PROBLEMS OF THE AGING

75660

HEARINGS

BEFORE THE

SUBCOMMITTEE ON
FEDERAL AND STATE ACTIVITIES

OF THE

SPECIAL COMMITTEE ON AGING
UNITED STATES SENATE

EIGHTY-SEVENTH CONGRESS
FIRST SESSION
ON
PROBLEMS OF THE AGING

Part 1.—Washington, D.C.
AUGUST 23 AND 24, 1961

P’rinted for the use of the Special Committee on Aging

&2

U.S. GOVERNMENT PRINTING OFIICE
WASHINGTON : 1961



SPECIAL COMMITTEE ON AGING
PAT McNAMARA, Michigan, Chairman

GEORGE A. SMATHERS, Florida EVERETT McKINLEY DIRKSEN, Illinois
CLAIR ENGLE, California BARRY GOLDWATER, Arizona
HARRISON A. WILLIAMS, Jr.,, New Jersey NORRIS COTTON, New Hampshire

OREN E. LONG, Hawaii FRANK CARLSON, Kansas

MAURINE B. NEUBERGER, Oregon WALLACE F. BENNETT, Utah

WAYNE MORSE, Oregon PRESCOTT BUSH, Connecticut

ALAN BIBLE, Nevada JACOB K. JAVITS, New York

JOSEPH 8. CLARK, Pennsylvania
FRANK CHURCH, Idaho

JENNINGS RANDOLPH, West Virginia
EDMUND S. MUSKIE, Maine
EDWARD V. LONG, Missouri
BENJAMIN A. SMITH II, Massachusetts

SUBCOMMITTEE ON KEDERAL AND STATE ACTIVITIES

JENNINGS RANDOLPH, West Virginia, Chairman
CLAIR ENGLE, California | EVERETT McKINLEY DIRKSEN, Iilinois
EDMUND 8. MUSKIE, Maine BARRY GOLDWATER, Arizona
FRANK CHURCH, Idaho
HaroLp L. SHEPPARD, Staff Director
WiLLiaM G. REIDY, Professional Staff Member
JouN Guy MILLER, Minority Staff Member



CONTENTS

CHRONOLOGICAL LIST OF WITNESSES
Avucusr 23, 1961

Cohen, Hon. Wilbur J., Assistant Secretary for Legislation, Department of
Health, Education, and Welfare; accompanied by Dr. Donald P. Kent,
consultant on aging, and Warren T. Roudebush, Acting Director of
Special Staff on Aging__________._ o

Mandell, Dr. Edward, chairman, policy and admlmstratlon representative
to the Federal Councxl on Aging and Dr. 1. J. Cohen, Assistant Chief
Medical Director for Professional Services and Department of Medicine
and Surgery, Veterans’ Administration______________ . ________

AvUGUSsT 24, 1961

Goldberg, Hon, Arthur J., Secretary of Labor— . _____________________

Wolfbein, Seymour L., Deputy, Assistant Secretary of Labor-____.______

Klein, Earl, Assistant to the Assistant Secretary of Labor______________

Spector, Sidney, Assistant Administrator, Housing for the Elderly, Hous-
ing and Home Finance Agency; accompanied by E. Everett Ashley,
Director of Statistical Reports and Development Branch, Office of
Program Policy-___._.__ ——

STATEMENTS

Assistant Secretary of Defense (manpower) on policies and programs
affecting older workers, prepared statement
Cohen, Hon. Wilbur J., Assistant Secretary for Legislation, Department of
HEW ; accompanied by Dr. Donald P. Kent, consultant on aging, and
Warren T. Roudebush, Acting Director of Special Staff on Aging______
Prepared statement ——
Goldberg, Hon. Arthur J., Secretary of Labor___________________________
Prepared statement_________________________
Kent, Dr. Donald P., consultant to the Secretary of Health, Education,
and Welfare, prepared statement —_——
Klein, Earl, assistant to the Assistant Secretary of Labor_______________
Mandell, Dr. Edward, chairman, policy and administration representative
to the Federal Council on Aging and Dr. I. J. Cohen, Assistant Chief
Medical Director for Professional Services and Department of Medicine
and Surgery, Veterans’ Administration -
Prepared statement of Dr. Mandell
Spector, Sidney, Assistant Administrator, Housing for the Elderly, Hous-
ing and Home Finance Agency; accompanied by Everett Ashley, Di-
rector of Statistical Reports and Development Branch, Office of
Program Policy
Waterman, Alan T., Director, National Science Foundation, prepared
statement
Wolfbein, Seymour L., Deputy, Assistant Secretary of Labor____________

Page

()

140
153
59

160

226

131

18
159

75
76

160

233
153



v CONTENTS e

ADDITIONAL INFORMATION

Articles entitled: Page
“Activity in Housing for Senior Citizens, February 1-July 31, 1961”"__ 172
«pyblic Housing for Senior Citizens in Buckhannon, W. Va. . __ 169

Booklet entitled “Begin Today To Enjoy Tomorrow,” prepared by the

Office of the Administrative Secretary, Department of the Interior—.___ 228

Chart A.—Days of hospital care - 29

Chart B.—Hospital expenses per patient day 30

Chart C.—Married old-age and survivors insurance beneficiaries having

hospital insurance—____ i 31
Chart and table entitled “Life Expectancy, 1960-75" 25
Comparison of State commissions on aging before and after the White

House Conference.- 39
Document entitled “Proposed Plan for Restoration Center” .. 117
Exhibit 1.—The older worker in the Federal service, prepared by Civil

Service Commission for the White House Conference on Aging. .- 196
Exhibit 2—Retirement planning: A growing employee relations survey,

prepared by the Civil Service Commission 206
General Order No. 111 of the Department of Labor 141
Kent, Dr. Donald P., background of _ 3

Letters from:
Ball, David E., director, Bureau of the Budget, to Senator Randolph,
dated June 23, 1961__ 192
Fowler, Henry H., Acting Secretary of the Treasury, to Senator Ran-
dolph, dated August 18, 1961, containing information for the Sub-
committee on Federal and State Activities of the Special Committee
on Aging 238
Habermeyer, Howard W., chairman, Railroad Retirement Board, to
Senator Randolph, dated August 18, 1961 containing description of

activities in the field of aging__—__ 233
Hays, Brooks, Assistant Secretary, Department of State, to Senator
Randolph____ 237
Hodges, Luther H., Secretary, Department of Commerce, to Senator
Randolph, dated August 9, 1961 192
Horne, John E., administrator, Small Business Administration, to
Senator Randolph, dated August 24, 1961 236

Lawton, F. J., Acting Chairman, Civil Service Commission, to Senator
Randolph, containing report entitled “Federal Personnel Policies
and Programs Affecting the Older Worker,” 193
TRobertson, Joseph M., Office of the Secretary, Department of Agricul-
ture, to Senator Randolph, containing information pertinent to the

Graduate School, Department of Agriculture 175
Welch, Frank J., Assistant Secretary, Department of Agriculture,
to Senator Randolph, containing FHA Bulletin No. 718 . 190
Memorandum on housing for senior citizens, by Robert C. Weaver, Ad-
minpistrator, HHFA — 160
Memorandum on time intervals in housing for senior citizens___________ 173
Policy statement and recommendations adopted by the section on State
organizations at the White House Conference on Aging 40
Publication entitled “The Aging American Veteran and the National
Economy,” prepared by the policy evaluation staff e 79
Report of study by the Veterans’ Administration Voluntary Service Sub-
committee on volunteer participation by retired and older citizens______ 241
Reports on the Department of Labor’s older worker program—employing
older workers. - - 152
Statement submitted by Mr. Cohen dealing with nursing homes, home
health services, home care programs, and homemaker agencies_ .- .43
Statutory amendment to authorize establishment by VA of nursing
homes_ 114
St:ll]:)isy(% ’entitled “Current and Projected Veteran Patient Load Through
’ 99
Summary information of new program of medical assistance for
the aged 53

Summary of social security amendments of 1961 68




PROBLEMS OF THE AGING

WEDNESDAY, AUGUST 23, 1961

UNrTED STATES SENATE,
Seeciat, CoMMITTEE ON AGING,
SUBCOMMITTEE ON FEDERAL AND STATE A CTIVITIES,
Washington, D.C.

The subcommittee met, pursuant to call, at 10 a.m., in room 4232,
New Senate Office Building, Senator Jennings Randolph, chairman
of the subcommittee, presiding.

Present: Senators Randolph, Muskie, and Church.

Committee staff members present: Dr. Frank Atelsek, research
director; Dr. Harold Sheppard, staff director; William Reidy, pro-
fessional staff member; Alice Robinson, research associate.

Senator RanpoLpu. This is the first in a series of hearings that this
subcommittee will hold, dealing with the programs and policies of our
different levels of government in the broad field of the aging.

We will have hearings not only in Washington, but throughout the
country and we will hear from those senior citizens and those officials
of municipalities and other political subdivisions who will have in-
formation which we believe to be helpful.

If T were to give the story again it would be repetitious of the facts
and trends and the problems that characterize not only this generation
but past generations. :

I had brought forcefully to my attention just a few days ago while
reading the Wall Street Journal on August 17, these words carried
on the front page of that financial publication:

Average lifespan of Metropolitan Life Insurance Co.’s millions of present
industry policyholders, the company’s actuaries forecast, will be 701
vears, up from 65% years in 1946, and 60.5 in 1937. I repeat, 70.5 years and
in 1946 it was 65.5 and in 1937 it was 60.5 years.

Those words, reflecting an increase of 10 years in lifespan in less
than one generation have a myriad of implications. That is more than
a quiet revolution.

0, with more and more Americans living more and more years in
retirement as a result of great strides in public and personal health
measures and in technology, there emerges the question regarding the
role of those social institutions beyond the family circle—especially
local, State, and Federal governmental organizations, to meet the
consequences of a rapidly increasing population of senior citizens.
This role, which is determined by the social, economic, and technologi-
cal conditions of modern industrial society must be accepted, and we
are now interested in finding to what degree that role is being ful-
filled by governmental agencies at any level.

1




2 PROBLEMS OF THE AGING

There can be no denying that there is a role that Government must
play. Certain programs that make for effective happy, meaningful
lives in the later years simply cannot be created and sustained by the
individual senior citizen and his immediate family, as much as he
might desire to contain it within his own determination.

To offer one startling example of the statistics which certainly for-
tifying my concern in this matter, as well as your concern, let me
cite the fact that today for every three Americans aged 60 to 64, there
is one American aged 80 or older, persumably an older relative of
those in the bracket of 60 to 64. ) )

This is a rather large ratio but our population is changing so
rapidly that we will soon be approaching a ratio of not one person
aged 80 or older for every three between 60 and 65 but two persons
of 80 years or above for every three between the ages of 60 and 65.

In other words, we will have a larger groportion of great-grand-
parents in addition to grandparents. I doubt that in our national
policy and thinking we have given much thought to coping with this
problem. Certainly the ramification is set forth, but there is one
aspect we must face with objectivity and realism, and that is the prac-
ticality of expecting a 35- or 40-year-old wage earner to assume the
complete responsibility for the support of not just his elderly parents,
and those, perhaps, of his wife, but also the complete support in many
instances of grandparents, not to mention the support of two, or three
more children.

Now, contrary to some views, much of the desire being expressed
in our Nation for new ideas and new activities in the field of aging
by State and National Governments, emanates not from just the senior
citizens themselves, as many have assumed, but also from our middle-
aged citizens, who are experiencing in a very direct way many of the
consequences of the trend that I have just mentioned.

By no means does this indicate that younger Americans wish to
abandon their aged in the ice floes of neglect and indifference. I know
that they are asring instead for a way in which they can contribute
more rationally and equitably to the support of the programs and
activities that make for a more effective and useful way of life for
their older friends and relatives and, indeed, for themselves when they
reach these brackets of the sixties and the seventies and perhaps the
eighties.

T want to make it clear that the spirit of my personal interest in
this field, an interest that I possessed long before I had the respon-
sibility of being on this subcommittee, might be summed up by a phi-
losopher—I know he was a historian—Arnold Toynbee, when he said
the moral tone and lifespan of the civilization can be measured by the
respect and care given its elderly citizens.

It is my conviction that respect and care are values that can be
manifested not only by individuals who will act individually, and
that is important, but by individuals who will act through joint co-
operative efforts, that is, useful efforts which can be carried forward
through representative government.

So I hope that this subcommittee, at the hearings in Washington
and field hearings that are planned in the immediate weeks, will
receive testimony on means of coping with these problems, the prob-
lems which increasingly confront individuals, and also the officials of
our levels of government.
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Wilbur J. Cohen, the Assistant Secretary for Legislation of the
Department of Health, Edncation, and Welfare; Mr. Cohen, you
have gentlemen with you, and if you will identify them for the record
Senator Church and I will be privileged to hear your testimony.

STATEMENT OF HON. WILBUR J. COHEN, ASSISTANT SECRETARY
FOR LEGISLATION, DEPARTMENT OF HEALTH, EDUCATION, AND
WELFARE; ACCOMPANIED BY DR. DONALD P. KENT, CONSULTANT
ON AGING, AND WARREN T. ROUDEBUSH, ACTING DIRECTOR OF
SPECIAL STAFF ON AGING

Mr. Conex. Thank you, Mr. Chairman.

I am accompanied by Dr. Donald Kent, who is the special consult-
ant to the Secretary on aging and who will become on September 1,
special assistant on aging to the Secretary and the Director of the
Special Staff on Aging, and Mr. Warren Roudebush, who is execu-
tive secretary of Federal Council on Aging and the Acting Director
of the Special Staff on Aging.

Secretary Ribicoft has directed us to institute a vigorous and con-
structive program in the field of aging. During these recent weeks
we have tried to find an outstanding person who would take charge
of this program to implement various recommendations of the White
House Conference and other activities.

Dr. Kent is leaving his position at the University of Connecticut to
come down to help us on the development of this program and during
this fall I will implement it. For that reason I would like to put in
the record, Mr. Chairman, a statement of Dr. Kent’s qualifications,
since he will be responsible for carrying through in this area of Fed-
eral and State activity for development of the program I am going
to discuss.

Senator Raxporpr. We will be very glad to receive that infor-
mation.

(The background of Dr. Kent follows:)

BACKGROUND OF DR. DoNaLD P. KENT

Dr. Kent is well qualified to give leadership to our aging program for he is
a professional gerontologist whose academic study and research have been en-
riched by the practical experience of working with communities, State govern-
ment, and with senior citizens themselves in organizing programs for the aged.

After receiving a bachelor’s degree from Pennsylvania State Teachers College
at West Chester, Pa., Dr. Kent did graduate study at Temple University in Phil-
adelphia in economics, history, and sociology. After receiving a masters degree
from Temple University he continued his graduate study at the University of
Pennsylvania, earning the degree of doctor of philosophy. Much of his gradu-
ate training centered about the area of gerontology which was to become his
specialty.

He has been a university professor, having taught at the University of Penn-
sylvania and, since 1959, at the University of Connecticut. In 1957, Dr. Kent
was asked to organize and become director of the Institute of Gerontology at
the University of Connecticut. In this capacity he has made community sur-
veys leading to the establishment of programs for older people, conducted re-
search in gerontology, and taught graduate courses in social gerontology.

When Connecticut established its permanent commission on services to older
persons, Dr. Kent was appointed a member and asked by the commission to
serve as executive secretary, which he did from 1957 to 1959. In 1939 he was
elected chairman of the commission and, in this role, acted as adviser to the
Governor in developing programs for the aged in Connecticut. These programs
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included a State-financed housing program for the elderly, raising standards in
chronic and convalescent hospitals, introducing recreational services in congre-
gate living facilities, and increasing the adult education offerings to older
persons.

He has served as & consultant to many communities in developing services for
older persons and he has also been an active coworker with senior citizens in
organizing day centers and clubs. He was the Governor’s designee to head up
Connecticut’s preparation for the White House Conference on Aging and served
as chairman of his State delegation to the Conference. He was also a member
of the National Advisory Committee for the White House Conference on Aging
and played a prominent part in the Section on State Organization.

His knowledge and ability have made him valuable consultant to State govern-
ment units, voluntary groups, and to industry. He has helped plan programs in
several States and has served in Connecticut as a consultant to the Housing and
Redevelopment Association, Chronic and Convalescent Hospital Association, and
the Association of Homes for the Aged. He has been a member of the Inter-Uni-
versity Council on Aging and played an active part in the development of its
program.

Dr. Kent developed and taught courses in preparation for retirement both for
industrial workers, white-collar workers, and the professional.

He was one of the five-member committee which developed Connecticut’s plan
for providing medical aid to older.citizens under the Kerr-Mills bill, and he pro-
vided technical assistance to the insurance industry of Connecticut in developing
its new major medical insurance policy for older persons.

He has published many articles in the field of aging and has been the editor
of the quarterly bulletin, Aging in Connecticut, for the past 4 years. He is the
author of the book, “The Refugee Intellectual,” he is a fellow in the Gerontologi-
cal Association, the American Sociological Society and numerous other profes-
sional societies.

Mr. Couex. Mr. Chairman, I suggest that my statement and Dr.
Kent’s statement be put in the record in their entirety and then in
view of the shortage of time, both of us will point out only the most
significant items from our testimony to save your time and concentrate
on the key issues.

Senator Raxporrit. Yes, that will be done.

(The prepared statements of Mr. Cohen and Dr. Kent follow:)

PREPARED STATEMENT BY WILBUR J. COHEN, ASSISTANT SECRETARY OF HEALTH,
EDUCATION, AND WELFARE

Mr. Chairman and members of the committee, I welcome this opportunity to
discuss with you the Department’s programs and activities in the field of aging.
The wide variety of the programs administered by the Department gives us a
very significant role and, at the same time, a responsibility for strong, effective
Federal action in meeting the needs of our aging and older citizens.

The Department’s major role in the field of aging is clearly indicated by the
fact that of the $16 billion administered by the Federal Government in providing
services and benefits for older people last year, $11 billion—more than two-thirds
of the total—were paid through programs of our Department. The Department’s
role is a constantly developing one, even without special action to more fully
implement this responsibility. Estimated costs in 1965, of the programs as they
existed in 1960, totaled $22 billion, of which about $1434 billion represented pro-
grams of the Department of Health, Education, and Welfare.

Already, as a result of legislative activity since the new administration took
over, last year’s projections of 1965 costs are outdated. Improvements in the
old-age, survivors and disability insurance program alone have raised the pro-
jection for this program from $12.9 to $13.9 billion. Similar increases are re-
flected in several of the other programs of the Department.

THE SIGNIFICANCE OF AGING

This involvement of the Department of Health, Education, and Welfare is, of
course, a reflection of the fact that the breadth and magnitude of the problems
of aging have become the concern of cur entire Nation, of all of the States, and
of hundreds of communities throughout the land. It is this same awareness that
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is responsible, if I may say so, for the existence of your Special Committee on
Aging and for the fine work the committee and its staff have applied to their
task.

You know, as we do, that, in one way or another, aging affects the life of
every American. The studies of your committee have shown, as did the recent
White House Conference on Aging, that aging is having a major impact on
scores of our social institutions—indeed, on our entire social structure, on the
programs of both governmental organizations and voluntary associations at all
levels, and on our whole economic life.

Aging as achievement

Amidst all this concern, however, we often lose sight of the fact that aging
is basically an achievement of American ingenuity in the vast field of scientific
research and technology. In a real sense, it is a product of the braing and the
funds we have applied to the discovery of knowledge and to its application for
the benefit of our citizens and of mankind in general.

The growth of our older population is directly attributable, in large part, to
the advances we have made in extending the length of human life. Increased
life expectancy, in turn, is a product of our phenomenal achievements in the
long-time rise in our standard of living, in improved agriculture and better nu-
trition, and in discoveries and vastly improved practices in public health and
medicine. We have added more years to the average length of life gince the
turn of the century, than were added during the entire preceding 2,000 years.

This rapid extension of life—this gift of more years to all of our citizens—
is a remarkable achievement. But it is not all. Parallel to the inventions and
discoveries that have added more than 20 years to the length of life since 1900,
we have made equally striking and significant advances in the output of our
economy and in the nature of the work required to achieve this output.

Over the same period, we have more than doubled our level of living. The
use of inanimate energy and machines has made work easier for most of our
citizens. We have reduced the length of the workweek from between 55 and
60 hours around 1900 to well under 40 hours today. And, in addition to all of
this, we have introduced the practice of retirement and are now making it a
normal expectation for nearly everyone.

This is another area of achievement fully as significant as that of the length-
ening of life. The benefits accrue to all of our citizens, of course. Yet, they
have their greatest impact on those in the middle and later years. It is our
aging and older citizens who benefit most from the lightening of the workload,
the reduced hours of work, and the opportunity to retire. It is to them that
we are giving enormous amounts of free time and opportunity for a period in
their lives of true self-fulfillment and enriched living—their extended years.
No other society, I may add, has extended life and the benefits of longer living
to so many of its people.

The challenge and the problem of aging

This is the positive side of the picture. I think we should not lose sight of
it. Unfortunately, there is another side to it, and it is this other side—the
challenge of the problem of aging—that concerns all of us so much today. The
achievements that we call aging are based, as I have indicated, on vast under-
lying changes in our economy, in our health practices, in many of our ways of
living. We now know that changes of the kind with which we are dealing
destroy traditional patterns of living, create numerous problems of maladjust-
ment, and call for new orientations and approaches to the problems of living.

Today, we are all concerned with the challenges of making new adaptations
and adjustments in international relationships, to the penetration of space, to
urbanization, to population growth, to automation and unemployment, to mech-
anized agriculture, and to a host of other changes characteristic of our modern,
scientific society.

But to return to our subject—nowhere, I think, are the consequences of change
more clearly evident than in the position and circumstances of older people in
our current industrial society. Every individual, as I suggested earlier, is forced
to develop new attitudes and to make new adjustments to longer life and to the
release from parental and work responsibilities associated with retirement.
And, our entire society is challenged to devise new methods of providing oppor-
tunities to make the later years meaningful and for dealing with the problems
faced by large numbers of our older people.
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Your Special Committee on Aging, and other committees of the Congress, have
been studying these aspects intensively, and they are all too familiar to all of
you, and to us. We all know that more years of living for more people accentu-
ate the problem of maintaining health, vastly increase the volume of long-term
illness and disability, and call for the expansion of a broad range of health
services and medical treatment facilities. We are all aware that the relatively
sudden increase in our older population and in retirement left millions of older
people without income in their declining years and that we have been forced
to invent new ways of assuring continued individual purchasing power for the
necessities of life.

We have learned that the longer duration of marriage, changes in family
structure, independence of younger families, urbanization, and population mo-
bility create new and unprecedented demands for housing older people. More
than half of our family and household units today are headed by men and
women who are middle aged or older. More than half of our older people (65
plus) have special problems of housing and living arrangements, growing out
of reduced income, sickness or infirmities of old age, and isolation resulting from
widowhood and other factors.

While the time freed from work is a boon to most of us, it becomes a serious
problem to those who have not learned to make use of it or to find new ways
of contributing to community life. Finally, cut off from family and work, hun-
dreds of thousands, if not millions, of our older citizens today are finding diffi-
culty in maintaining the human contacts and sense of belonging to society which
are essential to satisfaction and dignity in living.

Sociologists and our new breed of scientists—gerontologists—tells us that we
have created an older group of 17 to 20 million people, depending on where you
start to count, that we are giving them years of time to use as they wish, but
that we have made no place for them in our community and social life. We
have assigned most of them, say the gerontologists, a roleless role in our society.

These, I suggest, are some of the major challenges and problems to which we
must all give our attention.

The basic needs of older people

It is obvious from what I have said and from the studies you have made
that the problems and needs of older people cover all of the major aspects of
living. Within the Department of Health, Education, and Welfare, we have
found it essential to base the development of programs upon an understanding
of the nature of people, of their fundamental needs, and of the conditions that
enable them to function as healthy, productive individuals.

I should like to suggest that the needs of older people—and of all people for
that matter—may be summarized under five major categories:

1. The need for security.—First developed in infancy and childhood within
the family, the need for security manifests itself throughout life. All of us
share the need for security from bodily harm, from hunger and want, from long,
disabling illness, and from the fear of being without shelter, friends, and care
in our old age. In view of the deep inculcation of this need, your committee
readily understands the feelings of the millions of older persons who feel their
security threatened on these fronts.

2. The mneed for activity and participation.—Another basic need, common to
all of us, is the need for activity, for opportunity to be creative, improve the
environment and our way of life. It is this urge that appears to be at the bot-
tom of the phenomenal discoveries and inventions which have brought about the
societal changes I noted above, and that stimulates all of us to work and make
the contributions we can to the betterment of community and social life.

Normally, the growing child, the worker, the parent finds ample opportunity
for activity, for extending the range of his curiosity, and for exercising his cre-
ative impulses. All too often the older, retired person finds the opportunity
for activity restricted or cut off, leaving him without purpose in life and without
the incentive to maintain physical health and mental alertness. We now know
positively that many of our 3 million severely handicapped older people—nearly
500,000 of whom are in mental hospitals, nursing homes, and other institutions—
have lapsed into dependency and helplessness because, as a society, we have pro-
vided no active roles or place for them.

3. The need for recognition and individuality.—All societies teach their mem-
bers to develop their particular capacities to the fullest extent possible, to
function as independent, self-sufficient individuals, and to enjoy the recognition
extended to them for the contributions they make. In our own society, there
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is probably no more highly revered value than that attached to ambition, self-
reliance, and individuality. There is considerable evidence that the denial of
opportunity to maintain these qualities is one of the major causes of dissatis-
faction among older people. One of the particular threats seems to be the
inability to retain independence of action, income, and decisionmaking.

4. The need for response and relatedness.—The desire for love, affection,
intimacy, and warmth of response is also inculecated in the earliest years and is
fostered throughout life. During adolescence and young adulthood this need
forms the major basis for friendship, family formation, participation in organi-
zations, and of the desire to serve other people. The need for relatedness to
other people and for response from others appears to be intensified in the later
vears when customary sources of satisfaction are broken off through the depar-
ture of children from the home, death of husband, wife, and friends, and im-
mobility due to confining illness or infirmity.

5. The need for values.—Beyond these four basic needs, it appears that most,
if not all, people must feel that there is purpose to their lives and to the society
in which they live. A number of students of gerontology have suggested that,
as we grow older, we become increasingly aware of the need to find a rational
explanation of the values and objectives of the society in which we live and to
feel that we have a personal and contributing relationship to them. It is not
surprising, in view of the frequency with which older people are separated from
family, work, friends, and even from the community itself, to find that many
feel disoriented and alienated from their family, community, and society, gen-
erally, without a point of reference or meaning to their lives.

These, as I see it, are the fundamental needs which, the social scientists tell
us, each individual seeks to satisfy in the society or culture within which he
lives. Whether or not he succeeds is determined by his own characteristics
and circumstances and by the extent to which the culture or society affords him
the necessary opportunities. If he does succeed in satisfying them, he moves
from healthy, normal childhood into a contributory family and work life, and
on into an enjoyable period of retirement and a calm old age. On the other
hand, if he fails significantly in satisfying one or more of these basic needs or
drives, he is more than likely to be poorly adjusted and unhappy and may be-
come embittered, delinquent or mentally ill, or socially dependent.

One of the basic principles regarding these needs is that they are developed
early and that they persist, often with growing intensity, throughout life. The
problems that older people are increasingly revealing to your committee and to
all of us arise, in major part, because the traditional ways of meeting them
have become disrupted. The challenge to all of us, then—to the individual,
the family, the community, and to us in government—is to search for and de-
vise new methods, new guarantees, and new patterns of living that will make
the added years of life secure, meaningful, rewarding, healthy, and worthy of
the effort of achieving them.

PROGRAMS OF THE DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE

The background I have sketched represents a part of the knowledge and
experience we have gained over the past 10 to 15 years. We have had something
more than a decade of study and experiment with a great deal of trial and
error exploration. Much of the initiative and stimulus for this exploratory
work came from the first National Conference on Aging held in 1950 at the re-
quest of President Truman. The conference was convened, as most of you
know, by the Federal Security Agency, predecessor to our Department.

During this period, all program agencies within the Department—the Public
Health Service, the Social Secyrity Administration, the Office of Voecational
Rehabilitation, the Office of Education, the Food and Drug Administration, and
St. Elizabeths Hospital—have become initiated in the field of aging through the
development of direct services for older people and financial and program aids
to States and communities. States and communities have joined in the effort
and some have made gratifying progress in meeting the needs of their older
population. The Special Committee on Aging and its predecessor Subcommittee
on Prohlems of the Aged and Aging, both under the imaginative leadership of
Senator Pat McNamara, have conducted numerous far-reaching studies. And,
more recently, the White House Conference on Aging, established by legislation
sponsored by Congressman John E. Fogarty, has developed an impressive list of
recommendations out of which we can construct clear guidelines for action.
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We have reached a new stage in the evaluation of our approach to this new
area of American life. While there is still much to be learned, we are now in
possession of many of the guidelines we need. We in the Department of Health,
Education, and Welfare are now ready to go forward on many fronts with
considerable confidence.

The programs of the Department and of the Federal Government are numerous,
as I stated at the outset. Instead of incorporating a lengthy account of them
within this statement, I am submitting the report of the White House Conference
on Aging section on “Federal Organization and Programs in Aging.” The review
of Federal programs contained in this report,” together with the information
your committee and its predecessor have been collecting, provide a rather com-
plete inventory of Federal programs in the field. This will enable me to focus
my statement on the new forward steps we have taken during the last few
months and on this administration’s plans for future action. I am, as I am
sure you are, primarily interested in action that will make the added years
worthwhile for our older citizens and for the Nation.

Income maintenance

In many areas, our knowledge of how best to deal with the needs of older
people is just emerging. Not so in the areas of income maintenance. In 1935,
we took clear-cut steps to meet the problem of income support during old age
through the dual approach of the Social Security Act: A basic national social
insurance program through which workers could contribute toward their own
retirement income, supplemented by a Federal-State program of old-age assist-
ance for needy persons not eligible for insurance benefits, or with financial
needs beyond those that could be met by their benefits and other income. That
the Social Security Act was wisely conceived has been repeatedly affirmed, and
over the years we have been able greatly to strengthen the income security of
our aged population by further building on this firm foundation.

Today, these two basic income maintenance programs—programs that underpin
the total national effort to assure economic security in old age—provide income
for three out of every four people aged 65 or older. More than 11 million of
them are now receiving social insurance benefits under OASDI: 2.3 million
receive old-age assistance, and this number includes about three-quarters of a
million who are on the rolls because their insurance benefits do not meet their
needs as measured by State standards or because advanced age, large medical
bills, or other emergencies have cxhausted their resources. In addition to those
now drawing OASDI benefits, almost 134 million aged persons were eligible to
receive these benefits at the end of 1960 but had not yet retired (or were the
wives of employed workers) and therefore not drawing benefits.

Immediately on taking office, this administration reviewed the program of
OASDI to identify the specific areas that urgently needed attention. In the
course of this review, recommendations made by the White House Conference
were carefully evaluated and a number of them were included among the legis-
lative proposals sponsored by the administration.

On February 20, President Kennedy recommended legislation liberalizing the
Social Security Act in ways that will contribute significantly in improving the
income position of our older population. On June 30, he approved the legislation.
Under these provisions, about $815 million in new or increased benefits will be
paid to some 434 million people, most of them aged, in the next 12 months.
Beneficiaries will also have greater incentive to supplement their retirement
incomes with part-time or occasional earnings. These amendments were de-
signed so as to fully cover the costs of the benefit increases, thus preserving
the financial soundness of the insurance system.

I will only briefiy summarize the 1961 Social Security Amendments, but I have
attached to my statement a fuller explanation.

Benefits will be payable to men at age 62, thus making the program more
flexible and effective. The widow’s benefit has been increased from 75 percent
of her husband’s retirement benefit to 8214 percent, in recognition of the fact
that widows as a group are among the lowest of our low-income aged. The
minimum benefit payable has been raised from $33 to $40. The requirement for
insured status was relaxed so that a worker will be fully insured if he has one
quarter of coverage for every year elapsing after 1950 (or age 21, if later)
rather than one quarter for every three elapsed quarters. Another major amend-
ment of concern to older persons is the liberalization in the retirement test by in-
creasing the band in which $1 in benefits is withheld for each $2 in earnings to
apply between $1,200 and $1,700, rather than between $1,200 and $1,500.
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As you undoubtedly recognize, these improvements deal with many of the areas
on which the White House conference made recommendations. While the 1961
amendments further build on our sound structure of OASDI by immediately
providing higher insurance benefits for the most disadvantaged of the aged
heneficiaries, there are still areas, however, where further study and action may
be needed. There is the important question of the general level of benefit
adequacy now and in the future. There are also special questions of benefit
adequacy. The increases recently enacted in the amount of the minimum
monthly insurance benefit, for example, and the benefit for aged widows are
not as large as the President proposed. These questions, along with the
additional income recoinmendations from the White House Conference, will be
subjected to continuing study and analysis.

Basic to all these questions is the need for continuing attention to the financing
of OASDI and the other factors that, in a dynamic economy, affect the appro-
priateness of the program. This was clearly recognized by the last Advisory
Council on Social Security in its 1959 report and by the 1960 amendment pro-
viding for the appointment of an advisory council on social security financing
in 1963, 1966, and every fifth year thereafter. These advisory councils will be
broadly concerned with the overall status of the QASDI program, including
coverage, adequacy of benefits, and all other aspects, as well as the status of
the trust fund.

We are also very much concerned about our Federal-State public assistance
programs that form an essential second line of defense in the provision of income
to the aged. This administration is acutely aware of the many knotty problems
in public welfare that have developed over the years—problems that need careful
study before sound Federal legislative changes can be proposed. Therefore, the
Secretary of Health, Bducation, and Welfare has initiated a comprehensive
evaluation of our public welfare programs with a view to making recommenda-
tions to the Congress next year. In this connection, we shall continue our
efforts to cooperate with the States in implementing the medical assistance to
the aged provisions enacted in 1960 and also continue to study the extent to which
this legislation places a financial commitment on the Federal Treasury and State
governments for its implementation.

Social services.—Our income maintenance programs provide an unparalleled
opportunity for focusing on the interrelated objectives of meeting social and
economic needs. The original emphasis of the two programs on relieving
economic hardship has been broadened in recent years to encompass other services
that promote the well-being of the individual.

Medical and social services for assistance recipients have been greatly strength-
ened through both legislation and administrative action. The Bureau of Public
Assistance is encouraging States to develop the social services needed by aged
public assistance recipients in order to strengthen family life and to promote self-
care, self-support, and independent living. Public welfare, at all government
levels, is devoting increased effort toward the development and improvement
of a wide variety of social services needed by older people in general and not
just public assistance recipients.

The Bureau of Old-Age and Survivors Insurance is placing increased emphasis
on the service needs of OASDI beneficiaries. The Bureau is working coopera-
tively with other public and voluntary agencies and groups in the development
of community resources to provide protective services to aged persons no longer
able to live independently and make their own decisions, to improve home services
and rehabilitation aid for all older persons in the community, and to equip dis-
trict social security offices for improved referral services to other agencies and
for more effective participation in community planning.

You have asked me to talk of the Department’s plans in the field of aging as
well as its accomplishments to date. I think that, with this committee, I need not
dwell on the fact that our No. 1 piece of unfinished business is legislation to pro-
vide health insurance for the aged under social security. As Secretary Ribicoff
said in urging this legislation before the Committee on Ways and Means:

‘“You have the opportunity to equal the landmark action taken by the 74th
Congress, which passed the Social Security Act in 1985. They sought to promote
freedom from fear, the fear of economic insecurity. To a large extent they
succeeded. :

“Today the later years of millions of Americans are plagued anew by fear.
‘With lifespan lengthened, with medical science breaking into undreamed realms
of discovery, the Nation’s aged now face another aspect of insecurity—how to
meet the mounting costs of medical care.”
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I can assure you that the Department will continue to place major emphasis on
this most essential proposal for using the social security program as a basic
method of dealing with the problem of how to help meet the costs of health care
for the aged. We believe the bill introduced by Senator Anderson (S.909) merits
the support of those who are concerned about the health costs facing the aged.
We look forward to favorable congressional action on this legislation next year.

Health programs

111 health and the threat of acute or chronic illness in later years—as well as
the problems of financing the costs of such illness—constitutes an area of major
concern in the consideration of the needs of older people. This, too, is an area
in which the Department has a major responsibility, and I am proud to report
significant progress on this front in the last few months.

The administration-sponsored proposal for community health services and
facilities (H.R. 4998) passed the House on July 25 and is now pending in the
Senate Committee on Labor and Public Welfare (S.1071). We are hopeful that it
will be enacted this year. It is an important piece of legislation. It will make a
threefold attack on the problem of health care of the chronically ill and aged
by providing construction grants for nursing homes; stimulatory grants to the
States, and through them to the communities, to improve health services outside
the hospital; and hospital research grants, including grants for the construction
and equipping of experimental or demonstration hospitals and other medical
facilities.

The urgent need for such legislation was expressed by the President in the
February 9 special message on health and hospital care when he said:

“The ability to afford adequate health care is to no avail without adequate
health facilities. The financial support which will be available under the health
insurance program I am recommending will, in itself, stimulate more facilities
and services. But our communities need additional help to provide those services
where everybody can use them.”

I think you will be interested in a few specific examples of the types of
community health services for which the proposed Federal grants to the States
would be used :

1. Improvement of services and operations in nursing homes, including
establishment and enforcement of safety and health care standards; tech-
nical assistance and consultation to nursing home operators to improve
the scope and quality of services, policies of patient admission, rehabilita-
tion, and discharge, and methods of nursing home administration; and pro-
vision of training courses for nursing home operators and staff.

2. Establishment and improvement of home health care services, such as
home nursing services, homemaker services, physical and occupational
therapy services, to make available high quality health care services for
the aged and chronically ill in their homes, thus reducing the need for more
expensive institutional type care when it is not indicated.

3. Establishment and operation of community health information and
referral centers to aid both patients and professional personnel in securing
the most effective health services.

4. Establishment and improvement of outpatient diagnostic services to
encourage early diagnosis of illness at a time when treatment can be the
most effective in preventing complications and disability.

All of these programs and all of the physical facilities envisioned for the
better health care of the aged will require trained personnel for staffing and
for the translation of knowledge into services to people. The general shortages
of personnel in the health fields are well known to all of us. The reasons are
several. Modern medical and dental schools, and teaching hospitals to even
greater degree, are expensive to establish, to expand, and to operate. Medical
school and dental school tuition is high-—only 1 out of 10 medical school students
receives a scholarship from any source and these average only $500 a year
compared to an average cost of over $2,500 per year. In dentistry, even less
scholarship aid is available. We need to encourage more dental students—in-
cluding needy ones—to enter the health professions and we need to improve
the quality of their training. And within the next 10 years we must build
at least 20 new medical schools and 20 new dental schools.

To this end the administration had recommended :

First, an immediate program of grants to help in the planning of new medical
and dental schools and to find ways of improving the whole educational process;

Second, a 10-year program of matching grants to help in the construction,
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expansion, and restoration of medical and dental schools to increase their capac-
ity : $25 million would be made available in the first year, and $75 million
annually thereafter;

Third, a program of Federal scholarships for talented medical and dental
students, and tying in with this, cost-of-education grants to the participating
institutions.

These proposals were embodied in legislation introduced by Senator Hill and
others (8. 1072) and by Congressman Harris (H.R. 4999) in February. Hear-
ings on this legislation have been held before the Senate Committee on Labor
and Public Welfare. The enactment of this legislation would be of great value
in the long run in making more adequate medical services available to the aged.

On the organizational front the Department took an important step a few
months ago by creating a Division of Chronic Diseases of the Public Health
Service and, within the Division, a long-term illness program. The new program
is tangible evidence of the recognition of the need for increased emphasis on
developing programs of community health services for the long-term and older
patient. These activities were formerly handled in the health of the aged sec-
tion of the chronic disease program of special health services. For the past
few years Public Health Service activity with regard to the development of
community health services for chronic illness and health of the aged was
directed at assisting communities primarily through consultative services. Be-
cause little could be given in the way of financial assistance for demonstration
projects, progress in past years has been dishearteningly slow. President Ken-
nedy, therefore, requested an increase of $2.6 million in operating funds for
fiscal year 1962 with which to support the development of some 60 to 70 dem-
onstration programs over the country, directed toward providing preventive
services, home health services, and restorative services for chronic illness and
health care of the aged. .

These demonstration projects, if the funds for them are appropriated, will
provide States and communities with the experience necessary to implement
the much larger program envisaged in the community health services and facili-
ties proposal (H.R. 4998, S. 1071) I mentioned earlier. These funds are needed
by State and communities which are eager to set up out-of-the-hospital commu-
nity health services, designed particularly to enable older, infirm, and chroni-
cally ill persons to remain in their own homes or in those of their adult chil-
dren. The funds will be employed to support demonstrations, studies, surveys,
and training programs in nursing care of the sick at home, homemaker service,
coordinated home care, information and referral service, periodic health ap-
praisal, and improved service in nursing homes.

Through the new program and the proposed community health services and
facilities proposal, the Department will be able to carry out its responsibility
in relation to many of the recommendations made at the White House Con-
ference.

Vocational rehabilitation

One of the consequences of longer life is the greater incidence of physical
and mental disabilities resulting from longer exposure to insidious disease proc-
esses and to environmental hazards. Ever since the middle 1940’s the Office of
Vocational Rehabilitation has been vigorously urging State rehabilitation agen-
cies to recognize the work potential of disabled persons 45 years of age and over
and to accept them as candidates for vocational rehabilitation. In 1945, some
8,300 of the persons rehabilitated and returned to work were in middle years or
older. This year, the total will reach 25,000—30 percent of the total.

Rehabilitation of older clients has required new counseling techniques, new
procedures, new appliances, new placement techniques, and personnel acquainted
with the nature of older people and of the older physical organism. Increas-
ingly, the Office of Vocational Rehabilitation has sought to encourage the devel-
opment of new knowledge and skills, better trained rehabilitation workers, and
favorable attitudes toward the older individual.

Despite the advances that have been made, the number of workers becoming
disabled each year exceeds the number restored to health and employability.
According to our assessment of the situation, the major obstacles to reversing
this trend are: lack of knowledge about the extent of rehabilitation feasible
in cases of certain severe disabilities, including senile deterioration ; insufficient
knowledge of rehabilitation procedures; a nationwide lack of diagnostic and
treatment facilities; serious shortages of trained physical and occupational ther-
apists, rehabilitation counselors and nurses, and ancillary personnel; and the
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general tendency to reject the older worker and particularly the handicapped
older worker. We are, of course, well aware of these deficiencies and are striv-
ing to overcome them.

The Office of Vocational Rehabilitation is sponsoring conferences and institutes
for personnel of public and voluntary organizations to stimulate their interest
in this new area of need and to acquaint them with new approaches and pro-
cedures as rapidly as they are developed. Just 2 months ago, the Office of Vo-
cational Rehabilitation appointed a full-time consultant in aging to work inten-
sively with State rehabilitation agencies. White House Conference on Aging
recommendations in this field have been widely disseminated among rehabilita-
tion people, community leaders, and State officials. Funds for research and
demonstration grants are being increased this year and greater emphasis is be-
ing placed on projects addressed to older workers. More than 12 percent of
the 500 grants made by the Office of Vocational Rehabilitation have been in the
field of aging and encouragement is being given to the submission of new appli-
cations in thig area. A considerable proportion of the funds go toward the sup-
port of training programs for students preparing for careers in rehabilitation
and for upgrading professional personnel already employed.

Demonstration projects now receiving support cover many aspects of the field.
Three approved within recent weeks will provide a rehabilitation evaluation of
recipients of disability insurance beneficiaries, most of whom are over 50 years
of age. Experimental projects in training personnel of nursing homes and in
the restoration of older people with hitherto baffling impairments are giving
promising results. In one State, a highly successful demonstration in the re-
habilitation of patients in a county infirmary has resulted, adding physical thera-
pists to the staff of several other county institutions. A similar project was
approved in June for a demonstration in one of the State’s mental hospitals. We
are eager to know whether procedures can be developed for the treatment of senile
deterioration, one of the most common afflictions among the very old.

Increased attention is being given to rehabilitation and provision of employ-
ment opportunities for the blind, under the Randolph-Sheppard Act. Some 85
percent of the 350,000 blind in the Nation are 45 years of age and over.

Education

The Office of Education has long recognized that learning and relearning are
lifelong processes in a changing world and that education has several significant
roles to play in the field of aging. For several years, the Office of Education has
been encouraging State and local school systems to provide vocational counseling,
training, and retraining for middle-aged men and women whose skills have
become obsolescent through industrial change and for women returning to the
work force after their children have grown.

Education agencies, largely through college and university extension services
and community adult education programs, are becoming increasingly active in
assisting middle-aged persons to discover new interests and goals for the second
h_alf of life and to prepare for their retirement years. Many of these same agen-
cies are encouraging the enrollment of older people in general education courses
and in the arts and crafts in order to give them broader knowledge of national
and world affairs that make them better citizens and new creative skills for
self-expression.

Colleges, universities, and professional and technical schools are heavily in-
volved in training workers in welfare, health, recreation, rehabilitation, and
0tl3er professions engaged in serving older people, and in training college and
university teachers and research workers for specialized work in the several
aspects of gerontology.

Participants in the White House Conference on Aging made 75 or more recom-
nr_lendations for increased activity on the part of educational and training agen-
cies and organizations at all levels. ‘Shortly after the Conference adjourned, the
.Adult Education Branch of the Office of Education convened a group of leaders
in adult education to consider methods of implementing the recommendations.
The first recommendation of this group was that a series of regional conferences
be held to stimulate interest among college and university officials, adult educa-
tors, and officers of State and community educational agencies in increasing their
teaching in all aspects of the field of aging.

A pilot conference on education for aging was held in the Central States in
May. A New England meeting on the same topic will take place next week.
Four additional conferences will be held during the next 90 days, and still more
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are being planned. These conferences are reaching scores of educators and edu-
cational administrators who have not been exposed previously to this new fleld.

In order to help educational agencies get new programs underway, the Office of
Education is publishing a series of pamphlets descriptive of successful commu-
nity programs in education and aging. The first of these, entitled “Adventures
in Learning: Frontiers Past 60 in Hamilton, Ohio,” an account of an activity
center and educational program, was published last month. The Office of Edu-
cation is also intensively stepping up its activity in counseling and vocational
education for middle-aged men and women in response to the provisions of the
Area Redevelopment Act, signed by the President on May 1, to provide training
and retraining of workers in areas of substantial and persistent unemployment
and for the payment of retraining subsistence. Middle-aged and older workers
are the greater portion of the unemployed labor force in these areas.

The Department is also supporting the proposed Manpower Development and
Training Act (S. 1991) that would provide vocational training for middle-aged
and older workers whose skills have hecome obsolescent through automation
or otherwise.

White House Conference on Aging participants and consultants to the Adult
Education Branch have recommended strongly that Federal financing be made
available to strengthen State leadership in adult aducation, and that State
funds for adult education and aging services be made available to local school
districts. The Office of Education has recently made a good start in this
direction by using some of its cooperative research funds for grants to support
research in education and retirement preparation for adults.

Other program areas

There are other areas of program responsibility in the Department vitally
concerned with older people.

Food and Drug Administration—Our Food and Drug Administration has for
some years cooperated with other interested organizations in conducting an
intensive educational campaign to alert aging people to the medical and nutri-
tional quackery to which they may be subjected. Drugs that are marketed for
use by the elderly require much more attention. We know that these drugs
frequently have a different effect, either quantitatively or qualitatively, or
both, on old people than upon normal adults but there is a dearth of information
as to exactly what the differences are and exactly what labeling should be
employed to insure safe and effective use of the drugs by older people. Addi-
tionally, in the new drug field, we need to take a closer look at requests for
permission to market new drugs (new drug applications) to determine that
where they are intended for the elderly, adequate clinical studies have been
undertaken to support the uses intended.

Scientists recognize that the diet plays a significant role in the aging process
but again there is a dearth of information as to exactly what the role is. The
effects of carbohydrates, proteins, and fats, and particularly of various types of
each of these materials, the effects of vitamins and minerals, all need further
attention., As with drugs, the Food and Drug Administration may need to
supplement its present program in the nutritional field, which traditionally is
directed to the normal population, to permit adequate attenion to the geriatric
problems in the food field.

Our programs against medical and nutritional quackery also could be supple-

-mented to provide adequate attention to quackery directed to the elderly popu-

lation. This will require field service to determine what cheats and frauds, both
drugs and foods, are being directed to the elderly and will require scientific
staff in Washington to evaluate the material developed in field service.

St. Elizabeths Hospital.—St. Elizabeths Hospital, like all mental hospitals,
has been faced with the problem of an increasing proportion of older and aged
patients. In addition to caring for the medical and psychiatric needs of the
older patients, the geriatric service of the hospital serves as a center for the
training of professional and nonprofessional personnel. Research activities
are carried on in the clinieal, social service, psychology, and laboratory branches
of the hospital and the hospital cooperates with our National Institute of
Mental Health in a neuropharmacological research center.

Recreation—~In addition to economic and health security for older people,
there are other needs to be met. Some 25 or 30 million of our middle-aged men
and women are retired from paid work and from the responsibilities of rearing
children. And the number of such persons may double by the end of the
century.

75660—61—pt. 1——2
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We have learned that retirement from work and household responsibilities
does not mean withdrawal from participation in family and community life.
We know that those who remain active probably are the happiest, tend to enjoy
their later years, and make useful contributions to their communities and the
Nation. And we know equally well, that thousands of those who have not found
meaningful activity are wasting away in mental hospitals, nursing homes, back
rooms in the homes of their children, and isolated flats or houses they are no
longer able to maintain. .

One area which requires further consideration is that of exploring ways in
which the free time or the later years can be used most advantageously by the
individual for his own personal development and satisfaction and for the benefit
of his community and society. The White House Conference on Aging; Section
on Free-Time Activities, Recreation, Voluntary Services, and Citizenship, made
many recommendations urging provision of opportunity for older people to learn
and practice arts and crafts skills, to serve their communities in a variety of
voluntary capacities, to interest themselves in further education, and to partici-
pate more actively and effectively in political activities. The Conference urged
strongly that there should be an agency at the National, State, and local level
to provide stimulation, coordination, and assistance in this expanding area of
action.

Research and training

One of the most important topics I can discuss with you is the need for more
research and for professional trained personnel in the entire field of aging and
gerontology. The sharp and continuing increase in the number of older people
caught us woefully short of knowledge about the processes and consequences of
aging and virtually without personnel knowledgeable in the field. We have made
some progress toward correcting these sitnations, yet there exists today a great
need for trustworthy information about all aspects of aging, for demonstration
programs to try out and evaluate the knowledge we do have, and for profes-
sionally and technically trained personnel for research and teaching and to
provide services related to the special needs of older people. This is one of the
most urgent needs recognized by the Subcommittee on Problems of the Aged and
Aging of the Senate Committee on Labor and Public Welfare in its 1961 report,
“Action for the Aged and Aging.”

Research and demonstration projects.—Over the years, the Congress has con-
tinued to provide increasing funds for all of these purposes, and a rising pro-
portion of the funds have been used for the support of research, training, and
demonstration programs in aging. Within the Department of Health, Educa-
tion, and Welfare, our principal grantmaking agency is, as you know, the Na-
tional Institutes of Health which also has an extensive research and training
program of its own. Some grant funds are now available for these purposes
through the Office of Vocational Rehabilitation, the Office of Education, the
Social Security Administration, and the Bureau of State Services in the Public
Health Service.

The Office of Vocational Rehabilitation is, as I have already mentioned, sup-
porting demonstration and research projects designed to improve the basis of
its programs and to encourage more widespread use of knowledge already avail-
able. Research funds available to the Office of Education are now supporting
two projects related to the education of older adults. A few weeks ago the Social
Security Administration made four grants for research on retirement, needs for
welfare services and institutional care, and costs of nursing home services.

The number of grants from the National Institutes of Health primarily or
secondarily related to aging increased from approximately 100 at the middle of
the decade to about 600 last year. This year, there are 900 active projects related
to aging representing an annual expenditure rate of $19 million. In one-third
of these, aging is the primary focus of the research ; in the remaining two-thirds
it is of secondary concern.

Some of the research applications most recently awarded support by the citi-
zen councils of the National Institutes of Health include: a study of the chem-
istry of blood vessels, inheritance of aging patterns and longevity, a dental
research planning grant, a State fact-finding survey of nursing homes, aging
and cellular metabolism of the liver, bone chemistry and composition in aging
and disease, social group work in treatment of cardiac disease, age differences
in perceptual processes, life styles in aging, memory functions as related to
age, work experience of persons with cardiovascular disease, development of
standards for rehabilitation centers, guides for organization and operation of
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home care programs, and preventive home maintenance and rehabilitation pro-
gram. It will be seen that this sample of research .problem.s covers the entire
range of basic biological research in aging to studies of dlsea.se processes in
older persons to the investigation of problems of getting medical services to
older people. L.

The Institutes have made large grants in support of four principal centers for
research on aging—in the medical schools of Duke University, Wespern Reserve
University, Yeshiva University, and Miami University. This spring thg ﬂf‘th
large grant of this kind was made to Brown University which is now getting its
program underway, and which intends to focus much of its research on the
socioeconomic aspects of aging. .

-Within the National Institutes of Health, there are two research laboratories
in aging: one, the Gerontology Branch in Baltimore with a splendid record ‘of
research in the physiological aspects of aging, and the other in Bethesda, in-
vestigating age changes in psychological capacities and functions. The large-
scale, intensive researches in chronic disease and mental illness, carried on with-
in the National Heart Institute, the National Cancer Institute, the National In-
stitute of Mental Health, and elsewhere within the National Institutes of Health,
all have special significance for aging and older persons because these condi-
tions reveal their greatest prevalence during the middle and later years of life.
Increasingly, these researches are giving specific attention to the role of age
itself as a factor in disease.

In addition, there is a Center for Research on Aging within the Division of
General Medical Sciences which stimulates and supports research in the health-
related aspects of aging that fall outside the purview of the categorical research
institutes.

While all of these actions represent progress, we still have a long way to
g0. We have been encouraging and shall continue to encourage research work-
ers and research institutions to submit more applications in the field of aging
and shall urge the support of these applications when we can.

Before I leave the topic of research, I should like to add that, from my own
point of view, we have given too little attention to the economic, political,
sociological, and other human and societal aspects of aging. We shall probably
add 3 more years to average life expectancy by 1975 and between 4 and 5 million
more people to our older population, and I am hopeful that we shall have done
much to alleviate the effects of chronic disease and the aging process.

Our progress along these lines makes it all the more compelling that we in-
crease our knowledge of the factors that make for satisfying old age, of the
adaptations of our social institutions and the economy to the rising older popu-
lation, and to the discovery of ways in which the interest and energy of older
people can be used to the advantage of the Nation. Specifically, we need to know
much more than we do about such matters as:

What workers should continue in employment and which should re-
tire?

How can workers best be prepared for retirement?

What changes in motivation and the learning process need to be taken
into account in setting up vocational training and rehabilitation programs
for middle-aged workers?

What are the best living arrangements for older persons, particularly for
the single and widowed half of the older population and how do they react
to the various kinds of special housing being provided at the present time?

‘What are the effects of concentrating older people in special housing,
recreation centers, and adult education programs as opposed to integrating
them within housing and programs for everyone?

What do older people themselves prefer ?

Will older people organize as pressure groups as current trends seem to
indicate?

What influence will they have on taxation and bond issues for schools and
other facilities and programs for children?

How can we change public attitudes in order to create a more positive
image of aging that will result in a greater willingness to employ them and
to utilize their energies in voluntary community service?

What are the best methods of investing pensions; should they be used
to finance housing for older people?

What effect are they having on capital investment?




16 PROBLEMS OF THE AGING

These, Mr. Chairman, constitute only a small sample of the scores of problems
and questions on which we need more information.

Last month, President Kennedy transmitted to the Congress a proposal for the
establishment of a National Institute of Child Welfare and Human Development,
which would include the Center for Aging Research, and to raise the status of
the Division of General Medical Sciences of the National Institules of Health to
that of a National Institute of General Medical Sciences. These proposals were
made in response to recommendations from groups of expert consultants. The
two proposals were incorporated in legislation introduced by Senator Hill
(S. 2269) and Congressman Harris (H.R. 8398). The new institutes would
afford additional facilities for conducting research on aging and for the support
of research and training grants to colleges, universities, professional schools,
and other appropriate agencies.

Professional training in aging.—Several times I have referred to the need for
professionally trained personnel equipped with the additional knowledge of the
nature of the aging process and with the characteristics, needs, and circum-
stances of older people. We are all familiar, of course, with the general short-
ages of health, welfare, and rehabilitation personnel. The shortage of pro-
fessionals to work with older people in these fields and in housing, employment,
organization of community services, religion, and recreation is so acute that the
National Advisory Committee of the White House Conference on Aging devoted
one entire section of the Conference to this problem.

The Section on Role and Training of Professional Personnel produced far-
reaching recommendations calling upon colleges, universities, professional, and
technical schools to build knowledge of aging into the students preparing to
work in all of the occupations I have mentioned.

The Conference also stressed the urgent need for postgraduate and inservice
training for employed professional workers who now find themselves engaged
with the older population.

It called for training generalists with a broad knowledge of gerontology for
administrative and broad planning functions in public and private agencies
working with older people.

It recommended that there be new courses and curriculums in aging, scholar-
ships and fellowships, and support of professorships and training facilities, in-
cluding institutes of gerontology at regionally distributed universities through-
out the country. I should like to request that the recommendations on pro-
fessional and technical training, from this and other sections of the Confer-
ence, be made a part of the record.

We have, of course, been making some progress along these lines within the
Department. Public Health Service grants to State health departments are used,
in part, to provide inservice training in aging and chronic disease for their
staffl members. The National Institutes of Health supported a major project to
train 75 college and university faculty members to teach courses and direct re-
search, and almost every one of these 75 is now devoting more of his time to
aging. Fellowships for training in gerontology are now being supported at a
number of universities and professional schools. The Public Health Service and
the Office of Vocational Rehabilitation are supporting programs to train nurs-
ing home operators and rehabilitation personnel.

The Social Security Administration has had authorization to finance profes-
sional training for social and welfare workers, but has never had funds for
more than token support in this area. The Senate Appropriations Committee
has included $2 million for this purpose in the Department’s appropriation bill
which is now in conference and we are hopeful that this amount will become
available within the next few weeks.

We shall continue our efforts to increase the supply of personnel equipped to
provide services to our older people. We are entirely convinced that this is one
of the most effective methods we have of preventing physical and psychologi-
cal breakdown in all ages, of restoring the sick and disabled to useful function
and self-sufficiency, of providing educational, recreational, and social services
to older people, and of assuring that we shall have research workers and college
and university faculty members who will uncover the secrets of aging and of
good adjustment in the later years.
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SPECIAL STAFF ON AGING

The foregoing summary of our program accomplishments and aspirations
reveals a breadth and diversity of approach that will greatly strengthen Federal,
State, and local action in meeting the needs of our aging and aged citizens.
Some of the newer programs need additional implementation and some of the
proposals require authorization. Moreover, it is at once apparent that the
wide variety of these programs calls for close coordination if they are to be
efficient and effective in achieving the objectives we have for them.

This need for coordinated effort and the parallel need for a focal point within
the Federal Government for guidance and the collection and dissemination of
knowledge and program information on a nationwide basis emerged clearly from
the first National Conference on Aging held in 1950. Accordingly, early in 1951,
a Committee on Aging and Geriatries was set up within the Federal Security
Agency—predecessor to the Department—as a mechanism for overall study and
policy development and to serve as a national clearinghouse for information
about emerging knowledge and programs in the field. In 1956, the staff of the
committee was reconstituted as the Special Staff on Aging.

Throughout the decade, the staff has been able to initiate and perform some
activities with respect to each of the following responsibilities:

1. Maintaining a continuing knowledge of facts and programs in the
field of aging;

2. Identifying needs and making program recommendations;

3. Stimulating interest and action and.providing consultation to organi-
zations, States, and communities throughout the country;

4. Compiling guides and materials; and

5. Serving as a national clearinghouse of information.

As the broad and diverse nature of the needs of older people has become
known and as the dimensions of the challenge have grown, the staff has had to
restrict its efforts to matters of only the highest priority. Thus, consideration
is being given as to how the staff can be strengthened so that it can function
more effectively.

Dr. Donald Kent, newly appointed special assistant on aging to the Secretary
and Director of the Special Staff on Aging, will tell you in detail of the plans
we are developing for carrying out these responsibilities on a stepped-up basis.

INTERDEPARTMENTAL COORDINATION

Your commiitee has asked for comments with respect to the proper organizing
of Federal activities in the field of aging. This is a subject to which I have
given much thought over the last decade.

Bxperience over the years, together with an assessment of the present situa-
tion, has identified a number of functions that dictate the need for an organiza-
tional focus within the Federal Government. The following considerations be-
come increasingly compelling when we turn our attention to this problem:

1. More than a dozen Federal departments and agencies are involved in
providing programs or services to older people. It seems only good sense
that there should be a facility that will promote close liaison and develop
cooperative relationships among these agencies, and assist them in con-
tinuing evaluation of their programs.

2. Aging is a complex phenomenon of many interrelated factors and proc-
esses. It seems essential that there be one specific agency or unit to keep
abreast of emerging knowledge of all aspects of the field, to conduct and
encourage research over the whole range of problems, and to study and
evaluate the effects of current programs and of socioeconomic changes on
older people.

3. Population aging and its health, economic, and social manifestations
will grow and change as the older population increases, as we come to know
more about older people and their needs, and as we observe and study, the
effects of current and future programs. It is desirable, therefore, that there
be a focal point for the identification of unmet needs and the formation of
policy and recommendations for program review, modification, and develop-
ment at all levels of action.
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4. The two national conferences on aging, together with our long expe-
rience, have demonstrated the wisdom of obtaining the advice and consulta-
tion of informed citizens and nongovernmental professional persons in
assessing needs and in the development of policies and programs. There
has long been felt a need for a mechanism through which assistance from
such persons could be obtained on a continuing and systematic basis with
respect to all Federal programs in aging.

Interdepartmental and interagency cooperation is not new to us, of course.
The Department of Health, Education, and Welfare has been joined effectively
by several other departments and agencies in organizing and conducting both
the 1950 and the 1961 national conferences and in several other activities. An
interdepartmental committee was set up midway in the decade and was later
reconstituted as a Federal Council on Aging. We believe the Council and its
functions should be strengthened. In the light of the greatly increased concern
with aging and the expansion of Federal responsibilities to a multibillion-dollar
level, it is clear there is an important role for the Federal Council to provide
strong coordination to assure that better programs and consistent policies are
provided for the aged. Your committee hearings are most timely and should
provide a wealth of information useful in crystallizing our thinking.

It is clearly not possible to tackle all problems simultaneously and emphasis
has been placed in the past 6 months on expansions and improvements of pro-
grams that most immediately and directly improve the position of our older
population. I assure you that we intend to promote interdepartmental coordi-
nation and that we shall give increased attention to this whole matter.

CONCLUSION

Mr. Chairman, I should like to summarize my discussion very briefir. T be.
lieve that over the years, since the problem of aging first came to national atten-
tion, we have made considerable progress in accumulating some basic information
about our older citizens and their needs. In some areas, such as provision of
income security, health facilities, and rehabilitation, we have made some solid
progress in finding the directions in which we wish to go and in getting effective
programs into action. In other areas, we have done a good deal of exploration
that we are now translating into guidelines and proposals for action.

The first National Conference on Aging in 1950 led to first nationwide recog-
nition of the need for broad-scale action. The White House Conference on
Aging, along with the work and the studies of the Senate Subcommittee on
Problems of the Aged and Aging, and of your Special Committee on Aging, are
providing the basis for a definite blueprint for action. There are many splendid
projects and programs around the country that help to point the way in which
we should be moving.

My second thought is, then, that we in the Department of Health, Education,
and Welfare are really ready to go, that our States and communities are ready
to move—as, indeed many of them are moving-—as we extend and strengthen
the programs we have and as we begin to implement the actions proposed by
the new administration and supported by the Congress.

New starts and new experiments must be extended to every community in
the Nation by means of increased support of existing programs, demonstration
projects, the addition of facilities, and the training of professional and technical
personnel in every field of service essential to the welfare of our aging, older,
and aged people.

Finally, we must encourage and support continuing research and program
evaluation in order that we may intensify our understanding of the aging
process, alleviate the unhappy circumstances that afflict too many of our older
people today, and learn to recognize longer life as an asset to the Nation and our
older people as one of our greatest national resources.

PREPARED STATEMENT BY DoONALD P. KENT, CONSULTANT TO THE SECRETARY OF
HEALTH, EDUCATION, AND WELFARE

Mr. Chairman and members of the committee, my name is Donald P. Kent.
Until September 1 I will be 2 member of the faculty of the University of Con-
necticut. Thereafter I will be the special assistant on aging to the Secretary of
Health, Education, and Welfare, and the Director of the Special Staff on
Aging in his Office.
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As Director of the Institute of Gerontology of the University of Connecticut
and as chairman of the Connecticut Commission on Services for Elderly Per-
sons, I have had numerous contacts with the Federal agencies which have pro-
grams affecting older persons and with the office which I consider central to the
executive branch’s role, the Special Staff on Aging. In addition, through my
membership on the National Advisory Committee for the White House Con-
ference on Aging and its Planning Committee for the Section on State Organiza-
tion, I have had the opportunity to work with and gain personal knowledge of
the members of the special staff—an experience which has increased my respect
and admiration for this group, of competent and devoted civil servants.

In accepting my new position, I've had to adjust my thinking—to approach
the whole area of aging from a broad point of view. I have had to ask the ques-
tions: What should the national goals and objectives be? What is the role of
the Federal Government in the partnership of older persons, private organiza-
tions, and governmental agencies at the State and community level?

I will not pretend that I originated these important questions or that they are
new questions. But they are important now because we are in transition. The
old answers are no longer satisfactory—we are developing new ones. At the
same time, we must continue our present efforts; they are too important to
abandon while we complete the thinking out and implementation of our new
answers.

DEVELOPMENT OF A CLIMATE FOR ACTION PROGRAMS IN AGING

It has become almost trite to say that we have extensively studied and dis-
cussed the whole field of aging, and that it is high time we get on with action!
I agree that it's time for action, but let’s not forget that in a democracy we
must go through this long process of study and talk and testing to reach the stage
where the people recognize the problem, understand the solutions, and are
willing to provide the necessary support. We must bave action on behalf of the
welfare of our older people now and in the future, but I hope, too, that we will
always base our action on adequate study, thought, testing, and evaluation of
priorities.

That we are ready now to move forward decisively is due to the efforts of many
individuals and groups and, in no small measure, the work of the Special Staff
on Aging and its predecessor units.

The predecessor of the Department of Health, Education, and Welfare, the
Federal Security Agency, set up a Committee on Aging immediately following
the first National Conference on Aging in 1950. To a large extent, this confer-
ence was a meeting of professionals and experts—a first stage. The Committee
was given internal functions to stimulate, assist, and coordinate the development
and expansion of agency programs affecting older persons; and externally to
awaken interest in, and understanding of, the situation of the aged, to bring
together persons interested in gerontology, to provide a mechanism for exchange
of information, and to encourage and assist community groups in the develop-
ment and establishment of experimental facilities and services for older people.
In the performance of these latter functions, the committee conducted a con-
ference of State and Federal officials in aging in 1952, started the publication
in 1951 of “Aging,” and, in cooperation with an interdepartmental committee,
conducted a second conference of Federal and State officials in 1956.

With growing public awareness and concern, with increased research and
reports that needed translation into action, and with the spread of programs
and projects among private and public agencies, the need was recognized for
a continuing departmental staff rather than a committee consisting primarily
of representatives of the constituent agencies. Thus, the Special Staff on Aging
was created in the Office of the Secretary in 1956 and was given the additional
function of serving as secretariat of the new, presidentially established Federal
Council on Aging.

As a result the special staff could move into the second stage. It built upon
the expanded areas of public awareness, study, and talk, to point to programs
and courses of action; to move from public recognition of problems to under-
standing of solutions. The special staff expanded its work with Federal agen-
cies, the States, and the private organizations; it expanded its publications
program, encouraged research and support of research, and provided technical
assistance and consultation to the limits of its own and other agency staff
resources.
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With the passage of the White House Conference on Aging Act in September
1958, aging activities entered the third stage—adding public support to aware-
ness and understanding. The grassroots activities of tens of thousands of
persons at the community level fed up to the State level and then culminated
in January of this year in the White House Conference which created the body
of recommendations that supply the support for action.

Now where do we go?

THE BASIS FOR NEW ACTION IN AGING

Let me summarize in broad terms. At the Federal and State governmental
levels, I believe we need to strengthen (and in some States, to create) the agency
whose responsibility it is to stimulate, encourage, assist, and coordinate the
multitude of scattered programs and activities—to put back together the picture
of the older person as & whole individual.

At the Federal level, this Department is redefining the goals, objectives, and
functions of the special staff. In this planning, I intend not only to draw
upon the good counsel of my colleagues in government, but also to seek the

advice of thoughtful, informed persons throughout the country. I hope to-

establish a panel of consultants to assist in developing sound and imaginative
programs.

If after careful study it is concluded that it is necessary to reorganize and
expand the staff both in Washington and in the regional offices, I shall not hesi-
tate to recommend this to the Secretary.

As a former State official I know how important it is to exchange information
with those operating similar programs in other States. I hope to bring to-
gether the officials of the State agencies to develop better programs both within
the States and the Federal Government.

At the State level, only 29 of the 53 jurisdictions (the 50 States, the District of
Columbia, Puerto Rico, and the Virgin Islands) have created permanent State
agencies to stimulate and coordinate activities in aging. In 13 of the remaining
States, the temporary body established for the White House Conference prepara-
tions, with the assistance of the Federal grant, is still in existence.

I believe that such State agencies are essential and that the staff should en-
courage their formation in each State. They in turn should stimulate organiza-
tion and activity at the community level. People live in communities. The pro-
grams, services, and facilities for older persons must be available in their com-
munities and, to the maximum extent possible, should be established and op-
erated by the community. . ’

Another of the serious problem areas with which we are concerned is in the
need for more research and for professionally trained personnel for research,
teaching, and providing specialized services to older people. We feel that
much can be done to encourage applications for research and training that can
be supported from funds now available within the Department.

I have been told that our current international problems make this a bad
time to recommend new programs that require Federal expenditures, but it seems
to me that there will be a tremendous net gain if we can create a situation which
frees and makes available to the Nation the vast potentials of skill, knowledge,
and wisdom of our almost 17 million older Americans. If we are to make it
possible for our senior citizens to heed the admonition of the President to ask
what they can do for our country, we must think boldly and constructively. Why
shouldn’t older people serve in a peace corps? Why shouldn’t we create a senior
service corps for projects within our country? Why shouldn’t we create special
arrangements for part-time work? Why shouldn’t we make it possible for older
persons to take more active roles in community, civie, and political activities?

This means, then, we must change the concept of programs in the field of aging
from one that seems to emphasize doing things for older persons to one that gives
more importance to older persons doing things for themselves and for their com-
munity and Nation.

RECENT ACTIVITIES OF THE SPECIAL STAFF ON AGING

Before describing the details of our plans for the future work of the Special
Staff on Aging, I believe it would be useful to review its recent activities. After
passage of the White House Conference on Aging Act in September 1958, the
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States, communities, and voluntary organizations turned their attention pri-
marily to the Conference preparation. At the Federal level, the Special Staff
bore the major responsibility for planning and organizing the conference assisted
by a sizable number of temporary and borrowed personnel.

After the Conference was held (January 9-12, 1961) and as temporary and
loaned staff members and volunteers departed, the present staff took on more
and more of the responsibilities for closing out the administrative and fiscal
arrangements for the Conference and the preparation of the series of reports
on the proceedings and recommendations of the Conference.

Immediately following the Conference, a report on the policy statements and
recommendations of each of the 20 subject-inatter sections was published. The
summary report to the President and the Congress, “The Nation and Its Older
People,” was published in early April. This was followed by publication of a
report presenting a detailed analysis of the Conference participants and of the
first eight in the “Reports and Guidelines” series which will cover the major
Conference presentations and the reports on the individual sections. Delivery
by the printer of several of the remaining publications in this series is expected
in the near future.

In addition to the continued production of the monthly publication, Aging,
which now has some 12,000 paid subscribers, additional case studies of significant
projects in aging have been completed. Together with revisions of the previ-
ously issued case studies, they are being printed in a more useful and permanent
format in a series of 14 case studies under the general title, “Patterns for Prog-
ress in Aging.”

The Special Staff planned and conducted a followup conference of Governors’
representatives in June and has issued a summary report. It has been involved
in the preparation of speeches and testimony for officials of the Department
and has provided assistance and materials to the staff of your committee, includ-
ing material that appeared in the final report of your predecessor committee and
in several of your committee prints, including a statistical supplement of 21
analytical tables based on the 1960 census in “New Population Facts on Older
Americans, 1960.” Additional analyses of census data and population projections
are in preparation, as is an analysis of the provisions of bills relevant to aging
which have been introduced thus far in the 87th Congress.

The staff has actively participated in many national and regional confer-
ences, including those called by the Department’s regional offices, regional con-
ferences on education for aging and research, several meetings called by the
National Council on the Aging, and the annual conference of the University of
Michigan.

Secretary Ribicoff, shortly after taking office, recommended and both the
House and the Senate in the pending appropriation bill have approved making
permanent the positions of the regional representatives on aging. This has made

possible the continued encouragement of establishing and continuing operation

of State planning and coordination agencies in aging and of providing technical
assistance, consuitation, and materials to assist the States, communities, and
local organizations. The staff bas continued its compilation of directory infor-
mation on State agencies in aging and on their activities.

A good beginning has been made on a series of joint evaluation, implementa-
tion, and followup projects based on the White House Conference recommenda-
tions. These must be multiplied.

Finally, there have been a number of other activities: it has helped supply
services to the Federal Council on Aging; given consultative services to foreign
visitors, Federal and State officials, private organizations and individuals, writ-
ers, and researchers; and prepared replies to increasing numbers of technieal
and general inquiries.

FUTURE ACTIVITIES OF THE STAFF ON AGING

Purpose and structure

I believe that the Department’s Staff on Aging must play a significant role
in aging in the executive branch of the Federal Government. But it is only
as it facilitates the development and implementation of programs that it becomes
meaningful. What, then, are the purposes of the staff?
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The Staff on Aging should be primarily a “staff” unit. Its main functions
should involve stimulation, advice, assistance, and coordination based upon
study, analysis, knowledge, and planning. It should not do the job of any
operating agency but should, in its relations with each agency, be both teacher
and student. critic and defender, beneficiary and supporter.

And finally, in keeping with our philosophy of responsibility shared by the
individual, private organizations, and all levels of government, the staff should
stimulate the establishment, and support the work, of comparable planning and
coordinating units and groups at the State and community level, encourage the
greatest involvement of voluntary organizations, and assist in making it pos-
sible for older persons to make their maximum contribution to their own wel-
fare and to the welfare of the community—Ilocal, State, and national.

Functions and activities

1. General:
(a) Inrelation to the Secretary:

(1) Serve as adviser, make recommendations on policy and legis-
lation, and

(2) Assist in the discharge of his responsibilities.

(b) In relation to the Federal Council on Aging and the Departmental
Committee on Aging:

(1) Represent the Office of the Secretary, and

(2) Provide the executive secretary, secretariat services, and staff
services.

(c) Inrelation to other Federal agencies:

(1) Maintain liasion and cooperative arrangements ;

(2) Stimulate development, expansion, or refinement of programs
affecting older persons;

(3) Provide technical assistance as appropriate;

(4) Provide reimbursement for special services;

(5) Encourage full use of agency’s field organization and provision
of assistance and services to counterpart State agencies; and

(6) Utilize such agencies’ assistance, consultation, materials, etc.,
in staff activities and programs.

(d) Inrelation to the Panel of Consultants:

(1) Make and collect nominations to the Secretary ; and

(2) Provide the executive secretary, secretariat services, and staff
services.

(e) Inrelation to conferences of State officials in aging:

(1) Develop programs, agendas, and materials;

(2) Provide special clearinghouse services, and

(3) Provide the executive secretary, secretariat services, and staff
services.

(f) Imn relation to national and international voluntary organizations:

(1) Maintain liaison, and ’

(2) Provide technical assistance, consultation, materials.

(3) As authorized, and with staff availabilities:

(a) Provide assistance in program planning and implementation ;
(b) Cosponsor and participate in planning and conduct of con-
ferences.
(g) In relation to regional representatives on aging (see also 2 below) :

(1) Provide program direction and supervision;

(2) Provide training, technical assistance, consultation, materials,
publications, and other supporting services;

(3) Provide clearinghouse services;

(4) Establish relations with field staff of other Federal agencies.

() Inrelation to White House Conference recommendations :

(1) Establish cooperative projects to evaluate recommendations, de-
termine method and priority of implementation, and measurement of
progress ;

(2) Establish recordkeeping and reporting procedures for periodic
analysis and evaluation of progress.
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fz. S)mre and community (primarily through regional representatives for
aging) :

(a) Through assistance of regiomal director, encourage establishment of
State planning and coordinating agency on aging;

(b) Assist States in determining structure of State agency by making
available a detailed study of State experience, including organizational pat-
terns, budgets, staff, functions, relationships, and accomplishments ;

(¢) Provide revised guide for State studies of needs and resources and
assist in evaluation of survey ;

b ((igl) Encourage establishment of community planning and coordinating
odies;
. (e).Provide guides to community organization for programs and services
in aging;
| (f) Provide technical assistance, consultation, materials, publications ;
| (g) Provide special clearinghouse services, including summaries of Fed-
i eral and State legislation and legislative proposals and analyses showing
implications of research findings for administrators and program planners;
| () Encourage the development of community programs and projects
which :
(1) Make more generally available services and facilities which have
| been successfully tested and demonstrated elsewhere;
} (2) Provide integrated information and referral services (which both
| provide services and record gaps between needs and resources) ;
} (3) Provide well-rounded activity centers;
\ (4) Make maximum use of older persons themselves in their opera-
| tion.
| 3. Research and analysis:
| (@) Conduct inventories of recent and current research and regularly col-
| lected data;
| (b) Determine areas of needed research and data and their relative pri-
| orities;
} (¢) Stimulate the filling of such areas of need by :
| (1) Encouraging organizations which bhave capabilities and facilities;
\ (2) Designing studies and statistical series and providing technical
‘ assistance and consultation;
(8) Or by performing or contracting for necessary research and sta-
tistical projects.

(d) Provide special clearinghouse services and stress application of re-
search findings;

(e) Compile and analyze research findings and data and available statis-
tics for:

(1) Interpretation of implications for administrators and program
planners;
(2) Publication of abstracts, summaries, and highlight reports;
(8) Publication of factsheets, sourcebooks, factbooks, and chartbooks.
(f) Prepare summaries and analyses of Federal and State legisiation
and current legislative proposals.
4. Training:
(a) Compile information on current and future needs for especially
trained personnel;
(b) Inventory existing training programs and facilities;
(¢) Determine areas needing expansion and relative priorities;
(d) Encourage establishment or expansion of training programs and de-
velopment of their curriculums:

(1) In some areas, prepare demonstration projects such as outlines
for general courses in gerontology for college-level training of profes-
sional (e.g., social workers, clergymen, nurses, recreation workers) ;

(2) Develop training materials and guides.
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(e) Conduct short-term and special technical training not otherwise
available;

(f) Develop plans, guides, and materials for training of staff of State and
local agencies in aging, of staff of institutions and local projects, and of
volunteers.

Public information :

(a) Conduct public information activities of staff on aging and assist
States and community agencies on public relations programs, including news,
exhibits, scripts, speeches, articles, and films ;

(b) Plan integrated programs for national observance of Senior Citizens
Week;

(¢) Plan programs for awards for achievement in aging and secure
adoption and implementation by national organizations;

(d) Prepare and edit the monthly publication Aging.

(e) Publish a variety of materials for dissemination of information to
various audiences, including—

(1) Series of booklets for the aged and for those planning for re-
tirement. -

(2) Bibliographies and catalogs of general and special materials, pub-
lications, films, and scripts.

(3) Directories of: Federal programs and services, agencies, and
field offices; State agencies on aging, community planning and co-
ordinating groups; special types of projects; sources of information on
specific subjects, such as housing and living arrangements, special em-
ployment opportunities, hobbies, and recreational facilities.

(f) Provide general clearinghouse services and a library of resource ma-
terials; establish a detailed classification scheme, library exchange services,
internal and external circulation of selected materials; and provide advice
and assistance to States, communities, and organizations in such activities;

(g) Establish and maintain a central correspondence and inquiry service
utilizing all available staff and library resources of the Federal Government.

In developing and carrying out any plans, I intend to draw upon the good
counsel of thoughtful, informed persons in Government and throughout the
country. Consequently, the specifics of the plans I have presented may be modi-
fied by the suggestions of advisory committees. the advice of experts, and prac-
tical experiences of running a national aging program.

For many years I have been a college teacher. I have had many students who
did extremely well in my classes. Many demonstrated capacities exceeding
my own when I sat in their seats. No matter how excellent their -job, I did
not say ‘“Enough!” It was my job to urge them closer to their limits. Similarly,
our staff and agencies will make excellent progress in the field of aging, but we
can never be completely satisfied. We will want more. We will want better.
And we will want it faster.

Mr. Comex. First, Mr. Chairman, in connection with the point
you made about life expectancy, which is very significant, I would
like to point out also that the estimates for expectancy of life at age
65 now appear to indicate that by 1975, the remaining years of life
will be 14 for men and 17 for women. So, the problem that you indi-

o
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cated in terms of what has been accomplished over that entire period
of time is, indeed, going to be an even more pressing one in the next
decade or two ahead, even as it has been in this last decade.

Senator RanporpH. Dr. Cohen, does that continue the spread which
we have had in the lifespan of a woman as contrasted with a man?
1s that 3 years?

Mr. CounN. Yes, sir, I have a chart and a table here that present
these estimates from 1900 to 1975, which you might like to have for
the record, because it indicates the difference by sex and also by color.
There are significant differences.

(The chart and table are as follows:)

Lire EXPECTANCY, 1960-75

Life expectancy at birth approaches 67 years for males and is 75 years for
females. Since 1900 life expectancy has increased about 20 years for males
and about 25 years for females; by 1970 it may increase an additional 2 years
for each sex. Between 1900 and 1959 the life expectancy of nonwhite females
nearly doubled to 66 years. Males now aged 65 can expect to live about 13 years;
females are likely to live an additional 3 years.
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Average remaining years of life at selected ages

Calendar year and Total population ‘White population Nonwhite population
ages !

Both | Males | Females | Both | Males | Females | Both | Males | Females
sexes sexes sexes

46.3 48.3 47.6 46.6 48.7 33.0 32.5 33.5
58.1 61.6 61. 4 59.7 63.5 48.1 47.3 49.2
60.8 65.2 64. 2 62.1 66. 6 53.1 51.5 5.9
65.6 71.7 69.1 66.5 72.2 60.8 59.1 62.9
66.6 72.7 70.4 67.3 73.6 63.5 61.2 65.9
66. 5 73.0 70.5 67.3 73.9 63.5 60.9 66.2

At age 45:
1900024 ... -.

1920-31 4_
193941 4

(=23
BESERR 882
LCOSUTO= oo

1960 2. oo ...
Projections:
19653 13.4 ) (I8 25 PRSI AU NI SIS S S
13.7
14.0

1 Includes Alaska beginning with 1959 and Hawaii beginning with 1960.

2 Estimates are based on a 10-percent sample of death certificates.

3 These projections are consistent with those for the year 2000 appearing in Illustrative United States
Population Projections (Actuarial Study No. 46) dated May 1957. For 1959 projected life expectancies
were only a fraction of a year higher than actual experience.

4 For the years 1900-02 data are for 10 States and the District of Columbia. Beginning with 1929-31 data
are for the continental United States. Figures for the nonwhite population cover Negroes only, but for
each of these periods the Negro population accounted for 95 percent or more of the nonwhite population.

Source: U.S. Department of Health, Education, and Welfare; Public Health Service, National Vital
Statistics Division; annual Vital Statistics of the United States containing data through the year listed
on the cover, “Abridged Life Tables, United States,”’ in Vital Statistics-Special Reports through 1957,
and, beginning with 1958, Monthly Vital Statistics Report: Annual Summary, pt. II, contains provisional
data. Social Security Administration, Division of the Actuary; unpublished projections.

Mr. Comen. And as you have indicated, there will still remain ap-
proximately a 3-year spread, that is, women will have a life ex-
pectancy of about 17 years and men of about 14.

Now that presents, in itself, a very important problem. The whole
matter of widowhood is going to be one of the very main problems
that will evolve out of this increased lifespan. I will touch on that in
a moment or two. _

Finally, I would like to say, Mr. Chairman, in connection with your
responsibilities, we have prepared, as you know, a number of reports
dealing with the sections of the White House Conference which have
already been published.
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The one on “Federal Organizations and Programs in Aging” has
not yet been published but I have here the page proofs. This covers
the area that is within the domain of your responsibilities and I will
be glad to submit it to you for either the use of the staff or insertion in
the record.

Senator RaxpvoLpr. We will receive it and it will be made a part of
the record. )

(The report referred to is on file with the committee.)

Mr. Conen. I will now touch on a few points in connection with my
testimony.

From page 1, I would like to point out that the Department’s major
role in the field of aging is clearly indicated by the fact that of the
$16 billion administered by the Federal Government in providing
services and benefits for older people last year, $11 billion, more than
two-thirds of the total, was in programs administered by our
Department.

The Department’s role is a constantly developing one, even without
special action, to more fully implement this responsibility. Estimated
costs in 1965 of all programs, as they existed in law in 1960, total $22
billion, of which about $14.5 billion represents programs of the De-
partment of Health, Education, and Welfare. Already, as a result of
legislative action taken by Congress since the new administration took
over, last year’s projections of 1965 costs are outdated.

Improvements in the old-age, survivors, and disability insurance
program alone have raised the projection for this program from $12.9
to $13.9 billion and similar increases are reflected in other programs
of the Department.

Now, immediately upon taking office, this administration recognized
that it had a great deal to do in a number of programs, including the
programs for the aged. Accordingly, one of the first things that the
President did was to review the old-age, survivors and disability in-
surance program to identify the specific areas that urgently needed
attention.

In the course of this review, recommendations made by the White
House Conference were carefully evaluated and a number of them
were included among the very first legislative proposals sponsored
by the administration.

On February 20, President Kennedy recommended legislation lib-
eralizing the Social Security Act in ways that would contribute sig-
nificantly in improving the income position of our older population.

On June 80, he approved the legislation passed by the Congress.
Under these provisions, about $815 million in new or increased benefits
will be paid to some 434 million people, most of them aged, in the next
12months.

Beneficiaries will also have greater incentive to supplement their
retirement incomes with part-time or occasional earnings.

These amendments also provided tax changes to fully cover the
cost of benefit increases thus preserving the financial and actuarial
soundness of the insurance system. One of the most important amend-
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ments, Mr. Chairman, was, of course, the one in which the Congress
reduced the retirement age for men from 65 to 62, allowing these
individuals to draw their social security benefits on the basis of an
actuarial reduction. In my statement and in the accompanying ex-
planation, I have analyzed these provisions in much more detail.

- Senator RaxpoLra. Mr. Cohen, I only interrupt quickly and you
can answer more fully for the record.

Have you received any recommendation that the retirement age of
'62‘shc;uld be lowered ultimately or within a few years by the Congress
to 60°?

" Mr. Couen. Wehave not made any such recommendation.

"~ Senator Raxporpu. As you well know, several Members of the
Senate have sponsored legislation to reduce this to 60. I thought if
you had any information bearing on the subject it would be not in-
appropriate to place it in the record at this point. '

Mr. Comen. There was a good deal of consideration in the House
Ways and Means Committee and Senate Finance Committee of the
long-run implications of this change. I may say there were a num-
ber of Members who had doubt as to the wisdom of this and were
particularly concerned when we said we estimated about 20 or 25
percent of the men between 62 and 65 would probably accept these
rdeuced benefits. So, what I think we are going to do 1s analyze this
experience very carefully and try to identify who these people are
and what States they are in. Are they coming from areas where there
are large labor market surpluses? Are they ill people? Are they
people unemployed for a lon%) period of time? On the basis of that
experience, 1 think, we will be able to come back and make a more
intelligent response to what ought to be done from now on.

Senator Ranporpr. I think we are more conscious of this problem
In a State like West Virginia where our labor surplus market 1s exces-
sive and where, even today, we have 12 to 14 percent of employables
that cannot find work. We think in terms of that older population and
the burdens carried by many levels of government in connection with
benefits of one type or the other.

Mr. Comen. I pointed out in my statement and at this time I would
like to indicate this to you, the areas that we believe need further ex-
ploration and this includes the one you have mentioned, what happens
to these people and so on.

I would like to take up next, Senator, what we consider both now
and in the future a most compelling area—the health needs of these
aged people. This is a very major part of our present legislative pro-
gram and of our plans for this year. I just want to call to your atten-
tion two or three reasons why this is so important.

This first chart shows one of the very key points why the whole
problem of health care for the aged and particularly hospital care will
continue to be a very, very key one. As you see here, people under the
age of 65, on the average, use about 883 days of hospital care per thou-
sand persons per year.
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CHART A

L ( Annual Rates Per [000 Persons)*—
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2332 DAYS
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@ Data are for the Middie Atantic States, 1957,
Source: Public Health Service, U.S. National Heatth Survey.

Now here you see that the people over 65, as a group, use 2,332 days
a year on the average which is roughly in the neighborhood of 2.5 or
3 times as many days of hospital care as the population under 65 used.
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Now, that by itself would be a big problem but it is complicated by
another fact which is shown in this second chart, namely, that the per
diem cost of hospital care is rising, has been rising very rapidly, and
probably, by every indication that we have, will continue to rise.

CHART B.—HospITAL EXPENSE PER PATIENT DAY
Dollars Dollars

¢
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)

0
1946 1948 1950 1952  I954 1956 (98 1960 1962

Source: American Hospita! Association

Since 1946 the per diem cost of hospital care has risen from $9.39 a
day, up to $15, $23, and in 1960 was $32.23 a day. If this trend con-
tinues, Senator, which many people think will very probably happen,
it becomes a devastating figure. The combination of the fact that
there is such a greater need for hospital care and the fact that there is
a rising cost, of course, complicates the problems of the aged.

Now, there is a third factor demonstrated by this chart here which
indicates why there is a good deal of concern about this problem;
namely, that roughly about a half of the aged do not have any hospital
insurance at all.
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CHART C.—MARRIED OLD-AGE AND SURVIVORS INSURANCE BENEFICIARIES HAVING
HoSPITAL. INSURANCE

MONEY INCOME
OF CUPLE
FROM 2L L
SOURCES *

UNDER 4,200
$,200-1799
¢800-2399
$2400-2,999
43000-4,999
#5,000 or more

TOTAL

0 0% 20% 30% 40% 0% 60% 0% 80%

* Aged beneficiary and spouse, whether or not the spouse wos entitled to benefits,
Source: {357 Survey of QASDI Beneficiaries.

As shown down here for the total of old-age survivors and insurance
beneficiaries, about 46 percent have hospital insurance, according to the
1957 study. So, roughly, let us assume it is in the neighborhood of 50
percent.

The striking fact is that for people with very low incomes, a much
lesser proportion have hospital insurance. Among beneficiaries with
income under $1,200, only about one out, of five have hospital insurance.
And, as you can see, the extent of hospital insurance is correlated
directly with income. .

It 1s, of course, the people excluded here—the people who have no
hospital insurance—who, under the present legislation, will probabl
have to apply for medical assistance to the aged under the Kerr-Mills
bill if they are to have their hospital bills paid. This, of course,
raises the whole question of the extent to which the States will take
advantage of the Kerr-Mills legislation.
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As a result of this analysis, I can assure you that the Department
of Health, Education, and Welfare will continue to place major em-
phasis on the most essential proposal for using the social security
program as a basic method of dealing with the problem of how to help
meet the cost of health care for the aged.

We believe that the bill introduced by Senator Anderson, S. 909,
merits the support of those concerned about the health cost facing
the aged. We look forward to favorable congressional action on this
legislation next year.

The administration-sponsored proposal for community health serv-
ices and facilities (HLR. 4998) passed the House on July 25 and is
'noSw pgnding in the Senate Committee on Labor and Public Welfare
(S. 1071).

We ar)e hopeful it will be enacted this year. It is an important
piece of legislation. It will make a threefold attack on the problem
of health care of the chronically ill and aged by: (1) Providing con-
struction grants for nursing homes; (2) authorizing grants to %tates
and, through them, to the communities to improve health services out-
side of the hospital; and (3) authorizing hospital research grants, in-
cluding grants for the construction and equipping of experimental
demonstration hospitals and other facilities.

I should also like to talk briefly about another bill we have pending
which we think is extremely important. These are the proposals
embodied in the legislation introduced by Senator Hill and a number
of other Senators, S. 1072.

This is the bill that provides for construction grants and scholar-
ships for medical and dental schools and students. Hearings on this
legislation have been held before the Senate Committee on Labor and
Public Welfare. The enactment of this legislation would be of great
value in the long run in making more adequate medical services avail-
able to the aged. It encompasses, first, an immediate program of
grants to help in the planning of new medical and dental schools
and to find ways of improving the whole educational process; sec-
ond, & 10-year program of matching grants to help in the construc-
tion, expansion, and restoration of medical and dental schools to in-
crease their capacity and, third, a program of Federal scholarships
for talented medical and dental students and, tying into this, grants
to the participating institutions. :

The general shortages of personnel in the health field are well known
to everyone that studies this area. The reasons are several, a major
reason being that modern medical and dental schools and teaching
are more expensive to establish and expand and operate.

If we are going to provide health and medical services to the aged
in the future, we must do something about providing the physician
services to adequately deal with their health needs.

As you know, the Bane report, which was made last year, indicates
that unless there is a new, vigorous program to expand the number
of physicians and dentists in this country, we may very well have a
tremendous shortage if we are to meet not only the problems of the
total community but the special problems of the aging with which
you are concerned.

Now I would like to touch briefly on some of the work that is being
done in the National Institutes of Health because I believe this is an
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extremely important area for yielding some of the basic research find-
ings that are necessary. Within the National Institutes of Health,
there are two research laboratories in aging. One, the Gerontology
Branch in Baltimore with a splendid record of research in the hysio-
logical aspects of aging, and the other in Bethesda, investigating age
changes in psychological capacities and functions.

The large-scale, intensive researches in chronic disease and mental
illness, carried on within the National Heart Institute, the National
Cancer Institute, the National Institute of Mental Health, and else-
where within the National Institutes of Health, or which they support
through grants, all have special significance for aging and older per-
sons because these conditions reveal their greatest prevalence during
the middle and later years of life. Increasingly, these researches are
giving specific attention to the role of age itself as a factor in disease.

In addition, there is a center for aging research within the Division
of General Medical Sciences which stimulates and supports research
in the health-related aspects of aging that fall outside the purview of
the categorical research institutes.

While all of these actions represent progress, we still have a long
way to go. We have been encouraging, and shall continue to encour-
age, research workers and research institutions to submit more appli-
cations in the field of aging and shall urge the support of these appli-
cations when we can.

Before I leave the topic of research, I should like to add that, from
my own point of view, we have given too little attention to the eco-
nomie, political, sociological, and other human and social aspects of
aging.

b‘V% shall probably add 8 more years to average life expectancy by
1975 and between 4 million and 5 million more people to our older
population, and I am hopeful that we shall have done much to alleviate
the effects of chronic disease and the aging process.

Our progress along these lines makes it all the more compelling
that we increase our knowledge of the factors that make for a satisfy-
ing old age, of the adaptations of our social institutions and the econ-
omy to the rising older population, and of ways in which the interest
and energy of older people can be used to the advantage of the Nation.

Specifically, we need to know much more than we do about such
matters as:

Which workers should continue in employment and which should
retire? '

How can workers best be prepared for retirement ?

What changes in motivation and the learning process need to be
taken into account in setting up vocational training and rehabilita-
tion programs for middle-aged workers?

What are the best living arrangements for older presons, particu-
larly for the single and widowed half of the population and how do
they react to the various kinds of special housing being provided at
the present time?

What are the effects of concentrating older people in special hous-
ing, recreation centers, and adult education programs as opposed to
integrating them within housing and programs for everyone?

What do older people themselves prefer?
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Will older people organize as pressure groups as current trends
seem to indicate?

What influence will they have on taxation and bond issues for
schools and other facilities and programs for children in the com-
munities?

How can we change public attitudes in order to create a more posi-
tive image of aging that will result in a greater willingness to employ
them and to utilize their energies in voluntary community service?

These are only a small sample of the scores of problems and ques-
tions on which we need more information.

Last month, President Kennedy transmitted to the Congress a
proposal for the establishment of a National Institute of Child Wel-
fare and Human Development, which would include the Center for
Aging Research, and would raise the status of the Division of Gen-
eral Medical Sciences of the National Institutes of Health to that of
a National Institute of General Medical Sciences.

These proposals were made in response to recommendations from
groups of expert consultants. The two proposals were incorporated
in legislation introduced by Senator Hill (S. 2269) and Congressman
Harris (H.R. 8398). The new Institutes would afford additional
facilities for conducting research on aging and for the provision of
research and training grants to colleges, universities, professional
schools, and other appropriate agencies.

In my opinion, it would accelerate very materially the answer to
many of these questions. There is total concern about the evalua-
tion of human personality from birth through the whole process of
youth, middle-age and aging and I think our knowledge would be
materially enhanced through this action.

In conclusion, Mr. Chairman, I would like to summarize my re-
marks and my testimony as follows:

I believe that over the years, since the problem of aging first came
to national attention, we have made considerable progress in accumu-
lating some basic information about our older citizens and their needs.

In some areas, such as provision of income security, health facili-
ties, and rehabilitation, we have made some solid progress in finding
the directions in which we wish to go and in getting effective pro-
grams into action. In other areas, we have done a good deal of
exploration the results of which we are now translating into guide-
lines and proposals for action.

The first National Conference on Aging in 1950 led to a first nation-
wide recognition of the need for broad-scale action.

The White House Conference on Aging, along with the work and
the studies of the Senate Subcommittee on Problems of the Aged and
Aging and of your Special Committee on Aging, are providing the
basis for a definite blueprint for action.

There are many splendid projects and programs around the country
that help to point the way in which we should be moving.

My second thought is, then, that we, in the Department of Health,
Education, and Welfare, are really ready to go, that our States and
communities are ready to move—as, indeed, many of them are mov-
ing—as we extend and strengthen the programs we have and as we be-
gin to implement the actions proposed by the new administration and
supported by the Congress.
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New starts and new experiments, in my opinion, must be extended
to every community in the Nation by means of increased support of
existing programs, demonstration projects, the addition of facilities,
and the tramning of professional and technical personnel in every
field of service essential to the welfare of our aging, older, and aged

eople.
P Fli)nally, we must encourage and support continuing research and
program evaluation in order that we may intensify our understanding
of the aging process, alleviate the unhappy circumstances that afflict
too many of our older people today, and learn to recognize longer life
as an asset to the Nation and our older people as one of our greatest
national resources.

I would like to ask Dr. Kent now to summarize his statement.

Senator RanporpH. Yes. Dr. Kent.

Dr. Kent. My previous work in research as a Director of the Insti-
tute of Gerontology and my work as Chairman of the Commission on
Aging together with my service with the National Advisory Com-
mittee of the White House Committee on Aging brought me into close
association with many of the Federal persons that operate programs
in aging. This association and experience has increased my respect
and admiration for a very competent group of devoted civil servants.

At the White House Conference on Aging, one overriding theme
was the need for action.

This theme Mr. Cohen has also developed today. I agree that it is
high time that we have action. We test ourselves not in debate but
test ourselves in action. But let us not forget that in a democracy
we must go through the process of study and talk in trying to reach
the stage where people recognize the problem, understand the solutions
and are willing to provide the necessary support.

We must have action on behalf of welfare of our older people now
and in the future but I hope, too, that we will always base our action
on adequate study, thought, testing, and evaluation of priorities.

I might say in this regard that if a choice had to be made between
this administration’s medical care program and the planning and
stimulating and coordination of programs of which I shall speak in
my testimony, the choice to me would be obvious. The medical care
program would take top priority. However, I feel these are not the
alternatives we face. (81 er people need medical care and adequate
income, they need suitable housing, they need job opportunities, but
they also need a place at the Federal, State, and local governments
where all of their needs are viewed at in totality, where they are
viewed asa total person.

That we are ready to move forward is due in large measure to many
individuals and groups and particularly the Special Staff on Aging
and its predecessor units.

As I view the development of aging programs, it seems to me there
are three stages. Mr. then pointed out the first which was the Na-
tional Conference on Aging in 1950. This was primarily a confer-
ence of experts and professionals. Following this, a Committee on
Aging was set up. From this Committee on Aging came a second
stage. The development of research programs, community projects
and understanding led in 1956 to the establishment of a Special Staff
on Aging in the Department of Health, Education, and Welfare.
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The third stage came with the enactment of the White House Con-
ference legislation and the work of the Senate Special Subcommittee
on Aging. These activities have resulted in tens of thousands of
people at the community level becoming involved in aging programs.
Tt has resulted in tremendous interest and concern on the part of all
of our citizens and it has culminated in the White House Conference
in a body of recommendations which provide support and plans for
future action.

Now, where do we go? Let me summarize in broad terms.

At the Federal and State governmental levels, I believe we need
to strengthen and, in some States, to create the agency whose respon-
sibility it is to stimulate, encourage, assist, and coordinate the multi-
tude of scattered programs and activities in aging. We need to put
back together the picture of the older person as a whole person.

At the Federal level this Department is redefining the goals, ob-
jectives, and functions of the special staff. In this plan I intend not
only to draw upon the good counsel of my colleagues in government
but also to seek the advice of thoughtful and informed persons
throughout the country.

I hope to establish ‘a panel of consultants to assist in developing
sound and imaginative programs. If, after careful study it is con-
cluded it is necessary to reorganize and expand the staff both in Wash-
ington and in the regional offices, I shall not hesitate to recommend
this to the Secretary.

As a former State official, I know how important it is to exchange
information with those operating similar programs. I hope to bring
together the officials of the State agencies to develop better programs,
both within the State and Federal Government. At the State level,
only 29 of the 53 jurisdictions have created permanent State agencies
to stimulate and coordinate activity in aging. In 13 of the remain-
ing States, a temporary body established for the White House Con-
ference is still in existence. '

T believe the State agencies are essential and that the staff should
encourage this formation in each State. They, in turn, should stimu-
late organization and activity at the local level.

People live in communities, and therefore program services and
facilities for older persons must be available and to the maximum
extent possible should be established and operated by the community.

Another of a series of problems with which we are concerned 1is
the need for more research and professional trained personnel for
research and providing specialized service for older persons. We
feel much can be done to encourage applications for research and
training that can be supported from funds now available within
the Department.

I have been told that our current international problems make this
a bad time to recommend new programs that require Federal expendi-
tures. But it seems to me that there would be a tremendous net
gain if we can create a situation which frees and makes available to
the nation the vast potential of skill, knowledge, and wisdom
of our almost 17 million older Americans. If we make it possible
for our senior citizens to heed the admonition of the President, to
ask what they can do for our country, we must think boldly and
constructively.
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Why shouldn’t our older people serve in the Peace Corps? Why
shouldn’t we create a_ senior service corps for projects within our
country? Why shouldn’t we create special arrangements for part-
time work? Why shouldn’t we make it possible for older citizens
to play more active roles in community, civic, and political affairs?

This means that we must change the concept programs in the field
of aging from one that emphasizes doing things for older persons to
one that gives more importance to older people doing things for them-
selves, for the community and for the Nation.

Senator Ranporea. May I interrupt at that point ?

Dr.Kent. Yes, Senator Randolph. )

Senator RaxpoLpr. I remember during my own Senate campaign
for the unexpired term in 1958, following a meeting in Greensboro
County, a little lady, very alert and eager, came up quickly and talked
with me concerning a particular issue I had raised. With much ani-
mation and a real desire to be helpful, she said, “Mr. Randolph, you
know we must do something about this.” She was 87 years of age
and she was saying we must do something about this. It was an
attitude that I wish more would possess at an even earlier age.

Dr. Xex~r. I think, Senator Randolph, instances like that can be
multiplied. The aged do want to be of service, they do want to play
a part. :

I}n my prepared statement I indicate some of the things that the staff
has already accomplished. The list is long and I shall not go into
it now,

To my right are a few of the publications that have been published
within the past 18 months by the special staff on aging. “Most of
these are in connection with the White House Conference on the
Aged.

There are other steps that have been taken that are very important.
Secretary Ribicoff, shortly after taking office, recommended and
both the House and Senate in the pending appropriation bill have
approved making permanent the positions of the regional representa-
tive on aging.

This has made possible the continued encouragement and coordi-
nation of State agencies. It has also made possible technical assist-
ance, materials, and consulting assistance to States, communities, and
local organizations in developing programs for older citizens.

The staff has continued its compilation of directories of informa-
tion on State agencies.

In terms of future activities, I believe that the Department’s staff
on aging must play a significant role in the executive branch of the
Federal Government but it is only as it facilitates the development and
implementation of programs that it becomes meaningful.

The staff on aging should be primarily a staff unit. Its main func-
tion should involve stimulation, advice, assistance, and coordination
based upon study and analysis and knowledge and planning. It
should not do the job of any operating agency but should in relation-
ship with each agency be both teacher and student, critic and defender,
beneficiary and support.

In keeping with our philosophy of responsibility shared by the
individual, private organization, and all levels of Government, the
staff should stimulate the establishment and support the work of com-
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parable planning and coordinating units and groups at the State and
community level.

We must encourage the greater involvement of voluntary organiza-
tions and we must assist in making it possible for older persons to
make their maximum contribution to their own welfare and the wel-
fare of the community.

I have listed some of the specific functions and activities In my
prepared statement which indicate from the experience of the spe-
cial staff on aging of the past decade, the kind of calls we have, the
kind of activities we perform. Briefly, these include giving advice
to the Secretary; it includes work with Federal counsel, work with
other Federal agencies and work with the States and communities.

In essence, our big job is trying to bridge the gap that exists be-
tween what we know is desirable and what is practice.

We know a great many services that make for independent living,
that make for meaningful life for older persons but they tend to be
scattered. One community will have one and another community
will have another. We are going to try to arrive at a situation where
our communities have a full range of services providing greater
op'gortunities for our older peo&ﬂe.

his will involve the special staff giving technical assistance and
expansion of our public information activities, not curtailing our
present activity in terms of professional publication, but we must also
consider the possibility also of a series of publications direct to older
persons themselves and to persons working in communities.

Let me, in conclusion, indicate that n ﬁeveloping and carrying
out these plans I intend to draw upon the good counsel of thoughtful
and informed persons throughout the country. Consequently, the
specifics and plans I have presented may be modified by the sugges-
tions and advice of committees, the advice of experts, and practical
experiences of running the national aging program.

For many years I have been a university professor. I have had
many students that did extremely well. Many demonstrated a ca-
pacity far exceeding my own when I sat in their seats but no matter
how excellent the job they did, I did not say, “Enough.” It was my
job to urge them to perform to their limits.

Similarly, I am sure our staff and agencies will make excellent
progress in the field of aging, but we can never be completely satis-
fied. We will want more, we will want better and we will want it
faster.

Thank you, Mr. Chairman.

Senator RanporpH. Dr. Kent, you have been chairman of a State
commission on aging?

Dr. Kext. Yes, sir.

Senator Raxvorrr. We think in terms of an action program that
will embrace the State levels and the Federal Government.

Now, do you have any specific comments other than to say there is
a need for cooperation ?

Dr. Kext. There is a need, very definitely, for cooperation, Sen-
ator Randolph, but there are certain specific things I think the Fed-
eral Government can do.

Let me draw upon my experience in operating a State agency.
Each year I had to make recommendations to the Governor and gen-
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eral assembly. Had there been a list of proposals enacted by other
State legislatures, this would be helpful. Again, regularly in operat-
ing a State agency I received requests from communities which asked
“How do we go about organizing a day center for older persons or a
referral center? What patterns of organization do they take?” If
there were information available either through the regional repre-
sentatives or through the special staff on aging giving plans for or-
ganizing and operating programs, my work would have been more
productive. In short, I think we, at the Federal level, can give tech-
nical assistance, we can act as a clearinghouse for information. This
will be a two-way street in which I think the Federal Government
will also profit.

Senator RaxpoLra. Have the State commissions decreased or in-
creased since the White House Conference ?

Dr. Kext. They have decreased. Apparently, there are 29 of the
53 jurisdictions that have permanent ones. I can find and put in the
record the exact comparison for before the White House Conference
and now, sir.

(The information is as follows:)

During the preparations for the 1961 White House Conference on Aging, all
53 participating jurisdictions (the 50 States, the District of Columbia, Puerto
Rico, and the Virgin Islands) had some form of State commission. Thirty were
temporary bodies set up for this specific purpose and@ 23 were permanent organ-
izations, of which 19 had been established by legislation and 4 by administrative
action.,

Since the White House Conference, the total number of commissions has de-
creased by 10, from 53 to 43, but the number of permanent State commissions
has increased from 23 to 29, of which 23 were established by legislation (an in-
crease of 4) and 6 by administrative action (an increase of 2). In the remaining
24 States, 14 of the temporary commissions have remained active without
any further official action and 10 have become inactive.

The situation as of August 21, 1961, is as follows :

Permanent (total, 29) :
By legislation (23) :

Alabama Maryland Rhode Island
California Massachusetts Tennessee
Connecticut Michigan Utah
Delaware Minnesota Virginia
Illinois New Hampshire Wisconsin
Indiana New Jersey Puerto Rico
Louisiana New York Virgin Islands
Maine Oregon
By administrative action (6) :

Colorado Pennsylvania Washington
North Carolina Oklahoma Vermont

Temporary (14):
Alaska Idaho South Carolina
Arizona Kentucky Texas
Arkansas Montana Wyoming
Georgia Nevada West Virginia
Hawaii New Mexico

Inactive (10):
District of Columbia Mississippi Ohio
Florida Missouri South Dakota
Iowa Nebraska

Kansas North Dakota
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Senator RanporpH. Are there improvements, that you believe could
be effected in the commissions systems, that is, the State-by-State
commissions?

Dr. Kext. Yes, sir.

Senator RanporrH. You might place that in the record rather than
discuss it now but there may be specific measures that you would
recommend in the area.

Thank you, Dr. Kent.

. Dr. Kent. The importance of State commissions on aging cannot
be overemphasized. It is the goal of the Special Staff on Aging to
encourage and supgort the establishment of permanent commissions
on aging in every State and territory in accordance with the White
House Conference on Aging recommendations. Since the policy state-
ment and recommendations adopted by the Section on State Organ-
ization at the Conference represent the best guides, they might well

be quoted here: : .
SECTION 18. STATE ORGANIZATION

PoLICY STATEMENT AND RECOMMENDATION
NEED

The States are heavily involved in programs affecting older persons. Major
services and benefits are provided by various State agencies and private organ-
izations. In this situation problems of coordination, communicaiton, and con-
flict inevitably arise. There is a real need, therefore, for an overall view and
approach.

The older persons with whom the States are concerned are not simply those
who are indigent, nor the small proportion who live in State-operated or State-
supervised institutions. The problems that come with age sooner or later
confront most older people, touch every family, and relate to every aspect of
life—income, health, rehabilitation, housing, employment, recreation—all of
which are interrelated. Existing State activities affecting the older person,
however, are organized primarily on a program rather than a clientele basis.
This may result in omissions, lack of focus, and lack of proper emphasis on the
needs of older individuals. Those who seek help or information often do not
know where to turn.

Recommendation

In each State there should be established a permanent unit (office, commission
or agency) on aging, to provide statewide leadership in programs for the aging.

FUNCTIONS

For a State unit on aging to work effectively, its role and functions must be
clearly defined and sufficiently broad.

Recommendations

The responsibilities of such a State unit should include at least the following:

(@) To provide a mechanism by which governmental and nongovernmental
agencies can coordinate their plans, policies, and activities with regard to aging.
A minority of 44 percent voted that this recommendation read as follows: To
provide a mechanism by which the several governmental and nongovernmental
agencies can coordinate their plans, policies, and activities with regard to aging.

(b) To create public awareness and understanding of the needs and poten-
tials of older persons.

(¢) To gather and disseminate information about research and action pro-
grams, and provide a clearinghouse for current plans and ongoing activities.

(d) To encourage State departments, universities, and other appropriate
agencies, and other groups concerned with problems of aging.

(e) To stimulate training for workers engaged in services to the aging.

(f) To stimulate, guide, and provide technical assistance in the organization
of local or regional councils or units on aging, and in the planning and conduct
of services, activities, and projects.
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(g9) To cooperate with the Federal Government, local governments, voluntary
agencies, and other groups concerned with problems of aging.
(h) Torecommend legislative and administrative action on behalf of the aging.

STRUCTURE

There has been considerable experimentation with the structure and location
of State units on aging in past years. Frequently two or more organizations
have been functioning side by side. While it always will be necessary to adopt
the pattern to the needs of the individual State, the following may provide a
helpful guideline.

Recommendations

1. The State unit on aging should be established by legislative action on a
continuing basis as an official part of State government. :

2. The unit on aging should be independent of existing State agencies.

3. There should be established an advisory group with wide citizen participa-
tion representative of all major interests and agencies in the State, including
voluntary and public groups working with the aged.

4. There should be interdepartmental representation from all State agencies
concerned, either on the advisory group or as a companion committee.

5. There should be adequate, qualified staff attached to the unit to carry
out its function.

FUNDS

Most existing State units on aging have been seriously handicapped by lack
of funds for staff, travel expenses, publications, mailing, consultants, and other
activities. Reliance upon voluntary help or part-time assistance from other
departments is impractical and even unjustifiable on a continuing basis. It
would seem that the contributions such a unit can make to improved status
and prospects of older persons would warrant the funds necessary for its
adequate support.

Recommendations

1. Separate and identifiable. funds should be provided for the unit on aging.

In order for the State unit to be able to make use of available funds, proper
enabling legislation is required.

2. The State unit on aging should be authorized to accept, disburse, and
allocate funds which may become available from governmental and private
sources, in accordance with applicable State fiscal procedures.

The major direct services for older persons are not rendered by the special
organizational unit but by the several State agencies which serve the whole
population. This reflects and supports the principle of coordinating social and
physical planning to meet the needs of the entire community.

3. Adequate staff and budget should be provided to finance activities for the
aging not only in the central unit but also in existing State agencies which
have programs related to aging.

FEDERAL-STATE RELATIONS

During the last decade, the Federal Government has been a major source
of leadership and a spur to the States in development of programs for the aging.
Preparations for the White House Conference, including State grants, have
resulted in State planning groups in all States. Programs in aging in the States
are related to Féderal programs of which they may be administrative counter-
parts and from which they draw varying degrees of support. Federal research,
publications, and staff can meet needs common to most States and thus supple-
ment the limited resources available in the States. -

Recommendations : - ’ -

1. Federal technical assistance should be provided to the States.

2. Consideration should be given by the Federal Government to the establish-
ment and increase of grants-in-aid to States to promote and expand services
to the aged.

Senator Ranporpa. Mr. Cohen, returning to your discussion, you
mentioned several times the effort at the community level in one phase
of this program or another.
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I remember when our Senate special subcommittee held hearings in
San Francisco, in October 1959, that those of us who were holding the
hearing there were impressed by what we learned concerning a home-
making or a homemalers service that was operating on very thin fi-
nancial base, yet doing a remarkable job by keeping older people
happy in their own homes. It was noted in the testimony received
that the cost of institutionalizing such persons would have been greater
than that of the homemakers service.

Now, the people there, I recall, wanted to have that service a part of
the local health effort. At least they felt it could be so placed on a
demonstration basis and I recall my agreement with Senator Mec-
Namara, who chaired the hearings, that some of the grants programs
established by Congress in this field might be applicable to this par-
ticular instance.

In fact, we suggested that that service apply to your Department
for a grant. Now, I am not sure what they did in this matter, but if
application was made by them it might be interesting to know how it
was processed, and what has followed in this specific case from its
inception until I asked you this question today ?

Mr. Couen. Let me say first, Senator, that I think that the whole
area of homemake services, home care programs, and visiting nurse
programs are programs which have the highest pI'iorit{' in the whole
field of organizing community services for aged people and for the
chronically ill. :

There are 106 communities in 38 States that have homemaker serv-
ice programs and the total number of aged usually in such programs
is 215.

Of these programs, 70 have been established since 1958. This siz-
able increase indicates how easily this type of program can be devel-
oped. I have here a tabulation, which you might like to insert in the
record of the homemaker programs and the home care programs in the
various States. I think this indicates that much more can be done
and under the community health facilities and services bill that I
referred to, a great acceleration of this can take place. I think it
would be a program that would have the very high regard.

I would like to put those in the record. I think they are very
illaminating, especially if you are going to have hearings out in the
communities. They will indicate what States have done already
and what States have not been doing enough. I am very sure more can
be done in the next 5 years in this whole field.

Let us take visiting nurse service. I think the potentiality of keep-
ing people in their own home, keeping them out of hospitals, by having
nurses visit them in their own homes has not yet been fully max-
imized. We have a record here of 300 communities with population
of 25,000 or over which have visiting nursing service but there are
still many communities that do not have such service, and I would
think that it would be very desirable if those communities could be
encouraged both by example and by financial help to do so.

For instance, in my own State of Michigan, there are 16 commu-
nities with a population of 25,000 or more which have these visiting
nurse services. I am sure many more could be started.

I know from my own participation in the aging groups there that
there are community nurses; that there are potentialities in the State
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of Michigan for expanding it much more, with leadership and funds
and I think Dr. Kent and I intend during this coming year with the
passage of this legislation to see that more effective action is taken on
this matter throughout the country.

To go back to your specific question on San Francisco, the proposal
for a homemaker services project was received by the Public Health
Service’s heart disease control program on June 26, 1961. It is re-
ceiving active consideration, including a site visit in San Francisco
by a member of the staff of the Long Term Illness Branch, for joint
support by these two programs. However, no final action can be
taken until the Congress approves the department’s 1962 fiscal year
appropriation which will provide operating funds for the Public
I{)ealth Service Division of Chronic Diseases.

I might add that such projects would undoubtedly fit in with the
proposed community health services bill that I have already men-
tioned.

Dr. Suerparp. Do we have any data about the relative cost per
unit of one type of health service versus another for instance, home
health service versus nursing home versus some other type?

Mr. Conex. Yes. As a matter of fact, you may like to have this
whole statement which deals with nursing homes, home health serv-
ices, home care programs, homemaker agencies.

It was prepared in connection with pending legislation. It de-
scribes the existing agencies and the cost of each of the components
with data by State. I would be glad to submit that if you would
like it.

Dr. Surprparp. Yes, we would.

(The statement referred to above follows:)

HosPITALS

General hospitals.—The State Hill-Burton planning agencies reported 695,000
general hospital beds of which 620,000 were rated as acceptable on the basis of
fire and health hazards (table A). To meet the objectives of the individual
State plans, approximately 158,000 additional beds are needed. The acceptable
beds plus the additional beds needed would provide a ratio of 4.4 beds per 1,000
population.

Chronic disease hospitals.—For chronic disease hospitals, the Hill-Burton
agencies report 56,000 beds of which 49,000 are rated as acceptable. Some 248,-
000 additional beds are needed for this type of facility which with the acceptable
beds would bring the total to 297,000 beds and a ratio of 1.7 per thousand popu-
lation (table B).

Participation by hospitals
Hospitals accredited by the Joint Commission on Acecreditation are as follows:

Hospitals Beds
Tot8] NUMIbBRT . - oo oo e e eee 6,927 672,161
Accredited . - .- e rececaee s 2,813 | . 524,65
Percent accredited . . 40.6 78.1

Hospitiils with less than 25 beds, however, are not accredited and some larger
hospitals elect not to apply for accreditation. Therefore, the Secretary is author-
ized to approve other hospitals that meet the standards specified in the act.

Costs of hospital care

The costs will vary frem hospital to hospital but will average about $30 per
day per patient. -
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NURSING HOMES

Availability of nursing homes
The Hill-Burton State planning agencies reported 326,000 nursing home beds
of which 181,000 are considered acceptable on the basis of fire and health haz-
ards. An additional 266,000 beds are needed which with the presently acceptable
beds will bring the ratio of beds to population to a desirable level (table C).

Participation by nursing homes ]

The number of acceptable beds (181,000) reported by the Hill-Burton agencies
is about the same as the number estimated by the Public Health Service to be
under the supervision of registered nurses, which is a requirement of the act.
Inasmuch as there is no national accreditation program in effect, a determination
will have to be made for each of the nursing homes to assure compliance with
the specifications. :

Costs of nursing home care .

As is the case for hospital care, the cost in nursing homes will vary from one
home to another. The range will probably be from less than $3 to more than
$13 a day with the average at about $10 a day.

R - A HOME HEALTH SERVICES

The types of agencies which arrange for home health services include commu-
nity nursing services, home care programs, and homemaker service agencies.

Public health nursing ) .

- In 1957, there were 8200 public health agencies that employed some 29,400
public health nurses (table D-1). Of these 3,500 were local agencies-——official,
combination (i.e., official and visiting nurse agencies), and nonofficial-—employ-
ing 18,000 public health nurses. Not all of these, however, give bedside care.

A 1959 study of visiting nurse associations and combination agencies which do
give bedside care, showed that 301 cities with population of 25,000 and over had
such agencies and 193 did not (table D-2). The charge for nursing visits
varies—for instance, in New York City it is $5 and in Detroit, $6.

Home-care programs

Only 45 communities now have home-care programs. The total number of
programs is 91 (table E). Of these, 93 are comprehensive programs providing
a wide range of services. These programs are intended to meet the needs of a
homebound patient who requires more than physician care. Such programs may
be administered by a bospital, visiting nurse association, health department, or
other agency. The Drogram centralizes responsibility for the administration
and coordination of a battery of services the patient needs.

Home-care programs, for the most part, have limited their services to needy
or very low income families. Their efficacy, however, has been widely demon-
strated and in recent years Blue Cross associations-have stimulated the develop-
ment of home care programs ii New York City, Detroit, Lyons County in Kan-
sas, Rochester, N.Y., and in Monteclair, Newark, and Orange, N.J. Inclusion of
home-care programs in the benefit package will, like the Blue Cross experience,
encourage other communities to develop programs.

The cost of home care varies from $4 to $7 per day depending upon the com-
prehensiveness of the services included.

Homemaker agencies.

One hundred and sixty-three communities in 38 States have homemaker
service programs (table F'). The total number of agencies with such programs
is 215, of which some 85 do not provide service to adult families. Of the 215
programs, 70 have been established since 1958. This sizable increase indicates
how much more easily this type of program can be developed than one which
must employ large numbers of professionally trained personnel.

Homemaker services are a substitute for the personal care and homekeeping
duties that adult family members would ordinarily perform if they were avail-
able and able to do them. Homemaker services in the health insurance program
will have two major functions: (1) providing personal care to ill and disabled
persons; and (2) helping “keep” the home during a period of illness. The per-
sonal care services which the homemakers can be trained to perform- include:
helping a patient practice exercises which the patient and homemaker have been
taught by the physician, visiting nurse, physical or speech therapist; helping a
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patient learn to walk with crutches; helping a patient with bath, care of mouth,
skin, and hair ; and preparing a regular or special diet.

The charges for homemaker service will vary from agency to agency as wage
scales differ in various parts of the country. In 2 programs which serve only
chronically ill and older persons the average number of hours per closed case are
100 and 92, respectively. Charges are $1.50 and $1.75 per hour, making an aver-
age cost per case (spell of illness) of $150 and $161. In a third agency, the
average number of hours is 150 and the charge $1.50 per hour or an average cost
per case of $225.

HOSPITAL AND MEDICAL FACILITIES IN THE UNITED STATES, -As OF JaN. 1, 1961,
ACCORDING TO STATE HOSPITAL PLANS APPROVED UNDER THE HOSPITAL AND
MEDICAL FACILITIES SURVEY AND CONSTRUCTION PROGRAM

TABLE A.—General hospital beds—Showing existing beds, additional need, and
total need, by States and regions

Existing beds Additional beds
needed
Total
State and socioeconomic Acceptable beds
region Non- Rate per | needed 2
Total Rate per | Bceept- Number K
: 1,0018 able ! popula-
Number popula- tion
tion

United States and possessions..| 694,696 | 619, 666 3.50 75,030 | 158,415 0.89 778,081
United States_ .cccemoccocccmaas 687,227 | 613,781 3.51 73,446 | 153,610 .88 767, 391
New England. . cceooooccmecnnen 41,112 34,335 3.42 6,777 10,779 1.07 45,114
Connectictt.. coceuaccccnee -—-8,600.]. .8,302 .3.49 |. 208. 633 .26 9,025
MaINe . ccoommcecceeen 4,006 2, 801 3.00 1,205 1,049 1.12 3, 850
Massachusetts. . coweooeaan 21,128 16, 681 3.40 4,447 7,612 1.55 24, 203
New Hampshire__ccoo..o 2,363 1,880 3.28 483 378 .66 2,258
Rhode Island.__ ... cevee..- 3,271 3,259 3.88 12 779 .93 4,038
Vermont .ceeocecoccccecaane 1,744 1,322 3.567 422 328 .89 1,650
Middle East- o ocoeomemannnn- .| 166,021 | 147,041 | 369 | 19,78 | 28,480 721 175,630
DelaWaT€ e oemaecccccaiecan 1,687 1,595 -3.58 92 412 .92 2,007
District of Columbia____._. 4,298 4,298 5.25 |-comcmo- 4,298
Maryland. oo 9,131 7,578 2. 55 1, 553 3,102 1.04 10, 680
New Jersey.- - cccocemcocoo 19, 490 18, 593 3.16 897 7, 1.26 26,021
New York_ _ oo 72, 574 64,307 3.01 8, 267 8, 583 .52 72,890
Pennsylvania. .. ..ccconno- 51, 520 43, 514 3.85 8,006 7,350 .65 50, 864
West Virginia. .-cocoaaoo-- 8,221 7,256 3.69 965 1,614 .82 8, 870
Southeast . ovooooccoicemaanas 120,573 | 114,514 3.19 15,059 43,797 1.22 158,311
Alabama. | 10,985 10, 138 3.20 847 1,843 .58 11,981
Arkansas ... 6, 591 5,869 3.39 722 1,652 .95 7,521
Florida.._. 16, 591 14, 426 3.09 2,165 6,611 1.41 21,037
GeOrEif . oo moeooociene 13,997 11, 360 3.02 2,637 5,592 1.48 16,952
Kentucky 10, 405 9,826 3.19 579 2,181 .71 12, 007
Louisiana____________.._... 12, 622 11, 906 3.79 716 2, 71 14, 144
Mississippdoac ool 8,117 6, 411 2.96 1,706 2,949 1.36 , 360
North Carolina_.__.._______ 16, 484 13, 522 3.4 2,962 7,898 1.77 21, 420
South Carolina__ . 7,639 6, 636 2.81 1,003 4,152 1.76 10,788
Tennessee_.___ 13, 388 11,968 3.4 1, 3,784 1.09 15,752
Virginia.___ ... ... 12,774 12, 452 3.2 322 4, 127 7,349
Southwest_ - eomoreeieanns 52,701 48,197 3.53 4,504 13,898 1.02 62,095
Arizona. oo 4, 866 4,356 3. 59 510 1,622 1.34 5,978
New Mexico. ... 2,957 2,579 3.02 378 1,183 1.39 3,762
Oklahoma. 9, 799 9, 417 4.20 382 905 .40 10,322

Texas 35,079 31,845 3.4 3,234 10,188 1.09 42,
3.57 17,744 38,053 .82 204, 089
3.34 8, 251 9,348 . 43, 267
2.61 2,386 6, 806 1.47 18, 868
3.01 1,302 2,678 .95 13,692
3.23 4,133 8,350 1.05 | 34,011
4. 55 548 1,100 .32 16, 553
4.32 1,085 877 .21 19,217
3.58 1,377 6,783 .72 40,118
4.06 682 2,111 .52 18,363

See footnotes at end of table.
75660—61—pt. 1——4
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TABLE A.—General hospital beds—Showing eristing beds, additional need, and
total need, by States and regions—Continued

Existing beds Additional beds
needed
State and socioeconomic Acceptable {2{{;‘
region Non- Rate per | needed 1
Total Rate per | accept- | Number | 1000
1, able 1 popula-
Number popula- tion
tion

Northwest_ .. _.________________ 39, 850 33,726 3.72 6, 124 8,025 0.89 41,751
Colorado.._________________ 6, 991 5,285 3.15 1, 706 2, 266 1.35 7, 551
Idaho. ... ___..____._ 2, 485 1,745 2.65 850 1.29 2, 595
Kansas______.____._._ 9, 381 7,697 3. 66 1,684 1,331 63 9,028
Montana_..__________ 3, 507 3, 4.84 208 387 57 3, 686
Nebraska. _.__.______ 6, 382 5, 945 4.12 437 709 49 6, 654
North Dakota. ______ 3,346 3,093 4.84 253 349 55 3,442
South Dakota____.___ 3,204 2,799 4.04 405 47 65 3,246
Utah_________________ 3,004 2, 501 2.90 503 1,416 1.64 3,917
Wyoming___.___.______._ __ 1, 550 1,362 4.41 188 270 87 1,632
Far West - _ oo cocmmacmimacee 73,290 69, 832 3.51 10, 569 53 80, 401
613 3.90 143 91 756
52,775 3.69 4, 905 34 57, 680
1,891 3.16 683 1.14 2,574
3.60 187 416 1.53 1,396
5,257 2.99 1, 589 1,823 1.04 7,080
8,316 3.01 8 2,599 94 10, 915
POsSSessSiONS - - - ocoioccenociaaian 7, 469 5,885 2,45 1,584 4, 805 2.00 10, 690
[ 11:) « s R, 161 161 413 |eomeaa o 13 174
Puerto Rico.. 7,174 5,590 2.39 1,584 4,792 2.05 10, 382
Virgin Islands 134 134 5. 58 - .- 134

1As classified by the State agencies on the basis of fire and health hazards.

2 According to ratios prescribed in the Public Health Service Act, as follows: General, 4.5 beds per 1,000
population (except 5 and 5.5 where State population density is from 6 to 12 per square mile or below 6 per
square mile), except where reduced by unassigned reserve beds.

TABLE B.—Chronic disease hospital beds—Showing existing beds, additional
need, and total need, by States and regions

Existing beds Additional beds Total beds
needed needed 2
Acceptable

State and socioeconomic Rate Rate

region Non- per per

Total Rate accept- | Num- 1,000 Num- 1,000

Num- per able ! ber popula- ber popula-
ber 1,000 tion tion
popula-
tion
United States and

POSSessions. .. —-...-. 55,671 | 49,609 0.28 6,062 | 247,543 1.40 | 297,152 |....__.._
United States. . ccoceeemcaeo- 55,249 243,128 1.39 | 202,351 |....._...
New England____.___.....__. 8,066 14,512 1.45 (| 19,485 [ oooenooo
Conneeticut.-veeeaeaaao 1,099 1.54 4,808 2.00
Maine.......... 180 1.93 1,870 2.00
Massachusetts. . 5,882 1.41 9, 808 2.00
New Hampsh - 1.00 577 1.00
Rhode Island. 5 .92 1,682 2.00
Vermont ... __|-coaoooo 2.00 740 2.00
Middle East_ _. ... 15, 851 1.11 | 59,508 |.........
Delaware. .. .ooameecae 750 .32 892 2.00
District of Columbia._._ 125 1.85 1.638 2.00
Maryland..__.._.__ 2,670 .10 2,971 1.00
New Jersey--. 515 .91 5,882 1.00
New York.._. 6, 538 1.61 | 32,894 2.00
Pennsylvania._ _ 4,347 .66 | 11,303 1.00
Wost Virginia. . ccaeooaae 90 1.54 3,028 2.00

See footnotes at end of table.
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TABLE B.—Chronic disease hospital beds—Showing existing beds, additional
need, and total need, by States and regions—Continued

Existing beds Additional beds Total beds
needed needed ?
Acceptable
State and socioeconomic Rate Rate
region Non- per per
Total Rate | accept- | Num- 1,000 Num- 1,000
Num- per able | ber popula- ber popula-
ber 1,000 tion tion
popula-
tion

6, 443 5, 794 1.69 | 66,52 |.........
180 180 1.94 6, 336 2.00
179 179 .90 1,733 1.00
935 716 1.85 9, 348 2.00
381 381 1.90 7,534 2.00
499 449 1.85 6, 160 2.00
523 523 1.83 6, 286 2.00
166 140 1.4 4,326 2.00
704 545 1.88 8, 2.00
189 189 1.92 4,726 2.00
Tennessee____.._........ 2,002 1, 807 52 195 1,676 .48 3,483 1.00
Virginia___________._____. 685 685 A8 4. 7,041 1.82 7,726 2.00
Southwest___________________ 2,457 2,169 .16 288 | 23,325 1.71 25,494 |......___
213 213 A8 s 2,211 1.82 2,424 2.00
519 519 L) S TN 1,616 1.89 2,135 2.50
650 575 .26 75 1, 666 .74 2,241 1.00
1,075 2 .09 213 | 17,832 1.91 18, 694 2.00
Central ... 12,137 11, 310 A4 827 77,111 1.66 | 88,421 {__.._.__...
Ilinois. . oo oo 3,900 3,702 .36 198 | 16,612 1.64 | 20,314 2.00
Indiana_ . 825 1.91 5 2.00
Towa_.._ 1.18 4,425 1.57
Michigan_ 1.80 15, 892 2.00
i .82 3,394 1.00
1.66 8,482 2.00
1.88 | 18,646 2.00
1.69 8,008 2.00
1.60 16,205 {.-o-._-.
1.93 3,354 2.00
1.94 1.318 2.00
1.91 4,208 2.00
1.65 1.364 2.00
1.05 2,082 1.44
1.84 1,278 2.00
B4 692 1.00
1.05 1,291 1.50
1.95 618 2.00
.44 16,676 |- oo.one.
PN LT 7 DN (RPN PRI AN SISO NUPUINS PRI NI E,
California_ . _....__....._ A8 |- 4, 600 .32 11, 439 .80
i .28 839 |ocemceeac|omeeenaan 169 .28
cmmefemm—————— 2.00 544 2.00
.38 80 1,097 .62 1,760 1.00
I (1 PR , 484 .90 2, 764 1.00
.18 36 4, 415 1.84 4,801 |.oeeao. .
- .- 77 1.97 77 2.00
.17 36 4,200 1.83 4,676 2.00
[ (R 48 2.00 48 2.00

1 As classified by the State agencies, on the basis of fire and health hazards.
2 According to ratios prescribed in thePublic Health Service Act, as follows: Chronic disease, 2 beds per
1,000 population; except that, by regulations this standard may be reduced to not less than 1 bed per 1,000

population where nursing home beds are planned in lieu thereof.

and combined planning levels for all long-term facilities, see footnote, table VI.

For summary of planning levels adopted,
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TABLE C.—Nursing homes—Showing ewxisting beds,. additional need, and total
need, by States and regions

Eixisting beds Additional beds Total beds
needed needed 2
Acceptable

State and socioeconomic Rate Rate

region Non- per per

Total Rate aceept- | Num- 1,000 Num- 1,000

Num- per able t ber popula- ber popula-
ber 1,000 tion tion
popula-
tion
United States and pos- -

I3 T0) (I, 325,790 | 181,065 1.02 | 144,725 | 265,883 1.50 | 446,948 | ... ...
United States......._._ 325,376 | 180,712 1.03 | 144, 664 | 263,823 1.51 | 444,535 (... _..._
NewEngland_. _.____________ 34,741 10,034 1.00 | 24,707 19, 622 1.96 | 29,656 [.____.___
Connecticut....._.__ 7, 886 6, 364 2.65 1,522 | eofeaeaas 6, 364 2,65
Maine.._...__. - 2, 502 26 .03 2,476 2,779 2.97 2, 805 3.00
Massachusetts. .| "19,165 1,052 .21 18,113 | 13,660 2.79 14,712 3.00
New Hampshire_ - , 242 479 .83 1,763 1, 663 2.88 2,142 3.71
Rhode Island._ - 1, 881 1,881 224§ _______. w642 .76 2, 523 3.00
Vermont__ . . _aceeo- 1,065 232 .63 833 878 2.37 1,110 3.00
Middle East___ ... ___.....__ 76,378 | 36,880 .93 | 39,498 |- 58,111 1.46 | 04,991 |.__....._
Delaware_.______________ 186 186 - 72 I, 260 .58 446 1.00
District of Columbia. - 1,307 1,287 1.57 20 1,170 1.43 2,457 3.00
Maryland_..____ - 4, 595 1,730 . 58 2,865 2,798 .94 4, 528 1.52
New Jersey -| 10,040 6, 603 1.12 3,437 16,133 2.74 | 22,736 3.87
New York. -| 40,279 18, 390 1.12} 21,889 20, 994 1.28 | 39,384 2.39
Pennsylvania____ _| 18,236 , 949 |- .61 11, 287 15, 657 1.39 | 22,606 2.00
West Virginia_ - 1,735 1,735 .88 | es 1,099 . 56 2, 834 1. 44
Southeast . - - ceceromacemoaas 31,727 | 25,813 .72 5914 ) 64,784 L8| 90,597 | ...
Alabama 905 762 .24 143 | - 4,339 1.37 5,101 1.61
Arkansas.... 3,197 2,086 1.20 1,111 4, 846 2.80 6, 932 4.00
Florida._._.. 6, 979 5, 905 1.26 1,074 7, 559 1.62 | 13,464 2.88
Georgia...._- 2,738 1,424 .38 1,314 8,987 2.39 | 10,411 2.76
Kentucky..- 1,699 1,167 .38 532 3,343 1.09 4,510 1. 46
Louisiana. .. 4,208 4,208 1.34 foemea o 5,221 1.66 9, 429 3.00
Mississippi---- 1,020 1,600 .74 329 2,726 1.26 4,326 2.00
North Carolina.. 1,017 1,017 -2 20 12, 339 2.77 13, 356 3.00
South Carolina.- 1,589 860 .36 729 5,247 2.22 6,107 2.58
Tennessee - 2,810 2,128 .61 682 8,321 2.39 | 10,449 3.00
* Virginia 4, 656 4, 656 121 feeeeo_o 1, 856 .48 6, 512 1.69
20, 221 17,147 1.26 3,074 | 23,107 1.69 |- 40,254 |._.._.._.
569 569 AT |eea - .53 1,212 1.00
602 516 .60 86 1, 521 1.78 2,037 2,39
8, 553 7,928 3.54 6 1,036 .46 8, 964 4.00
10, 497 8,134 .87 2,363 19, 907 2.13 | 28,041 3.00
101,811 44,192 .95 | -57,618 | 68,332 1.47 | 112,524 | __.___
24, 486 4,386 .43 | 20,100 | 23,778 2.34 | 28,164 2.77
9,178 1,304 .28 7,874 3, 881 .84 5,185 1.12
8,634 2,086 .74 6, 548 6, 522 2.31 8, 608 3.05
9,315 4,733 .60 4, 582 11,291 1.42 16, 024 2.02
10, 974 8,774 2.59 2,200 , 802 1.41 13, 576 4.00
15,136 8,618 2.03 6, 518 3,025 .71 11, 643 2.75
15, 501 9,077 .97 6, 514 8, .88 17,312 1.85
8, 4 5,214 1.30 3, 6, 798 1.70 12,012 3.00

See footnotes at end of table.
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TaBLE C.—Nursing homes—Showing existing beds, additional need, and total
need, by States and regions—Continued

Existing beds Additional beds Total beds
needed needed ?
. . Acceptable

State'and socioeconomic Rate Rate

region Non- per per

Total Rate | accept- | Num- 1,000 Num- 1,000

Num- per able t ber popula- ber popula-
ber 1,000 tion tion
popula-
tion

NOrthWest .o ovoeocccaanae 14,133 | 7,829 0.86 | 6,304 | 13,888 1.53 | 21,747 |aceeenann
Colorado. ..o oooooeeeee. 4,7171 1,803 1.08| 2009 | 3,223 1.92| 5,031 3.00
Idaho__._. 1,574 519 .79 1,055 918 1.39 1,437 2.18
ansas... 765 380 .18 385 3,828 1.82 4,208 2.00
Montana. 1,011 699 1.02 312 1,026 1. 50 1,725 2.53
Nebraska.__ 1,668 867 .60 801 2,152 1.49 3,020 2.09
North Dako .99 205 310 .49 941 1.47
1.01 345 1,020 1.47 1,720 2.49
2.43 |ccceeaoo- 612 .71 2,708 3.14
.42 201 798 2.58 927 3.00
1.95 7,548 | 15,979 .80 { 64,796 [-aceee-na
2.24 15 264 1.68 615 3.92
172 Jeacacaaa 9, 682 .68 | 34,316 2.40
.43 343 1,373 2.29 1,628 2.72
1.18 154 495 1.82 816 3.00
1.75 3,042 3,955 2.25 7,040 4.00
3.68 3,994 210 .08 | 10,381 3.78
.15 61 2, 060 .86 2,413 feeieeanas
.......... 39 1.00 39 1.00
Puerto Rico 414 353 .15 61 1,985 .85 2,338 1.00
Virgin Islands_.._.._.... I RSO FY PR 36 1.50 36 1.50

1 As classified by the State agencies, on the basis of fire and health hazards.
? According to standards prescribed by regulations, under the Public Health Service Act, as follows:
Not less than 1 bed per 1,000 population, and not more than 3 beds per 1,000 population, at the option of
the State; or not to exceed 4 beds per 1,000 population, provided the total of nursing home beds and chronic
diseases bed planned does not exceed 5 beds per 1,000 population, except where reduced by unassigned

pool beds.
Present planning levels vary as follows:

Beds per 1,000 population

Number of States

Nursing

homes

Chronic
disease

All long-
term
care

0.50800.99. e --

1.00 to 1.49

1.50 to 1.99._ - -
2.00 to 2.49

2.50 to 2.99

3.00 to 3.49

3.50 to 3.99_ ...

4.00 to 4.49

4.50 to 4.99

5.00 to 5.50. .
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TaBLE D-1.—Number of employing agencies and nurses employed for pubdlic
health work as of Jan. 1 of years 1953, 1955, and 1957 *

Agencies Nurses employed
Type of agency
1953 1955 1957 1953 1955 1957
TOtal. e e e cmmann 8,171 8,370 | 8,181 | 25,990 (227,112 | 229,396
State agencie. 92 101 104 1, 355 1, 466 1,615
Local official fes.._____ 2,813 2,729 2,644 | 12,476 | 12,119 12, 605
Local combination services.....o.oo oo ... ® 95 97 3 978 967

Local boards of education._.

@
4,021 | 4,440 | 4,462 | 6,860 | 7,807 9,378
Local nonofficial agencies. . .- 946

965 807 | 4,512 | 4,219 4,122

Schoolsof nursing4_.___._.________ 172 (*) ®) 217 *) ®)
Colleges and universities (nonnursing) 72 ) ® 87 Q] Q]
Federal agencies, national organizations, and univer-

sities®__._. 55 40 67 483 523 709

I Includes agencies and public health nurses employed in the United States, Alaska, Hawaii, Puerto
Rico, and the Virgin Islands; excludes nurses employed by industry.

2 Includes those employed as clinic nurses in public health agencies.

3 Included in local official agencies.

¢ Includes full-time public health nurses employed by schools of nursing for integration of social and
health concepts in basic curricula.

¢ Data not collected.

¢ Includes universities offering programs in public health nursing approved by the National League for
Nursing and Schools of Public Health. Also includes American Nurses’ Association for 1955 and 1957,
American Red Cross, Army Nurse Corps, Bureau of Indian Affairs for 1953 and 1955, Children’s Bureau,
Institute of Inter-American Affairs for 1953, National League for Nursing, Public Health Service, and
Veterans’ Administration.

Source: U.S. Department of Health, Education, and Welfare, Public Health Service, Bureau of State
Services, Division of General Health Services, Public Health Nursing Branch, 1957.
American Nurses’ Association, ‘‘ Facts About Nursing,”” New York, 1960, p. 27.

TABLE D-2.—Cities with population of 25,000 and over having visiting nurse or
combination agencies

Number of Number of
State: commaunities | State—Continued communities
Total 301 Missouri. oo 4
[ Montana
Alabama_________________.__ 2 Nebraska .o
Alaska____________________ _____ Nevada o _______
Arizona_____ 2 New Hampshire
Arkansas__—.-._ 2 New Jersey e cee_
California_________________ 25 New MexicOooo_________
Colorado_ .. ___________ 3 New York_ oo _______
Connecticut______ - 21 North Carolina
Delaware__ . _____ 1 North Dakota______________ _____
District of Columbia________ 1 Ohio_ ——— 17
Florida.___________ 11 Oklahoma_ .. ____________ 2
Georgia 1 Oregon.. oo ____ 1
Hawaii N . Pennsylvania________.______ 21
Idaho 1 Rhode Island _ 6
INlinois - 14 South Carolina____________ 3
Indiana___________________ 13 South Dakota_ - ________ _.___
Towa - - 11 Tennessee .o 2
Kansas - 3 Texas._ - 4
Kentueky_ . ______ 2 Utaho o ___ 1
Louisiana - . 1 Vermont_____ .. __________ 1
Maine_ o ____ 2 Virginia. . _____ 4
Maryland__________ - 1 ‘Washington___.____________ 6
Massachusetts_______ - 30 West Virginia_ 2
Michigan__________________ 16 Wisconsin_________________ 14
Minnesota. .o oo o 3 Wyoming ____ . ______.__ _.__.

Mississippi- o ____ ____.
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TasLE E.—Home care programs, July 1961

State

Number Administration
Commu- Visiting Health
nities Programs | Hospitals |[Nurse Asso-] Depart- Other
ciation ment

California.
Colorado..
Connecticut.
Delaware

District of Columbia......

Kentucky.
Louisiana.

New Hampshire
New Jersey.

Pennsylvania
Rhode Island
South Carolina...

South Dakota. .. cececoeaaaoo

Virginia. ..
Washington.
West Virgini
Wisconsin. .
‘Wyoming.

Pt ot b bk ok Bt ot
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TasLE F.—Homemaker agencies, July 1961

State Com- | Agencies| Home- State Com- | Agencies| Home-
munities makers munities makers
163 215 2,282 || Mississippi 11 11 12
Missouri... 5 10 64
______________________________ Montana. . 3 3 3
______________________________ Nebraska.__ 2 2 15
1 1 3 || Nevada..cceuaeoaaas - .
1 1 3 || New Hampshire_.. 4 4 120
10 13 115 || New Jersey...-..-- 18 18 1460
9 12 22 || New Mexico - coooo|emmemmmman]amamcamca oo
9 11 170 || New York._ 11 22 469
1 1 2 | North Carolin: 15 17 41
North Dakota._ .| e eaamcaafeacmaaaaa
1 2 24 || Ohio.o.._.__ 7 11 227
4 5 10 || Oklahoma. 1 1 3
2 3 18 || Oregon.____ 1 1 4
1 1 3 || Pennsylvania 8 13 91
- - I . Rhode Island...... 2 2 14
2 6 126 || South Carolina. .. |cucocmnoo|mmmmacaao|cmacamaaaae
3 5 25 || South Dakota_ ... - -
Towa [N R SO RN 2
2 2 5 4
2 2 11
1 1 5
1 1 8
1 1 21
5 7 1143
4 5 57
Minnesota..- 4 4 60
1t Estimated.

Senator RanporpH. Mr. Cohen, many of us have supported the
President’s program for financing health care to the aged through
social security and as an alternative to that program at the present
time, we have the legislation which was enacted into law under the
popular name of the Kerr-Mills Act. :

There were those who felt it was at least partially the answer, but
we also noted that the program failed to enlist the participation of
the persons who were becoming aged. Finally, the criticism was made
that the State governments would be called upon to appropriate sums
of money, sometimes higher sums, sometimes lower sums, that would
limit the ability of State governments to participate in the program.
I think, with reference to West Virginia, I can truthfully state that
this program has placed an enormous burden upon our financial
structure.

Now, we have had about a year of experience, I believe, in admin-
istering the Kerr-Mills Act, and I wonder if you would care to com-
ment on the experience which you have had related to the fiscal re-
sponsibilities. You might mention what the impact is on the Federal
Treasury under the present program in comparison to what might be
anticipated if the social security method of financing were substituted.

Would you comment in your own way on it?

Mr. CouEN. First, Senator, because the program has changed con-
tinually, I brought along a summary of what the situation is in the
States as of August 21. I also have an up-to-date analysis of the
various provisions of the State programs in this area which I would
be glad to put in the record.

(The information is as follows:)
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SUMMARY INFORMATION ON NEW PROGRAM OF MEDICAL ASSISTANCE FOR THE AGED

The program of medical assistance for the aged was added to the old-age
assistance title of the Social Security Act, effective October 1, 1960. The purpose
of the legislation is to encourage States to establish programs of medical assist-
ance to aged people who, generally, have sufficient income to meet their needs
except for medical care. The program operates within the broad framework of
the old-age assistance program, but it is intended to serve a group of persons
who are less needy than those eligible for QOAA. However, it must be admin-
istered by the same agency that administers old-age assistance.

The States have considerable latitude in deciding the scope of the program,
with regard to both the definition of persons eligible and the kind and extent of
services to be provided. However, if a State decides to have such a program, it
may not set an age limit of more than 65 years, a citizenship requirement which
excludes any citizen of the United States, or a durational residence requirement.
Nor may it impose a lien against the property of any individual prior to his
death on account of medical assistance properly paid in his behalf nor require
recovery from his estate until after the death of the surviving spouse, if any.

In addition, there must be a provision that no enrollment fee, premium, or
similar charge will be imposed as a condition of eligibility by the agency which
administers MAA. This does not mean insurance premiums. There is specific
provision in the statute for Federal financial participation in expenditures “for
insurance premiums for medical or any other type of remedial care or the cost
thereof” paid as medical assistance in behalf of eligible individuals.

In defining the content of medical care to be provided by a State for MAA,
the Federal act requires that there be come institutional and some noninstitu-
tional care. The Federal Government participates, according to a specified
formula, in amounts paid in behalf of eligible recipients, that is, payments to
suppliers of medical or remedial care. The program does not include amounts
paid directly to recipients.

In time, full characteristics of the States’ programs of medical assistance for
the aged will be developed and published. At present, the information most in
demand is that relating to (1) the States’ definition of financial eligibility in
terms of permissible limits on income and assets, and (2) the scope and content
of medical care encompassed in the plan. To meet this immediate need, the fol-
lowing characteristics have been developed. The information is taken from the
State plans as approved for Federal financial participation, but the entries have
not been discussed with the States. The data are subject to change, as State
plans are amended from time to time.

MEDICAL ASSISTANCE FOR THE AGED—--SELECTED
CHARACTERISTICS

KENTUCKY (AMENDED)
Effective January 1, 1961—Department of Economic Security

I. FINANCIAL ELIGIBILITY
A, Imcome * .

Maximum annual gross income for single person, $1,200; for applicant and
spouse, $1,800. (Special procedure for determining income from self-employ-
ment or farming operations.)

B. Asgets

1. Real property.—Homestead is exempf. Non-income-producing rear prop-
erty other than the home is limited to $5,000. Real property which is producing
income is taken into consideration from the standpoint of income derived.

2. Personal property * (defired as “cash on hand, money in the bank, stocks,
bonds, and other resources that can be converted into liquid assets,” excluding
cash surrender value of life insurance).—Limited to $750 for single person,
$1,000 for applicant and spouse. Cash surrender value of life insurance is lim-
ited to $3,000. Excluded from consideration as personal property is tangible
personal property not listed above.

Availability of health insurance is to be determined.

*Revisions effective June 1, 1961.
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C. Financial eligibility
Exists for a 12-month period, subject to reinvestigation. Person is issued
an identification card, which is to be reissued periodically.

II. MEDICAL CARE PROVIDED
A. Institutional care
Hospital care *—For “acute, emergency, and life-endangering illness * * *
requiring admission to the hospital”; available in the hospitals licensed under
the laws of the State which elect to participate in the plan, signifying such
election by a written agreement. Limited to 6 days per admission.

B. Noninstitutional care

Physicians’ services.*—Home and office calls limited to two visits per month per
patient. ($3 office; $5 home.)

Dental services.*—For relief of pain and treatment of acute infections—up to
a maximum of $16 per recipient per calendar month and limited to $48 per
recipient per annum.

Drugs.*—According to established list and fee schedules.

MARYLAND

Effective June 1, 1961—State department of public welfare

I. FINANCIAL ELIGIBILITY
A. Income

Regular income not to exceed (1) in 6 larger counties—single person, $1,140;
applicant with 1 dependent, $1,560; (2) in 18 other counties—single person,
$1,080; applicant with 1 dependent, $1,500. Income scale rises with number
of persons dependent upon applicant. Income includes that of spouse living
with applicant and of any other person claimed as a dependent. Scale for
value of income in kind is provided.

B. Assets

Real property.—Home is exempt; real property other than the home is in-
cluded with the other resources convertible to cash.

Personal property.—Resources convertible to cash (savings, insurance, real
property other than the home, ete.) may not exceed (1) $300 if it is in addition
to the regular monthly income or (2) $2,500 cash value if it “represents the
only resource for regular living expenses.”

A person is ineligible who has any insurance or other benefit, the terms of
which provide for payment for the medical care items included in the plan.

C. Determination of financial eligibility

On the basis of the certificate of the department of public welfare, the health
department issues a medical care card valid for 1 year. Reinvestigation and
recertification are then made.

II. MEDICAL CARE PROVIDED
A. Institutional care

1. General hospital care.

B. Nowninstitutional care

. Physicians’ services in home, office, or clinic.

. Special medical care clinics.

Laboratory services.

X-rays.

. Minor surgery in private office facility or accident room.

Drugs and limited medical supplies when prescribed by a physician.

. Restorative dental care.

. Prescribed eyeglasses for patients who have had a cataract operation.

00 =1 O T B0 PO =

*Revision effective June 1, 1961.
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MASSACHUSETTS
Effective October 1960—Department of Public Welfare

1. FINANCIAL ELIGIBILITY

Group 1.—“For persons in licensed nursing homes, licensed chronic hospitals,
and public medical institutions * * * or persons needing such care,” with defined
exceptions.

A. Income

1. For persons having need of a place of residence apart from a licensed
chronic hospital, nursing home, etc., there shall be excluded from consideration—
(a) $150 a month if unmarried, or if married and the applicant is the hus-
band;
(b) $225 a month combined income of husband and wife, if married and
the applicant is the wife.

All other income is taken into consideration in determining need for medical
assistance for the aged.

2. For person having no need of a place of residence apart from a licensed
chronic hospital, nursing home, etc., the amount of income and resources * * *
shall be determined by rule and regulation of the department. The first $15 of
any monthly income shall be retained by the recipient for personal needs.

B. Assets
1. Real property.—Real estate used as a home does not disqualify ; ownership
of any interest in other real estate disqualifies.
2. Personal property (includes bank deposits, securities, cash on hand, and
similar assets ; excludes cash surrender value of insurance).—Maximums are:
(a) $2,000 if person is unmarried, or if married and applicant is the
husband ;
(b) $3,000 if married and the applicant is the wife, includes the com-
bined ownership of husband and wife.
Group 2.—The eligibility of other persons “whose income and resources are
insufficient to meet the costs, of necessary medical services” shall be deter-
mined by the rules and regulations of the department of public welfare.

II. MEDICAL CARE PROVIDED
A. Institutional care

1. Inpatient hospital services.
2. Skilled nursing-home services.

B. Noninstitutional care

. Physicians’ services.

Outpatient hospital or clinic services.

Home heualth care services.

Private duty nursing services.

Physical therapy and related services.

Dental services.

Laboratory and X-ray services.

. Prescribed drugs.

. Byeglasses, dentures, and prosthetic devices as prescribed.
10. Diagnostic screening and preventive services.
11. Any other medical or remedial care recognized under the law of the Com-

monwealth and in accordance with the department medical plan.

©OND S I

MicHIGAN (Law AMENDED EFFECTIVE JULY 1, 1961)
Effective October 1, 1960—State Department of Social Welfare

I. FINANCIAL ELIGIBILITY
A. Income

Maximum annual income for single person (unmarried or not living with
spouse) is $1,500; if married and living with spouse, not more than $2,500,
including the annual income of the spouse. “Income” must include contribu-
tions which son, daughter, or estranged spouse should be making to applicant,
according to agency standards or court determination, except that such con-
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tributions are not included in computing income during first 30 days of each
separate period recipient is hospitalized.

B. Agsets

1. Real property.—Value of property used as a home is excluded. Value of
other real property must be included in limits on marketable assets specified
below.

2. Personal property, i.e., “liquid or marketable assets.”—May be held with
value of not more than $1,500 for single person, $2,000 for married applicant
and spouse. Excluded in making this determination are clothing and house-
hold effects, cash surrender value (not value of matured policies) of life insur-
ance, and not to exceed $1,000 of fair market value of personal property used in
earning income. All other property, real and personal, must be evaluated in
determining eligibility under the $1,500 or $2,000 limitation specified.

II. MEDICAL CARE PROVIDED
A. Institutional care

1. Hospital inpatient care.—Not to exceed services furnished under Blue Cross
(M-75) as of September 1, 1960.

2. Nursing home care—For a maximum of 90 days within any 12-month
beriod for persons entering a nursing home within 80 days following hospitaliza-
tion for acute illness.

B. Noninstitutionel care

3. Physicians’ services.—Not to exceed those services furnished by Michigan
Medical Service under Blue Shield plan as of September 1, 1960; may be in
office, medical care facility, or in outpatient clinic of approved hospital (no
home calls) ; limited to emergency treatment and specified tests.

4. Home nursing

NEW YORK

Effective April 1, 1961—Department of Social Welfare
I. FINANCIAL ELIGIBILITY

All income and resources shall be deemed available to meet costs of medical
care except as indicated below:

A. Income

1. In mediecal or nursing institutions for chronic care: Up to $10 & month for
personal care items; annual premiums for health insurance policy up to $150
for single recipient or $250 for married recipient if policy covers spouse; if
married, up to $1,800 a year for support of spouse, including any income of
spouse.

2. Not in facility for chronic care: $1,800 for single applicant; $2,600 for
married applicant living with spouse: health insurance policy premiums up to
$150 per year for single recipient or $250 if married and policy includes spouse.
(See Reserves, below.)

B. Assets

Real property.—Home is exempt ; other real property not used as home must
be utilized to apply to costs of care.

Personal property.—Clothing and household effects are exempt ; may have life
insurance with cash surrender value of not more than $500 (single person or
couple). Insurance in excess of this amount and nonessential personal prop-
erty must be utilized.

Cash reserve permitted for person not living in a medical facility: $900 for
single person or $1,300 for married couple. If value of nonhome real estate,
nonessential personal property, and excess insurance together with cash or
liquid assets does not exceed this reserve limit, such resources need not be
utilized and applied to costs of care.
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II. MEDICAL CARE PROVIDED
A. Institutional care

1. Hospital inpatient services.

2. Nursing home services.

B. Noninstitutional care

(Not as extensive as provided for OAA.)
1. Physicians’ services (M.D. and doctors of osteopathy only; services of
dentists, podiatrists, and optometrists are not included in the MAA program).
. Nursing services.
. Outpatient hospital or clinical services.
Drugs.
. Home health care.
. Prosthetic appliances.
. Physical therapy.

NS TR N

OKLAHOMA
Effective October 1960—Department of Public Welfare
I. FINANCIAL ELIGIBILITY

A. Income (as emended April 18, 1961)

Maximum for single person, $1,500 annual income; for man and wife, $2,000
annual income.

B. Assets (as amended June 1961)

Real property—May have equity of $8,000 in home owned and occupied as
home (urban includes necessary lots; rural includes up to 40 acres of land).
Equity above this amount is considered among “Other resources”. Home to
which recipient or spouse has no feasible plans to return is no longer “con-
sidered an exemption.”

Personal property.—

(a) Insurance: Single person, cash value.of first $1,000 face value; married,
cash value of first $2,000 face value ; married, living together, and have separate
policies, cash value of first $1,000 face value for each.

(b) Equity in tools with which he earns a living, up to $1,500.

(¢) Equity in small.business which he operates, up to $2,500, including build-
ing, ground, equipment, and invoice of stock.

(d) “Other resources’ (cash, stocks, bonds, notes, mortgages, automobiles,
excess of value of items listed in (a) and (b) above, excess equity of home, or
property of any kind which can be made available for the use of recipient or
spouse) limited to $700 for single person, $1,000 for married ¢ouple.

II. MEDICAL CARE PROVIDED
A. Institutional care

1. General hospital care—For life-endangering or sight-endangering condi-
tions; not to exceed 21 days per single admission ; provision for readmission
for defined conditions within 10 days after discharge, up to total of 6 months in
any 12-month period.

2. Nursing care in nursing home—~—Up to 6 months in a 12-month period.
B. Noninstitutional care

1. Physicians’ services in home of patient approved for nursing care in own
home ; 2 visits per month. )

2. Nursing care in own home for “bedfast or chairfast patients * * *”;

3. Diagnostic services to determine need of nursing care tnd physician’s serv-
ices in patient’s home;

4. Out-patient therapeutic radiology, prescribed while patient was in the
hospital ; -

5. Ambulance, under defined conditions;

6. Blood banks, use of under specified limitations : .

7. Services of dentists or oral surgeons “for services performed in a licensed
general hospital when a patient is admitted for life-endangering conditions in-
volving fractures. infections, or tumors of the mouth.”
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PuerTo RICo

Effective October 1960—Division of Public Welfare, Department of Health

I. FINANCIAL ELIGIBILITY
A. Income

Individual annual income and available resources may not exceed maximum
of $1,500.
B. Assets (as amended April 5, 1961)

Real property—Home where applicant resides is excluded from consideration.
Value of other real property is taken into account.

Personal property.—Loan value of life insurance and any other available
resources will be taken into account.

An applicant’s “membership in such organizations as Blue Cross, Blue Shield,
*® * * State retirement or compensation systems, purchase of health insurance
of any appropriate type, his right to veterans’ benefits, etc., shall make him
ineligible for participation in this plan.”
C. Financial eligibility

Is certified to by the division of public welfare upon evaluation of the ap-
plicant’s statement concerning his “annual income and available resources and
his status with regard to health insurance or membership in orga.nizations
which provide medical care or the payment thereof.” Certification is for pe-
riod of 1 year, subject to renewal on the basis of a new statement from the
applicant. Identification card good for 1 year is issued.

II, MEDICAL CARE PROVIDED

Care and services are provided through the Commonwealth and municipal
government systems of medical care and hospital facilities, several private
nonprofit medical institutions under contract. The content of medical care
is the same as for old-age assistance.

A. Ingtitutional care

1. Total hospital care, including physician’s services and drugs and appliances
as prescribed.

2. Nursing home services where available.

B. Nowinstitutional care

1. Outpatient hospital and dispensary systems, including physician’s and
ancillary services, prescribed drugs and appllances

2. Physical therapy and related serwces, dental care, laboratory and X-ray
services, and preventive medical care services.

3. Diagnosis and treatment of tuberculosis and psychosis in medical institu-
tions, with Federal matching claimed for 42 days after such diagnosis.

VIRGIN ISLANDS
Effective January 1961—Insular Department of Social Welfare

I. FINANCIAL ELIGIBILITY
A. Income
Current continuing gross income of $1,200 a year or less for individual ; twice
this amount for married couple living together.

B. Assets
Real property.—Property owned and occupied as a home not considered.
Personal property.—Liquid assets which can be easily convertible are limited
to not more than $1,200; including savings, Government bonds, health insurance,
Government entitlement such as veterans’ medical services, etc.

C. Financial eligibility

Is determined by the department of social welfare which certifies to the de-
partment of health that applicant is eligible for medical care. Applicant re-
ceives identification card which remains in effect as long as he is eligible, sub-
ject to annual or earlier reinvestigation.
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II. MEDICAL CARE PROVIDED

Medical care must be prescribed by a physician or dentist of the department
of health. All care except home visits of physician will be given at facilities of
the department of health.

A. Institutional care

Inpatient hospital care, surgical and laboratory services, private duty nursing
when prescribed as “critically necessary.”

B. Noninstitutional care
1. Home care, including home visits by private physicians;
2, Drugs; and
3. Prosthetic appliances except glasses.

. WASHINGTON
Effective October 1, 1960—State Department of Public Assistance

I. FINANCIAL ELIGIBILITY
A. Income .

Limited to “net income regularly and predictably received by the applicant
and his spouse, the combined dollar value of which is * * * insufficient to meet
his medical expenses (whole or in part) plus his basic and special requirements,
contractual obligations essential to his maintenance, and basic and special re-
quirements of his legal dependents as measured by the department standards
of assistance.”

B. Assets

Real property—Home used by the applicant or his legal dependents, together
with a reasonable amount of property surrounding and contiguous thereto is
exempt from consideration as an available asset.

Personal property.—All other resources and liquid assets (with exceptions
listed below), including any combination, are considered to determine the ex-
tent to which they may be utilized for planning for payment of required medical
care. Medical insurance in force and effect at the time of application and any
potential compensation for injury must be utilized to the fullest extent.

Exempt from consideration as personal property are: household furnishings
and personal clothing, cash surrender value of life insurance not to exceed $500,
one automobile owned by applicant or spouse “which is used and useful”, and
personal property “which is used and useful or * * * has great sentimental
value.”

II. MEDICAL CARE PROVIDED

All medical care is limited to conditions currently endangering life or a medi-
cal condition which, if not immediately treated, would necessitate extended
hospitalization and/or surgery. In specified emergencies excepticns to these
limitations are permitted. The following services may be given, when author-
ized, by vendors participating in the program:

A. Institutional care

1. Hospitalization and related medical services, all needed while so hospital-
ized. Outpatient clinic care available at county hospitals or at others if “emer-
gency presently endangering life.”

2. Nursing home care.

B. Noninstitutional care

1. Physicians’ services, in home or office, for conditions such as heart, dia-
betes, and others which are subject to the general limitation given above;

2. Dental care for relief of pain only;

b3. Drugs and pharmaceutical supplies, subject to general limitation given
above;

%: Atmbulance if other transportation cannot be used without hardship to the
patient.
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WEST VIRGINIA

Effective October 1960—Department of Public Assistance

I. FINANCIAL ELIGIBILITY
A. Income

For single individual, $1,500 or less per year; person married and living with
spouse, combined income of both is $3,000 or less. Income includes contribu-
tions received from relatives.

B, Assets (as amended January 30, 1961)

Real property—Homestead or property on which applicant resides and other
real property is excluded from liquid or marketable assets.

Personal property.—Or other liquid or marketable assets limited to value of
85,000 for single person or $7,500 for combined assets of husband and wife.
Excluded are clothing, jewelry, and household effects; livestock, farm machin-
ery, and other vehicles; and cash surrender value of life insurance (limit to
be set).

Membership in insurance plan and eligibility for payment of medical services
from other agencies and organizations such as Veterans’ Administration, Work-
man’s Compensatlon, United Mine Workers of America must be taken into ac-
count in determining whether MAA will assume all or part of the cost of medx-
cal services needed or received.

C. Financial eligidbility

May be determined at a point before applicant needs medical services; con-
tinues in effect for maximum period of 1 year, subject to reinvestigation.

II. MEDICAL CARE PROVIDED

Includes all the medical services available to recipients of old-age assistance as
of October 5, 1960, including payment for drugs for specified chronic illnesses
(such as diabetes, heart conditions, terminal cancer).

A. Institutional care

Hospitalization, for acute illnesses, immediate surgery, and dlagnostlc services;
may be more extensive if medical service for other conditions will increase per-
son’s capacity for self-care or self-support. Limited to 30 days annually.

Nursing home care, after hospitalization or if such care would prevent need
for hospital care; 11m1ted to acute conditions and must be prescribed by physician
as part of the treatment for that condition.

B. Noninstitutional care

1. Physicians’ services, for acute illnesses.

2. Drugs, for acute illnesses and specified chronic illnesses.

3. Ambulance services.

4. Dental services, for emergency extractions and treatment.

Speciarn. MoNTHLY REPORT, JULY-AUGUST 1961
STATES’ USE OF ADDITIONAL FUNDS FOR OLD-AGE ASSISTANCE MEDICAL CARE

A. States making vendor payment before September 1960 for medical care costs
of old-age assistance recipients—}3 States
1. Extent of coverage or content of services for OAA 'has been improved from
level of September 1960—21 States:

Arkansas Maine Tennessee
California : Maryland Utah

District of Columbia Michigan . Vermont
Florida Missouri Virginia
Idaho Nevada Virgin Islands
Iowa New Mezxico Washington
Louisiana Oklahoma West Virginia

2. Have expanded or will expand coverage to medically, indigent aged not in
need of money payment in OAA—three States: Indiana (effective January
19562), North Caroiina (effective May 1561), Obhio {effective November 1960) .}

1 Also expanded coverage and content of services for OAA.
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8. No substantive change in scope of State’s plan provisions from level of
September 1960-—18 States:

Colorado Minnesota : Oregon
Connecticut Montana Pennsylvania
Hawaii Nebraska Rhode Island
Illinois New Hampshire South Carolina
Kansas New York ‘Wisconsin
Massachusetts * North Dakota Wyoming

4. Legislation needed to enable State to take full advantage of funds avail-
able—one State: New Jersey, bill introduced ; summer recess began June 2.

B, States not making vendor payments for costs of medical care in OAA before
September 1960—11 States
1. New provisions for vendor payment in operation—five States:
Alabama : effective November 1960.
Kentucky : legislation in 1960, effective January 1961.
Mississippi: effective April 1, 1961.
Puerto Rico : effective October 1960.
South Dakota: Appropriation made, effective July 1961 (in operation
August 1, 1961).
Stg'telsq'ave authority for vendor payments, but program not yet in operation—two
Georgia : Enacted 1961 ; no funds available; expect to begin January 1962.
19glexas: Enacted 1961; appropriation made; effective probably September
3. Need legislation for making vendor payments—four States:
In session: Delaware.
Adjourned : Alaska, Arizona, Guam.

Mr. Couen. The Kerr-Mills bill, of course, is the law of the land
as enacted by the Congress last year and the Department is making
every effort to cooperate with the States and the professional groups
that are involved in implementing this law,

Of course, as you indicated, it 1s up to the States to take advantage
of this option. It is not a requirement that the States do this. It
is entirely optional and each State has to decide how much money it
wants to allocate for this particular purpose among the total fiscal
needs that it has for roads and other services of government.

A number of States have adopted programs but, on the whole, these
programs are rather limited. I think the States, themselves, have
been concerned about two factors, one, what the financial burden is
that they have to bear under this program and, secondly, the adminis-
trative responsibilities that they would have in carrying it out.

On the whole, only two of the States have anything in the neigh-
borhood of a comprehensive program and even then they have some
limitations because they feel that they want to get a little more expe-
rience, I believe, as to what the costs are.

As I pointed out here, with hospital costs continuing to rise on the
average of about 7 percent per year, it is reasonable to understand
why. States are reluctant to undertake a heavy financial burden out
of general revenues when they are so heavily pressed for education,
roads, and other community services.

However, I would expect that a number of other States would
adopt this program. The American Medical Association has been
supporting the development of these programs in the States, and we
have an advisory council at the national level of professional people

? Nursing home care withdrawn from scope of OAA and assigned to MAA.

Source : Department of Health, Education, and Welfare, Social Security Administration,
Bureau of Public Assistance, Division of Program Operatons.

75660—61—pt. 1 5
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who are helping to implement it, and I would think that we would -
see & number of the State legislatures that would adopt it, let us say,
in the next year.

T would think that—in fact, I would say categorically—that even
though a bill like the health insurance for the aged is passed, you will
need some kind of an assistance program to take care of two problems
in this country—(1) the people who are not covered under any insur-
ance program and (2) the scope of medical benefits not covered under
any such program. So it is imperative to an insurance program for
health benefits to have as a second line of defense—a program of medi-
cal assistance.

However, I would say this, that as a matter of general overall pol-
icy, the policy that Congress adopted in 1935, which is to look at the
insurance program as the first line of defense and the assistance pro-
gram through welfare or needs test as a second line of defense, is the
preferable national policy to be adopted with respect to health care
as it was with respect to income maintenance.

I would say this first year of experience, not quite a year yet, is
not sufficient to give the States knowledge as to what the financial
burden will be under the new program. But we, in the Department,
will continually resurvey it and I think that there probably will need
to be changes in both the Federal and State programs as a result of this
experience.

enator RaxporpH. What is the report you have from West Vir-
ginia? I do not want to be provincial in this matter but

Mr. Comen. I have here the analysis of the scope of the plan in West
Virginia, which is a part of the matter I suggested be put in the record.
As far as the eligibility provision is concerned in West Virginia, a
single individual to be eligible for benefits must have $1,500 or less in-
come per year, a married person living with a spouse must have in-
come of $3,000 or less, and this income includes contributions received
from relatives.

In addition, the individual must not have liquid or marketable
assets limited value of $5,000 for a single person or $7,500 for the com-
bined assets of husband and wife.

That is the financial eligibility to see whether they are entitled to
benefits. With respect to the types of benefits that are available: For
hospitalization, it is limited to 30 days a year, and there is nursing
home care, physician services for acute illnesses, drugs for acute ill-
nesses and specified chronic illnesses, ambulance services and dental
service for emergency extractions and treatments.

In May 1961, West Virginia had 5,371 recipients who drew medical
assistance. The total amount that was paid on behalf of these recip-
jents was $341,000 and the average payment per case was $63.65.

Now, since the average payment for the United States was $200,
going as high as $253.95 in Michigan, I would assume that the scope of
the benefits being provided under the West Virginia program must
be somewhat more limited than those being provided in several other
States for which we have reports.

Senator Raxporer. Mr. Cohen, I think for, perhaps, 10 years your
Department has been urging the States to set up commissions or coun-
sels on aging to report progress and plans, to the chief executives of
those States.
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It is my understanding that that has been done. Now, I wonder
what the picture is in the Federal Government. Do we have today a
hodgepodge of reporting with several agencies involved? Do we need
a better plan so that we might draw on the experiences of different
departments and formulate from those departments specific recom-
mendations to the President rather than just let them shoot out in all
directions?

What do you have to say on this?

Mr. Conex~. First, let me say, Senator Randolph, I think that the
Federal Government has not been energetic or constructive enough or
vigorous enough in the past few years in developing a program that
relates to all aspects of the aged. AsT indicated inmy statement, when
Secretary Ribicoff came into office, one of the first things he directed
us to do was to give some pep and enthusiasm and leadership to this
whole area.

As I outlined, we decided first to press most vigorously on the legis-
lative programs that would expand these services and grants. The
next area was to find a person of professional skill and knowledge and
leadership who could undertake to implement these programs. After
some searching we were able to obtain the services of Dr. Kent.

Now, it will be Dr. Kent’s responsibilities largely to develop a pro-
gram and to give it the leadership and vigor and the enthusiasm at the
Federal, State, and local level that will make this a really effective
program.

I believe Dr. Kent can do that and he will be here in September to
take over the implementation of that program. Dr. Kent will report,
directly to the Secretary. He will have free access to the Secretary
and the Secretary has given us assurance of his full support.

We are now in the process of reviewing our entire budget and
staff, as Dr. Kent indicated, and in that we would attempt not only
to see if we could not make for more vigorous staff participation in
the Department for the Government but also to activiate more vigor-
ously the Federal Council on Aging and to activate our intradepart-
mental work. Inthatconnection,as I say, we are reviewing the budget,
the staff, and the personnel and programs throughout the Department.

As a result of this, we hope to be able to come to Congress with
a much more vigorous program and, in this way, to encourage the
States and the localities to take a full measure of their own leader-
ship with our help.

éianator Raxporen. Thank you. I note in your testimony you
stated that research in biology and medicine has increased the 1ife-
span of our people by many years.

Off the record.

(Discussion off the record.)

Senator Muske. Mr. Cohen, I apologize for not having been here
for your testimony, but I was tied up with another committee. We
have difficulty in being two places at once.

Senator Randolph has asked that I ask you a few questions.
There is no question but that as you stated in your testimony re-
search in biology and medicine has ‘increased the lifespan of our peo-
ple by many years, so during the course of this you have created
many problems both for our older people and our society.




64 PROBLEMS OF THE AGING

I wonder if we know as much as we should about these problems.
For instance, what are the older people doing with their time? Are
the Nation or local communities taking advantage of the contribu-
tions older people are capable of making ¢

What effect are older people having on younger families and on
the housing supply?. I wonder if you could respond to some of
these questions?

Mr. Comen. Senator, there are 17 million people in the age group
65 and over and if we take the group coming into the aged group,
there are an additional 30 million of these people who are directly
concerned with the problems of aging right now.

And there will be many more in the future. I think the problems
we are presented with in our free, democratic, dynamic economy are
so great and there are so many aspects of this we do not know much
about, that we need much more research, much more attention to it.

Senator Randolph just mentioned a moment ago the manpower
training program. Here is an area we have been giving a good deal
of study. I am sure Senator Randoph has cause for concern in West
Virginia, and I think you, Senator Muskie, from Maine, will recog-
nize this kind of a problem.

A man becomes unemployed at age 50 or 52 or 55. What shall we
do? What kind of community services shall we organize to help that
man be a constructive member of his community, an employable mem-
ber of his community for the remaining 15 or 20 years for which he
still has good work capacity ?

Now, the whole question becomes this: If his plant goes out of
business, or if the industry is no longer in business, or if his skill
has been outdated and he lives in a community and there is a labor
surplus, what kind of training programs, what kind of an employ-
ment service, what kind of vocational education, what kind of a re-
habilitation program is it necessary to have in order to prevent him
from becoming a person dependent on his family and on his com-
munity and becoming an old-age assistance recipient at age 65?

We have to begin dealing with the problem at an earlier point of
time, and I think this is one of the most compelling, one of the most
imgorta,nt problems that we have to do more work on.

enator MUSKIE. Aren’t there two facets to this problemd First
of all, the fact that for one reason or another the people are becoming
unemployable much in advance of age 65, that is they are not being
employed and, secondly, the very real question as to whether or not
they ought to be unemployed and unproductive after 65.

The lifespan increases and there so many national chores to be
done; shouldn’t we also be exploring the uses to which we can })ut all
of this experience and all of these talents after the age of 65% Did
you consider this?

Mr. Comen. Yes, of course. The point I was making though, is
that it is also incumbent upon us to deal with the problem of utilizing
these potentialities before 65. If you merely waited while the man
has been unemployed 5 or 7 years and has already begun to draw some
kind of a pension or retirement benefit and then at age 68 you try to
find him a job or retrain him or relocate him, you have a much big-
ger problem on your hands than if you had worked with him in his
community at an earlier point.
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I think the problem that Dr. Kent and I face in the development
of our programs and policies is to stop the acceptance of the age of
65 as an arbitrary starting point in developing our programs.” We
must work with all of the Federal departments and the State and
local agencies in developing the community services that are needed
at as early a stage as people can find useful to them. But to do this,
in answer to your question, I do think we have to find out a great deal
more about what is happening to these people, as you point out, as
industry changes and as skills become outdated, as industries move
out of the communities, and as new products that were unknown 5 or
10 years ago come into being.

Senator Muskie. In addition to those reasons which I think are
very, very valid, are there additional reasons that employers are re-
luctant because of the impact on their pension and retirement costs to
take on additional people even in the forties?

Is this a widespread reason for the higher incidence of unemploy-
ment in these age groups?

Mr. Comen. It 1s a reason that will be given by some employers;
the financial impact is not as great as many employers think. A few
years ago I was a member of the Secretary of Labor’s committee to
Investigate this whole question of the impact of pension costs on the
employment of older people. We found that the cost factor, in fact
was not as big a bar as the personnel directors or the employers
thought.

So, you have two problems, one is to get the facts over to them and
the second is to convince them of the inaccuracy of their belief that
their pension and workmen’s compensation costs will be higher in
employing older people because they will have more accidents and,
therefore, costs will go up.

The evidence before our special group did not indicate this was
so but the problem is still how to convince the employers and people
in the community that this is not so because they are the ones, per-
haps, who are not hiring older workers because of that factor.

enator Muskie. This seems to call for an educational effort.

Mr. Comen. That is correct.

Senator Muskie. Even so, even with an educational effort, if an
employer in a labor market where they are plenty of young people
and he has the choice between the worker in his fifties and a worker
in his twenties, he is going to select the latter, isn’t he ?

Mr. Coren. That 1s why I think the essence of this whole problem
that we are talking about is, of course, to reduce the extent of unem-
ployment to where it is just at the minimum frictional level for a free
enterprise economy.

If you have 5 or 6 or 634 percent unemployment, then when older
people become unemployed they are not going to get back readily into
reemployment. I recall a figure—Dr. Sheppard and I both happened
to have done independent studies on unemployment in connection
with the 1958 recession—1I recall very distinctly the fact that the dura-
tion of unemployment for people 55 and over was about 50 percent
greater than for people under age 55. So, they are unemployed longer
and they have greater difficulty getting back into any continuing kind
of employment.
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They have to take jobs as taxicab drivers or night watchmen as
in-between jobs, then they are the first to be let out of the job so they
have no real continuing income or security.

When they become i1l or have other catastrophes, they become de-
pendent upon someone. Therefore I think the essence of dealing with
this problem must be a very firm program of keeping unemployment
down to a minimum level.

Senator Muskre. In other words, in areas where the labor supply
is relatively scarce or relative to the demands, then even the older
workers are likely to be employed ?

Mr. Conewn. Senator, it was evidenced during the war. If you
study the war period, you find that many older people were found
to make very constructive and helpful contributions in very key areas.

That was because the demands for labor was so great. I think that
even today there is the possibility of several hundred thousands more
of these older people able to carry full employment but as long as the
labor market in general, as you pointed out, is such that they must
compete with younger persons, the probability is that the older person
will have difficulty even though he may have more skills, more matu-
rity, more wisdom, more ability to do the job.

enator MuskIe. Also, it is a little difficult for a Government agency
to go into such an area and try to persuade employers to hire unem-
ployed older people rather than employ younger people.

You are going to have a lot of people unhappy with you in either
instance.

Mr. Conex. Right. May I point out this, too? You may have
noted in your area, just as our studies have shown, that you have
considerably Tess mobility on the part of the older people. A younger
person is more willing to move around. Because the older person has
his house and his long relationships with his church, his children,
and his family, it makes for a certain rigidity when it comes to mov-
ing about. Now, how to solve that problem, I must say I do not know.

People have suggested as in other countries, transportation allow-
ances, helping a person adjust to a new community, certain other
services, and so on.

I think this is a matter well worth your subcommittee looking into.
Both Sweden, and, I believe, England, have experimented with some
rather creative devices along this line which might be worthy of
attention.

Senator Muskir. It would seem to be an inescapable conclusion from
what you said that the effect of automation would be felt more heav-
ily in the higher age groups than in the younger age groups.

Is thisso?

Mr. Conex. I would not say it is so. I do not know that we know
it is so. I think it is so, in this sense, that as industries change over,
as products change over, it is very likely that an older person, that is
over 45 or 50 or 55, if he does suffer any unemployment, is not likely
to then again have full employment during those remaining 10 years.
That brings us back to the need for a much more vigorous manpower
program in this country, one that is coupled with vocational educa-
tion and with a much more effective employment service than we
have today.
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Senator Muskie. Mr. Cohen, Dr. Kent talked about the work of the
regional representatives for aged that are attached to your depart-
ment regional office. I understand that these people did a good job
in helping the States prepare for the White House Conference.

Would you tell us what they are doing now ?

Mr. Comew. Dr. Kent probably can answer that better than I could.

Dr. Kext. The regional representatives are working with the repre-
sentatives of the Office of Education in supporting a series of re-
gional meetings in education for aging. This is a very significant
move in getting recommendations of the White House Conference
put into action. The meeting in your region, Senator Muskie, takes
place next week at Kingston, R.I. In general terms, all regional repre-
sentatives try to assist State agencies and community groups in any
way possible—with technical assistance on program matters, with
speeches and articles requested, with distribution of publications and
resource materials. Additionaily, special activities are carried on ac-
cording to individual regional situations and the particular profes-
sional skills of the representative. The establishment of the Mid-
West Council for Social Science Research in Aging, a very promising
organization of cooperating universities, might not have taken place
without the efforts of our regional representative in region VI. Sev-
eral representatives are playing important roles in effort to get per-
manent State agencies in aging established. Assistance on local sur-
veys, such as housing needs is being provided. Work with local senior
citizens’ organizations to encourage and expand their activities is an
important part of the representatives’ work. And there is always a
workload of help for individuals, both by correspondence and in
interviews.

We would like them to do much more. We would like to be able to
provide them with many more materials. We would like to be able
to give them in-service training so that they would be able to do a
much better job.

Senator Muskre. Dr. Kent, it is my understaniding that the regional
representatives on aging are attached to your Office of Field Services
which is not particularly conversant with, nor particularly interested
in the problems of aged.

Why shouldn’t these regional offices work with or be representative
of the special staff on aged?

Dr. KexT. Senator Muskie, being new to the position, I am not sure
of all of the reasons why they are organized as they are presently. I do
know there is a functional relationship between the special office
and the Office of Field Services in which we give direction and are able
to use the regional representatives very effectively.

One of the things I do intend to study is this whole setup with re-
gional representatives to explore ways of increasing their effectiveness
and eyaplore ways in which we can do more for them. This will be
studied.

Senator Muskie. Thank you very much, Mr. Cohen and Dr. Kent.

I am sorry I was not here earlier.
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(The summary referred to previously follows:)

SUMMARY OF THE SOCIAL SECURITY AMENDMENTS OF 1961
(By Wilur J. Cohen, Assistant Secretary of Health, Education, and Welfare)

The Social Security Amendments of 1961 (H.R. 6027), approved by President
Kennedy on June 30, 1961, make very significant improvements that will add to
the flexibility and effectiveness of the social security program. They are a
further step toward providing American workers and their families with basic
protection against the hardships that can result from loss of earnings when the
breadwinner retires, becomes disabled, or dies.

SUMMARY OF OHANGES

The principal changes made by the new legislation are :

1. Retirement age—The age at which men are first eligible for old-age and
survivors insurance benefits is lowered from 65 to 62, with benefits for those
who claim them before age 65 reduced to take account of the longer period over
which they will get their benefits.

2. The minimum benefit—The minimum insurance benefit payable to a re
tired or disabled insured worker, and to the sole survivor of a deceased insured
worker. is increased from $33 to $40 per month, with corresponding increases
for people getting other types of insurance benefits—for example, wives and
children—based on primary insurance amounts of less than $40.

3. Insured status requirement—The insured status requirement—the propor-
tion of time that a person must work under social security to be eligible for old-
age and survivors insurance benefits—is changed from 1 quarter of covered work
for each 3 calendar quarters elapsing after 1950 to 1 for each calendar year
(equivalent to 1 for each 4 calendar gquarters), thus making the insured status
requirements for people who are now old comparable to those that will apply
in the long run for people who will attain retirement age in the future.

4. Aged widow's benefit—The insurance benefit payable to an aged widow
of a deceased insured worker is increased by 10 percent, from 75 percent of the
worker’s primary insurance amount (the basic amount on which all old-age,
survivors, and disability insurance benefit amounts are based) to 8214 percent.
(A similar increase is made in the insurance benefit payable to a widower and
to a surviving dependent parent where only one parent is entitled to benefits.)

5. Retirement test—The provision for withholding benefits from beneficiaries
whose earnings exceed $1,200 a year (generally referred to as the retirement
test) is changed so that $1 in benefits will be withheld for each $2 of earnings
between $1,200 and $1,700, rather than between $1,200 and $1,500 as under
previous law.

6. Contributions~—The social security contribution rates payable by employers
and employees are increased by one-eighth of 1 percent each, and the contri-
bution rate for self-employed people is increased by three-sixteenths of 1 percent
and rounded to the nearest one-tenth of 1 percent, beginning with 1962. In ad-
dition, the tax increase scheduled for 1969 will be moved up to 1968.

7. Public assistance—The amounts the Federal Government will pay under
the old-age assistance, aid to the blind, and aid to the permanently disabled
programs are increased. For these categories, the first $30 per recipient in which
Federal participation is 80 percent is raised to $31 per month. The overall
maximum average payment in which the Federal Government participates is
raised from $65 to $66. For old-age assistance, the amount of vendor medical
payments in which there is additional Federal participation beyond the formula
applicable to all three adult categories was raised earlier in 1961 from $12 to $15.

8. Assistance to U.S. citizens returning from abroad.—The Secretary of Health,
Education, and Welfare is authorized to provide temporary assistance to U.S.
citizens without available resources who return to this country from foreign
countries because of war or other emergency. )

9. Other changes.—Other changes in old-age, survivors, and disability insur-
ance made by the legislation would give workers with longstanding disabilities
additional time to file applications to preserve their benefit rights, facilitate
coverage of additional employees of State and local governments, and provide
for survivors of certain deceased ministers an opportunity to obtain social se-
curity protection.
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In the main, the amendments make changes in the social security program
along the lines recommended by the President in his economic message to the
Congress on February 2, 1961. Although the increases in the amount of the
minimum insurance benefit and in the insurance benefit for the aged widow are
not as large as the President had proposed, and although his proposal for pay-
ing disability insurance benefits to a worker with an extended but not necessarily
permanent disablement is not included, the amendments will largely meet the
problems that prompted the President to make his recommendations.

Many of the people who will benefit from the changes in the old-age, survivors,
and disability insurance program are getting public assistance because they are
not now eligible for insurance benefits or because their insurance benefits are
inadequate to meet their needs. The new or increased insurance benefits they
will get under the amendments will enable some of them to get along without
public assistance, while others will need to get smaller amounts of assistance.
It is estimated that the savings in assistance expenditures (Federal and State)
resulting from the old-age, survivors, and disability insurance amendments, in
the first 12 months in which the amendments are in effect, will be $50 million,
of which $20 million is the estimated saving in Federal expenditures.

CHANGES IN OLD-AGE, SURVIVOR'S, AND DISABILITY INSURANCE

Reduced benefits for men at age 62

In 1960, in connection with the social security amendments then under con-
gideration, an amendment to permit men to receive reduced insurance benefits
at age 62, as was provided for women in 1956, was proposed to the Senate Com-
mittee on Finance by Senator Byrd (West Virginia) and cosponsored by 21
other Senators. The provision was included in the Finance Committee’s bill
and passed by the Senate. It was later deleted in the House-Senate conference
because of its cost (then estimated at 0.05 percent of payroll).

President Kennedy’s task force on area redevelopment, in its report dated
December 27, 1960, recommended the payment, of insurance benefits to men
beginning at age 62. The President’s task force on health and social security
also suggested it for consideration in its report of January 10, 1961. The Presi-
dent recommended the change in his economic message to the Congress. While
there is general agreement that this change does not represent the only or the
best solution to the economic problems of older unemployed workers, it does
provide some protection for these people. The fact is that the problem of the
older worker who cannot get a job does exist, in good times as well as bad, and
the social security program should be flexible enough to take account of the
problem. People who have made social security contributions over the years in
the expectation of receiving insurance benefits when they are too old to work
should have a degree of protection if they find themselves unable to get work
because of conditions beyond their control when they are getting along in years,
even though they have not reached the age of 65. Under the provision making
reduced benefits available at age 62, a man can weigh the amount of the benefit
he can get against his physical condition, the availability of work, and his gen-
eral financial situation and make the choice that seems best for him under all
the circumstances.

It is estimated that benefits amounting to $440 million will be paid during the
next 12 months to about 560,000 people who would not have been eligible for
insurance benefits if it were not for this change.

Under the new provision, the insurance benefits for a man worker are reduced
at the same rate as now applies for a woman worker (five-ninths of 1 percent
for each month before age 65 for which a benefit is payable) ; husband’s insur-
ance benefits are reduced at the same rate as now applies to wife’s insurance
benefits (twenty-five thirty-sixths of 1 percent for each month before age 65 for
which a benefit is payable) ; and widower’s and surviving father’s insurance
benefits are payable in full as widow’s and surviving mother’s insurance bene-
fits now are. A man who begins getting old-age insurance benefits in the month
in which he reaches age 62 will get a benefit amounting to 80 percent of the
amount he would get if he stopped working then but waited until his 65th
birthday; a man getting husband’s insurance benefits at age 62 will get 75 per-
cent of what he would have gotten at age 65.

As is now true for women, the percentage reduction in the insurance benefit
payable before age 65 will continue to apply after 63, except that if the person
works and earns enough before he reaches 65 to cause any of his benefits to be
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withheld the reduction in his benefit will be refigured at 65 to reflect the fact
that benefits were not paid for as many months before 65 as was contemplated
when the original computation was made.

As originally proposed, the provision to lower the minimum eligibility age for
insurance benefits for men involved some additional cost (estimated at 0.05 per-
cent of payroll on a level-premium basis in 1960 and 0.10 percent this year).
This additional cost arose because the computation of both fully insured status
and the average monthly wage (from which benefit amounts are figured) would
have been liberalized for men as they were for women when insurance benefits
were made available to them at age 62. The measuring period for determining
the number of quarters of coverage required to be fully insured for benefits and
for determining the number of years to be included in the computation of the
average monthly wage would have been based on the period ending with the
beginning of the year of attainment of age 62 instead of age 65—a 3-year-shorter
period than under present law. UsSing a smaller number of years in the compu-
tation permits the dropping of more years of low earnings and thus may give a
higher average monthly wage and a higher benefit amount even where the per-
son works right up to age 65. In the amendments as adopted an increase in the
cost of the program is avoided by continuing to use age 65 for determining in-
sured status and computing the average monthly wage for a man.

Because the period for computing the average monthly wage for men extends
to age 65 even though men may claim benefits before that age, in some cases
where coverage was very recent as many as 3 years without earnings may have
to be included in the computation. Where the man works after entitlement to
reduced benefits, therefore, the new law provides for a special automatic recom-
putation without an application at age 65, or death before age 65, to pick up
such earnings and, in death cases, to shorten the period used.

Increase in the minimum insurance benefit

The provision for increasing the minimum insurance benefit from $33 to $40
makes an improvement in the old-age, survivors, and disability insurance pro-
gram that is much needed at the present time. People coming on the benefit
rolls in the future will generally get benefits above the minimum level because
they will have had a chance to work in covered employment during their best
working years. Right now, though, many of the people on the rolls are getting
benefits at or near the minimum level not because they had a low level of life-
time earnings but because they were already old when their jobs were covered
and their earnings under the program were lower than their average earnings
over their lifetime. The increase in the minimum makes the protection of the
program much more effective for these people.

The provision to increase the minimum insurance benefit to $40 will put an
additional $170 million in the hands of 2,175,000 people in the first 12 months of
its operation.

Change in the insured status requirements

The provision under which a person is fully insured for benefits if he has one
quarter of coverage for every year (equivalent to one for each four calendar
quarters) elapsing after 1950 and up to the year in which he reaches age 65 (age
62 for a woman), dies or becomes disabled was recommended by the Department
of Health, Education, and Welfare last year and was included in the bill passed
by the House of Representatives, but it was deleted in the Senate. Previous law
had required one quarter of coverage for every two quarters elapsing after 1950;
a provision requiring one quarter of coverage for each three calendar quarters
elapsing came out of the 1960 House-Senate conference as a compromise.

The change to one for four will help many people who are uninsured because
the work they did during their best working years was not covered and by the
time their jobs were covered they were already so old that they could not work
regularly enough to meet the insured status requirements then in the law. Here
again, while the long-run cost is small (taking the increase in the minimum in-
surance benefit into account, only 0.02 percent of payroll), the immediate effect
is pronounced. About $65 million will be paid during the first 12 months to
160,000 people who would not otherwise have qualified for insurance benefits.

Table I compares the new insured status requirements with the previous law.
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Increase in the widow's insurance benefit

The amendments increase the widow’s insurance benefit by 10 percent (from
75 percent to 821% percent of the worker’s primary insurance amount). (People
getting widower’s benefits, and surviving dependent parents where only one par-
ent is entitled to benefits, also have had their insurance benefits increased.)

Under the law in effect up to this time, when a man died his widow had to get
along with one-half of the benefit income that the family had while the man was
living. If the retirement benefit for a man bears a reasonable and adequate
relationship to his previous earnings, as it is intended to, then three-fourths of
that benefit is not adequate for his widow in terms of the man’s earnings. The
increase provided in the legislation will produce a more reasonable relationship
between the widow's benefit and her deceased husband’s earnings.

This change will result in $105 million in additional benefits being paid to
1,525,000 older people during the first 12 months of operation.

The following table compares benefits for widows under the new law at various
levels of average monthly wage with those previously payable :

Amount of Amount of Amount of | Amount of

Average monthly | widow’s ben-| widow’s ben- Average monthly widow's ben- | widow’s ben-
wage efit under efit under wage efit under efit under

previous law the 1961 previous law the 1961

amendments amendments

$33.00 1 $40. 00 $71.30 $78.40

44.30 48.70 78.80 86.70

54.80 60. 30 87.00 95. 70

63.00 69. 30 95. 30 104.80

' The minimum benefit provided for in the 1961 amendments.

Change in the retirement test

The Social Security Amendments of 1960 changed the provision for with-
holding benefits from beneficiaries whose earnings exceed $1,200 a year (gen-
erally referred to as the retirement test). The new test eliminated the re-
quirement for withholding a month’s benefits for each $S0 of earnings above
$1,200 and provided instead for withholding $1 in benefits for each $2 of earnings
between $1,200 and $1,500, and for each $1 of earnings above $1,500. (Regard-
less of the amount of annual earnings no benefits are withheld for any month
in which the beneficiary neither earns wages of more than $100 nor renders
substantial services in self-employment.)

The changes made in the retirement test by the 1960 amendments reduced the
deterrent to work and eliminated certain anomalies that had existed under prior
law. Adjusting benefits in direct ratio to the amount of earnings above $1,200
assures that a beneficiary who earns more than $1,200 in a year will always
have more in total income from benefits and earnings than if he had held
his earnings to $1,200.

The Social Security Amendments of 1961 as passed by the House and as re-
ported by the Senate Committee on Finance contained no provision for chang-
ing the retirement test. An amendment adopted on the floor of the Senate, and
later approved by the conference committee increases the range of earnings
over which the $1-for-$2 reduction applies from $1,200 to $1,500 to $1,200 to
$1,700. The change increases the level-premium cost of the program by 0.02
percent of payroll on an intermediate cost basis. Under the new test, about
350,000 people will start to get insurance benefits or will get more benefits for
1961 than they would get if the law had not been changed.

Establishing « period of disability

While the legislation does not include the provision the President recom-
mended for paying disability insurance benefits after the worker has been totally
disabled for 6 months whether or not the disability is permanent, it does contain
a provision related to disability that was much needed. Under the amend-
ments the June 30, 1961, deadline for filing applications for establishing a period
of disability beginning with the actual onset of the disability (as far back as
October 1941) is postponed for 1 year. (As in previous law, where an applica-
tion is filed after the deadline a period of disability can be established no earlier
than 18 months before the date of filing application even if the applicant stopped
working because of his disability much earlier than that 18th month.)
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This is a much more important provision than it may appear to be. Failure
to qualify for a period of disability means that a person may lose his insured
status for all types of insurance benefits—retirement and survivors as well as
disability—or may have the benefits payable on his earnings record greatly
reduced. Yet about one-sixth of the disability claims now being filed are based
on disabilities that began more than 18 months earlier. Many of these late filers
are disabled workers under age 50, who only recently were made eligible for
disability insurance benefits and have just learned that they are eligible.

Facilitating coverage for employees of State and local governments

Under an amendment added by the Committee on Finance, State and local
public employees are given additional time to elect coverage under the “divided
retirement system” provision, which permits 16 specified States to cover those
retirement system members who desire coverage, with all future members being
covered compulsorily. Under a provision added to the law by the 1958 amend-
ments, people who do not choose coverage at the first opportunity may, at their
request, be brought under the program by the State at any time within a year
after the date on which coverage for the group was approved (or before January
1, 1960, if that was later). Under the amendment, the option of bringing addi-
tional persons under coverage would be open for 2 years after coverage for the
group was approved, or through December 31, 1962, if that date is later. This
extension of time takes account of the fact that State legislatures meet only once
every 2 years, and of other factors that might result in people not coming under
the program within the time limits of present law.

Under another amendment added by the Finance Committee, the State of New
Mexico has been added to the list of 16 States to which the “divided retirement
system” provision applies.

Affording survivors of certain ministers opportunity to elect coverage of the
minister’s services

The Senate Committee on Finance added a minor amendment to the provisions
for covering ministers. Under this change, the survivors of ministers (or Chris-
than Science practitioners) who die on or after the date of enactment of the 1960
amendments (September 13, 1960) and before April 16, 1962, are eligible to take
advantage of the extension of time that was provided in the 1960 amendments
for electing coverage. Such a survivor, as would be true of the minister himself
had he lived, has through April 15. 1962, to file a certificate electing coverage of
services performed by the minister before his death. A certificate filed by a sur-
vivor will be effective, generally, to cover the minister’s services retroactively for
1 year just as if the certificate had been filed by the minister himself on the date
of his death.

This change will help a few families who have been adversely affected by the
fact that, under previous law, waiver certificates could not be filed on behalf of
a minister after his death. If a minister died without electing coverage, there
was no way for his family to secure old-age, survivors, and disability insurance
protection on the basis of his ministerial employment.

Financing the old-age, survivors, and disability insurance amendments

The changes made by the 1961 amendments will increase the level-premium cost
of the program by 0.27 percent of payroll and the income to the trust funds
will be increased in the long run by an equal amount. This additional income
will result from an increase in the contribution rates and from advancing by 1
vear, to 1968, the time at which the ultimate scheduled contribution rate becomes
effective. Since the change in the retirement test adopted during the Senate
debate on the bill increased the cost of the amendments by 0.02 percent of payroll
above the cost of the House-passed bill, the Senate made provision for financing
this amendment by accelerating the last scheduled contribution increase =0 that
the ultimate rate will be effective beginning in 1968 instead of in 1969.

Under the House-passed bill the contribution rates for the self-employed would
have been increased by three-sixteenths of 1 percent. The fractions resulting
from an increase of three-sixteenths of 1 percent would have made it difficult
for people to compute their contributions. Therefore, the Committee on Finance
changed the self-employment rates, after increasing them by three-sixteenths
of 1 percent, so as to express them in decimals rounded to the nearest tenth
of 1 percent.
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The changes in the contribution schedule are shown below.

Employers an(il] employees, Self-employed
eac]
Calendar years
old New O New
Percent Percent Percent Percent
3 314! 415 4.7
316 3% 514 5.4
4 414 6 6.2
4 45§ 6 6.9
43 436 6% 6.9

In making the changes in old-age, survivors, and disability insurance Congress
has shown its customary concern for the financial soundness of the insurance
program. Since the amendments would increase the level-premium cost of the
program by 0.27 percent of payroll, and since the bill provides for additional
income to the trust funds which is also estimated at 0.27 percent of payroll, the
legislation will not change the actuarial balance of the insurance program and
the insurance system will remain on a sound financial basis.

CHANGES IN PUBLIC ASSISTANCE

The new legislation amends the Social Security Act to provide additional
Federal participation in public assistance paywments to recipients of old-age
assistance, aid to the blind, and aid to the permanently and totally disabled.
It also provides temporary assistance to help U.S. citizens and their dependents
who, having returned to this country from abroad, lack funds and other re-
sources necessary to their health, welfare, and resettlement as responsible
citizens.

Additional Federal participation in public assistance payments

In recognition of the need for more realistic assistance payments to needy
people, Congress has raised the amounts, in whcih the Federal Government
shares, of payments for the adult categories—old-age assistance, aid to the
blind, and aid to the permanently and totally disabled. The Federal share
has been 80 percent of the first $30 per recipient per month paid by the par-
ticipating State. The Federal share in the next $35 of the average assistance
payment (up to a maximum of $65 exclusive of the special medical provision
in old-age assistance) has ranged from 50 to 65 percent in accordance with
relative State per capita income. The new legislation, effective from October 1,
1961, through June 30, 1962, provides a Federal share of 80 percent of the first
$31 of the average monthly payment, with the Federal share in the next $35
ranging from 50 to 65 percent as heretofore. The maximum is raised from $65
Oon an average basis to $66. The provisions already in the law for special
Federal financial participation in medical care vendor payments in old-age
assistance beyond the $65 (now changed to $66) monthly maxXimum are not
affected by this legislation. The amount of the additional vendor-medical pay-
ments in old-age assistance in which there is Federal sharing is $15.

The new legislation makes appropriate changes in the special provision for
Federal financial participation in these programs for Puerto Rico, Guam, and
the Virgin Islands.

These formula changes are expected to increase the Federal investment in
the Federal-State assistance programs by $15,225400 for the 9-month period
covered by the legislation.

Legislation enacted previously (Public Law 87-31) provided for an increase
in Federal financial participation in the aid to dependent children program by
broadening the coverage to include the children of unemploved parents.
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Assistance for U.8. citizens returned from foreign countrics

From time to time U.S. citizens in foreign countries because of their personal
misfortune or illness or destitution or because of international crisis are with-
out available resources and need to be returned to this country. After they
reach a port of entry in the United States they may be in need of temporary as-
sistance.

Under an amendment to title XI of the Social Security Act the Secretary of
Health, Education, and Welfare is authorized to provide temporary assistance
to citizens of the United States and their dependents who have been identi-
fied by the Department of State as having returned or been brought back from
a foreign country because of destitution or illness, or the illness of any depend-
ent, or because of war, threat of war, invasion or other crisis when they are
without resources.

Reimbursement to the Federal Government—Except in cases or classes of
cases set forth in regulations of the Secretary recipients of temporary assist-
ance are to reimburse the Federal Government for the cost of assistance.

Provision of assistance~—Assistance may be provided to the recipient direct-
ly by the Department of Health, Education, and Welfare or through utiliza-
tion of the services and facilities of appropriate public or private agencies and
organizations.

Plans and arrangements—The Secretary is also authorized to develop plans
and make arrangements for providing such assistance in the United States to
U.S. citizens and their dependents who are without available resources after
being returned or brought back from a foreign country.

Definition of “temporery assistance”.—"*Temporary assistance” may include
money payments, medical care, temporary billeting, transportation, and other
goods and services necessary for the health and welfare of individuals. It could
also include guidance, counseling, and other welfare services. Temporary as-
sistance to individuals is available on arrival in the United States and for a
period after arrival as may be provided in regulations. This provision for
temporary assistance will be effective through June 30, 1962.

In this critical period of history, the residence and travel of Americans in
foreign countries can be a real force for building international friendship, econ-
nomic progress, scientific and educational exchanges, and cultural ties. At the
same time, however, American citizens abroad cannot always protect them-
selves against illness or even greater disasters in a foreign land. Yet, some
of them on returning to this country are ineligible for the Federal-State public
assistance available to other needy Americans.

Up to this time, however, the responsibility for giving essential help to re-
turning citizens has been largely carried—of necessity—by private agencies and
organizations. ' The welfare agencies in the Nation’s major ports have made
heroic contributions of time, skill, and money drawn from State, local, and pri-
vate sources.

The Department of Health, Education, and Welfare has worked with State and
local public welfare agencies on an individual case basis in an effort to develop
arrangements under which care and attention could be given to needy citizens
from abroad. The Department for several years has been making preliminary
plans with various Federal agencies for the care of returning American na-
tionals. The new legislation authorizes it to enter into agreement with them
or with State welfare agencies. Under the new legislation, the Department
will be able to reimburse the States for the costs of care given at the reception
point, and for a limited period after the needy recipients reach their point of
destination.

CONCLUSION

Although these amendments go a long way in making the social security pro-
gram more flexible and effective, much still remains to be done. No program
intended to meet the needs of the people in a changing society can remain
static. Congress and the executive branch recognized the need for periodic
reevaluation and improvement in the program and, on the basis of the rec-
ord, there is every reason to believe that the entire social security program
will continue to be modified and strengthened to meet changing needs of a
growing economy.
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TaBLE I.—Quarters of coverage required for fully insured status for old-uge
nsurance benefits under previous law and under the 1961 amendments

Quarters of coverage needed Quarters of coverage needed
Year of attain- Men Women Year of attain- Men Women
ment of age 62 ment of age 62

Pre- 1961 Pre- 1961 Pre- 1961 Pre- 1961
vious |amend-| vious | amend- vious |amend-| vious |amend-
law | ments | law ments law | ments | law | ments

6 6 6 [} 33 25 29 22

8 6 6 6 4 26 30 23

9 7 6 6 36 27 32 24
10 8 6 6 37 28 33 25
12 9 8 6 38 29 34 26
13 10 9 7 40 30 36 27
14 11 10 8 40 31 37 28
16 12 12 9 40 32 38 29
17 13 13 10 40 33 40 30
18 14 14 11 40 34 40 31
20 15 16 12 40 35 40 32
21 16 17 13 40 36 40 33
22 17 18 14 40 37 40 34
24 18 20 15 40 38 40 35
25 19 21 16 40 39 40 36
26 20 22 17 40 40 40 37
28 21 24 18 40 40 40
29 22 25 19 40 40 40 39
30 23 26 20 40 40 40 40
32 24 28 21

Senator Raxporrer. Next on the list is the Veterans’ Administration
and the next witness is Dr. Edward Mandell, Chairman of the Policy
and Evaluation Staff and Veterans’ Administration representative
of the Federal Council on Aging; and Dr. I. J. Cohen, Assistant
Chief, Medical Director, for Professional Services of Department of
Medicine and Surgery.

Welcome, gentlemen. We are happy to have you with us this
morning.

Dr. Mandell, I understand that you have a prepared statement.

STATEMENTS OF DR. EDWARD MANDELL, CHAIRMAN, POLICY AND
EVALUATION STAFF AND VETERANS’ ADMINISTRATION REPRE-
SENTATIVE TO THE FEDERAL COUNCIL ON AGING; AND DR. 1. J.
COHEN, ASSISTANT CHIEF MEDICAL DIRECTOR FOR PROFES-
SIONAL SERVICES AND DEPARTMENT OF MEDICINE AND SUR-
GERY, VETERANS’ ADMINISTRATION

Dr. Maxpern. The prepared statement has been submitted and
rather than read the total prepared statement, if I may, Senator, I
would like to make some comments on that prepared statement.

Let me introduce myself again and give you some background as
to my authority to speak on the subject of aging. Besides being a
Chairman of the Administrative Policy and Evaluation Staff, I was
the Executive Secretary of the VA Committee on Aging.

Dr. Cohen is the Chairman of the VA Committee on Aging and I
am the Administrator’s representative on the Federal Council of the
Aging.
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In our prepared statement there was one error:

Senator Muskie. Before I forget it, your prepared statement will
be inserted in the record in full.

(Statement referred to follows:)

PREPARED STATEMENT oF DR. Epwarp MANDELL

The Veterans’ Administration is deeply concerned with the problems of aging
because of the composition of the veterans of the United States at this time and
in the foreseeable future. At the present time all veterans of World War I
and earlier conflicts may be considered as aging or aged people. By 1980, two-
thirds of all males in the United States 65 years and older will be veterans.
It is obvious, therefore, that we have every reason to have a deep concern for
the problems affecting older people.

The Veterans’ Administration operates 170 hospitals scattered across the
country divided primarily into three groups; general medical and surgical,
neuropsychiatric, and tuberculosis. To an ever increasing degree, our patient
load is being weighted by older patients. The medical needs and the degree of
hospital care required by these patients is of increasing intensity and propor-
tion, putting ever greater strain on our facilities which are limited by presiden-
tial direction to a ceiling of 125,000 beds.

Because of this, continuing studies are going on to find methods of caring for
the older citizen effectively and efficiently within the limitations of our facili-
ties. Our staff is constantly being trained and advised of the special needs
and care of the older citizen.

Because of the increasing age of our veteran population, our hospital program
can be considered as being especially geared to the health needs of the elderly.

The Veterans’ Administration also operates 17 domiciliaries with a bed
capacity of 17,000. In the main, the residents of our homes are elderly veterans.
It is apparent, therefore, that the housing, social, spiritual, and educational
needs of older people are important factors in our Administration. We are at
present contemplating a reevaluation of our domiciliary program and our pres-
ent concept indicates the need for more and smaller facilities scattered through-
out the country geared primarily to restoration and rehabilitation of individ-
uals so that they can occupy a place in their communities with respect and self-
sufticiency. We are engaged in a large training program to educate our per-
sonnel to meet these needs.

We have a special division in our medical research program entirely devoted
to research in aging. In this area special emphasis is paid to the biological prob-
lems of aging and in the various research centers in our hospitals through-
out the country many individual projects are under study which have
particular reference to the health needs of the aging.

The Veterans’ Administration has a full-time group of chaplains and here in
central office special attention is given to the training and indoctrination of our
field chaplains in the spiritual needs of the older veterans.

There are special committees in central office devoted to studying the housing
needs, the educational needs, and health needs of older veterans. This is an
ongoing program and as definitive action is needed the results of these studies
are constantly being implemented in our field operations.

The Veterans’ Administration administers a large pension program for vet-
erans. While the law requires that veterans to be eligible for benefits must be
disabled from earning a living, it is recognized that age, per se, to a large extent
causes this disability. Thus indigent older veterans are eligible for pensions.
We have recognized and the Congress has approved in the pension field that
the principle of need should be operative. This principle implies that those
with the lowest income should receive the greatest amount of pension and those
with higher incomes (up to a ceiling of $1,800 for single veterans and $3,000 for
veterans married and/or with dependents) less pension. It is obvious, there-
fore, that we are deeply concerned with the economic sufficiency of older
veterans.

Because the Administrator of Veterans’ Affairs is a member of the President’s
Federal Council on Aging, the Veterans’ Administration is interested in all of
the problems affecting the aging of our Nation. Many of the members of the
central office staff are on working committees of the Federal Government and
the American Hospital Association to study these problems.
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Dr. ManpeLr. In our prepared statement there was one error which
I think stated originally as 1975 in which two-thirds of all males
65 years and older would be veterans. The actual fizure should be
in the year 1995, 67 percent of all males 65 years and older will be
veterans.

Senator Muskie. What will be the figure in 19802

Dr. ManpeLL. In 1980, it will be approximately 60 percent.

I would like to submit for the record—excuse me, in 1980, it will
be approximately 30 percent. I would like to submit for the record
a pu%lication prepared by the Policy Evaluation Staff called “The
Aging American Veteran and the National Economy.”

hese figures have been taken from that particular record or state-
ment, rather.

Senator Muskie. Doctor, would you object if we selected portions
of this for insertion in therecord? It israther long.

Dr. ManpeLL. No, please use whatever you think suitable.

Senator Muskie. Fine. That will be done.

(Document referred to follows:)

75660 0—61—pt. 1——8
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EDUCATION BACKGROUND

A DYNAMIC GROUPING

The veteran population of the United States 65 years of age
and over is a constantly changing group with new members con-
tinually added, older members dropping out at various ages and
those remaining within the group aging and their economic status
changing.

Although much of the data, particularly statistical, relating
to this portion of the population as of a given census or other
Survey or estimate time tend to give the impression of a rather
fixed group in a static situation, the aging process and concurrent
adjustments are, of course, continuous, and the changes that ac-
company it and the rate at which they occur differ widely with
individuals and over a period of time.

It has been determined, however, that the rate of change in
physical condition and in social and economic adjustments which
accompany it greatly accelerates toward and during the age 60
to 69 decade of life. This latter also is a period when economic
responsibilities, particularly for family and upbringing of children,
decline or have terminated, while economic self-support capacities
and opportunities enter a new phase. The conjuncture of these
developments points to this period as a logical one in which to
end old and start new basic economic contractual arrangements.
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Within this period of roughly a decade, the specific age 65
for men has been generally adopted to keep large scale programs
and commitments with respect to this citizen group within man-
ageable proportions from the standpoint of both financing and
administration, particularly in the development of insurance,
social security, retirement and similar programs of economic
importance.

However necessary or desirable from the administrative
standpoint, it has been increasingly observed that a sharp shift
by the individual on reaching the age 65 to a new economic status
and level of income, and the way of life supportable by it, has
serious drawbacks from other points of view. Among other
difficulties, it involves radical adjustments in a short period of
time, creating what has recently been characterized from the
social and economic standpoint as ‘‘retirement shock.'' The
male retiree is not only separated from his daily working con-
tacts but finds that many of his friends and neighbors are away
during the long daytime and not anxious to repeat on-the-job and
other conversations for his sole benefit, particularly now that
he has nothing much of his own to contribute. He misses such
daily contacts and frequently thinks he may find strangeérs in a
retirement commmunity elsewhere more neighborly. Suddenly
forced socially inward, introspection too often leads to brooding
on his own condition. The retirement ease to which he was looking
forward becomes a bore and a cause of further physical and
mental disturbance, with economic consequences of importance
to himself, his family, his neighbors and his government.

Increasingly widespread recognition of the difficulties created
for the individual by the rigid determination of his retirement
status by the date of the 65th birthday have been under review
and some attempts made to introduce more flexibility into the
retirement process. As against the administrative advantages of
having a specific verifiable factor like the date of birth determine
eligibility, alternate or supplementary criteria may provide more
economically justifiable bases for qualification. Inthis connection
the most important consequences on the economic situation of the
aging veteran arising from the legislative and administrative
adoption of the qualifying age compromise are considered later
in this study along with the major programs to which they relate.

SIZE AND GROWTH OF THE AGING VETERAN POPULATION

There are currently 1,800,000 American veterans aged 65 and
over, and it is estimated that within another five years this total
will reach 2,250,000. Nearly all (over 99 percent) are male vet-
erans of World War I, less than 50,000 of these having served in
World War II. Immediate concern of the Veterans Administration
within this aging citizen area of its responsibility is, therefore,
currently centered primarily in World War I veterans and their
surviving dependents.

Of the 600,000 male citizens annually reaching the age of 65
and thus introduced in the group of primary interest to agencies
concerned with the aging population, currently about half are
veterans.
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The inflow of World War Iservicemeninto this group in recent
years has pgiven rise to a veteran age composition in it currently
very different from that of the aging male population 65 and over
as a whole. As of 1959 there were about 1,500,000 veterans, who
accounted for 22 percent of the approximately 7,000,000 total
male population in this age group.

TABLE 1

AGE CLASSIFICATION OF TOTAL AND
VETERAN AGING MALE POPULATION, 1959

Age Male Population in |

Classification Age Class
g Veteran Portion

Total Veteran
(Thousands) (Percent)
65-69 2,698 1,091 40
70-74 1,969 331 17
75-79 1,295 38 3
80-84 645 33 5
85 and over 359 9 3
Total Aging 6,966 | 1,502 22

Source: Bureau of the Census and Veterans Administration.

The veteran component of this aging group was high in the
entering ages, with 40 percent veterans inthe age class 65-69 and
only 3-5 percent in the over 75 age total.

The proportion in each 5 year age class within the aging male
population group for veterans as compared with non-veterans in
1959 is presented in Table 2 and Chart I,

TABLE 2

AGE CLASSIFICATION OF VETERAN AND
NON-VETERAN AGING MALE POPULATION, 1959

Age Percent of Total by Age Class
Classification Veteran Non-Veteran
65-69 73 30
70-74 22 - 30
75-79 3 23
80-84 2 11
85 and over 0 6
Total Aging 100 100

Source: Bureau of the Census and Veterans
Administration.
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CHART I

AGE CLASS OF AGING MALE POPULATION ,1958

VETERANS NON-VETERANS

1,500,000 5,400,000

It is clear from this that the age composition of the present
veteran group 65 and over is distinctly different from that of the
non-veteran male population in this age classification. Nearly
three-quarters of the former had in 1959 entered the 65 and over
group during the preceding five years as compared with less than
a third of the non-veterans. About 40 percent of the latter were

75 years of age and over as compared with only 5 percent of the
veterans,

This present difference in the age compositions is an outgrowth
of the periodicity of the wars which have given rise to veteran
status. This has resulted in the flow of veterans into the 65 and
over age group in surges or waves as compared with the more

steady accessions to this age group by the male population as a
whole.

CHART T

INDEXES OF THE NUMBER OF VETERANS OF EACH WAR ATTAINING AGE 65
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Looking to the future, as a result of general United States
population increases, longevity gains and more widespread mili-
tary service, planning must take into account the prospect of an
important expansion in the number of aging men and the rising
proportion of those with veteran status.
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While the male population 65 and over is expected to increase
from its current level of 7,000,000 to 13,000,000 over the next
four decades, the proportion of veterans in these totals will in-
crease still further. It is also expected that men aged 65 and
over will account for not only an increasing proportion of the
total population, but that within this aging group those with vet-
eran status will expand from the present one-fifth to account for
nearly two-thirds of the total.

TABLE 3

AGING MALE POPULATION ESTIMATE PROJECTIONS,
TOTAL AND VETERAN, 1960-2000 Aslo 0

Total Veteran % Veteran
(Million) {Million)
1950 5.8 2 3.5
1955 6.5 .7 10.8
1960 7.1 1.8 25.4
1965 7.7 2.3 29.9
1970 8.4 2.0 23.8
1975 9.3 2.2 23.7
1980 10.3 3.0 29.1
1985 11.2 5.1 45.5
1990 12.3 7.5 61.0
—pinml 995 12.9 8.6 _66.7
2000 13.1 8.3 63.4

Source: Bureau of the Census and Veterans Administration

CHART I

ESTIMATED VETERAN PROPORTION OF THE INCREASING AGING MALE POPULATION
1950-1975-2000
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While it is expected that the growth in the male population
65 and over will be maintained at an increasing rate that changes
only moderately from year to year, the veteran portion as pre-
viously noted comes into this aging group in wave-like progres-
sion. This will cause the age class composition of the veteran
group to change in a very different pattern from that of the group
as a whole.

The continuation of this development in the movement from
one age class to another within the 65 and over veteran group is
clearly apparent in the estimates for the next four decades pre-
sented in Table 4 and the proportions of the number of veterans
in each five-year age class over this period shown in Chart IV.

TABLE 4

AGING VETERANS ESTIMATE PROJECTIONS BY
WARTIME SERVICE 1950 - 2000

Spanish

American WWwWI wwiao Korean* Total
1950 118 79 7 - 204
1955 72 607 14 - 693
1960 40 1,688 36 - 1,764
1965 18 2,106 178 - 2,302
1970 6 1,550 453 - 2,009
1975 1 1,005 1,239 4 2,249
1980 - 546 2,464 30 3,040
1985 - 228 4,765 87 5,080
1990 - 66 7,260 187 7,513
1995 - 12 7,109 1,464 8,585
2000 - 1 5,078 3,172 8,251

*With no service in World War II
Source: Veterans Administration

CHART IZ.
AGE CLASS COMPOSITION OF THE AGING VETERAN
Percent GROUP 1955-2000
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One effect of the previously mentioned wave-like progression
in the annual number of male veterans entering the 65 and over
age group of special importance in the future will be the resulting
change in its age class composition from time to time. As can
be seen in the estimates presented in Table 5 and Chart V, the
proportion in the 65 - 69 age classification may vary in the future
from, for example, the low of 16 percent in 1970 to 50 percent a
decade later.

Viewing the group as a whole, it is clear that in addition to
the changes in the number of individuals that can be expected to
be in it in the next few decades, the ages of the majority will at
different times be higher and lower than at present. This will
be reflected in the proportions of the group with employment and
in other economic ways as well as in the living requirements to
be supplied by the national economy.

TABLE 5
CHANGING AGE CLASS PROPORTIONS OF THE MALE VETERAN
POPULATION 65 AND OVER BY DECADES, 1950 - 2000

Age Classes
Year 65-69 70-74 75 and over Total 65 and over
(percent) (percent) {(percent) (percent)
1950 34 42 24 100
1960 70 25 5 100
1970 16 39 45 100
1980 50 24 26 100
1990 49 32 19 100
2000 24 29 47 100

Source: Veterans Administration
CHART ¥
CHANGING AGE CLASS PROPORTIONS OF THE MALE VETERAN POPULATION 65 AND OVER
By Decades, 1950-2000
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FAMILY STATUS OF THE AGING VETERAN

The significance of the incomes of veterans aged 65 and over
in terms of the levels of living provided is inter-related with
their family status. About three-fourths are married and main-
tain households with their wives, as is indicatedin Table 6. One-
third of the remaining quarter of the group has continued single
and the rest have been widowed or in some cases divorced. Thus,
the 65 and over veteran group is made up preponderantly of
married couples.

TABLE 6

MARITAL STATUS OF MALE VETERANS AND NON-VETERANS
AGED 65 AND OVER, 1959

Marital 1 Veterans Non-Veterans
Status Thousands| Percent Thousands | Percent
Single 135 9 328 6
Married, wife present| 1,112 74 3,770 69
Other marital status 255 17 1, 366 2'5
TOTAL 1,502 100 5, 464 100

Source: Bureau of the Census and Veterans Administration

CHART WI

MARITAL STATUS OF AGING MALE VETERANS AND NON-VETERANS ,1959

VETERANS . NON-VETERANS
Total 1,502,000 Total 5,464,000

Married,

Wife Present
74%
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Again, the situation is dynamic. Family status changes with
the advancing age of those within the 65 and over veteran group,
primarily as a result of increasing widowhood. The proportion
of surviving male veterans who are widowed or separated from
their wives because hospitalized or for other reasons increases
from one-eighth of the total in the age class 65 - 69 to one-third
among those 75 and over, as shown in Table 7. Some variations
in this pattern appear geographically by regions, between rural
and urban areas, and within such areas.

Judging from the available data,itappears thatthe non-veteran
male population 65 and over falls in about the same family status
pattern, except for a somewhat higher ratio of those widowed.
This latter situation is no doubt accounted for by the larger
proportion of non-veteran men currently in the more advanced
ages in the 65 and over population where a higher rate of widow-
hood prevails than is indicated in the case of veterans.

TABLE 7

MARITAL STATUS OF AGING MALE VETERANS
BY AGE CLASSIFICATION, MARCH 1959

Age Classification
Marital Status 65-69 70-74 75 and over
Total 100 100 100
Single 8 13 3
Married, wife present 79 63 63
Other Marital status 13 24 34

Source: Bureau of the Census and Veterans Administration

Attempts have been made in legislative and administrative
provisions of aging veterans' income maintenance programs to
take account of the mostreadily determinable current and changing
family status differences. This is indicated later in this study
in connection with housing, including institutional, as well as with
compensation and pensions.

Family status is changing in nature and in importance to an
increasing portion of the aging population 65 and over and is of
growing concern to planning for the future by the individuals
involved and by business enterprise and government agencies.

GEOGRAPHIC FACTORS AFFECTING AGING VETERANS

The different patterns of living typical of the various regional
areas of the United States, and as between urban, suburban and
rural locations in the same area, involve widevariations in living
costs. An amount of income that is adequate to maintain a gen-
erally acceptable social and economic status in one location may
be sufficient to support an above-average standard in one place,
and fall short of the requirement in another.
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This diversity has had a major influence on the determination
of economic need under all of the concepts already noted and lies
back of the failure thus far to establishany universally satisfactory
uniform standard for the United States. It accounts for a certain
degree of pressure on the population 65 and over, including vet-
erans, concerned with maximizing the level of living obtainable
with their reduced levels of income, to move to other locations
either within their established community or elsewhere. It has
a direct bearing on the distribution basis for Federal Government
funds in programs of concerrn to the veteran aged 65 and over.

Regional and State aging veteran population distribution

The regional and State distribution of aging veterans in 1959
is presented in Table 8 and Chart VII. Their geographic location
is roughly similar to that of the population as a whole. Over half
are in the Middle Atlantic and East North Central regions plus
the individually large States of California and Texas.

TABLE 8

ESTIMATED NUMBER OF AGING VETERANS BY STATES, 1959

State Number State Number
(Thousands) {Thousands)
[New England 98, E.S. Central a8,
Connecticut 23 Alabama 19
Maine 9 Kentucky 22
Massachusetts 49 Mississippi 13
New Hampshire [3 Tennessee 24
Rhode Island 8
Vermont 3 W.S. Central 128
Arkansas 9
IMiddle Atlantic 280 Louisiana 20
New Jersey 59 Oklahoma 20
New York 135 Texas 79
Pennsylvania 86
IMountain 52
[E.N. Central 335 Arizona 9
Llinois T07 Colorado 15
Indiana 4] Idaho 5
Michigan 74 Montana 6
Ohio 78 Nevada 3
Wisconsin 38 New Mexico 4
Wyoming 4
[W. N. Central 147 Utah 6
Iowa 26
Kansas 19 Pacific 210
Minnesota 34 California 157
Missouri 44 Oregon 21
Nebraska 12 Washington 32
North Dakota 5
South Dakota 7 U.S. TOTAL 1,502
Bouth Atlantic 174
Delaware 3
D.C. 8
Florida 39
Georgia 22
Maryland 23
North Carolina 26
South Carolina 13
Virginia 25
West Virginia 15

Source: Veterans Administration
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Of particular interest from the standpoint of the economic
aspects is the fact that half of the aging veteran population is
located in the eight States: California, Ilinois, Massachusetts,
Michigan, New Jersey, New York, Ohio and Pennsylvania where
per capita income levels are well above the average for the
country as a whole. Only one-tenth are in the eight Southeastern
States which have the lowest per capita money incomes in the
United States, as will be seen in Chapter IV.

CHART ¥

NUMBER OF AGING VETERANS BY REGION ,1959
(Thousands)

Under 80,000 —
80,000- 140,000 [
140,000- 200,000
200,000-250,000
250,000 8 Over

Another aspect of this comparative geographic concentration
of the aging male veteran population is of prime importance to
planning and providing for the economic maintenance of the aging
veteran by himself and by the public and private agencies con-
cerned. In attempting to arrive at equitable geographically
uniform rates, it is apparent that if they are based on averages
for the country as a whole they will not provide the average level
of living of each geographic region of residence for the bulk of
the aging veteran population, which, as noted above, lives in
States where living costs and standards are higher than average.

Other aspects, such as the effect on inducements to the aging
veteran to relocate, are considered subsequently herein.

Geographic Migration

There can be no doubt that the economic factors of cash in-
come limitation in retirement and some variation geographically
in the cost of living, and hence the quality of living that a given
fixed monetary income will buy from place to place, have pro-
vided some incentive to the aging group 65 and over, including
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aging veterans, to move to new locations onretirement. This has
resulted in some '‘migration,’® both permanent and seasonal, but
much of this shifting appears to have been simply moving into
the less expensive local areas, still in reach of old friends and
relatives.

The influence of a differential in payments to the aging popula-
tion 65 and over as between States is illustrated on a small scale
by a few local instances of action to deter migration which has
been caused by the desire to take advantage of the higher rate.
In the case of old age assistance payments, an average per re-
cipient in June 1957 of $35.69 in Tennessee and $28.67 in Missis-
sippi induced some migration to Arkansas where the average
payment was $55.53. This caused Arkansas to change its rules
in 1959 for public assistance eligibility to require a residence
in the State for at least three years of the preceding five years
for one type of assistance, and for the immediately preceding
year of the last three years for another.

Under somewhat different circumstances, the State of Washing-
ton in 1959 included in its appropriation bill for the Department
of Public Assistance a requirement that applicants for general
assistance must have resided in the State for three out of the
four years immediately preceding the date of application.

However, census data for a decade ago covering the civilian
population 65 years of age and over indicate that 90 percent
resided in the same house as in the preceding year, 7 percent
moved to a different house but in the same county, about 2 percent
shifted to a different house in the same State, and only 1 percent
moved between States. While the census data for 1960, when
available, may show some increase in the population 65 and over
and veteran mobility, the proportion involved ininter-State move-
ment on other than a seasonal basis, although important to the
immediate areas concerned, will apparently not have a major
impact on the economy as a whole.

The promotion of special geographic ‘‘retirement areas"’
particularly in the southeast and on the southern West Coast is
still undergoing development. The appeal has been thus far
primarily to the middle-income group. Experience with such
planned communities to date has not yet encountered on a large
scale the effects of further agingof residents and change in family
status, such as widowhood, and shifting interests within the aging
groups as time goes on.

Two generalizations of importance to the aging veteran group
appear warranted in this connection: (1) geographic mobility is
usually a last resort of those still employed, as most older
workers tend to change their employers or eventheir occupations
before they change their places of residence, and (2) geographic
mobility declines in most areas with advancing age.

HEALTH STATUS OF AGING VETERANS

Health status, which has a double economic impact on the
individual through its influence on his employment and earning
power and upon the cost of maintaining his established living
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standard, becomes a factor of primary importance to the aging.
Expenses of health maintenance through medical care accelerate
greatly with advancing age, and this comes for the man 65 and
over at a time when his income and purchasing power declines.
Coupled with the rapid rise of the population 65 and over in recent
years and looking to the future, this has become a matter of
increasing national concern.

Moreover, the same degree of overall health impairment can
be of widely different economic significance depending upon its
nature and the parts of the mind or body affected and its relation
to current employment or to-occupational background. Of concern
also is the juncture at which its development forces consideration
of income-producing alternatives, with or without retraining,
and in a reasonable distance of the individual’s sometimes pre-
determined residence.

Within the group aged 65 and over as a whole there is a great
diversity, with degrees of impairment varying widely., The com-
mon factors appear to be the inclusion with advancing age of
more and more individuals with subsequent accumulation of ad-
ditional impairments and an increasing intensity with reference
to the effects on economic activity.

These developments as respecting individuals have been of
common knowledge and experience within families andlocal neigh-
borhoods, and caused no great continuing national concernas long
as family and community ties were strong and the members
‘‘looked out for each other.'’ The march of progress, however,
has led to increasing and more widespread specialization in the
whole social and economic spectrum of industrially advanced and
advancing countries like the United States. This, in turn, has in-
creasingly broken up the self-sufficient units and groups, leaving
the relatively up-rooted individual more and more to find a spe-
cialized place occupationally, geographically, socially, where he
and his immediate family canobtain maximumliving satisfactions.
From this has arisen the currently intensifying problems of the
aging veteran of concern here. Past the period of family raising,
with the youngsters marriedand setting up or established in homes
of their own elsewhere, he is confronted with such new problems
as advancing disabilities, compulsory or other retirement pres-
sures, reduced income and social isolation.

The situation changes in pattern and intensity over a period of
years rather than appearing suddenly at age 65 or thereabouts
when he becomes entitled to participate in most programs for the
economic maintenance of the aging individual,

This is clearly evidentinthe data coveringthe chronic physical
conditions and limitations affecting income-producing activities of
the male population 45 and over by age classes for veterans and
non-veterans in table 9. The rise with advancing age in the pro-
portion which have such physical hindrances is at a remarkably
constant rate. The number of such hindrances and the degree of
severity of limitations from the standpoint of employment, and
self-employment in an activity like farming, continue to build up
within the aging group.
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TABLE 9

VETERAN AND NON-VETERAN MALE POPULATION WITH
CHRONIC PHYSICAL CONDITIONS AFFECTING INCOME-

PRODUCING ACTIVITIES BY AGE CLASSES, 1957 - 58
With Chronic] With Activity [With Work Unable
Age Class Conditions Limitation Limitation | to Work
(percent) (percent) (percent) | (percent)
Veterans
45-54 54 11 8 2
55-64 65 27 21 9
65-74 80 50 44 20
Non-Veterans
45-54 54 13 10 3
55-64 62 20 17 6
65-74 72 37 31 13
Source: Public Health Service

Typical chronic health impairments

It is also clear from the data for some of the ailments typical
of the aging presented in table 10 that their incidence increases
rather steadily with advancing age as new afflictions involve more

and more individuals and multiply in the same individual.

It is

noteworthy that the rate for these conditions per thousand rises
from half again to nearly doubling in each of the two ten-year age
periods from the 45 to 54 age group to the 65 - 74 group, with the
rather steady rate of involvement of new individuals.

TABLE 10

PREVALENCE OF SELECTED CHRONIC PHYSICAL
CONDITIONS AFFECTING INCOME-PRODUCING
EMPLOYMENT IN THE MALE POPULATION AGE 45
AND OVER RATE PER 1, 000, 1957 - 59

Rate per 1, 000 in Age Class
Chronic condition 45-54] 55-64 [ 65-74 |75 and over
Arthritis and rheumatism 84 139 198 206
Deafness and hearing
impairments 46 86 155 250
Heart conditions 43 87 141 168
Hernia 28 52 87 123 '
Visual impairments* 21 33 69 149
Extremities or trunk
paralysis 6 14 21 37

*Not fully corrected by glasses

Source:

Public Health Service
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Health impairments are significantly higher in the male aging
veterans as compared with non-veterans. In the age class 65 to
74 in the year ending June 30, 1958, the rate of impairments per
1,000 veterans was found in a National Health Survey to be 518 as
compared with 421 for non-veterans in this age class. Similarly,
the proportion of aging male veterans was higher than for non-
veterans for those with chronic conditions, those under care with
restricted activity and the number of days ofbed disability. Cur-
rently available data are inadequate, however, to provide more
precise information on this score.

Special economic effects on aging veterans

The effects of this changing health factor on employment have
a great many facets of direct specific bearingon the economics of
the individual veteran aged 65 and over in addition to those men-
tioned in general above, as well as on prospective employers and
on income maintenance programs of Government agencies.

The 65 and over veteran group differs on this score from the
general non-veteran male population in this age group in several
ways of special importance to government and private planning
agencies concerned. The development of some major disability
impairments in the case of veterans resulted from wartime mili-
tary service which brought large numbers into the wholly and
partially disabled dlassification suddenly with each major military
episode, rather than at the more normal non-veteran accretion
rate.

This has had widespread special economic effects through the
necessity of providing expanded treatment facilities and services
in large volume inaugurated inshort periods of time, the economic
maintenance of those with impaired or destroyed self-support
ability, and restoration where possible to full or partial self-
support condition, occupation and employment. The effectof these
developments on the veteran population aged 65 and over are ap-
parent in the periodic expansion heretofore mentioned in their
number and the influence on employment income.

(In the latter case, it is well to note that it is possible to have
somewhat misleading statistical indications of improving average
health condition and of increased employment for the aging veteran
group as a whole in these periods of extraordinary expansion in
the numbers of those reaching age 65, since those who are just
entering the 65 and older age groupare typically in better physical
condition than the average for the existing group, and have a rela-
tively higher rate of employment than does the group as a whole.)

Physical condition and employability

Physical condition of the aging is a factor in the decision by
the prospective employer and the aging manhimselfas to whether
to offer or take employment in specific cases and at particular
times. It affects employability and the type of work that can be
performed and as might be expected is of a somewhat lower level
in a greater proportion of aging veterans than is the case with
non-veterans. In the 65 to 74 age group, about 45 percent of the
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veterans have some type of activity restriction involving work
limitation as compared with about a third in the case of non-
veterans.

Informaticn currently available is inadequate to get a clear
measure of the developments within the 65 and over age period
as a basis for determining precisely what, if any, Government
measures would be helpful to maintaining the aging veteran for
a longer period in suitable physical condition to take advantage of
available employment opportunities. Consideration is being given
currently to this situation.

The outcome of this backgroundin the actual employment situa-
tion of the aging veteran is presented in Chapter III.

Research in Maintaining the Health of Aging Veterans

The Veterans Administration has currently in progress about
90 studies in the following fields directly concerned with the health
problems of the aging and having a bearing on the maintenance of
the aging veteran currently and in the future in a viable economic
condition. They cover the following areas of study:

(a) Biological aspects of aging in the cell, the organ and the
organism

(b) Changes which age produces in the individual

(c) Special deterioration usually attributed to age or specially
noted in elderly patients

These are a continuation of the general program of the Vet-
erans Administration in this field and are concerned particularly
with the ultimate prevention or early cure of conditions which
impair the health and ability of the agingveteran to maintain him-
self. :

EDUCATION BACKGROUND

The current aging population, including veterans, has not had
as many years of formal education as is now customary. The
median school years completed for those now 65 years of age and
over is slightly over 8 as compared with 12 for those now under
45.

The education status of the aging population of the future will
increasingly reflect the general continuing rise in the average
number of years of formal schooling of the younger generations.
With particular reference to veterans, this has resulted in part
from the fact that those veterans now inthe 65 and over age group
did not have the advantage of the educational assistance, including
retraining and readaptation to new employment provided after
World War II and the Korean Conflict. This has had some bearing
both on employment of the veterans who are now in the population
group aged 65 and over and on their resources for satisfying
activity after retirement. :
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The economic significance of the education limitations of the
veterans now 65 and over and of the increasing formal education
background of the veterans who will be cominginto this age group
in the future cannotbe adequately appraised pendingthe availability
of further data.

Summary (Chapter 1)

The foregoing review has covered the major aspects of the
veteran 65 and over age group from the standpoint of their eco-
nomic maintenance by themselves or as assisted wherenecessary
by Government agencies to meet situations, standards, and criteria
considered in Chapter Illfollowing hereon. Itis apparent that the
group is growing rapidly and under dynamic personal conditions
that call for continuing review and the maintenance of alert and
progressive adjustment by the legislative and the executive agen-
cies directly concerned, such as the Veterans Administration.
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Dr. Maxpert. T would like to call your attention to the fact that
as you probably know that the Veterans’ Administration has no par-
ticular requirement under the law to take care for the aging, per se,
but we are admonished under the law to take care of veterans and
because of the nature of our veterans population being limited to
those who have had war service, our segment that we take care of
is a limited segment and a constantly aging one.

If what I hope is the wish of all of us that we will have no further
wars, we, therefore, can expect that we will have no further veterans
added to our rolls.

Those that we are taking care of will continually age and by the
year 2000 practically all veterans will be in the aging group.” Be-
cause of the fact that this veteran population, a limited segment of
the population is a constantly aging one, we are aware that we are
facing day to day the problems of the aging American male.

We operate 170 hospitals across the country and in our hospitals
we are recognizing that more and more of our patient load is being
filled with 65-year-old veterans and older.

Senator Muskie. What percentage of your population now is in
that age bracket?

Dr. Ma~NpeLL. May I ask Dr. Cohen?

Dr. Coren. In our hospitals at the present time, almost one-third
of all patients hospitalized on any given day are 65 years or older,
an increase in the past decade from approximately 5 percent at the
beginning of the fifties.

enator Muskie. From 5 to 33 percent ?

Dr. MaxpeLL. And this will continue to increase.

Senator Muskie. So, very shortly, one out of every two beds——

Dr. Ma~peLL. Will be occupied by a veteran 65 years or older.

Senator Muskie. Will he be hospitalized because of the chronic
diseases associated with old age?
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Dr. ManpeLL. While it is true he may be hospitalized for any
condition that may arise, such as broken limbs or anything else, he
is eligible for treatment. It is recognized he is coming into more
of the disabilities that are connected with the old-age group and those
disabilities make his stay longer.

Senator Muskre. Of the patients over 65 now in the hospital, what
percentazge are in the hospitals for old-age diseases or old-age dis-
abilities?

Dr. Ma~peLL. I do not know that we have it broken down by age
grouf) for each disability so it is not possible to give an exact figure.
Am I correct we do not break the diseases down by ages?

Dr. Comen. A study in 1958 was done jointly with other Federal
agencies, speciﬁcall§ with the U.S. Public Health Service, the Na-
tional Institute of Mental Health, and with the American Hospital
Association, of those veterans who were receiving care on one given
day. Those figures are available by age, by the broad categories of
care which they were receiving, specifically, those receiving care for
mental illnesses, those with tuberculosis and those with medical, sur-
gical, and neurological disorders.

These figures prepared in 1958 have been updated for the groups
with tuberculosis and mental illnesses. All three groups will again
be updated in the spring of next year and will be related to the vet-
eran distribution by age, based on data obtained from the 1960 census.
This will grovide us with a basis for a second series of forecasts
similar to the one completed in 1958. There is available a copy of this
study which may be utilized in any way the committee sees fit, in-
cluding forecasts to 1986.

Senator Muskie. We appreciate having that for our files and would
like to insert in the record at this point anything pertinent to the
questions I ask.

(Material referred.to follows:)
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CURRENT AND PROJECTED VETERAN PATIENT LOAD

Introduction:

In the execution of any program, long-range planning is necessary for
administrative decision.

This is true of the federal program for providing hospital care to
eligible veterans. As a consequence, the following study is a joint
effort of the Veterans Administration and the Bureaa of the Budget to de-
termine the present extent to which the Federal govermment is providing
care to veterans. A series of estimates of the future hosgpital requirements
of the veteran population have been made using different assumptions. The
current situation and the projections provide a basis for formulating a
policy on the extent to which the Federal government should assume respon-
8ibility for the care of veterans. It also provides dsta for assessing the
long-range ramifications of any policy.

During the past year, three separate surveys were conducted for the
Veterans Administration and the Bureau of the Budget by the U. S. Public
Health Service and the American Hogpital Association. The purpose of
these studies was to determine the mumber of male veterans hospitalized in
public and private hospitals in the United States and Puerto Rico. For the
first time, information was obtained on the age and geographical distribu-
tion of veterans in non-VA hospitals. Survey findings were then combined
vith similar data on the caomposition of the Veterans Administration patient
load to provide a camplete picture of the current veteran patient load.
These data have been the basis for estimates of future patient loads for
each of the three major types of patients, i.e., tuberculous, psychiatric,
and general medieal, surgical or neurological. Current and potential
patient load data refer to the mumber of veterans in hospital, but do not
represent expected changes in the total mmber of veterans admitted to VA
and non-VA hospitals. Detailed information on current patiemt loads and
projections for each of the three patient categories is presented in
appendices A, B and C.

Current Patient load

The following table shows the total number of veterans in hospital
ag of June 1957 according to their eligibility status and the percent who
are given care in Veterans Administration facilities:
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Percent
In Hospital In Nospital 1In Hospital
Under Not Under Under

Total VA Auspices VA Auspices VA Auspices

All Veteran Patients (Service & Non-Service-Connected)

All Patieats 187,800 110,200 T1,600 58.7
Tuberculous 18,200 12,200 6,000 67.0
Psychiatric 84,900 57,300 27,600 67.5
T&:ﬁ;ﬂﬁr@cﬂ 84,700 40,700 44,000 48.1

Veterans In Hospital For Non-Service-Connected Disabilities

All Patients 148,800 12,200 11,600 1.8
Tuberculous 15,100 9,100 6,000 60.3
Psychiatric 53,600 26,000 27,600 48,5
Ge&mm*ﬁﬁéuwm 80,100 36,100 bk, 000 5.1

It is assumed that all veterans hospitalized for trestment of service-
connected disabilities are given care under VA suspices.

This summary points up the extent to which the Federal goveroment has
sssumed responsibility for the care of veterans whose disabilities are not
related to their military service. Such care is provided under legislation
pernitting hogpitalization on a facilities available basis when veterans
certify their medical indigency.

Almost half of all veterans curreatly in hospital for non-service-
connected disabilities are cared for at Federal expenss. An analysis of
this distribution by type of patient is most significant.

Three out of five veteran patients with tuberculosis nmot attributable

. to service are in the agency's hospitals. Ons of every two veteran patients
with non-service-connected psychiatric conditions is being cared for by the
Vetorans Administration. Almost the same proportion prevails among veterans
vith general medical, and nsurological conditions unrelated to service.

Marked differences, according to state of residence, were found in the
proportion of veterans receiving care for non-service-connected conditions
in Veterans Administration hospitals. These comparisons are gshown in each
of the gppendices.
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The extent to vhich veterans obtain their care from the Veterans Admin-
istration for conditions umnrelated to service incresses markedly with advanc-
ing ege as demonstrated by attached Table 1. Of even more significance in
mmenmusorwmudnwaormmm&
tion as it advances in age, are the data on hospital prevalence rates ghown
in the following table. They show that the age "prevalence" rates of non-
service-connected patients per 100,000 living veterans increases from 340
for veterans under age 25 to 4,759 for those aged 70 and older.

Type of Patient
General Medical,

Surgical and

Age Group All Types Tuberculous Psychiatric Neurological
All Ages 655.6 66.6 235.1 353.9
Under 25 340.4 29.2 106.5 204.7
25 - 29 22h,2 18.7 TL.h 134.1
30 - 34 346.4 34.7 151.0 160.7
35 -39 369.0 39.3 14,5 188.2
4o - &4 481.7 64,7 153.1 263.9
b5 - 49 708.6 92.5 239.7 376.4
50 - 54 1,035.6 153.8 295.7 586.1
55 - 59 1,515.7 171.6 5T4.1 T70.0
60 - 64 1,785.5 189.4 632.4 963.7
65 - 69 2,b6h,7 207.1 903.2 1,354
70 & over 4,759.1 235.9 1,575.9 2,947.3

Sumsary of Future Projections

Assuming that peacetime conditions will prevail in the future and that
there will be no change in existing eligibility criteria, estimates of fut-
ure veteran patient loads were derived from present experience. These Pro-
Jections do not take into account the future effects of such major factors
as possible dramatic advances in medicine and possible changes in the eco-
nomic status of the veterans.

The veteran population is expected to dacline gradually for a mmber
of years. By 1986 there are expected to be 7.5 million fewer war veterans
than there are nov. Fowever, at that time the mmber of living veterans
over 55 years of age will be sbout 13 million in comparigson to 3.4 million
today. Attached Table 2 shows this projected decline through 1986 with
the estimated age distribution of living veterans.

It may be expected that the service-connected patient load will decrease
contimiously as time elapses after a war. Howevar, the effects of the aging
of the veteran populstion will result in a contimial increage in the patient
load of veterans with mon-service-connected conditions., The patient loads
representing the total mmber of veterans in VA or non-VA hogpitals &t fif-
teen-year intervals through 1986 have been computed as follows:
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Eligibility Type of
Status Patiext
Service-
connected All Patients
Tuberculous
Paychiatric
GMSAN

Kon-gervice-

connected All Patients

Tuberculous
Ppychiatric
aMsan

Thousands of Patiemts In Hospital as of June
1971 1971 1

5

oW

3
N
4

18.8

15.1
53.6
80.1

13.1
78.5
136.7

2.6

0.3
22,0
1.3

30h.5

1hk.b
100.5
189.6
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It is possible to envision a variety of policies undsr which the Federal
government could assume responsibility for providing hospital care in future
vesrs. The following graphs dalinsats five aliermate approachss ranging fros
earing for only service-comnected conditions to caring for all conditions re-
gardless of ability to pay. Attached Table 3 provides the dstailed projec-
Similar detail for each type of patient is

tions for all types of patients.

ghown in the sppendices.
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Qualifications of Projections

Except for tuberculosis patients, for which a further decline in
"prevalence"” rates is anticipated, these projections are based upon an
assumption that existing veteran hospitalization "prevalence” rates will
contimue in the future. No assumptions have been made of the effect on
future veteran patient loads of further changes in medical practices and
economic conditions.

For example, the dramatic drop in the tuberculosis load being ex-
perienced now could not have been anticipated a few years ago. Many
medical developments affecting other infirmities of man might have poten-
tial for breakthrough in the future. On the other hand, therapeutic ad-
vances &re nol necessarily associated with decreased bed requirewents.

Another assumption which has been made 1s that the age prevalence
rates of World War I veterans today may be used to project the mmber of
World War II and Korean veterans who would be in hospital when they attain
comparable ages. It is difficult to essess whether this assumption re-
sults in an overestimate or underestimate of the future veteran patient
load since it is not possible to determine the effect of the differences
in enviromment or the adequacy of medical care received by the veterans of
these two generations.

Uncertainties exist also in the economic and social coantext within
vhich medical care is provided. Estimates of the extent to vhich the older
veteran in the future will seek care at Federal expense are based upon
present experience with older veterans. Because of the GI bill, expanded
social security and other retirement programs and extension of medical and
hospital insurance, there is every reason to believe that the World War II
and Korean veterans in their old age will be better able to afford medical
care in non-public facilities than are the World War I veterans today.

Due to the inability to forecast the effects of these medical and eco-
nomic factors on the future veteran hospital patiemt loads, they should be
recognized as qualifications of projections based on present experience.
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TABLE 1

By Age and Hospital Jurisdiction
As of June 1957

109

Nuxber of Patients

Percent of Total Patients

In Non-VA In Non-VA
Hospitals Hogpitals
Age Group In VA Not Under VA In VA Kot Under VA
Total | Hospitals 1/ Auspices 2/ | Hospitels 1/ Auspices 2/
Under 25 3,353 1,110 2,243 33.1 66.9
25 - 34 | 24,528 9,006 15,522 36.7 63.3
35 - kb 131,346 12,806 18,540 40.9 59.1
45 - 54 | 18,074 7,465 10,609 b1.3 58.7
55 - 6h Lo,074 22,122 17,952 55.2 44.8
65 - Tk 25,305 15,061 10,244 59.5 k0.5
75 & over 5,228 2,846 2,382 5k b4 45,6

y Includes veterans with war service hospitalized under VA auspices in
non-VA bospitels.

2/ 1Includes only male veterans with war service.
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TABLE 2

Estimated Age Distribution of Veteran FPopulation
Excluding Peacetime Veterans

1957 - 1986
Thoussnds of Veterans as of June 30
Age Group 1357 J 1961 T 1966 T 1571 | 1976 | 1981 | 1986
AL Ages 22,560 |22,234 | 21,523 | 20,257 |18,758 | 17,085 | 15,107
Under 25 985 63 - - - - -
25 - 34 8,322 5,579 2,104 69 - - -
35 - bk 7,64 | 9,55 | 8,879 | 5,768 | 2,15 T -
45 - Sh 2,22) | 3,678 | 6,644 | 9,083 | 8,283 | 5,647 | 2,095
55 - 6k 2,357 | 1,213 | 1,655 | 3,335 | 6,007 | 8,058 | 7,113
65 - Th 955 | 1,991 | 1,808 923 | 1,297 | 2,537 | 4,643
75 & over 9 433 | 1,079 | 1,010 72 956

9k




TABLE 3

Current and Projected Veterans Administration Patient Loads
Under Certain Alternative Assumptions of the Extent to Which Care
Would Be Provided by Veterans Administration

1957 ~ 1986

1957
(Actual) 1961 1966 1971 1976

ASSUMPTION A - VA To Care For The Total Veteran Patient Load

Service~connected

110,200 201,000 229,300 258,000 261,100 299,600

39,000 36,600 33,000 29,700 26,800 25,000
Non-service-connected 71,200 164,400 196,300 228,300 254,300 274,600
% of Total NSC Patient Load 47.8 100.0 100.0 100.0 100.0

Service~-connected
Non-gervice-connected
% of Total NSC Patient Load

Service-connected

ASSUMPTION B - VA To Care For ALl SC And Same Proportion Of KSC, Age For Age, As In 1957

110,200 117,200 130,200 143,500 157,100 172,300
39,000 36,600 33,000 29,700 26,800 25,000

k9.0 bo.s 51.2

ASSUMPTION C - VA To Care For All SC Patients And Same Overall Proportion Of NSC Patients

DNIDYV THI 40 SIWATI0Hd

71{‘?03 80,600 97,200 1-]-3&303 130,300 147,300

In Each Diagnogtic Category As In 1957

110,200 114,800 125,900 137,400 146,400 154,000

39,000 36,600 33,000 29,700 26,800
Non-gervice-connected 71,200 78,200 92,900 107,700 119,600 129,000
4 of Total NSC Patient Load 7.8 47.6 47.3 k7.2 k7.0

T11



TABLE 3 {Contimed)

Current and Projected Veterans Adminigtration Patient Loads
Under Certain Alternative Assumptions of the Extent to which Care
Would Be Provided By Veterans Administration

1957 - 1986
Eligibility 1957
Status (Actual) 1961 1966 1971 1976 1981 1986
ASSUMPTION D - VA To Care For All SC Patients And Sufficient NSC Patients To Maintain Load
At Present Level
Total -110,200 110,200 110,200 110,200 110,200 110,200 110,200
Service-connected 39,000 36,600 33,000 29,700 26,800 25,000 23,600
Non-service-connected 71,200 73,600 77,200 80,500 83,400 85,200 86,600
% of Total NSC Patient Load 1.8 4.8 39.3 35.3 32.8 31.0 28.4
ASSUMPTION E - VA To Care For All SC Patients Only
Total 110,200 36,600 33,000 29,700 26,800 25,000 23,600
Service-connected 39,000 36,600 33,000 29,700 26,800 25,000 23,600

Non-sarvice-comnected TL,200  ecneee

48!

ODNIDV THIL 40 SWHTIOHd .
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Dr. ManpeLL. Therefore, in our hospitals we are deeply concerned
with the health problems of the aged. We also operate a series of
domiciliary residences or homes and significantly while these are not
limited to the older veteran by definition, from t]Ze very fact that it is
limited to veterans with disabilities which incapacitate them from
earning a living, a greater and greater number of residents in our
domiciliaries are the older veterans.

This gives us a wide experience in the housing needs and the gen-
eral nursing care needs of older citizens and also in the spiritual and
social and psychological needs of older citizens, so that our experience
in the field of carrying for aging veterans is probably as broad as any
in this country.

We also have a program of pensions and in the pension program
this is limited to those veterans who have disabilities and a limitation
of income but because of our pension program, which is a growing pro-
gram, we also have experience in the economic needs of the aging male
populations.

I should say that I am constantly referring to males and as many of
you know, particularly World War IT and Korean conflict, females
were not necessarily excluded but by the very nature of total numbers,
the number of females that we care for is relatively few and the num-
ber of males relatively large so that we cannot claim too great an ex-
perience in the care of the older females as yet.

Senator Muskie. Are your facilities adapted to, as well as they
might be, to caring for the aging patient, the patient over 65 whose
primary cause of disability is connected with hisage?

In other words, do you have geriatric facilities in the best sense of
the word ¢ A

Dr. ManpeLL. This I can say we have in our hospitals. Our hospi-
tals are geared to take care of the geriatric problems of the ailing vet-
eran.

Senator Muskie. What do you do with those patients that do not
need or no longer need intensive hospital care but do need skilied
nursing care?

Dr. ManpeLL. At the last hearing of the full committee, Senator
McNamara asked the then Deputy Administrator whether we op-
erated nursing homes.

We do not operate nursing homes as such because we have no au-
thority to operate nursing homes.

I think in his testimony he stated that we were prohibited from op-
erating nursing homes and this is true if you take the word “pro-
hibition” to mean that that which the law does not specifically grant,
it prohibits.

e law relating to facilities as incorporated in title 38, which isthe
codification of all veterans’ laws, in talking of the facilities which will
be operated by the Veterans’ Administration, specifically mentions

. that the Administrator may operate hospitals and then defines hospi-

tals and the kinds and domiciliaries and defines domiciliaries but it
makes no mention of nursing homes.

Senator Musgre. What language change do you think you ought
to have? Do you think “nursing homes” ought to be specifically men-
tioned in the law?
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Dr. ManpeLL. Let me answer that by giving you what I got from
our general counsel. In anticipation that that question might be
asked, I ask our general counsel what the answer to that might be,
and I would like to read in the record their answer to me. '

STATUTORY AMENDMENT TO AUTHORIZE ESTABLISHMENT BY VA OF NURSING
HOMES

1. You have requested our advice as to what amendment to the present laws
would be needed to give it a very specific authority to establish and operate nurs-
ing homes. This request stems from your conversation with a representative
of the staff of the Senate Special Committee on Aged.

2. Section 5001 of title 36, United States Code, authorizes the Administrator.
subject to the approval of the President, to “provide hospitals, domiciliaries, and
outpatient dispensary facilities for veterans entitled under this title to hospital or
domiciliary care or medical services.” There is no specific mention in this
authorization concerning the erection or acquisition of nursing home facilities.

3. An example of how the Code could be amended to provide in clear and un-
mistakable terms the authority to establish nursing home facilities is contained
in the pending House bill, H.R. 7840, a copy of which is attached, you will
note that this bill would amend section 5001 of title 38 to add a new subsection,
reading as follows: i

“(g) Subject to the approval of the President, the Administrator shall pro-
vide additional facilities at hospitals under his administrative control for furn-
ishing of convalescent care, nursing care and institutional care for long-term
chronic diseases.”

4. You will also note that the bill spells out that nursing home care may be
provided by the VA and make it perfectly clear that admission to the nursing
homes facilities is available on the same basis as admission to hospitals as
opposed to the requirement for admission to domiciliaries. Thus, the bill would
amend paragraph 5, section 601, title 38, United States Code to add to the definition
of “care” a sentence stating that, ‘“The term ‘hospital care’ also includes con-
valescent care, nursing home care, institutional care for long-term chronic
disease.”

5. The Administrator has been requested by the Committee on Veterans
Affairs to report on H.R. 7840 and the bill is now being studied with a view
to determining the agency’s position on the merit of this type of legislation.
After a report has been approved by the Administrator, it will be necessary
before submitting such a report to the House committee to obtain from the
Bureau of the Budget advice concerning relationship of the measure to the
program of the President.

Senator Muskie. Would the nursing home provide a less expensive
type of care for aging patients who now have to be cared for and are
cared for in existing %acilities of the Veterans’ Administration ?

Dr. ManpeLL. In general, I would say “Yes.”

Senator MUSKIE. %nasmuch as by 1985, there will be 45 percent of
the aging male population who are veterans and by 1995, as you have
indicated, 66.7 percent, we are talking about a potential problem here
which affects a large segment of our total population.

Should we be thinking not necessarily in terms of integrating pro-
grams but at least in terms of related programs of nursing home care
for veterans and other segments of our aging population?

Dr. ManperL. The Committee on Aging of the Veterans’ Adminis-
tration has given this considerable thought. One of the philosophies
derived in the contemplations of that committee was that certain fac-
tors of nursing home care seem realistic and important. )

First, that the operation of a nursing home does not necessarily
become more efficient, or effective by increase in size. A size of a nurs-
ing home anywhere from 75 to 200 beds is just as effective if not more
effectively operated than a nursing home of 2,000 or 8,000 beds.
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Those people with chronic diseases needing long-term care should
not be deprived of a fairly intimate relationship with their home
community. Therefore, they would be best cared for in those areas
where they would have the ability to continue that relationship. So
that nursing homes, therefore, we feel, would ideally be best located
as close to the patient’s community as possible. .

For the Veterans’ Administration to carry this out, if we should
say we were going to attempt to do this by even saying only in major
cities—I think Dr. Cohen has the number of major cities there are—
this would mean probably some 500 or 600 more or less homes and if
we sald major communities, it may run to maybe 5,000 to 6,000,

The administrative difficulty of a Federal agency trying to ad-
minister 5,000 to 6,000 separate stations scattered over the country is
practically an impossible task. ) ) o

Therefore, we feel that this should be given consideration in any
legislation, whether it should be done by a Federal agency or in some
way whether the Federal agency should give support tosuch a program
operated locally by the local community or the States.

Senator Muskie. That would appear to be the persuasive alternative
at this point.

Dr. MaNDELL. Yes.

Senator MuskIe. 1 am curious about one other point. I became in-
volved with the nursing home problem as Governor of my State. I
must say that we have considerable distance to go before we have a
program of acceptable minimum standards. I think up to this point
that the progress made has been commendable.

I think we are now reaching the point of the evolution of this pro-
gram where we ought to be setting our sights a little higher.

Do you think in a veterans program, a nursing home program, we
should visualize as support for a State a general program of nursing
homes, do you think that the Federal program ought to in some way
impose standards?

Dr. MaxoeLL. I would be inclined to say they should impose guide-
lines to standards for the States, with this admonition, that in the
imposition of standards on the States it must be recognized that there
are at present a tremendous number of facilities caring for the
chronically ill which every one will admit are substandard.

To impose standards on the country too rapidly would simply mean
that you close facilities which while not good are better than nothing.
Therefore, I would recommend that whether the Federal Government
direct the standards or guide the standards or whether the States
direct the standards, that they be time-phased so that you do not throw
the entire care of the chronically ill into a tailspin.

Senator Muskm. You face this difficulty don’t you, Dr. Mandell?
It 1s difficult to predict what percentage of a given number of nursing
home patients would be veterans.

If it were very small, the nursing home might be reluctant to raise
their standards to a certain level and fail to raise them those veterans
would be denied the services of that institution. '

So I am inclined to agree any such policy would have to be realistic
and properly phased to meet the practical possibilities.

Dr. Ma~perL. This is right.
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Senator Muskre. This is a possibility, is it not, Dr. Mandell, that we
would have a schedule of progressive payments depending upon the
standards provided by the nursing homes? The institutions of higher
standing would have higher payments?

Dr. ManpeLL. Yes, I think one of the things we should clarify on
our own thinking is that there is in this country no clear-cut decision
on exactly what we mean by nursing homes, and it ranges from operat-
ing hospitals and to operating old-age homes and places of residence
and everything in between. There are some operators of nursing
homes that would like to limit their operations only to those that
can rehabilitate and feel primarily a nursing home should be a con-
valescent home and rehabilitation center; and I think, on the other
hand, it should be recognized that there are patients that still need
care that cannot be gotten in their own home community and own
home environment, so there are all degrees from limited nursing care,
to intensive nursing care to rehabilitation and simply convalescent
care and all fall into the spectrum of nursing homes.

I think some clarification of what we mean by nursing homes is
essential. I think we have recognized in our own program that while
we have limitations for admission to our domiciliaries, requiring that
those veterans that enter the domiciliary shall be able to maintain
themselves and take care of their daily needs, it is recognized as they
age they soon lose these abilities and we find ourselves caring for the
aged and infirm.

One of the problems, I think, always confronts a group studying
the problem we are studying is that we place in the group that we
call the aging and aged, everybody between the age usually 65 and
older, and I think we must recognize that usually that group between
65 and 75, in general, are pretty self-sufficient, that when you take the
group from 75 years and above we get more and more the disabled and
yhg infirm and when you get up into the 80’s, you definitely have the
infirm.

It is not realistic to group all of these people into one group.

Senator Muskie. Now, since this problem is accelerated, we must
shortly make a decision as to the kind of program we are going to
provide for nursing homes in the veterans field and also for our gen-
eral aging population. Isthisnotso?

Dr. ManpeLL. Yes, in this respect I would like Dr. Cohen to talk
to you about some of the studies being done in the Department of
Medicine and Surgery as to their new approach in the domiciliary
program and what the agency should do as an agency and what it
should expect from the local communities,

Dr. Conen. Senator Muskie, the approach has been rather one of
what are the needs of our patients rather than what type of facilities
do they need and in exploring this we have come to realize as Dr.
Mandell has just related to you, that there are patients in our hos-
pitals that need hospital care and patients that need long-term care,
and geriatric types of units.

There are members in or domiciliaries who can and should be moti-
vated to live again in the community as at least more independent’
citizens than they are now. The domiciliaries as they now exist are
holdovers of the post-Civil War period and are still being carried on
in part with the rather broad programs which came out of the post-
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Civil War period. In the past they did provide everything from a
residence up to a hospital, including the equivalent of nursing home
care, whatever that might be.

The approach that we have been using is one of substituting for
our domiciliaries a unit which we tentatively referred to as a restora-
tion center. We believe it important to emphasize restorative services
and to provide major emphasis on outplacement of as many of these
individuals as possible into community facilities as rapidly as the
community resources can be built up. This will permit us to take
care of these individuals closer to their homes than 18 large centers
now permit.

There has been developed a very careful staff study by members
of the professional services giving consideration to all of the needs
of these older veterans, their health needs, their spiritual needs, their
psychological needs, and their socioeconomic problems which have in
no small measure contributed to their application for care in the
domiciliaries.

A large percent of these individuals are lone individuals, a fair per-
centage have been categorized as social isolates so they do need consid-
erable work in terms of planning for their outplacement.

Accordingly, the staff having developed a program that we believe
is a feasible one, there is underway conversion of some unused facili-
ties at our VA hospital in Hines, which is outside of Chicago, to estab-
lish a pilot restoration unit. We hope to open this in November, by
admitting patients from the Hines Hospital. This is a 2,000-bed
installation which has an ample number of individuals of various
groups, various diagnostic categories, to provide patients for the 120-
bed unit which we are establishing there.

The actual details, the philosophical concept, the program applica-
tion, the facility which we envision will probably be needed is in-
cluded in a draft document entitled “Restoration Center” which I
think that the committee and the staff may be interested in reviewing.

Senator RaxpoLpH. We will make it a part of the record at this
point.

(Material referred to follows:)

PROPOSED PLAN FOR THE RESTORATION CENTER
Background

Study of length of stay in hospital has shown that socioeconomic factors are
an impediment to early discharge and placement of an increasing number of
patients. The milieu of a hospital is attuned to the care of the sick. Solution
of socioeconomic problems is not the primary mission of a hospital. The Depart-
ment of Medicine and Surgery has attempted to deal with these situations of
necessity in the hospital setting. The increase in age of the veteran segment of
the population and the increase in chronicity of disease that accompanies senes-
cence necessitate a fresh look at this growing problem and its impact on the VA
hospital system. .

The present domiciliary system of the VA is primarily oriented to institution-
alized living and not to outplacement. Thus the domiciliary tends to provide
an escape or refuge from responsibility for the veteran, the family, and the
community. Although many of the members now in domiciliaries or applying
for admission could be placed in the community, the veteran's stay in a domicili-
ary has not been generally productive in terms of motivation and ptanning rur
constructive outside living. :

It is well known that long exposure to an institution or hospital environment
results in a pattern of living which is inimical to adaptation to community living.
The better adjusted the patient to this environment, the more difficult his read-
justment to the community.
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Objective

The restoration center will permit the mobilization of medical, social, and
vocational services for those veterans who have reacheéd maximum hospital bene-
fits and who have a potential for return to community living within 1 year. This
program will focus on those individuals whose optimal adjustment to their dis-
ability will require relatively less medical supervision and nursing care than
that given in a hospital. Their goal may be return to their own home with
medical care, nursing care, home help and/or other community services, or
perhaps to an appropriate kind of protected living arrangement, such as foster
care or boarding home, nursing home, or State or other home. The emphasis of
the program will be on movement, not maintenance.

Establishment of restoration centers will—

1. Better meet the needs of disabled veterans. .

2. Widen the scope of professional supervision of the rehabilitation
process.

3. Increase the use of hospital facilities by making more beds available
for those in need of hospitalization.

4, Provide more effective use of public funds.

5. Stimulate communities to develop resources for care of disabled citizens.

Thus the objective of the restoration center is to provide a dynamic program
aimed at restoring disabled veterans to more purposeful and independent living.
The program in the center will emphasize restoration and outplacement of
disabled veterans, focusing special attention on the social and economic aspects
of illness and disabilities.

The restoration center is not a panacea for the “frozen” bed problems of the
hospital. A patient whose prognosis is for continuous bed care will not be
transferred to a restoration center. The needs of such patients will continue to
be met by the hospital. Patients for whom maximum hospital benefits have
been reached but who still require extensive nursing care beyond 1 year, will
not be transferred to the restoration center, but will be retained in the hospital
until they meet the criteria for admission to the center, or if extensive nursing
care is a continuing requirement, placement in a nursing home will be arranged,
when possible, directly from the hospital.

Method

Having attained maximum hospital benefits, all techniques of physical medi-
cine and rehabilitation, social work, nursing and psychology, and all availabie
modalities should be employed to maximize attainment of physical function,
motivation for less dependent living, and the individual’s utilization of personal
and community resources for outplacement. Acceptance and help of the family
and community to provide for their chronically ill members will be solicited.

Staff members will use individual and group methods as appropriate to the
individual. Team approach, milieu therapy, and therapeutic community will
be an essential part of the program. Periodic review to reevaluate potentials and
goals will assure a focus on mobility. Flexibility and imagination will be used
in the development and application of methods and resources. To effectively
carry out its mission, the program of the restoration center must be conducted
on a 7-day-a-week basis.

In this therapeutic millieu the focus will be on the achievement of independ-
ence and motivation toward personal adjustment by each veteran. Consonant
with this philosophy and beginning as early as feasible the veteran will be
trained in self-medication, personal care, and responsibility toward the group
needs and the living unit. Those who are in final stages of preparation for out-
placement will assume increased self-direction including visits to their homes to
facilitate the transition and adjustment to community life.

Interpretation of the veteran’s abilities, limitations, and needs will be given
to the family. Assistance in providing suitable facilities and equipment and
training of the family to meet the medical, nursing, or other personal needs of
the veteran on his return to the home will be provided also.

Admission

The staff of the center will have control of the admitting procedures and will

determine those eligible for admission. These will include:
1. Achievement of maximum hospital benefits.

. 2 Reasonable expectation of improvement of patient’s capacity for outside
living and development of a placement resource within 1 year.
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8. Agreement by the referring service or hospital to accept return of
restoree at any time that the center staff determines that he has regressed
or that the potential for placement no longer exists.

P'atients with psychiatric conditions who meet the other admission criteria
will be accepted as restorees if—

(a) Free of delusions or hallucinations which would interfere with
adjustment to the restoration center.

(b) Do not require active psychiatric treatment and can voluntarily and
successfully cooperate in a planned activity program.

Initial admissions will be by transfer from a hospital. Former restorees will
not be readmitted directly to the center because of acute illness or regression in
their chronic condition but to the hospital. In unusual circumstances, the direc-
tor of the center will have authority to readmit former restorees who have been
discharged to the community when it appears that improvement in their level
of adjustment could be anticipated and hospitalization is not indicated.

Generally, restorees will be admitted to the center from the parent hospital.
Patients from other hospitals will be considered for transfer to the center if,
in addition to meeting other criteria, they are residents of the local community,
and the transferring hospital will accept these individuals back if their con-
dition regresses or placement cannot be made.

Each application for admission to the center must be accomplished by a com-
plete medical, social, and psychological assessment. These assessments must
show clear evidence of potential resources in the individual, family, and com-
munity for phyical, psychological, and social restoration.

Personal discussion with hospital staff preparing the assessment evaluation
may be requested in arriving at a final decision for transfer to the restoration
center. Final acceptance will be the decision of the director of the center.

Course of restoration '

The course of restoration and rehabilitation will be flexible and adapted to
the needs of the individual veteran. AN modalities, methods, and techniques
appropriate to the needs of the individual will be used. Imagination and re-
sourcefulness will be essential in adapting old and developing new approaches.
Motivitation of the restoree, the family, and the staff will be important. The
development and maintenance of an atmosphere of optimism, high morale, and

. an espirit de corps throughout the restoration center is an essential element in

the success of the center. Such characteristies should be pervasive and evident
to all who have contact with the center members and staff.

There should be periodic review of each restoree at least at 30, 90, and 180
days. Programs, treatment, and goals will be reevaluated and may be revised
to meet changes in his physical and/or psychological condition or his social
situation. Special review may be held at any time it is indicated. Although
optimism and patience should mark all decisions of the staff, the restoree should
be returned (to the hospital) promptly when it becomes evident that the ad-
mission potential cannot be developed.

The veteran, his family, or others who may be directly involved, should be
informed of and participate in decisions regarding goals and treatment and
changes therein as far as practical.

Interpretation of the veteran’s needs, for assistance in achieving optimal inde-
pendence, will be given. Instructions of relatives in use of equipment, giving
of medication, simple nursing, and rehabilitation procedures, and other personal
services which will enable the veteran to live in the home will be part of the
ongoing program. Assistance will be given in selecting and exploring resources
for obtaining equipment and/or for making needed alterations in the home
preparatory to the veteran’s return.

Passes, for day, overnight, or weekends, as well as trial visit, will be used
to give the veteran, his family, or others concerned, opportunities to test out
and build confidence in his ability to live at home and to handle himself in
the community.

Much of the gain in independence and self-care can be nullified if dependent
habits are reestablished during evenings and weekends by staff who are not
oriented to the program and the need for development and maintenance of
self-sufficiency.

Resources of the referring hospital and/or the community may be called on
for the use of the patient while in treatment at the center.
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Discharge

Restorees should have conclusive planning by the center within a 1-year pe-
riod after admission. Decision to discharge will be made by the director of
the restoration center on the advice of the professional staff at the center.
Consultation with the staff of the hospital service from which the patient
entered the center may be desirable.

In those cases where the potential for community placement has not de-
veloped as anticipated, the veteran will be returned to the referral source from
which he entered the center.

Restorees will generally go to those communily resources most appropriate
to the individual patient’s need. These may include own home or that of rela-
tives; foster home; nursing home; hostels or halfway houses; sheltered work-
shop; full-time employment and boarding homes; working home; independent
living ; State; or, other homes.

Followup of the veteran following discharge from the center to insure preser-
vation of the gains made will be carried out by social workers who may request
home visits by medical, nursing, and P.M. & R. staff when this is indicated.
This will be particularly important in the period immediately following dis-
charge. In this respect, the need for a modified day care clinic at a restora-
tion center should be considered.

For the assurance and guidance of the veteran and his family during the
period of residence at the center as well as during this readjustment to the
home, consultations at the center may be planned. This can also provide a
review of his progress by the entire staff to supplement the reports of home
visits. .

Essential support

One of the strongest supports which the hospital can give is to emphasize
in its total program a strong focus on early return to the community. The
restoration center is a principal resource for facilitating this return. In the
hospital, staff, patients, families, and veterans organizations and communities
must be helped to realize that this is accepted medical practice and in the best
interests of the patient, the hospital, and the community. Planning for dis-
charge and community care should begin in the hospital at the earliest possible
date and be kept in mind throughout the total course of treatment in hospital.

The hospital to which the center is attached must provide essential supporting
services, both administrative and professional. These include, but are not
limited to specialty consultations, laboratory service, pharmacy, X-ray, dental,
prosthetics, and sensory aids, fiscal and administrative, supply, transportation,
and engineering.

The restoration center will offer valuable teaching experience in the field of
geriatrics and chronic illness to all professions. It should be an integral part
of the teaching program of the hospital with residents and other trainees.

The center program will require optimal use of all VA services and benefits.
Liberal and flexible interpretation of regulations and procedures will be essential
in both the hospital and outpatient clinic. Interpretation of the program and
its objectives to all VA staff in hospital and nearby stations will be important.
VA resources must be used to every possible extent, both for effective operation
and to demonstrate good faith in the community and agencies from which we
will be asking cooperation.

The success of this program will be largely dependent on the availability of
community resources for accepting the patients when they have reached optimum
adjustment. In planning the staffing, it must be recognized that time to the
staff, particularly the social workers and vocational counselors, must be devoted
to finding and to developing community services which will support the patient
and his family. Both of these services will rely heavily on VA volunteers.
Among the services which will be needed are: Outpatient medical care (including
home visiting) ; public welfare; visiting nurses; homemaking services; meals
on wheels; day care centers; sheltered workshops; community employment
committees; nursing homes; State and charity houses; foster homes; friendly
visiting service, ete.

These services in many communities are limited, and some nonexistent. It
will be part of the responsibility of the staff of the center and the hospital to
encourage and assist their communities to develop these resources by—
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1. Official membership of the hospital in councils of social agencies,
health councils, planning councils, ete.

2. Active participation of individual staff members in such councils.

8. Active participation in professional organizations.

4, Support by hospital and staff members of Community Chest coopera-
tion with State and local health and welfare agencies.

5. Providing to above organizations, and to the general public, through
newspaper and other mass media, information, and statistics on the need
for community services to protect the health gains made by hospital treat-
ment of all citizens, including veterans.

6. Sharing experience and educational opportunities with other agencies
and professional people in the community.

ADMISSION OF DOMICILIARY MEMBERS TO REBTORATION CENTERS

In 1956 new admission criteria were established for domiciliaries. A num-
ber of members presently in the domiciliaries do not meet one or more of the
admission criteria. Also, a number of members who met the new criteria on
admission have retrogressed to the point that they no longer meet the criteria.
These have been transferred to the hospital or have been retained in the domi-
ciliary. :

On April 30, 1960, there were 2,113, or approximately 12 percent of the average
daily member load who did not meet one or more of the current admission
criteria.

Members should be given a complete medical, social, and psychological workup
to determine their suitability for admission to a restoration center. The med-
ical evaluation should determine whether benefit could be derived from hos-
pitalization.

If the evaluation indicates that no benefit could be derived from hospitaliza-
tion and he meets the other criteria for admission to a restoration center, request
for transfer should be made to the appropriate center.

FROFESSIONAL BERVICES IN A RESTORATION CENTER

The restoration center will be headed by a physician, designated as director
of the center who is responsible to the Director of Professional Services. The
director of the center may be assisted by another physician, preferably a physia-
trist and/or a staff assistant or assistant director. Other full-time staff assigned
to the center will consist of social service, P.M. & R., psychology, nursing and
voluntary service personnel. The personnel assigned to the center will be under
general direction and supervision of the director of the center and will receive
technical and/or professional guidance from the chief of the respective hos-
pital services. .

The goals and objectives of the restoration center emphasgizes the movement
and restoration of members to the community. In order to accomplish this
central mission most effectively for the individual veteran, special attention
must be given to the selection of professional staff. Both the special qualities
and the optimal number of such staff must receive careful attention.

The disciplines concerned will not be bounded by the strict lines of delinea-
tion but will form a team to evolve creative approaches to these problems not
previously encountered. They will be working more closely with those of other
disciplines toward more definite and clearly defined common goals than has
previously been true. The majority of veterans with whom they will be serving
will have been admitted to the center from the hospital where they will have
been oriented to bed-care nursing and clinical medical services. In the center
in order to decrease dependence the member will require less of such services.
The demands on related service personnel will be relatively greater. In short,
the members of the professional staff will have to be persons who thoroughly
understand and share the significance of the goals of the restoration center
and whose training and experience has specially prepared them for service in
the restoration center.

Professional support from the hospital: The services of specialists needed by
restorees will be provided by the hospital on a consulting basis. Part-time con-
sultants and/or attendants from the hospital may be utilized, particularly in
those specialties not represented on the full-time hospital staff. Arrangement
should be made for the hospital chief of services or their representatives to make
rounds with the staff of the center.
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It is not proposed to duplicate in the center the clinic services available in
the hospital.

Drugs will be supplied from.the hospital pharmacy; laboratory and X-ray
examinations will be accomplished by the hospital clinics.

There will be no duplication of dental facilities in the center.

As part of the restoration process, restorees will be given increased responsibil-
ity. Consistent with their physical ability, they will be encouraged to take care
of their needs for daily living and motivated to assume responsibility for mainte-
nance of their living quarters. This must be given consideration in developing
professional and administrative staffing requirements for the center.

PHYSICAL MEDICINE AND REHABILITATION SERVICE

The physical medicine and rehabilitation service should provide a program
which will carry to completion specific objectives of the prescribed modalities,
but also to provide a broad appilcation of all appropriate modalities aimed at
restoring the patient’s capacity for self-regulation necessary for outside living.

The objectives of physical medicine and rehabilitation in the restoration cen-
ter should be integrated closely with the general goal and differs from the hos-
pital where specific treatment is prescribed for specific conditions. In the center
there must be a team effort with maximum flexibility between the various ther-
apy units to provide a more generalistic approach. As early as possible in the
restoree’s progress he should be permitted guided selection of P.M. & R. activities.

P.M. & R. will provide service in the clinics and other appropriate areas to
veterans as their medical condition requires ;

1. Treatment of the residuals of disease and injury, and the resultant
disabilities by use of the therapeutic modalities.

2. Conditioning exercises and muscle reeducation to develop strength and
neuromuscular coordination.

3. Teaching self-care, including personal hygiene, to the veterans, and the
families.

4. Teaching functional ambulation and use of prosthetic appliances.

5. Stimulate socialization, interest, and motivation.

6. Provide constructive activities to help prevent atrophy, deterioration
and lethargy, and to enlarge areas of self-help and usefulness.

7. Help to educate staff and family to recognize and make use of the capa-
bilities of the restoree.-

8. Meeting the needs of patients having language, speech, and hearing
impairment.

DIETETIC SERVICE PROGRAM

Continuing nutrition education activities begun in the hospital will be con-
tinued in the restoration center and adapted to the changing abilities and re-
quirements of the individual veteran. All phases of the dietetic program will
be accelerated, closely coordinated with the efforts of- other professional dis-
ciplines, ‘and directed toward outplacement of the veteran to his own home
or other community home.

Formulation and operation of the dietetic program will include ;

I. Food and service:

A. Food:

1. To meet nutrient requirements as an important part of
therapy.

2. To provide meals which respect regional and individual pref-
erences, and with eye appeal to stimulate food intake.

3. To meet the needs for necessary modifications in consistency
and type.

B. Service (one serving unit equipped to provide short order cooking
and supplemental feedings, and one dining room with cafeteria
service).

1. Tray.
2. Dining room—attractive and cheerful :

(a) Handicapped group—complete or partial cafeteria
service, assistance such as carrying trays to table,
cutting meat, buttering bread, opening milk cartons,
ete.

(b) Self-care group.
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II. Nutrition education and other dietetic phases of therapy: -
A. Continued nutrition education geared to self-reliance of the veteran:

1. Review and evaluation by dietitian of nutritional history,
prescribed dietary treatment, nutrition education and nu-
tritional status of veteran based on hospital medical treat-
ment prior to admission to restoration center.

2. Continuous observation by dietitian to determine need for
further motivation and guidance of veteran to assume re-
sponsibility for his own nutritional well-being, and to reveal
any necessary changes to be made in dietary care.

3. Use of meals served as a means of teaching good nutrition.

4. Provide any necessary specific dietary instructions for the
veteran and family member, or person from foster home,
nursing home, or other community facility in which veteran
is placed. Adapt all guidance to veteran’s “home situation.”

B. Other dietetic phases of therapy:

1. Orientation of professional and nonprofessional dietitic staff to
the philosophy of directing all efforts toward developing
progressive independence of the veteran.

2. Cooperation with P.M. & R. service in the development and
conduct of assignment of veterans in the dietetic service
which use abilities of the veterans and contribute to the inde-
pendence of the individual veteran.

PSYCHOLOGY PROGRAM FOR RESTORATION CENTER

In the consideration of this problem, one must begin with the premise that
patients to be selected for this program will be characterized by knottier prob-
lems than exist for the average run of patients who are able to respond suffi-
ciently to the already existing medical programs with direct discharge from
the hospital.

The major problems of veterans in the restoration center program will be
largely psychosocial. They will deal with such factors as motivation, unlearn-
ing and relearning. The problem of individual differences will be more extant
in this group than one would find in any other sample of discharged patients.
The psychology of individual differences will need to be one wrapped around
the concept of capacitation insofar as possible, in serving these individuals
through all needed areas of physical, educational, social, and industrial action.
This will have to be done against a framework of a high-powered, well-integrated
rehabilitation team since a segmental approach to these problems will fail.

Behavior problems will have to be solved by the behaver—the habilitant—
with the help of team members in effecting change in perceptual patterns, value
systems, and/or other types of relearning. Wherever behavior is involved,
there are complexities of motivation, attitudes, aspiration, tolerance levels, ete.

_In addition to adequate assessment and evaluation by the psychologist before
the patient is transferred to his new status from the hospital, there will also
be a highly intricate job of tailormaking a restoration program which is designed
for each individual toward the purpose of moving him out of the restoration
center. This should be done within a framework of a built-in evaluation activity
to accomplish ongoing investigations of the psychophysical and social correlates
influencing such factors as motivation, stress tolerance, aspiration, ete.

Another area of psychological importance pertains to the behavioral and
attitudinal biases of the team members themselves toward each other as well
as the person being served since,this has a highly important bearing on the
success of this type of program. On these matters, the psychologist will play
a key role in providing valuable assistance as a resource member of the team.
One of the strengths of this new program which should be exploited to its fullest
is that these persons move from ‘“patent status” to that of habilitant which
makes for a much better psychological preparation or state of readiness to
accomplish new self-percepts. There are problems of “body image” these persons
will have acquired for themselves involving the various organic systems and
their interrelatedness which will have become a rather fixed and esseptial part
of their personalities. Unlearning and relearning technigues in these areas will
have to be devised.
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VOLUNTEERS IN RESTORATION CENTERS

Volunteers can make one of their greatest contributions to disabled veterans
in the restoration centers by helping to restore them to purposeful living in the
community. Volunteers, serving in the hospital setting, will find even greater
opportunities to use their training and experience in the challenging assign-
ments of the restoration center. Here they can work with individual veterans,
under professional staff guidance and supervision, in stimulating activity de-
signed to help the veterans achieve their potential for placement in the
community.

The assistance of volunteers can be effectively utilized in the restoration cen-
ter program to meet the personal needs of the veteran and as a means to help
motivate him to less dependent living and return to the community. Some of
the areas in which the volunteers can assist the center staff are (1) personal
services which provide personal association and companionship for the veteran;
(2) locating suitable facilities and essential equipment in the community that the
veteran will need for constructive living; (3) developing family acceptance and
understanding of the veteran’s abilities, limitations, and needs in the home and
community ; and (4) followup visits to the veteran who has been placed in the
community to insure preservation of gains and satisfactory adjustment.

Volunteers assisting in the restoration center program must be thoroughly in-
doctrinated in the philosophy that it is far more important to do things with the
veteran than for the’veteran. Volunteer activity, that involves active doing by
the veteran, can be especially effective in maintaining his motivation and pro-
moting his mdependence which are so essential to the veteran’s restoration to
the community.

I. S8OCIAL WORK SERVICE IN THE RESTORATION CENTER

With the goals outlined in the full statement on the restoration center, the
mission and function of the program emphasizes the social aspects of the vet-
eran’s situation. It is necessary for the veteran to understand his medical
condition and disability, the problems they created, and how to deal with them.
His ability to do this effectively depends largely on social factors which become
the responsibility of social work service. Most prominent among these are his
own wishes and his drive to accomplish them (personal resources) ; his ability to
meet his financial needs (financial resources) ; the existence of family and friends
and his relationship with them (family resources) ; community services to meet
his needs (community resources).

The function of the social worker is to know what these resources are and to
assist the veteran to make constructive use of them. This includes motivation
of the veteran and his family to make optimum use of their own as well as com-
munity resources and practical guidance in how to do this effectively. There is
also a responsibility to motivate the community to provide those resources which
the individual himseif cannot provide.

Many needed services may be inadequate or lacking in the community. The
social worker will work with the family and with local agencies, organizations,
or individuals to obtain the services for the individual veteran and at the same
time work toward provision of this service to all citizens by direct participation
in the appropriate community organizations and planning groups.

The social work service will also bring to the attention of the director of the
center, manager of hospital, and other staff, the needs of patients for such action
as may be indicated. This might be official participation of the station in com-
munity action, request to VACO for change in regulations or legislation, confer-
ences presenting the problem to appropriate Federal, State, or local agency, or
suggesting a plan for meeting the need to a local organization for their support.
In all these steps, enlisting the support of appropriate groups, cooperation with
them toward common community goals, and informing the public of the prob-
lems and needs, is essential. These responsibilities are not exclusively those of
the social worker but of the entire staff.

The social worker, from his close contacts with the veteran and his family, is
uniquely in a position to observe and become aware of a problem area, and
through continuing work with the community to know of the appropriate agency
or group to provide the needed resource. The social worker has the added re-
sponsibility of bringing this information to the attention of all staff. .
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II. B0CIAL WORK FUNCTION IN THE RESTORATION CENTER WITH THE INDIVIDUAL
VETERAN
1. Preadmission

A. Review and evaluation of social service and medical summary in
relation to:

1. Potential for social adjustment of veteran outside the hos-
pital.

2. Type of adjustment to be anticipated (own home, foster
home, institution).

3. Acceptance and cooperation of family.

4. Community resources for meeting the needs.

11. A. Help to veteran’s family in understanding the meeting change from
hospital to center.

B. Begin discussion and planning for return to the community.

11I. During course of rehabilitation

A. Continuing casework, individual and group, with veteran and family
to maintain and develop motivation and work toward plans for
community living.

B. Contributing current knowledge of social factors to the course of
rehabilitation for other staff members and to periodic reevalu-
ations.

C. Exploration and development of specific resources for this veteran.

D. Assistance to veteran in selecting a resource and testing his ability
to use it.

E. Visit to home or institution to evaluate its ability to meet the needs
of this veteran.

IV. At discharge .

A. Specific planning in phases toward return to community.

B. Interpretation of needs to family and community agencies.

C. Execution of these plans with veteran’s family and others.

D. Casework with veteran and family to help them deal with fears and
misgiving or overoptimism about discharge and the future.

V. After release from the center

A. Individual and group followup by home or clinic visits to support,
encourage, and give consultation to veteran and his family.

B. Consultation to community agencies in their work with veteran.

C. Report to center staff on outcome of placement.

V1. Continuing services of center to veterans as a group

A. Continuous exploration and evaluation of existing community re-
sources.

B. Active participation in community planning for provision of needed
services.

C. Study and evaluation of social needs of veterans served by the

center.
1. While in the center.
2. While in the community.

. Developing from results of A, B, or C criteria for admission and

admission summaries.

B. Foster home finding and evaluating.

F. Evaluation of institutions, agencies, and services to meet the needs
of veterans leaving the center, in collaboration with other staff
when indicated.

G. Contributing to policymaking and planning of procedures through
staff meetings and conferences, and to public relations, by speak-
ing to or participating in meetings of community groups.

H. Contributing social work elements to the teaching and research pro-
grams of the center.

Any change can be threatening or upsetting and these elements will often be
in the minds and feelings of veteran or his family when he enters the new experi-
ence, the restoration center. The social worker's contribution of casework
skill during the period of adjustment to the center will be most important in
assisting veteran and his family to establish the good motivation for community
placement. )

Because of the importance of family participation, it will be essential for the
social worker to be available in the center wheh the relatives are visiting for
joint interviews with patient and relatives. This may necessitate weekend
and evening hours and these should be anticipated in the scheduling of the
center.

75660 0—61—pt. 1—9
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During period of pass or trial visit the social worker will not only help the
veteran and family plan for the use of these periods but will be available on a
24-hour basis if needed.

Foster home finding and supervision, home visiting, and community activities
will require time away from the center and travel funds and station vehicles.
This also must be considered in staffing and budgeting.

Home finding, placement and supervision of veteran in a number of different
settings, and cooperation with a variety of community agencies and organiza-
tion will be included in the duties of all center social workers, although major
responsibility for a special type of activity may be carried by one person. The
nature of this program required that the social workers assigned must be ex-
perienced and skilled persons, capable of making decisions on the spot and
functioning with a high degree of independence and minimum supervision.

It is important therapeutically, as well as administratively, that no veteran
remtain at the center after he has reached his optimum social and physical
rehabilitation. The placement planning must be timed with the rest of the
restoration process so that the veteran can leave as soon as ready. The veteran
or his family will be encouraged to make their own decision whenever soundly
possible.

Return to the community and increased independence can be frightening while
at the same time it is the veteran’s desire. The need for social work support
and understanding by the veteran and his family may increase during the period
of immediate discharge planning. It will always be important during the
period just following leaving the center. The director and other staff will be
largely dependent on the social worker for information on need for home
visits or readjustment in some phase of the rehabilitation plans. Frequent
home visits may be required by some veterans during the transition period.
Flexibility and imagination must be used to meet the particular needs of each
veteran after the period of readjustment. Social work followup should be con-
tinued as long as needed by the veteran or for the research or teaching needs
of the center. However, emphasis will be on the veteran becoming independent
of the center as soon as practical.

RESTORATION CENTER FACILITIES

The plan involves phasing out the present domiciliary system and a number of
its facilities over a period of years.

Generally, restoration centers will be established with new construction at
teaching hospitals located in urban areas. Dependent on the veteran needs
in the respective area and the condition of the facilities, certain existing domicli-
ary facilities may be considered for conversion to restoration center. New
construction should be one- or two-story modified type building. )

It is recommended that those facilities to be used in common by restorees be
grouped within a center core, to include the dining-room, physical medicine and
rehabilitation space, and required number of offices. If two-story construction
is necessary in certain locations, certain facilities could be appropriately divided
between the two floors.

For the past 6 years, statistical studies have been made, based on special re-
ports submitted by VA hospitals to determine the numbers and the trend of
long-term patients whose primary problems affecting their disposition were of
an economic and social nature. These figures have shown a progressive in-
crease. On April 30, 1960, there were 9,800 patients in this category in our
hospitals. These patients were classified as to their physical ability to get
about. This relates directly to the physical needs of the patients and the amount
of nursing care required. The classification has been fairly consistent through-
out the several reports in that 20 percent were considered primarily as bed pa-
tients, 40 percent were semiambulant, and 40 percent ambulant.
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This study is believed to be sound for planning requirements for the restora-
tion center.. As mobility increases the span of dependence should be decreaged.
The grouping of patients and the housing facilities in the units should reflect
this progressive restoration to home and community living. The type of hous-
ing facilities for restorees should provide a home living environment.

Consideration should be given to a modified motel type arrangement with an
interior corridor. Common facilities could be grouped in a center court. There-
fore it is recommended that 40 percent of the center capacity be housed in double
bedrooms (40 double bedrooms having 80 restorees), and 60 percent of the beds
be single bedrooms (120 single bedrooms). It is estimated that 50 percent of
admissions to the center would be classified as semiambulant and 50 percent
ambulant.

Specially adapted facilities should be included for semiambulants consistent
with the needs of the veterans. Space should be provided for a laboratory

collecting station. Other space requirements are shown under individual
services.

PHYSICAL MEDICINE AND REHABILITATION CLINIC SPACE REQUIREMENTS

Physical therapy, 400 square feet

It is estimated that 10 percent of restorees may need some form of physical
therapy in the clinic. The 400 square feet will accommodate 4 patients per hour
for 6 hours, or a total of 24 patients treated per day in the clinic. Maximum
use will be made of the hospital physical therapy facilities for restorees requir-
ing treatment involving more specialized equipment.

Corrective therapy, 640 square feet

Based on the estimate that 70 restorees will receive treatment on a daily basis
in the clinic, groups of 10 for 1 hour average periods in clinics; 7 periods per
day; at 64 square feet per patient. Those not in need of clinic service could
be cared for in other areas of the center.

Occupational therapy, 960 square feet

Based on 60 percent of the veterans receiving treatment on a daily basis;
groups of 15 for 1 hour average periods; 6 periods per day in clinie, and 64
square feet per individual treatment. Balance of therapist’s time would be
devoted to individual treatment, record maintenance, conferences, and patient
work preparation.

Of the 120 veterans receiving occupational therapy treatment, 50 would be
accommodated in the clinic and approximately 30 elsewhere.

If after experience it seems advisable to include other rehabilitative activities
in the program, the above space will be used for these therapies through neces-
sary readjustment of the method of operation.

Recreation room, 1000 square feet
This is based on approximately 56 percent of the semiambulant and ambuiant
veterans and represents space for a maximum attendance of only 80 at social

activities. A folding partition would permit a portion of this room to be used
for small group activities.

Square

Summary feet
Physical therapy . _______________ — 400
Corrective therapy .. o ___ ——— 640

! With a more generalistic approach to the needs of the restorees, space for physical

therapy and corrective therapy could be combined in one area, with some saving in space
requirements.
Occupational therapy__________________ - 960
Recreation room (includes storage space, etc.) ____- . . - 1, 000
Office for director of restoration center and staff physician; with exami-

nation room between the two offices (120X2-+100) 340
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Dietetic service space requirements

Tentative estimates are submitted using a projected distribution of workload
as follows:

Bed capacity 200
Occupancy rate (percent) R, 95
Distribution based on a 95-percent occupancy :
50 percent semiambulant (dining room)__________________________ 95
50 percent ambulant (dining room) — S, 95
Total.._ - Ut 190
Square
eetl
Dining room space, 2 seatings____________________ o e 1, 520
48X 25 square feet (semiambulant) _ 950
4815 square feet (ambulant) .. _________________________ 570
675
POt ] e e e 2,195

Bulk food preparation for this group is planned in the main hospital kitchen.
Short order type cooking, tray service, dining room service, and dishwashing is
planned from a single unit in the restoration center where there is centralized
bulk food preparation, and decentralized service is available at the parent
hospital. Where preparation and service are centralized, space for serving
kitchen and dishwashing not needed in the restoration center.

If a two-story building is planned, space for a dumbwaiter elevator-type
service should be provided unless all veterans on the second floor are ambulant
to the dining room.

Where hospital facilities permit, reductions in space requirements permissible.

Mr. Conen. Furthermore, there is one aspect of the program which
we have been conducting which may not be as well-known to many
people: approximately half of the population in our veterans’ hos-
pitals are patients with mental illnesses. Progress has been made in
this area in recent years because of more active programs and because
of additional staffing support which has been provided by the Con-
gress in recent years. This has stepped up the rate of discharge from
hospitals throughout the entire system but very hearteningly so from
our psychiatric hospitals, including a large number of patients who
have been in hospitals for a long period of time, many of whom are
in the aging and aged group which we are concerned with here today.

It would be of interest to the committee to know, for example,
that in the decade of the fifties in which we have had such a growth of
aged patients in our hospitals, that the foster home placement program
in which individuals without suitable homes have been placed out with
sponsoring families, has increased from a mere 185 in 1951 to the level
of almost 2,500 in 1960.

Similarly, the number of patients who have been placed out of
psychiatric hospitals on trial visits in their own homes or in other
types of homes such as boarding homes and rest homes and so forth
has increased from approximately 7,000 per year to over 11,000
in fiscal year 1961. Furthermore, there has been established, first on a
trial basis in 1958, a series of day care centers operated in conjunc-
tion with mental hygiene clinics. These are in support of patients who
need a transitional environment from the sheltered setting of a hos-
pital to a more independent role, in family life, if not in actual com-
munity life. These day care centers, have increased from 2 in 1958,
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to the 11 in operation. Four more will be operating in 1962, and hope-
fully five additional in 1963.

These clinics are at the present time caring for over 600 patients who
are making regular visits to the day care center and it is our full hope
that this tyge of program will lend itself also to the use of the non-
psychotic chronically ill patient and will provide a much needed
transition period to community life for them.

The entire programs within our hospitals have been geared to place
increasing emphasis on the problems of the aging, the psychological
needs, the hearing needs and the speech problems of older patients.

All of these, we believe, will help us cope with the growing problems
of the increasing number of older veterans.

Senator Muskie. Dr. Cohen, are there any cost experience data
showing the savings, if any, as a result of the various outplacement
hospitals?

Mr. Comen. No specific studies have been made. Foster home
placements are paid for by the individual from his own income, or
more often than not, from a pension paid to him through the Vet-
erans’ Administration, under existing acts of Congress.

The care in nursing homes, wherever it has been arranged for, has
been through the veteran’s pension as it is augmented by the aid
and attendance allowance to which he is entitled under existing laws.
In a number of instances, local communities and States have contrib-
uted also to his needs for additional economic support to permit him
to live in the community, but we have no studies as to actual costs.

Although there are studies going on at the present time, to evaluate
first the effectiveness and contribution of the day care centers, there
are no studies of, the economic contribution that is made not only
to the savings in the tax dollars but also the possible contribution of
the individual to the tax funds of the Nation, should he become an
employable individual again.

Senator Muskie. Let me ask you this: If these outplacement pro-
grams were not available for the number of people or veterans who
are being served by them, would a sizable number of them require
institutional care as a substitute ?

Mr. CorEn. Would they require it?

Senator MuskIe. Yes.

Mr. Conen. Yes, sir. As a matter of fact, our success in moving
them out of the institution has depended almost entirely on the growth
and development of these extramural programs. Last year, for ex-
ample, there was discharged from our entire system 4,000 more vet-
erans with psychiatric disorders than the preceding fiscal year.

This, in itself, represents men with a tremendously large number
of days of hospital care. . '

Senator Muskie. What is the total number of veterans served by
all of these outplacement programs?

Mr. Comen. All of the outpatient programs.

Senator Muskie. You gave me figures on individual programs.

Mr. Coren. Well, I could tally those up and make them available
for the record.

Senator Muskie. I think it is something on the order of 20,000.
Well, if it were——
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Mr. ComEn. I can tell you the number discharged from our hos-

itals through all methods of care. These figures have increased

om approximately 480,000 discharges in 1957, to approximately
540,000 in fiscal year 1961 and of that group a sizable number have
gone into either the trial visit program, of which there are 11,400,
to the day care center program, some 600; so, there were approxi-
mately 17,000 discharges in fiscal year 1961 to these extramural pro-
grams of care in the individual home community.

Senator Muskre. If these extramural programs were not available,
virtually all of these 17,000 would have to have been retained in the
institution ¢

Mr. Conen. Yes. '

Senator Muskie. What is the cost per patient day for institutional
care? Do you have any figure that would be applicable to the 17 ,000?

Mr. Conen. I do not have the exact figure. I can make it avail-
able. The range of per diem cost differs on whether the individual is
a psychiatric patient receiving care in a psychiatric hospital or a
Eatie_ntlreceiving general medical and surgical care in the general

ospital.

Dr. ManpeLL. I can give you an order of magnitude. It runs about
$17 a day in our psychiatric hospital and between $22 and $23 in
our general medical and surgical hospital, and about $11 a day in
our conciliaries.

Senator Muskie. These figures suggest a substantial savings, be-
cause I understand that these outpatient programs do not cost the
taxpayer anything.

Thank you very much, gentlemen. It has been a pleasure to have
you and your testimony has been most valuable and we will recess
until tomorrow morning at 10 o’clock.

(Whereupon, at 12:15 p.m., the subcommittee recessed, to recon-
vene at 10 a.m., Thursday, August 24, 1961.)
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THURSDAY, AUGUST 24, 1961
U.S. SenaTtE,

Seecrar. COMMITTEE ON AGING,
SUBCOMMITTEE ON FEDERAL AND STATE AOCTIVITIES,
Washington, D.C.

The subcommittee met, pursuant to call, at 10 a.m., in room 4232,
New Senate Office Building, Senator Jennings Randolph (chairman
of the subcommittee), presiding.

Present: Senators Randolph and Smith.

Committee staff members present: Dr. Frank Atelsek, research di-
rector; Dr. Harold Sheppard, staff director; William Reidy, profes-
sional staff member; John Guy Miller, minority staff member; Alice
Robinson, research associate. A

Senator RaxvoLpa. The Subcommittee on Federal and State Activ-
ities of the Senate Special Committee on Aging opened hearings on
yesterday.

The witnesses in their statements were most productive and we are
very delighted to continue the discussion of the general subject matter
reaching, as we have been, to some specifics in this particular field
and on this second day of the hearings we are honored ﬂy the presence
of the Secretary of Labor, and at this time we shall ask Secretary
Arthur J. Goldberg to proceed in his own desire as to the presenta-
tion of the statement, calling on others who accompany him to sup-
plement what he shall present. Mr. Goldber('%. N

(The prepared statement of Secretary Goldberg follows:)

STATEMENT OF ARTHUE J. GOLDBERG, SECRETARY OF LABOR

I am happy to have this opportunity to appear before your committee and to
tell you of our present and prospective program activities concerned with
employment assistance to older workers. This committee, through its exhaus-
tive investigations of the subject, is aware of the variety .of problems faced by
older people, including those related to employment, and the forces which have
brought them about. $So it is hardly necessary to go into an extensive discussion
of the background of these problems.

It may be said at the start—and this point was brought out repeatedly in
the sessions of the 1961 White House Conference on Aging—that the older per-
‘'son with an adequate income is in a much better position to solve the related
problems of housing, health, recreation, retirement, and personal adjustment to
aging. For most Americans—old and young—employment provides the major
source of income as well as independence, dignity, and status in our society.

In discussing the Department of Labor’s role in assisting older workers to
become employed, I want to make it clear that we use the term “older workers”
to mean both those in their middle years and those in the late years, generally
in the age category 45 and over. It is important to make this distinction when
speaking of employment programs because many other programs for the aging
are concerned only with persons in the upper age brackets—age 60, 65, and older.

To understand the older worker’s employment situation in proper perspective,

131
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it is necessary to look at developments on the overall manpower front. As you
know, the Nation is experiencing very high levels of employment and, at the
same time, high levels of unemployment. Other workers as a group do not ex-
perience abnormally high rates of unemployment, being protected to a degree by
seniority. But this does not protect them from extensive layoffs due to tech-
nological changes, company mergers, and plant movements. Once unemployed
the combination of lack of local employment opportunities, age restrictions in
hiring, reduced mobility, and in many instances lack of substantive skillg or
skills in demand, present formidable barriers to their reemployment. These
become the victims of long-term unemployment.

This result is underscored in the labor force reports which the Department
issues monthly. For example, the figures for July 1961 show that while men
aged 45 and over constituted 25 percent of the civilian labor force, they repre-
sented more than 30 percent of those unemployed 27 weeks or more.

The importance of occupational skills as a factor in long-term unemployment
is likewise highlighted in the same report. Nearly 30 percent of those in semi-
skilled occupations were unemployed for 27 weeks or more, while comprising 18
percent of the civilian labor force; nearly 17 percent of unskilled laborers were
in that category, while comprising just over 60 percent of the labor force. No
such disparities were observed in the case of skilled workers, and white-collar
workers experienced substantially less long-term unemployment in relation to
their proportion in the labor force. Perhaps the lot of workers in the age
bracket 45 to 64 was most severé&—too old to work, at least by current employ-
ment practices, and too young to retire.

The administration, therefore, has been concentrating its efforts on measures
which will reduce unemployment, particularly hard-core unemployment which
falls heavily upon those in the middle-aged and older worker groups. In this
respect we have moved ahead on several fronts. On May 1, 1961, President
Kennedy signed into law the Area Redevelopment Act, which provides various
kinds of assistance to areas of substantial and persistent unemployment. Re-
siding in these areas are disproportionate numbers of older persons who gen-
erally are more firmly rooted to their communities, less able to g0 where the
jobs are, and often in need of refresher training or training to acquire a market-
able skill. One of the most important provisions of the act, therefore, is that
which provides for occupational training of the unemployed and underemployed
as well as subsistence benefits while in training so that the workers in the area
may acquire needed skills to become employed.

On April 20, 1961, in recognition of broader needs for training and retraining
as an essential corollary to employment, I transmitted a draft bill to the Presi-
dent under the title “Manpower Development and Training Act of 1961.” This
bill - has been introduced and reported out favorably by committees of both
branches of the Congress and was passed by the Senate overwhelmingly yester-
day. This bill, if enacted into law, would, in my opinion, provide important
benefits to middle-aged and older workers by giving them an opportunity to
acquire and update the skills needed in a labor market characterized by rapidly
changing job requirements.

In this direction, I have also recommended legislative changes which would
strengthen and broaden the Federal-State unemployment compensation program
and which would encourage workers who are eligible for unemployment compen-
sation to take training. This would be accomplished by making it a require-
ment that individuals entering approved training programs would maintain
eligibility for benefits while in training. At the present time State laws make
this possible in a relatively few States and even in those States little use is being
made of such provisions. This would have considerable impact on the workers
aged 45 and over since in May 1961, for example, such workers constituted about
42 percent of the beneficiaries under the Temporary Extended Unemployment
Compensation Act of 1961. The beneficiaries of this act in general are those who
hiive éexhausted their regular benefits and hence, represent the long-term unem-
ployed.

In addition to these legislative measures, I have also taken certain administra-
tive actions within the Department of Labor which have a bearing on our serv-
ices to older workers. In April of this vear, I established within the Department
an Office of Automation and Manpower and an outside advisory committee of
experts from management, labor, and the public. This office is not only engaged
in studying the impact of automation on the labor force, it is also attempting to
anticipate where and when technological change will occur, so that steps can be
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taken in advance to minimize unemployment. Plans are underway to make
services available to management and labor which would result in employee
transfers from jobs being eliminated to newly created jobs. In this way some
unemployment may be avoided, with many in the upper age brackets being likely
to benefit from these preventive measures.

Another important executive action was the request of the President in his
economic message for the strengthening of the public employment service. The
Congress has provided the additional funds for the expansion and improvement
program beginning late in fiscal 1961 and for fiscal year 1962. Since this is the
Federal-State program which provides direct counseling and placement assistance
to workers generally, the improvements in this service will have a profound effect
on middle-aged and older people who seek assistance from these offices through-
out the country. It will not only mean a supplementation of the specialized
services to older workers which have been in effect a number of years; it will also
mean an increased capacity in the public employment offices to take on the added
responsibilities of the area redevelopment program and the training bills to
which I referred, if they are enacted into law. For the employment service has
a key role in identifying the occupations in which training programs should be
established ; in the counseling, selection and referral to training facilities; and
in job placement of the trainees upon completion of training.

I have discussed some of the broader legislative and administrative actions
that have a bearing on the employment opportunities for older workers as well
as other workers in the labor force. I would now like to discuss some of the
more recent activities in the Department of Labor's older worker program which
is an integral part of our overall responsibiiities for manpower development.
We believe that definite progress has been made in achieving the basic goal of
equal job opportunity for middle-aged and older workers. This could only come
about through the concerted efforts of many public and private agencies and
individuals, not the least of which has been your contribution in alerting the
Nation to this problem.

DEPARTMENT OF LABOR'S OLDER WORKER PROGRAM

The Department’s established program consists of three major phases: (1)
Direct services to older workers, including counseling, testing, job develop-
ment and placement, provided through the State employment services, (2) re-
search to uncover the facts about older worker capabilities and adjustment in
the labor market, (3) educational and informational activities to engender
favorable attitudes and to eliminate restrictive hiring practices. The basic
outlines of this program continue to be followed. Recent program emphasis
has been on the direct services—notably counseling, placement, and referral to
training opportunities—upon educational and promotional activities and upon
staffing and improving staff competency. Here are some of the highlights of
our recent efforts:

Older worker 8peciulists

Local employment offices in the major cities have on their staffs a full or part-
time older worker specialist to provide functional leadership and supervision
in connection with the above services and to carry on promotional and com-
munity service activities in behalf of older job seekers. In addition, personnel
have been designated in the remaining offices to perform these functions. Also,
each State.administrative office of the State employment service has an older
worker specialist to provide leadership and direction to the program of special-
ized services for older workers on a statewide basis.

A recently conducted survey showed that a minimum of 414 individuals were
spending at least 25 percent of their time providing the functional supervision
noted above—101 on a full-time basis, 79 performing this function 50 percent
o.f thg time, and an additional 254 spending between 25 to 50 percent of the
time in this capacity. It must be emphasized that the direct services program
at the local and State level is fully integrated into the regular employment
service operations with the regular staff rather than the specialists providing
most of the services.

Special training has been given to both older worker specialists and other
employment service staff. More than 6,000 staff’members have now received '
formal training in improved techniques and methods in counseling and place-
ment of older workers. .
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Job placement results

During fiscal year 1961, there were 1.1 million nonagricultural job place-
ments of workers 45 years of age and over made by the State employment serv-
ices. This represents 19.9 percent of all such placements made during that
year. While this is a drop from the 1.2 million placements recorded in 1960,
the percentage achieved is the highest since the reporting system was inaugu-
rated in fiscal year 1958 (1958, 19.5 percent; 1959, 19.3 percent; 1960, 19.8 per-
cent). This indicates that while job placements dropped generally because of
economic conditions during 1960 and 1961, placements for older workers held
their own on a proportionate basis. We attribute this to the continuing em-
phasis on serving the employment needs of older workers in pupblic employ-
ment offices.

Ezemplary State.activities

The placement figures just cited are for the Nation as a whole. Some States,
such as Pennsylvania where the older worker program has been in full swing
for a number of years, have shown even better progress. Pennsylvania’s sta-
tistics are particularly heartening in view of the difficult economic considera-
tions that continue to prevail in many parts of the State. From fiscal year 1958
to fiscal 1961, the percentage of older worker placements to total placements rose
steadily from 21.1 percent to a high of 23.7 percent (with a corresponding 15-
percent increase in actual placements in the older age group during this period).
In April 1961, a new monthly high of 26.1 percent was reached. If this trend
holds for the balance of 1961, Pennsylvania reports that this will be another
record-breaking year as far as placement of older workers is concerned.

In California, another State that has emphasized the older worker program,
a remarkable 40-percent increase in placements of older workers was recorded
between fiscal year 1958 and fiseal 1961. During the same period, there was a
steady increase of older worker placements to total placements (18.7 percent in
fiscal year 1958 to a high of 19.8 percent in fiscal year 1961). Recognizing the
work done for the older segment of the population, the California State Senate
Journal of June 7, 1961, reported by resolution “that it commends the department
of employment for ifs excellent program for the assistance of older workers to
secure employment, and earnestly urges its continued cooperation with other
departments, agencies and institutions, both public and private, in providing job
counseling and placement services and developing employment programs for
older workers.” In California, 15 professional staff are on full-time duty in
local offices in the older worker program, in addition to those working on the
program part time.

Many States are experimenting successfully with new techniques and methods
for assisting older applicants.

Mississippi has found the staff clinic approach particularly effective. These
clinics are held by employment service members representing those functions of
the office which are concerned with providing service to selected applicants who
present complex or particularly difficult employment problems. They are con-
ducted primarily for the purpose of determining actions which are needed either
on the part of the local office or on the part of the applicants in order to achieve
suitable job placement.

Ohio has set up man-marketing clinics to assist groups of older workers in
developing good work attitudes and job-seeking methods.

Florida was one of the first States to experiment with the group counseling
approach. In a number of Florida offices, homogeneous groups of older workers
having difficulties in job search are brought together for 2-hour discussion
periods. The agency has found through experience that such sessions provide a
stimulating situation in which individuals can be helped to examine their
capacities for work and to improve their approach in applying for jobs.

In several States, the State employment services have encouraged development
of community training programs for older workers to refresh existing skills or to
develop new ones. Short-term courses have been established in accordance with
occupational needs through cooperation with vocational education authorities,
civic groups, employers, and labor unions. Arkansas, California, Pennsylvania,
and New York have been particularly active in this area. Arkansas has devel-
oped a number of training courses for older workers, including sales, florist as-
sistant, commercial maid, practical nurse, tourist information, and refresher
typing. Most of these courses were developed through a cooperative arrangement
between the Arkansas State Employment Service, the State Department of
Education, and the Arkansas Business and Professional Women’s Club. To date,
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more than 60 courses have been held involving over 1,500 older workers. More
remarkable, is the fact that 90 percent of those completing the courses were
placed on jobs.

Information about the more successful methods and techniques are brought
to the attention of the Department and disseminated to all States through
reports, meetings, and other vehicles. In this way, the Department serves
as a clearinghouse of information about all aspects of employment of the older
worker. The best of the material received will be published in a new “idea
cxchange” publication which we hope to have available for the States by the
end of this year.

National job drive

As a step in the strengthening of the public employment service, to which I
have previously referred, the Department and its affiliated State employment
service agencies inaugurated in mid-May an intensive nationwide job drive
built around the slogan “When They Work, You Profit—Hire Now!” This job
drive was designed as a practical appeal to employers to stepup their hiring
in keeping with rising levels of economic actlvity now underway. It was felt
that by hiring promptly as vacancies developed and new workers are needed,
employers could help quicken the pace of economic recovery, put more punch
in our purchasing power, restore confidence in our business community, and
give every citizen a greater faith in a growing America. Although it is still
too early to draw conclusions, we do know that in June, the first full month
after the drive’s inception, employment service placements increased to the
point where they exceeded those of June 1960. This was the first month in
15 that ‘an increase in placements was recorded over the corresponding period
the previous year. HEncouraging also, was the fact that the first returns showed
that the older worker benefited from this job drive.

BES task force on services to older workers

In order to insure that the special needs of our older workers are not lost
sight of in the general employment service expansion now taking place, the
Bureau of Employment Security recently called together a task force of leading
professionals from business, labor, universities, private groups, and the affiliated
State agencies. This task force met for 3 days in July solely to consider what
needs to be done to improve services to older jobseekers at the local, State,
and national levels. The deliberations proved most fruitful. A number of
excellent ideas emerged from the meeting, some of which are being implemented
immediately.

Research activities

Fiscal 1955 marked the beginning of a series of departmental research studies
relating to the employment of middle-aged and older workers and on which its
current action programs are based. In addition, many of its continuing reports,
such as the “Monthly Report of the Labor Force” and special analyses throw
light on the cmployment and related problems of these workers. These reports
deal with such matters as the comparative job performance of older and younger
workers, the effect of automation on older workers, the characteristics of
pension and health benefit plans under collective bargaining, budget for an
elderly couple, and various studies and guidebooks relating to the employment
of older women. The information obtained from these studies is widely circu-
lated to help correct misconceptions that often lead to age discrimination in
hiring, in continuing employment, or in retraining. Attached to this statement
is a list of factfinding and promotional publications relating to the employment
of middle-aged and older workers released since July 1959.

Of special interest is a followup of a study of age restrictions in job orders,
originally conducted in seven cities in 1956. Early in 1961, the Department
requested the State agencies to repeat the survey in five of the original seven
cities to determine if progress has or has not been made in the voluntary relaxa-
tion of restrictive upper age requirements in listed job orders in the 5 years since
the previous study. The cooperating offices that conducted the followup survey
dvring April 1961 (exactly 5 years after the original survey) were Detroit,
Miami, Los Angeles, Minneapolis-St. Paul, and Seattle. Philadelphia and
Worcester, Mass., the two other cities involved in the original survey, were not
included because existing State laws prohibit age discrimination in hiring.
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Although the data are still being analyzed, some preliminary findings and
comments can be shared with this committee:

In 1956, 58 percent of all openings in the five cities had restrictive age require-
ments. In 1961, the composite total for the five cities was 39 percent. Equally
significant were the reductions noted in each of the age categories. Restrictions
“under 65” were reduced from 56 percent to 39 percent; of “under 55” from 53
percent to 36 percent; of “under 45” from 42 percent to 26 percent ; of “under 35"
from 21 percent to 14 percent.

A further analysis revealed that three cities (Miami, Los Angeles, and Seattle)
showed marked improvement, one city (Minneapolis-St. Paul) showed modest
improvement, and one city (Detroit) actually showed an increase in age
restrictions.

Los Angeles’ total openings with restrictive age requirements were reduced
from 35 percent in 1956 to 17 percent in 1961; Miami dropped from 73 percent
to 31 percent; Seattle, from 51 percent to 22 percent. In Minneapolis-St. Paul,
total openings with age restrictions were reduced from 75 percent to 70 percent.

Detroit’s increase in restrictive job orders may be accounted for in part by
the extremely unfavorable economic conditions that have existed in that city for
the past several years. Detroit is now classified as an F area (the highest
classification for areas of substantial unemployment). No other city in the
survey has been hit as hard economically. From past experience, we know that
in areas of heavy unemployment, it is much more difficult to obtain a relaxation
of age requirements.

Both Miami and Los Angeles reported that the strong emphasis given to the
older worker program and the purposeful efforts made in carrying out this
program during the past 5 years, could account for much of the success in
relaxing age restrictions.

A full report of this followup survey will be made available to the public in
the near future.

In addition to this study, at least 10 State employment security agencies
gathered data on age restrictions in connection with their preparations for the
White House Conference on Aging. These studies showed a variable picture from
State to State, ranging from a low of 26 percent of job openings with age restric-
tions to a high of 64 percent. This suggests the need for continuing attention
to this problem. !

Another project that merits special note is the Lansing, Mich., demonstration
project. In February 1959, the Department initiated in an olders worker demon-
stration project in the Lansing, Mich., local employment office. The project’s
purpose was to demonstrate how the services of the public employment office,
when combined with full use of all available community resources, can more
effectively aid middle-aged and older workers to become suitably employed.
The project, scheduled to run for 2 years, has been continued for an indefinite
period at the request of the Michigan agency and the Lansing Community Services
Council, a coordinating committee that has been actively involved in the project.

During the past 2 years there were definite indications of progress in develop-
ing a community atmosphere more favorable to the acceptance of older workers
on the basis of their abilities regardless of age. Improvements were also noted
in older worker placements, initial counseling interviews, and upper age restric-
tions in job orders. With regard to the last, in March 1959, 50 percent of all
incoming orders had upper age restrictions. In May 1960, it dropped to 20
percent and continued a downward trend to 17.9 percent in May 1961.

Educational and informational activities

The Department has recognized the necessity for helping to create an atmos-
phere of acceptance of older persons as workers. To this end, it has participated
in a number of activities of an informational and educational nature and has
developed numerous general informational materials which have been widely
disseminated through the 1,800 local offices of the State employment services.
A few examples are cited below.

The Department is continuously in touch with a wide range of National, State,
and local employer, labor, veteran, civic, and fraternal organizations to reach
persons in business and industry who formulate hiring policy. It provides in-
formation relating to the employment of older workers and encourages manage-
ment decisions conducive to full utilization of the manpower resources of these
age groups.

The Women’s Bureau of the Department, in cooperation with the employment
service, has promoted and helped to plan a series of earning opportunities forums
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in cities across the country which focuses communitywide attention on jobs
that can be filled by qualified older persons. At first planned for women only,
the program has been expanded in several recent forums to include both men
and women. Plans are usually worked out on a cooperative basis with a local
initiating group of organizations, which in turn enlist the cooperation of other
local organizations, employer and labor groups, educators, and the employment
service. The 1-day sessions cover job and training opportunities and advice on
Jobseeking, with followup conducted after the forum on a continuing basis by
local organizations and the public employment service.

Thus far, such forums have been conducted in 28 cities and 1 rural county,
and 29 cities have indicated interest in conducting a forum.

In fulfilling our responsibilities for keeping the public informed, we produce
and issue periodically various informational aids, the more recent of which are
listed in the attachment to this statement. I want to call particular attention
to two of the recent publications because of their general educational value in
combating age discrimination in employment. “Meet the Over-40 Worker” con-
tains a compendium of facts, derived from many authoritative sources, about
the extent of age restrictions, the job performance qualities of older workers,
and the economics of hiring them. “Ability Is Ageless—A Guide to Aciion” is
a pamphlet directed to community and civic leaders providing suggestions for
local educational campaigns to overcome age barriers in hiring. (“Ability Is
Ageless” is the slogan that has been adopted to identify the Department’s older
worker program.) These two new pamphlets were released with considerable
publicity in January 1961. They were sent to all Governors, mayors of major
cities and towns, State committees on aging, State and local manufacturers
associations, and to editors of the 600 leading newspapers.,

In addition to publications, widé use is made of television and radio spot
announcements, films, exhibits and other publicity devices and channels to
convey a more accurate public image of the older worker than now seems to
exist and to promote equal opportunities for his emplovment.

WHITE HOUSE CONFERENCE ON AGING

The Department worked closely with the staff of the White House Conference
on Aging in developing plans and activities for the national conference held in
January 1961. Since problems of employment and retirement represented one
of the major areas considered by the conference, a staff member was assigned
full time to assist in planning this aspect of the conference and to prepare
background information for use of the conferees. The State employment se-
curity agencies in most States took a prominent role in developing local facts
on labor force, employment and unemployment by age, on counseling and place-
ment services, and on the extent of upper-age restrictions on job orders. Staff
of these agencies were active on State committees on the aging in planning and
conducting State and local conferences in preparation for the White House Con-
ference. 1In addition, staff members of the Department served as speakers and
resource persons at the numerous State and local conferences on the aging
held prior to the national conference.

With regard to the recommendations of the Conference in the field of em-
ployment and retirement, actions have been taken on several and others are
under consideration.

One of the major concerns expressed in the recommendations was for the
middle-aged and older workers already displaced or about to be displaced by
the various industrial changes occurring in the economy. Recommendations
concerned with minimizing the effects of worker displacement by advance per-
sonnel planning providing job opportunities, and establishing needed training
and retraining programs, are being dealt with, as I pointed out earlier, by our

“work on the problems of automation, through the Area Redevelopment Act, and
through our pursuit of legislation that will expand existing facilities and serv-
ices for occupational training and retraining.

Prominent among the recommendations were several which dealt with
strengthening of counseling and job placement services in the public employment
offices. This is a vital point. In the past we have thought of vocational and
employment counseling as only the need of young people to help them decide
upon a career. Today we find that many adults, who thought they were ‘“occup-
pationally set”, will have to consider entering new kinds of jobs if they are
to become and remain employed. It is here that effective counseling services
are crucial, for the key question is: What occupation should the worker train
for in terms of his aptitudes, interests, and the possibilities for employment
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after training? It will be the responsibility of employment service counselors
to help thousands of workers to answer this question under the training pro-
visions of the Area Redevelopment Act and the pending training bills. This is
why, in the efforts to improve and expand the public employment service, we
are attaching great importance not only to the volume of counseling service
but also to its quality. I might point out that we have been moving ahead to
improve the skills and competencies of our counselors by supplementing in-
service training with additional professional training at colleges and universities.
During the past 3 years, 1,500 counselors from 47 States received instruction
through outservice training courses at more than 100 institutions of higher
learning. At the same time, we have made significant gains in encouraging the
State Employment Service agencies to adopt minimum standards for the-
hiring of new counselors.

The conference recommendations support the educational program we have
undertaken to bring the facts about older worker productivity and their other
favorable attributes to the attention of management, labor, and the general
public. The Conference viewed this approach as basic no matter what other
methods might be employed. I assure you that we will continue to pursue this
educational work vigorously.

PLANS FOR PROGRAM IMPROVEMENTS

I would like to comment at this point on some of the program areas which
need strengthening and which will command our attention.

Great emphasis will be put upon improved and more highly individualized
counseling, job development, and job placement services to greater numbers of
middle-aged and older workers through public employment offices. These
efforts will, of course, include the selection and referral of older persons to train-
ing programs, especially in economically distressed areas where the additional
facilities and services can be made available under the Area Redevelopment Act;
and hopefully, under the training bill should it become law. It is my hope
and expectation that the general improvements in the public employment service,
supported by the additional appropriations made possible by the Congress this
year, will make this possible.

In providing these services to older workers, generally in the broad group age
45 and up, I would like to make an observation particularly pertinent to the
employment problems of those of more advanced age, say 65 and over. I know
that this committee is vitally concerned with their problems of health and
housing, just to name a few. Many have the need for work to supplement income
from social security or private pension plans. Many are completely out of the
labor market because they have found that they cannot effectively compete for the
jobs available. Others are jobseekers for part-time work that will not affect
their benefits from social security. Still others must necessarily, because of
health or other reasons, stipulate limitations of travel and conditions of work,
thus restricting their job opportunities. Relatively few of these workers seek
the help of the public employment service. In fiscal year 1961, for example, less
than 2 percent of all jobseekers at such offices were age 65 or over. The em-
ployment service experiences more than usual difficulty in finding jobs for them
because their age is often beyond the normal fixed retirement age of the majority
of companies or because of their limited availability for work. Moreover, the
employment service is under pressure to find full-time jobs for unemployed
persons whose occupational assets seem greater in the eyes of most employers.

To assist this older age group, we are planning to conduct demonstration
projects in several employment offices to develop methods for distinguishing
between those older jobseekers requiring remunerative jobs and those seeking
work for other reasons. Concentrated effort to develop job openings could be
made for the former; the latter would be referred for service by other com-
munity agencies. In this regard, we hope to encourage a greater use of the
facilities of voluntary organizations. A most promising experimental project
along these lines was conducted during the past 2 years by a ‘women’s service
organization in cooperation with the USES for the District of Columbia. A
qualified individual, paid by the voluntary group, was housed in and trained
by the employment office to develop suitable full- and part-time job openings es-
sentially for such older persons as I have described. The Department of Recrea-
tion, Arlington, Va., has established independently, a similar job-finding service.
Senator McNamara’s bill providing for the establishment of a senior citizen’s
training program is another expression of this need.
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Another important course of action to which we expect to devote ourselveg is
the continuation of our educational program to reduce age discrimination in em-
ployment. The focus of efforts will be upon employers, employer organizations,
and labor organizations where hiring and retention policies and practices are
formulated or negotiated. Increased attention will be given to governmental
units at all levels, since their practices should represent desirable public policy.
We plan to stimulate the holding of employer-labor institutes, involving the ex-
tension programs of colleges and universities, if possible, to disseminate knowl-
edge of the problem and encourage curative actions. For this purpose, we have
developed a discussion leader’s guide and related materials and will offer tech-
nical assistance in organizing and conducting such institutes.

In addition to the direct service and educational programs, we will continue
to carry on factfinding and research activities and to point out to universities,
foundations, and other private resources the areas which need further study and,
investigation. We frequently assist such groups in designing research projects
and in making available technicians for consultation. Some of the areas com-
manding our interest at this time are the impact of automation on the older
worker ; further studies of the effect on pension and employee benefit costs when
hiring such workers; trainability and training techniques; and an analysis of
jobs held and suitable for the 65-plus worker in order to obtain more insight into
potential part-time job opportunities for this age group.

DEPARTMENTAL HIRING PRACTICES AND SERVICES FOR OLDER EMPLOYEES

Finally, I should like to comment briefly on our own practices within the De-
partment of Labor with respect to older persons.

An act of Congress and Federal policy prohibit the establishment of maxi-
mum age requirements for entrance into positions in the competitive civil serv-
ice up to the age of 70. Recognizing that there are sometimes gaps between such
requirements and actual practices, I have alerted hiring officials and supervisory
staff in the Department that the spirit as well as the requirement of the statute
be observed, through the issnance of a general order. This administrative action
has been conveyed to the Federal Council on Aging for possible adoption by
other agencies.

For years the Department has provided counseling to individual employees in
Washington, D.C. This has included advice and information on such matters as
retirement benefits, retirement laws and regulations, and procedures for apply-
ing. Employees outside of Washington frequently write in for similar infor-
mation when it is not available in their field offices.

Last year we started a preretirement planning program for employees in Wash-
ington. It consists of a series of open meetings to which all employees are invited
on a voluntary basis. Some of the subjects covered are planning for retire-
ment, retirement rights and privileges under the Civil Service Act, social secu-
rity and income taxes, financial planning, and health.

Additional meetings are now being scheduled and we hope to undertake this
fall a more extensive program of preretirement counseling for field employees.

The employment problems of our older workers have been too long with us
and will be further aggravated by the growing number of older people and the
structural changes in our economy. It will require the combined effort of man-
agement. labor, government, and private citizens to solve these problems. It is
essential that program improvements be made and employment services be ex-
tended to insure for our older citizens lives of usefulness, dignity, independence,
and an equal chance to secure employment. It is also essential that their skills
be utilized to the greatest advantage and that they not be relegated to premature
retirement or unsuitable occupations.

The continuing programs of the Department of Labor and the efforts of the
State employment services have achieved a measure of success toward this end.
But much still remains to be done. We are fully aware of your desire to see that
this is done and you may be assured of our dedication to this task.

FACTFINDING AND PROMOTIONAL PUBLICATIONS RELATING TO THE EMPLOYMENT
OF MIDDLE-AGED AND OLDER WORKERS RELEASED SiNcE JULY 1959

Manpower—Challenge of the 1960’s :—A widely publicized chart book project-
ing the manpower developments for the 1960-70 decade, underlining, among
other facts, the manpower necessities of hiring middle-aged and older workers
if the economic goals of the Nation are to be met.
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Ability is ageless—A guide to action: A pamphlet directed to community and
civic leaders providing suggestions for local educational campaigns to overcome
age barriers in hiring.

Meet the over 40 worker: A factbook on employment of middle-aged and older
workers.

Bureau of Labor Statistics

Comparative job performance by age: Office workers (Bulletin No. 1273):
A report covering the productivity of younger and older office workers.

Adjustments to the introduction of office automation (Bulletin No. 1276) : A
study of employee adjustments to office automation (studies in different indus-
tries on the adjustment of older workers to technological change, with special
emphasis on transfer and retraining problems, are in process).

Studies of employee benefit plans under collective bargaining.

Health and insurance plans under collective bargaining : Accident and sickness
benefits, fall 1958 (Bulletin No. 1250).

Pension plans under collective bargaining: Part I—Vesting provisions and
requirements for early retirement; Part II—Involuntary retirements provisions,
late 1958 (Bulletin No. 1259).

Health and insurance plans under collective bargaining : Surgical and medical
benefits, late summer 1959 (Bulletin No. 1280).

Pension plans under collective bargaining: Normal retirement, early and dis-
ability retirement, fall 1959 (Bulletin No. 1284).

Health and insurance plans under collective bargaining : Major medical bene-
fits, fall 1960 (Bulletin No. 1293).

Health and insurance plans under collective bargaining: Life insurance and
accidental death and dismemberment benefits, early summer 1960 (Bulletin No.
1296).

(Several other publications in this general series are in process.)

“The BLS Interim Budget for a Retired Couple,” Monthly Labor Review,
November 1960: An article covering cost estimates and budgets priced in 20
cities in the fall of 1959. This budget represents an interim revision of a
similar budget list priced in October 1950.

Bureau of Employment Security

Meeting the manpower challenge of the sixties with 40-plus workers: A
discussion leaders guide for use in conducting local employer and labor-man-
agement institutes on the employment of older workers.

Mr. Businessman: A revised version of a popular informational flyer of the
same name widely distributed to employers.

Women's Bureau

Memo on jobfinding for the mature woman : Tells older women jobseekers how
to find and prepare for employment (Leaflet No. 13).

Part-time employment for women: Presents and interprets facts about the
impact of part-time work on the economy as a whole, and gives information on
job opportunities for women seeking part-time work (Bulletin No. 273).

Training opportunities for women and girls: Gives information about preem-
ployment courses and initial training programs available in major occupational
fields not requiring a college degree (Bulletin No. 274).

Suggestions to employers.* * * in regard to hiring older women: Tells why
employers should hire older women (Leaflet No. 12).

STATEMENT OF ARTHUR J. GOLDBERG, SECRETARY OF LABOR

Secretary Gorpeere. 1 appreciate very much your kind invitation
to appear before this most important subcommittee of the Senate to
%Tiscuss a problem of grave concern to the administration and to the

ation.

I do not have to say to you, Mr. Chairman, who has devoted so
much time and attention to this important problem, that the admin-
istration and I, as Secretary of La%or, are gravely concerned about
the problems of the older workers.
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I want to commend the committee for its attention to this most seri-
ous of problems. There is no %uestion in my mind and I am sure
there is no question in your mind that this country can do far better
than it has been doing in this area.

Our concern for the older workers, as your hearings are demon-
strating, has many facets. Among the problems facing the older
workers are housing—I notice the distinguished Housin idministra-
tor, Mr. Weaver, testified yesterday; health, which, of course, is of
great concern to the older worker—the productive use of leisure time—
and, of course, and perhaps basic, employment.

It 1s in the latter area that I wish to address my remarks this morn-
ing. But I want to say this, that in employment as in all of the other
areas, a solution to the problem requires the cooperative efforts of all
groups, Federal, State, local government, private groups, and indi-
viduals; and, of course, when I say private groups, 1 mean that labor
and management have a grave responsibility in the area of the em-
ployment of older workers.

These are responsibilities which, unfortunately, labor and manage-
ment are not fully discharging at the present time.

Now, in connection with employment, where the Department of
Labor has primary concern, there are many things that we in the
Department under the new administration have been attempting to do
and many things that we are preparing to do in the days ahead.

It has always seemed to me when we address ourselves to problems
in this and other areas that the first thing we must do is to put our
own house in order. Certainly the Government, the Federal Govern-
ment for which we have primary responsibility, must not discriminate
against the older worker.

When I took office, Mr. Chairman, this was a very important fac-
tor in my own mind and after reviewing the operations in my De-
partment, I felt that this is where I ought to begin. I issued a gen-
eral order relating to the employment of the older worker in the De-
partment of Labor and this 1s Geeneral Order No. 111 of the Depart-
ment. I would like to read that order as illustrative of what the
Federal Government can do in its own area to help with this most
Important problem.

This order reads as follows and I quote:

The older worker should not be denied employment opportunity simply be-
cause of his age. Such discrimination deprives older persons of the opportu-
nity of earning a livelihood and of the dignity that the performance of useful
functions properly gives to them. Moreover, efficient use of our human resources
requires that the services of all persons capable of performance in the labor
force be utilized.

The Congress has recognized and acted upon these principles. Title 5, sec-
tion 638b of the United States Code provides:

“No part of any appropriation in any act on or after June 27, 1956, shall be
used to pay the compensation of any officers or employees who establish a
requirement of maximum age for entrance into positions in the competitive
civil service: Provided, That no person who has reached his 70th birthday shall
be appointed in the competitive civil service on other than a temporary basis.”

It is my intent that employment practices in the Department of Labor shall
be in keeping with the spirit of this statute. Subject to applicable law, per-

sons shall not be denied employment opportunity on the basis of age alone. The
Department of Labor can ill afford discrimination of this type.

73660—61—pt. 1——10
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Now, this seems to me to be the starting point on the part of the
Federal Government for its own method of handling this problem.
In addition to setting an example through our own employment poli-
cies, which should be a model for State governments and for private
groups, the Department of Labor, since I have taken office, has
mounted an offensive to assure that job opportunities are open to older
workers.

Now, as you very well know, Mr. Chairman and members of your
committee, by older workers today we mean not only our senior citi-
zens age 65 and over, we also mean men and women in the prime of
life, 45 years or older.

One of the primary tools which we can have in providing opportu-
nity to these people 1s the manpower development and training pro-
posal put forth by the administration.

I am very happy, Mr. Chairman, to acknowledge that the Senate
yesterday passed this bill by an overwhelming bipartisan vote, 60 to
30, and T am very hopeful that the House will act favorably on it soon.

This legislation which provides for the retraining of men and
women will enable us to retrain people in the older age groups as well
as in some younger age groups in order that they can keep pace with
automation and other technological advances. By the way, Mr.
Chairman, many people have raised the question of whether what
they call older workers can be retrained.

Iywould like to answer that question. Older workers can be re-
trained. There are many evidences of that. The man or woman age
45 or older who has basic experience in industry or in service occupa-
tions, capitalizing on that experience can be retrained sometimes even
more quickly and more effectively than younger people who have had
no experience and it is an absolute error to believe that these men
and women, a valuable part of our national labor resources cannot
be retrained.

The fact of the matter is that every evidence we have at hand shows
that our mature worker, with a reservoir of experience in life and a
background of work experience, can be retrained to many worthwhile
occupations.

And we hope, when the manpower development and training bill
is passed and when we put into operation the retraining provisions of
the Area Redevelopment Act, that it will demonstrate once and for
all the great potential of development which exists in our older popu-
lation as well as in our younger population.

Now, in addition to what we hope to do and expect to do under the
manpower development and training program and under the Area
Redevelopment Act, there are many other areas in which the Depart-
ment of Labor has stepped up its activity in the course of this admin-
istration’s work. I would like to briefly outline these and I am going
to ask my distinguished colleague, Dr. Wolfbein, the head of the
Office of Automation and Manpower to go into the details of these
programs.

If the training bill is adopted by the Congress, as I hope and ex-
pect that it will be, we will give important priority to the retraining
of the older worker. We will start with the heads of families and
most of the older workers are heads of families. We will see to it that
the funds made available to us by the Congress are used to develop
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and expand upon the skills of the older worker. In addition to this,
we will see to it under the Area Redevelopment Act that the train-
Ing provisions are used to capitalize on the skills that many of our
older workers have.

When we approach the typical area for redevelopment, the textile
communities of Massachusetts, the coal mining communities of West
Virginia—there are men and women living there who have demon-
strated by long experience their capacity to do productive work. We*
are quite confident that these men and women, with appropriate re-
training, can be equipped to do anything that is required for new
industries which may be introduced into these worthwhile commu-
nities.

Mr. Chairman, I know of no better group of Americans in America
than the men and women who work in the New England States, in
Massachusetts, I know of no more substantial citizens in our commu-
nity than the men and women who work in West Virginia.

They are great national resources, they are looking for productive
work, they are anxious to continue to make their contribution to a
more productive economy. And we owe them the opportunity to
do so.

I think that there are no more significant statutes passed by the
Congress at, this session than the Area Redevelopment Act and the
Manpower Development and Training Act which the Senate passed

esterday.

Y This \\}*’ill enable us to demonstrate to our own country and to the
world that there is no such thing as surplus labor in America. This
term has been completely obnoxious to me and I have abolished it in
the Department of Labor. We no longer talk about surplus labor
i our publications. This was the term that was used before I took
office. .

On the contrary, we talk about areas of substantial unemployment
which is a term that demonstrates that we are not utilizing the great
skilled resources of manpower available to our country.

And T am very hopeful as to the results of the action which Con-
gress has taken in the Area Redevelopment Act and the action which
the Senate took yesterday in the Manpower Development and Train-
ing Act.

%\Tow, n addition to using these tools which the Congress has fash-
ioned to help us in the area of employment of older workers and
younger workers, too, we have done other things which I would like
to point out.

We have been fortunate in getting the support of Congress this
time, since January, in stepping up the facilities that are provided
by our Federal-State employment service so that this service can do
a better job to provide employment opportunities for all Americans,
young and old. We have emphasized In our program with the Fed-
eral %tate employment service that we must provide better service
than we have heretofore to our older workers. Dr. Wolfbein will
give you in detail some of the programs which have been adopted
since January of this year in the employment service area to see to it
that special attention 1s paid to the older worker who is seeking new
employment, who has been displaced because of automation, technol-
ogy, and plant layoff, so that the older worker can find a place in our
economy.
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In addition to this, we are paying new attention to our senior citi-
zen. I was very much impressed by the work that this committee
did in surveying the problems of our senior citizens, people 65 years
and older.

‘We have tremendous resources of capacity in this area and we have
to utilize these resources for two reasons: One, for the Nation’s bene-
fit, so that we can capitalize on the experience and the capacity of
our senior citizens, and the other for the mental and physical health
of the senior citizens themselves.

Mr. Chairman, Senator Smith, in my own professional field—law—
it has been a source of great help to the profession that a law school
in San Francisco, Hastings Law School, has given productive em-
ployment to many law professors who have been retired at the age of
65 and who are in full vigor. This law school has invited these senior
law professors to come dut to Hastings, and everybody has benefited
from this. The men themselves have felt that they are making a
contribution. The students have had the benefit of some of the great
legal minds of the country in their full maturity and in their full
wisdom.

The other evening I had the pleasure of having dinner at the house
of a distinguished judge of the court of appeals in the District of
Columbia, Judge Edgerton. One of the great judges, Senator Smith,
in your own area, is Calvert Magruder. You know him well. Judge
Magruder, who retired at the age of 65 from the court of appeals,
has demonstrated what can be done by a senior citizen.

He has done two things. He taught in San Francisco at the
Hastings Law School, and I wish I were a student again to get the
benefit of the instruction that Judge Magruder, out of the maturity
of his years and his great wisdom, can provide. And then he has
sat as a Federal judge, a retired Federal Judge under the fine statute
the Congress passed, which enables a retired judge on invitation to
sit to help out in the Federal courts. He has sat in San Francisco,
in the District of Columbia, in other areas, as a senior judge and has
made a continuing contribution to the law.

This is a good 1llustration of how we can use senior citizens in our
own national life.

The other day a great American died at a very ripe age, in his
eighties, Mr. Justice Learned Hand. He retired from the Federal
bench under a statute which was also the same statute which per-
mitted him to be called upon to make a contribution compatible with
his own desires and the needs of the country. And only a few weeks
before he died he participated and wrote decisions which have been
landmarks in the area of law. This illustrates again what a great
reservoir of talent that we have and can utilize.

Now our employment services, State and Federal, as a result of
the additional funds made available by this administration, as a result
of the good work which has been done by this committee, are stepping
up our services for older workers.

There is special counseling provided, there is special placement
provided. They are giving renewed attention to the fact that we
must utilize the capacities of the older workers in American life.

I am very happy to tell you, and Dr. Wolfbein will give you the
details, that as a result of this attention to the problem of the older
worker, there have been substantial and practical results.
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For example, over 20 percent of all of our nonfarm job placement
through the Employment Service represent workers 45 years of age
and over. This demonstrates that we can do a job in this area. This
demonstrates that if we carry the message tc employers, that if we
bring to their attention that these men and women have important
capacities, then their talents will be utilized. It demonstrates the
value, Mr. Chairman, of the work that this committee is doing.

Now, in addition to that, as a result of a broad educational program
being conducted by the Department of Labor in cooperation with the
State employment services, we have been able to relax age restrictions
In_a number of important cities so that more and more jobs can be
filled by older workers.

In agdition, we have initiated a broad program of research aimed at
finding out the facts concerning older workers’ abilities and produc-
tivity. It is very important that we know these facts and that we
are able to bring these facts to life because too often the assumption is
made that at 45 or older a man is no longer productive.

That is a false assumption and the facts we are developing demon-
strate that this is a false assumption. I know from my own experi-
ence of a quarter of a century in representing labor organizations and
in talking to management that very often the most steady, the most
productive, the most efficient worker is an older worker.

He, through experience, has acquired the art of doing work quickly,
sensibly, productively, in a mature way, that sometimes is lacking in
the younger worker.

It takes a younger worker time to acquire this experience. I want
to say a good word for labor unions in this connection. There has

" been a lot of talk about the seniority system introduced by labor con-
tracts and there has been some criticism of seniority systems on the
grounds that it freezes workers into their jobs and impinges upon
management prerogatives.

Let me say this, that there are many benefits from the seniority
system and one of the benefits is that it assures an employer that the
most experienced man, that the man who is attached to the job, the
man who understands problems, the man who understands responsi-
bilities, is a man who has priority in terms of continuity of employ-
ment and this, it seems to me, is not a bad concept.

It is a concept based upon practicality and equity and I think that
instead of undermining seniority systems, seniority systems should
be lauded for the recognition they give to the equities which long-time
attachment to the job entitles people to enjoy.

Now, I do not mean that, in some circumstances, seniority systems
can’t develop too much rigidity. They may, but I mean basically the
seniority system is a good system. It is a recognition of what we all
recognize in life, that respect and wisdom attach to our seniors,
whether they be in employment or whether they be in other aspects
of life.

Now, we in the Department are stepping up—and Dr. Wolfbein will
show you some illustrations of the work we are doing—we are stepping
up substantially a significant program of education of employers to
the large potential available to them from our reservoirs of older
workers.
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This is very important to do because by necessity an employer 1s
often engrossed in the production and manpower problems in his
own establishment and sometimes he is unaware of the potential avail-
able to him in his own community by very skilled people who can be
utilized in his work force.

Now, let us take an ordinary case. It is the counsel of wisdom very
often for an employer to reach out and take a skilled man 45, 46, or 47
and put him immediately to work as against a younger man who may
need anywhere from 2 to 4 years training to qualify for a job.

Also, our studies demonstrate that if a man has a skill in one area, it
is easily transferable to another area. There is something about doing
skilled ‘work which provides for greater transferability. Employers
sometimes do not know this, so we are trying, in our educational pro-
gram, to point out how transferable skills are and how, if you are
skilled in one area, you can acquire competence in another.

This does not mean that we are indeed downgrading the necessity
for improving the skills of our younger people. It demonstrates, like
in so many other areas, that you need a rounded out program which
takes into consideration the equities of all.

Now, I have asked my distinguished colleague, the Deputy Assistant
Secretary, Dr. Seymour Wolfbein, who is the head in our Department
of the Office of Automation and Manpower, to discuss the programs
and activities of our Department with you in detail. But I wanted
to come over here this morning, Mr. Chairman and Senator Smith, to
say to you that the work of this committee is very important work.

Tt has been a tradition in American life to pay great respect and to
give great attention to our older citizens. I did not want the assump-
tion to arise, because outside of myself and Governor Hodges this is a
young administration, that this administration is not conscious of the
great contribution that the older worker and older citizens of America
can make to our economy and to our life or that this administration is
not conscious of our responsibilities in this area.

It is not a responsibility that can be assumed alone by the Federal
Government. It is a responsibility which the title of this subcommit-
tee indicates requires Federal activities, State activities, the activities
of local communities, and the activities of private groups and even in-
dividuals.

And you are performing, Mr. Chairman, a notable service by focus-
ing national attention on one of the grave problems of American life.

I thank you.

Senator RanporLpr. Mr. Secretary, your statement is a significant
one and we are especially appreciative that you came personally today
as the head of the Department, an important Department in the Gov-
ernment, to express your thoughts and also to expand upon the policies
of the Department of Labor.

You mentioned Judge Hand and I mentioned him also late yes-
terday afternoon in speaking in the Senate. Because you have in-
dicated that his wisdom had the element of vision in it, even in
the advanced years of his life, I take this opportunity to read in
part what I spoke yesterday in quoting the late Judge Hand.

He said:

Our dangers come from those of us, the mass of us, who take their virtues
and their tastes like their shirts and their furniture from the limited pattern
which the market offers.
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In other words, Judge Hand was saying that there are new prob-
lems and that we need to seek new answers to the old problems as
well, which continue from one period to another and are aggravated—
as in the area we are now considering—by technology or automation
in particular industries in this country.

At least, it was his proper concern that there be an awakening, a
continued realization on the part of our people that changes do occur.
Sometimes the most difficult fact that we have to understand is the
very fact of change itself.

So, I do feel that your leadership in the Department exhibits a
wholesome creativeness, as you make what I believe to be an all-out
attack on some of these basic causes of unemployment. You realize,
I know, that we must move forward in new programs as we at-
gempted to move forward in the Senate yesterday with the retraining

ill.

The fact that the Senate by an approximately 2 to 1 majority passea
that measure is very definite evidence of the realization among legis-
lators that this is a highly urgent problem. You have also acknowl-
edged this urgency as you have addressed yourself personally, to the
problem today before this subcommittee, and as you have expressed
1t _before in appearances before subcommittees and the full Com-
mittee on Labor and Public Welfare.

Mr. Secretary, you mentioned the attitude of the Government to-
ward the utilization of the skills and capacities of older workers.

I well remember in the years I served in the House of Representa-
tives the prevailing practice in Government of hiring only those
persons who were under 45 years of age.

We conducted studies to ferret out the practices within certain agen-
cies and we found that there was a very decided favoritism toward
the younger workers even when the older workers had the relevant at-
titudes and aptitudes, the latter being very important, which are de-
veloped in on-the-job-training and I am very happy to emphasize, as
you have emphasized, the change in Government policy in reference
to this matter of employment of older workers.

The actual year of a person’s age is not necessarily the most critical
factor in that person’s ability to do a certain act. There are many
other factors that we could discuss, which enter into a person’s total
capacity to perform on a given job.

Now, are the policies which you have enunciated from the Depart-
ment of Labor based upon the law? Would you say that these pol-
icies are in accord with the views and the desires of the President
of the United States? :

Secretary Goroserc. Senator Randolph, Mr. Chairman, I want to
state most emphatically that they are. In issuing an order such as
I issued, fully conscious of the fact that while I am the head of the
Department of Labor, I am part of an administration of which the
President is the leader, and the highest executive; I, of course, con-
sulted with the President before I issued this order and I want to
say to you and to Senator Smith and the members of your commit-
tee that the General Order No. 111, which I issued, to implement
congressional attention, had the full approval of the President of the
United States.
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Senator RaxporpH. Mr. Secretary, your order 111 regarding this
subject of aging discrimination in the hiring policies of the Depart-
ment of Labor is, of course, on its face an indication of how you feel.
I follow through with this question:

How does the Department plan to follow up—in other words, to
implement this very splendid statement ?

ecretary GorpeerG. Well, I can tell you what we did adminis-
tratively about this.

Upon issuing this order I called the personnel officer of the Depart-
ment in—he is a career servant at the Department of Labor—Mr.
McVeigh. Idiscussed it with him.

This order, of course, has his complete support as a loyal and sensi-
ble civil servant. In all employment interviews we have one test,
not the age of the man or his color or race or origin or sex, we have
one test and that is the capability of the person to perform the task
for which we are recruiting him. We are perfectly ready and willing
to hire a man or woman 50 years old, 55 years old for any task that
we have to perform and this is the way this order is being implemented
in the Department.

Senator Raxporpa. I recall you mentioned some professor, who, in
advanced years, was still alert and able to help students.

Sometimes we are inclined to personalize and, here I want to say
that I remember in my college work, a Miss Elsie Baum. She was
in her early eighties and was a very active and dedicated member of
our faculty, and no one would have suggested—certainly the board of
trustees would have been reluctant to have suggested—that Miss Elsie
Baum leave the faculty.

She was an able teacher and not only had high competence in the
subjects she taught but also acted as registrar of the college, and thus
counseled a group of young people in many of their affairs. This
was an age of opportunity for her, although, now we may say she is
in another dress, as Longfellow has expressed it in beautiful lines.

It is a story, of course, of what automation, technology, and mecha-
nization have done in coal mining areas of West Virginia. This story
portrays the tragedy in part. It is a very sensitive story, illustrative
of folk crafts, of what has happened in Thomas and Tucker Counties
in our State.

I find these words in discussing such workers now unable to find

employment—
People who have lived all their years in one valley can’t just pack up and leave.
They hang on, waiting for something to come along, a new job nearby, or a
buyer for their home, or a change of heart by the factory managers. Of the
older men, reluctant to leave their homes, some drive 50 or more miles each
way daily to jobs in Phillipi or Clarksburg.

Mr. Secretary, I do not want to indulge in unpleasantries. There
can be much of sentiment and emotion about this sort of thing, but
I admire you and I admire your Department and I admire this admin-
istration for trying to find as I have indicated earlier, some of the
answers to a problem which has many novel aspects but is also an old
one. I think this is in part the function of Government in part,
coupled with private industry, to attempt, as Congress wrote in the
full Employment Act of 1946, to tackle this problem of structural
unemployment, and unemployment which sometimes runs a year or
2 years for the individual worker.
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So, we who are West Virginians are not particularly happy when
we are constantly faced with this type of story, but 1f here we can
have the illustration and there can retell it, we may bring this problem
into focus to such a degree that we will partially, at least, employ not
only the older worker where he can do the job but also find a retraining
program which will be effective as an answer to unemployment.

Now, would the Department which you head be able to prepare a
statement commenting on a recommendation which in 1960 was ad-
vanced by our subcommittee on the problems of the aged, that there
be established a senior citizens’ service trainin program ?

Would you feel that you could help us in directing our thinking
on that matter?

Secretary Gorpeere. Senator Randolph, Dr. Wolfbein will talk
about that in more detailed testimony, of course. We think this is
an excellent idea and some work already has been done in this direction.

Senator RaxpoLpH. Mr. Secretary, I know that Senator Smith and
I have been helped by your testimony this morning.

I realize that you have another commitment. I would wish to
quote from the Washington Post magazine Potomac of August 20,
1961, in which very graphically we see an older worker as he sat on
his cot still thinking in terms of the job that he hoped to hold which
now has passed him by.

I know you face this, Senator Smith, in New England as we face
it in West Virginia. So, Mr. Secretary, your coming here and sharing
with us your concern and more importantly your desire to find ways
to bring us out of this so-called wilderness of unemployment, the
utilization of our older workers, it is very encouraging.

Secretary Gorpserc. Thank you, sir.

Senator RaxpoLpa. Senator Smith?

Senator Sarra. I would like to associate myself with the remarks
of the chairman, Mr. Secretary, in regards to a fine job you are doing
and especially in this age and this category of the aged and I feel
very strongly that this retraining, manpower retraining bill that
passed the Senate yesterday will help give you the tools to go ahead
with this program and I must say, I look with great alarm on this
fact that now people 45 are finding it difficult to find other employ-
ment and I feel as you do that the real key is educating our employers
to hire people on their capabilities and I think that regardless of
other factors, that different people tend to take into consideration,
T think the main thing is to see what the people can do in this regard.

I was wondering—you mentioned that older workers who become
unemployed leave their home—I was wondering, are they forced to
take a lesser job for less money or what is your finding in that regard ?

Secretary GorLpsErG. Senator Smith, that is one of the great
problems.

Some firms follow an employment policy where they look on a
40 year old as an older worker. Now, it is disastrous, it seems to me,
that a man 40 or 45 is called upon, when he finds a new job, to reduce
his standard of living because it is precisely at that age when the
maximum demands are made upon a man or woman.

His children are generally of college age. He must provide for
their education. Very often he must provide for the care of his
mother or a father or his wife’s mother or father. He is at the peak
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of his financial responsibility; so, we have to concentrate on seeing
to it that these years, which I say we used to characterize as the most.
fruitful years, are the years when his employment opportunities
should be the greatest, not lesser and his earnings should be the
greatest, not lesser.

That is why I paid the compliment to the trade union movement
for safeguarding seniority because the operation of the senlority
system assures this. It is the point in a man’s life when he should
enjoy maximum earnings, greatest job security, and greatest protec-
tion because the needs on him are greatest in that period.

Senator Raxporpd. Does the Department plan to do a study of the
use of older workers, similar to the six-city study made about 5 years
ago by the Department ? )

Secretary Gorpperc. One phase of the study conducted in 1956 was
devoted to obtaining case histories which showed how various employ-
ers were effectively hiring and utilizing the skills and abilities of mid-
dle-aged and older workers. Selected case histories were incorporated
in the publication, “Employing Older Workers,” May 1959, a copy of
which 1s enclosed. :

At the present time, we have no plans for repeating this particular
type of study. However, we are carrying on several program activi-
tles which will give further insight into the utilization of older work-
ers, and others are being planned. Some of these are:

(1) Studies of the impact of automation: These studies are con-
cerned with the characteristics and job-finding problems of workers
already displaced by technological change and with measures that
may be taken to forestall or minimize unemployment attributable to
this cause. Among the characteristics considered in both types of stud-
ies is the age factor. In a study already completed, “Adjustments to
the Introduction of Office Automation” (BLS Bull. No. 1276), special
attention was given to the older worker in terms of his selection for
the newly created jobs involving the use of electronic data processing
equipment, his trainability, and his performance after training. In
process is another study which, among other avenues of investigation,
examines the older worker’s adjustment to changes in and transfers to
production occupations. A number of demonstration projects, di-
rected toward the long-term unemployed with obsolete skills, are now
being planned by the employment service. A considerable proportion
of this worker group will be in the upper age brackets. These projects
will center on intensive counseling and placement efforts, including
referral for retraining, as a means toward helping these workers to
become employed. An anecdotal approach in these studies and proj-
ects will produce case histories which will be useful examples to
employers and staff of public agencies providing employment and
related services.

(2) Information on successful counseling and placement practices
with older workers and employer utilization of such workers is being
collected from the State employment services. The best of these will be
incorporated in an idea-exchange publication which will be given wide
distribution internally within the public employment service and
with employers. .

(3) e regular reporting system, covering employment applica-
tions, counseling interviews, and job placements by age groups, will
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continue to give a quantitative measure of services rendered and
placement success with jobseekers in the upper age brackets. Some
measure of placements by broad occupational groups is also available
through this reporting system.

Senator RanpoLpr. What types of professional backgrounds do
the specialists in older worker problems have?

Secretary Gorpeere. The specialists in older worker problems come
from a variety of educational and experience backgrounds. All en-
tered the public employment service in accordance with the require-
ments of merit systems in the 50 States and the territories.

In addition to this basic qualification, the majority have had many
years of interviewing, counseling, placement, and supervisory expe-
rience from which they derived firsthand knowledge and appreciation
of the job-seeking problems of older workers as well as skills in serving
them. Thus, these specialists have been drawn from among the most
seasoned and mature employment service personnel. Other factors in
their selection have been a demonstrated interest in the older worker
problem and the ability to stimulate and participate in effective com-
munity and_ educational programs. Upon their assignment, older
worker specialists are given a specially prepared intensive training
course in services to older workers; they are given supplementary and
refresher in-service training as needed.

An important fact to note is that the older worker specialist, as we
have defined his duties, is essentially a stimulator, a reviewer of serv-
ices rendered by other local office personnel, and an active participant
in community relations activities which will create a favorable atmos-
phere for employment of workers irrespective of age. Except for the
most difficult cases, he usually does not serve job applicants directly.
The majority of older applicants are served by interviewers, coun-
selors, and placement officers regularly assigned to, and skilled in, these
functions. All of them have had special training in serving older
workers. '

Since occupational changes are frequently a consideration in im-
proving the employability of older workers, the steps taken to improve
the competency of employment counselors, who normally advise on
such changes, assume especial importance. An . out-service training
program for counselors at colleges and universities was inaugurated
3 years ago. Since then about 1,500 counselors from 47 States have
received training at more than 100 schools. The purpose is to pro-
vide additional academic background in guidance principles and tech-
niques, tests and measurements, human behavior, and other related
subjects. The ultimate goal for full-time counselors is a minimum
of a bachelor’s degree, plus 15 semester hours of course work specifi
cally related to counseling, as just noted. Just prior to the beginning
of the out-service training program in 1958, a survey showed that
about half of all full-time counselors had a bachelor’s degree. We
believe that the proportion has significantly increased as a result of
the training program and the raising of hiring standards for new
counselors which many States have adopted with our encouragement.
Another survey of counselor qualifications will be made this year in
order to update our information.

The benefits of the out-service training program have recently been
extended to interviewers and other local office personnel in addition
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to counselors. In several instances, older worker specialists have taken
the additional training.

Senator RanpoLpH. Does the Department have available for the
committee examples of any printed materials used in its preretirement
planning programs for its own employees?

Secretary Gorpeerc. Examples of printed materials used in the
preretirement planning program of the Department are available
from the Superintendent of Documents, Government Printing Office,
Washington 25, D.C., as follows:

Reports on the Department of Labor's Older Worker Program—Employng
Older Workers
[Copies may be obtained from the Superintendent of Documents, Government Printing
Office, Washington 25, D.C. Remittance is required in advance]. Cost
08
Publication title: per copy
Job Performance and Age: A Study in Measurement, bull, No. 1203__ $0. 45
Comparative Job Performance by Age: Large Plants in the Men’s

Footwear and Household Furniture Industries, bull. No. 1223____ 45
. Older Workers Under Collective Bargaining: Pt. I—Hiring, Retention,
Job Termination, bull. No. 1199-1_ .25
Older Workers Under Collective Bargaining: Pt. II-—Health, Insur-
ance, and Pension Plans, bull. No. 1199-2 .25
Older Worker Adjustment to Labor Market Practices: An Analysis
of Experience in Seven Major Labor Markets, BES No. R-151____ 1.25
Counseling and Placement Services for Older Workers, BES No.
E-152 - .50
Pension Costs in Relatioh to the Hiring of Older Workers, BES
No. E-150 —— - .25
How To Conduct an Earning-Opportunities Forum in Your Com-
munity, leaflet 25 e J1B
Mr. Employer, Here’'s How You Can Get Better Results With
Older Workers___..___ . .10
You Can Get That Job! Maturity Is an Asset______ . . __ .10
Mr. Businessman! Are You Cutting Yourself Off From One-third
of Your Labor Supply?- .10
What Your Employment Service Is Doing About Older Workers____ .05

Services to Older Workers: Chart Book (can be obtained free-of-
charge by writing to your local public employment office or to
the Bureau of Employment Security, U.S. Department of Labor,
Washington 25, D.C.)___ _ Free
Employving Older Workers—A Record of Employers’ Experience—
May be obtained from the Bureau of Employment Security, Depart-
ment of Security

Senator SmrTH. Again, thank you very much for coming here this
morning. .

Senator RaxpoLrH. Mr. Secretary, there are many questions which
we could direct to you but we will direct them to your Deputy Assist-
ant Secretary, and we thank you again for being of genuine assistance
to the committee as it studies this problem and other related problems.

Thank you.

Secretary GoLpBerc. Thank you very much.

Senator RanporpH. You will identify yourself, please, for the
record.
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STATEMENT OF SEYMOUR L. WOLFBEIN, DEPUTY ASSISTANT
SECRETARY OF LABOR

Mr. WorrsriN. My name is Seymour Wolfbein and I am a Deputy
Assistant Secretary of Labor and also Director of the Office of Auto-
mation and Manpower in the Labor Department.

Senator Ranporra. You will proceed with your statement, sir.

Mr. WoLrBeIN. Let me just say a few words, Senator, and then see
if you have any questions.

I would like to say first, that the subject that the committee is dis-
cussing at these hearings takes on, it seems to us, even added impor-
tance when you look at what is coming up in the immediate years ahead.

We are cognizant in the manpower story of the 1960’s of the tre-
mendous growth that is going to occur among the new young job
workers. I think that it is time that we also highlighted very, ver
clearly the enormous number of older workers coming upon the jo
market in the 1960’s.

When we think, for example, there is going to be a net increase of
51% million among workers 45 years of age and over, you get an idea
of the increase that we are going to face again in the very problem we
have been talking about this morning.

Now, the chairman mentioned the great population change and we
also would like to underscore this because it 1s becoming clearer and
clearer that what we need in the immediate years ahead is a more
maneuverable, more adaptable, a more flexible labor force which can
meet the changes that are coming about because of automation and
technological developments. As we mentioned to this committee once
before, even when you pick up the want ads these days and you see the
job titles being asked for, they just were not around a half-dozen years
ago and we ask ourselves how can we position ourselves to meet the
demand for workersin these occupations.

It becomes very clear, indeed, that you have to take advantage of the
older workers in the labor force—workers whose backgrounds of ex-
gerience and training already represent a substantial amount of career

evelopment and who can take over some of the newer jobs with a
minimum of training. These two things we feel enhance the impor-
tance of what we are discussing this morning.

There is one other item that has to be investigated, we think, and then
1 would like to mention a few program items the Secretary alluded to.

In the most recent figures that were announced on the employment
and unemployment situation, we found that there were still more than
1 million people unemployed continuously for 6 months or more.

And when we asked ourselves, Who are these very long-term unem-
ployed? there was the older worker standing out very clearly indeed.
It is important to realize that, as' we are setting record levels of em-
ployment, 30 percent of all of these very long-term unemployed people
who were continuously jobless for 6 months or more, were workers 45
years of age or over. There you see the real picture of the problem
that is facing us.
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These are folks whose skills are outdated in many cases under the
impact of automation and, of course, this is another reason why we feel
that we want to use the pathway of training and retraining so that
these folks can get back to work.

Now, against that background, just a few more points. In a sense,
as the Secretary has pointed out, the Department of Labor is on the
firing line because affiliated with it are the State and local employment
offices of the United States. Jobseekers come to us every single day
knocking on the door and saying, “Here are my talents, here are my
aptitudes, what will you find me in terms of a job ¢ )

This is where you really see it live and face to face. And so, during
the past 6 months, we have been putting more people and more re-
sources right there in the frontlines to see what we can do about increas-
ing the placement of the older workers.

Now, the details are given in our prepared statement, so I won’t go
over them. We find that it is almost like giving a man with a fever
a large dose of antibiotics. You put enough resources in and the re-
sults show.

The Secretary indicated that just about one out of every five job
placements we are making in the nonfarm sector of the economy are
exactly these people we are so concerned about, the 40 and 45 years of
age and over group. I think this would be an interesting fact to put
in the record.

We have had more than 6,000 people -on our staffs out in the field
at the State and local levels specifically trained now in the techniques
and the problems of dealing with older workers. So you see, we are
gradually building up what I would call a substantial staff of people
who are dedicated and trained to deal with this particular problem.

Now, as the testimony indicates and as, of course, you know, one of
the big problems is the age limitations on job orders from employers.
Many come to us and say, “We would like somebody under 55 or under
45, ‘and we will not be having many orders which say, “We want
older workers above 35.”

- You begin to wonder when this thing is going to start ending.

In this respect, we have made a study 1in five cities. I would call
this committee’s attention to that part of the prepared testimony on
this point because, again, it shows that something can be done if you
put the resources into it. We have achieved a substantial decrease in
the number of job orders coming to us which put an age limit on the
man or the woman they want—a very substantial decrease. This is
why, we feel that we can be optimistic on .many of these fronts, if
we get these programs going.

N?OW, among other items, the Secretary touched upon the research
program we have.

Both you Senator Randolph, and Senator Smith have alluded to it.
It shows again when you go out and find the facts, it simply is not true
to say that the older worker has less productivity or he is absent from
the job more often. We have actually worked in the plants, made ob-
servations on the spot, and took the records of day-by-day production
and we find this is not true.

So, we come to the last point. This last point you mentioned, Sena-
tor Smith, of getting the facts across to the employers, we believe is
extraordinarily important because when the chips are down, many of
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these folks have the general impression that the older worker per-
forms poorly. But when you put the record in front of them, as you
might expect, they take a look at it and they take off from that point.

0, to summarize, these are the three pathways that we are tryin%
to adopt. One, which I believe is es%eclally important, is the actua
operations we undertake in placing the older worker.

The second is to research this problem in every possible way to
get the facts and, thirdly, to get it across to where it counts; namely,
to the persons who do the employing.

So, that is our story.

Senator Raxporpu. I thank you very much.

Senator SyrrH. One of the points that I wanted to bring up was
you touch on it a little bit and Secretary Goldberg mentioned it, and
that is people forced to retire at 65 and these people have lived a life
and had great experience, and I feel that they can do a tremendous
lot in the teaching field or with groups, and I know back in Massa-
chusetts, in my hometown, several of these people are used in the high
schools from time to time, and I think they can offer a tremendous
amount of teaching and experience that will help our youth as they
come along, too.

I had one other point that I wanted to bring up and that is on our
skilled older workers, when they have trouble finding a job, isn’t it
true that a great part of the older workers unemployment problems
are with the unskilled peO}Q)le.

Isn’t that the situation? You mentioned that the skilled people
can move from, if they put out, because of automatiton, industry mov-
ing away, the skilled people can find something but isn’t that one of
our big problems, the unskilled ?

Mr. Worrsein. Yes, I would say that is right, Senator Smith.

Senator Smrra. What do they do about that part of the problem ?

Mr. Worrserx. Again, the few facts we have again points that out
very clearly.

1 previously mentioned the fact that there were, in July 1961, over a
million people unemployed 6 months or more. You take the unskilled
worker. He represents only about 5 percent of all of the workers in
the United States but he represents about 16 or 17 percent——

Senator Smrra. Sixty or seventy percent?

Mr. WovLrBEIN. Sixteen to seventeen percent of all of the long-term
unemployed. :

In other words, he contributes about three to four times his propor-
tionate share to the very long-term unemployed and this is really a
serious problem.

Senator Sarrre. Don’t we get back there in that particular instan
to the problem of education really? ~

Mr. Worreein, Exactly. In other words, the more you look at this
thing and think about it, 1t becomes clearer that this pathway we have
been talking about—education, training, and retraining—is really one
of the major tools to use, because one thing is clear under the impact
of automation and technological change, Senator, and that is that the
number of unskilled jobs has been declining and, there is no question,
will continue to do so.

So, people who can only compete for unskilled jobs are finding them-
selves in a smaller and smaller field. If we are to do anything about
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getting them back into gainful activity, it has to be by retraining them
for the new jobs that are coming up.

That is the only way we can go.

Senator Syrra. Thank you, Mr. Chairman.

Senator Raxvorrr. Dr. Wolfbein, I am not sure that the questions
I ask you have been touched on in the testimony of the Secretary and
in the material you have presented but they are questions that I think
you would want to address yourself to at this time.

‘What has the Department done or what is the Department thinking
of doing with reference to legislation which may be pending or which
would be proposed in reference to prohibition against discrimination
on the g)asis of age in the hiring and promotion procedures of em-

loyers?
P l\gr. WorrBeIN. Senator, are you talking of employers generally
now?

Senator RaxpoLpH. Yes.

Mr. Worrsein. Very briefly, as I am sure this committee knows,
there are 14 States now which have laws on the books with regard
to age discrimination on the part of employers in the employment
process and we have been trying to keep very close track of what is
occurring in these 14 States as this legislation begins to operate.

So far, it would be my personal and professional opinion that 1
would like to take a little longer look on how this particular legisla-
tion fares in some of the cities and States.

I think we have a number of pathways down which we can go,
Senator Randolph.

One of them, for example, applies to something which is very close
to Government, namely, people who are working on Government con-
tracts.

Therefore, on the question you raised with respect to a law against
age discrimination generally, what we are doing now as I said, is
keeping very careful track of how these laws work and on the State
level among these 14 States. At this time at least, I would personally
recommend that we wait and take a look at the developments. At the
same time, though, I believe this committee has already indicated in
some of its recommendations, that the States use this particular ap-
proach.

Now, on the question of Government contractors—again giving my
own personal and professional opinion—we do have orders and rules
concerning employment discrimination with respect to race, color,
creed, and national origin. And my own opinion is that such a proviso
1s something that would be desirable to have.

These would be our own Government contractors. Now, we would
like to think through, Senator Randolph, exactly what the Depart-
ment’s position is on this and this is why I think we have indicated, in
response to your question, we are going to prepare a paper on this.
With further study we will be prepared to recommend soon on this.

Senator Raxvorpa. Dr. Wolfbein, are you familiar with the pilot
program of Armour & Co., in the retraining and in some instances
the reemployment of those older workers who have been displaced.

Do you have knowledge of that?

Mr. WorFBEIN. Yes, sSIr.

Senator Raxporpr. Would you comment on that, sir?
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Mr. Worrsern. Incidentally, the executive director of the program
played a very big part and is still playing a big part in it. He is Dr.
Robert Fleming, who is one of our consultants and has spent several
weeks with us 1n the Department so we can learn from the experience
that took place there.

Would you like me to comment on some of the experiences they had,
Senator ?

Senator RanpoLpr. In brief, I would, sir.

Mr. WorrBEIN. Very briefly, and I am using my opinions now based
on the published facts and discussions with some of the people who
were engaged in that experiment.

To me, at least, Senator Randolph, you cannot—and I emphasize
“cannot”—go into a training and retraining program, especially for
older workers, on a crash basis and this, in just a few words, Senator,
is a good description of what occurred.

In fact, many of the folks associated with the experiment used
those very terms themselves. It leads people like myself to say that
the pathway again that we are recommending in the Manpower Devel-
opment and Training Act, which was passed by the Senate yesterday,
is a much more responsible and fruitful way of approaching it because
it lays out the plan and gives resources to the training and retraining
of workers and, as the %ill emphasizes, where employment opportu-
nities are expected to exist. I think that the Armour program so far
it is a very commendable one in what it tried to do, and I understand
that they have learned a number of lessons which they are going to put
into effect as soon as they can.

To us the lesson is very important, Senator Randolph, that you can-
not really do this on a crash, ad hoc basis. You have to think this
thing through and give it resources as we are planning to do if the act

asses.
P Senator RaxpoLrH. I have just been told by Dr. Sheppard that we
have had the example of this company in its partial failure used as an
argument against the retraining of workers and you indicate that it
was attempted on too large a scale too quickly, is that correct?

Mr. WorrBeiN. That 1s right, and especially, Senator Randolph,
without something very important which the act calls for; and that is
very clearly to find out what you train these people for in terms of the
employment opportunities existing. If the act passes, this, of course,
is exactly what we intend to do.

Senator RanporpH. With reference to another aspect of the problem
of hiring older workers, we have had some testimony that those com-
panies having retirement plans indicate that they cannot hire older
workers because of the high pension costs that are involved. )

Now, that may be a real barrier. It may be a fancied barrier in
some instances, but I know by the testimony that there are those who
believe it a real barrier.

What might be done in this connection? Do you have any recom-
mendation, or any comment ? .

Mr. WorrBriN. Yes; I think that again, if I may, I would like to
refer to the bill passed yesterday by the Senate because in one of the
gassages it calls attention to the very point you made, Senator Ran-

olph. It indicates how important it would be not only in terms of
hiring older workers in relation to higher pension costs but also in

75660—61—pt. 1——11
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general to increase the mobility of the older person so he can take
jobs, not necessarily moving geographically in a big way—but mov-
ing even within the same city or the same State in order to become
employed.

This act directs the Labor Department to see what can be done to
stimulate, encourage, and promote vesting of pensions so that a per-
son does not have to lose pension benefits if he moves from one job
to another.

It is like in the Government and in many other types of employ-
ment. If I work for the Department of Labor in Washington, and if
T move, let us say, to the Department of Health, Education, and Wel-
fare in San Francisco, my pension coverage remains intact. This will
represent no additional cost to the employer; it will represent no
diminution in my rights or benefits; and that is because the whole
system is covered 1n a single organized plan.

The same with social security. A person can move from place to
place and it does not generate an imbalance on the part of the em-
ployer or employee. We intend when this act passes, Senator Ran-
dolph, to move very quickly and expediously along that particular
line, which, I think, would be a very big help on exactly the point
you raise.

Senator Raxporpr. You indicate the Department of Labor’s deter-
mination to act affirmatively. Now, is it possible that the Office of
Education of the U.S. Government has a part to play which it has not
yet played in this training program ?

What would you suggest could be done, if you feel it is proper for
you to suggest, by the U.S. Office of Education ?

Mr. WorreeiN. Well, Senator, I think I would go this way, again,
very briefly :

As we have indicated to you and as you have commented on many
times, we are seeing right now the beginnings of 26 million new young
workers hitting the job market in the 1960’s, an absolutely unprec-
edented and unparalleled rise.

Now, we have to face up to the question: Where are 26 million new
young job workers going to find jobs, especially under the impact of
automation and technological change? And again, you see this is why
we feel we come back to the big dimension called education and we
have to see to it that these young people get the most and the best kind
of education which will fit them for the jobs coming up.

I know that you have commented Senator Randolph, a number of
times, upon the serious problem which is going to be posed by the
fact that out of these 26 million new young workers, 714 million will
be dropouts, will not have finished high school and they will in the
main be equipped to compete for only the unskilled jobs. We have al-
ready commented on the narrowing opportunities in that arena.

Now, here is an enormous challenge, and I am very happy to say
that in my recent contacts with the Office of Education at HEW they
are alert to this problem and they are going to try to stimulate and
encourage all kinds of programs, Senator, which will increase the
holding power of the schools at the State and local level. This of itself
would be an enormous contribution.

Now also, of course, in the Department of Health, Education, and
Welfare, they will be cooperating with us in our Department under the
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Manpower Development and Training Act in this very, very im-
portant arena of vocational education and in developing skilled man-
power. As we testified once before, Senator Randolph, and pointed
out, and we will need 5 million more skilled craftsmen to be trained
in this country in the sixties.

I think that is another place where we can do a real good job.

Senator RanporpH. I do recall, Dr. Wolfbein—I referred to it as
I prepared for this hearing—your testimony of June 1960, before our
Subcommittee on Employment and Manpower, when you gave us
very meaningful charts broken down into age brackets with reference
to our work force in this country.

Mr. WoursgerN. That is right. '

Senator Ranvorra. I recall that you said that more than 20 percent
of our work force is now 45 years of age or older.

Is that increasing oris it ﬂkely to increase ?

Mr. WorrBeIN. Both in number and proportion, it surely has in-
creased and, as I said at the very beginning, this is what really en-
hances the importance and significance of your committee’s work.

We are dealli)ng with a bigger and bigger sector of the population
of the United States.

Senator RanvorpH. Identify the gentleman with you.

STATEMENT OF EARL KLEIN, ASSISTANT TO THE ASSISTANT
SECRETARY OF LABOR

Mr. WorrBeIN. Mr. Earl Klein, assistant to the Deputy Assistant
Secretary of Labor and the staff member in charge of the Depart-
ment’s older worker program.

Senator RanporrH. Do you have any comments at this time?

Mr. Krein. None other than to stress the overriding importance of
the public employment service system in this endeavor to improve the
employability and to help in the job placement of the many older
workers that need assistance.

As Dr. Wolfbein and Secretary Goldberg both stated, the im-
portant question in connection with training and retraining is: Train-
ing for what? The public employment service system, through its
employment counseling services, the use of aptitudes tests and its
contacts with employers can make a real contribution in guiding
adults toward occupational training that best fits their capabilities
and interests and, at the same time, offers good prospects for employ-
ment. I am very happy to see that the gongress has supported the
expansion and improvement program of the employment service so
that more of this important work can be carried on.

Thank you.

Senator Ranvoren. Thank you. Thank you, Dr. Wolfbein, for
your testimony, too.

Mr. WorrseiN. Thank you for giving us this opportunity to testify.

Senator Ranvorpr. The Housing and Home Finance Agency is
prepared to offer testimony. Mr. Spector, will you come with your
associate and identify yourself? : _
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STATEMENT OF SIDNEY SPECTOR, ASSISTANT ADMINISTRATOR,
HOUSING FOR THE ELDERLY, HOUSING AND HOME FINANCE
AGENCY ; ACCOMPANIED BY E. EVERETT ASHLEY, DIRECTOR OF
STATISTICAL REPORTS AND DEVELOPMENT BRANCH, OFFICE OF
PROGRAM POLICY

Mr. Seecror. Senator Randolph, Mr. Chairman, I have with me
Mr. E. Everett Ashley, who is Director of the Statistical Reports
Staff in our Office of Program Policy. The two of us will be avail-
able to answer any questions that you may have. )

Let me say first that after having listened to the very interesting
testimony from Secretary Goldberg and from Dr. Wolfbein, the prob-
lems of employment and the problems of housing are very closely
related. '

What we are witnessing, of course, is a very large number of people
over the age of 65 who are retiring and are out of the labor force and
their housing then becomes their whole world. We have to think
of housing not only in terms of providing shelter but of providing
environment in which to contribute to useful living.

Now I just want to say, Mr. Chairman, that it is a_great pleasure
to appear before this subcommittee of the Senate and to assist once
more 1n this extremely important endeavor.

The subcommittee has a great challenge and opportunity to evaluate
the work being done in the Federal (%overnment and to make rec-
ommendations for meeting effectively the problems of America’s senior
citizens.

Mr. Chairman, as you know, the Administrator of the Housing and
Home Finance Agency, Dr. Weaver, appeared yesterday before Sen-
ator Clark’s Subcommittee on Housing.

Dr. Weaver prepared a very extensive review of the problems of
housing and of the organization and the activities that are going on
in the Housing and Home Finance A gency.

I would like this morning to submit his statement for the record
and will primarily take a few minutes to just discuss informally how
the Housing and Home Finance Agency is organized to work in the
area of housing for older persons.

Sel(liator Raxporrr. Without objection, it will be made part of the
record.

(Statement referred to appears in “Housing Problems of the Eld-
erly,” August 23, 1961, hearings before the Subcommittee on Housing
of the Special Committee on Aging.)

MEMORANDUM ON HoOUSING FOR SENIOR CITizZENS, BY ROBERT C. WEAVER, ADMIN-
ISTRATOR, HHF A, THURSDAY, AUGUST 24, 1961

"INTRODUCTION

It is a pleasure to appear before this subcommittee of the Senate which has
done so much to delineate the problems facing our senior citizens. Most of
what I say this morning is based upon your significant findings.

HOUSING FOR SENIOR CITIZENS : A SPECTAL PROBLEM

It is sometimes asserted that the aged of this Nation do not constitute a spe-
cial category, but rather have the same kind of problems as the rest of the
population. This stereotyped concept implies that by solving the housing needs
of the Nation as a whole we will automatically take care of our older popula-
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tion. In theory this may be true. Fortunately, however, the American ap-
proach has been one of practical wisdom. We have attacked problems when
and where they were the most critical and have made immediate ameliorations
to the extent necessary and possible. We have not permitted suffering today
while we formulated tomorrow’s long-range objectives. With the aged, this is
even more pressing and valid. For them, the adage which Keynes made
famous—namely, “In the long run we shall all be dead”—is no empty epigram
but a forseeable reality, which presses for immediate response.

But it is not only the time factor which induces special accelerated action
to meet the housing needs of older persons. It is the fact that a whole series
of problems converge with age. The incidence of these problems is so extensive
and their frequency so high that they combine to focus national attention upon
their solution.

The problem of retirement

To me, the most important aspect emphasizing the special nature of aging
is not income and health, although their priority is obvious, but rather the
problem of retirement and the years of potential inactivity, Eighty percent
of the persons 65 and over are fully retired, completely out of the labor force,
but anxious to avoid passive parasitism for the remaining years of their lives.
Of the 3 million persons 65 and over who are employed, less than 1 million work
full time. The trend toward earlier retirement seems irreversible. In 1900,
two-thirds of the men in this age bracket were employed ; today about one-third,
and the percentage shows a sharp drop from 45 percent in 1950 to 33.6 percent
in 1960.

The major objective of housing for older persons, therefore, is the encourage-
ment of an environment and an opportunity to join with others in productive
activity—important enough for a man to replace his job and for a woman to
replace gainful employment or the raising of a family. This means that an
essential element of housing for senior citizens is a multipurpose senior
center which can become a means of reentry into community activity. Senior
centers too often are conceived of as places for bingo, card games, or enter-
tainment. Recreation is essential to men and women at any age, but the budding
science of gerontology gives evidence that he who pursues recreation exclusively
feels unimportant—and frustrated.

Senior centers as part of any housing development for older persons should
be a thoroughfare to the community for a retired person, helping him or her to
work as a volunteer in a hospital, to be trained for practical nursing, to under-
take homemaker services, to play a role in civic programs, to expand education.
to undertake part-time work, even to participate in a Peace Corps—foreign or
domestic.

The creative use of retirement years is a unique, special problem of age. It is
a condition which no other group incurs in the same proportions. Retirement
should be a period of real contribution to society, and housing can and should
facilitate this result.

The problem of income

The second special aspect—and related closely to the first—is the low income
of most senior citizens. This committee has done extensive work in analyzing
the incomes of older persons and I shall only repeat some of the data which
relate so closely to the need for suitable housing.

In 1959, by Census Bureau estimates, the median income of all families in the
Nation was $5,417 ; but it was only $2,831 for families headed by persons 65 and
over. The median for 3.6 million unrelated individuals—living alone or with
nonrelatives—was $1,006 and four-fifths had less than $2,000. These median
income figures are somewhat overstated since they do not include the 2.3 million
older persons living with adult children or other relatives and whose incomes
are among the very lowest.

Measured on an individual basis, 50 to 60 percent of persons 65 and older have
less than $1,000 cash income per year.

Cash incomes are, of course, only part of the picture. Twenty-nine percent
of the ‘“spending units” headed by a person 65 or older (as defined by the
Federal Reserve Board) had no liquid assets at all; an additional 17 percent
had less than $500. But 33 percent had more than $2,000 and the median was
higher than that for younger families.
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Without attempting any refinement of the income picture, it seems elear that
the 17 million people over 65 have incomes and liquid assets for several types
of markets:

A very large number of families—from one-fourth to somewhere less than
one-half—have such low incomes as to be eligible for public housing.

Most families have sufficient income to secure housing in the private
market, but the majority of them require assistance through long-term
low-interest rates or mortgage insurance to achieve it. A small proportion
could secure good housing without any assistance.

Half of the aged persons living alone or with nonrelatives have such low
incomes as to come within the public housing range. The other half might
come within the private market, but Government-assisted programs would
be needed.

Most of the aged living with relatives fall into the very lowest income
categories and would need public or Government-assisted housing to meet
their income levels.

The major point here is not to indicate the precise extent of the need for
housing, but to emphasize income status as a special condition of the aged
population.

The problem of health

The third major element of the aging process related to housing is health.
While most older persons are independently mobile, a very sizable number have
chronic illnesses that are potentially and unpredictably disabling. The sum-
mary prepared by the staff of this committee points out the situation clearly. I
will quote only three points :

Seventy-seven percent of all aged persons have one or more chronic illnesses
as compared with 38 percent of age groups under 65.

The aged are about 9 percent of total population, but make up 55 percent
of all persons with limitations due to chronic illness.

Older persons spend twice as much time in hospitals as age groups under
65 (14.7 to 7.8 days) and also are admitted more often. .

These data demonstrate the need for health services either within the senior
citizen housing area itself or within the community.

The problem of widowhood

The fourth of the basic elements is death of a spouse and widowhood. The
apparent biological superiority of women seems to be increasing over the years;
since 1900, life expectancy of women at age 65 has risen by 3 years, while that
for men has risen only a bit over 1 year. In large measure, the problems of
aging over the Nation have become problems of widows.

Of the 16.6 million persons over 65 in 1960, 9.1 million were women and 65
percent of them (5.7 million) were widowed or single. Only one-third of the
women over 65 were married, while almost three-fourths of the men over 65 are
married. At the same time, there are 2.1 million single men over the age of 65.
In total, 47 percent of all aged are in this single status—approximately 8 mil-
lion people.

One of the startling items developed in the staff report of this committee is
that in the past 10 years the number of widowed, single, divorced women in-
creased by 40 percent, but the number of men in a similar status has remained
virtually the same.

Widowhood for both women and men brings with it not only traumatic breaks
in a way of life, but desperately lowered incomes, which intensify the difficulties
of personal and social adjustment. Suitable and economic housing for those
without a spouse is a categorial imperative.

Basic considerations

These are the basic large considerations which relate to the condition of senior
citizens and to their living arrangements. For the formulation of national pol-
icy, the elements of retirement, income, health, and marital status, constitute
the crucial four horsemen of the later period of life.

TYPES OF FEDERAL PROGRAMS

Despite the relatively higher frequency of the above trends in older age, I
cannot stress adequately enough the need to be constantly aware of the fact
that aging is an individual matter of infinite variety. There is the widest con-
ceivable difference in needs, capacities, desires, and characteristics. I am there-
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fore conscious that we must avoid rigidities and dogmatisms in our housing
programs. Rather, they must meet a wide range of desires and needs and must
do so flexibly, imaginatively, and with periodic evaluation of the results being
achieved.

The diversity of these needs, fortunately, is now matched by the availability
of a group of Federal housing programs. I should like now to review each of
these and provide data on current activity. Many are new and now being tested
by action.

The FHA programs

1. Aids to single-family home purchases—Section 203.—The FHA is author-
ized to insure mortgages on single-family homes being purchased by persons 62
and over even though the downpayment is made by friends, relatives, or a cor-
poration (if approved by FHA). In addition, if an older person is unable to
qualify as an acceptable mortgage risk, the FHA can insure the loan, if an ac-
ceptable third party becomes a cosigner of the mortgage.

The Housing Act of 1961 liberalized the program to permit insurance of a
loan up to $25,000 for the purchase of a single-family home. Loans may be
repaid over a period as long as 35 years for a new home—30 years for an
existing house. The maximum rate of interest currently is 514 percent plus
one-half percent mortgage insurance premium.

The Housing Act of 1961 also reduced downpayments to 3 percent of the first
$15,000 of appraised value, 10 percent of appraised value between $15,000 and
$20,000 and 25 percent above $20,000.

2. Aides for private rental housing—Section 231.—Construction or rehabilita-
tion of rental accommodations for senior citizens may be financed with mort-
gages insured by FHA. These may be on a profit or nonprofit basis.

When a nonprofit organization sponsors a rental project of eight or more
units, at least 50 percent of which are designed specifically for occupancy by
persons 62 and older, it may become eligible to have its mortgage insured by the
FHA for up to 100 percent. A profitmaking sponsor is limited to 90 percent.
Under this program, the sponsoring group must secure its financing from a
private lending institution, which in turn may seek the mortgage insurance.

The amount of an insured mortgage (as liberalized by the Housing Act of
1961) may not exceed—

(@) A total of $12.5 million, or $50 million, if the mortgagor is a public instru-
mentality or a nonprofit corporation subject to Federal or State regulations.

(b) For one-story buildings, a maximum of $2,250 per room ($2,750 for
elevator building), or $9,000 per dwelling unit ($9,400 for elevator structure) if
the number of rooms in the project is less than four per dwelling unit.

(¢) Per room limits may be raised by $1,250 per room in high-cost areas as
designated by the FHA.

The mortgage loan may be repaid over the number of years approved by the
FHA. The current maximum rate of interest is 514 percent plus one-half
percent mortgage insurance premium.

Projects may include row houses, elevator-type structures, separate dwelling
units (if grouped in a contiguous project) and may be for both families and
single persons. Conversion of hotels and other residences into permanent hous-
ing for older persons may also be included. In distinction to the direct loan
program, projects may include not only those of economical construction, but the
more comfortable type with conveniences, which the higher income aged may
afford. The cost of commercial facilities, health services, and recreational facili-
ties may be included in the insured mortgage when related to the needs of the
project.

As of July 31, 1961, the FHA had 135 active projects, under this section, total-
ing 16,550 units and amounting to $175.9 million. The data are as follows:

Number of | Number of Amount

projects units
Final endorsement. ... ... oooo oo 42 4,262 $38, 156, 721
Initial endorsement__._______._. ... 37 4,737 48, 904, 300
Commitments outstanding 26 3,558 39,212, 700
Applications in process. —.eococeoe-- 30 3.993 49, 623, 027

Total . o meem e mereeeam e moen 135 16, 550 175, 896, 748
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3. The FNMA programs.—To assist further in providing housing for older
persons, the FNMA is authorized to use special assistance funds to buy FHA
insured mortgages under sections 203 and 321. Mortgages covering multifamily
units for older persons are purchased by FNMA under advance commitments
and thus sponsors find it easier to arrange for interim construction financing.
As of July 31, 1961, FNMA had set aside $151.1 million for this purpose.

4. Direct Federal loans—Section 202.—To assist in providing rental housing
for senior citizens whose incomes are too high for public housing, but too low
for private housing, the Housing Act of 1959 authorized a program of direct
Federal loans at lower rates of interest for 50-year terms.

The Administrator is authorized to make loans to certain types of sponsors
for the construction of housing and related facilities for older persons and
families. Formerly only private, nonprofit corporations were eligible, but the
Housing Act of 1961 broadened eligibility to include consumer cooperatives and
public agencies, provided the later are not receiving Federal financial assist-
ance exclusively for public housing. The sponsors, however, must show that
they cannot obtain the necessary funds from other sources upon equally favor-
able terms.

The Housing Act of 1961 increased the authorization for the program from
$50 to $125 million. In 1960 the Congress appropriated $20 million, of which $17
million (1,699 units) have been committed and reserved, as of July 31, 1961.
In addition, there are now $100 million in applications in the pipeline, totaling
9,400 units. This year the Congress appropriated an additional $25 million and
the President has asked for a supplemental appropriation for the current fiscal
year of $50 million more. This would provide a total revolving fund of $95
million. .

The Housing Act of 1961 also increased the Federal loan amount from 98 to
100 percent of development cost, including cost of construction, cost of land and
necessary site improvements. These 50-year loans currently bear an interest
rate of 334 percent.

Recently there has been a substantial spurt in applications under this pro-
gram. As of February 1, 1961, only $5 million of the $20 million was committed,
while an additional $12 million was committed and reserved since that date.
Full applications in June and July of this year were at the rate of $30 million
per month.

This is a program which we are using as a model in providing housing for
senior citizens to meet the goals of independence, dignity, and continuing con-
tribution to society. '

5. Public housing—For a very large number of low income older persons, low-
rent public housing is the primary means of providing a decent living environ-
ment. Under the Housing Act of 1937, Federal contributions may be made to
local public housing authorities for low-rent housing of older families. For-
merly, single individuals were not eligible for such housing, but since 1956
single men and women 62 years of age and over are eligible either in units
designed especially for older persons or in units available to any low-income
family. The Housing Act of 1961 also made such housing available to low-
income, seriously disabled persons of any age.

The 1961 Housing Act provided that the annual Federal contribution to local
housing authorities may be increased by as much as $120 per year for each unit
occupied by older families, if the solvency of the low-rent project is otherwise
threatened.

As of today, 116.000 persons 62 years of age and over live in public housing
units of all kinds—they use approximately 15 percent of the total number of
units in public housing.

More than.half of the elderly admitted to public housing during 1960 were
one-person families. Another 40 percent were headed by an elderly person with
at least one other adult.

The present public housing program of units especially designed to shelter
older persons now totals almost 35.000 units. Of this total, more than 2.200
are completed, and are occupied. An additional 5,200 units are under con-
struction, while nearly 20,000 more are in various stages of preconstruction.
Moreover, there are nearly 8,000 units which have received program reserva-
tions. The units designed especially for the elderly are incorporated into larger
projects which are designed for young and elderly families.

More than 12,000 units programed especially for the elderly have been built
or are planned to be built in projects exclusively for use bs: the elderly. Almost




PROBLEMS OF THE AGING 165

1,200 of these have been completed and are occupied. An additional 2,500 units
are under construction.

6. Nursing homes—Section 232.—Section 232 of the National Housing Act
authorizes the insurance of mortgages to finance the provision of new or re-
habilitated nursing homes. The occupancy of nursing homes is not restricted
to older persons, but a very large proportion of the patients are senior citizens.

The amount of an insured mortgage cannot exceed $12.5 million or 90 percent
of the estimated vaalue of the property—as liberalized by the Housing Act of
1961. The mortguge can be amortized over such period as is approved by the
Federal Honsing Commissioner, with a 20-year maximum. The present interest
rate by regulation is 314 percent plus one-half percent mortgage insurance
premium,

In accepting applications for mortgage insurance, the FHA requires State
certification that there is a need for a nursing home in the area and that it
will be subject to reasonable State or local licensing standards.

As of July 31, there were 31 nursing home projects for which mortgage in-
surance commitments were issued amounting to $12.3 million for 2,463 beds. In
addition, we had 32 “application in process” totaling $15.6 million in mortgage
insurance for 2,995 beds.

New tools in the Housing Act of 1961 available to senior citizens

The Housing Act of 1961 provided for middle-income housing and rehabilita-
tion loans and thus opened up new and important techniques for financing
moderate-cost housing for older persons as well as the general population.

1. Middle income houging.—Section 221 FHA mortgage insurance, formerly
avaliable only for displaced families, is now available on even more liberal terms
for moderate-income families generally. Two types of programs are involved:

(a) Sales housing: For the small number of older families who wish to own
and maintain a moderately-priced home and who evidence suitable qualifications
for mortgage insurance, liberalized terms may be available. These may be
either existing, newly constructed, or rehabilitated single-family dwellings in
amount up to $11,000. (Up to $15,000 in high cost areas.) The downpayment,
including closing costs, may be as little is 3 percent of acquisition cost. The
term of the mortgage for new or rehabilitated home may be as much as 35
vears, and can be extended to 40 years if the FHA Commissioner determines
that the purchased can pay the monthly charges on a 40-year term loan, but
could not do so under a 33-year plan. The term is limited to 30 years for
existing housing.

For families displaced by Government action the downpayment, including
closing costs, need be no more than $200, and the mortgage maturity can be 40
years.

(b) Rental housing: Most older families, however, will not be able to afford
nor will they desire homeownership. The Housing Act of 1961 provides, for the
first time, for a below market interest rate program open to any moderate-income
family. FHA has established income limits varying with size of family, location
of housing and other factors for admission to the housing.

Institutions lending funds for this program to nonprofit organizations, coopera-
tives, and public agencies are eligible for 100 percent mortgage insurance. Lim-
ited dividend corporations are also eligible under the program but mortgage
insurance for them is limited to 90 percent and their returns on equity invest-
ment limited to 6 percent per year.

The Commissioner of the FHA has established a below-market interest rate of
314 percent and has waived, as the law permitted, the mortgage insurance pre-
mium. The maximum mortgage term is 40 years or three-fourths of the prop-
erty’s remaining economic life.

To assure a sufficient capital stimulus for this middle-income housing program,
the Federal National Mortgage Association is authorized to purchase the mort-
gages FHA insures under this program.

Every project under this program must be located in a community having a
“workable program” approved by the Administrator of HHFA.

The maximum mortgage limitation is $12.5 million. Statutory mortgage limits
are 38,500 ($9,000 for elevator projects) per unit if the number of rooms averages
less than four. For structures with room averages above four per unit, the maxi-
mum mortgage is $2,250 ($3,250 in high cost areas) per room in nonelevator
buildings and $2,750 and $3,750 per elevator structures.
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MORE EFFECTIVE ORGANIZATION

Early in the new administration, I undertook an intensive review of programs
for housing older persons. I found that each had different standards and rules
which often confused the public and complicated the work of builders and archi-
tects. There was no central office to give information and counseling services
to nonprofit groups. Although the programs are still relatively experimental,
they have reached the stage where regular overall evaluation of objectives and
standards is urgently needed.

I have therefore established a central office to give full-time, coordinated
attention to all of the programs for housing older persons. The new Office of
Housing for the Elderly is headed by an Assistant Administrator. The functions
of the Office are to—

1. Work out with constituent agencies a set of standards, policies, prin-
ciples, and guides in providing housing for older persons.

2. Be a prime source of information on important experiences occurring in
the field.

3. Assist the Administrator in evaluating the different programs and in
finding ways to move faster.

4. Undertake research and assist in training personnel.

The Office itself does not administer any of the programs. Actual operation
continues to be carried out by the constituent agencies. It is, however, authorized
to examine and review all operations.

With the establishment of this Office, the operating responsibilities of the direct
lending program were transferred to the Community Facilities Administration,
which administers a similar direct lending program for college housing.

Thus, with the new Office of Housing for the Elderly, the CFA with its direct
lending program, the FHA and PHA with their programs, the regional offices of
these agencies will become focal points of community service in speeding up
housing for older persons. Regional offices will be able to assign consultants to
spur activity, particularly by church and service groups anxious to build but
lacking experience.

I have been greatly impressed with the record of personal examination and
study which was given to the living arrangements of older persons by the Sub-
committee on Problems of the Aged and Aging. At firsthand, you saw and spoke
with aged men and women living in rooming houses, in cold water flats, in
blighted city areas, in homes for the aged, in public and private housing, and
in nursing homes.

Too often, you witnessed the fact that people who had spent lifetimes in con-
tributing to the amazing growth of the American economy were forced to live in
degrading conditions, dependent, isolated, and in houses unsuitable to their age
or physical status. The senior citizens of this Nation have not asked for charity,
they ask only for the opportunity to spend their retirement years in dignity, in
self-respecting surroundings, in continuing contributions to their neighbors and
their community. ’

America’s older citizens want to be accepted as people—like the rest of us.
Their problems are special ; but they differ in degree, not in kind. Opportunity
for suitable housing, the pursuit of meaningful activity, the use of community
services, the application of research knowledge, and the exercise of individual
initiative are their rights, as well as those of all Americans.

The provision of adequate and suitable housing will be a major step in insuring
these goals. It will evidence appreciation of the aged as a positive gain of our
civilization.

Mr. Seecror. The older persons of this country have a high fre-
quency of common problems and. therefore, do constitute a special
problem in the field of housing . Merely indicating that we can solve
the housing problem of older persons by solving the housing problems
of the entire Nation is not adequate because the long run is too long
for many of the older citizens.

Despite the fact that they have these common problems, I want to
stress that we have to be constantly aware of the fact that aging is
an individual matter of great variety.

There is the widest difference in their needs, capabilities, desires.
and characteristics. At the Housing and Home Financing Agency
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we have to be constantly aware that we must avoid rigidity in our
housing for the elderly program and that we have to meet a wide
range of desires and needs. We must do so flexibly and imaginatively.

Now, the wide diversity of needs is matched by the availability of a
wide variety of Federal housing programs and I would just take a few
minutes to indicate each of the programs and how they are set up.

The first that I call attention to is the matter of mortgage insurance
through the FHA. This is a program in which the Federal Govern-
ment insures private loans. This is a program of private lending to
private individuals but with FHA insurance as added incentive.

The first program in the FHA is that of aid for the purchase of
single-family homes and here the FHA may insure mortgages for
single-family homes purchased by persons 62 and over. Liberal ele-
ments are available in the loan arrangements.

Then the second and larger area as far as the activity of the FHA
is concerned is that of FHA mortgage insurance for private rental
housing under section 231 of the National Housing Act.

Under that program a nonprofit organization or profit group can
sponsor a rental project of eight or more units and they may become
eligible for an insured mortgage in a nonprofit group covering up to
100 percent of the replacement costs of new projects, and if a profit-
motivated group up to 90 percent of the replacement cost.

The mortgage may be repaid over the number of years approved by
the FHA and the current rate of interest is 514 percent plus one-half
percent of mortgage insurance premium.

The project may consist of row houses, elevator-type structures,
separate dwelling units where they are contiguous, and may be for both
families and single persons.

Conversion of hotels and other residences into permanent housing
for older persons also may be financed with FHA -insured mortgages.
Also included in an insured mortgage is the cost of commercial facili-
ties, health services, and recreational facilities.

As of July 31, 1961, FHA had received 168 applications under this
section totaling 21,311 units and amounting to $223.4 million.

Then the third aspect of the FHA program is what is known as
the Fannie Mae program. Under this the Federal Government has
set up a Federal National Mortgage Association which has special
assistance funds to buy FHA section 231 insured mortgages.

This provides an incentive then for lending institutions to finance
housing for older persons since there will be a market in the Federal
Government for their mortgages.

As of July 31, 1961, Fannie Mae had set aside $151.1 million for
this purpose.

Then we have another program that is more recent which involves
direct Federal loans to nonprofit organizations, consumer coopera-
tives, and public agencies, except those receiving financial assistance
exclusively under the Housing Act of 1937. This program is au-
thorized by section 202 of the Housing Act of 1959. TUnder this
program the Federal Government will make direct loans for a period
up to 50 years, currently at a rate of interest of 334 percent.

The Housing Act of 1961 increased from 98 percent to 100 percent
of the development cost the amount which the Federal Government
now can loan. The loan can cover the cost of construction, cost of
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land, and necessary site improvements. Related facilities, such as
dining halls, community rooms, or health facilities may also be in-
cluded in the project.

Originally, the Congress authorized $50 million for the program.
In 1960, $20 million was appropriated.

Of this, $17 million have been committed and the Congress recently
provided an additional $25 million; more recently, the President has
asked for a supplemental appropriation of $50 million in line with
the additional authorization of the Housing Act of 1961, which raised
the authorization from $50 to $125 million.

This is a program which we are using as a model in providing hous-
ing for senior citizens to meet the goal of independence, dignity, and
continuing contribution to society.

The third big program is that of public housing and for a very
large number of low-income older persons low-rent public housing
is the primary means of providing a decent living environment.

Under the ilousing Act of 1937 the Federal Government can make
(%ontributions to local housing authorities for low-rent housing of older

amilies.

We now have 116,000 persons who are 62 years of age and over and
living in public housing units of all kinds. They use approximately
15 percent of the total number of units in public housing. More than
half of them are one-person families and another 40 percent are headed
by older persons with at least one other adult.

There is specially designed public housing for older persons and
we now have 35,000 units in this program.

In addition to that, there is a nursing home program which serves
older persons. Under section 232 of the Housing Act, the FHA will
insure mortgages of proprietary groups to finance the construction
or rehabilitation of nursing homes.

The maximum rate of interest is 514 percent, plus a half-percent
mortgage insurance premium.

As of July 31, there were 31 nursing homes projects for which
mortgage insurance commitments were issued, amounting to $12.3
million for 2,463 beds. Beyond that we had 32 applications in process
totaling $15.6 million and 2,995 beds.

The Housing Act of 1961 provided some additional tools for hous-
ing for senior citizens. Among them is the assistance to middle-income
housing.

Some wish to purchase homes but generally most older families will
not be able to afford nor will they desire homeownership. Under
the Housing Act of 1961 we have very liberal provisions with respect
to FHA mortgage insurance for moderate-income housing. FNMA
can also provide special assistance to the housing.

Senator RaxpoLea. Mr. Spector, are you familiar with the loan
which is being made in recent days to Buckhannon, W. Va.?

Mr. Seector. I do not know the specifics of it, Senator. I know it
is going on.

Senator Raxporpm. Well, a portion of those homes, or houses to
be constructed, would be for elderly persons. I think this is rather
significant that a city of only 3,000 or 4,000 population would be
thinking in terms of this problem.
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We usually associate it with the metropolitan area. You might,
for the record, just indicate how many houses are involved and what
portion of the houses will be provided for elderly persons.

This is a fact I want to be correctly entered in the record and that is
why I ask you at this point.

Mr. Seecror. All right. I will obtain that information for you.

PusLic HousiNng ForR SENIOR CITIZENS IN BUCKHANNON, W. Va,

The project in Buckhannon, W. Va., is a low-rent public housing development
of 60 units to be built by the local housing authority with the assistance of the
Public Housing Administration. Twenty-six of the sixty units will be designed
and reserved especially for the elderly. As of August 31, the project was still
in a preconstruction phase.

Under the terms of the annual contributions contract providing for these
new dwellings, PHA may lend to the Housing Authority 90 percent of the esti-
mated total development cost of $892,668.

This total, in addition to the cost of constructing the dwellings, includes
architectural and engineering fees, costs of acquiring the site, providing site
improvements and necessary utilities, administrative and maintenance space,
local authority overhead, and a contingency fund.

When the project is built the local housing authority anticipates that the
gross rents for the entire 60 units will average $32.63 a month. The units set
aside for the elderly, however, will rent for less than the average. Thus, it is
contemplated that one bedroom units will rent for $28 a month, while efficiency
units will rent for $26 a month.

Senator Raxporpa. The point I make—and I reemphasize—is that
the smaller community can participate, and in this instance it is a
recognition of the community obligation to its older citizens.

Mr. Specror. Yes, Senator, this is not only a metropolitan problem
but a very serious problem in the nonfarm areas where a large number
of younger persons have left communities and as a result the propor-
tion of the population over 65 has risen very rapidly.

In some communities we see declines in total populations, or in
age groups 20 to 45 and the proportions of persons over 65 run up
substantially, and as a result, in the smaller communities, in the rural
areas, housing for older persons not only is a serious matter but is
increasingly accepted both in terms of private and public housing.

I just have one more comment and that is on our organization.

We have these various programs in the FHA, in public housing, in
the Office of the Administrator and in the Community Facilities Ad-
ministration so early in the administration, Dr. Weaver undertook an
intensive review of our various programs and he found that each had
different standards and rules.

Some of the activities were confused as far as public understanding
was concerned and complicated the work of builders and architects.
There was no central office to review and evaluate what was going on.
Dr. Weaver established a central office to give full-time coordination to
all of the programs of housing for older persons. I would just men-
tion four of the functions of the office.

One is to work out with the various constituent agencies a set of
standards, policies, principles, and guides in providing housing for
older persons; secondly, to be a central source of information on im-
portant experiences; thirdly, to assist the Administrator in evaluatin
the different programs, and in finding ways to move, faster; an
fourthly, to undertake research and assist in training personnel.
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The office does not administer any of the programs. The actual
operation is carried out by the constituent agencies. The direct lend-
ing program was transferred from the Office of the Administrator
to the Community Facilities Administration as a part of the reorgani-
zation of the administration of the housing programs for the elderly.

Just one final comment. These are exciting and winning times in
the ineluctable drive to lengthen life and to fulfill the ineffable
creative potential of man in modern society.

Asa result we have the luminous prospect that a child born today or
tomorrow can look forward to a healthy childhood, productive middle
years and a creative period of later maturity. Housing and living
arrangements can and should serve this end.

Senator RaxpoLeu. Thank you, Mr. Spector.

Did Mr. Ashley want to make a statement at this time?

Mr. AsarEy. 1 have nothing to add to the statement.

Senator RanporLpH. Concerning the impact of an establishment of
a department of urban affairs on the program for housing for the
elderly, how would the aged, let us say, benefit from this kind of
change? Any thought given to this?

Mr. Seector. 1 do not know offhand that any specific study has
been made of the special relationship of problems of the aging to
the Department of Urban Affairs. It will be a significant aspect of its
programs, however.

The aging in metropolitan areas, of course, is one of the great prob-
lems of our time. As this subcommittee went into the blighted areas
of the city, it found that at the older core of the cities we have a great
many older residents. Many of them are living in rooming houses,
third floor tenements and buildings that are going to come down.
Relocation is a great problem. Thus, in a Department of Urban
Affairs the whole matter of their relocation, their relation to urban
renewal and the special housing problems of older persons are going
to receive major consideration.

However, the Department of Urban Affairs will not only be con-
cerned with the metropolitan areas, it will also be concerned, as Sena-
tor Randolph indicated, with smaller cities and with the problems
of aged in smaller cities. Thus, problems of aging will permeate
throughout the whole Department of Urban Affairs, if it is created,
and will be an important element of its programs.

Senator RaxporpH. I know the committee has been receiving a lot
of letters from people all around the country very often complaining
about what they think is the redtape involved, all of the detailed
procedures in learning about programs, what the paper work is that
1s involved in starting a project.

Do you have any impression about this problem and is there any
way, any thought being given to simply filing the process of loan
application or what have you especially from a nonprofit organiza-
tion? A lot of these letters come from a nonprofit organization.

Mr. Specror. I think there is some problem of delay in processing.
This is one of the major concerns of Dr. Weaver and particularly of
Neal Hardy, the Commissioner of the FHA.

They are heavily concerned now with simplifying the procedures
and processing and particularly as they relate to the problem that you
raise of nonprofit groups. .
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Nonprofit groups such as church groups, and civic groups, who go
into housing, do so for admirable reasons—providing good housing
for older persons.

However, many of them do not have the experience and the knowl-
edge with which to undertake and finance housing. As a result, it
takes a long time both from their point of view and the point of view
of the FHA. However, one of the major undertakings that Dr.
Weaver is moving on is to have in each of our regional offices a person
or persons who can provide the kind of counseling and technical
services to the groups to speed up their own work and to speed up and
expedite the handling of applications in our organization.

Mr. AsHiEY. If I could add one further point on this, the FHA
recognizing the problem here, has set up now one special office for
processing all applications for multiple unit housing.

This first office, I believe, is in New York and will handle all of
the northeastern sections of the United States. Ultimately, they will
have one of these for each of their zones.

These offices will have specialists whose sole responsibility is to
try to expedite the processing of these complicated cases.

Mr. Seecror. I would just add to that, that there is a climate, a
receptivity, a will, and a commitment to insure the speedy considera-
tion and approval of worthy applications, and this in my view, is a
sharp contrast from what has been done in the past.

Senator Raxporpa. What precisely are you doing in the way of
technical assistance?

Mr. Specror. One of the major functions of the new office of hous-
ing for the elderly is to establish counseling and technical services
to groups that come in. Now when a nonprofit group, church group,
or public group comes in, they have a single central place they can
come to and get some evaluation of what they intend to do, where
would be the best method of financing, and how they might go about
constructing suitable housing for older persons. We then have an
obligation to insure, if their proposal is sound, that it will get early
consideration and as rapid approval as possible and that we will
keep after it.

Senator Ranporru. Mr. Spector, letters which we have received
mention that the field offices do not always have up-to-date information.

Now, I am sure that this impression 1s not correct—I hope it is not
correct—but could there be a better coordination? Is there a way
which you can remedy this apparent defect if it is a defect?

Mr. Specror. Yes, I think to some extent that has been a fact in
the past and we are committed to rectify that situation.

Right now, as a matter of fact, we are holding conferences in each
of the regions of the HFHA and of the FHA. We are gathering
all of the staff, all of the top staff of our regional and district offices,
and are spending 2 or 3 or more days explaining the programs, in-
dicating our intent to insure that housing for the elderly is accelerated
and in going through the whole process of getting full information to
the people who are involved.

TYlen, as I mentioned, in each of the offices of the region, we will have
persons who not only know their own programs in detail but all of the
programs. They can be first-rate sources of advice to any groups that
come in and first-rate expeditors of applications that are submitted.
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Senator RaxporpH. You speak of this acceleration that you desire
to properly service the applications.

Would you give the subcommittee the information as to the number
of applications received since, let us say, January 20 of the new ad-
ministration ?

Mr. Specror. A large part, of that is in the testimony, other data can
be secured.

Senator RaxvorpH. 1 meant to say received and then also approved,
if you will place it in both categories.

Mr. SrecTor. Yes, we can put that in the record.

Acrivity IN HousiNg FOR SENIOR CiTizENS FEBRUARY 1-Jury 31, 1961

Requests for Federal assistance in financing the housing of older persons have
been coming in at an accelerated rate since the new administration took office.
Under the FHA rental bousing program, 35 applications for 3,994 units valued
at $52.5 million were received during the 6-month period February through July
1961. This is at the rate of close to $9 million per month compared with an
average of slightly over $3 million per month in the preceding 414 years.

The net increase in the federally aided low-rent public housing program for
the elderly between February and July 1961 was 8,523 units, an average monthly
gain of better than 1,400 units. This is more than three times the monthly net
increment between the inception of the