maine in writing to your committee, or your subcom-
mittee, later on for inclusion in the record of your hearing. 'The
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‘people from whom these statements may come are also extremely in-
terested in the problems we are talking about. They are deeply involved
with them. And through such activities as the Older Americans Act, 1
think there may be real contributions to solving some of these
problems. , _

To introduce myself officially, I am Dr. Dean Fisher, a licensed
physician, a former State health officer, and for some 15 years now
the Commissioner of the Maine State Department of Health and
Welfare. We are a rural State, of 33,000 square miles, with a pop-
ulation of about 1 million. We have less than 30 communities with
populations over 5,000. We have about the 35th or 36th lowest
average income in the United States. It is this background against
which I shall talk. )

I also point out that we have areas 'in our State, counties, for
example, whose incomes must be considerably less than the average
for the State at large. So we do have real problems with which to
deal.

We have few sources for statistical information, but if there are
any kinds of specific information that you would like to have about
my particular State, I shall be more than happy to try to develop
something of this nature and give-it to you if you would like me to
do so. . ‘

But it would seem to me that we are talking about a problem that
is very broad, rather generalized, and perhaps it is not quite appro-
priate to dwell too much on the peculiarities of the individual State.

The problems I shall speak of are not profound and not unique.
They are not necessarily peculiar to the elderly in a welfare program,
although those in welfare programs do present these problems in
exaggerated or extreme degrees. ) o s
The subject of your hearing will tend to focus attention on medical

care, its economics, adequacy, et cetera, I shall not talk to this aspect
of the problem, for I am sure others will deal adequately with 1t. T -
refer to talk about more general-and perhaps more important prob-
em areas where there are steps to be taken that can reduce the health
i)_r medical needs of the elderly and, more importantly, enrich their
ives. L
Again, I prefer not to talk too much about my specific roblems, but
about more general, and perhaps more important probléms, where
there are steps to be taken that I think can reduce the health and
medical needs of the elderly and, more importantly, enrich their lives:
These are common, ordinary kinds of problems, and I think they tend
to be lost when we talk about some of the more esoteric kinds of prob-
lems associated with the medical care program and delivery of medi-
cal care, where we are looking for means o_% re‘buildinﬁ a whole system.
Aging, and the economics of aging, and ‘its healt aspects are not
isolated phenomena unrelated to other community conditions. There-
fore, I urge that we not be completely preoccupied with the problems
of the aged as such. Perhaps the resolution of problems of the aged can
lead to a better system in which we all may live. For example, medical
care costs for a young family can be catastrophic in both immediate
and long-range terms, - o o -
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Obviously, the kind of system that can best deliver medical care for
the elderly can probably also best deliver medical care to the young
families to which T refer.

The quality and problems of aging are determined by all of the
preceding experiences of the person and may be the sum of preceding
deficits in health needs, earnings, housing, education, employment,
place of residence, et cetera. On these, specific disabilities of age may
then be superimposed.

I think this is extremely important to me as I look at our rural areas,
and I see all too commonly and all too pathetically the elderly person
who literally is showing all the deficiencies, all of the neglects, literally,
to which he has been subjected through his entire life, and, finally, at
the stage of being elderly, these are all brought together.

The qualities of aging are also shaped by the community in which
the individual has lived—average incomes, ethnic background, com-
munity resources, et cetera.

RuraL. DisaDVANTAGES

Here, again, I point out the elderly living in the rural areas are
very likely to be more disadvantageously located in terms of this pre-
vious experience with relationship to community resources, average
incomes, and so forth. I think this has to be emphasized specifically.
When we talk about the economics of aging, we are not talking about
the wife of the local banker, and we might as well accept that fact.
She probably has very few problems, she probably has very few
health needs, and the main difference between her and the people we
are talking about, I think, is essentially one of income, and perhaps
not only income after achieving some magic number of years of age,
but income during the preceding years of her life.

So I think this cannot be emphasized too much, whether we are talk-
ing about medical care, health needs, or whatever. Basically, we are
talking about a group of people with low incomes.

Now, there are no specific inherent economics of aging per se. We
are talking about a set of economic circumstances that we have chosen
to create 1n the society where status and economics are largely related
to the ability to produce goods and services.

The problems we see are the results of conscious and deliberate
decisions on our part in our economic and social system, and I think
this needs to be emphasized.

I point out to you such simple things as retirement practices at some
given age. This may have had some validity years ago, but I am not
sure it still has the same degree of validity.

It seems to me we have much, much more flexibility in the use of
people, and I think we should accept these kinds of flexibilities and
take some very serious looks at the results of so-called retirement prac-
tices.

There are no specific, inherent economics of aging per se. We are
talking about a set of economic conditions we have chosen to create
through “program” decisions in a society where status and economics
are largely related to the ability to produce goods or services.

The aged thus do have problems of both status and economics. The
-economics are the economics of poverty, by and large.
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Procrays TaaT Don't “MEusH”

Even in such programs as title XVIII we have chosen to complicate
already complicated lives by coinsurances, deductibles, assignments,
and other “fine print” that the elderly have difficulty in understanding.
And T guess on that basis I must call myself “elderly,” because I, too,
have some difficulties in understanding them. These technicalities,
incidentally, make title XIX unnecessarily costly and awkward to
administer.

In OAA, I go through all the processes of “buying in,” and I have
developed computer lists of people, and I finally windup and pay the
monthﬁ)y premiums for them, and this monthly premium is about two-
thirds Federal dollars. T can’t see much sense 1n going through all this
kind of falderal for little or nothing.

The social security system itself creates economic and social problems
by inadequate basic retirement benefits. A great many people have as
their only financial resource the retirement benefits of the social
security program. C

I have an OA A caseload of about 11,000. The “average” recipient is a
74-year-old widow with minimum OA.SI benefits. The caseload is some
10 to 12 percent of those in Maine over age 65. We.are not highly
industrialized. OASI benefits are low. Some 55 percent of my OAA
caseload also receives OA ST benefits.

It seems to me a little bit ridiculous that this should be this case.
For 55 percent of the people, I must now be involved in all the
processes of determining eligibility, I must have all the staff services
and all these kinds of things to make a simple decision, and that is
that an individual has an inadequate financial maintenance base.
By virtue of my operation, I am putting a certain amount of State
money into'the basic maintenance of these people. But here, again, I am
putting roughly two-thirds Federal money in. , :

It seems to me not illogical to supplement, if necessary, the OASI
program with some general tax revenue, and let just one agency send
a check to my old-age assistance recipient instead of my sending one
and social security sending one, with all the complications again of
tying in under part (B) and all those kinds of things.

I think we should ask a serious question as to whether there is any
reason at all, any justification for the operation of an old-age assist-
ance program that in effect provides a financial supplement to the
basic maintenance income.

Instead of my making out some 15,000 or 18,000 checks per month
and all the rest of it, if Congress has problems finding money, I think
I would probably be ahead of the game if I would write a check once
a quarter and send it to you and tell you to put it in your “pot” and
you send the checks to my old-age assistance recipients, only give
them a little more money than you are giving them now. - :

I think that would save all of us a lot of trouble. What this might
do, however, might be to free my resources for a much more useful
endeavor, because if I were not concerned with the problems of ad-
ministration, determination of eligibility, and so forth, I might then
well be able to design a service program for all elderly people, with
an attempt to assist with the many peculiar problems that they have.
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I might well be able to provide this kind of service to elderly people
purely in terms of their needs rather than in terms of any financial
standard for eligibility. And I think if I were to do this, then I would
be doing the kind of service that might be most appropriate for me,
rather than to be involved in a financial assistance program, which is
essentially supplemental to the national program designed to achieve
a goal of some reasonable income floor. ) )

Mr. Orror. When the old-age assistance payment is combined with
the average social security benefit, what would you say is the rough
average in Maine? : .

Dr. Fisuer. Somewhere around $70 a month. I am talking about
cash grants now. ' : ' '

Mr. OrroL. So it is less than a thousand dollarsa year.

Dr. Fisugr. Considerably less, :

It would seem to me that the kind of income program I am talking
about could be expected to reduce health needs by providing for better
food, shelter; and mobility. I think there is inequity between people
in different States, and perhaps more serious problems than that, be-
cause of the general