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LETTER OF TRANSMITTAL

Marcr 31, 1969.
Hon. Spiro T. AcNEw,
President of the Senate,
Washington, D.C. :

Dear Mr. PresipeNT: I have the honor of submitting to you the
report of the Special Committee on Aging in compliance with the
requirements of Senate Resolution 223, adopted March 15, 1968.

The committee, charged by that resolution “to make a full and
complete study and investigations of any and all matters pertinent
to problems and opportunities of older people” initiated several new
studies and continued several inquiries during 1968. -

This report reviews the work of the committee and its subcom- -
mittees; and it reports on other developments in aging which have
occurred since the last committee report, “Developments in Aging,’”
was filed on April 29, 1968.

Senate Resolution 76, which was passed unanimously by the
Senate on February 17, 1969, gives the committee new authority to
continue its work on matters of direct importance to 20 million
Americans now past 65 and the many millions who are nearing that
age. Much of that work, as clearly indicated in the following report,
is of considerable urgency. The committee will do all in its power to
direct public attention to important areas of concern and to make
recommendations for action by appropriate congressional units.

On behalf of the members of the committee and its staff, I should
like to extend my thanks to the officers of the Senate for the coopera-
tion and courtesies extended to us. '

Sincerely,
: HarrisoNn A. WiLriams, Chairman.
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SENATE RESOLUTION 223, 90TH CONGRESS. 2D
SESSION

Resolved, That the Special Committee on Aging, established by
Senate Resolution 33, Eighty-seventh Congress, agreed to on Febru-
ary 13, 1961, as amended and supplemented, is hereby extended
through January 31, 1969.

Skc. 2. It shall be the duty of such committee to make a full and
complete study and investigation of any and all matters pertaining to
problems and opportunities of older people, including but not limited
to, problems and opportunities of maintaining health, of assuring
adequate income, of finding employment, of engaging in productive
and rewarding activity, of securing proper housing, and, when neces-
sary, of obtaining care or assistance. No proposed legislation shall be
referred to such committee, and such committee shall not have power
to report by bill or otherwise have legislative jurisdiction.  °

Sec. 3. The said committee, or any duly authorized subcommittee -
thereof, is authorized to sit and act at such places and times during
the sessions, recesses, and adjourned periods of the Senate, to require
by subpena or otherwise the attendance of such witnesses and the
production of such books, papers, and documents, to administer such
oaths, to take such testimony, to procure such printing and binding,
and to make such expenditures as it deems advisable.

SEc. 4. A majority of the members of the committee or any sub-
committee thereof shall constitute a quorum for the transaction of
business, except that a lesser number, to be fixed by the committee
shall constitute a quorum for the purpose of taking sworn testimony.

Sec. 5. For purposes of this resolution, the committee is authorized
(1) to employ on a temporary basis from February 1, 1968, through
January 31, 1969, such technical, clerical, or other assistants, experts,
and consultants as it deems advisable: Provided, That the minority
is authorized to select one person for appointment, and the person so
selected shall be appointed and his compensation shall be so fixed
that his gross rate shall not be less by more than $2,300 than the high-
est gross rate paid to any other employee; and (2) with the prior con-
sent of the executive department or agency concerned and the Com-
mittee on Rules and Administration, to employ on a reimbursable
basis such executive branch personnel as it deems advisable.

SEc. 6. The expenses of the committee, which shall not exceed
$200,000 from February 1, 1968, through January 31, 1969, shall be
paid from the contingent fund of the Senate upon vouchers approved
by the chairman of the committee. : -

SEc. 7. The committee shall report the results of its study and
investigation, together with such recommendations as it may deem
advisable, to the Senate at the earliest practicable date, but not later
than January 31, 1969. The committee shall cease to exist at the
close of business on January 31, 1969.

(VII)
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FOREWORD

Just about 2 years from now, thousands of delegates can be ex-
pechd to assembﬂa in Washington, D.C., for a White House Conference
on Aging,

Tl%atgconference, roposed in legislation signed into law last Sep-
tember 28! will enall))le our Government and its people to evaluate
national performance thus far in achieving security and satisfaction in
life among our aged and aging population. '

More than that, the Conference should help us decide what we as a
people hope to accomplish—in terms of well-being for an increasing
number of Americans—in the decade that follows it. -

(We will begin the 1970’s with at least 20 million persons past 65,
and we will begin the 1980’s with approximately 3.1 million more.)

Two years may seem to be more than adequate K)r conference prepa-
rations, but if we look back 10 years ago—when the 1961 White
House Conference on Aging was being planned—we can see that every
minute will be needed in the months ahead. 2

Action should be taken early by individual States, which are ex-
pected to conduct their own conferences well in advance of the
Washington, D.C., assemblage. State meetings, as well as technical
studies, preceded the 1961 White House Conference. As a result,
delegates to the nationel conference had a body-of information and
recommendations that proved invaluable.? Every effort should be
made during 1969 to assure that funding this year is at an adequate
level to help States get off to a good start. . )

In addition, the new administration should give early priority to
its own preparations, studies, and liaison with States. The Depart-
ment of Health, Education, and Welfare is charged by law with the
responsibility for planning the conference; it should have a plan of
action ready for scrutiny at the earliest possible date.

A sense of urgency is needed, not only to head off last-minute hasti-
ness or confusion, but also because so much depends upon the success
of the conference.

What is at stake? The following chapters of this report by the U.S.
Senate Special Committee on Aging provide part of the answer to that
question.

They show:

—That inadequate income is still the major problem facing
most older Americans, one-third of whom live in poverty.

—That, even with Medicare and Medicaid, rising health care
costs are causing great concern, and some hardships.

1 Public Law 90-526, declaring that it is the sense of the Congress that a White House.Conference on Aging
be called by the President in 1971, resulted from legisiation introduced by Senator Williams in 1967 and
resolutions introduced in the House of Representatives soon after. Text of the law appears in appendix
3, page 223

2 “The Nation and Its Older People,” a report issued to summarize major achievements of the 1961 White
House Conference, estimated that at least 200,000 persons participated in preliminary State conferences and
other activities. The Washington, D.C., conference was attende by more than 2,500 delegates.
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—That grave shortages exist in housing, nursing homes, and
other forms of shelter.

—That while there have been some advances and innova-
tions in the delivery of social services to the elderly, gaping
deficiencies exist.

—That chronic questions persist in terms of Federal organi-
zation of programs for the elderly. The role of the Admin-
istration on Aging, for example, is not yet clear cut, even
after 3 years of existence.

—That many elderly members of minority groups, in par-
ticular, pay a heavy price because of unresolved questions
or inadequate action taken to meet needs of the low-income

aged. . .

—That, intensifying all other problems, there is a wide-
spread mood of alienation among the millions of Americans
who find that their status and hopes deteriorate when
retirement begins. That sense of alienation was measured
in a poll late in 1968, and it was found that a large percent-
age of “older people tend to see themselves as left out of
things and have the impression that few think they can
contribute anything.” *

While this annual report of the Committee on Aging must of
necessity discuss problems, it also discusses achievements and oppor-
tunities that are now taking shape as more Americans live more years
in retirement:

—Forty-seven States now have agencies on aging that meet
requirements of the Older Americans Act of 1965. A grow-
ing number of counties and municipalities have established
commissions or offices on aging. More than ever before,
government is recognizing that Federal-State-local team-
work is needed to build a network of services and resources
for the elderly.

—There is a rising demand for educational and recreational
opportunity, as well as other leisure activities that will
make retirement a period of continuing personal develop-
ment and satisfaction.

—As pilot projects have already clearly proven, large num-
bers of retirees can find new meaning in life by perform-
ing—in their own communities or in institutions for the ill
apéi ddisza,bled—much needed services not otherwise pro-
vided.

—There are signs that government and private organizations
can work together in new experiments on behalf of the
elderly. The model cities program, for example, is bring-
ing together leaders from parts of communities for
joint action.

Much more could be said about problems and possibilities that
should be explored before and during the 1971 White House Confer-
ence, but perhaps the following points are already clear:

If it is to succeed, the White Igouse Conference should be far more
than just one more occasion for talk about the elderly.

3 From a report by Louis Harris, special analyst, Dec. 18, 1968.
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It should arouse the Nation to more responsive concern about failures
in meeting immediate needs and in anticipating long-term problems
affecting the elderly.

It should give a plan of action during the 1970’s.

The Committee on Aging will do all in its power to help achieve
both goals.

Harrison A. WiLLiaMms,
Chairman, U.S. Senate Special Committee on Aging.
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EVERY TENTH AMERICAN

Older Americans—those of age 65 or over—increased in numbers
throughout the Nation by approximately 13.5 percent between 1960
and 1967, according to recent Census Bureau estimates.. Greatest
percentage growth occurred in Nevada, Arizona, Florida, Hawaii,
and New Mexico. Florida succeeded Iowa as the State with the highest
percentage (12.7), and New York had the largest number, 1.9 million.!
Our 65-plus population now stands at about 20 million, or 10 percent
of our population.

What is every 10th American like, and how does this age group
change? The following summary ? provides some answers: .
ON NUMBERS. The older population is comprised of almost 20

million separate individuals whose most commonly shared. charac-

teristic is that they have passed their 65th birthday. It’s a changing
group; in the course of a year, there is a net increase of 300,000 but

1.4 million or 7 percent are newcomers to the age group.

ON AGE. Most older people are under 75; half are under 73; a third
are under 70. More than a million are 85 and over.

ON LIFE EXPECTANCY. At birth—70 years, 67 for men but 7 years
longer or 74 for women. At age 65—15 Years; men can expect another

13 years but women can expect another 16 years.

ON SEX. Most older people are women, over 11 million; men are over
8 million. For all those 65 plus, there are 130 women per 100 men;
for 85 plus, more than 160 women per 100 men.

ON MARITAL STATUS. Most men are husbands; most women
are widows. Of married men, more than 40 percent have under-
65 wives.

ON EDUCATION. Half never got to high school. Some 3 million or
17 percent are illiterate or functionally illiterate. Only 5 percent
are college graduates.

ON LIVING ARRANGEMENTS. Ninety percent of the men and
80 percent of the women head up their own households, including.
some who live alone or have taken nonrelatives into their homes.

ON HEALTH. Eighty-two percent get along on their own; only 15

ercent have no chronic conditions, diseases, or-impairments of any

ind but the vast majority of those that do, still get along fine by

themselves. Older people are subject to more disability, see their

doctors more often a.mf have more and longer hospital stays. Medi-
care is accomplishing its purpose.

! For full information on population of all ages and 65 plus, by State, July 1, 1967, see Item 1, app. 2, p.215.
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ON AGGREGATE INCOME. About $45 billion a year. Almost
half from retirement and welfare programs, almost a third from
employment, and about a fifth from investments and contributions.

ON PERSONAL INCOME. Older people have less than half the in-
come of the younger. In 1967, median income of older families was
$3,928; median income of older persons living alone or with non-
relatives was $1,480. About 30 percent of older people live below
the poverty line; another 10 percent are on the border. Many aged
poor are poor primarily because of age:

ON EXPENDITURES. Like most low-income groups, older people
spend proportionately more of their incomes on food, shelter, fuel,
and medical care. They do not necessarily need other things so
much less; they just can’t afford them. :



91sT CONGRESS } ' SENATE Rmrom
1st Session No. 91-119

. DEVELOPMENTS IN AGING—1968

ApriL 3, 1969.—Ordered to be printed

Mr. WiLLiams of New Jers_éy, from the Special Committee on Aging,
» . ‘submitted the following

REPORT
[Pursuant to S. Res. 223, 90th Cong.]

'INTRODUCTION AND SUMMARY

Economic problems among older Americans dominated all develop-
ments in aging during 1968. L A -

Social security benefit increases granted in 1967 were soon overtaken
by the rising cost of living.... -~ . R

Rising health care costs triggered widespread concern; raised
questions about the future of the Medicaid program; and caused the
outgoing Secretary of Health, Education, and Welfare to decide
against raising' the $4 monthly Medicare (Part B) premium on the

“grounds tha't it would contribute to health costs “inflation.”

Poverty among the elderly remained disproportionately high, and a
“moderate” couples retired budget issued during 1968 showed that
in 1966 even.modest consumer needs were far beyond the reach of
most persons past age 65. :

Faced by such formidable facts, the Senate Special Committee on
Aging will devote considerable attention to the “Economics of Aging’’
during 1969. - - - - :

I. MAJOR LEGISLATIVE AND ADMINISTRATIVE
s ACTIONS

Even though the year passed without passage of major legislation
directly designed to increase retirement income, progress was made
on other fronts: R : 2 :

e The Housing and Urban Development Act of 1968 offered new

. programs of potential help to middle- and low-income older

ericans. _ R, )
1 “Economics of Aging: Toward a Full Share of Abundancée,” issued in March 1969 as & working paper by a
Task F’%ﬁ agpo'mted by SBenator Harrison A. Williams, Chairman, U.8. Senate Special Committes on

'orce members are: Dorothy McCamman, bonsultant;’Jua;nita M. Kreps, Ph.D.; James H.
8 z, Ph.D.; Harold L. 8heppard, Ph.D.; Agnes W. Brewster. B
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Experiments and studies were either ordered or conducted by the

Department of HEW with a view toward reducing health care

costs. One major proposal: Medicare coverage of certain pre-

scription drugs. :

« Candidates for the Presidency of the United States agreed on the
need for higher Social Security benefits.

« The Congress enacted a law calling for a White House Conference
on Aging in 1971. _

« Far-reaching health programs for all age groups were renewed or
established.

o Though only partially funded, the Age Discrimination in Em-
ployment Act went into effect.

« Planners of Model Cities programs were directed to give adequate
attention to the elderly in target neighborhoods.

o The number of projects funded by title III programs of the
Older Americans Act reached 700, and the number of States with
approved plans reached 47.

« Pilot senior aide programs went into operation; new foster grand-
parents were enlisted; the green thumb program scored new
successes; and additional funds were earmarked for senior service
programs.

e A start toward pension law revision was made.

« Extensive surveys of training needs in aging and related fields

were completed.

o Proposed amendments to the Older Americans Act—while not

passed—could receive early action in 1969.
« Some steps toward higher nursing home standards were taken.

II. COMMITTEE AND SUBCOMMITTEE STUDIES

Members of the U.S. Senate Special Committee on Aging were
involved in many of the developments listed above. In addition, the
following hearings were conducted during 1968:

Full Committee Usefulness of the Model Cities Program
to the Elderly. .
Washington, D.C,, July 23.
Seattle, Wash., October 14.
Ogden, Utah, October 24.
Syracuse, N.Y., December 9.
Atlanta, Ga., December 11.

Availability and Usefulness of Federal
Programs and Services to Elderly
Mexican-Americans.

Los Angeles, Calif., December 17.

El Paso, Tex., December 18.

San Antonio, Tex., December 19.

Washington, D.C., January 14, 15
(1969).

(Joint Project)

Subcommittee on Employment and Re- Adequacy of Services for Older
tirement Incomes and Subcommittee (Workers.
gn l‘.‘ederal, State, and Community Washington, D.C., July 24, 25, 29.
ervices

Subcommittee on Consumer Interests Hearing Aids, Hearing Loss, and the
of the Elderly Elderly.
Washingten, D.C., July 18, 19.

Subcommittee on Health of the Elderly Costs and Delivery of Health Services
to the Elderly.
Los Angeles, Calif., October 16.
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III. CONCLUSIONS AND RECOMMENDATIONS

Chapter Conclusion or Recommendation

1

There is danger that the “fact” of low income among the
elderly could become accepted as an inevitable component
of life, just as the probability of dying before age 50 once
was. Cfose attention must be paid now to the many re-

lated problems that produce inadequate retirement .

income if we are to realize that the Nation is faced with a
problem far more intricate, pervasive, and potentially
dangerous than is commonly recognized.

The prevalence and persistence of poverty among
elderly Americans raises forceful arguments for insistin
that the next major increase in Social Security be directeg
primarily at the substantial raising of minimum payments
as & prerequisite to more general increases.

Old-age assistance, along with other forms of public
welfare, stand in need of searching re-evaluation both as
to objectives and standards. The Senate Special Com-
mittee on Aging, recognizing that widespread evaluation
and reform of the entire welfare system is imminent, urges
that inadequate OAA payments receive careful attention.

Recognizing that careful consideration must be given
to far-reaching issues related to income maintenance of
the elderly, the Senate Committee on Aging renews its

recommendation that an Institute on Retirement Income .

be established to provide a continuing, problem-solving
mechanism that could assist the Congress and the execu-

tive branch in formulating policy or subjects for debate’

and national analysis. _

In addition, the committee recommends that the Insti-
tute take on as an early assignment a study of the many
possible indices that could be employed in establishing
automatic cost-of-living incresses under the OASDHI
social insurance program. Every effort should bs made to
arrive at an ingex that gives adequate weight to the

special problems of low-income Americans in particular,

including inadequate minimum payments.

Prompt enactment of the changes recommended by

Secretary Cohen (in his report to Congress entitled “The
Retirement Test Under Social Security”) should be the
mininum action Congréss should- take toward the goal
of enabling social security recipients to' earn enough to
supplement retirement benefits which are- frequently
inadequate. : ‘

Page

12

12

13

15
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Chaptler Conclusion or Recommendation

II

II

I

II

111

I

Rising medical care costs are causing demands for Medi-
care revisions, such as: elimination of co-insurance and
deductibles; at least partial coverage of non-hospital pre-
scriptions; financing of Part B through the payroll tax
spread over the rising earnings of workers rather than
through monthly premiums paid by the aged; and im-
position of tighter cost controls.

Such demands should be considered in comprehensive
congressional and administrative reviews of Medicare
intended to make that historic program an even more
valuable component of a concerned society.

Medicaid, imperfect and costly as it is, could become a
highly effective program to provide assistance to Ameri-
cans who stand in greatest need of health services or care
now beyond their reach. The national commitment
expressed in the Medicaid legislation of 1965 should be
honored, but the Federal-State dialog on needed reforms
should be broadened and put on a hgh-priority level of
action, if funds meant to help the needy and medically
needy are to be put to the best possible use.

The committee renews its recommendations for action
that will promote preventive medicine, implement a broad
educational program for consumers of health services, and
broaden services provided by OEO Neighborhood Health
Centers. In addition, the committee recommends that all
cost-cutting research or experimental projects be so
designed as to simultaneously upgrade the quality of
services rendered. Useful findings from this and other
Eesea.rch should be implemented at the earliest possible

ate.

The BLS budget should receive sustained attention
and—where necessary—criticism intended to arrive at
the most accurate, acceptable standards possible for
moderate consumer requirements of the elderly.

In addition, the use of consumer price indexes as a
measure of need for adjustment and amount of adjust-
ment in retirement benefits should also receive careful
attention.

The growing awareness of difficulties encountered by
elderly and others in low-income areas should lead to
more intensive scrutiny of such Yroblems as: effect of
shutdowns of retail stores on elderly shoppers, especially
those whose mobility is limited; usefulness of the food
stamps program for the elderly in such areas; experiments
in making shopping facilities more readily accessible; and
the need for additional information for individual shop-
pers and Government officials responsible for consumer
protection.

Page
23

23

33

38

40
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Chapter Conclugion or Recommendation Page

III  The meal service and nutrition projects sponsored by 41
AoA funds can be significant in terms of information
gathered, people served, and the channels they open to
other services needed by the elderly. These projects
should receive careful evaluation by the AoA, other
governmental agencies, and appropriate congressional
units.

VII Thesoundness of the concept of community service by 76
older Americans—either as paid participants or as volun-
teers—has been amply demonstrated in many promising -
pilot programs. The committee renews its recommenda.
tion that advantage be taken of the lessons learned within
recent years, and that a comprehensive national pro-
gram—using all available resources at Federal, State,
and local %evels——be considered by the Congress and
enacted into law at the earliest possible date.

X  Goals for the Model Cities Program—as established 97
by Federal officials and by those private and public
citizens now seeking to establish projects at the local
level—are ambitious, and it is well that they are so,
because the need is great. The elderly population in
target areas stand to benefit, in particular, if such ambi-
tions are fulfilled. Every effort should be made during
1969—a critical period in the evolution of a complex
progmm—to assure that the model cities effort succeeds
In developing and implementing much-needed innova-
tions and combinations of programs in neighborhoods of
great need.

XIV  Preretirement counseling can be of great significance 113
and assistance to men and women sbout to make
far-reaching adjustments to an entirely new role in life.

The Federal Government should take the lead in pro-
- viding action programs within its own agencies to serve
as models for application elsewhere.

XIV  There is room for much additional experimentation by 114
the Federal Government in terms of new work arrange-
ments that could counter ill-effects of arbitrary retirement
ages. Close attention should be given to this subject by
Federal officials in the near future.



CHAPTER 1
THE FUNDAMENTAL PROBLEM :
INADEQUATE RETIREMENT INCOME

American men and women—while working on a full-time job—
can claim a direct share in rising productivity: their earnings usually
rise along with output or work effectiveness.

And, within recent years, productivity has increased at about four
percent annually. o | _

Older Americans in retirement find that—while work force incomes
of younger persons rise at a substantial rate each year—their incomes
remain fairly constant. )

Worse yet, retirees’ purchasing power is diminished by several
erosive forces. Part-time job-opportunities disappear as years go by.
Costs go up on health services not covered by Medicare or Medicaid.
Homeowners pay higher property taxes. Inflation takes its toll.

I. THE DIVISION DEEPENS

Consoling as it would be to hope that the éharp division between
incomes of the old and the young is narrowing, a new Administration

on Agin analg'sis shows that quite the contrary is true.
o

Are g of the tables on this and the next page forces us to face
the following facts: '
TaBLE 1.—Trend in median money income of families and unrelated individuals,

1960-671 . .
Families v Unrelated m,divlduals
Heads 65-plus 65-plus
Perlod - - Heads 14to 64
. 14 to 64 (amount) :
(amount) | Amount | Percent of Amount | Percent of
14 to 64 : 14 to 64

1960 - ______ ... ___. $5,905 | $2, 897 49.1 | $2, 571 | $1, 053 41.0
1961 . . _______ 6,099 | 3,026 49.6 | 2,589 1,106 42.7
1962 - o .. 6,336 | 3,204 50.6 | ' 2,644 1,248 47.2
1963 . .- 6,644 | 3,352 | 50.4 | 2,881 | 1,277 44.3
1964 .. ... 6, 981 3,376 48.4 | 3,094 1, 297 41. 9
1965 . . ___ 7,413 3,514 47. 4 3, 344 1,378 41. 2
1966 - - ... _.___ 7,922 3, 645 46. 0 3, 443 1, 443 41. 9
1967 __________._ 8, 504 3,928 46. 2 3,655 1, 480 40. 5
Percent change:

. 1960-67_____ Lo +44.0 | +35.6 |_______._ +42.2 | 4+40.6 |.__.____
1962-67. _ _______ +34.2 | 4+22.6 |_______._ +38.2 | 4+18.6 |..______
1960-61._.______ +3.3 +4.4 | _______ 7 +5.0 [._...___
1961-62_________ .+3.9 +5.9 . ..____ +2.1 1 4+12.8 [o._.____._
1962-63__ ... _.__ +4.9 +4.6 [._______ +9.0 +2.3 |- ___
196364 ________ +5.1 +.7 oo . +7.4 +1.6 ... ____
1964-65_ . _______ +6. 2 441 (oo __ +8.1 4+6.2 |.____...
1965-66_ _ . ______ +6.9 +3.7 |eeee__ +3.0 +4.7 | ...
196667 ______-_ +7.3 +7.8 oo __ +6.2 +2.6 |.ooo..__

1 8ee footnote, table 2. .
Bource: Bureau of the Census.



TaBLE 2.—Distribution of families and unrelated individuals by money in~ome in 1967!

Families Unrelated individuals
Income Distribution Cumulative Distribution Cumulative
Heads Heads Heads Heads 14 to 64 65 plus 14 to 64 66 plus
14 to 64 65 plus 14 to 64 65 plus
Total:
Number (thousands)_.____._._.___. 42,764 7,070 |- 8,048 5,066 | feceeeeaoo-
Median income______ . _______ $8,504 $3,928 | |- $3,655 $1,480 | |emmeeas
Percent. - - 100. 0 100. 0 | oe o 100. 0 100. 0 | oo
Under $1,000_ . __________.___. 1.8 3.7 1.8 3.7 16. 0 '25. 0 16. 0 25. 0
$1,000 to $1,499______________. 1.2 5 8 3.0 9.5 83 26.0 24. 3 51.0
$1,500 to $1,999____________... 1.5 9.2 4.5 18. 7 6.3 15. 0 30. 6 66. 0
$2,000 to $2,499_______.__._.._ 2.1 10. 2 6.6 28.9 6.1 9.3 36. 7 75.3
$2,500 to $2,999. . ________.___. 1.8 8.0 8.4 36.9 5 2 56 41.9 80. 9
$3,000 to $3,499_______________ 2.6 7.7 11. 0 44, 6 6.6 4 2 48 5 85. 1
$3,500 to $3,999____ . __.__.__._ 2.5 6. 4 13. 5 51.0 4.9 2.7 53. 4 87.8
$4,000t0 $4,999 . _ ________._ ... 6.0 9.5 19. 5 60. 5 10. 2 3.5 " 63.6 91. 3
$5,000 to $5,999___________._- 7.9 7.3 27. 4 67. 8 10. 0 2.4 73.6 93.7
$6,000 to $6,999. _________.__.- 8.6 6.3 36.0 74. 1 8.0 1.5 81. 6 95. 2
$7,000 to $7,999_____________.- 9.5 5.1 45. 5 79. 2 5.7 1.1 87. 3 96. 3
$8,000 to $8,999__.___________.- 9.0 4.1 54. 5 83.3 3.6 .8 90. 9 97.1
$9,000 to $9,999____________._. 7.7 3.2 62. 2 86. 5 2.2 .5 93.1 97. 6
$10,000 to $14,999__________._. 24. 8 7.7 87.0 94, 2 4.8 1.3 97. 9 98. 9
$15,000 to $24,999_ . _ . ______.__. 10. 4 4.3 97. 4 98. 5 15 .8 99. 4 99. 7
$25,000 plus_ _ .- ___________-_ 2.6 1.5 100. 0 100. 0 .6 .3 100. 0 100. 0
Head year-round, f{ull-time worker:
-Percent of total 2________________.__ 76. 4 15.4 || 52. 6 80 | |-
Median income__.___________-_.....| $9,368 87,418 | . $5,390 $3,859 |- oo |ecammmeaa-

1 By age groups (14 to 64 and 65 plus). Data are estimates derived from the March 1968
survey of a national probability sample of households; they are subject both to sampling

variability and to errors in response and nonreporting.

2 Excluding Armed Forces.
Source: Bureau of the Census.
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—While the income of older persons has been rising—largely
because of fitful improvements in retirement payments—the rise
has not been as rapid as for the younger group.

—As a result,” the median income of older g{mﬁes which was 50.6
percent of that of younger families in 1962, was only 46.2 percent
of the median income of younger families in 1967.

—Single elderly individuals have fared even worse. Their median
income dropped from 47.2 percent of that of younger individuals
in 1962 to 40.5 percent in 1967. )

Additional evidence about the seriousness of the situation is'readily
available.

—One 1968 study ! showed that the social security increases voted
in 1967 momentarily restored most beneficiaries’ purchasing
gower. to the amount received at the time they came on the rolls,

ut as this study points out: “Unless statutory benefit increases
more than just match upward price movements from the time of
one benefit increase to the next, inflation will continue to ad-
versely affect retirees’ purchasing power because the value of
their fixed benefits deteriorates as prices rise steadily between
the passage of amendments to the law.” -

—Most retirees have incomes far below the “Retired Couple’s
Budget for a Moderate Standard of Living,” autumn 1966,%issued
by the U.S. Bureau of Labor Statistics in mid-1968.

—Projections indicate that by 1980 there will still be long-term

"deficiencies in private and public pension payments.® There is
no reason to believe that these projections are unduly pessimistic.

—Even though only one in five older persons is in the labor mar-
", ket, and most are in part-time or low-pay jobs, their total earn-

ings add up to almost a third of the aggregate income of all older
people. Any threat to this earning power—such as_the trend
toward earlier retirement ages or decreased employment oppor-
tunities after age 65—could have serious effects upon the total
income structure of the elderly. :

—Out-of-pocket medical expenses, even for those covered by
Medicare or Medicaid, are on the increase.*

For the reasons given above, and for others now under study, the
Senate Committee on Aging will give extensive attention in 1969 to
income and other problems related to the economics of aging. Broad
public exploration of issues * related to retirement income is essential
at an early date, because:

There is danger that the “fact” of low income among the
elderly could become accepted as an inevitable component of
life, just as the probability of dying before age 50 once was.
Close attention must be paid now to the many related prob-
lems that produce inadequate retirement income if we are to
realize that the Nation is faced with a problem far more in-
tricate, pervasive, and potentially dangerous than is com-
meonly recognized.
1 “OASDHI Benefits, Prices and Wages: Eflects of 1967 Benefit Increase,” Research and Statistics Note,
Social Security Bulletin, December 1968,
? Additional discussion of the BLS budget appears in ch. 3.
? For discussion of these projections, see “The Economic Status of the Retired Age in 1980: Simulation
Projections,” Social Security Administration Office of Research and Statistics Research Report No. 24, 1968.
4 pg. 19-24, Social Security Bulletin, August 1968, for additional information about the effects of medical
costs, and ch. 2 of this report.

8 See pp. 1-23, “Developments in Aging—1967,” U.8. Senate Special Committee on Aging, Apr. 29, 1968,
{or additional discussion of these issues; sse also footnote 1, p 1.
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II. THE SPECIAL PROBLEM OF POVERTY

All that has been said thus far in this chapter deals with problems
faced by most retired people. Mention has been made of medians, and
of course there are highs and lows involved. At one end of the scale
are about 950,000 older families with incomes of $10,000 or more.
At the other end, however, are those elderly Americans who live in
poverty; and they are not moving out of poverty as rapidly as those
in other age groups. _

Measures for poverty.— Social Security Researcher Mollie Orshansky
recently gave this description of the SSA criteria for determining
poverty:

A husband aged 65 or over with his wife, not living on a
farm would be poor with an income less than $1,975 in 1966;
he would be near poor with an income of more than $1,975
but less than $2,675.°

She added:

In 1966, a considerable number of elderly families were
poor. Of the 4.2 million elderly husband-wife couples not on
farms, 1.9 million or 2 out of 5 had less than $2,675 for the
year.

For elderly persons living alone, to be poor is to have an income
of less than $1,565. To be near-poor means to have an income near
but less than $1,900. Two out of three unrelated aged individuals not
living on farms were poor or near-poor.

Number of aged poor: 1966.—As the following table shows, there
was a decline between 1959 and 1966 of 7 percentage points in the
proportion of the elderly who were poor.

(See table on following page:)

e ——————— 7 . .
¢ “Living in Retirement: A Moderate Standard for an Elderly City Couple,” Social Security Bulletin,
October 1968.



Trends in poverty: Percent of persons with income below the SSA‘poverty indez, by age, 1969-1966

[Numbers in milllons)
1959 . . 1064
Age - Total |- . Poor "1 Total Poor Total
: persons, . persons, :
numl number number
) . Nu;nber Percent Number Percent Percent
. Allages.___._____._____:._______ -~ 176.5| 389 221 180.7 | 341 180 193.4| 20.7| 154
Under 18 1 _.___._______.___. SR .63.7] 16.6 26.1 69. 4 14.9 21. 4 69. 8 12. 5 17. 9
Families with male head_____________ - 582 12.86|. 2.7 62.3 10. 5 16. 9 62. 5 .80 12. 9
Families with female head____________ 55 4.0 72. 6 7. 4 4 62.6 | 7.4 45 60. 6
18to643 o _ 96. 8 16. 4 16. 9 103.0 13. 8 13. 4 105. 7 11. 9 11. 2
6borover._______________._____________ 15.9 5.9 37. 2 17. 4 5 4 30.8 17.9 . 5.4 - 29.9
In families..______________________. 12. 1 3.4 284 12. 8 2.6 20. 5 13.0 2.7 20. 5
Unrelated individuals._______________ 3.8 2.5 68.1 4.6 2.8 59. 3 4.9 2.7 55. 3
Men.o ol __. 1.1 .6 59. 9 1.3 6 47. 9 1.3 .6 44.0
Women___________________..____ 2.6 .l. 8 7. 5 3.3 2.1 63.7 3.6 2.1 59. 3

! Never married children in families.
1 Includes never-married persons under age 18.

8ource: Derived by the Social Security Administration from special tabulations by the Bureau of the Census from th_e Current Population Burvey.

11
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Herman B. Brotman, Administration on Aging Chief of Reports and
Analysis, points out, however, that the elderly—at least in 1965 and
1966—were not moving out of poverty proportionately as quickly as
the under-65 population. He reported:’

The 65+ population, continuing the modern trend of faster
growth than the under-65 group, mncreased between 1965 and
1966 by approximately 300,000 or 1.6 percent to 17.9 million
(non-institutional). But the aged who were poor also in-
creased, from 5.3 million to 5.4 million, up 1.8 percent. Thus,
while the proportion of all under-65 persons living in poverty -
fell from 16 to 14 percent, the proportion of the aged who
were poor remained about the same, 30 percent. People aged
65+ made up 9.3 percent of the total non-institutional popula-
tion but 18.1 percent of the poor. (Emphasis added.)

Another 2.3 million or almost 13 percent of the 654 popula-
tion were on the borderline between poverty and low income,
making a total of 42.6 percent of the aged living below the low-
income level. (Emphasis added.)

EFFECT OF THE 1967 AMENDMENTS

Approximately 800,000 older persons were moved out of poverty by
the Social Security increases voted by the Congress in 1967. That
legislation raised the minimum to $55 and the special 724 benefit to
$40 and provided a general increase of 13 percent to others. As Brotman
points out: 8

If the Congress had enacted the same 13-percent increase
for the above-the-minimum beneficiaries but had raised the
minimum to $70 and the special benefit for 724 persons to
$50, the number of 65- persons moved out of poverty would
have been 1.3 million. The change in the minimums would
have lifted an additional half-million older persons out of
poverty.

The prevalence and persistence of poverty among elderly
Americans raises forceful arguments for insisting that the next
major increase in Social Security be directed primarily at the
substantial raising of minimum payments as a prerequisite
to more general increases.

Poverty perpetuated by OAA. Old-age assistance payments averaged
$80.30 in February 1967 for all individuals dependent upon such
payments as virtually their sole means of income. For those receiving
social security and 8AA, the average OASI (old age and survivor’s
insurance) payment was $52.95 and the OAA money payment was
$56.75.° Total income was, at best, at minimum poverty levels. In
June 1968 more than 2 million persons 65 and older were receiving
old-age assistance.' '

Old-age assistance, along with other forms of public
welfare, stands in need of searching re-evaluation both as to
objectives and standards. The Senate Special Committee on
Aging, recognizing that widespread evaluation and reform of

7 Useful Facts number 37, issued by the Administration on Aging, May 8, 1968.
8 Useful Fscts number 34, March 11, 1968

9 8ee ““Aged Persons Receiving both OASDI and OAA, Early 1967 Social SBecurity Bulletin, April 1868.
10 For Social and Rehabilitation 8ervice report on old age tance see appendix 1, p. 162.
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the entire welfare system is imminent, urges that inadequate
OAA payments receive careful attention.

III. PROPOSALS FOR CHANGE

- Republican and Democratic candidates for the Presidency of the
United States argued in 1968 for major changes in social security
payments ' and there were other indications that the time for a
major overhaul of the 33-year-old social insurance system was due.
Among the signs were: : S ‘ :

—A Brookings Institution report!* proposed widespread - social
security revisions including automatic cost-of-living increases,
sharp increases in widow’s benefits; benefits geared to & .uniform
percentage of past earnings. : ‘ ~:

—A Senate subcommittee report called Toward Economic Security
For The Poor,” ** listed as one possibilitly for future action the
setting of minimum social security benefits equal to the poverty
line. This, the report added, ‘““would require the -transfer of
general revenue funds to the social security system.”

—Departing HEW Secretary Wilbur J. Cohen, in his final report,
issued several recommendations,® .one of which -would. raise
social security minimum benefits to $100 per month. : -

—Suggestions were heard for “guaranteed annual incomes” of one-

- kind for all age groups, including the elderly.!

Recognizing that 'carefil consideration must be given
to far-reaching issues related to income maintenance of the
elderly, the Senate Committee on Aging renews its recom-
mendation that an Institute on Retirement Income be estab-
-lished to provide a continuing, problem-solving mechanism
that could assist the Congress and the executive branch in
formulating policy or subjects for debate and national
analysis. : '

.In addition, the committee recommends that the Institute*
take on as an early assignment a study of the many possible
indices that could be employed in establishing automatic
cost-of-living increases under the OASDHI social insurance
program. Every effort should be made to arrive at an index
that gives adequate weight to the special problems of low-
income Americans in particular, including inadequate
minimum payments. . . :

11 8eq appendix 10 for detafls on campaign statements. .
N“ “80{; E}Q%cgurlty: Perspectives for Reform,” by Joseph A. Pechman, HenryJ. Aaron, Michael K. Taussig.

ovember 3

u Pregared by the Subcommittee on Employment, Manpower, and Poverty of the Committee on Labor
and Public Welfare, October 1968. )

4 Secretary’s Introduction, “ Annuai Report of the Department of Health, Education, and Welfare, Fiscal
Year 1968", issued January 17, 1969, for the Secretary’s discussion ,of Social Security, see appendix 4,

P. 227 of thi ref)ort. .

18 The Joint Economie Committee, Congress of the United Btates, issued in 1968 part 6 of its ““Compendium
of Papers and Problems and Policy Issues in the Public and Private Pension System,” called **Abstracts
of the Papers,” the latest publication gives helpful summaries of papers discussing wiciely varying income
maintenance proposals and other matters. .

* On Oct. 1, 1968, Senator Harrison Williams introduced 8. 4115 to establish an Institute on Retirement
Income. It would be a “think tank” agency, modelled after The Urban Institute, and designed to conduct
comorehensive and intensive studies of all aspects of retirement income and make recommendations. to
solve the increasing urgent and complex problems associated with income maintenance. Since it was intro-
duced too late for action by the 90th Congress, S8enator Williams reintroduced the bill as 8. 869 in the 91st
Congress on Feb. 4, 1969.
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IV. PUBLIC CONCERN ABOUT THE “RETIREMENT TEST”

Under present law, social security recipients under age 72 who earn
more than certain annual and monthly amounts forfeit portions of
their benefits. Since the Social Security Amendments of 1967 (Public
Law 90-248), these earnings limitations, or ‘retirement test,” have
provided that:

1. A recipient can earn up to $1,680 each year without loss of
benefits. : :

2. One dollar in benefits is withheld for each $2 of annual
earnings between $1,680 and $2,880 and for each $1 of earnings
above $2,880.

3. Regardless of annual earnings, the recipient can receive
benefits in full for any month in which he neither works for wages
of more than $140 nor renders substantial services in self-employ-
ment.

4. Beginning with the month in which a recipient reaches age
72, full benefits are payable to him (and to his eligible dependents)
regardless of the amount of his earnings. '

The complexities of these limitations have perplexed many older
persons. Some may even decide that the intent of the law is to dis-
courage them from seeking employment.

The Committee on Aging has long been aware of the hardship of
these limitations upon social security recipients under age 72 who
need income from earnings to supplement inadequate retirement
benefits, and who are able to work, at least part time.' There has
been strong sentiment in Congress and throughout the Nation in
favor of liberalizing or removing the limitations. Congress, seeking
information upon which to base future legislation on this subject,
inserted in the Social Security Amendments of 1967 a provision'’
directing the Secretary of Health, Education, and Welfare to conduct
a study and to report his findings and recommendations on or before
January 1, 1969. Accordingly, Secretary Cohen transmitted to Con-
gress a report entitled, “The Retirement Test Under Social Security.” 18

Secretary Cohen, in explaining why he favored retention of a re-
tirement test, pointed out:

Repeal of the retirement test would increase the cost of
the social security program by $2.5 billion a year now, and
more in the future years. In order to finance this additional
cost it would be necessary to increase social security contri-
butions for employers and employees by a total of 0.70 per-
cent of taxable payroll or by 0.35 percent of taxable payroll
each for employers and employees. Most of this additional
cost would be incurred in order to pay benefits to people who
are fully employed and earning as much as they ever did. I

" do not believe that this would be the best use of the income
available to the social security program and therefore do not
recommend repeal of the retirement test.

16 “Increasing Employment Opportunities for the Elderly,” report of the U.8. Senate Committee on
Aging, p.4,-August 1964.

17 Sec. 405, Public Law 90-248, Jan. 2, 1968, 90th Cong., 1st Sess.
18 Excerpts of the report appear in app. 4, p. 238.
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The Secretary’s report further states:

Any test of retirement for social insurance purposes must
be a compromise between two conflicting goals. The principle
that social insurance benefits should be paid only to those
suffering a loss of work income must be balanced with the
need to avoid creating disincentives for those who wish to
work. The retirement test, then, must be a compromise
between these two objectives. While preventing payment of
benefits to people with relatively substantial earnings, the
amount of earnings allowed without any withholding of
benefits should be high enough to allow those beneficiaries
who can work at low paying or part-time jobs to do so and
still get part or all their benefits.

Secretary Cohen made the following recommendations for
liberalizing the test:

1. That the amount a social security beneficiary can earn in a

- year and still get all of his benefits, be raised from $1,680 to
$1,800, to bring this restriction up to date with the increase in
egrnin%s levels that have occurred since the $1,680 figure was
adopted.

2.p That there be a corresponding increase from $140 to $150°
(one-twelfth of the annual exempt amount) in the monthly
exempt amount—the amount of wages which, regardless of his
annual earnings, a beneficiary can earn in a given month and
still receive his benefit for that month.

. 3. That the band within which $1 of benefits would be lost
for every $2 of earnings be raised to $1,800—$3,000 (from the
present $1,680—$2,880).

4. That there be a loss of $3 of benefits for every $4 earned
over $3,000 a year, in lieu of the present requirements that $4
of benefits be forfeited for each $4 earned above the 2 for 1 band.

5. That there be provision for automatically adjusting the
exempt amount to rises in earnings levels.

The Secretary estimated the cost of this entire  package as 0.07

percent of payroll.

Prompt enactment of the changes recommended by
Secretary Cohen should be the minimum action Congress
should take toward the goal of enabling social security
recipients to earn enough to supplement retirement benefits,
which are frequently inadequate.

V. CONGRESSIONAL ATTENTION TO PRIVATE PENSIONS

A new phase in congressional interest toward private pension lc]aﬁ-
islation began in 1968, with the consideration of comprehensive bills
intended to protect pension rights of workers and to provide more
satisfactory coverage. While no major new: enactments resulted, it
app:largd that early action would be sought in 1969 on similar pro-
posals.

1# 8eo app. 4, p. 228 for additional information on the pension bills and hearings during 1968.
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CHAPTER II

COSTS AND DELIVERY OF HEALTH SERVICES

Steadily rising health care costs during 1968 raised far-ranging
policy questions about Medicare, Medicaid, and overall organization
of services. By year’s end it was clear that the $50 billion health
industry would receive searching scrutiny during the 91st Congress,
and it was equally clear that older Americans would stand to benefit
perhaps more than anyone else if the cost trend could be reversed or
slowed, and if high quality health care services could be made more
readily available.

While much attention turned to problems, the year also brought
positive developments. Medicare was making a major contribution to
the economic security ! of older Americans: the program paid $5.1 .
billion for health care expenses during fiscal year 1968, and enrollment
rose to almost 19 million.? In addition, major health legislation was
enacted, including extension of the regional medical program.® Finally,
within the Social Security Administration and the [}TS. Public Health
Service, studies and experiments were under way on projects intended
to provide higher quality health care with built-in cost controls.

. 1. COSTS AND THE ELDERLY

Heavy health care costs for the elderly—though alleviated by
Medicare—nevertheless remain a cause of growing concern.

For all age groups, the price of medical services has risen far faster
than the prices of other consumer goods and services, as the following
table * shows:

Consumer Price Index (1957-59=100)

June 1966 December 1968
All items : 112. 9 123. 7
Medical care 127.0 149.1
Hospital daily charge 164. 2 239. 3
Physicians’ fees 128. 0 149. 1

Seen from a different perspective, it is equally clear that the medical
care charge rise is accelerating. A Bureau of Labor Statistics survey °
shows that the medical care index rose at a rate of 4.7 percent a year
during the 1950’s, dropped during the early 1960’s to 2.6 percent
annually, but then increased to 6.6 percent in 1966 and 6.4 percent
in 1967,

! In a memorandum on January 3, 1068, HEW Secretary John Gardner said that the average dollar value
of social security gayments was increased by 12 percent by the addition of Medicare.

2 A report by the Social Security Administration on the Medicare program appears in app. 1, p. 167.

3 A summary of major health laws for 1968 appears in app. 5, p. 241.

¢ U.8, Bureau of Labor Statistics,

8 “A Closer Look at Rising Medical Costs,” by William F. Berry and James C. Daugherty, Monthly
Labor Review, November 1968, ’

amn
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From the end of World War II to the end of 1967, the medical care
index increase was 125 percent, compared to only 71 percent for all
consumer items. The biggest increase in that period occurred in hos-
pital daily services charges, which rose 441 percent. The rise in
physicians’ fees was 107 percent.

Effect on Older Americans.—Milestone that Medicare is, it never-
theless was not meant to pay for all health care expenditures of the
aged. That fact becomes clear when we look at the chart opposite,
which shows that during the first full year of Medicare, Federal
expenditures on behalf of the aged rose markedly, but private pay-
ments by aged individuals were still substantial.

Translated into more personal terms, this means that medical
expenditures still take a significant portion of a retiree’s budget.
One 1968 study® estimated that the annual out-of-pocket cost for
Medicare enrollees at 1966 prices was $150 in metropolitan areas and
$145 in smaller cities.

A. CuARGES UNDER MEDICARE

One reason for the large out-of-pocket costs is simply that Medicare
coverage does not pay all bills. Part B of Medicare—which applies to
physicians’ charges and other services—requires a monthly premium—
now $4.00, or $48 a year. Enrollees also pay the first $40 of hospital
bills and the first $50 of doctor bills, plus 20 percent or more of the
rest of the physician’s bill. If Medicare has leg them to see a doctor
more readily than in the past, there are bills for laboratory work,
X-ray, etc., on which they must pay a portion of the cost, as well as
prescriptions they must pay out-of-pocket.

To illustrate, suppose that Mr. Jones, who lives in a large city, used
to see Dr. Smith nine times a year in his office at $5.00 a visit. Once
a year he had an X-ray and some lab tests costing $20—or $65 in all.

Under Medicare, Dr. Smith charges $8 for an office visit ” and has
placed the charges for the tests given annually at $40. Mr. Jones
charges come to $112; his Medicare benefits equal $49.60 because the
first $50 is deductible and only 80 percent of the remainder is covered.
Mr. Jones pays out $62.40, in addition to $48 in premiums.

Perhaps in a nearby rural area Dr. Smith’s $8 fee would be con-
sidered above the prevailing fee for routine office visits. Dr. Smith
does not “‘take assignment’”’ ® of Medicare benefit payments, so Mr.
Jones would pay Dr. Smith the full $112 and collect less than $49.60
from Medicare, $9 less if only $7 per visit were allowed.

8¢ Retired Couple’s Budget for a Moderate Living Standard”’. (See ch. 3 for addijtional discussion.)

7 For additiona) discussion of pressures causing increases in physicians’ fees under Medicare, see “Costs
and Delivery of Health Services to Older Americans,” Washington, D.C., June 22-23, 1967, testimony by
Dr. William A. Nolen, Litchfield, Minn., pp. 36-51. X

8 Pamphlet SS 1-50 May 1968, p. 22 ‘“Your Medicare Handbook” which SSA made available to bene-
ficiaries after the 1967 amendments to Public Law 89-97 explains “agsignment’’ of the benefit as follows:

“I, Payment to your doctor or supplier:

“(g) Complete and sign part 1 of the ‘Request for Medicare Payment’ (form S8A-1490). Often
your doctor’s office or the sulpplier will complete part I as a convenience to you.

“(b) Your doctor or supplier completes part II of the form.

“(c) Your doctor or supplier sends in the ‘Request for Medicare Payment’ form.

“When your doctor or supplier accepts assignment, he agrees that his total charge will not exceed
the reasonable charge. This means that you are responsible only for any of the $50 deductible not yet
met, Hhus 20 percent of the balance of the ‘reasonable charges’.” .

If unwilling to take “assignment,” as just described, the doctor is not limited in his charges by the
carrier’s determination as to a ‘‘reasonable charge’” for the service he has rendered. In such situations,
which in fact comprise the majority of Medicare claims volume, the physician is free to price his services
at his own estimate of their worth; the Medicare beneficiary must then pay not only the 20-percent coinsur-
ance, but must also pay the difference between the physician’s charge and the carrier’s determination of
a reasonable charge for the particular service.
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1966 and 1967
' $7,839 Million

/

- FEDERAL

13.7%

FY 1966
Source: August 1968 Social Security Bulletin.

'

$9,156 Million

FY 1967

61



20

Such situations occur every day. It is estimated that only about 45
percent of physicians’ bills are rendered on an assignment basis, and
the proportion is even less if hospital-based physicians’ and welfare
recipients’ claims—paid to the vendors—are omitted. The disad-
vantages of nonassignment to the aged person are twofold: he must pay
the doctor’s charges, whatever their level, without such deterrents as
are imposed by screening for reasonableness and relation to other
doctors’ charges; and in addition he must complete forms, submit
claims, and perform other paperwork.

Gaps in coverage and other difficulties inherent in Medicare,®
however, are only part of the story. Older Americans face other unique
problems. It is commonly recognized that the onset of chronic disease
1n later years causes s rising need for health care expenses, but perhaps
the extent of the increase is not widely understood. The fact is, how-
ever, that the average health care expenditure per aged person is
much more than double that of younger persons. (In fiscal year 1967,
it equaled 234 times that of persons under 65.) The chart opposite gives
additional information about the health cost differences between the
elderly and those in younger age groups:

For the “elderly” aged—those far beyond age 65—the need is
especially great for the types of health care not covered by Medicare,
notably long-term nursing care (as distinct from posthospital extended
care) and drugs. One recent study '° showed that more than 50 percent
of nursing home patients were age 80 or over. For the patient who
cannot qualify for welfare or for Medicaid (even though living in a
State that provides nursing home care for welfare recipients), nursin
home costs can mean a sustained and severe drain on the financi
resources that keep him from qualifying for welfare.

B. MEDICARE AND PRESCRIPTION Druas

An HEW task force on prescription drugs, after completing 18
months of work on a review of methods of meeting drug needs o? the
elderly by broadening Medicare coverage, called for an out-of-hospital
drug insurance program under Medicare."

Dr. Philip R. Lee, Assistant Secretary for Health and Scientific
Affairs, gave the following arguments for the task force action:

Since the advent of Medicare, prescription drugs have
represented the largest single personal health expenditure
that the aged must meet almost entirely from their own
resources—some 20 percent of their personal health expendi-
tures. Although the elderly represent less than 10 percent of the
population, they account for nearly 25 percent of a prescription

% One problem in implementing medicare has been the extent to which medicare benefits should be paid
for care in substandard health-care facilities. The dilemma posed is whether to adopt strict policies of with-
drawing medicare approval for facilities which fail to meet standards (thus forcing beneficiaries in those
communities to seek care in distant communities) or to be more tolerant (thus risking loss of opportunities
to upgrade standards). T'wo somewhat divergent views on the problem have been taken by the General
Accounting Office and the Social Security Administration. In areport (B-164031(4)) issued on Dec. 27, 1068,
Comptroller General Elmer B. Staats concluded that the Social Security Administration had been slow in
resolving the status of 42 hospitals that the Texas State Department of Health had determined were deficient
in meeting medicare standards. The Texas State Department of Health had therefore recommended that
thelr participation in the program be terminated. The Comptroller-General’s report expressed the opinion
that the Social Security Administration should require the establishment of reasonable time limits within
which the hospitals would be required to take corrective action. On the other hand, the Social Seeurity
Administration took the position—in a report to committes Chalrman Harrison A. Williams—that greater
flexibility and latitude than that is nesded, to take into consideration the good faith of the institution and
obstacles it encounters in seeking to upgrade its standards.

10 Center for Health Statistics, Series 12, No. 2.

11 For additional details see: ““Task Force on Prescription Drugs,” Third Interim Report, Dec. 31, 1968.
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drug costs, and their annual per capite expenditure for drugs 18
m((l)ge &t;um three times that of persons under age 65 (emphasis
added).

Further, Dr. Lee commented, “these expenditures fall upon a grohup

which is among the most impoverished in our Nation,” and he added

that the extent of aid the group receives from private insurance,
existing public programs, and tax relief is insufficient. ‘

TASK FORCE RECOMMENDATIONS

Recognizing that comprehensive drug coverage of all prescription
drugs for the elderly under Medicare would be e ensive and complex,
the task force recommended that the scope ff? benefits should be
restricted primarily to those drugs needed in the treatment of serious
long-term 1illness, or, alternatively, that comprehensive benefits should
be provided only after a considerable portion of the annual personal
drug expense had already been met from private funds. The beneficiary
would also probably be required to pay some part of the prescription
payment through co-payment or co-insurance, to hold down the costs

of the program.

C. OveraLL ImpacT oF Rising CosTs ON MEDICARE

Perhaps the most dramatic statement on the potential effects of
rising costs was provided by HEW Secretary Wilbur J. Cohen on
December 31, 1968. The Secretary was required by law to decide by
that date whether to raise the monthly premium paid by almost 19
million Americans enrolled in Medicare’s supplementary medical
insurance plan (pt. B of title XVIIIL).

On that date, the premium stood at $8 a month—$4 paid by the
beneficiary and $4 by the Federal Government (an increase of $2 over
the $6 monthly rate set in 1965). If the Secretary had heeded actuarial
advice given to him from the Social Security Administration, he would
have asked for a premium increase to a total of $8.80 monthly ($4.40
each). Instead, the Secretary took no action at all. Among the reasons
for his decision: '?

—A 40-cent monthly increase in premiums would increase the cost
to aged beneficiaries by about $100 million during fiscal 1970.
And—since 5.8 million social security beneficiaries have incomes
below the poverty line and about 3 million more are “near-poor’’,
“gny increase without an increase in social security benefits
would be a hardship for many senior citizens.”

—“Any increased premium based on an assumption of as much
as a 4%-percent increase in physicians’ fees ** is likely to act as a
further inflationary factor. Any such estimate is Likely to be viewed
as a minimum prediction of increase—one which the Federal Govern-
ment has approved (emphasis added). No one can say with any
reasonable certainty what the effect of any proposed increase
would be on other parts of the $50 billion medical care industry
. I want to avoid further fanning of the flames of inflation
throughout our entire medical care system.”

12 For the Secretary’s complete statement of Dec. 31, see app. 5, p. 244,
13 The 4}4-percent Increase in physicians’ fees was estimated by Social Security Administration Actuary

Robert J. Myers, who was quoted by Secretary Cohen as saying he believes that physicians’ fees will rise
about 5 percent in calendar year 1969 over 1968 and 414 percent {n 1970 over 1869.
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The Secretary urged physicians of the country ‘“to show unusual
restraint in setting their fees in the coming months.” He also charged
the Social Security Administration and Medicare carriers to make
every effort to keep payments for services in line with premium in-
come. Secretary Cohen’s stand also raised the probability that the
Congress or the new administration would have to formulate new
policy either (1) to find ways of paying for costs that may rise despite
his admonitions, or (2) to impose new procedures intended to reduce
costs while maintaining high standards.*

Rising medical care costs are causing demands for Medi-
care revisions, such as: elimination of co-insurance and
deductibles; at least partial coverage of non-hospital pre-
scriptions; financing of part B through the payroll tax spread
over the rising earnings of workers rather than through
monthly premiums paid by the aged; and imposition of
tighter cost controls.

Such demands should be considered in comprehensive
congressional and administrative reviews of Medicare '
intended to make that historic program an even more
valuable component of a concerned society.

II. CONCERN ABOUT MEDICAID

Medicaid—as Title XIX (of the same law that created the Title
XVIII Medicare Program) is comonly called—is meant to provide
medical assistance for low-income people of all ages. For the elderly,
the program is of special importance. Seventy-nine percent of the
population over age 65 reside in the 38 States and four jurisdictions '®
operating Medicaid programs in 1968 under a Federal-State cost-
sharing plan. In 15 States, only the “needy” aged or those receiving
public assistance payments, are included. In 27 States, however,
the Medicaid programs include both the “needy’” and the “medically
needy”’—or those who have enough income for daily needs but not
enough for medical bills. Thus, the Medicaid program is of considerable
importance to many older Americans including those who, while

14 Bes pp. 4546, “‘Developments in Aging—1967" for additional discussion of cost controls. Hospital
Administrator Dr. Martin Cherasky—quoted in that report—also spoke out in 1968 upon the need for
quslity standards at a hearing on ‘‘Health Care in America” before Senate Subcommittee on Executive
Reorganization (p. 21): “Equally disturbing and certainly more dangerous is the total lack of t}“uality stand-
ards for physicians treatir';f Medicare patients. Here Corl;frm should act and act quickly. For example,
provisions for payment could require that major surgery only be paid for if carried out in an institution fully
accredited by the Joint Commission on Accreditation and carried out by a surgeon who is either Board
qualified or Board eligible.

‘‘In other words, major surgery should not be paid for by the Government except in unavoidable circum-
stancesunless thesurgeon has evidence of the qualifications he should have.

‘*And, you know, Senator, this is not an insistence upon standards which are meaningless. Cancer of the
cervix is a very dangerous and deadly illness. When early cancer of the cervix is operated on by qualified
Board-certified gynecologists, there is 80 percent cure rate. When it is operated on, as it often is, by people
who don’t have these qualifications, there is a 50 percent cure rate. The difference between insisting upon
qualifications and no qualifications is the difference between 50 and 80, We are talking about human lives,
not about money or anything else.

“Wii]e(xl‘e aMedicare patient has a major medical problem, a consultation with a qualfied specialist should be
required.”

1 In his letter of transmittal of the “Second Annusl Report of the Medicare Program,” January 17, 1969
Secretary Cohen offered the following recommendations for improvement of the Medicare program: (1)
Extend Medicare protection to disabled social security beneficiaries; (2) Cover certain maintenance drugs
under Medicare; (3) Finance both hospital insurance and supplementary insuranee through payroll contri-
butions and general revenues; and (4) Coordinate Federal reimbursement to health care facilities with
State health facility pla .

18 See app. 1, p. 162, for report on Medicaid by Social and Rehabilitative Services.
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just above welfare levels, nevertheless have health care bills not
covered by Medicare or private insurance.!?

As 1968 ended, however, it was clear that the Medicaid program
while providing much-needed help to millions of Americans ! is
undergoing a period of critical evaluation at all levels of government.

One fundamental question about the program was raised at a
congressional hearing by Dr. Lester Breslow, former director of the
State Department of Public Health in California and now professor
of Health Services Administration at the University of California.
While praising part A of Medicare for requiring high standards . of
care and utilization review, he said: '°

Medicaid, on the other hand—the welfare medical care
program—has tended to bolster the poorest kind of medical
care, This has occurred because the basic legislation gave no
attention to the matter of quality. Contrary to the l\/%edicare
legislation, which established a framework for quality
standards, especially in part A, the Medicaid legislation
ignored this critical problem. State and local welfare adminis-
trators have tende(f to purchase and pay for more of the
same kind of care that poor people were obtaining previously.
The personnel and facilities in nei hborhoods where poor
people obtained care were often in erior and, most impor-
tant, Medicaid offered no inducement to improve. It simply
financially supported what was present.

Dr. Breslow acknowledged that in some States, including California,
attempts have been made to link up Medicaid with the quality
standards of Medicare.

“To the extent that this has been possible, Medicaid patients have
benefited from the Medicare standards,” he added.

In California and in other States, however, other questions have
~arisen about the costs of the program, threatened cutbacks, and

ultimate objectives and relationships with other government health
programs.
A. CompraiNTs ABouT CosTs

At earlier hearings,” the Subcommittee on Health of the Elderly,
U.S. Senate Special Committee on Aging, received complaints about
rising costs of the Medicaid program. Additional reason for concern
arose during 1968 with reports from several States about major’
increases in medical assistance costs. The New York Times of Novem-
ber 20 reported, for example, that in Massachusetts, “medical assist-
ance payments increased from $74,849,290 in 1963—an entire year—to
$129,341,214 for the first seven months of 1968.”” The same news story
gave examples of alleged profiteering by medical practitioners, in-
cluding one dentist said to have grossed $164,000 in seven months of
1968 for treating welfare patients. Similar complaints were reported

" Apg;‘:ximately 48 percent of the aged have private health insurance coverage of hospital care, according
to the ial Security Bulletin of February 1969. Such coverage, however, may be out of financial reach of
those who need it most.

18 HEW Secretary Cohen, in the introduction to the annual departmental report, described Medicaid
“‘as the tip of the iceberg opening our eyes to the terrible need for health care among the poor.”

1 Hearing on “Costs and Delivery of Health Services to Older Americans,” in Los Angeles, Oct. 16, 1968,
U.8. Senate Special Committee on Aging.

20 Hearings on Costs and Delivery of Health Services to Older Americans, Washington, D.C., June 22,
23, 1967, and New York City Oct. 19, 1967, and “Developments in Aging—1967,” annual report.
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in the press from other States, and in particular from Maryland, Ohio,
and New York.

California’s Medicaid program—called Medi-Cal—has been the
center of considerable controversy; and it received attention in 1968
from the California State Legislature, the attorney-general - of Cali-
fornia, and the Health Subcommittee of the Senate Special Committee
on Aging. : '
COSTS IN CALIFORNIA

Speaker of the California Assembly Jesse Unruh, testifying before
the Subcommittes on Health of the Special Committee on Aging in
October * told of some physicians who “collected as much as $70,000
each simply from treating Medi-Cal patients.” He added:

. . . we have been told by people in the medical profession
that this is considerably more than the average doctor makes,
and we estimate that some of them are making somewhere
between $35,000 and $60,000 net profit out of this program
each year, ' '

It is obvious that the most direct miethod of controlling
costs is through the imposition of fee schedules on doctors
and the other providers of medical services. Yet, despite pleas
from members of the legislature, the administration which we
gave the authority to has refused to set such limits, and in
my opinion that refusal, or the threat of using that, is almost
totally responsible for those soaring, runaway costs which
have occurred. ’

Speaker Unruh—who, with other members of the California Legis-
lature has questioned many policies and practices related to Medi-
Cal #—said in a letter to this committee that s report made by
the California Department of Justice later in the year “completely
bears out my comments that some physicians and other providers of
health care services in California are making exorbitant and unjusti-
fied profits from the Medi-Cal program.”

The Attorney-General’s Report.—Ordered on February 8, 1968, by
the State attorney-general, the California Department of Justice
investigation of the Medi-Cal program led to a report that on
November 6 declared: -

¢ Our investigation indicates that illegal and unethical activities of

persons providing services under Medi-Cal are siphoning millions
of dollars annually from the program. Poor administration of the
program has contributed to further needless expenditure of money
by Medi-Cal.

* * * * * * *

2t Hearing on “Cost and Delivery of Health Services to Older Americans,’”’ in Los Angeles, Oct. 18, 1968.

22 A different view about physician’s fees was expressed at the October hearing by Dr. Maleolm Todd,
President of the Californla Medical Associat'on. He sald

‘“T'oo much attention has been directed toward the physician’s fees. Figures can be made to mean any-
thing that they want to. But in an effort to achieve solutions to medical services for the aged, and to cat
medical care costs, there are some things that I would like to mention. .

‘‘It is interesting to note that the Medi-Cal budgeted in 1967-68, $159,500,000 for physicians’ services. But
they actually paid out only $122,100,000.

“Iwould alsolike tostate that over the overall health care cost dollar in the Med{-Cal program, the })hysi-
cian’s fees amount to just 19 to 20 percent of the entire health care cost dollar, But it i3 that extra day in the
acute hospital that we must not allow to be abused, because this is where the cost of this program centers.”
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o The primary abuses of the program involve submission of false
claims, kickbacks and overservicing. (Chief Deputy Attorney
General Charles A. O’Brien later informed the committee that
“minimally $8 million is being bilked annu ally from the Medi-Cal
program by medical practitioners.”).

* * * * * * *

« In addition to the violations of the laws and regulations of Medi-
Cal by the vendors, the investigation disclosed that an effective
enforcement program to cover, investigate, and ~deter such
activities does not exist.

Special attention was given in the report to problems in nursing

homes and long-term care facilities.” Attorney General O’'Brien gave
the committee this evaluation of the situation:

Medicare provides greater reimbursement to nursing
homes than Medi-Cal. Therefore, the potential for trans-
ferring a nursing home patient from Medi-Cal to Medicare
may getermine the patient’s admittance to & nursing home.
Special arrangements between hospitals and nursing homes
exist solely for the purpose of maximizing Government pay-
ments to nursing homes.

A major part of the problem, in the view of Attorney General
O'Brien is the “‘sheer bigness” of the program. He recommended that
smaller regional administrative offices be established to help ‘‘reduce
the management of the program to a scale which may be encompassed
by the mind of man.” He added:

Aside from conquering the immensity of the program
through some effort at localization, another broader concept
may also be seen in the problems which we have uncovered.
A major contributor to these problems was the pressure on
the State of California to take advantage of the funds made
available by the Federal Government through title XIX.
Better coordination between local governments, the State
and the Faderal Government would certainly have resulted
in a better program. As we note in our report, peril accom-
panies prosperity when Federal funding rushes the States
into adopting hastily conceived programs.

NATIONAL IMPETUS FOR REFORM

Three major analyses of the Medicaid program were underway in
1968. One, conducted by the Advisory Commission on Intergovern-
mental Relations,? was culminated by a report which stated as one
of its major conclusions:

“Policy makers at all governmental levels were largely unprepared
for the magnitude of the fiscal impact of Medicaid that soon became
apparent soon sfter the program’s initiation in 1966,” but that the
goal expressed in the Medicaid legislation of “comprehensive care for
substantially all’ of the needy and medically needy’”’ should be met.
The Advisory Commission also proposed far-reaching Federal-State
action to strengthen the Medicaid program, improved procedures for
Mm Association of Nursing Homes, Sanitariums and Homes for the Aged took sharp excep-
tion to several conclusions in the Attorney-General's report and charged that the report indicated “‘a

shoeking lack of knowledge . . . of the rofessional relationships in the health care field.”
2 “‘Intergovernmental Problems in edicaid,”” September 1968.
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establishing Medicaid eligibility, and public support of private health
insurance as one means of reducing Medicaid costs.

Another evaluation of title XIX was provided by the Medical
Assistance Advisory Council established in the 1965 Myedicaid legisla-
tion. Early in 1969 that 21-member body was reparing to issue a
report offering recommendations intended to reduce costs and make
the program more effective.

A third report, issued in November by an HEW State-Federal task
force on the costs of medical assistance and public assistance, called
for tighter budgeting procedures intended to make cost estimates more
accurate. The need for such action is “‘obvious and pressing,” said the
task force report, which also noted that Federal costs for Medicaid and
other public assistance programs in fiscal year 1968 were understated
by $1.1 billion, or approximately 27 percent.

B. ConcErN ABouT CuUTBACKS

Concern and confusion about Medicaid are compounded by the fear
of sharp reductions in the Federal commitment to the program. As the
Inter-Governmental Advisory Commission observed:

The legislative history of section 1903(3) of title XIX re-
quires States to provide comprehensive care to ‘‘sub-
stantially all” the needy and medically needy by July 1975,
and congressional attitudes toward further cost escalation of
the Medicaid program, raise doubts about the strength of the
Federal Government’s real commitment to this goal.

The impetus for cutbacks * is provided partially by estimates of
future cost. The Advisory Commission cites one report indicating
that total program expenditures would rise by 1975 to $6-$7 billion
or more, from the $4.2 billion estimated for fiscal year 1969.

Uncertainty aboiut Federal intentions'leads to special anxiety in
States such as California and New York, each of which had acted
quickly to implement elaborate, expensive Medicaid programs. Anxiety
at the State level in turn leads to additional pressures for cutbacks.

At the Los Angeles hearing, Malcolm C. Todd, president of the
California Medical Association, said that new Federal cutbacks in
title XIX programs would be a ‘““deterrent to the provision of health
care to the needy.” '

Speaker Unruh was critical of State or Federal cutbacks on the
grounds that:

Those actions have been aimed at control of the symptoms
by reducing expenditures at the governmental level they are
trying to protect. These actions have been in the form of
either service cuts as here in California or recipient cuts by
the Congress. In neither case has there or will there be any
meaningful effect upon the total costs of health care; there
will merely be a shift of costs to some other governmental
level—in California, to the counties.

2 On Sept. 24, 1968, Senator Russell B. Long (D.-La.) offered a Medlcaid amendment to a tax bill then
under Senate floor consideration. His amendment was intended to reduce the Federal outlay for Medicaid
by (1) reducing the Federal share of Medicaid payments from the 50-83-percent range to a new range of
25-60 percent, (2) providing that the Federal Government would not participate in matehing the cost of
medical assistance to persons whose incomes exceeded 150 percent of the eligible incorce level of Old Age
Assistance, and (3) permitting States to require the medically needy to pay part of their medicsl bills.

Later that day, the amendment was added to the pending tax measure by a vote of 44 yeas to 25 nays.
However, before the tax measure was passed, the Long Medicaid amendment was deleted.
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Medicaid, imperfect and costly as it is, could become a
highly effective program to provide assistance to Americans
who stand in greatest need of health services or care now
beyond their reach. The national commitment expressed in
the Medicaid legislation of 1965 should be honored, but ‘the
Federal-State dialog on needed reforms should be broad-
ened and put on a high-priority level of action, if funds meant
to help the needy and medically needy are to be put to the
best possible use. .

III. NEW DIRECTIONS IN ORGANIZATION OF
HEALTH SERVICES

Study groups of all kinds—*task forces,” advisory councils, special
purpose commissions of one kind or another—have repeatedly ex-
amined health care resources of this Nation within recent years.
Typical of their findings was this declaration in 1968 from an HE
task force on hospital effectiveness: :

The key fact about the health service as it exists today is
disorganization. Unlike industry, the health service lacks
most of the controls that are imposed in the free enterprise
economy by the forces of supply and demand, competition,
and the drive for profits.?

What is needed at this point—declared another study group, the |
National Commission on Health Facilities—is an “integrated or
comprehensive approach’” in which “health facilities can contribute
effectively to the object of their efforts: the care of people.”

Commission Chairman Boisfeuillet Jones said that the Hill-Burton
Planning amendments, regional programs, neighborhood health care
centers, and the partnership for health program® are pointing the way
to the goal of comprehensive care. The existence of such programs, he
added, “indicates that the transition to comprehensive health care
systems now warrants priority in national health policy.”

To the elderly American, who stands in special need of high-quality
health services both within reach of his pocketbook and convenient
to transportation, the prospect of such a transition is certainly appeal-
ing. But while the need for comprehensive care is recognized, the
progress toward such a goal is gradual rather than dramatic, as indi-

cated by the following significant events which occurred in 1968.

A. ProBLEM-SOLVING RESEARCH AND EXPERIMENTS

The National Center for Health Services Research and Develop-
ment, established in May 1968, has been charged with responsibility
for performing and supporting research, demonstration, and evalua-
tion of the organization of health services for the total population.

“Significantly,” says a report from the U.S. Public Health Serv-
ice,?® “top priority has been placed by the Center on finding ways to
increase the availability of high quality medical care to the dis-
advantaged in inner cities and rura(Il areas, and the aged are included
in the category. of the disadvantaged.” ’

96S"ee p. 9, “Report of the Secretary's Advisory Committee on Hospital Effectiveness,

7 See footnote 3.
28 See app. 1, pp. 148-154 for full text of the Public Health Service report.
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Another hopeful development is the implementation of cost-cutting
experiments authorized under the Social Security Amendments of
1967. The experiments are to develop “incentives for economy while
maintaining or improving quality in the provision of health services’”
in connection with reimbursements under such programs as Medicare.

Toward the end of 1968, the Department of He th, Education, and
Welfare announced that four such experiments had been authorized:

—Uniform “target” budgets for components of care will be set by

the Connecticut Hospital Association. Incentives will be offered
to hospitals for staying within or below the model budgets.

—In New York City, the Greater New York Hospital Association

and the Blue Cross Plan of New York will offer similar incentives
for participating hospitals that keep total inpstient costs within
specified bounds.- _

—A flat per capita rate will be charged by the Health Insurance

Plan of Greater New York to provide coverage for all costs of
medical, home care, and institutional services covered by Medicaid
and Medicare. The prepaid group practice mechanism is expected
to achieve several purposes, including more efficient use of medical
manpower and facilities. '

—A quasi-public hospital cost analysis firm will analyze departmental

costs of voluntary hospitals in Maryland. 2°

B. MounTiNG INTEREST 18 HEALTH MAINTENANCE

Earlier studies by the Subcommittee on Health of the Elderly have
resulted in emphatic recommendations for action that will speed
develapment of “health maintenance” or “preventive medicine”
programs. Senator Harrison A. Williams, chairman of the Committee
on Aging, has received widespread support for his proposal to estab-
lish regional multiphasic screening centers to promote early detection
of illness. .

Among other signs of mounting interest in preventive medicine in
general were these developments in 1968: ’

—Increasing support of a Presidential Commission charged with the

responsibility of studying national goals for preventive medicine.

—Operation of four pilot multiphasic screening projects funded

through the Public Health Service. Plans were underway for
opening the first public structure in the Nation expressly designed
for multiphasic screening.3®

The overall importance of preventive medicine was expressed at the
Los Angeles Health Subcommittee hearing by Dr. Austin B. Chinn,
gorm_er director of the Gerontology Branch, U.S. Public Health

ervice:

These hearings have been directed toward the principle of
cost. It seems to me that if we are thinking of increasing cost
of medical care, as it presently exists, we can think only in
terms of building increasing numbers of hospital beds, of
educating increasing numbers of physicians, nurses, and other
professional people and of increasing efforts directed to the
care of the a.ﬁ'eady sick.

* An informative article in the Wall Street Journal in November 1968 gives additional details on the
exPeﬂments. See app. 6, p. 247. )

? The Center, in Providence, R.I., was to be dedicated Mar. 10, 1969. It is a joint gto ect of the U.S.
Public Health éervice, the Rhode Island Health Department, and the University of Rhode Island.
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We will thus have increasing costs of hospital beds—and
these other services for the sick for the foreseeable future.
Where do we wind up? The Nation is increasing at the rate
of millions of people every decade, and all that we can expect
is to increase the number of beds and doctors and professional
people to take care of them. ]

The cost, on the other hand, of early identification of these
diseases, which are filling the hospitals, causing morbidity
and mortality, must be looked at in comparison.

I think that the cost of this, though substantial initially in
the effect to find the disease, and in the event the disease is
found, to move the individual into the receipt of health care,
is minuscule compared to the management of that same in-
dividual months or years later following the development
of an advanced stage of the disease with the prospect of long
periods of hospitalization, or other institutionalization,
physician services, nursing services, and on and on and on.

it seems to me, Mr. Chairman, that we are at the point
wherein we must face the issue of whether we want to do
what we are doing now, or whether we are willing to sponsor
the support and development of this type of health service
as we did with biomedical research some 25 years ago.

C. EpucatioN As A ForcE For OVERALL IMPROVEMENT

This committee, in last year’s report, recommended “educational
programs to apprise the elderly of their rights, privileges and oppor-
tunities under Medicaid, and other health programs for the elderly,
of the procedures which must be followed to take advantage of these
programs, and of their opportunities for the prevention and early
detection of illness and ill health in old age.”

Strong support for such an effort was indicated by HEW Secretary
Cohen on December 31 when he issued a report® calling for the
following:

Tt is recommended that a national, cooperative, voluntary
effort directed at health education for the aged should be
initiated by the department in cooperation with medical
societies, women’s auxiliaries, voluntary agencies, advertis-
ing groups, consumer groups, senior citizen’s organizations,
community hospitals and other providers of services, public
health agencies, insurance companies, news media and other
groups interested in and capable of providing local leader-
ship, initiative and effective action. To accomplish this,
it will be necessary that:

(@) Congress provide appropriations for the activity;

() The Department provide an effective focal point for
the coordination of health education efforts in the
Office of the Assistant Secretary for Health and Scien-
tific Affairs;

(¢) Federally funded programs, and public and voluntary
organizations, place more emphasis in their programs
on supporting effective educational activities which

314 Feasibility Study on Preventive Services and Health Education for Medicare Recipients’’, a report
to Congress; Department of Health, Education, and Welfare; Wilbur J. Cohen, Secretary; December, 1968.
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en((iourage sound health practices among the aged;
an

(d) Governmental, voluntary, and private agencies finance

evaluation of different types of educational activities
for the aged and for other age groups, and determine
the relation of costs to effectiveness in reducing illness
among Medicare beneficiaries.

It is recommended that the Social Security Administration
expand its activities directed at informing beneficiaries about
availability and utilization of services under Medicare, and
that wherever possible these activities be coordinated or
integrated with general community information and referral
services.

The Secretary’s proposal—calling as it does for broad public and
private action—could be an important force for improving organiza-
tion of health services if it is implemented with full understanding
of all its implications and potential scope. Early action is called for,
and this committee will do all possible to advance the proposed
program. .

D. Lessons To Bt LEarNep From OEQ CENTERS

As reported in “Developments in Aging—1967,” ® the elderly could
be among the major beneficiaries from the Office of Economic Oppor-
tunity neighborhood health centers. .

In 1968, this committee conducted a survey of OEO health center
directors and received information indicating that such possibilities
do indeed exist, but that additional attention should be given to them.

An analysis of questionnaire returns indicated:

—With few exceptions, aged patients are underrepresented in
the centers, possibly because of the great emphasis placed on
services for the young.

—There is some support, however, for the idea of a geriatric clinic

as a working component in such centers.

—Training and consultation for improved services -to the aged

should be provided.

The centers are important to the development of comprehensive
health services because in many urban neighborhoods, they have been
called upon to provide care that has been almost nonexistent or in-
accessible. One reason for the problem was given at this committee’s
Los Angeles hearing by Dr. Clarence G. Littlejohn, chairman of the
Health Committee of the Urban League of Greater Los Angeles:

The Medi-Cal program as presently administered actually
promotes the exodus of medical resources from the ghetto.
More and more health care vendors are becoming disgusted
with the program and phasing it out as an economic hazard.
More and more recipients, frustrated in their attempts to
obtain health care near their homes, have returned to the
county corridors and/or neighborhood emergency rooms for
disjuncted, crisis-type medical care.

Why is this so? As a black physician, a product of the
ghetto and as chairman of the Health Committee of Greater

22 8ee pp. 59-62.
26-153 0—69——4
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Los Angeles Urban League, I have been intimately involved
in health care of our community and discussions of the same.
The above observation continues to prevail in spite of the
numerous efforts of the health care vendors of the black and
brown communities, individually, and in groups, locally
and in Sacramento, to rectify the inequities in the program
so that they might continue to take care of their people.
Considerable sacrifices of time and money have been made
by these vendors with only minimal progress.

Dr. Elsie Georgi, assistant professor of medicine, University of
Southern California, described many shortcomings or problems she
encountered from first-hand experience with OEO centers. Neverthe-
less, she warned against wholesale discontinuance of such projects
and made suggestions for modifications intended to broaden their
effectiveness:

. there is a definite danger of further frustration and
distrust should these health centers be discontinued. How-
ever, before they proliferate further, I would think it
mandatory to have a complete evaluation as to their
efficiency, per capita operational costs, ete. I do not believe
this has been done to date.

I do not think that OEO health programs—as they are
now designed—can effect coordination and unification of
health care services—both of which are sorely needed. As
a matter of fact, should they continue to expand before
proper evaluation, the end result may well be a shift of
inequities through further dilution of funds and resources.

At the same time, I wish it clearly understood that I
approve of the basic philosophy of the total health concept,
and the war on poverty, and the use of health care with
relation to both. The concepts of consumer perspective and
participation; health care teams; dynamic health education;
peer-related multipurpose workers as informed family
advocates—all of these are of proven value not only to the
poor but to all of us. There is no reason why these cannot
be incorporated into a coordinated and unified system rather
than through creation of plans which enforce rigid geographic
and economic eligibility standards, and are still in reality
“medicine for the poor”.

We are indebted to OEOQO for its energetic approach
toward promotion of these concepts. It is now time to move
on to a broader and more complete plan—one which addresses
itself to the total problem of better health and health care
to all with the least amount of threat to existing institutions.
This can be accomplished if we are mindful of the fact that
truly successful planning usually carries with it that which
is good from the past; is pertinent to the present; and has
some meaning for the future.

At this point in time, with relation to health care services,
I feel that experience has taught us that the preference of
both recipients and providers of services leans heavily
toward a one-to-one relationship in connection with the very
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“personal’”’ services. Comprehensiveness, and reasonable cost
as well as the other factors described can still be achieved
through pooling of the less ‘personal” aspects of health
care such as clinical tests, other special paramedical and
ancillary services, and the administrative and managerial
components—all of which traditionally lend themselves
much more readily to grouping.

E. New Empuasis TaroueH REORGANIZATION oF PuBLic HEALTH
SERVICE

Reorganization within the U.S. Public Health Service resulted in
the establishment of a new Community Health Service in October
1968, Dr. John W. Cashman, Assistant Surgeon General and Director -
of CHS has reported® to this committee that the reorganization has
provided CHS with:

A significant program commitment to the health needs
of the aging, especially because of its responsibilities in the
professional health aspects of Medicare. The Division of
Medical Care Administration (one of the units absorbed by
CHS) was particularly active in the areas of standards de-
velopment for providers, certification of health service pro-
viders, and assistance to providers to enable them to meet
Medicare standards.

Dr. Cashman acknowledges that “many individual activities which
formerly would have been developed as free-standing programs for the
aged are now incorporated into comprehensive health programs for
wider populations.”

The . Senate Special Committee on Aging, which has in the past
examined individual health maintenance programs for the elderly, is
concerned about program consolidations that tend to reduce the
visibility of problems faced by the elderly.

Apparently recognizing the need for specialized attention, the new
CHS has provided for overall review of aging activities. In the words
of Dr. Cashman: ;

To coordinate, stimulate, and provide a focal point for the
diverse Public Health Service efforts and resources in health
services for the aged, a position has been established for a
Coordinator of Aging in the Division of Health Care Serv-
ices. The Coordinator for Aging has responsibility for keep-
ing constantly aware of all the health and health-related
activities for the aged conducted by operating units within
the Department of Health, Education, and Welfare and by
other Government agencies.

The committee renews its recommendations for action
that will promote preventive medicine, implement a broad
educational program for consumers of health services, and
broaden services provided by OEOQ Neighborhood Health
Centers. In addition, the committee recommends that all

3 For the full text of his report, see app. 1, pp. 148-154.
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cost-cutting research or experimental projects be so designed
as to simultaneously upgrade the quality of services rendered.
Useful findings from this and other research should be im-
plemented at the earliest possible date.



CHAPTER III
THE ELDERLY AS CONSUMERS

Older Americans—the 65-plus generation—have s buying power of
a,bouti1 $t%5 billion, a fact which won increasing attention within recent
months.

But, while the total income is large, nearly one-third is from earnings,
a source not enjoyed by the overwhelming majority of all older people.
For the average older person, income is modest. For this reason,
the elderly have a major interest in new legislation intended to pro-
tect all consumers,’ in new information provided about the elderly
as consumers in 1968, and in new efforts to provide information needed

.to help them make moneysaving decisions in the marketplace.

I. THE RETIRED COUPLE’S “MODERATE” BUDGET

Problems related to poverty and near-poverty have been discussed
earlier, but what about those older Americans whose income is rela-
tively more adequate? How much do they need to live comfortably,
if not luxuriously?

The Federal Bureau of Labor Statistics gave the most authorita-
tive answer available when it issued its ‘“Retired Couple’s Budget
for a Moderate Living Standard, autumn 1966.” 3

Its major finding: a self-supporting, retired couple in U.S. urban
areas required an annual expenditure of about $3,869.* For elderly
persons without a spouse, an estimated $2,130 would be needed.’

As shown on the chart opposite, the major expenditure was for
housing. For urban homeowners with a mortage-free house, the U.S.
average for a couple was $1,232. Couples in rental units averaged
about $179 more, or $1,411 in all.

Even with Medicare coverage, out-of-pocket expenses for medical
care were $288 in metropolitan areas and $274 in smaller cities.

The BLS Budget provided much other useful information, including
a list of cost variations in cities throughout the Nation (see chart
opposite.) Clearly, however, the long-awaited Budget still leaves
unanswered many urgent questions about appropriate standards to
use 1n assessing the adequacy of income of various groups in the aged
population.

11n an article called ‘“ Our Place in the Market'’ carried in the December 1968 issue of Harvest Years, Prof.
John Kerr of the Florida State University wrote that merchandisers are becoming more aware of the fact
that older Americans have special needs and wants. The January 15, 1965 issue of Forbes made much the
same point in an article called ‘“ The Forgotten Generation,”” stating that the elderly have twice as much
money to spend as teenagers, but are getting scant attention from the marketing men. Another indication
of growing interest in consumer problems of the elderly was the selection of ‘“ The Older Person as a Con-
sumer’’ for the theme of the 22d Annual Conference at the University of Michigan, June 8-11, 1969.

2 A list of consumer interest legislation enacted in 1968 appears in app. 6, p. 251.

3 Bulletin No. 15704, U.S. Department of Labor, BLS, June 2, 1968.

4 The budget is neither a model nor 8 minimum. According to BLS the list of goods and services making
up the Retired Couple’s Budget is based on criteria of adequacy translated into pricing lists that reflect
the buying practices of retired couples * * * the budget figure is above the subsistence level, or what would
be necess ry to carry families through a limited period of stringency. On the other hand, it is not a luxury
budget, and does not represent an ideal way of living. For additional information about methodology and
findings, see apF. 6, p. 252-256, which reprints the introduction to the report and its major tables.

Or sinj

3 No budget gle elderly persons was developed by BLS but an equivalent scale developed by the
Bureau suggests that an elderly person living alone in a city would need approximately the amount listed

above.
(35)
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WHERE THE BUDGET DOLLAR GOES
RETIRED COUPLE'S BUDGET (Modzrate Living Standard, Autamn 1966)
U.S. AVERAGE $3,869

Faop | -,

HOUSING | ¢

TRANSPORTATION

CLOTHING AND
PERSONAL CARE

MEDICAL CARE |85

SIFTS AND [555]
CONTRIBUTIONS [

OTHER FAMILY [
CONSUNPTION @

Source: Bulletin No. 1570-4, BLS, June 2, 1968.
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COMPARATIVE LIVING COSTS

MEASURED BY RETIRED COUPLE'S BUDGET (Moderate Living Standard, Autumn 1966)
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Miss Mollie Orshansky of the Social Security Administration, Office
of Research and Statistics, for example, made the following observa-
tions in & recent article:

—Although the moderate standard was worked out by BLS for an
urban couple, barely half of all persons aged 65 and over, as of
March 1967, were married and living with a spouse.

—The budget is for a couple residing in a city, but a fourth of the
aged persons living in families resided in a community that would
be classified as rural.

8¢Living in Retirement: A Moderate Standard for an Elderly City Couple,”” Social Security Bulletin;
October 1968, vol. 31, No. 10.
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— Although the vast majority of homes owned by aged couples are
mortgage-free, the B].]JS has yet to determine the standard to
apply in those instances where the house is not yet fully paid for.

—The budget standard raises questions about a fundamental
concept—the appropriate point of reference. As Miss Orshansky
puts it: ; :

With income in retirement markedly reduced by withdrawal
from the labor force and the days of accumulating savings
largely past, will the consumption standards of the aged re-
flect the level of living their pre-retirement income made
possible, or will they be tempered to reduced current in-
come? If the latter, what assumptions will be made as to
the amount and depletion rate of savings and other re-
sources? Or should tge standard for the retired worker and
his family reflect rather the idea of modest but adequate
living prevailing among those still working full time, with
appropriate adjustments—such as altering outlays related
to employment to take account of lower transportation and
clothing costs, as well as those more strictly termed occu-
pational expenses, and deleting those incurred for raising
children?

The BLS Budget should receive sustained attention and—
where necessary—criticism intended to arrive at the most
accurate, acceptable standards possible for moderate con-
sumer requirements of the elderly.”

In addition, the use of consumer price indexes as a meas-
ure of need for adjustment and amount of adjustment in
retirement benefits should also receive careful attention.®

II. UNIQUE PROBLEMS OF THE ELDERLY CONSUMER

Rising costs of health care are discussed elsewhere in this report, as
are other cost increases that have their impact upon the budgets of
elderly consumers. Cost increases, however, are not the only problems
faced by retirees with fixed incomes. Some difficulties arise simply

because of advancing years and the place of the elderly in today’s
society. .
A. “SuscepriBiLiTy’”’ Takes Its ToLL

This committee has already given much attention to frauds and
misrepresentations affecting the elderly ° and seven Federal agencies
are now working toward a report to study the reasons for susceptibility

1 The Subecommittee on Consumer Interests of the Eiderly of the U.8. Senate Special Committee on
Aging, has tentatively scheduled a hearingon «Consumer Aspects of the Economics of Aging” on June 8,
1969, at the University of Michigan Conference mentioned in footnote 1. The BLS Budget is among the
subjects under consideration for that hearing.

s Use of the Consumer Price Index is an issue in a suit filed on Jan. 16, 1969, against the California State
Social Welfare Director. State law requires an annual increase based on the Federal cost-of-living index.
Last year, the State dropped the cost of medical care from the index on the theory that welfare reciplients
do not have to meet medical expenses since they are eligible for Medi-Cal (the State’s Medicaid program).
Part of the issue revolves around the question of whether Medi-Cal meets all medical needs. .

% Frauds and quackery affecting the older citizen: Pt.1. Washington, D.C., Jan. 15,1963: Pt. 2. Washing-
ton, D.C., Jan. 16, 1963; Pt. 3. Washington, D.C., Jan, 17 1963.

Health frauds and quackery: Pt. 1. San Trancisco, Calif., Jan. 13, 1964; gt. 2. Washington, DC., Mar. §,
1964; pt. 3. Washington, D.C., Mar. 10, 1964; pt. 4(a). Washington, D.C., Apr. 6, 1984 (eye care); pt. 4(b).
Washington, D.C., Apr. 6, 1964 (eye care).

Interstate mail-order land sales: Pt. 1. Washington, D.C., May 18, 1964; pt. 2. Washington, D.C., May 19,
1964; pt. 3. Washington, D.C., May 20, 1964.

Preneed burisl service: Washington, D.C., May 19, 1964.

Decsptive and misleading practices in sale of health insurance: Washington, D.C., May 4, 1964.
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to quackery and worthless “‘health products.” The survey is expected
to yield new information about the elderly, as well as consumers in
other age groups. Whatever the survey findings are, it is to be remem-
bered—as pointed out in a recent article by Research Psychiatrist
and Gerontologist Robert Butler, that many influences cause vul-
nerability among large numbers of the elderly. He observed: 1°

It is not age alone that makes certain older consumers
susceptible to medical quackery and other fraudulent prac-
tices. People do not automatically lose their intelligence with
age. A variety of factors influence susceptibility, including
past history, current medical status, presence of organic brain
damage, loneliness, grief and depression, fear of aging and
death, pain and anxiety, educational level and cultural
characteristics, poverty, and lifelong relationships with
physicians.

Reports from the Federal Trade Commission " and from the U.S.
Postal Inspector 2 for 1968 confirm that susceptibility takes its toll.
The Postal Inspector, for example, said that the “soaring cost of

medical care” is but one of the reasons that the elderly fall prey to
the medical quack. He added:

By their nature, medical frauds probably affect the elderly
more than any other segment of our populace, and postal in-
spectors completed 244 investigations in this area during
Fiscal Year 1968. '

Among the examples of effective prosecution:

—A New York City practitioner who collected more than $1.3
million from low-income and welfare families by advertising the
services of a spurious “medical” clinic on radio, telephone,
direct mail, and in newspapers.

—A Texas mail order testing laboratory that collected $10 each
for more than 15,000 mail order “tests” for cancer.

Both the postal inspector and the Federal Trade Commission gave
examples of other schemes with special appeal to the elderly. FTC
C}hairman Paul Rand Dixon provided this information about one area
of concern:

The regulation of insurance lies principally with the States.
Nevertheless the Commission has continued to receive nu-
merous complaints involving insurance matters. Many came
from the elderly. They generally related to dissatisfaction
with cancellations or settlements under health, life, and auto-
mobile policies rather than mail-order insurance promotions
into States where such companies were not licensed and reg-
ulated as was the prior case. Perhaps this was due to the
Commission’s drive against these latter promotions and its
issuance of the public bulletin warning of “Pitfalls to Watch
for in Mail Order Insurance Policies.” Because of the nature
generally of the more recent complaints it has been neces-

10“Why are Older Consumers so Susceptible,” by Robert N. Butler, M.D., Geriatries, vol. 23, pp. 83-88,
‘ecember 1968. :

1 See app. 1, p. 133.
* 8ee app. 1, p. 144,
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sary for the Commission to explain to the complainants that
these were matters which were subject from a regulatory
standpoint to consideration by State insurance authorities.
The Commission is cooperating with the Department of
Transportation in the investigation of certain phases of the
automobile insurance industry which the Congress authorized -
that Department to make.

B. ELpERLY SHoPPERS IN Low-INcoME URBAN AREAS

Testimony taken at hearings on the model cities program ® indi-
cates that a large number of single elderly persons live in central urban
neighborhoods. They therefore share in consumer difficulties encoun-
tered by all in such areas. Such problems received considerable atten-
tion in 1968 from the Federal Trade Commission * and from the U.S.
Senate Committee on Government Operations. The committee’s re-
port s dealt only with findings from Washington, D.C., New York,
and St. Louis; but it apparently concurred generally with the theme
that the “poor pay more.”

The growing awareness of difficulties encountered by
elderly and others in low-income areas should lead to more
intensive scrutiny of such problems as: effect of shutdowns
of retail stores on elderly shoppers, especially those
whose mobility is limnited; usefulness of the food stamps
program for the elderly in such areas; experiments in
making shopping facilities more readily accessible; and
the need for additional information for individual shoppers
and government officials responsible for consumer
protection.

C. NuTrRITION AND MEAL PATTERNS

Independence is highly prized among the elderly as among all
age groups in this Nation. But, as family patterns change and as more
and more elderly persons find that “independence’” sometimes means
isolation even the daily provision of sustenance itself can become
difficult to the point of producing discouragement and even passiveness
about meals and their preparation.

The problem is by no means limited to the homebound or to low-
income individuals. The Chicago Commission for Senior Citizens gave
recently this poignant summary of the problem:

The experience of agencies providing group or individual
services for the elderly in a large urban center such as Chicago
substantiates the proposition that poor nutrition is a common
denominator for many older persons in our society. Inade-
quate income, isolation, widowhood, lack of dental care,
misconceptions about foods or diminished activities are only
some of the frequently identified causes of the poor eating
habits of the elderly.

13 Usefulness of the model cities program to the elderly: Pt. 1. Washington, D.C., July 23, 1968; pt. 2.
Seattle, Wash., Oct. 14, 1968; pt. 3. Ogden, Utah, Oct. 24, 1968; pt. 4. Syracuse, N.Y., Dec. 9, 1968; pt. 5.
Atlanta, Ga., Dec. 11, 1968. :

14 The Federal Trade Commission conducted public hearings on National Consumer Protection on
Nov. 16 to explore problems encountered by low-income consumers. An FTC statement which appears
in appendix 1 reports: ‘“The data and views received were under intense study at year’s end.”’

15'“‘Consumer Problems of the Poor: Supermarket Operations in Low-Income Areas and the Federal
Response,” Thirty-eighth Report by the Committee on Government Operations, Aug. 7, 1968.
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Clearly, many of the questions suggested above cannot be answered
until more hard facts become available. A successful attack on the
social and personal problems underlying inadequate, poor diets
among older people must be based upon objective data and informed
insights. For this reason, the Administration on Aging is acting on a
“first priority” basis to make title IV (Research and Demonstration)
funds available for projects related to nutrition and meal patterns.

“These projects,” says the AoA report. on the program,”® “attack
such problems as loneliness, inability to market and prepare meals on
the part of the homebound, lack of motivation for eating, and in-
adequate knowledge of food purchasing and meal preparation.”

More than $2 million has been made available for 29 nutrition
grants, including three in rural areas.

The meal service and nutrition projects sponsored by AoA
funds can be significant in terms of information gathered,
people served, and the channels they open to other services
needed by the elderly. These projects should receive careful
evaluation by the AoA, other governmental agencies, and
appropriate congressional units.’’

D. AuromoBILE INSURANCE AND THE ELDERLY

Automobile insurance coverage is of special importance to older
Americans because public transportation services in many urban and
rural areas are unavailable, costly, or inconvenient. But the fear of
losing that coverage is apparently widespread, as indicated by Execu-
tive Director Willilam R. Hutton of the National Council of Senior
Citizens in a report to this committee:

Millions of elderly drivers live in fear of losing their car
insurance. They are entitled to definite and specific legal
guarantees as their right: :

e To renew where a company arbitrarily refuses to renew '

although it has not cancelled a policy.

e To buy insurance without regard to arbitrary and
capricious rules (such as blacklisting in the case of an
applicant rejected -by another car insurance firm).

e To rules that define faulty driving when this is alleged
as a reason for cancelling car insurance. The rules should
say what constitutes faulty driving.

e To an easy and inexpensive appeal process to insure the
right of elderly with good driving records to keep their
car insurance.

Similar concern was expressed to this committee by the National
Retired Teachers Association—American Association of Retired
Persons. Summarizing replies from 4,154 individuals who responded
to an “Auto Insurance Questionnaire” printed in NRTA-AARP
publications, Legislative Representative Ernest Giddings reported
the following: .

18 See app. 1, pp. 126-127, for details.
17 Senator Frank Church, chairman of the Subcommittes on Consumer Interests of the Elderly, U.S.

Senate Special Committee on Aging, announced early in 1969 that the subcommittee will give intensive
attention to the AoA projects as an important component of a study on nutrition and the elderly.
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1. Experience with auto insurance in 1967 and/or 1968:

A, Satisfactory o oo o ccammmemmmmemoo—mmmmo—mmmooommmmoos 2, 360
B, Unsatisfactory. oo cocoooommmcmommmem oo oo 1,794
2. Treatment reported by the 1,794 whose experience was unsatisfactory:
A. Cancellations. _ . oo comommmmmmm—mmmomomo oo 606
B. Non-renewals_ __ oocooooomcamccmmmmmcemooommsmomo oo 795
C. Transfers to assigned risk plans__ - —--cco—vovmmoonmmm- 924
D. Refusal of coverage. .- c-meccoommm--oomommmmoomoomom 404
E. Policy limit reduetions. .. - --ommooommomooommm o 773
3. Reasons given:
R PR EEEE S 1,134
B. Frequency of accidents. - - - o-cvocoomnmmomoom oo o 187
C. Other- . oo ccmomommmmemmmmmmmmmmmmmm—me—-==sseo—sosss 251

It appears from this sampling that a substantial number of older
drivers believe that age is the major reason for insurance company
decisions about reduction or cancellation of coverage.

The Older Driver in Perspective—Sherman G. Finesilver, District
Court Judge in Denver, Colo. and a member of the Law College
faculty at the University of Denver, is working with the Administra-
tion on Aging funds on a stud of the licensing, accident involvement,
and insurability of the older driver. Among the tentative conclusions
he forwarded to this committee in 1968 '® were the following:

—Although there are obvious problems in underwriting the senior
driver, such as declining health and slowing reflexes, these seem
to be outweighed by other factors which tend to make him a
more desirable risk. Older drivers tend to limit their driving,
put few miles on their cars. They are not nearly as likely to be
driving in the more hazardous time periods—night time, rush hour
weekends, bad weather, etc. Generally speaking, older drivers
do not have to drive at any particular time. They can drive
when they please. Older drivers tend to drive conservative cars
in A—1 condition.

— Perhaps the greatest need for the senior driver is public aware-
ness of his capabilities and a demand for greater research on the
subjects. The results so far produced would seem to indicate
that future research would be generally an acceptable and worth-
while risk for the insurance industry.

—Judge Finesilver also cited indivigual State studies indicating
that senior drivers have a lower accident involvement than other
age groups.

Considerable attention to automobile coverage problems of older
drivers was given by the Anti-Trust and Monopoly Subcommittee of
the Senate %udiciary Committee during its 1968 hearings on auto-
mobile insurance rates.'®

III. HEARING AIDS, HEARING LOSS, AND THE OLDER
AMERICAN

For its major project in 1968, the Subcommittee on Consumer
Interests began the study identified above. The fundamental question

13 A more complete report, The Older Driver: A Statistical Evaluation of Licensing and Accident Involve-
ment in 30 States was issued by Judge Finesilver in January 1969. It reports that accident involvement
by the elderly is far less frejuent than commonly assumed. Similar conclusions were reached by the National
Safety Council in *“Research Report: An Investigation of the Problems and Opinions of Aged Drivers.”
Report No. 5168, December 1968.

1 Senator Harrison A. Williams of New Jersey in a statement to the U.S. Senate Antitrust Subcommittee
on July 24, declared that many difficulties with automobile insurance coverage “gpring from certain highly
questionable attitudes about aging and the aged in this nation. Those attitudes should be challenged at
every opportunity.” .
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before the subcommittee, as expressed by Chairman Frank Church,
was:

What more should be done in this Nation to help older
Americans—those most vulnerable to deafness amf near-
deafness—to save themselves from the isolation, demoraliza-
tion, and hazards that occur when hearing deterioration be-
comes severe?

Senator Church also said that the subcommittee inquiry will focus
primarily on the following areas: 2°

(1) What more can be done to improve delivery of serv-
ices needed by the elderly and others who suffer from hearing
loss? Experiments and research now being conducted by the
Public Health Service indicate a need for using all available
resources—and perhaps some new ones—if we are really
serious about overcoming the fundamental deficiencies in
our present testing and service resources.

(2) We should recognize the fact that the elderly are prime
victims for the minority of unscrupulous, fast-moving sales-
men who are apparently still very active. I want to make it
clear that it is not the prime purpose of this subcommittee
to investigate scattered complaints about sharp practices.
And yet we cannot ignore evidence of widespread door-to-
door activity by salesmen who obviously ignore all standards
sought by responsible organizations and individuals.

* * * * *® * *

Once again, we must ask ourselves: If present services are
dismally inadequate for the present population of people in or
near retirement, what will the situation be as the number of
older persons increases every year, particularly if hearing
disorders increase, too?

(4) What kind of consumer -education will be helpful to
individuals of all ages in need of facts about hearing aids and
hearing services? As already noted, hundreds of hearing
aid models are available from a wide variety of sources, and
the advertising for many of those products is quite often
hazy on essential details. In addition, there seems to be a
built-in resistance on the part of many persons to any
thought of correcting hearing loss. We need new ideas about
consumer education. I am sure this hearing will produce
some of these ideas.

The subcommittee study was to continue in 1969, but several
points emphatically made at the opening hearing can be discussed in
this brief interim report: , :

—Hearing loss in the upper age ranges appear to have increased

within recent years.? Eighty percent of all adults with bilateral
hearing loss are 45 years or over, and 55 percent are 65 years or
older.? .
2 ‘“‘Hearing Loss, Hearing Aids, and the Elderly,” a hearing by the Subcommittee on Consumer Interests
of the Elderly, U.S. Senate Special Committee on Aging, July 18-19, Washington, D.C.

21 Tbid. p. 5, Testimony by Surgeon General William Stewart.
2 Ibjd. p. 15, Testimony by Dr. Joseph Stewart, Consultant to Public Health Service.
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—The major problem in achieving a preferred system of hearing
. aid selection on the basis of competent professional advice is the
shortage of adequately trained persons to provide the service.?

—Criticism of the industry and the dealer system, itself, orginate
from the actions of a relatively small population of the manufac-
turers and dealers.?

—Some 300 models of hearing aids are on the market and one study
shows that they range in price from as low as about $100 to a
high of almost $400.%

_ The initial cost of the hearing aid does not represent the entire
expenditure to be expected. In addition to routine maintenance
and repair, there is rapid depreciation on the instrument; we
have no figures to contradict the generally accepted average life
figure of a hearing aid of 3 years. . . . Batteries, of course, are
a continual expense as well.” *

Representatives of hearing aid manufacturers and dealers asso-
ciations appeared and discussed standards of ethical performance
and overall organization. of the industry. A representative of Con-
sumers Union asked for public announcements by the Veterans’
Administration of findings from tests conducted for the VA on hearing
aid performance.”

U.S. Surgeon General William H. Stewart provided the subcom-
mittee with an outline of public policy issues involved in the study
when he gave the following list of several ideas now in the discussion
stage in the Public Health Service: **

1. The drafting and promulgation of model State laws covering
the dispensing of hearing aids.

2. The establishment of an ongoing program for the testing of
hearing aids and audiometers and the publication of the results of
such tests.

3. Comprehensive, long-range planning for noise control.

4. Short-term training courses for commercial dispensers of
hearing aids.

5. The determination of the most effective system for the orga-
nization and delivery of hearing services.

IV. INFORMATION FOR THE ELDERLY CONSUMER

_Through the Administration on Aging Food Service and Nutrition
programs mentioned earlier in this chapter, elderly persons in many
communities are receiving practical information on consumer matters.

Another AoA project during 1968 was the publication of a 16-panel,
folding wallet card called ‘“Consumer Guide for Older People.” * More
than a half million guides were distributed in response to requests
within 2 months; and a third printing of 250,000 was ordered. The
AoA also published a 28-page booklet called ‘“The Fitness Challenge
in the Later Years”, which presents three levels of exercises intended to

% Ibid. p. 17, Testimony by Dr. Joseph Stewart.

A“ Ibi%p. 144, Testimony by Kenneth Johnson, executive director. American Speech and Hearing
ssociation.

25 Ibid. p. 16, Testimony of Dr. Joseph Stewart, citing a 1966 survey by Consumers Union.

26 Tbid. p. 16, Testimony by Dr. Joseph Stewart.

27 Thid. pp. 119-138, Testimony by Colston E. Worne, president, Consumers Unijon of the United States.

28 Ibid. p. 6-7, Testimony of Surgeon General William Stewart

20 8ingle copies may be obtained from the Administration on Aglng, 330 Independence Ave. 8W., Wash-
ington, D.C. 20201.
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help older people begin an exercise program at the level suited to their
physical fitness.3?

Project Moneywise—Senior: This is a consumer education program
launched in Aprl 1968 by the Social Security Administration Bureau of
Federal Credit Unions in conjunction with the AoA. The basic objec-
tive is to train small groups og elderly individuals to conduct education
programs among their friends and neighbors on such matters as: how
to prepare a budget, good buying habits, identification of deceptive
practices, and group efforts to combat financial problems. Regional
staffs of the Department of Health, Education, and Welfare were at
work during 1968 with State offices on aging to arrange for training
programs. In the latter part of the year, several 1-day consumer educa-
tion programs were given in several cities. The first full-scale Project
Moneywise—Senior was scheduled in Hawaii for early 1969.3

Office of Education Survey: The U.S. Office of Education announced
late in 1968 that it is conducting a nationwide survey of consumer
. education programs. Commissioner Harold Howe II sajd that modifi-
cations .in existing educational resources may result from the study.

" He added:

Those in greatest need of consumer education are indi-
viduals and families with limited incomes, the elderly, and
a great number of middle-class working people who find it
digculb to maintain a decent standard of living or meet unfore-
seen emergencies with average incomes.
3 For information on AoA activities, see app. 1, p. 131.
3L For additional information, write to Project Moneywise~Senior, Office of State and Community

Services, Administration on Aging, Social and Rehabilitation Service, U.s. Department of Health, Educa-
tion, and Welfare, Washington, D.C. 20201.



CHAPTER 1V

TOWARD MORE AND BETTER HOUSING

The Housing and Urban Development Act of 1968—most com-
prehensive and potentially far-reaching housing legislation ever
enacted into law—set new national goals that could be of direct
usefulness to millions of elderly Americans for years to come.

Passage of the act, together with widespread planning for model
cities! and the successful implementation of several innovations
related to housing, made 1968 a notable year of achievement.

I. EXISTING PROGRAMS

Under programs administered by the Department of Housing and
Urban Deve%orpment, cumulative commitments through September
1968 increased to about 260,000 units for the elderly under several
programs: 2 :

—Low-rent Public Housing continued to be the largest program,

accounting for nearly 174,000 dwellings.

—The FHA housing for the elderly program had made commitments

for nearly 43,500 units.
—Direct loans for the lower middle-income groups accounted for
41,600. ,

—FHA’s 221(d)(3) market .interest rate program—combined
with formal rent supplement reservations or contracts provided
about 2,000 of the 260,000.

In terms of units placed under construction, the cumulative total
was nearly 194,000.

. Mrs. Marie C. McGuire, Assistant for Problems of the Elderly and
Handicapped at HUD, earlier summed up ? the situation as it stood
at the end of the 1968 fiscal year:

Completed units among these programs as of the end of
fiscal 1968 amounted to nearly 140,000, with over 80,000
completed under our low-rent program. It is estimated, that
these completed dwelling units provide good housing—
specially designed—for approximately 190,000 senior citizens.
It is important to note that our low-rent program, of course,
provides decent housing for low-income senior citizens in its
regular housing, too; and altogether it is estimated that
340,000 elderly persons were living in public housing as of
the end of June 1968.

1 See ch. 10, pp. 91-98 for discussion of the model citles program.
2See app. I, p. 179, for report from HUD on programs, including tables showing State-
by-State project grants.
21In a speech given October 31, 1968, at the 21st Annual Meeting of the Gerontological
Soctety, Denver, Colo.
(47)
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Sizable as the accomplishments are, Mrs. McGuire added:

Yet, given the huge size of the need and potential market,
wein HUD are not satisfied and recognize that all of ushave a
great challenge ahead if the needs for our senior citizens for
better housing are to be met. :

Congregate housing needs.—Many elderly persons, though capable
of meeting most of their needs, may require some help in preparing
meals, caring for living quarters, and for minor services. They are
almost independent, but not quite. HUD is experimenting with
several approaches for the provision of practical help in such cases,
but present law does not permit the use of Federal annual contribu-
tions in one essential area: to cover deficits in food service operations
for tenants in public housing. Attempts to involve outside agencies
have not %eneral]y been fruitful.

“Tf local authorities were authorized to cover such deficits,” said
Mrs. McGuire, “I am quite convinced that the congregate program
would move forward very rapidly.”

With additional adaptations, Mrs. McGuire added, existing public
housing programs coqu be made to provide for other congregate
housing needs.

Innovations underway or contemplated.—HUD is experimenting with
pilot projects or speclally designed programs that could have far-
reaching effects in providing suitable slll)elter and services to the elderly.
Among them:

—A¢t Glendale Terrace in Toledo, Ohio, nonpsychotic elderly per-
sons—released from the Toledo State Mental Hospital—live
among other senior citizens. The provision of certain services and
facilities has made possible their return to the community.

—With the help of the Department of Agriculture, HUD is studying
possible development of housing for the elderly in rural non-farm
areas using HUD programs where feasible.

—Studies of the European “day hospital” is underway. Similar
to some community centers in this Nation, the “day hospital”’
usually includes more services, staff, and equipment.*

—Alternatives to ‘“‘single occupancy room’—or skid row quarters—
are recognized as areas for study.

—“Scattered site’” projects—providing low-cost apartments for
the elderly—were under construction in California and Massa-

chusetts.
II. THE 1968 HOUSING ACT

Once again, the Congress—in passing the 1968 Housing Act—
declared that enjoyment of “a decent home and suitable living environ-
ment for every American family” is & major national goal. Further-
more,

“The Congress . . . declares that ‘the programs authorized by
this act are designed to give the highest priority toward meeting the
housing needs of those for which the national goal has not yet become
a reality.’ ”’ ®

¢ For additional discussion of ‘‘day hospitals,” see g 31, “Usefulness of the Model Cities Program to the
L)

Elderly,” Washington, D.C., July 23, 1968, hearing before the U.S. Senate Special Committee on Aging.
5 P. 6, Rept. No. 1123, U.S. S8enate Committee on Banking and Currency, May 15, 1968.
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Among the programs authorized by the law are several of direct
meaning and prospective helpfulness to the elderly. Here is a brief
summary:®

236 PROGRAM: Is intended to open new opportunities for
developing rental and cooperative housing for the elderly
at low cost. The relationship of this new program to existing
ones—and its potential importance to the elderly—are
expressed in this excerpt from the Senate Banking and
Currency Report on the Housing Act: :

“The 221(d)(3) program, has been successful in providing
much-needed rental and cooperative housing for these
families. However, it, too, has the limitation, as does the
221(h) program of homeownership for low-income. families,
of depending on direct Federal lending from the special
assistance funds of FNMA to support its 3 percent mort-
gages. The limited availability of these funds will not permit
the production of the large volume of rental and cooperative
housing for lower income families needed to meet the goals
contemplated by this bill. It is therefore necessary to obtain
financing from the private mortgage market. This would be
done under the new section 236. ,

“The new 236 program is intended to replace the 221(d) (3)

BMIR program, as well as the program of direct 3-percent
loans for the elderly and the handicapped authorized under
section 202 of the Housing Act of 1959, but only after the new
p:i(()igrggz 18 fully operational and adeguately funded. (Emphasis °
added.
“It will be better able to serve lower income tenants be-
cause the rents attainable under it will be lower than those
possible under the other two programs. This is possible be-
cause the mortgagor could make monthly payments for
principal and interest under the mortgage as if it bore an
mterest rate of 1 percent. The difference between this amount
and the monthly payment due under the mortgage, which
will bear & market interest rate, for principal, interest, and
mortgage insurance premium will be paid to the mortgagee
on behalf of the mortgagor by the Federal Government.”’

. The word of caution about maintenance of the 202 pro}g]'ram is
noteworthy, particularly in light of reports early in 1969 that the
traélsfer could cause problems for nonprofit sponsors of housing
under 202,

SECTION 235: Is a mortgage subsidy program which can
promote homeownership for the elderly, as well as for
younger persons.

PUBLIC HOUSING: Authorization of funds for low-rent
housing was increased, and HUD also was authorized to make
grants to local housing authorities to improve management
procedures and to provide new services such as counseling on
household management, housekeeping, budgeting, and social,
health, and other community services. Unfortinately, no

¢ For additional details, see HUD report, spp. 1, p. 179.
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funds were appropriated to make it possible for this new
program to begin during this fiscal year.

PRECONSTRUCTION LOANS: Permit HUD to make
interest-free loans of up to 80 percent of such costs to non-
profit sponsors under various programs including:

202 DIRECT LOANS: Now permits loans to limited profit
sponsors for the first time. Only nonprofit sponsors, coopera-
tives, and certain public agencies had previously been
eligible.

HOME REHABILITATION—LOANS AND GRANTS:
Now available in areas other than urban renewal and con-
centrated code enforcement areas under certain conditions.
Maximum grants have been increased from $1,500 to $3,000.

RELOCATION PAYMENTS: Additional relocation pay-
ments to assist families of all ages and elderly single persons
were authorized. Maximum payments were raised, and may
be paid over a 2-year periodp instead of five months. A new

rogram of payments of up to $5,000 was authorized for
gisplaced owner-occupants of residential property to
enable them to purchase replacement dwellings.

II. ARCHITECTURAL BARRIERS

On June 3, 1968, President Johnson transmitted to Congress the
report of the National Commission on Architectural Barriers to
Rehabilitation of the Handicapped.” The report, the product of 2
years of work by the Commission, reflects throughout a realization
that the aged constitute a sizable proportion of Americans whose ac-
cessibility to public buildings is restricted due to physical incapacity.

In his letter, the President commented:

* * * * * * *

In the next 30 years, more buildings will be constructed in
this country than have been built in the past 200 years. And
as we go about this tremendous task, we must make sure that
the needs of the handicapped are not overlooked.

In his letter transmitting the report to the President, Secretary
Wilbur J. Cohen of the Department of Health, Education, and
Welfare had stated:

The Commission’s findings and proposals are based upon
special studies and surveys, testimony E‘om many groups and
individuals, and site visits by the Commission to several
communities in different parts of the country.

They found that about one out of every 10 Americans is
in some way physically handicapped. These include . . .
millions of older citizens with impairments of age . . ..

They found that in almost all communities, virtually all of
the buildings and facilities most commonly used by the public
have features that bar the handicapped
* * * * * * *

7 House Document No. 324, 80th Cong., sscond sess. (June 3, 1968).
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They found that with relatively little cost and no loss of
beauty or function most new buildings and many existing
structures and facilities can be made usable by disabled
people.

Of the recommendations in the report, the Commission designated
six as “priorities for action,” as follows: .

1. Enactment of Federal legislation requiring that all new
public buildings and facilities which are intended for use by the
public must be designed to accommodate the elderly and the
handicapped if any Kederal funds are used in their construction.

2. Issuance of an Executive order to apply accessibility
standards to new construction and directing all Federal agencies
to plan and budget for feasible changes in their existing buildings
and facilities.

3. Enactment or revision of State legislation to require that
State and local buildings constructed with public funds meet
accessibility standards and to include strong enforcement
provisions.

4. Revision of all building codes so that industries, shops, and
other privately owned structures used by the public will be
built for accessibility in the future and so that, when existing
buildings are renovated, feasible improvements in accessibility
will be made. ‘

5. Assignment of responsibility and resources to specific units
of Federal, State, and local governments to administer the
accessibility legislation, to conduct and/or support research and
demonstrations, and to work with voluntary, professional,
business and industrial organizations to the end that all buildings
and facilities used by the people of every community will be
readily accessible to elderly and handicapped people. '

6. Expansion of public and privately supported education and
information programs so that no longer, merely through thought-
lessness, will millions of citizens be unable to use buildings, parks,
and other facilities. _

Even before the report was received, Congress had made substan-
tial progress in accomplishing the purpose of the first of these recom-
mendations. Early in 1967, companion bills to that effect. had been
introduced by Senator E. L. Bartlett (Alaska) and Congressman
Charles E. Bennett (Fla.), among others. The Bartlett bill, S. 222,
was reported and passed the Senate during August 1967. After the
report was received, the bill passed the House, amended, on June 17 ,
1968. When Senate and House differences were resolved by a confer-
ence committee, the bill was given final approval by both houses late
in July 1968, and the President signed it on August 12, 1968, as
Public Law 90-480.

This act applies to buildings which are to be—

(1) Constructed or altered by or on behalf of the United States;

(2) Leased in whole or in part by the United States after con.
struction or alteration in accordance with plans and specifications
of the United States; and

(3) Financed in whole or in part by a grant or a loan made
by the United States, if the building or facility is subject to
standards for design, construction, or alteration issued under
authority of the law authorizing the grant or loan.
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It authorizes the Administrator of General Services to prescribe
standards for the design, construction, and alteration of these build-
ings to insure that the physically handicapped will have ready access
to, and use of them, and requires that buildings designed, constructed,
or altered after the effective date of a standard applicable to such
building be designed, constructed, or altered in accordance with the
standard-. )

The act also provides that the Secretary of HUD, in consultation
with the Secretary of HEW, is authorized to prescribe such standards
for the design, construction, and alteration of buildings which are
residential structures subject to the act, as may be necessary to insure
that physically handicapped persons will have ready access to, and
use of, such buildings.

Regulations imp%ementing the Act are being developed at the
present time.



CHAPTER V

THE INSTITUTIONALIZED ELDERLY :
LONG-TERM CARE AND OTHER NEEDS

“Most of all, I want to keep my independence.”

Anyone who speaks to older persons at some length may be im-
pressed and perhaps moved by the frequency with which the above
statement.is made.-

But in a nation where the aged elderly are increasing, and in which
the number of single elderly persons—especially widows—is markedly
on the increase, “independence” is often not easily maintainable.

A mark of the success or failure of our society, therefore, will be
the ingenuity displayed in providing new environments in which
dependency 1is served while independence of spirit and—as far as
possible—physical mobility and comfort are maintained.

For elderly Americans, the transition from independence to insti-
tutionalization can be more than bearable; it Iay even be a meaning-
ful fruition to life if the cost of careis within financial reach, surround-
ings are interesting, discomfort from illness either nonexistent or
under control, and the management enlightened and efficient.

For many other Americans, however, “institutionalization” can
mean that one way of life is wrenched from them while another, far
less satisfactory mode of life, is substituted. Whether the institution
be a nursing home, a custodial care home, or a hospital for the mentally
ill, independence has been lost and an imperfect substitute has been

provided.!
I. THE NURSING HOME ?

Efforts were underway in 1968 to raise standards in nursing homes
recelving payments through the medicaid program.

One provision of the Social Security Amendments of 1967 called
for higher standards applicable to title XIX patients in skilled nursing
homes. At the end of 1968, however, Federal regulations had not yet
been formally announced.? .

Developments in licensing: The 1967 amendments also established a
National Advisory Council on Nursing Home Administration and
charged that Council with the responsibility of developing guidelines
for State licénsing of nursing home administrators.

The Council conducted four public hearings during 1968 and heard
from nursing home patients, newspaper editors, sons and daughters

1 Surveys genefall agree that about § percen;‘. of the 85+ population of this Nation are institutionalized.
A recent survey indicated, however, that as many as 15 percent of the elderly may be in need of special
services for the homebound. “Old People in Three Industrial Societies,” by Ethel Shanas, Peter Town-
send, Dorothy Wedderburn, Henning Frii:, Poul Milho;, and Jan Stehouver.

? Acknowledging that solid statistics on nursing homes care are Sparse, a Public Health Service brochure
(“Nursing Home Utilization and Costs in Selected States,” PHS Publication 846-8 No. 8, March 1968)
provided the following data: “the number of nursing homes rose from 6,539 in 1054, to 11,081 in 1965;
expenditures for nursing home care rose from $142 million in 1950 to $1.3 billion in 1965”’; and, in the same
period, *public expenditures increased seventeenfold from $30 million to $510 million.”

3 The new standards were included in legislation advanced by Senator Frank E. Moss of Utah as a result

of hearings conducted by the Subcommittee on Long-Term Care, U.S. Senate Special Committee on
_Aging. See *“Developments in Aging, 1867,” Pp. 84-89.
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of nursing home patients, nursing home administrators, educators
and others. The American Nursing Home Association stressed its
support “of action and action programs designed to improve the
nursing home field, to professionalize its leadership, and to increase
the quality of care offered to the older American.”

A representative of the American Association of Homes for the
Aged described licensure as “a step in the development of a profession,”

and added:

Licensing will not be an end in itself, nor a cure-all for our
problems. We will need a commitment for professional educa-
tion, a commitment backed with support for training. We
will need to find ways to bring the nursing home, as a system
for the delivery of services, into the broader health care
spectrum. Rather than something to be feared, we should
look upon licensing as an opportunity to coalesce independent
and sometimes divergent trends in our field.

Advisory Council Chairman Harold Baumgarten, who is an associate
professor of administrative medicine at Columbia University, has
made a report to this committee summing up the significance of the
hearing. His statement says in part:

The first and most obvious thread woven into the fabric of
the testimony was a plea, a strong plea, to do all in our power
to make sure that nursing home administration is warm,
human, responsive, and protective and not an efficient sharply
defined science. My comment to you is that we must be ever
aware of this essential humanistic approach to the care of the
ill and elderly. We must not be so demanding of the system
as to eliminate flexibility nor so precise in our measurements
as to inhibit our ability to adjust the level and intensity of care.
We should explore ways of permitting the institution and the
program of care to adjust to the needs of the patients as
opposed to forcing the patients to make difficult and often
painful adjustments.

A second major emphasis, which appeared throughout the
testimony, was an enthusiastic acceptance of administrator
licensure. This acceptance was coupled with a strong appeal
to equated, demonstrated, and tested ability with the placing
of equivalent responsibility. We were made to believe that
there is a desire to be measured, to be educated, and to be
qualified as professional individuals, following which the
administrators would like to have the opportunity to ex-
ercise judgment and assume authority over their facilities.
The limiting and discouraging factors identified to us were;
first, the inept use of power by ill-informed institutional
licensing agencies and their frequently inadequate inspectors,
and, second, the power of owner-investors to exert influence
over the home’s operation. I suggest that we may need major
changes in legislation at the State level and guidelines at the
Federal level to clearly spell out the authority and responsi-
bilities of the licensed and qualified nursing home
administrator.
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Dr. Baumgarten also saw a major need for widespread education
of personnel who work in long-term-care institutions:

It is my opinion that the lack of educational opportunities
is alarming and the fragmented, disoriented, uncoordinated
federally sponsored efforts are of such limited value as to be
virtually ineffective. It is obvious that research, demonstra-
tion, and experimentation in the care of the elderly patient
is severely limited, which of course limits the available body
of knowledge for use by those of us who seek to teach in this
important area.

II. OTHER FORMS OF CARE

The imposition of an “intermediate care” category of nursing
home care * has raised questions about alternatives to skilled nursing
home care. Advocates of this new form of federally supported care
for the elderly say that it will be less costly and more appropriate
than skilled nursing home care. Opponents say that it will cause
“fragmentation” of care, and needless shifting from one institution— -.
or wing of an institution—to others.

Considerable attention must be paid in ‘the near future to other
issues relating to categories of long-term care, and new ways must be
found to relate such care more directly to existing or new health
resources.’ o ' ' ,

Some basis for the statement made above can be found in a state-
ment made by Mark Berke and Harry Weinstein of the Mount Zion
Hospital, San Francisco, at a recent hearing.® They argued that overall
health costs could be reduced only if high-cost hospitalization is re-
duced. To achieve this, coordination of many different kinds of
facilities, including nursing homes and other kinds of homes for the
aged, would be essential: '

The practices which have the greatest potential for reduc-
ing the cost of medical care also have the greatest potential
for improving the quality of care.

The cost reduction, can be achieved by utilizing the least
costly facility or service appropriate to the patient’s need
(and by preventing illness or the advance of illness or by
providing restorative services which enable the patient to
be served by a less costly facility).

The improvement in quality of care stems from developing
the full constellation of facilities necessary to supply appro-
priate care at lower cost. The overutilization of high-cost
facilities such as the acute hospital represents not only

¢ A report from the Social and Rehabilitation Service (see app. 1 for complete text) gives the following
description of the intermediate care facility established under the Social Security Amendments of 1967;
“, States may be reimbursed for care of needy Eeople in those homes under the same formula as used
for care given medicaid patients in skilled nursing homes. Intermediate care facilities are meant to serve
patients who require institutional care but do'not require hospital or skilled nursing care. Only public
assistance recipients may qualify for this facility.”

* Some idea of the complexity of a truly comprehensive extended care service can be obtained from a
study of the system now operated by the Veterans’ Administration for approximately 30,000 patients, of
which 56 percent are age 65 and aver. Categories include: intermediate care for patients who are chronically
ill and require more or less daily medical services, domiciliary care for ambulatory veterans, and restoration
center care for domiciliary eare for veterans would be expected to return to the community after rehabili-
tation. For a full report on the VA program, see app. 1, pp. 174-179. .

¢‘“Costs and Delivery of Health Services to Elderly Americans,” hearing, Los Angeles, Calif., Oct. 16,
1968, U.S. Senate Special Committee on Aging, Subcommittee on Health of the Elderly.
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wasted dollars but poor care because of the inappropriate-
ness of the facility for the patient’s need.

~ Efforts to reduce the number of individuals in need of
expensive services have been advocated by many and we do
not wish to be trite by joining sanctimoniously in such
advocacy. Nevertheless, there is no broad-based, consistent,
effective program of prevention and early diagnosis for the
aged in this country and such programs must be established
to serve the ends of lower cost and higher quality.

Tacilities which must be available in addition to the acute
hospital include:

Intensive rehabilitation unit.
Extended care facility.
Long-term care facility:

Nursing homes.

Homes for aged.
Coordinated home care.
Individual home services: that is, nurse, physical

therapist, medical doctor, etc.
Day centers:
Outpatient department.
Private office.
Substitute homes.

Multidisciplined patient care planning teams must be
involved early after hospital admission in order to shorten
hospital stays and choose the appropriate alternative to
hospitalization. Such teams can also participate in planning
which prevents hospitalization.

The greater the success we have in using appropriate
alternatives to hospitalization, the more the cost of care
per patient day in the acute hospital must go up, since only
the sickest patients requiring the most service and use of
the most elaborate ‘“hardware” will be served in such insti-
tutions.

Ultimately, then, we must arrive at a true assessment of
health costs in terms of total community expenditure per
1,000 persons over age 65. Of the two costs involved, the one
expressed by the per diem rate in the hospital must go up.
Our only hope there is to stabilize the rise; that is to diminish
the speed of rise. The other cost expressed as communal cost
can go down by coordinated community effort. The com-
munity can make certain that its dollars are effectively spent
and that it gets more for its money through avoidance of
unnecessary duplication and of overutilization of expensive
services and facilities.

III. THE ELDERLY IN MENTAL HOSPITALS

The Committee on Aging is now preparing a survey report describing
successful programs to help institutionalized “geriatric patients’”
return to the community. In addition, the committee document will
describe programs intended to prevent the need for institutionaliza-
tion. Some of the reasons for committee concern:
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—Approximately 40 percent of first mental hospital admissions are
accounted for by persons over 60 years of age.

—GQeriatric patients in mental hospitals now occu y one out of
every five hospital beds of all descriptions, for medical and
surgical illnesses, in the country.

—It has been estimated that a minimum of 8 percent of persons
over 65 in this country are severely impaired mentally.



CHAPTER VI
THE MIDDLE-AGED AND OLDER WORKER

Unless they know otherwise from personal experience, most Ameri-
cans may think of “aging” problems as something that happens to
people after they reach age 65. In terms of employment problems,
however, age often becomes a major factor to people in their fifties,
forties, or even the late thirties.

Such difficulties were examined by hearings conducted by two sub-
committees of the Special Committee on Aging during 1968. Addi-
tional insights were provided during the latter half of 1968 by the
implementation of the Age Discrimination Act of 1967.

I. STUDY AND HEARINGS ON “ADEQUACY OF SERVICES
FOR OLDER WORKERS”

Problems—but also opportunities—in employment of middle-aged
and older workers were presented and discussed at hearings on ade-
quacy of services for older workers, conducted during 1968 by the
Subcommittee on Employment and Retirement Incomes (Senator
Jennings Randolph, chairman) and the Subcommittee on Federal,
Stat()a, and Community Services (Senator Edward M. Kennedy, chair-
man).

Additional hearings are contemplated for 1969, but even in the
form of interim statements the subcommittees can point to the follow-
ing major findings from their joint study:

1. So-called older workers® face employment problems of @ magnitude
and severity worthy of more widespread understanding and action.—
Secretary Wirtz summed up the situation by saying that one out of
two jobs which become vacant is closed to all persons over 45 and
one out of eight unemployed men 45 to 64 is unemployed for 6 months
or more.? \

The overall statistical picture was given by Louis H. Ravin,
Special Assistant for Older Workers at the Department of Labor:

Mr. Chairman, in much of the discussion of age and em-
ployment the subjects of pensions and retirement for age 65
have been in the forefront. This committee’s hearings should
serve as a vigorous reminder that many men and women feel
the impact of age on their employment opportunities long
before they reach their 60’s. Their difficulties may become
acute at 40 or 50 years of age and even earlier, when retire-
ment is not a feasible alternative.

~ You have heard some statistics on middle-aged and older
workers and you will be hearing more. Statistics are useful—

t Older workers, by Department of Labor standards, are persons past age 45, For the purposes of this
cha%t5er, however, middle-aged workers are those between 45 and 55, and older workers are those above
age 55. . .

* P. 12, “Adequacy of Services for Older Workers,” hearing transcript July 24, 25, and 29, 1968.
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but statistics are not human beings. Moreover, on the subject
we are dealing with today, statistics have so far been better
at raising questions than answering them.

There are now more than 22.6 million persons between age
45 and 54 and 1714 million between 55 and 64—that is, more
than 40 million middle-aged people.

Older workers (45-) account for 30 million or almost two-
fifths of the labor force. If we wanted to avoid facing prob-
Jems—to be able to say “all’s well with the world”’—we could
be content with one or two superficial statistics: Unemploy-
ment rates were low in 1967—3.1 for all masles, and only 1.9
for men aged 45 to 54. That conceals as much as it reveals.
In fact beginning about age 45:

—labor force participation falls off;
—unemployment begins to rise;

— duration of unemployment increases; and
—poverty increases.

These trends reflect the misfortunes of only a minority,
but it is not such a small number at that. In 1967, a monthly
average of 725,000 persons 45 years and over were unem-
ployed, and their unemployment on the average was twice
as long as for those under 45. .

The proportions of the very-long-term unemployed made
up of men 45 and older has jumped despite an improved
employment situation—from 31.5 percent in 1961 to 49.2
percent in 1967. The long-term unemployed are small in
number but it is no consolation to the victims to know that
most people are better off than they.

Tn 1947, 48 percent of men 65 and over were in the labor
force; in 1967, only 26 percent. There has also been a signifi-
cant decline in participation of men 55 to 64. There are now
more than 114 million men between 55 to 64 who are not in
the labor force.

The dropout from the labor force may be accounted for in
part by early retirements. To the extent that this reflects the
retirement of men 62 to 64 under the optional provisions of
the Social Security Act, they are for the most part persons of
low income compelled to accept reduced benefits which will
continue throughout their lifetime. Such a decision is not
voluntary retirement to enjoy leisure as the fruit of long
years of work, but simply acceptance of the inevitability of
a life of poverty. .

But a job means not only income for the older person; it
is more than that—it is something to do, someplace to go,
someone to talk to.

2. Capabilities of older workers are kigh, and loss of their talents and
skills s @ loss to the Nation.—Prof. Oscar J. Kaplan of San Diego State
College testified: ?

Many studies have shown that the middle-aged worker has
character and personslity traits which make him a highly
desirable employee. He tends to be more reliablb, more

3 Ibid. pp. 54, 57, and 8.
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highly motivated, less mobile, less accident-prone, and less
likely to be absent for trivial reasons.

* * * * *

. . . mature workers, persons in the age range of 40 to
65, generally speaking, are able physically and mentally, to’
competently discharge most of the tasks that we encounter
in the work force. I draw attention to a number of very
favorable factors that have not existed in the past.

For example, technologicsl innovations now make it
possible to relieve workers of heavy demands upon physical
strength and this makes it possible for many persons who
in the past might have been ruled out of the labor force to
fill jobs which are quite stressful.

* * * x* *

Middle-aged people today are healthier than their counter-
parts in other generations, and I think we can look forward
to even greater gains along that line. :

Additional testimony concernin%work capabilities of older workers
was given by Sol Swerdloff of the Bureau of Labor Statistics: *

Some years ago, the Bureau conducted a series of studies
to explore some questions regarding the relativé job per-
formance of older workers versus workers in younger age
groups. The findings of these studies were very helpful in
destroying the myth about the widespread deterioration of
workers’ job performance with advancing age. The most
important findings which emerged from these studies,
which covered both production workers and office workers,
were: First, the differences in output per man-hour among
age groups were relatively small, and for office workers,
particularly were insignificant; second, there was considerable
variation among workers within age groups so that large pro--
‘portions of the workers in older age groups exceeded the,
average performance of younger groups; and, third, workers
in the older age groups had a steadier rate of output, with
considerably less variation from week to week, than workers
in younger age groups. Thus, arbitrary barriers to the em-
ployment of older workers which are related to the job
performance were demonstrated to be unwarranted.

Still another estimate of the value of older workers was expressed
by Miss Eleanor Fait, of the California State Employment Service:

The amount of work and the number of jobs are not a
fixed quantity. Consider the needs of the American people,
their sophisticated demands, the services they will use and
don’t get, their comfort and recreational standards, and the
amount of machinery needed to maintain these standards.
There is literally no end in sight to the services that the
American people want and will pay for.

Hugh McLeod, of the Minnesota Mining & Manufacturing Co., has
said it this way:

$Ibid P. 105.
$1bid P. 147,
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The need for people with specidlized knowledge is. so
reat that whole services businesses are growing out of it.
%)ur modern economy is so involved with mass sales, mass
service, mass _production, mass research . . . that the
exceptions provide vast opportunities for self-employment,
a changing concept which should be more attractive to

older workers.

3. Additional research is needed in many areas.—More than one
witness saw a clearcut need for new designations of age groups for
research. Louis Levine of the Institute for Research on Human Re-
sources at the University of Pennsylvania, said for example: °

Statisticians—and I spent a lifetime as a statistician on
labor force and labor market data—realize full well that
people should not be pigeonholed, but still for handling of
statistical data in some manageable fashion one does set up
classifications. This assumes homogeneity but there is no
homogeneity between the worker 45 years of age and the
worker 65 years of age. Indeed, one could almost take indi-
vidual years and set them up as categories.

At least more meaningful, 1t would seem to me, would be
to talk about the worker 45 to 54 who, for all practical pur-
poses, is identical with workers under 45 except for the prej-
udices that exist in the hiring process. Then the workers
55 through 59, who are in a gradation stage, so to speak,
approaching the ages which now are being recognized as
retirement ages with retirement income.

Then certainly a category of 60 through 64, and then at
65 and above which should be broken out separately.

Secretary Wirtz gave this list of other research needs under study
at the Department of Labor:’

We propose in our research to do this—to find each sub-
group within the older worker group which needs a special
o1d different kind of remedial action. We will try to isolate,
for example:

(1) Those for whom the problem of age is compounded by
sickness and physical handicap.

(2) Those for whom the problem of “unemployment”
manifests itself in an island of unemployment where a dis-
proportionately large portion of the population is unemployed
and poor:

This is true in certain rural areas where employment
has dried up.
This is also true in the ghettos.

(3) Those whose problems can be mitigated by formulat-
ing model pension plans which will avoid, for management,
the current problems they see in covering older workers.

(4) Those who are affected by the operation of seniority
systems and the widespread practice of permitting entry only
at the bottom rung of the ladder. ‘

(5) Those for whom opportunities beyond the conven-
tional category of “gainfully employed” are needed.

¢ I bid P. 43.
1P. 13 of hearings cited in footnote 2.
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4. A wide variety of existing programs or mew innovations could
be used to help the older worker: Among suggestions made were- the
following:

o Preventive services, such as training and counseling, beginning
with the older worker while he is still employed to prevent
problems after he loses his job.?

e Increased opportunities for self-improvement and vocational ad-
vancement in middle years, such as opportunities to upgrade and
update training and education.?

o Department of Labor contracts with private nonprofit agencies
in communities suffering from mass layoffs, to bring to:-bear all
resources in the community on problems of unemployed older
workers.!?.- . o '

o Job redesign to eliminate unnecessary difficulties for older
workers in performing some types of work.!

e Private, non-profit employment organizations to cooperate with
and supplement . Department of Labor activities in solving
employment problems of older workers.!?’

LEGISLATION INTRODUCED

As a result of these hearings and the studies of these two subcom-
mittees, S. 4180, a.proposed “Middle-Aged and Older Workers Full
Employment Act of 1968, was introduced on October 10, 1968, with
the cosponsorship of Senators Randolph, Kennedy, Williams, and
seven other Senators. An identical bill, H.R. 20429, was introduced in
the House by Congressman James H. Scheuer of New York. A
section-by-section analysis of these companion bills appears on p. —
of the Appendix. While the bill expired at the end of the 90th Congress,
it will be revised and reintroduced in the 91st Congress.

II. AGE DISCRIMINATION IN EMPLOYMENT ACT®

The Age Discrimination in Employment Act of 1967 was in effect
during approximately the last half of 1968. At subcommittee hearings
conducted soon after the act went into effect, Secretary Wirtz dis-
cusse(%4 enforcement problems experienced in launching its enforce-
ment: ' ‘ ‘

Congress should be advised that there is at the present
point a very real question as to whether it will be possible
for us in the Department to administer this program, with
any real effectivenéss at all.
We have no employees for the administration of this
program, and By virture of the enactment of the Revenue
- and Expenditures Control Act of 1968 I am faced with a very
serious problem of whether I can find positions for the ad-
ministration of this program. I must find those positions only
by taking them away from other programs which are already
! Professnr kKaplan, p. 58 of hearings cited in footnote 2.
9 Professor Kaplan, p. 61 of hearings cited in footnote 2. 3 .
10 Lester Fox of United Community Services, St. Joseph County, Ind., p. 246 of hearingscited in footnote 2.
‘i1 Mr. 8werdloff, p. 105 of hearings cited in footnote 2. .
2 Mrs. James H. Baxter, trustee, and Mrs. Gladys Sprinkle, director, Over-60 Counseling and Employ-
ment Service, Montgomery County, Md., pp. 155-162 of hearings cited in footnote 2. :

13 A brief explanatory leaflet prepared by the Department of Labor is reproduced in appendix 7, p. 257.
14 Pp. 16 and 17 hearings cited in footnote 2.

26-153 0—69——6
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established because by virtue of the law I can fill only three
out of every four vacancies which come up.

This program is being administered in the same offices as
is the minimum wage law.

1 might just as well face the fact that as things now stand
as a practical matter in order to put one person to the en-
forcement of this new law I must take one person away from
the enforcement of the minimum wage law. That is the situ-
ation which we face today.

Later, however, Secretary Wirtz gave the following assurance:

I believe in this program so completely that I am going to
do whatever is necessary to find some place that I can pull
from some other division and some other unit in the De-
partment some personnel to do this.

Report on Implementation: The Secretary’s first report *® on prog-
ress made by the antidiscrimination law offered the following major
points:

—About 46 percent of the 79 million persons 16 years of age and
over in the civilian labor force in September 1968 were in the
40-65 age bracket covered under the law (see table I). The
number of 40-65 participants will go up in number by 1975 but
remain at about the same proportion. In 1985, the proportion
may be down to 41 percent.

—approximately 675,000 establishments fall within the scope of the
law, and in these establishments there are an estimated 42 million
jobs. It is not known how many are held by people who are 40-65.

—10,213 establishments were checked, usually in concurrent investi-
éations of compliance by the establishments with the Fair Labor

tandards Act and other labor statutes administered by the Wage
and Hour and Public Contracts Divisions. The report added:
“_it is much too early to draw any conclusions, but there are
preliminary indications that the kinds of establishments involved
in age discrimination are much larger than those typically in-
volved in violation of the Fair Labor Standards Act or other labor
standards legislation and that concurrent investigations may not
be a satisfactory approach to scheduling Age Discrimination in
Employment Act investigations.”

—120 establishments employing approximately 31,000 workers
were found to be in violation of one or more of the law’s provisions.

—The most common discriminatory practices on the part of em-
ployers were refusal to hire older workers and illegal employment
advertising.

—Tllegal advertising was the most common type of discrimination
practiced by employment agencies. (Field reports indicate that
in the 72 newspapers examined in 63 cities in November and
December of 1967, there were 3,633 help wanted advertisements
using language which would indicate possible age discrimination.
By late 1968, however, the number of such advertisements was
reduced to 1,377.)

—26 States and Puerto Rico have ADEA-type laws in effect.

15 A ge Discrimination in Employment Act of 1967, A Report Covering Activities in Connection With
the Statute During 1968,” received by Congress, Jan. 16, 1969.
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—“Plans are now under consideration to make specific studies of
three industries—air transportation, banking, and electrical ma-
chinery and equipment manufacturing—where there is 2 markedly
lower percentage of employees 45 years and older than is true of
employment in general.”

—No action is recommended for changes in the present 40 to 65
age limits,”® but the-issue will be the subject of a separate report
to be issued in 1969. 4

—ZEducation and information activities included the mailing of
material to 350,000 employers, 9,000 employment agencies, and
55,000 unions in May 1968.

—“While the policy is now clear with respect to age discrimination
in employment, a very large job of education and enforcement
remains to be done.” ’

TaBLE 1.—Number and percent of persons in civilian labor force age 16 years and
over, by specified age groups, September 1968

Civilian labor force
A -
go groups Number Percent
(thousands)

Total . __________:_______ S 78, 546 "7 100.0
Under 40 years_ - _....___________ R 39, 028 49.7
40to 65 years.__.__________________ oo 36, 331 46. 2
65 yearsand over__.___ ... ________________._ . 3, 187 4.1

Source: Employment and Earnings, Bureau of Labor Statisties, October 1968.

I11. OTHER EMPLOYMENT DEVELOPMENTS
A. VocATIONAL REHABILITATION AMENDMENTS OF 1068

As signed into law on July 7, 1968 (Public Law 90-391), these
amendments could be particularly helpful to workers age 45 and over
in gaining employment. ,

enator Harrison A. Williams, commenting on the amendments in a
floor statement on June 28, said:

. . . Perhaps the most significant amendment in the bill
from the standpoint of the elderly is its definition of dis-
advantaged individuals to include ndividuals disadvantaged
by reason of advanced age, for the purposes of determinin
eligibility for services under the vocational evaluation an
work-adjustment program proposed by the bill. Thus, for the
first time in the history of Federal vocational rehabilitation
legislation, older persons will be eligible for vocational re-
habilitation assistance solely on the basis of age, without
reference to whether they are suffering a physical or mental
disability. '

Even without this special provision for the elderly, the
vocational rehabilitation program could have been expected

18 Text of Secretary Wirtz’s letter of November 28 stating reasons for recommending no change at this
time may be found in sppendix 7, p. 265.
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to help many in this age group who are disabled. Since 1945,
when 7,244 disabled persons 45 years of age and older were -
rehabilitated, there has been a steady increase in the number
of aging handicapped individuals rehabilitated into employ-
ment. For example, in fiscal year 1966, 41,300 persons over 45
were rehabilitated, over 5 times the 1945 figure. A total of
47,000 persons age 45 and beyond were rehabilitated during
fiscal 1967, and it is estimated that 53,000 of them will be
rehabilitated during fiscal 1968, the current year which will
end Sunday, and that 60,300 will be rehabilitated during fiscal
year 1969, which begins next Monday. These figures include
only disabled individuals, not older individuals who are
disadvantaged solely on account of their advanced ages, who
will become eligible for a type of vocational rehabilitation
under the amendments in the bill we passed yesterday. Re-
habilitation for members of that group wﬂ?{ increase the
number of workers age 45 and over assisted by this legisla-
tion beyond the estimated 60,300 older individuals who will
be aided during fiscal 1969 even if these amendments do not

become law.
B. MDTA EXTENSION

Programs authorized by the Manpower Development and Training
Act of 1962 increase employment opportunities for older workers as
well as for workers of other ages. During 1968, Congress enacted
Senate bill 2938, which extends and amended that act. The bill was
signed into law on October 24, 1968 (Public Law 90-636).

The new law extends until June 30, 1970, the authorizations for
labor mobility demonstration projects, trainee placement assistance
demonstration projects, and training in correctional institutions, and
extends until June 30, 1972, operating authority to conduct the basic
manpower training programs (institutional and on the job) under
title I of the MDTA. New authorizations include those for labor
market information and training and technical assistance.

C. ESTABLISEMENT OF NATIONAL INSTITUTE OF INDUSTRIAL
GERONTOLOGY 7

The National Institute of Industrial Gerontology was established
in January, 1968 by the National Council on the Aging under a
contract with the U.S. Employment Service. The Institute will carry
out research on the employment and retirement problems of middle-
aged and older workers.

The Institute has also begun regular publication of “Industrial Ger-
ontology, a Compendium of current papers on Middle-Aged and
Older Workers.” In the first issue, Editor-in-Chief William D. Tor-
rence, Professor of Management at the University of Nebraska, wrote:

It is hoped that Industrial Gerontology will prove to be
as originally envisioned a useful tool in the hands of research
specialists, policymakers and practitioners.

11 A report on the Institute and its work appears in appendix 7, p. 263.



CHAPTER VII

SERVICE OPPORTUNITIES FOR OLDER
AMERICANS

Ten years ago, the bill that led to the White House Conference on
Aging in 1961 made this declaration:

The Congress hereby finds and declares that the public
interest requires the enactment of legisldtion to formulate
recommendations for immediate action in improving the de-
veloping programs to permit the country to take advantage of the
experience and skills of the older persons in our population.
[emphasis added.]

The fundamental concept suggested in that excerpt has reappeared
in several public policy statements made since 1959. The gena.te
Committee on Aging in August 1964 approved a report calling ““for
establishment of a National genior Service Corps that would serve the
needs of both older adults who would welcome opportunity for useful
activity and their communities which need their services.”’” The Older
Americans Act of 1965 declared * pursuit of meaningful activity within
the widest range of civic, cultural, and recreational opportunities”
to be a major national objective. Legislation introduced in 1966 and
1967 to establish an Older Americans Community Service program
fesgltgd in hearings at which the senior service principle was widely
auded.! '

' And finally, in June 1968, the U.S. Administration on Aging sent
to the Congress legislation intended to establish a service roles? in
retirement program which would “provide opportunities for persons
aged 60 or over to render supportive service to children and older
persons having exceptional needs.”

Congressional sanction of either the community service bill or the
AoA proposal was not, however, granted during the 90th Congress.
The major advances in service opportunities for the elderly occurred
in far-reaching programs supported by the Office of Economic Oppor-
tunity and the Department of Labor. In addition, there arose the
possibility that an attempt made to earmark OEO funds for the
broadening of a new service program would be at least partiall
successful, and a broader Department of Labor program was proposed.

I. THE AoA PROPOSAL

Major new proposals for broadening the Older Americans Act of
1965 were advanced in legislation introduced at the request of the
Department of Health, Education, and Welfare last June. The key
provisions and purposes of a new “Service Roles in Retirement

1 For a discussion of the legislation, see pp. 20-37, “Developments in Aging—1967.”"

2 For campaign views on service opportunities for older Americans of Presidential candidates Nixon and
Humphrey see app. 10, p. 273. :
(67)
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Program”—a proposed new title VI of the Older Americans Act *—
ger?:l icllles4cribed at the Senate hearing by AoA Commissioner William
echill:

The Secretary of Health, Education, and Welfare would
be authorized to make grants to or contracts with public or
nonprofit private agencies and organizations to pay not more
than 90 percent of the cost of the development and operation
of projects designed to provide opportunities for persons aged
60 or over who are no longer in the regular work force, to
render supportive services to children and older persons
having exceptional needs. Preference would be given to
projects in which priority is given in the enrollment of par-
ticipants to low-income older persons. Three types of
programs would be authorized under this new title:

1. Services by older persons to children receiving institu-
tional care in hospitals, homes for dependent and neglected
children, or other establishments providing care for children
on a temporary or permanent residential basis. At least 90
percent of the older persons serving in these projects would
be low-income.

2. Services by older persons to children in such capacities
as aids or tutors in settings such as day care centers or
nursery schools for children who are from low-income
families (or from urban or rural areas with high concentra-
tions or proportions of low-income persons).

3. Services by older persons to older persons in need of
special, personalized assistance because of physical infirmities
or other special circumstances.

The Commissioner also quoted HEW Secretary Wilbur J. Cohen
as having the following to say in support of title VI:

The new “Service Roles in Retirement’”’ unites two key
concepts: new opportunities for older citizens of this Nation
to give of their skills and talents to their communities; and
the enrichment of the lives of neglected children and less
fortunate older people through their efforts.

Speaking later in the year ® Commissioner Bechill discussed title VI
further:

The proposal was designed to build upon the significant

breakthrough achieved by the foster grandparent program.®
It proposed the creation of a program in which those served
received human benefits which society had previously not
been able to provide; and in which those providing these
services received a variety of supportive services—training
in human relationships, counseling on personal problems,
the satisfaction of involvement in a service program, and a
sense of involvement with, and contribution to, the com-
munity.

3 For legislative history, see app. 11, p. 275.

4 P. 9, hearing before the Special Subcommittee on Aging, U.S. Senate Committee on Labor and Public

Welfare, on 8. 3677, July 1, 1968.
8 At a speech, ““The Older Americans Act—Where do We Go from Here,” delivered at the National Con-

ference of State Executives on Aging, October 25, Washington, D.C.
¢ See pp. 60~70 of this chapter for details on that program.
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These are the elements which distinguish service roles in
retirement from a standard employment project. And the
settings for this type of service are, for the most part, in
HEW-supported programs.

Opposition to title VI: William R. Hutton, executive director of
the National Council of Senior Citizens, appeared at the July hearing
and said the Council “considers this particular proposal unfortunate
and unwise.” He pointed out that the Department of Labor, as a
result of a commitment made by Secretary Willard Wirtz in 1967,
1;3,((11 gstablished pilot “Senior Aide” programs early in 1968, and he

ed:

. . . The Department of Labor is Best equipped to
administer programs to employ the elderly but we are
concerned because HEW’s Social and Rehabilitation Service
(the parent agency for the AoA) is so eager to expand its
present activity. We feel HEW has enough to do without
reaching after new programs that should properly fall within
the jurisdiction of the Labor Department . . ..

A similar view was ex&ressed by Dr. Blue Carstenson, Director,
Senior Member Council, National Farmers Union:

We believe that the Senior Citizen Service Corps programs
operated by the Department of Labor will prove to be more
effective and efficiently run than the foster grandparent
program. We believe that by keeping these employment .
programs closely related to the emp?oyment service and the
manpower - programs’ and the on-the-job programs that
?Ijogress can'be made in opening new fields of employment
or older workers. We think it would be a serious error to
establish two Senior Citizen Service Corps programs which
would be the result of this legislation, both competing with
each other. o :

The conflict between the ‘“‘service” concept advanced by the AoA
and the ‘“‘employment” concept advanced by opponents of title VI.
contributed to the controversy which was continued on July 15 and 18
at hearings by the Select Subcommittee on Education of the House
Committee on Education and Labor. Support for title V1 was ex-
pressed by the American Association of Retired Persons-National
Retired Teachers Association and later by representatives of the
National Association of State Officials on Aging. The House of Repre-
sentatives passed a compromise bill on October 3, but the Senate did
not act and the AoA amendments, including title VI, died.

II. ONGOING SENIOR SERVICE PILOT PROGRAMS

Although the dispute over title VI raised major questions about the
outlook for a comprehensive, national older ‘American community
service program, existing pilot programs—and an entirely new one—
‘were operational in 1968.

A. FosTerR (GRANDPARENTS

This 3-year-old program administered by the Administration on
Aging under contract with the Office of Economic Opportunity, re-
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cruits, trains, and pays participants 60 years or over to provide
personal attention to deprived, dependent, neglected, or mentall
retarded children. Each foster grandparent spends 2 hours daily wit
each of two children, 5 days a week, giving individual attention and
care.

At year’s end, 4,055 participants were at work within 184 institu-
tions in 40 States and Puerto Rico. Thirty-seven percent were between
ages 65 and 69 and 40 percent were 70 or over. Eighty-one percent
were women.

Categories of participating institutions: Numbe
Mentally retarded .o 80
DAY CAI€ - o m o m e e mmemm oo 14
Dependent and neglected . oo 21
Emotionally disturbed - . _ - oo 11
Correctional - — e 3
Physically handicapped . - - oo PR 7
Hospitals: General, children’s, and tuberculosis_.__.__._-...------- 26
Other: Mental institutions, special classes, public schools, Headstart

homes, and Programs._ _ oo 22
T Ota) - - - o e cmmmmmmmmmmmmmmmmmmmme— - 184

The AoA, in a report” to this committee, said that the 1-to-1 rela-
tionship is especially beneficial to the children, and that “the program
enables the ‘grandparent’ to remain active in the community, to gain
a sen