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SUBJECT:

~

SOURCE
OF DATA:

WHITE HOUSE CONFERENCE ON AGING

INFORMATION BRIEF #1

Health of older people in
rural and urban locations

Attached is health data on older
people in three locations--0Ohio,
Oregon, and Kentucky. This infor-
mation is extracted from a United
States General Accounting Office
report to the United States Senate
Special Committee on Aging. Page
3 describes the health status of
the older people and page 4
describes the number of illnesses
greatly interfering with daily
living activities.

"Comparison of Well-Being of Older
People in Three Rural and Urban
Locations", United States General
Accounting Office report, HRD-80-
41, dated February 8, 1980.
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QUESTIONS AND ANSWERS ABOUT PEQOPLE

65 YEARS OLD AND OLDER

IN THREE LOCATIONS

DESCRIPTION OF DATA BASES

. The data for our comparative analyses come from three
studies that included information about peoole 65 years old
and older not residinag in institutions. The older people in
the samples lived in Cleveland, Ohio; Lane County, Oregon;
and the Gateway Health District., northeastern Kentucky.
Usina U.S. Bureau of Census definitions of rural and urban,
we classified the data from Cleveland as urban, the data
from Lane County as rural and urban, and the data from
northeastern Kentucky as rural.

In our comparative analyses we applied appropriate sta-
tistical tests to determine if the differences we observed
netween locations were statistically sianificant. These
statistical tests consider the sample sizes. When we state
differences between locations in answerina the questions.
these differences are statisticallv significant.

Althouah the older people in the three locations werse
interviewed at different times, our statistical procedur=<
made it possible to compare the information. We did not
compare- people by income, sex, or race because the wotal
number of people in these comparisons was too small to be
statistically meaningful. .

Cleveland, Ohio

We took a statistical sample from over 80,000 peonle in
Cleveland who were 65 vears old and older and were not in in-
stitutions. such as nursing homes. In our study, 1,609 older
people were interviewed by Case Western University in 1975,
and 1,311 were reinterviewed a vear later. This analvsis
uses data on the 1,311 older people interviewed in 1976. We
refer to these people in the analyses as urban Cleveland.

Lane Countv, Oreaon

The Lane County study was conducted by the University
of Oreqon and the Lane County Communitvy Health and Social
Services Department. The Oreqon study was initiated to
develop a comprehensive data base for planning proarams
for persons 50 years old and older livina in the Countv.
The county, located in west-central Oregqon, contains two




adjacent cities, Eugene and Sprinafield, that had a 1976
combined population of about 132,000 (54 percent of the
county). The county also contains four other incorporated
areas each with a population over 2,500.

The selection process for the Oregon study involved a
statistical sample of 1,197 people from six subareas of the
county. The people sampled were interviewed in 1978. Data
. from the study are to be used for plannina and evaluation
with a capability to study rural and urban differences.

We segregated data on 868 persons 65 years old and older
from the Lane County sample. We divided these data into
three groups, which we refer to as rural Lane County, Oreaon;
urban Lane County, Oregon; and Lane County, Oreaon (town).
They are described as follows:

--Rural Lane County, Oregon--426 older oersons who live
in unincorporated areas consisting of farms, timber-
land, or open space or in incorporated areas with a
population less than 2,500 people.

--trban Lane County, Oreaon--318 older persons who live
within the corporation limits of Euaene and Sprina-
field, Oregon. Over 60 percent of Lane County's
residents who are 65 vears old and older live in
these two cities.

--Lane County, Oreaon (town)--124 older rerscns who live
in three small towns--Florence, Cottage <Grove, and
Oakridge. These towns have povoulations of 3,050,
6,900, and 3,930, respectively.

Gateway Health District, Kentucky

The Gateway Health District studied the demographic
characteristics and needs of people 60 years old and older
living in the district. This district consists of five
counties in northeastern Kentucky (Bath, Menifee, Montgomerv,
Moraan, and Rowan) within the Cumberland Plateau. The dis-
trict is a severely economically depressed rural area ccon-
sisting of small communities and homes dispersed over a
large area of mountainous terrain in Appalachia. 1In 1970,
this five-county area had a population of 55,678.

A statistical sample of people 60 years old and older
living in the five-county area was selected for interviews.
This sample included people from rural and urban areas and
people in institutions. People not in institutions were
interviewed in 1977. Data on 128 people 65 years old and
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older, not in institutions and living in an unincorporated or
incorporated areas of fewer than 2,500 people, were segrecated
by us from this sample and used in our comparative analyses.
We refer to these 128 people as rural northeastern Kentucky.

QUESTIONS AND ANSWERS

1.  Question: What is the well-beina (personal conditions)
of older people living in the three locations?

Answer: We defined, measured, and compared selected
personal conditions--health, security, loneliness, and out-
look on life~-for older people livina in the three locations.
The comparisons showed that for all four conditions, older
people in rural northeastern Xentucky were in a sianificantly
worse condition than older people elsewhere. Over half the
people in rural northeastern Kentucky were in *.e worst over-
all condition, compared to 21 percent in Cleveland and 17 per-
cent or less in rural and urban Lane .-Countv, as snown in the
following table.

__Urban __ Lane ___Rural -
Level of - Lane County, Lane Nortn-
conditions County, Oreaon Countv, eastern
(note a) Cleveland OQregon (town) Oregon Kentucky
(percent)
Health:
Best 51 57 51 52 28
Marginal - 28 27 29 27 25
Worst -21 16 20 21 47
Security:
Best 53 64 65 60 24
Marginal 25 22 24 25 28
WNorst 22 14 11 15 48
Loneliness-
Best 60 73 68 66 39
Marginal 23 19 22 25 32
Wors:: 12 8 10 9 29
Outlook on life:
Best 25 35 26 29 11
Marginal 51 46 54 49 45
Wrrst 24 19 20 22 - 44
Overall: :
Best 31 44 33 37 9
Marginal 48 40 56 46 36
Worst 21 16 11 17 53

a/For a description ¢f conditions and level of conditions, see
enclosure II




Older people in urban Lane County were in a significantly
better personal condition than older people in Cleveland at
all levels. For example, 44 percent of the people in urban
Lane County were in the best overall condition, compared to
31 percent in Cleveland.

Also, older people in rural Lane County were in a better
personal condition than older people in Cleveland at the
security, loneliness, and overall levels. For example,

60 percent of the older people in rural Lane County were in
the best security condition, compared to 53 percent in
Cleveland.

Illnesses contributed to the worse overall personal
condition of people in rural northeastern Kentucky. We
focused our analyses on illnesses that interfered a qreat
deal with a person's activities of daily living. Activities
of daily living include preparing meals, bathing, walking,
eating, and shoppina. One of everv three older people
(34 percent) in rural northeastern Rentucky had three or
more illnesses, compared to 1 of 11 older peonle (9 percent)
in rural Lane Countv and Cleveland., as shown in the following
table.

Number of
illnesses
greatly inter- Urban ___ Lane Rural _ ]
fering with Lane County, Lane North-
daily living County, Oreacn <County, eastern i
activities Cleveland Oregon  (town) Oregon  Kentuckv i
(percent) %
None 63 65 - 66 60 37 |
One 19 23 19 22 19 .
Two 9 8 10 9 10
Three or more 9 _4 _5 _9 34
Total 100 100 100 100 100

People 75 years old and older tended to have more ill-
nesses that interfered with activities of daily living. Fror
example, a higher percentage of people 75 years old and older
had illnesses interfering with activities of daily living,
compared to people 65 to 74 years old at all locations, as
shown in the following table.




Number of

illnesses
greatly inter- Urban Lane Rural
fering with Lane County, Lane North-
daily living Cleve- County, Oregon County, eastern
activities land Oregon (town) Oregon Kentucky
(percent)
None:
65 to 74 years
old 68 70 75 - 67 48
75 years old :
and older 56 57 53 48 20
One:
65 to 74 years
old 18 20 14 19 17
75 years old - i
and older 21 28 27 27 21
TwO Or more:
65 to 74 years
old 7 7 8 7 9
75 years old
and older 13 10 12 13 12
Three Or more:
65 to 74 years
old 7 3 3 7 26
75 years old
and older 10 5 8 12 47

In northeastern Kentucky, a greater percentage of people
75 years old and older had three or more illnesses compared
to the other locations. As shown, 47 percent of the people
75 years old and older in northeastern Kentucky had three or
more illnesses, compared to 12 percent or less at all other
locations. ’

Mental impairments and arthritis most frequently inter-
fered with activities of daily living. As shown in the
following table, the percentage of people with mental im-
pairments interfering with activities ranged from 10 percent
in urban Lane County to 37 percent in northeastern Kentucky.
For arthritis, the r:nge was from 14 percent in urban Lane
County to 34 percent .n Kentucky.




Illness Urban rane Rureal

greatly inter- Lane County., Lane North-
fering with County, Oregon County, eastern
activities Cleveland Oregon (town) Oregon Kentucky
(percent)
. Mental impair- )
ment 12 10 10 14 37
Arthritis 18 14 15 20 34
Circulation 10 5 5 7 21
Heart trouble 7 °5 5 8 20
High blood
pressure 5 4 5 3 16
Stroke 4 2 2 2 3

2. Nuestion: What percentages of older people in the three
locations are impaired; that is, people who are unable
to do one or more daily tasks even if helped?

Answer: Older veople in rural and urban Lane County
were less impaired than people in either Cleveland or rural
northeasterr Kentucky. wWe defined impairment in terms of a
person's ability to perform activities of dailv livina. If
older people could not do one or more of these tasks even if
nelped, they were considered impaired. As shown in the
following table, the percentade of people 65 years old and
older who were impaired in rural and urban Lane County is
less (7 to 10 percent) than the percentages in Cleveland
(15 percent) and in rural northeastern Keatucky (17 percent).

_— Urban Lane Rural
Lane County, Lane North-
Ability to do County, Oregon County. eastern
daily tasks Cleveland Oreaon (town) Oregon Kentuckv

({ percent)

Can do all

without help 59 75 68 74 35
Can do all,

but only with

helo in one )

or more 26 18 26 16 48
Cannot do one

or more even

with help 15 _1 _s§ o 7
100 100 100 100 100
6
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Because age affects a person's ability to do daily
tasks, we analyzed the samples by comparing two age groups,
65 to 74 years old and 75 years old and older. At all
locations, a greater percentage of people 75 years old and
older needed assistance in daily tasks than people 65 to
74 years old. For example, 28 percent of the people 65 to
74 years old in Cleveland either needed some help or were
totally unable to do one or more active daily living tasks.
Of the people 75 years old and older in Cleveland, 56 percent
needed help--twice the percentage of the younger group. The
table below shows the comparative ability to do daily tasks
for the two age groups.

Urban Lane Rural
Lane County, Lane North-
Ability to do Cleve- County, Oregon County, eastern
daily tasks land Oregon (town) Oregon Kentucky
({percent)
Can do all
without help:
65 to 74 years
old 72 83 85 8l 48
75 years old
and older 44 51 43 A0 15
Can do all, but
only with help
in one or more:
65 to 74 years :
old 20 12 14 14 46
75 years old
and older 34\\ 29 45 22 51
28
Cannot do one or
more even Wwith
help: 56
65 to 74 years \\
old 8 5 1 5 6
75 years old
and older 22 10 12 13 © 33
7




ENCLOSURE I

DEMOGRAPHIC CHARACTERISTICS OF SAMPLES

ENCLOSURE I

Urban Lane Rural
Lane County, Lane North-
County, Oregon County, eastern
Characteristics Cleveland Oregon (town) Oreqgon Kentuckv
(percent)
Sex:
Male 38 43 40 50 30
Female 62 57 60 50 70
Age:
65=74 54 65 59 64 60
75 and older 46 35 41 36 40
Education:
Less than
12 years 75 53 56 62 87
12 years or
more 25 47 44 38 23
Race:
White 72 99 100 98 Qg
Black 23 1 0 2 2
Marital status:
Married 38 59 55 67 51
widowed 48 32 40 25 37
Single -14 9 5 8 2
Income:
Less than
$3,000 32 13 15 14 52
$3,000 to
$6,999 50 44 50 51 40
More than
$7,000 13 43 35 35 8
Sample size 1,311 3118 124 426 128




ENCLOSURE II ENCLOSURE II

METHODOLOGY

mhe information contained in this report is based on our
study of the personal conditions of older people in Cleveland,
Ohio. Five other reports have been issued on this study en-
titled (1) "The Well-Being of Older People in Cleveland, Ohio"
(BRD-77-70, Apr. 19, 1977), (2) "Conditions of Older People:
National Information System Needed" (HRD-79-95, Sept. 20,
1979), (3) "Home Health--The Need for a National Policy to
Better Provide for the Elderly" (HRD-78-19, Dec. 30, 1977),
(4) "Conditions and Needs of People 75 Years 0ld and Older”
(HRD-80-7, Oct. 15, 1979), and (5) "The Potential Need for
and Cost of Congregate Housing for Older People"” (HRD-80-8,
Oct. 15, 1979). Following are the details of the data dather-
ing and analytical methodology from the two-phase studvy.

WELL-BEING STATUS AND
SERVICES DATA BASES -

We took a sample from over 80,000 peovle in Cleveland,
Ohio, who ware 65 years old and older and were not in in-
stitutions, such as nursing homes. 1In our study, 1,609 older
people were interviewed by Case Western Reserve University
personnel from June through November 1975. A year later,
1,311 of these older people were reinterviewed.

In interviewing, we used 2 questionnaire ¢ontaining
101 questions developed by a multidisciplinary team at the
Duke University Center, in collaboration with HEW's Adminis-
tration on Aaging, former Social and Rehabilitation Service,
and Health Resources Administration. The guestionnaire con-
tains questions about an older person's well-being status in
five areas of functioning--social, economic, mental, physical,
and activities of daily livina.

To identify factors that could affect the well-being of
older people, we

--developed specific definitions of services beina pro-
vided to older people and dimensions for gquantifyina
the services:

~-identified the providers of the services-~families and
friends, health care providers, and over 100 social

service agencies;




ENCLOSURE II ENCLOSURE II

--obtained information about the services provided to
each person in our sample and the source and in-
tensity of these services; and

--developed an average unit cost for each of the
28 services.

In defining and quantifyina the services, we used 2 for-
mat devaloped by the Duke University Center to define 28 dif-
ferent services. These services are defined in appendix V
of our prior report. 1/ Services are defined according to
four elements: purpose, activi*y, relevant personnel, and
unit of measure. For example, meal preparation was defined
as follows:

Purpose: To regularly prepare meals for an
individual.

Antivity: Meal planning, fo0d preparation. and
cooking.

Relevant

personnelr Cook, homermaker, family member.

Unit of
measure: Meals.
Zxamples: Meals provided under 42 U.S.C. 3045

(supp. V, 1975), the Older Americans Act,
and meals-on-wheels progranms.

To quantify the service., we used the unit of measure alona
with the duration, or number of months, durina which the
service was received.

We also developed an average unit cost for each service
based on the experience of 27 Federal, State, local, and
private agencies in Cleveland between October 1976 and March
1977. We compared these costs to similar costs in Chicaao,
Illinois, and Durham, North Carolina. As discussed in our
prior report, the family and friends are also important
sources of services. In their absence, any services received
would have to be from an agency. Therefore, we assigned the
same cost to family and friend services that we found for
agencies.

1/"The Well-Being of Older People in Cleveland, Ohio,"
April 19, 1977, HRD-77-70.

10




ENCLOSURE II ENCLOSURE II

Bach piece of data was collected so that it could be
related to an individual in our sample. This included the
questionnaire data, data on the 28 services provided by
social service agencies, and data on the services provided
by health care providers. By relating these data to the in-
dividual, we were able to do comparative analyses of sampled
older people for over 500 different variables.

" ANALYTICAL TECHNIQUES

In our prior report, we combined the five areas of
functioning--(1) social, (2) economic, (3) mental, (4) phy-
sical, and (5) activities of daily living--into a well-being
status because we wanted to consider the entire person. We
described well-being status as (1) unimpaired, (2) sliahtly
impaired, (3) mildly impaired, (4) moderately impaired.,

(5) cenerally impaired, (6) greatly impaired, (7) very
greatly impaired, or (8) extremely impaired.

The Duke University Center's questionnaire is unique in
that data from the guestionnaire can be aagregated into a
number of useful measures, each with a specific purpose.
As previously discussed, the gquestionnaire can provide a
five-dimensional functional assessment or be combined int»o
a well-being status that we used in our first report. This
assessment was not designed, however, for determining the
benefits of help for older people. Through our analyses., we
were able to develop useful measures of personal conditions
of , problems of, and help available to older peonle. The
conditions of older people u3sed in this report--healtn.
security, loneliness,-and outlook on life--are described on
the following page.

Health condition

An older person's health condition is the ability to do
daily tasks. In categorizing a person's ability to do dailv
tasks, we considered his or her responses to questions on
13 different tasks. For example, regarding meal preparation,
each person was asked "Can you prepare your own meals * * *
without help, with some help, or are you completely unable
to prepare any meals?" We then categorized each person based
on the number of the 13 tasks they needed some help with or
were completely unable to do. For most of this report we
used three categories--(1) can do all 13 tasks without heln,
(2) need help with one or more but can do all with help, and
(3) cannot do any even with help.

11
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ENCLOSURE II ENCLOSURE II

If an older person is not in the best health condition,
illnesses were used in defining the person's problems. In
categorizing an older person's illness situation, we con-
sidered whether an older person had anyv of 27 different ill-
nesses, including mental illnesses, and how much the illness
interfered with his or her activities. For example, each
person was asked if he or she had heart trouble. If the
person said "yes," he or she was then asked "how much does it
interfere with your activities--not at all, a little (some),
or a great deal?" We then categorized each person based on
the number of illnesses that interfered with his or her ac-
tivities a great deal. For most of this report we used three
categories—-(1) those with no illnesses bothering them a great
deal, (2) those with one, and (3) those with two or more.

Security condition

A person's security condition can be described by how
often a person worries. How often a person worries can be
related to the amount of income and careaiving help a perscn
reccives. 1In developing a person's security coaditicon, we
used the following guestion in the questionnaire:

-="How often would you say you worry about things~--
very often, fairly often, or hardly ever?"

In defining security problems, we used the followina three
questions. To define a money problem, we asked: :

--"How well does the amount of money you have take
care of your needs--very well, fairly well, or
poorly?"

And these questions were used in defining caregiving problems:

--"1Is there someone who would give you any help at all
if you were sick or disabled? If 'ves,' *ow

--"Is there someone who would take care of you as long
as needed, or only a short time, or only someone who
would help you now and then * * *2"

Loneliness condition

A person's lcneliness condition was identified using
the following question:

13

16 /




ENCLOSCURE II ENCLOSURE II

--"Do you find yourself feeling lonely quite often,
sometimes, or almost never?"

The information for identifying loneliness problems was
obtained from the following gquestions:

--"pAbout how many times did you talk to someone=-~
friends, relatives, or others--on the telephone in
the past we=k?"

--"How many times during the past week did you spend some
time with someone who does not live with you * * * not
at all, once, two to six times, once a day or more?"

Using these gquestions, the following table shows infor-
mation combined to establish a loneliness problem variable
called social contacts.

How often 2 week visits with someone

Once a Two to Not

How often a week day or six at
talks on telephone more times Once all
Once a dav or

more digh Hiah Mediunm Medium
™0 L0 Six

times High Medium Medium Low
Once Medium Medium Low Low
Not at all Medium Low Low Low

Using high, medium, and low activity as a measure of intensity
of social contacts, this variable was related to loneliness
condition.

Outlook ¢n life condition

The outlook on life condition is obtained by definina
life view using information from the questions shown in the
following table.

Feel useless at times

Life is generally Yes No
Exciting Fair Good
Pretty routine Poor Fair
Dull Poor Fair

14
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Using this information, we were able to define three levels
of outlook on life condition--good, fair, and poor.

Overall condition

_ Because a person is at all times in some overall condi-~

tion which results from the integration of each of the.four

. conditions, we constructed a composite condition of a person
illustrated as follows.

Health
condition
Outlook Qverall Security
on life &—7 condition ) condition

condition -

!

Loneliness
conditicon

Our methodology and anaiytical recults show that a useful
measure of the conditions of a person can be developed. In
some instances, such as the outlook on life condition, the
amount of data for constructing this variable is minimal.
Nevertheless, methodological concepts and analytical results
show the existence of this condition. Further, our measures
are logically equivalent to the five-dimensional functional
assessment used in our prior report based on the Duke Univer-
sity Center's questionnaire. The health condition is eguiva-
lent to the mental, physical, and activities of daily livina
dimensions; the security condition is related to the economic
dimension; and the loneliness condition is related to the

social dimension.

15




WHITE HOUSE CONFERENCE ON AGING

. INFORMATION BRIEF #2

SUBJECT: Services to older people
in urban and rural locations

Attached is information on
services for older people in
three locations--Ohio, Oregon,
and Kentucky. This informa-
tion is extracted from a United
States General Accounting Office
report to the Federal Council

on Aging. Page 3 describes
transportation services, page 6
housing , and page 7 supplemental
security income, food stamps,

’and Medicaid.

SOURCE "Comparison of Data on Older

OF DATA: People in Three Rural and Urban
Locations", United States
General Accounting Office
report, HRD-80-83, dated
May 23, 1980.




QUESTIONS AND ANSWERS ABOUT PEOPLE

65 YEARS OLD AND OLDER

IN THREE LOCATIONS

DESCRIPTION OF DATA BASES

The data for our comparative analyses ccme from three
separate studies that included information about people 65
years old and older not residing in institutions. The older
people in the samples lived in Cleveland, Ohio:; Lane County,
Oregon; and the Gateway Health District, northeastern Ken-
tucky. Using Bureau of Census definitions of rural and
urban, we classified the data from Cleveland as urban, the
data from Lane County as rural and urban, and the data from
northeastern Kentucky as rural.

In our comparative arnalyses we applied statistical tests
to determine if the differences we observed among locations
were statistically significant. These statistical tests con-
sider the sample sizes. When we state differences between
locations in answering the questions, these differences are
statistically significant.

Although the older people in the three locations were
interviewed at different times, our statistical procedures
made it possible to compare the information. We did not
compare people by income, sex, or race because the total
number of people in these comparisions was too small to be
statistically meaningful.

Cleveland, Ohio

We took a statistical sample of people from over 80,000
people in Cleveland who were 65 years old and older and were
not in institutions, such as nursing homes. In our study,
1,609 older people were interviewed by Case Western University
in 1975 and 1,311 were reinterviewed a year later. Our anal-
ysis used data on the 1,311 older people interviewed in 1976.
We refer to these people in the analyses as urban Cleveland.




Lane County, Oregon

The Lane County study was made by the University of
Oregon and the Lane County Community Health and Social
Services Department. The study was initiated to develop a
comprehensive data base for planning programs for persons
60 years old and older living in the county. The county,
located in west-central Oregon, contains two adjacent cities,
Eugene and Springfield, which had a 1976 combined population
of about 132,000 (54 percent of the county's population).
The county also contains four other irncorporated areas,
each with a population over 2,500.

The selection process for the Oregon study involved a
statistical sample of 1,197 people from six subareas of the
county. The people sampled were interviewed in 1978. Data
from the study are to be used for planning and evaluation
with a capability to study rural and urban differences.

We segregated data cn 868 persons 65 years old and older
from the Lane County sample. We divided the data into three
groups, which we refer to as rural Lane County, Oregon; urban
Lane County, Oregon: and Lane County, Oregon (town). They
are described as follows:

--Rural Lane County, Oregon--426 older persons who live
in unincorporated areas consisting of farms, timber-
land, or open space or in incorporated areas with
populations of fewer than 2,500 people.

--Urban Lane County, Oregon--318 older persons who live
within the corporation limits of Eugene and Spring-
field, Oregon. Over 60 percent of Lane County's res-
idents who are 65 years old and older live in these
two cities.

--Lane County, Oregon (town)--124 older persons who
live in three small towns--Florence, Cottage Grove, |
and Oakridge. These towns have populations of 3,050, |
6,900, and 3,930, respectively. |



Gateway Health District, Kentucky

The Gateway Health District studied the demographic
characteristics and needs of people 60 years old and older
living in the district. This district consists of five
counties in northeastern Kentucky (Bath, Menifee, Montgomery,
Morgan, and Rowan) within the Cumberland Plateau. The dis-
trict is a severely economically depressed rural area con-
sisting of small communities and homes dispersed over a large
area of mountainous terrain in Appalachia. In 1970, this
arca had a population of 55,678.

A statistical sample of people 60 years old and older
living in the five-county area was selected for interviews.
This sample included people from rural and urban areas, and
people in institutions. People not in institutions were in-
terviewed in 1977. Data on 128 people 65 years old and older,
not in institutions and living in unincorporated or incor-
porated areas of fewer than 2,500 people, were segregated
by us from this sample and used in our comparative analyses.
We refer to these 128 people as rural northeastern Kentucky.

All three studies used the Older Americans Resources and
Service Questionnaire developed by a multidisciplinary team
headed by Dr. George Maddox and Dr. Eric Pfeiffer at the Duke
University Center for the Study of Aging and Human Develop-
ment. During a personal interview, the older pecple in the
three studies replied to 101 questions about their well~-being
in five areas of functioning--social, economic, mental,
physical, and activities of daily living. Data from these
interviews were used to answer the following questions.

The questions are grouped by subject areas--transportation,
housing, income, and employment.




Answer: In northeastern Kentucky, 57 percent of
the older people received transportation from family and
friends. In Lane County, most of the older people provided
their own transportation (ranging from 51 to 61 percent).

In Cleveland, 52 percent of the older people received trans-
portation from two or more sources, as shown in the follow-
ing table.

Urban Lane Rural
Lane County, Lane North-
Source of County, Oregon County, eastern
transportation Cleveland Oregon (town) Oregon Kentucky
{ percent)
None 1 0 0 1 2
Oone source:
Self 13 51 61 54 29
Family and
friends 25 ) 20 32 25 57
Public and .
private R
agencies 9 4 0 2 3
Two or more
sources:
Family and
friends
and self 10 7 0 12 3
Agency and
family and
friends 23 )S2 11 6 3 6
Agency and self 8 6 1 3 0
All other possi~
ble combina-
tions 1 _1 -0 _0 0
Total 100 100 100 100 100

2. Question: wnat percentages of older people in the
three locations provided their own transportation?

Answer: Most people in Lane County, Oregon (ranging
from 62 to 69 percent), provided all or some of their own
transportation. In Cleveland and northeastern Kentucky, how=-
ever, 58 and 68 percent, respectively, provided none of their
own transportation, as shown in the table on the following

page.




Trans- Urban
portation Lane
provided County,

by self Cleveland Oregon
All 13 51
65
Some 29 14
None 58 35
Total 100 100

3. Question:

Did older people feel they needed more

Lane Rural
County, Lane North-
Oregon County, eastern
(town) Oregon Kentucky

{percent}
61 54 29
62 69
1 15 3
38 31 68
100 100 100

transportation than was available?

Answer: Older people in Cleveland (17 percent) and
northeastern Kentucky (20 percent) were more likely to ex-
press a need for more transportation than those in Lane
County (8 percent or less), as shown in the following table.

Expressed Urban Lane Rural
need for Lane County, La~re North-
more trans- County, Oregon County, eastern
portation Cleveland Oregon (town) Oregon Kentucky
(percent)
Yes 17 8 2 4 20
No 83 92 98 96 80
Total 100 100 100 100 100

4. Question: Did older people living in rural locations

make fewer weekly trips (visiting friends, going shopping,
going to the doctor, ete.) than people living in urban loca-
tions?




Answer: Older people living in rural locations made
significantly fewer weekly trips than urban people. Greater
percentages of older people living in rural Lane County and
northeastern Kentucky--78 percent and 85 percent, respectively--
made three or fewer trips weekly, compared to 63 percent in
Cleveland and 52 percent in urban Lane County, as shown in
the following table.

. Urban Lane Rural
Number Lane County, Lane North-
of trips County, Oregon County, east2rn
(weekly) Cleveland Oregon (town) Oregon Kentucky
{ percent )}—
None 2 13 18 24 31
63 52 77 78 85
One to three
trips 40 39 59 54 54
Four or more
trips 37 48 23 22 15
Total 100 100 100 100 100
Housing

1. Question: What percentage of the older people owned
homes?

Answer: Fewer older people owned homes in Cleveland
than in Lane County or northeastern Kentucky. As shown in the
following table, 51 percent owned homes in Cleveland, compared
to 79 percent or more in the other locations-

Urban Lane Rural
Home Lane County, Lane North-
owner- County, Oregon County, eastern
ship Cleveland Oregon (town) Oregon Kentucky
{ percent)
Owned
home 51 88 79 88 84
Did not
own home 49 12 21 12 16
Total 100 100 100 100 100
* 6




In Cleveland, 61 percent of the unmarried older pecple
rented housing or lived in public housing, the highest for
all locations. Of these, 51 percent rented housing and 10
percent lived in public housing. 1In all locations married
people had higher home ownership than unmarried people.

For example, in Cleveland 70 percent of the married people
owned homes, compared to 39 percent of those not married,
as shown in the following table. 1/

Did not own home
Marital Owned Rental Public

Location status home housing housing Total
—————{percent )-
Cleveland Married 70 26 4 100
Not married 39 5L~_’2€\‘50 100

Urban Lane Married 94 6 0 100
County, Not married 79 21 0] 100
Oregon

Rural Lane Married 92 7 1 100
County, Not married . 77 23 0 100
Oregon

Northeastern Married 85 15 0 100
Kentucky Not married 82 18 0 100

;/The sample size in Lane County (town) was not large enough
for this analysis.

¢. Question: What percentages of older people received
Supplemental Security Income, food stamps, and/or Medicaid?

Answer: Older people in northeastern Kentucky were
more likely tO receive Supplemental Security Income, food
stamps, and/or Medicaid and often from more than une source
compared to the other locations. As shown in the table on
the following page, 28 perzent of the older people in north-
eastern Kentucky received such aid (17 percent from two or
three sources), compared to a range of 3 percent in Lane
County (town) to 13 percent in Cleveland.
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Urban Lane Rural

Lane County, Lane North-
Aids - County, Oregon County, eastern
received Cleveland Oregon (town) Oregon Kentucky
—(percent)

None 87 89 97 91 72
One 10 10 2 7 11
Two 2} 13 l}ll 1}3 2}9 ll} 28
Three 1 0 0 6

Total 100 100 100 100 100

Analysis of the homecowners receiving Supplemental
Security Income, food stamps, and/or Medicaid shows that 23
percent of the homeowners in northeastern Kentucky received
aid, compared to a range of 1. percent in Lane County (town)
to 9 percent in urban Lane County, as shown in the following

table.
Home- Urban Lane Rural
owners Lane County., Lane North-
received County, Oregon County, eastern
aid Cleveland QOregon (town) Oregon Kentucky
—(percent )
Yes 6 9 1 7 23
No 94 91 99 93 77
Total 100 100 100 100 100
Number
in sample
owning
homes 656 276 95 367 104
Percent of
total
sample 51 88 79 88 84
8




ENCLOSURE I ENCLOSURE I

DEMOGRAPHIC CHARACTERISTICS OF SAMPLES

Urban Lane Rural
Lane County, Lane North-
Character- Cleve- County, Oregon County, eastern
istics land Oregon (town) Oregon Kentucky

Sex:
Male 38 43

Female 62 57

30
70

Age:
65-74 54 65 59 64 60
75 and
older 46 35 41 36 40

Education:
Less than
12 years 75 53 56 62 87
12 years
or more 25 47 44 38 13

Race: R
White 72 .99 100 - 98 98
Black 28 1 0 2 2

Marital status:

Married 38 59 55 67 61
Widowed 48 32 40 25 37
Single 14 9 S 8 2
Income:
Less than
$3,000 32 13 15 14 52
$3,000 ~.
to
$6,999 50 44 50 51 40
More than
$7,000 18 43 35 35 8
Number in

sample 1,311 318 124 426 128
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SOURCE

SUBJECT:

OF DATA:

WHITE HOUSE CONFERENCE ON AGING

INFORMATION BRIEF #3

Older people and their need
for meals

Attached is our national estimates
of the need for meals for older
people. This information is
extracted from the United States
General Accounting Office briefing
on the nutritional health of older
people provided to the staff of
the House of Representatives Sub-
committee on Domestic Marketing,
Consumer Relations, and Nutrition.

"Information on the Nutritional
Health of the Elderly", United
States General Accounting Office
Briefing, House of Representatives
Subcommittee on Domestic Marketing,
Consumer Relations, and Nutrition.



NUTRITION

DESCRIPTION OF DATA BASES

The data for our analyses come from three studies that

included information about people 65 years old and older not
residing in institutions. The older people in the sample lived
in Cleveland, Onio; Lzne County, Oregon; and the Gateway Health
District, northeastern Kentucky.

Cleveland, Ohio

We took a statistical sample from over 80,000 people in
Cleveland who were 65 years old and older and were not in
institutions, such as nursing homes. In our study, 1,609 older
people were interviewed by Case Western University in 1975, and
1,311 were reinterviewed a year later. This analysis uses data
on the 1,311 older péople interviewed in 1976.

Léne County, Oregon

The Lane County'study was conducted by the University of
Oregon and the Lane County Community Health and Social Services
Department. Tﬁe Oregon study was initiated to develop a comprehen-
sive data base for planning programs for persons 60 years old and
older living in the county. The county, located in west-central
Oregon, contains two adjacent cities, Eugene and Springfield, that
had a 1976 combined population of about 132,000 (5S4 percent of the
county). The county also contains four other incorporated areas

each with a population over 2,500.

The selection process for the Oregon study involved a statistical

sample of 1,197 people from six subareas of the county. The people




sampled were interviewed in 1978. Data from the study are to be
used for planning and evaluation with a capability to study rural
and urban differences.

We segregated data on 868 persons 65 years old and older from
the Lane Coué}y sample. We divided these data into three groups,
described as rural Lane County, Oregon; urban Lane County, Oregon;
and Lane County, Oregon (town). They are described as follows®

--Rural Lane County, Oregon--426 older persons who live
in unincorporated areas consisting of farms, timberland,
or open space Or 1in incorporated areas with a population
less than 2,500 people.

--Urban Lane County, Oregon--318 older persons who live
within the corporation limits of Eugene and Springfield,
Oregon. Over 60 percent of Lane County's residents who
are 65 years old and older live in these two cities.

'——Lane County, Oregon (town)--124 older persons who live
in three small towns--Florence, Cottage Grove, and
Oakridge. These towns have populations of 3,050,

6,900, and 3,930, respectively.

Gateway Health District, Kentucky

The Gateway Health District studied the demographic characte-
ristics and needs of people 60 years old and older living in the
district. This district consists of five rural counties in north-
eastern Kentucky (Bath, Menifee, Montgomery, Morgan, and Rowan)

within the Cumberland Plateau. The district is a severely

economically depressed rural area consisting of small communities



and homes dispersed over a large area of mountainous terrain in
Appalacﬁia. In 1970, this five-county area had a population of
55,678.

A statistical sample of people 60 years old and older living

in the five-county area was selected for interviews. This sample

included people from rural and urban areas and people in institutions.

People not in institutions were interviewed “in 1977. Data on

128 people 65 years old and older, not in institutions and living
in an unincorporated or incorporated areas of fewer than 2,500
people, were segregated by us from this sample and used in our
analyses.

METHODOLOGY

Using these urban and rural data bases, we grouped older
people in the following five categories defining the degree of

need for meals served at sites such as schools and senior centers.

--0lder people who may need meals
because they have low income

This category contains older people

1.) who were able to go places, shop, and
prepare own meals without help and

2.) whose total income was less than $7,000
if married or $5,000 if single and met
their needs fairly well, or

3.) whose total income met their needs poorly
regardless of amount.

--0lder people unlikely to use meals
because physically and tinancially able to
satisfy own needs

This category contains older people who were
able to go places, shop, and prepare their own
meals without help and who have total annual




income other than that described in the previous
category.

--0lder people who are receiving help from other
sources but who could transfer their source of

meals

This category contains older people who were
unable to get places, shop, or prepare their
own meals without help. These people
receive meals from agencies or family and
friends could give up that source of help,
and use the meals at schools instead.

--0lder people who are unable to use meals

This category contains older people who were not
able to get out of bed, walk, get places, or eat.
If older people could not do one of those tasks
even if helped, they were placed in this category.

--0lder people who probably need meals

This category contains older people who were
unable to get places, shop, or prepare their
own meals and were not receiving help in
performing these activities.

These five categories were divided into subgroups by race,
geographical location (urban and rural), sex, and age. We applied
appropriate Bt?tistical tests to determine if the differences we
observed between subgroups were statistically significant.

The statistical tests showed that significant differences
existed in the likelihood that an older person would be included
in one of the five categories depending on whether the person
l1ived in a urban or rural area, was male or female, and was 65
to 74 years old, 75 to 84, or 85 years old and older. Our
estimates of the percent of older people in each of the five
categories considered these statistical differences.

These estimates based on our three data bases were projected
nationally to obtain national estimates of the number of older

people in the five categories. In computing the national estimates,
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we used U.S. Bureau of Census data on people 65 years old and

older in the population institutionalized and not institutionalized.
In comparing totals between graphs and tables in this report,

small differences occur that are due to rounding.

NON-INSTITUTIONALIZED
POPULAT1ON

The older population (both jnstitutionalized and non-institu-
tionalized people) of this country is increasing both in numbers
and in percentage of the total population. In 1940, shortly after
passage of the Social Security Act, the United States contained
9 million people (7 percent of the population). over 65 years old.
By 1977, the number had more than doubled to 23 million (11 percent
of the population). By the year 2000, the older population will
increase by another 9 million--to a total of 32 million people

(12 percent of the total population).

Most older people are not in institutions such as nursing homes.
Our estimates of the non-institutionalized population indicate that
23.6 million people would be 65 years old and older in 1980 coﬁpared

to 30 millior: in the year 2000, as shown on the following graph.
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Also, 43 percent (9.9 plus 3.0 million) of the 30 million people

would be 75 years old and older in the year 2000.
Many older people not in institutions could use meals in

schools. 1In 1980, 10.1 million people may need or probably need

meals compared to 12.8 in the year 2000, as shown in the

following graph.
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Also, a large nomber of peéple who were rece1v1ng

agencies or family and friends could obtain their meals from




schools. 1n 1980, 4.6 million people (14.7 million minus 10.1
million) could transfer their source of meals compared to 6.1
million in the year 2000.

The estimated cost of meals in schools in 1980 for 10.1
million older people would be $5.3 billion annually. If the
4.6 million people who received meals from other sources were
to obtain their meals from schools an additional $2.4 billion
would be required or a total cost of $7.7 billion, as shown in

the following table.

Category 1980 population Estimated annual cost(note a)
----- ----------(millions-----=--=----------=----c-
People who probably
need meals 1.2 $ 627
People who may
need meals 8.9 4,646
Sub-total 10.1 $5,273

People who could
transfer source .
of meals ) 4.6 2,401

14.7 $7,674

a/
~ Assuming that meals were provided once a day at $2.00
a meal, five days a week for 52 weeks a year or $522

annually.

Of the $2.4 billion, we estimate $1.8 billion in meals are

provided by family and friends, and .6 billion by public and

private agencies.




A majority cof

people with

$§7.7 billion would

1980 with annual incomes under $3,000, as shown in the following

table.

annual income under $3,000.

1980 Population who

- May need

the cost of meals would be incurred for

Fiftv-two percent of the

be incurred for 10.1 million older people 1in

Percent

Annual income  Probably because of Could transfer
ranges need low income source of meals Total Total Cumulatiy
---------- (millions) = = = = = = = = = =
$0 -$1,999  $157 $1,1L8 $ ™1 $2,036  26.5 -
$2,000 -$2,999 261 1,148 522 1,931  25.1 51.6
$3,000 -$3,999 157 992 522 1,671 21.8 73.4
$4,000 -$4,999 0 627 261 888 11.6 85.0
$5,000 -$6,999 52 627 208 887 11.6 96.6
$7,000 or more __0 104 | 157 261 3.4 100.0
Total - $621 $L,6L6 $2,401 $7,674  100.0

To estimate the number of people nationally by total annual

income and their need for school meals, we used 1977 census data,

the Cleveland sample, and the five need categories described

previously.

under $2,000, 2.4 million people (53 percent) may need or probably

need meals.

income over $7,000, 4.3 million people (86 percent) were unlikely

to use because they were physically and financially able to satisfy

Of the 4.5 million older people with annual income

Conversely, of the 5.0 million people with annual

their needs, as shown in the following graph.




—_— T T - e T ——
L 1] 0 .y K] ¥ [] a4 . - - .|'-|.'Z.
- _Nunber ol people ——————————— y : : ; ——
: 1} —— - - et b T i i " N
- jmlllllons}___ i —— e g v T Y
B (A DRI T
. o [] o ot .1l:|l‘.un : — — ...:'.,l .' D 0
- ~L . ::jl.:%;:l. IL: [ |n;;' -5-1; :. :. 1‘
. O L] (] L3 2 3 re i 3 (3 .
. : —r '1ﬁk€ﬁdjs=¢;.' L i it A ARE vV VY e
~0 PN N PR A Ay [}
0 A " . T M N P | __,_‘(.5'55 § l: '1
. [ ) o LS TN I 0 Y NNy AN DL !
. . - r v R g N K ;1_\‘)\\XA;~§\ 2 .
— _y a , TN A
. 4 : . _N_‘l \\\AAT ;-\A"‘
\ '~ . Ny 3y b A . :
: _._.—.—'—ljnab_le—tO“\IS} TN TN S SN\ T !
. . 47 — e AN NN :
: - : y T TN NN Y : ‘
0 \—‘\ . P . PV N W N Sl ‘
T \ O T pr o= ‘\;;LA LN \L‘ : |
) ——— o— 277 e/~ e ﬁ\ A - — |
- 0 : —2 S TN TN
r e } T PR WP T WA .\& ' |
=L ¥ i q DU WO ) D
N edad S 7 S : &\_ﬁ‘—_' |

—Couldtrensfer—]

: :gou&%_}i____‘:::?' e —) - L T A = ~
ezis e e e ] O O T o N N

-—m - : 2
) e:n s s 8 e =32 - . 1 [ o
— T e e e T A E e e e R SN AN e AN N N T T
; <SS oy IO WL W (WA WL AP SO PR N WA W N o -
e T ; D da Sy IS MW A3, W RO NS WK T WA W WA Ny YO IR
- —— i ——if i = A - 2R NI T4 PR I WA W,
—— - ) / 2-— PREr] ey PV SR B RO SEPUMEEL O\ W0 Nt W Wi SR
ey e e e A A SRS e e NS S
¥ Y . f ) ] D M LY [
——ofdowv——dt——2VF LS AN\ T e AN A AN NN
= incoze —— R A I 47 ;_ '77' ‘."' N y}',A S I Y TN ST
] — o .7'—' P i v A 77." s 7‘.) .‘"‘TL e --.o-o. \% 0 ?-‘.\‘\ T-T\ ;\. 1\ \‘\l—\ — -
v 11 J 2z .7 117 T'j Tt .’ﬁ.—’-"‘."‘- "'ﬂ-l'-'. . RAXGIR : L
1 SRR (S 2 4l A e e .,.?-. 22 M e = O ) Y pars
- T OO . .7. 7 Y B F e g cpr 14"&-1"1 NREEY, . PR SR
— L : :7' =7 ;771 . %,ﬂv reKI) n 'L_A,‘-ﬂ_;ﬁ O
e o iy i 1=/ /1=~ e AT Tt = 1 AN B it
R [l 1 ] o= . A¢ e J Al [ = -
T T.% & [ , t 4 . - - o« 14
. 3 [N IS : : ,'__r N -/ — - ,' g O Aa . AAAAA ¢ °
'SR ] . c 0 A &l - WA/ - - -
- e - = 49/ & v A Id s g o100 G lemh oSS 02 2 e —
e 2 — AT, ;;g::fgggzgs-c;:-'-.::—;-ﬁ—:‘ S
0 N : S — s - T, ¢ "y
g e =5 B Ty, 3 L), . . ' -~7.f. — ]
i Pro‘bablyme_d_o“" N T 34? " K = LAY ST e 2 7T -
. P N B ) 4 - ' - - ..-,1. - 0 e
VY ok il Yo U _‘-_$' '_'.J_$' & + —t -'-"—"-.,.o' l, oy ) v
[ -;l jl;.' ::L_‘:je_2.$3'_:_;_i ..!l,:_'_‘_:‘. : ';: .7_:_‘$}7—' f Lt . : |l90: [ A -
R O A, B B B DU S S A AR S S e e
. N TN & i - L .t : - - T Ly S i PR
i e Tot el ual'%'!s! me - : =
e e e e e et W A 2111111 - M R,
r gy " — rirs d . s ¢ ¢ . - — - :' 3 v b . rA +
- rek e T T ¢ " e ‘o + ] O [ V- [N ] ] * : :. - " A o, = 0 0] ' .
. I l; 3 3. [ l. ';lu' ,:.. '.4:. — T —— —T ) -
O SN S Ji S ] e 2 i ST RS - v
L d
10

EKTC . ) .3‘:3 . , . o

Aruitoxt provided by Eic: .
.




To estimate the number of people nationally receiving meals,

we used 1976 census data and the three samples. Of the 21.7 million
people not in institutions in 1976, 2.7 million people (12 percent)
received meals from family and friends, and .8 million people

(4 percent) from agencies.

CHANGES IN NEED
FOR MEALS AFTER A YEAR

Data on older people sampled in Cleveland were available for
two consecutive years (1975 and 1976) and therefore, changes in need
for meals could be identified. As shown in the following table,

--25.1 percent of the older people unlikely to use

meals in 1975 may have needed meals in 1976 because
of low income. These people had a decrease in annual
income over the year.

--10.3 percent of the older people who could have

transferred source of meals in 1975 may have needed
meals because of low income in 1976. These people
had a temporary need for meals in 1975 and had a
decrease in income over the year.

--0f the older people who probably needed meals in

1975, 52.4 percent died in 1976 and 23.2 percent
obtained meals in 1976. |

--26.8 percent of the older people who were unable

to use meals in 1975 were deceased in 1976.




1975 category

Uulikely to use
Hhunber
I’c rcent

Could transfer

source of meals

Hunber
I'erecent

Huy need
Hlumber
Percent

['robably need
Humber
Percent

Uuuble to use
Humber

Percent

Total

Unlikely

Could transfer
source of meals

Institution-

Deceased

23

6.1

211
75.1

55
9.5

19
23.2

12

29.4

320

10
2.6

16
2.8

43
52.4

- 11

26.8
80

Total .

378
100.0Q

281 |
100.0

576
100.0

g2
100.0

k1
100.0

1358
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OF DATA:

WHITE HOUSE CONFERENCE ON AGING

INFORMATION BRIEF #4

Preventive care for older
people

Attached is information on
preventive care for older
people. This information

was extracted from the House

of Representatives Subcommittee
on Human Services report on
"Future Directions for Aging
Policy: A Human Service Model'.
Page 88 has information on
preventive care strategy and
page 89 has projections over a
10 year period. Page 131-135

is a reprint of the United
States General Accounting Office
report supporting the projections.

"Future Directions for Aging Policy:
A Human Service Model', Subcommittee
on Human Services of the Select
Committee on Aging, U.S. House

of Representatives, Committee
Publication Number 96-226, May 1980.
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CHAPTER X1
Tar Cost oF CoxrpLETE OVERHATUL

Our nation faces 2 two-horned dilemma in care for its seniors. One horn is
demographic—sheer npmbers. Each year 500,000 people attain senior status, O
whom 100,000 have serious disabilities.

_ Today there may well be 4-4.5 million seniors in need of special
assistance.?
By the year 2000, 45 percent of the senior population will be elders

(75+), or abom % million Krsons (today there are 9 million) ; less con-

servative estimate. put this future figure between 15-19 million.

Of this older population, between 6-6 million will be over S0 vears old;

3.8 million 85+. i

By the year 2000, there may be more than 10 million people who will be
functionally dependent.

The other horn of the dilemma is fiscal: budgets at all governmental
Jevels will be tighter in the vears ahead. The mood of the country is 0 posed
to more government spending. and economic conditions have inflated the cost
of all government services. he Era of Limits has descended on America’s

policy planners.
"'o solve this Human Service Dilemma, a complete overhaul is needed.
nd the solutions

Figure 15 depicts the s ecific options legislators must now facea
our foresight studies Jead us to recommend. Taken tO%;ther, these preferred
initiatives constitute a research-based. future oriented Human Service Policy
\Model (see Fig. 13, p. 84). This mode] is also cost effective, as we propose to

demonstrate.

THE ALTERNATIVE ROUTE!: TODAY'S POLICIES PROJECTED

Consider what will hagpen if nothing is done to overhaul human service

to scniors. The current bill for senior care amounts to about 8112 billion—
5 percent of the Gross Nationa] Product and 24 percent of the fiscal year 1978

Federa] Budget.? Real spending under these prograris in 1978 was four times
what it was in 1960, when only 2.5 percent of the GNP went for programs for
in 1960 the percent,af_e

].

senjors. And from only 13 percent of the federal budfget
has nearly doubled, largely due to the enactment of such programs as Me

care and Medicaid, real benefit increases in Social Security, and other pro-
gram expansions.

While these expenditures are staggering. they can only increase in the
futvre if nothing is done today. Under the major programs mentioned. real
spending will more #in triple to $350 billion by the year 2010. Between 2010
and 2025 when the “baby boom” becomes the ugenior boom,” real spending will
escalate from more than $350 billion to around $635 billion. According tosuch a
projection, it will constitute more than 10 percent of the ‘GNP, more than 40
percent of tota) federal outlays.

The . ¢ may be some question
tions (for example, should the

aboui, what ic included in these overall calcula-
§20 billion in Social Security diszbility, sur-

1 Ethal Sbapss estitastes that opefourtb of all sepjors living 1o tbe commupity require boms
aerrices. Other estimates range from 27 to 40 percent (GAO). To these must be addrd the S percent
who are ipstitutionalized st 8By 0De time.

3 Accurding to thep-HEW Secrewary Califano. $94 billion wss paid i 1975 for O18 Ape Survivor's
and THaatility Tos-rapce. Nedieare, Medieaid. SS1, and Binck Lrog Benefts—all procrams for which
BEEW bas responsuibility, Another §14 Millop was Paid to tbis group upder the civil service, raiirosd,
apd military retirement pro;-sms £t11) spother 5.4 billiop went to senjors under programs providing

Yousing. fo0d siamps, snd social and exmployment servicea

(85)
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vivor. and dependent payments 10 persons under €2 be counted and should
not mulitary retirement be excluded since the averaze age of retirement is 42.)
The conclusion is inescapable: America’s senior population costs more now
than ever before and will continue to escalate dramatically for many years
to come.

A particularly vesing part of the problem is the cost of health care in
America. In 1977, total health care expenditures were approximately S163
billion, representing $737 for every man. woman, and child in the population.
It is senior Americans, more than any other group, who need and use this care.
For example, fiscal year 1977 public espenditures for health care for seniors,
including Medicare and Medicaid. amounted to 527.6 billion, a full 67 percent of
national health expenditures. Medicare paid only 38 percent of the total senior
health care bill. Seniors themselves paid an average 3562 “out of pocket’ in 1976

for personal health care. In addition to these public and private costs it is esti-
mated that over 50 percent of American senlors have at least one insurance poi-
ve claimed to have ten,

icy to fill gaps in coverage (in some cases witnesses ha ha
twenty, and even sixty policies!) : total premiums are between $500 million and

$1 billion annually. .
All indications for the future see health care costs growing steadily higher.

The Administration’s fiscal 1979 budget estimates that spending for Medicaid
will jump 15 percent to 520.9 billion (see Fig. 16). Medicaid payments to seniors
10 percent to $12.1 billion. Longer range projections by Sec-

only will increase
retary Califano show that the cost of Medicare for seniors will increase in re

terms “more than 10 times—twice as fast a pace as the increases in Social
Security”—between now and 2025!
Fiouvac 18
) $22.3
$20.9

$19.1

D Cost of Medicaid
$17.1

D Cost of Medicare
$14.6

$12.6

$32.1

$29.1

$10.2 3352
$23.5

$9.4

‘ $8.0 75
In 3i1lions 56.3 $14.8]
35.0 $11.3

____[fa.¢ 55 $9.5

$3.8

$7.9
2.4 .1
E L

1967 1968 1969 1970 1971

1972 1973 1974 1975 1976 1877 1978 1979 1980

Note: Official estimates for 1979 and 1980. Years ending June 30, exce

30 after 1976.
Source: U.S. Department of Health, Education, and Welfare, U.S. Office of Management

and Budget.

These dramatic cost projections will be spent largely for one kind of health
care—a medically oriented. treatment based. and institutionally biased ap-
proach. There is relacively little available for other kinds of care. Total national

spending for institutionsl care in fiscal year 1877
was paid for by the federal governunent (Medicaid, $6.4 billion and Medicare

ot September

sas $12.6 billion; 56 percent -




s friend.

Need for a Natiopai PPolier 10 Retter 1°ruvide for the Dlderly,” GA

57

f1omichon). Oniy 30Th mithen of Medicsii and Medicare funds was for
service—what we have called, 1n our model,

ar.buiator: cure or home heall
community care.

1f we continue at the present rate, 1965 spending for institutiona) services
will be from Sit to %€ illion. and skilled nursing home expenditures will
quadruple by 1985 to &i8.6 biilior.. Ambulatory and home health services
expenditures. on the other hand. will remain only 4 small portion of total long-
term medical services outlays—rising to $+-10 billion by fiscal year 1985. That

is if there are no legislative chianges in current health care policies.

4 DECISION AT THE CROSSROADS

It seems therefore that we are at a crossroads. Should we continue care
that is acute. medically oriented, treatment based. and institutionaily biased—
the Medical Model, which we cannot afiord in the future—or should we move
to a longer-term, preventive, service oriented, home care approach—A Human
Service Model, which we can afford? Should we continue in this dead heat to
bankruptcy—or should we break step. and attempt. a change in policy direction!

In the licht of all the data our research has mustered. our committee has
opted for policy change—to an afjordable Human Service Policy Model (see

ig. 15, p. 81). Accordingly, we foresee a human service svstem that limits
itself to the most vulnerable segment of our adult population (those who are
elders), provides a full floor of services to this target group, makes available
to them a comprehensive continuum of care that is preventive and community
based (but which also includes appropriate institutional care), that is decen-
tralized wherever possible and utilizes all the natural, in-place systems of

private care as more humane and Jess costiy.
RESEARCH BACEGROGND FROM GAO STUDIES

Vigorous support for this decision came from the General Accounting
Office in the form of two published reports and a third in progress * and unpub-
lished materials provided at the subcommittee’s request (gee Appendix 6). All
this data is b on longitudinal studies conducted in Cleveland, Ohio, which
were projected nationally at our request.

e GAO's first study (“The Well-Being of Older People in Cleveland,
Ohio™) looked into the status of Cleveland’s seniors. Measurements in five areas
of human concern (social and economic status, mental and physical health, and

ability to do daily tasks) uncovered that: .

23 percent of the senior population was impaired in at least 4 areas. .

56 pércent wasimpaired in1 to 3 areas.
21 percent was not impaired.

The study also revealed that most seniors had someone available to take
care of them as long as they needed—42 percent mentioned children, 27 percent
a spouse, 10 percent a brother or sister, 9 percent another relative, and 8 percent
"~ The total cost of senior care in Cleveland was $74.3 million, paid for ss
follows: $66.7 million came from the federal government (857.3 for Medicare,
Medicaid, and SSI and $9.4 million for the services of various agencies),
while $7.6 million came from other sources: county (8.7 nmillion), state ($1.3
million), city ($1.6 million). and the private sector ($4.0 million).-This dats-
base—(1) status, (2) availability of help, and (3) cost of care—was used and

amplified in all later studies.
In the second stud?'E

Better Provide for the
national policy in liome health care. It revealed such telling points as:

#»-“The Well-Being of Oléer Pecple 1n Clevelsnd. Oblo,” GJ?‘_Q:M) 1977. “Bome Bealtb—The
4

“Conditicas of Older People: Naticosl Information Bysiem Ne.e'dcd." a study, Dow 1o progress

" by Genera) Acronzing OBce

P e S

46

(“Home Health—The Need for a National Policy to ‘
lderly™), the GA.O dealt specifically with the need for -
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1. About 60 percent of the elderly who are extremely impaired live
outside of institutions. However. these people receive a wide arrav of
in-home services such as personal care. meal preparation. nursing care.
homemaker service. and continuous supervision. Other services are trans-
ﬁortatxon, housing, and social and recreational. Because all these services

elp to maintain a person in his home, they are referred to as “home
services.”

2. At all levels of impairment, the value of services provided by fam-
ilies and friends greatlv exceeded the cost of such services when provided
by public agencies at public expense.

3. As people become more impaired, the costs or values of home services
increase and the proportion of care provided by families and friends also
increases.

4. At the “greatly impaired” level where the breakeven point in cost is
reached, families and friends are providing over 70 percent of the value of
services received by older people. Families and friends are providing about
$257 per month in services for every $120 being spent by agencies. :

5. Until older people become greatly or extremely impaired. the cost
for home services, mcllt)xding the large portion provided by families and
friends, is less than the cost of putting these people in institutions (see

Fig. 17). Fromes 17 .

COMPARISON OF EXTIMATED MONTHLY COST
OF HOME SERVICES AND INSTITUTIONALIZATION AT EACH IMPAIRMENT LEVEL PER INOIVIDUAL

Estimevd Menthly
Con s
!.UT
HOME SEAVICE
45

—4

458 Imownenslizaten

la

ia

1%

I<

%00 P TOTaL COMY OF 1 HOUSE BIRVICTES '2
3

'-'

CORT OF SAML YARIFND MAAVICES

COST 0% AQUNCY HIAVEE |
- 1 i [] 1
UNiMPAINED ] SLIGHTLY l NROLY ‘ MOOERATELY I GENE uu.v‘ * Fuuuuv
Impmrment Level oAy

Sotncz.—"Home Healtb—The Need for a National Policy to Better Provide for the
Elderls,” General Accountiog Office report of Dec. 30, 1975.

This research makes it clear that s community based preventive care
strategy is desirable and cost efficient for all except those who are greatly or
extremely impaired and require some level of institutional care.

In order to assess how effective and cost efficient our current system of
senior care is. the GAO undertook a third study, “Conditions of Older People:
National Information System Needed”. At our request. further caleulations
were made on the target group (age 75+) for our model. The results of these
two studies bear out the fiscal feasibility of our policy model




(2]
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Tids new crer ;e bished 2Rt ebders (70— suouid pe thr target group
85 they an sigmdicantiy worse off iLayn semior aduits (Co-73).¢ Therr health s
worse (asiucasured by physicai and menisl health and ability 1o do daily tasks),
they are more lonely, and their outlook on life is poorer. Overall, the personal
condition of 74 percent of our elder population can be deemed “marginal or
worse™: oniy 2¢ percent are in an overall personal condition that can be
termed “best”.

11 the Cleveland data is representative of the nation as a whole, the cost
of America’s help * to today’s 7.8 million noninstitutionalized elders is approxi-
mately $58 billion. (This figure includes costs of £23.5 billion for direct financial
assistance—Social Security, SSI, Veterans’ pensions, etc.), which are not in-
cluded in calculations for our Human Service Policy Model. About 6S percent
of al] the help (tbe entire $55 billion) is provided through federal, state, Jocal,
and private agencies; most of Lhe help is federally funded.

The single greatest portion of the help (44 percent) is for compensatory
services. It is this kind of care that keeps people 1n their own homes and helps
to avoid the escalating cost of inappropriate institutional care. The study indi-
cates that family and friends of elders provide 77 percent of this compensatory
help by performing daily tasks for them. This means that the pivotal type of
cr.re—aid in tasks of daily living—is already being provided by family and
friends, without much help from public or private agencies. - -

_ ‘Unfortunately, the Cleveland data also show that not all elders are re-
ceiving the care they need. Overall, 73 percent of our elder population is cur-
rently in need of some kind of help; 12 percent are receiving all the help they
need, but a whopping 61 parcent are not. In spite of the rhetoric sbout objec-
tives, programs, and expenses, the reality is that we are not responding to three
out of every five elders in.America. The current system of care is pot reaching
the majority of eldersin need. '

PROJECTIONS FROM THE GAO DATA BASE

Our recommendation is that the full floor of care must be provided to all
elders, and pr(iiections from the GAO studies show it could be paid for. Here’s
how it works. For currently available services * to a minority of elders in need,
it now costs $4,408 per year per elder, including medical treatment (§1,039),
compensatory care ($3.232), social-recreational help ($130), caregiving (56),
and developmental services ($1). Projected nationally, these costs are approxi-
mately $34.4 billion/year.

Projecting further from the GAO’s Cleveland studies, we have found that
the average annual cost of expanding the full floor of services to all elders
(75+) would be $741/elder ($132 for medical care, $537 for compensatory
services, $64 for social/recreational, $2 for care giving, and $6 for develop-
mental). Nationally, it would cost an additional $5.8 billion the first year.

BETTER CARE AT LOWER OOST

Hovwever, savings would occur over the Jong haul because of the overall
preventive nature of this approach. The, inevitable effect of expanding care
to al] elders with such preventive measures as self-help health, outreach, better
detection of néeds, and.earlier, more inclusive treatment ' will ultimately be to

lower all medical and compensatory costs.

¢ Opr Bnbcommitiee’s definition of senlor sdnlt, 80-74 years, adda Hve years on to ibe Young

end of the GAO's definition (C5=75), therehy strepgiliening even fnriber the statistica) diference

. SE)ders recelve sis éifferent kinds of delp: (1) trestment for {lipesses. (2) belp to compensste
for s» older person's ipability to do dally tasks (e.£.. mea) prepsration. bememaker, ete) (3)
Snsncia) belp for momey problems, (4) soclal-recreatioss) help for older pecple with little or Do
socis) contact, (53 ureflﬂnr belp when the older person feels thare is 2o one to rovide care if he
Vecormas sick or dirabled. and (6) developmental belp (e.g edueational snd empioyment services)

for those with few interests Jeading to s negative outlook on Iife.
'Forp:::‘;'urw-n of our service lfnun. direct fuancis) belp to senlors s oot included : this
must be taken op as Part of & prevedt!ve econcdic sirstesy (see Appeudiz 8).
TAné infeed the toal range of sppportive rervices (treneportation. putrition, bomemtker. u:;

h'raxu bes)th) cat be considered as coniriboting to (his oversil improvezent in the ccodition
elders.

.
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The firsi-year cost would be §40.2 billion (€74 4 bill’on present cost plus
€5.8 biilion for expunded care). Probably the only possible savings would be
the continued absorption of 77 percent of compensaiory service cost by natural
care givers (family, friends, etc.). Projected over ten years. however, the
changes brought about by expanded care to all elders and the preventive ap-
proach result in a combined annual saving of $5.6 billion, 2« compared with
projections reflecting no such changes. This saving virtually covers costs over
and abecve present services to only a portion of the nation's elders. In other
words. initial investment to espand help now is paid for by a savings due
to reduced need for help in the future.

And the savings shown above do not reflect the effects of either inflation or
the increase in the number of elders in the future, both of which could lead
to even higher savings. First, inflation is expected to lead to higher medical
costs later on, and second. the increasing numbers of elders who had entered
the preventive care continuum at an earlier age before they become func-
tionally impaired would be reflected in larger dollar savings.

In a word, the GAO fiscal studies show that:

1. A full floor of care can be provided to all elders, .

2. All of whom will receive the appropriate care they need,

3. From the most natural care givers available,and

4. Over a period of ten years, this would not’ cost the fgovernment

M:ly more than it is now spending for care to less than- half of today’s

elders.

With this Human Service Policy Model, the nation could do a better job
for all elders than is now being done for only a few—a result that can be
achieved at no - <tra cost. This is the impact of prevention; for the first time,
hard data show .nat such a human service approach would work.
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ETTDIES OF ELDEIRS FROX THE GENIRAL ACCOUNTING OFFICE

People 75 yzca.rs old and older; comparison of the personal conditions of older
people

In 1975, we measured the personal conditions—health, securitv. loneliness,
outlook on life—of two groups of older peopie in Cleveland. The first group
was composed of people 65 to 74 vears oid and the second of peopie 75 vears
old and over. A comparison of the personal conditions of these two groups
showed that overall people 75 vears old and over were generally in a worse
condition than those age 65-74. Comparisons of the two age groups can Le made
for a1l personal conditions by examining the information in the following two
tables. The first table shows the personal conditions of people 65 10 74 vears old.

fin persant]
Level of conditions
Conditions ! Best Margins} worst Total
Health . [3] 25 14 100
SeCUMYenceceorccanes aevee 15] 225 128 100
Lenshiness. . __ — - [ o4 25 11 100
Outioon on iife 28 45 23 100
Overdilae.one e e e P - amasas 35 4 12 100

1 For & description of concitions and level of conditions. see the methodology. .
3 o statistically siguficant difierence beimeen the age groups af this ieval of personal condifion.

The personal conditions of people 75 years old and over are shown in the
following table.

ftn pereent]
Leval of conditions

Condilions t Gest Mar ginal Yorst Total
Health mrmmeveme e mmmace L] 2 26 100
Secunty, - RS . 152 2 124 100
Loneliness. ... cemerens o 55 ] 12 100
Outiook on hie.. & e oo - - - omemm 20 51 29 100
nal.. % 9 F 100

1 For a descriplion of conditwns and level of conditions, see the methodology. A
2 No statistically significant difisrence between the a2e groups 8¢ this ievel of personal condition.

-

ESTIAATE OF THE PERCINTAGE OF PLOPLE WHO ARE FUNCTIONALLY IMPAIRID BY AGE GROUP
PEOPLE €5 TO 74 YR OLD

Projection
of number
Perant o! people
B . of peojla . matioawide 8
. In sample {mitiions)
ADiilty te #0 Caily tashg: ? .
Adle to €9 aft trshs wihEU AP oeee cennneonnn c—e- o oae ——— i .4
Can do all daily Wsk But Only with MelD IR 3 8F MR, o e eeee e oo oo oo e em e e o oo 2] 28
Can not 00 at Jeast 3 13k @vER With BEID. .« ceee e ceee e ceee e ceoe e ae cmae mesa oo oe om - [ Lo
Tetsl ———— 100 n2

3 Proiection Lased on an extimated 13,152.000 rec;le €5 fo 24 yr old,
2 Daily by Inzlude precarimg maals, Sathing, walaing, sho;ping eatirg, atz. Cetails on those dally tasks are deszribed in our prier
1eport on 2. 5770 of app. IV, - .

(131)
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he two age groups shows that people 75 years and older

A comparizon of t ) ‘ .
functionally impaired than those €5 to V4 years old.

are significantly more
PEOPLE 75 YR OLD AND OLDER

Progection
of numrber
Parcant of of peopie
peopiesn Ratiaawioe
sampla (msllions)

Ability to do daily tashs:?
Able to do alf tasks without help cemcee “ kY
Can 00 all daily tasks but only with heloin 1 or more, —— ——a- % F N ]
Cannot 0o a: aif least } task aven with help.. 18 Lé
100 7.3

Total.

:Dr:o'm‘t.h: h_u::‘ on an estimated 7.;:“ w:- 5y old and “'i'&
ily tasks include Draparnng mee thing, waixing shopping, eal
raport on pp. 57-40 of app. IV. 5 L L pine

2. stz. Datails on those daily tashs are described le sur prier

A comparison of the two groups shows that people 75 years old and older
are significantly more functionally impaired than those 65 to 74 years old.

Services received by people 75 years old and over

We could not obtain national estimates of the cost of help provided to older

?ound.in Cleveland

people from all sources. Therefore, we
to the 7.8 million non-institutionalize

rojected the results
older people 75 years old and older in

1975 in the Nation. These proj
of the Nation as a whole, sh

ections, which may or may not be representative
ow that about $58 billion in help is provided

annually to the 7.8 million people in this country who are 75 yearsold and older
and live outside institutions. About 63 percent of the help older people receive
is provided through Federsl, State, local, and private agencies. Most of this

help is federally funded.

Many problems afflict older people and more than one kind of help may be
appropriate for.each problem. I-P:rther, it is not unusual for persons to have
numerous problems which must be addressed simultaneously. To illustrate, the

the whole person—conditions, related

diagram on the followini age depicts
problems, and kinds of eﬁ’p currently being provided. It shows that older

people could receive six kinds of help:
1. Treatment for illnesses,
9. Compensatory help to compensate for an older person’s inability to do
daily tasks (e.g.. meal preparation, homemaker, etc.),
3. Financial help for money problems,
_ 4. Social-recreational Aelp for older people with little or no social contact,
+ 5. Caregiving help when the older person feels there is no one to provide
care if he becomes sick or disabled, and .
8. Developmental help (e.g., educational and employment services) for
those people with little interests which leads to 2 negative outlook on life as

illustrated in the following figure.
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T ’ In Cleveland the annua) cost of providin§ these kinds of help to people 75
. ’ vears old and over averaged §7.13 a person. Various agencies provided 5,682
- worth of help, and family and friends provided the remaining $2,731. as shown
) in the following table:

AVERAGE COST OF MELP FOR EACH PERSON IN CLEVELAND 75 YR OLD AND OVER

Out projeciad
From Totsl nations)
- family and From timate ¥
: Kind of help triends sgencies Amouat Percant (billions)

| e e i LY B B

mpenss [T 1Y ppe— . : 3

Frnonciah s =z i) 28 3,008 a3 T

Social tional 2. . ... . 0 130 130 1.7% 1.0
Cotapimng. . .. 2 4 [ .08 .05
Devel MBIS, ... o e ceorncoaname cesorronmn e [} 1 1 (] .0

. v

2,13 4,682 7.413 100. 00 519
Pescent... n (3] 100 e mecrmecmmnne ma e
 Projected national estimate based oa the tolal cost of services from sl sources ang an estimated 7,808,000 people sge 75 end overin

1375 whe ate not institutionalized.

3 As sebngd 1n ot seview, (hess helps can only be proved by sgencies,

As shown, the greatest portion (44 percent) of help is compensatory for
inability to perform daily tasks without help. The next greatest is financial help
(41 percent) and then medical (14 percent). Social-recreational help accounts
for only 2 percent and caregiving and developmental help each account for less
than 1 percent. : - e

Comparing sources of help, the families and friends of older people provide
77 percent (%2192 of §3,232) of the compensatory help by performing dail
tacks for them, and only about § percent of the financial help ($237 of $3.003).
The other kinds are provided mustly by public and private agencies funded
under Federal ‘promms. From the agency standpoint, 59 percent of their cost
was in financia hefp (82,768 of $4,652) and 22 percent in trestment of illnesses

(81,029 of $4,652).
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[nmet necds of peop’e 75 vears old and over -

We determined the helps needed by people 75 vears old and over and com-
pared their needs to the helps they were recelving. his comparison showed the
extent of unmet needs by kinds of help. The kinds of help that were reaching the
leas: proportion of those in need were financial. social-recreational and develop-
mental. Overall, 73 percent of these people needed some kind of help-~12 per-
cent received all the help needed and 61 percent needed additional help. The
following table shows the unmet needs of people 75 years old and over for each
kind of help.

Percant of sample age 75 plus
Receving  Not receiving
oll the il the
Kind of help Definshion of need Net in need In nead help nesded  help needed
Medical t satment. coeonoeene Have (iness that interferes e great deal L1} 3 16 ]
with sctivat es.
COMPARSAIETY. cov caencnomenn Cannat do daily task without helo__... @ 54 38 19
Fi e e aee INRG yin t of money, . _... M 16 ] 13
Social-recrastionsh. . ........... Infrequent 50c:al contacts. o oo venense 8 19 1 13
Categiving. Ne one avarisdie to neip i b ek % " H 9
, or disabled or heip avaiebie only
now ang then,
Developmental. .. _ccoveesecs Negstive outiook o 1if8 . aue e e acaee- n 1) 1 a
atve ol b2 n 12 6l

1 of mere of the abOVe.ee e e cenee o »

First year costs to ezpand help to people 75 years old and older .

Expansion of all six kinds of help to geople 75 years old and older would
mean a 24 percent increase in total cost. More than half ($8 billion) of the
additional cost to expand help would be for financial help. Nearly one-third
(4.2 billion) would be needed for compensatory help and about $1 billion
would go for additional medical help. The following table shows the a.ver:fu
costs per person along with our estimates of cost to expand each kind of h ws
to those in need. (These estimates do not reflect added costs due to the predic
increase in the older population in the future or to inflation.) ‘

Additienal cost to eepend help

per persn . Parcant of

without National total

expanding Average total estimets edditional

Kind of help help per peraon {millons) cost
Madical treeiment. ... emmen - $1,03% $132 $1.031 1.5
[ 70} SO, . - 32 537 4,193 30.3
financil. ... R - . 3005 1.029 2034 Ll
Soial (46T EHIAN _ o o eeveemeeencmuommmonvons snce svmmnannammemennes 120 " 500 6
Caregiving.... ceeenm e eemmmeseemmnmn—. [ F 16 .1
Daveiopmentai P VR - 1 [ LY .4
b (7 PSR 1,413 1,770 13,821 100.0

If the family and friends of older people do not absorb any of the $13.8
billion increase, public costs would have to increase by more than one-third (38
parcent) to expand help to all those in need. However, if the family and friends
could be encouraged to provide more comrensatory help (in the same propor-
tion as they did in 1975), public costs would have to be increased by much less.
Nationally, we estimate that $3.2 billion less public money would be required to
;x and help if family and friends would provide this additional compensatory
help. .

First year costs to ezpand help to people 65 years old and older

Expansion of all six kinds of help would mean a 24 percent increase in total

cost. More than half (§19.5 billion) of the additional cost to expand help would

be for financial help. Nearly one-third (510.3 billion) would be needed for
compensatory belp and about $2.3 billion would go for additional medical help.
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hveiage cost
pe’ person
wiihout Nationsl
sipanding Avetapgs tolal estimate ad0ihons!
hetp pat parson (mulhions) cost

Percont of
vl

Kind of help

Medisal . . 1960 109 3
o i
' 3 . 3.

Sots-t 13
c Booe 5 2
Dewvsiopmental 1 [

Totat. .

6,817 1.601 a0

If the family and friends of clder people do not absorb any¥ of the $34 bil-
lion increase, public costs would have to increase by more than one-third (35
percent) to expand help to all those in need. However, if the famiiy and friends
could be encouraged to provide more compensatory help (in the same roportion
as they did in 1975), public costs would have to be increased by much Jess. Na-
tionally, we estimate that $S billion less public money would be required to
expand help if family and friends would provide this additional compensatory

Pp.




SUBJECT:

SOURCE

OF DATA:

WHITE HOUSE CONFERENCE ON AGING

INFORMATION BRIEF #5

Source of income of older people
in urban and rural locations

Attached is information on source
of income of older people in three
locations--Ohio, Oregon, and
Kentucky. This information is
extracted from a United States
General Accounting Office report
to the Federal Council on Aging.

"Comparison of Data on Older
People in Three Rural and Urban
Locations", United States
General Accounting Office
report, HRD-80-83, dated

May 23, 1980,
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€5 YEARS OLD AND OLPER

IN THRZZ LOCATIONS

SISCFIFTICN OF DATE ZASES

The cata for our comparative analyses ccme IZrom three
secarzte studies that included informaticn about peozle 653
years olé andé older nct residing in Inszizuzicns. The oller
ceople in the samrles lived in Cleveland, Chic: zazne County,
Cregon; and the Gatewzy Zealin District, northezstern Ren-
tucky. Using Bureau of Census cdefiritions of rural and
urban, we classified the cata from Cleveland as urban, the
Gata frem Lane County as rural and urban, and the cdata from
northeastern Kentucky as rural.

In our comparative analyses we applied statistical tests
o determine if the differences we observed among locations
were statistically significant. These statistical tests con-
ider the sample sizes. When we state differences between
locations in answerinc the cuestiocns, these cdififerences are
statistically significant.

Although the oiéer people in the three locations were
interviewed at different times, our statistical procedures
made it pcssible to ccmpare the information. We did not
ccmpare people by inccme, sex, Or Tace because the total
number of people ia these comparisions was too small to be

statistically meaningful.

Cleveland, Ohio

We took a statistical sample of people from over 80,000
people in Cleveland who were 65 years old and older and were
not in institutions, such as nursing homes. In our study,
1,609 older people were interviewed by Case Western University
in 1975 and 1,311 were reinterviewed a year later. Our anal-
ysis used éata on the 1,311 olcer people interviewed in 1976.
We refer to these people in the analyses as urbdan Cleveland.

4
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The Lane Ccunty study was mace DY
Orecon ané the Lane County Cemrunity He
Services Deparitwment. The szucy was ini

1 i .

a
eé¢ to cevelop a
comprehensive cata base IOT [ TS

- Sersons
60 years olé and older 1ivixag in the coun ne county.,
located in west-central Oregon, contairs two adjacent cities,
Eucene and Springfield, which had a 1976 combined population
of about 132,000 (54 percent of the county's population).
Twe county also contains four other incorscczted areas,
each with a population cver 2,500.

C

See

by 03 byt

The selection process for the Orecon study involved a
statistical sample of 1,197 people from six subareas of the
county. The people sampled were interviewed in 1978. Data
£rcm the study are to be used for planning and evaluvation
with a capability to study rural and urban differences.

We segrecated data on 868 persons 65 years old and older
from the Lane County sample. We divided the data into three
grougs, which we refer to as rural Lane County, Oregon; urban
Lzne County, Oregon; and Lane County, Oregcan (town). They
are édescribed as follcws:

--Rural Lane County, Oregon--426 older perscns who live
in unincorporated areas consisting of farms, timcer-
lznd, or open space or in incorporated areas with
populations of fewer than 2,500 people.

--Urtan Lane County, Oregon--318 older persons who live
within the corporation limits of Eugene and Spring-
field, Cregon. Cver 60 percent of Lane County's res-
jdents who are 65 vears old and olcéer live in these

two cities.

--Lane County, Oregon (town)--124 older persons who
live in three small tcwns--Florence, Cottage Grove,
and Cakridge. These tcwns have populations of 3,050,
6,900, and 3,930, resgectively.
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A statistical sample of people 60 vears olc and oléer
living in the {ive-county area was selected for interviews.
This sample included people from rural znd urtan areas, and
ceople in institutions. People not in institutions were in-

sterviewed in 1977. Data on 128 people 65 years olé and olcer,
not in institutions and living in unlncoroora.ed or incor-
porated areas of fewer than 2,500 people, were segrecated
by us from this sample and used in our comparative analyses.
we refer to these 128 people as rural northeastern Xentucky.

All three studies used the Older Americans Resources and
Service Questionnaire developed by a multidisciplinary team
headed by Dr. Georce Maddex and Dr. Eric FPfeiffer at the Duke
University Center for the Study of Aging and Human Cevelcp-
ment. During a personal interview, the olcer people in the
three studies replied to 101 guestions about their well-being
in five areas of functioning--social, economic, mental,
physical, and activities of daily living. Data from these
interviews were usaed to answer the follcwing cuestions.

Tne questions are c¢rouped by subject areas--transportation,
housing, incc:.ie, and employment.

Q
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1. Question: Did family inccme vary among the thrze
loczzions? ’ )
Answer: Family inccnes were lower in ncrtheastern
Rentucky tnen 1n the other locaticns. Over 52 percent of the
ci:der reople in northeastern Rentucky had incomes of less thean
$3,000, comzzreé to 32 percent in Cleveland ané 15 percent or
less in Lane County. )

1

Beczuse married people oiten have hicher inccmes than
single people and because the percentage of married people
varies at each location, we analyzed inccme by location and
marital sta*us. As shown in the folleowing table (even when
marital status is considereé), older people in northeastern
Xentucky have lower incomes than those in other locations.
For example, 80 percent of the married pesople in northeastern
Kentucky have an income of less than §$5,000. 1In urban Lane
County only 1l percent of the married Deople had an inccme

vnder $5,000.

Urban Lane Rural
Lane County, Lane North-
Income Marital Cleve- County, Oregon County, eastern
range status land Orecon town) Orecon Xentuckv
~{percent)
Less Married 6 1 3 3 39
than
$3,000 Not
married 48 29 32 37 73

11 15 29 80
$3,000  Married 10// 37 77 127 237
to .

$3,°999 Not

married 23 26 25 24 10
$4,000 Married 19 7 S 14 18
to
$4,999 Not
married 11 14 11 9 0
$5,000 Married 65 89 as 71 20
or
over Not
married 18 31 32 30 17
O
ERIC 4
D:}
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. Ceisge:o=. ‘Wers wneze ZiifeIsnces Lo SCUTCES cZ in-
come among the Throes szz=izns?
feene-: So—-lzzizi2s: MIst clIsr pecrie Ec <he
cm-ee loCazicone mad ioocme IfoR socizl securizy---aznging Ifcw
88 percent in ncriheastern Kern-ucky o 56 rpercent 1n uroban
Lane County. Differences: Iewser cectle in nerthezstern
Kentucky (l4.cercent) had retirsment pensions than elsewhere
(ranging frcm 33 percent in rurzl Lane County e 43 percent
in ucban Laze Cournty). alsc, more clcer pecple in nosth-
eastern Xentucky had income from Supplemental Securizy In-
come payments (18 percent) compared to the otrer locations--3
sercent in rural Lane County, 5 percent in Cleveland, and
1 percent in urtan Lane County. mhis information is shown in
zhe following tzble.
Urtan Lane Rural
Lane County., Lan Nor:th-
Income County, Oregon County, eastern
sources Cleveland Crecon (tcown) Crecon Kentuckv
{percent}
wage, salary,
business
inccme 8 18 10 12 13
Rental,
interest,
investments 23 45 36 27 19
Retirement
pension 34 43 36 33 14
Veterans'
benefits 5 7 11 S5 9
Social
Security 92 9% 94 93 88
Supplemental )
Security .
Income 5 1 1 3 .18

<3
(o




3. Question: Did the number of self-supporting
nousenholds differ amonc the thrae locations?

Answer: We defined a household to be seli-supporting
if the family did not receive financial help in the form of
rent, food, or recular money assistance from fazmily or private
organizations. Cleveland had significantly more households
receiving some form of financial aid than did Lane County.

For example, 27 percent received aid in Cleveland, compared
to a range of 10 to 14 perceat in Lane County, as shown in
the following table.

Was Urban Lane Rurel
household Lane County, Lane North-

self- Cleve- County, Oregon County, eastern
supporting? land Oregon (town) Oreagon Kentucky

{ percent }—

Yes 73 87 9C 86 8l

No 21 13 1o _14 _19

Total 100 100 100 o 100
Employment

1. Question: Wwhat was the employment status of the
older people in the three locations?

Answer: Only a small percentage of the older people
were employed full time in any of the locations--1 percent
in northeastern Kentucky to 3 gercent in urban Lane County.
About 5 to 1l percent were employed part time, as shown in
the fcllowing table.

Urban Lane Rural
Em- Lane County, Lane North-
ployment Cleve- County, Oregon County, eastern
status land Orecon (town) Orecon  Kentucky

-——{ percent)

Full time 2 3 1 1 1
Part time 6 11 9 5 5
Not employed 92 £6 90 94 94

Total 100 100 100 100 100

» -
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2. Question:

were oléer reople seeking employment?

Answer: Most older people were not seeking em-
plocyment. Three percent or less of the older people in all
of the locations were seeking emplovment, as shown in the

fcllowing table.

Not em-
ployed Urban Lane Rural
but Lane County, Lane North-
seeking Cleve- Ccunty, Orecon County, eastern
work land Oreaon (town) Oregon Kentucky
{percent}
Yes 3 2 1 0 1
No 97 98 99 100 99
Total 100 100 100 100 100
7
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SUBJECT:

SOURCE
OF DATA:

WHITE HOUSE CONFERENCE ON AGING

INFORMATION BRIEF #6

Older people and the poverty level

Attached is our national estimates
of the number of older people at the
poverty level, This information is
extracted from the United States
General Accounting Office briefing
on the nutritional health of older
people provided to the staff of

the House of Representatives Sub-
committee on Domestic Marketing,
Consumer Relations, and Nutrition.

n Information on the Nutritional
Health of the Elderly", United
States General Accounting Office
Briefing, House of Representatives
Subcommittee on Domestic Marketing.
Consumer Relations, and Nutrition,

LAY

J




w0 ARk Ti'l tLDIKLY?

1.¢ clcerly are persons aged €5 and over. They are a grow-
irg seyment of tne population which nas proportionately more
2sor than tne panulation in ceneral. As a3 group they account
tor apout 30 percent of the cost of all the health services and

supplics received virectly by individuals.
1re lowver age limit of 65 is partially arbitrary and partially
a recognition of tactors which have combined to make tihe attainment

o1 age 65 a milestone~-a Time of social Security benelits,

sedicare coverage, income tax aavantages and reuuctions in transit

fares and adaission prices. iot everything, however, is keyed to age
65. ne Ulcer American Act of 1965, as amended, autnorizes

nutrition ana social services for persous aped 60 and older and

sets 55 as the minimum age for participation in the community

servize c¢mployment program established Ly the Act. As mentioned

in tne body of our letter, "older" Americans wil! be used vhen we

reler to persons aged 60 and over.
THE eLUSKLY ARE A GROWING

POPULAT10I whlCn 1INCLUDES
FARY PUUR

1ne proportion of clderly persons in the total population is .

lincly to continue to rise, but more slowly than in the past.

1ne rice may not be steady because of fluctuations in the fertil-

ERIC 6.4
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anc ail of tne rrojeciec range ior tnat properticn s above the

level ot 1¥7C. Inc bureau of tne Lensus prujected percents for

rorsons aged b5 ans cver, 1nciuccing the projested range, snow

trat tne elderly are 3 growing scgment of the porulation.

1ne flderly as 3
tercoent i
Tetal Population

1470 10.7
11.2 (11.1 - 11.3)

1y9u 12.2 (1.7 - 12.0)

Accorsing tuo [he cureau of tune Census, petween 1976 ano the

cnd o1 tae century tne population aged 65 ana uvver will increase

cv nearly 40 percent, fronm 23 million in 1976 to 32 aillion 1n

soun.  In this perivd all age segments of the vluer population

are expecteu to nrow rapidly, particularly the extreme aged.

Total Population in the Oloer Ares a/

70 years 15 years . 85. years

60 years 65 years
and over

ana over and over and over and over

1470 28,753 20,087 13,065 7,600 1,432
1970 32,2448 22,434 14,654 8,741 1,956
lysu 34,724 24,927 16,227 e,424 2,29
1990 40,15 29,824 19,h03 12,021 2,881
2uuv 41,973 31,822 22,630 14,324 3,756

Fsti-aztes and projzctions as of

a/ hunvers in tnaxt«wds.
tezal nopulation of the

July 1. lHigures re: ier Lo tne
50 wtates ang bistr:ct of Lolumpdia.




asout 1 out oi every 7 persons £3 vears Aanc Over in 1977, or
3.2 million parsons, lived in families or as unrelated individuals
witn incomes low enough to place tnem below tne rureau of the Census
detin:tion of tne poverty level.

Althougn the total number of poor peopie in the United States has
not changed much since 1970, tie nuuber -of elderly poor (those 65

years &ng over) aropped by about 1.3 million, or from one-fourtn

of tne age group in 1970 to about one-seventh in 1977.

Poverty Status of Persons cf All Aypes i/
and Fersons 65 Years and Older

All persons belov Persons 065 years and
poverty level over below puverty level
Mumber Percent Kumber . : Percent

o ————

1970 25,620 ° ° 12.6 4,709 24.5
1972 24,460 11.9 3,738 18.6
1974 24,260 11.6 3,308 15.7
1976 24,975 11.8 3,313 15.0
1977 24,720 11.6 3,177 14,1

a/ Numbers in thousands. FPersons as of March of the following

year. Au=mbers exclude unrelated individuals under 14 years
old, inmates of institutions, and wmembers of the Armed Forces

As shown below, about 10.5 million people age 65 and over,

avout 47 percent of the total, nad incomes of less than $3,500,

.-
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lotai 9,170

v1lh 1NnCOnC 9,145
.itioul 1ncome 25
$1 to Ct 7
$1,u00 to - ; 173
$1,300 to vy 244
2,000 to 591
$¢,500 to 510
s3,000 to 3 706
$3,3500 to 3 j 696 1,033 1,729
4,000 tu 54 1,066 1,139 2,295
s5,000 to o 950 772 1,722
Sb,UU0 to 793 515 - 1,308
57,000 to y 597 394 991
vr, 00U o Y 431 275 706
se,UUU to §Yy,99Y 33y 194 523
$i0,000 to S11,99Y . 5% 245 763
$12,0L0 to >14,99Y 429 269 698
§15,C0u to §1Y,999 450 165 615
$2L, 000 to $24,999 199 63 262
525,000 wnc over 356 04 430
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a/ Nuxbers 1n tnousands. Persons 3s of March 1978.

Accurulng Lo iine Aiministration on Aging (ACA) although the

aunver o1 eluerly poor declined in recent years, this decline was

parti12lly oftsel by an increase in the nunber of elderly persons

ne poverty level but below the "hear-poor" level

witn incones above U

(129 percent of tne poverty level).
rrojections for persons aged 65 ycars and over below the pov-

erty level were not readily available. bhowever, a 1978 A0A statis-

tical repurt on prornpocts for the future elé erly-p-pulation states

tnat eosen and winorities--subgroups vhich tend tc have worked less

30.1
3e.0
46.6
34.5
64.3
71.9
77.8
82.2
85.3
87.7
91.]
94.2
96.9
98.1
100.0
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‘ve tens LC ave lewer Simgcncial cesel

retireqont--will insure the continuec extszance of a substantial

sLsber of eicerly parsons with incomes near or bélow itne poverty
ievel.

To get sume idea of what the low incone clderly population
migat ve in 1Y%U we mooe some es-izazes hased on assumptions apout
the nuaver of elderly poor 1in relation to total populstion. Tnese
estimates in no way take into account changes in the 1nflation rate
or the level at winicn poverly 1s defined--zwo factors wiich coulé
cramatically influence the size of the low-inzome population.

1f the ratio of elderly poor in relation to the total elder-
ly stavilizes at l4 perceni, we can expect there will be about
4,175,000 persons b5 year; and over oselow the puverty level in
199y, 1f the ratio of elderly poor continues to Jecrease and

ctavilizes at the ratio for the poor of all ages (11.6 percent

in 1Y77), we can expect there will be about 3,460,0uUC persons 65

years and over below the povertly level in 1990.




WHITE HCUSE CONFERENCE ON AGING

INFORMATION BRIEF #7

SUBJECT: Cost of home services versus
cost of institutionalization

Attached is information on cost of
home services compared to cost of
institutionalization. Page 8 shows
source of home services and page 10
graphically presents the cost
comparisons. This information is
extracted from a United States General
Accounting Office report to the

Congress.
SOURCE "Home Health--The Need for a National
OF DATA: -Policy to Better Provide for the Elderly",

United States General Accounting Office
report, HRD-78-19, dated December 30,
1977.




COSTS OF HCME SERVITES COMPARED

TO INSTITUTIONALIZATION

About 60 p=rcent of the elderly whe are extremely
impaired live outside o” jnstitutic-s. However, these people
receive a wide array of in-home services sucn 23 personal
care, meal preparation, nursing care, homemaker g2rvice,
and continuous supervision. Other services are transporta-
tion, housing, and social and recreational. Because all
these serv.ces help to maintain a person in h)»s home, they
are called, for simplicity, “"home services.” These home
services are comtined with each other to help sustain health,
activity, and independence. The combination of services
and frequency of eack service varies depending on the level
of impairment of the individual.

At all levels of impairment, the value of services
provided by families and friends greatly exceeded that cos*®
of services -provided by public agencies at public expense.
The total cost of these home services becomes greater than
the cost of institutionalization for older people who are
greatly or extremely impaired. About 17 percent of those
65 or over fall into these categories.

We examined the relationships between pcople in Cleve-
land at different levels of impairment, the services they
received, and ho' these services were delivered. Our analy-
sis showed:

--As expected, people who are more impaired receive
more services than pecple who are less impaired.

--Public agencies are currently spending less per
person for home services than is spent for insti-
tutional care regardless of the levels of impairmer*.

--Eighty-seven percent of older people institutionalized
are great)y or extremely impaired compared to 14
percent of thcse at home.

-—Care provided to th2 greatly or extremely impaired
living at home is similar to institutional care.
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--Family and friends provide over 50 percent of the
services received by older persons a4t all impair--
ment levels and over 70 percent of the services
received by the greatly or extremely impaired.

The cost of the services that older people received
in Cleveland should not be considered indicativ~ of what
expenditures would be if a comprehensive federally funded
program was established to provide home-care services for
older people--partially because our analysis was based on
services actually received as opposed to services which
might be considered as necessary and thus reimbursable
under some structured criteria.

Our report, "The Well-being of Older People in Cleve~
land, Ohio® (HRD~77-70, Apr. 19, 1977), showed that some
People did not use services becasuse the services were not
available in certain areas of Cleveland or people were
not aware of the availability of services.

If Federal funding were increased, more services would
bacome available and their availability would probably be
better publicized, resulting in increased use. Also, the
availability ot services at public expense could result
in less services being provided by families, friends, and
charitable organizations.

To assist in understanding our analysis, we divided this
chapter into the following three sections:

--The methodology section shows how we did our analysis.

--The cost comparison section shows how we determined
if the cost of maintaining a person in a home
equals that of maintaining a person in an institution.

--The families and friends section shows the signifi-
cant role they play in supporting an older person
in the community.

METHODOLOGY

The information contained in this chapter is based on
an extensive cgata base developed in our review of the well-
being of older people in Cleveland, Ohio.

This data base sontains information on the characteris-
tics of 1,609 people 65 years and o\>r sampled from the
Cleveland population. The dominant characterisitics of those




who are greatly or extremely impaired in Cleveland, Chio.
can be found in appendix II. Further, information on the
services these people received has been collected in 2
phases over 1.5 years from 118 agencies.

In studying the well-being status of older people,
we used a questionnaire developed by the Duke University
Center for the Study of Aging and Human Development in colla-
boration with the Administration on Aging, the then Social
and Rehabilitation Service, and the Health Resources Adminis-
tration of HEW. Questions were asked about an older person's
status in-the following areas of functioning (1) sociail,
(2) economic, (3) mental, (4) physical, and (>3) activities of
daily living.

The older person's responses to questions during the
interview were used to categorize his or her status as one
of the following: excellent, good, mildly impaired, moder-
ately impaired, severely impaired, or totally impaired. For
example, the older person's physical health status was placed
in the appropriate category on the following scale after
considering his or her responses to 22 detailed guestions

on physical health:

1. 1In excellent physical health. .
Engages in vigorous physical activity, either
reqularly or at least from time to time.

2. 1In good physical health.
No significant illnesses or disabilities. Only
routine medical care such as annual checkups
required.

3. Mildly physically impaired.
Has only minor 1llnesses and/or disabilities
which might benefit from medical treatment
or corrective measures.

4., Moderately physically impaired.
Has one or more dlseases OrI disabilities which
are either painful or require substantial medical

treatmcent.

5. Severely physically impaired.

Has one or more 1illnesses Or disabilities which

are either severaly painful or life threatening
or require extensive medical treatment.




6. Totally physically impaired.
Confined to bed and requiring full-time medical
assistance or nursing care to maintain vital
bodily functions.

2lthough the responses showed a separate status for
the five areas of human functioning, we wanted to consider
the entire person or what we have defined as the impairment
of the person. Therefore, we combined the status in each
of the five areas to form the overall well-being of the
individual as shown in the following groupings:

Impairment Description based on five areas included in
level _ Duke Univers:ity guestionnaire
Unimpaired Excellent or good in all five areas of human
func-tioning.
Slighly Excellent ¢r good in four areas.
impaired
Mildly Mildly or moderately impaired in two areas
impaired or mildly or moderatly impaired in one area
and severely or completely impaired in
another.
Moderately Mildly or moderctely impaired in three areas
impaired and or mildiy or moderately impaired in two -
and severely or completely impaired in one.
Generally Mildly or moderately impaired in four areas.
impaired
Greatly Mildly or moderately impaired in three areas,
impaired and severely or completely impaired in
another.

Very greatly Mildly or moderately impaired in all five

impaired &areas.
Extremely Mildly or moderately impaired in four areas
impaired and severely or completely impaired in the

other, or severely or completely impaired
in two .,r more areas.

s
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To assure ourselves of the representativeness of our
results, we compared our data from the first phase with
national statistics and similar analyses done in Durham,
North Carolina, by Duke University. To assist us in inter-
preting the results of our znalyses in both the prior and
current reviews, we used consultants from the fields of
gerontology and operations research.

Coxparison uf the dataz in Cleveland with similar data
gathered in Durham, North Carolina, showed the two samples
vere Similar. The results of the two studies showed both
populations were similar in demographic characteristics and
individual functional areas. Further, the status and dis-
tribution by impairment level of older persons in Cleveland
and Durham were similar.

Using the questioannaire responses, we combined the
separate status for the five areas into the following
seven groupings: (1) unimpaired, (2) slightly impaired,
(3) mildly impaircd, (4) moderately impaired, (5) generally
impaired, (6) greatly impaired, and (7) extremely impaired.
The areatly and very greatly impaired groupings used in
our prior report wvere consolidated into the greatly impaired
because we found that the overall impairment of people in
these two groups were similar.

Using t*~ questionnaire and service information gathered
during the first phase of the prior review, we (1) developed
the services each person rerceived, (2) deternmined the source
that provided each service, and (3) determined an average
usage at each of the seven impairment levels. We then con-
tacted 27 Pederal, State, local, and private agencies to
discuss service costs and to gather cost data for the period
October 1976 to March 1977. From inis information, an aver-
age cost was developed for each service. These average
costs appear reasonable in comparison to similar data from
Chicago, Illinois, compiled by the Mayor's Commission on
Aging, and Durham, North Carolina.

To develop service costs for each impairment level we
combined the four data elements:

--Cost or value of ecch service.

--Average usage of eacﬁ service per month.

--Percentage receiving each service from an aéency.




--Percentage receiving each service from family or
friends.

The cost assigned to services provided by agencies arnd
families and friends was : alculated individually lor each
impairment level.

The agency cost was calculated in terms of an average
monthly cost per individual. This caiculation included

--percentage receiving service,
--monthly frequency of use of the service, and
--cost of service.

The agency portion was mostly funded through Federal
sources and included services provided to older persons by
Government and private service providers.

Tiiis process was repeated to determine the value of
services provided by families and friends. In the absence
of family and friends, any services received would have to
be from an agency. Therefore, we assigned the same cost
to family and friend services that we found for agencies.

The two service costs (agency, family and friends)
were added to determine the total cost or value of services
provided at each impairment level. The total service costs
were plotted by ‘wpairment level. The resulting curve was
compared to the cost on institutionalizacion based on January
to February 1977 reimbursements to skilled nursing and
intermediate care facilities in Ohio.

COST COMPARISON

In comparing the costs to naintain older people in
their homes versus an institution,. we first analyzed each
situation separately. The first ~.oup we analyzed was non-
institutionalized people (about 95 percent of persons 65
years or over). The second group was institutionalized
people. We then compared the cnsts for bsth groupt to
determine at what impairment level the toval cost-.to keep
an older person at home (including the value of the service
provided by family and friends) equals the cosc to institu-
tionalize the person.
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While we do not believe *hat a decision to
institutionalize an individual who wants to remain at
home should be based on cost comparisons alone, we believe
that these conparisons provide some insight as to ghe

economic, physical, and social factors which have influenced
such decisions.

Noninstitutionalized people

Several factors contribute to a person's ability to
exist outside an institution. One is the level of impair-
pent. People who are more impaired receive more services
than people who are less impaired. AS the table below
shows, transportation, checking (periodic monitoring by
telephone or personal contact), and social and recreaticnal
services are received by the less impaired. At the more
impaired levels, social and recreational services drop
drastically while nursing care. personal care, and contin-
uous supervision increase significantly. Eventually the
most severely impaired people require almost constant care.

The Primery Services Received

At Each Ispastment Level

Sesvige Uniepaited Sligntly Mildly Moderotely Gererally Greatly Extremly
Transportation 3 X X
Checking ipefiodic

monitoring) X X X X } x X
Social/recreational X b 4 X X  §
Hosesaker  § 4 b ¢ X  §
Housing | S  § b ¢ X x
Adsinistrative/legal 3 X X
Real prepagation X  § x X
rood, groceries  §  § x  §
Personal care {(aiding an

 §  §

individual with dressing,
bathing, etc.)

Continuous Supervision
{fuli-tise sonitoring)

dursing cere {sxilled
cate)

-1
-
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At the most impaired levels, home-service values increase
rapidly and the proportion of care provided by families and
friends also increases. The following table shows that the
family and friend's portion is significa-.ly higher than the
agency's portion at all impairment level..

{Average monthly cost or value per individual)

mpairme.at Family and

level friends Agency Total
Unimpaired $ 37 $ 26 ¢ 63
Sliqhtly 63 47 110
Mildly 111 65 176
Moderately 181 78 259
Generally 204 100 304
Greatly 287 120 407
Extremely 673 172 845

An important aspect of institutional care is that a
person receives a package of services. Home care also re-
quires a package of services and the care needed by the
greatly or extremely impaired living at home is similar to
that needed by those in institutionc. For example, an
arthritic may need physicesl therapy twice a week but may
also need help in getting out of bed or preparing his or
her meals. As a person becomes more impaired, more services
will be added to the package and the person's use of these
services will increase. .

Institutionalized people

Five precent or about 1.2 million of the 23 million peo-
ple 65 years old or over reside in various types of institu-
tions ranging from rest homes to skilled nursing facilities.

Cost data for Ohio's medical nursing homes from Janulry
to February 1977, including intermediate care and skilled
nursing facilities, showed the average total cost for long-
term institutionalization reimbursed under its Hedicaid
system was $597 per month per individual. However, off-sets
from Social Security, pensions, and other income from those
individuals reduced the average cost to $458 per month per
individual. Although these costs are based on Ohio data and




will vary in other ttates, we compared them to national
averages and found them to be representative.

These costs include room and board, laundry, nedical
equipment, and supplies, including over-the-counter drugs
and supportive devices, personal care, nursing care, sup-
portive rehabilitative services, and social activities.
Doctor fees, prescription drugs, and other medical cnsts
are not included in either the costs of institutionalization
or home services because medical expenditures arc gererally
related to physical conditions and should be similar for
people in inszitutions and for people living in homes.

Brgak—even;ggint

The graph on paje 18 compares the cost of home services
with institutionalization. As shown, there is a point in
the impairment scale when home service costs, includiag
the value of services provided by families and friends,
equal institutional costs. Thereafter the cost of home
services increases significantly over the cost to insti-
tutionalize. This point falls in the greatly umpaired
level.

About 10 percent of the noninstitutionalized older
people fall in the area above the break-even point. However,
on the average, it would still cost the public more to
institutionalize these people because agencies are spending
less per person for home services than for institutional
care. Families and friends provide over 50 percent of the
services received at all impairment levels. At the greatly
impaired level where the break-even point falls, fairilies
and friends are providing over $287 per month for services
for every $120 being spent by agencies. The families and
friends' portion of home services reaches 80 percent at
the extremely impaired level, as shown in the following

table.

Impairment family and
level friends Agency
—(percent) ——
Unimpaired 59. 41
Slightly 57 43
Mildly 63 37
Moderately 70 30
Generally 67 33
Greatly 71 29
Extremely 80 20
9
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COMPANISON OF EXTIMATEDL MONTHLY COST

OF HOIE SERVICES AND lNSTITUTIONALlZ'AﬂON AT EACH IMPAIRMENT LEVEL PER INDIVIDUAL

Estimsted Monthly
Coct $
1059
HOME SEAVICE
845
750
600}~
458 Insticutionalizetion
|
' b
>
{x
|2
2B+ TOTAL COSY OF IN HOUSE 38MVICES l;‘
13
4
COBY OF FAMILY/FRIEND unu
COSTY OF AGENCY SERVICES '
F | 1 1 [ 1 ll
UNIMPAIRED SLIGHTLY ' MiLoLY | MODERAYELY | smsnnuv[ ]exmmm
Impairment Level GREATLY
Q L}
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FAMILY AND FRIENDS

Services provided by families ang friends are similar
to those provided by agencies In all instances.,
families and friends coantribute a large part of the services
received by older people at home.

Two major differenceS emerged when institutionalized and
noniistitutionalized people were compared. One is the level
of ‘wmpairment. Older peopie in institutions are more impaired
than those not in institutions. For example, as shown in the
following table, 87 percent of the institutionalized people
are greatly or extremely impaired while only l4 percent of the
noninstitutionalized have the same impairment levels.

Impairment Noninstitutionalized Institutionalized
level people people (note a)
(percent)
Unimpaired 21 1
Slightly 21 1
Mildly 18 86 2 13
Moderately 17 5
Generaily 9 4
Greatly 7 14 11 87
Extremely _1 _16
100 100

|
|

a/Based on survey of institutionalized elderly - pfeiffer, E.

{Ed.) “Multidimensional Functional Assessment: The OARS
Methodology," Center for the Study of Aging and Human
Development, Duke University, Durham, North Carolina.

To determine the percent of the institutionalized, we
combined at each impairment level the noninstitutionalized
and institutionalized population. Because the character-
istics of the Clev2land and Durham populations were similar,
we were able to combine them. AS the following table shows,
a relatfonship exists between impairment level and institu-
tionalization. The greatest probability of institutionaliza-
tion exists at the extremely impaired level where 37 percent
are in institutions.
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Impairment Total older in

level population institutions
(percent)
Unimpaired 20 00.2
Slightly 20 00.2
Mildly 18 00.6
Moderately 16 01.6
Generally 9 02.2
Greatly 7 17 07.8
Extremely 10 37.0
100

The second major difference is a person's living arrange-
ment. Few institutionalized people had a spouse or lived
with their children at the time they were institutionalized.
Seventeen peopie in our Cleveland sample, or about 1 percent,
were institutionalized within 1 year after our data was
gathered. The following table compares the 17 ‘nstitutiona-
lized peopled with the 217 people who were greatly or ex-—
tremely impaired and illustrates the importance of living
arrangements in preventing institutionalization. None of
those institutionalized had a spouse or lived with their
children, but over thre~-fourths had lived alone. In com~-
parison, 29 percent of the grectly or extremely impaired
people living in the community were married and an additional
25 percent lived with their children. )

Lives Greatly or extremely Entered
with impaired institutions

— (percent)-

Spouse 29 -

Offspring 25 54 - -

Relative 10 18

Friend 5 15 6 24

No one 31 _16
100 100
= ——2
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Other studies have shown similar results. Data gathered
on institutionalized people in Durham showed about 90 percent
were unmarried. 1/ Purther, a 20-year Duke University study 2/
chowed that those who have no spouses Or children are more
likely to be institutionalized.

Rnowing these two major differences, we can examine the
statuc of the noninstitutionalized population and identify
those older people that have a high probability of being
institutionalized. These people will be the 31 percent of
the greatly or extremely impaired who live alone. While
they comprise about 5 percent of noninstitutionalized older
people, 66 percent of those institutionalized are from
this group.

Tne second phase of our Cleveland study will analyze
changes in well-being over tine and identify factors contri-
buting to these changes. The data developed during the second
phase of the Cleveland study also provided the capability to
further examine the pecple identified as having a high poten-
tiality of being institutionalized to determine which ser-=
vices, if available, may enable these people to remain at
home. BY relating changes in well-being to services received,
such an examination may also identify when it would be less
costly to maintain these people at home.

PROPOSAL TO CREATE PUBLIC SERVICE
JOss TO HELP ELDERLY SICK AT HOME

In August 1977, the Administration presented its wel-
fare reform proposals. Included was a proposal to create
about 1.4 million public service jobs and training slots,
of which 200,000 jobs would be for providing home services
to sick older Americans. All low-income families with
children would be eligible for these jobs, hut the proposal
assumes that about 43 percent of the job program participants
would be currently receiving welfare under the Aid for Fami-
lies With Dependent Children program--thus reducing direct
welfare costs.

l/Pfeiffer, E. (Ed.) »Multidimensional Functional Assess-
ment: The OARS Methodology," Center for the Study of Aging
and Human Development, puke University, Durham, North
Carolina.

2/Palmore, E. (Ed.) "Normal Aging 1" Duke University Press,
(Durham, 1970).
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We believe that if the Congress adopts the public service
iob portion of these welfire reform proposals, the jobs
created for assisting the sick and elderly should be focused
on helping those who live alone and who are without family
support. Otherwise, such jobs will nerely duplicate or
augment the existing family and friend networks and would not
satisfy the unmet needs of the elderly. However, as one
HEW official pointed out, it may be unreasonable to expect
that families or friends would continue to provide such ser-
vices when they become available at public expense.

CONCLUSIONS

The “rue costs of maintaining the elderly and sick in
their own homes have been largely hidden because the greatest
portion ¢of such costs represent the services provided by
families and friends rather than those provided a% public
expense. The importance of the family and friend is evi-
denced by the fact that the greatly or ~xtremely impaircd
elderly who live wit'. their spouses or children generally
are not institutionalized whereas those who live alone
usually are. Thus, the potential for home health benefits
as an alternative to institutionalization depends largely
on a perscn's living arrangements. The Administration's
welfare reform package includes a proposal for the creatiun
of jobs to help the elderly to remain at home. If these
jobs were to meet the needs of the sick and elderly who do
not have the supportive services of families and friends,
it could provide a strong potential for providing an alter-
native to institutisnalization.

RECOMMENDATION TO THE CONGRESS

In its deliberations on the Administration's Welfare
Reicim proposals, we recommend that the Congress consider
focusing the jobs created for assisting the sick and elderly
on those older people who live alone and are without family
support.
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WHITE HOUSE CONFERENCE ON AGING

"INFORMATION BRIEF #8

SUBJECT: Cost impact of making changes to
home care programs

Attached is information on the cost
impact of possible changes to Medi-
care and Medicaid programs which
would increase availability of
services and provide services not
currently covered by the programs.
This information is extracted from
a United States General Accounting
Office report to the Congress.

SQURCE ‘"Home Health--The Need for a National

OF DATA: Policy to Better Provide for the Elderly",
United States General Accounting Office
report, HRD-78-19, dated December 30,
1977.




COST IMPACT OF MAKING CHANGES TO_KCME

HEALTH CARE gROGRAHS UNDER_MEDICARE AND MEDICAIVL

The Subcommittee asked for information and our evaluation
on the cost impact of possible changes to the Medicare and
Medicaid programs which would increase the availability of
services and provide services not currently covered by the
programs.

We asked HEW to provide the estimated costs for the vpro-
posed changes. For one proposed change that would affect
Medicaid--the addition of homemaker services--HEW advised us
that it was conducting a number of experiments to determine
if homemaker services could be a cost-effective substitute
for skilled care. HEW personnel stated that until the studies
were completed, they could not estimate the cost of adding
homemaker -ervices to Medicaid.

Mandatory home health care benefits for all Madicaid
eligibles is the other proposed change. Home health care to
the medically needy is technically not a reguirement under
the law, but it is provided in 32 states and jurisdictions
that have a medically needy program; therefore, the cost of
this proposed change would be minimal.

SSA actuaries estimated taat for fiscal year 1978, the
additional costs for each of the proposed chunges to Medicare,
computed separately, would be as follows:



Estimated cost

Proposed_change —of changes
(millions)

Elimination of:

Limits on number of visits under

parts A and B $ 12.5
Skilled care requirement under

parts A and B 1,250.0
Prior hospitalization requirement

under part A 12.5
Homebound requirement under parts

A and B 92.5
Adding homemaker/chore services 75.0

The above amounts should not be totaled because if more
than one limitation were removed, there would be interactions.
For example, the estimated $1,250 million for eliminating the
skilled care recuirement does not include the 1 million per-
sons who consider thems2lves honebyund and in need of home
services, but not necessarily skilled care. Most of these
are eligible for Medicare and are suitable recipients for
homemaker services. The cost of providing this service could
result in expenditures of $2 to $3 billion ¢f the skilled
care reguirement was eliminated and homemaker service was
added.

A discussion of each of the proposed changes is presented
below.

LIMIT ON_NUMBER OF VISITS

For Medicare, a beneficiary is eligible for 100 visits
per spell of illness a year following a gqualifying inpatient
stay under part A and 100 visits per calendar year under part
B.

SSA actuaries estimated additional costs of about $12.5
million for an additional 300,000 visits for fiscal year 1978
if these visit limitations were removed--a 2-percent increase
in home health benefits costs. This assumes that about 3,000
people would exhaust part B benefit~ and use an additional
190 visits a year.




According to SSA data, few beneficiaries exhaust the
presently allowed rumber of Medicare home health care visits.
This data showed that, as of January 21, 1977, of the 553,941
people who received home health care under part A, 11,849 or
about 2 percent exhausted their benefits. For cersons receiv-

ing part B home health care durirn, the last 3 years, benefits
were used as follows:

Number of Number of
people wnho people who
Year received benefits gﬁhausggd EEESEEEE
1974 108,460 2,117
1975 165,354 3,118
a/1976 176,392 1,916

a/SsA considered the data for 1976 incomplete.

SSA could not provide information on the number of people who
had exhausted both parts A and B benefits.

Because about 97 percent of part A Medicare beneficiaries
have part B coverage, we assume that most people who exhausted
part A benefits continued to receive services under Part B.
Thus, very few people (about 3,000) exhaust all available
herme health benefits under Medicare.

We contacted 36 individuals who e:.nausted their part B
benefits during 1976, or the azencies providing services to
them, to find out if they had .--urred additional expenses
after their Medicare benefits hzd been exhausted. Thirty-
five continued to receive home health services and one was
institutionalized to receive physical therapy treatment under
vedicare. The additional home health expenses, which ranged
from $5.00 per visit in Cleveland to an average of about
$33.00 per visit in Jacksonviile, Florida, were paid from
community funds, absorbed by the local agency, paid partly
by the individual, or paid by Medicaid. Only three individ-
uals were able to pay a portion of their costs for the addi-
tional benefits received.

Data on the number of additional visits received by all
3% individuals was not availuble. However, 13 individuals
received, on the average, an additional 61 vicits during 1976
which indicates to us that the assumption that individuals
exhausting bei.efits would use an additional 100 per year may
be a little high.
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REMOVING THE REQUIREMENT THAT
BENEFICIARIES NEED SKILLED CARE

A beneficiary who needs intermittent skilled nursing
care, or physical or speech therapy, and who meets certain
other conditions, can also receive a variety of additional
services, including home health aides, occupational therapists,
and medical social workers, s well as coverage of medical
appliances and supplies.

SSA actuaries ectimate an increased cost o 1,250 mil-
lion (5938 million for part A and $312 million ir part B) in
fiscal year 1978 if only the skilled care requirement were
removed.

The estimate of $1,250 million as a first year cost
assumes that only care by currently approved home health
agencies is reimbursed. It was also assumed, Medicare pays
40 percent of the cost of approved home health agencies.
Almost all services are provided to Medicare eligibles. If
no expansion of providers occurred, the increased services
alone would cost $842 million. The remaining $408 million
would allow for a S0-perceat increase in the current level of
staffing.

ELIMINATION OF PRIOR
HOSPITALIZATION REQUIREMENT

To receive hume health benefits under part A, a benefi-
ciary has to be an inpatient in a hospital for at least 3 con-
secutive days (not counting the day of discharge). An SSA
actuary estimated the elimination of this requirement alone
‘would cost about $12.5 million in fiscal year 1978. The esti-
mate also considered that this elimination would remove tne
requirement that treatment received by beneficiaries be

related to a post hospital or skilled nursing facility stay.

About $6.2 million of the estimated increased cost would
be expected to result because 1.1 million part A beneficiaries
who have not purchased part B caverage would have 2access to
home health coverage under part A without being hospitalized.

However, because home health care is limicted to individuals
under the care of a physician whose services are covered under
part B--access to home health services under part A (with
or without the prior nospitalization requirement) without part
B coverage seems to us to be of limited value.




The reraining increased costs would result tocause non-
hospitalized beneficiaries entitled to both parts A and B
would have 200 visits per yezr instead of 100. The data
availaple does not allow for a very precise determination
of the cost of this effect but it is estimated to be $6.3

million.

Because the entire part A benefit structure is built
around a benefit period which can only start when a person
is hospitalized, this estimate also assumes that tha part A
limits without prior hospitalization would be 100 vasits a
year instead of 100 visits a year after the beginning of one
benefit period and before the beginning of the next.

We believe that individuals are not encouraged, under
present law, to be hospitalized in order to qualify for home
health benefits. While HEW has not specifically studied this,
SSA did make studies in 1968, 1970, and 1973 to find out if
the 3~day hospitalizaticon requirement had caused additional
use of hospital admissions merely to provide coverage for
skilled nursing facility stays. These studies showed no
evidence of any general practice of the us. of inpatient
hospital stays to qualify patients for skilled nursing bene-

fits.

Also, about 97 percent of Medicare beneficiaries are
covered bv part B which provides home health benefits with no
prior “ospitalization requirement. Unless part B benefits
are exhausted (which is rare), an individual is not encour-
aged to seek a hospital admission to qualify for home health
care under part A because the part A inpatient hospital
deductible is twice as high as the part B deductible.

ELIMINATION OF +’E HCMEBOUND REQUIREMENT

To be eligible for home health care. a physician must
certify that the patient is confined tc his or her home.
A honebound person is permitted infrequent or brief absences.

SSA's actuaries estimated that the removal of the home-
bound requirement would expand benefits to a new category of
patients and cost about 392.5 million in fiscal y: ar 1978 if
all other requirements rerained unchanged. This would repre-
sent a 17 percent increase in the cost of Fome health benefits.

HEW officials said they believed the primary reason peo-
ple want the homebound requirement eliminated is to cover
home dialysis for beneficiaries with kidney failures. Of
the $92.5 million, about $36 million w-uld apply to people




receiving home dialysis but who are not homebound. According
to the SSA actuary, approximately 9,500 people, each of whom
dialysizes about 150 times a year, could use a home healtn
aide to assist in the time-consuming process. 1/ The estimate
assumes that an average visit (about $37) would be reimbursed
and that each patient would use the 100 visits maximun.

The remaining $%6.5 million would allow for home health
services to those individuals who are .n need of skilled care
but are currently not homebound. 6SS2's actuary estimated that
about 10 percent of Medicare benefic:.aries would benefit from
this change. The estimate, however, did not consider whether
individuals in need of skilled care were receiving it from
another source. For example, receiving skilled care on an
ambulatory basis, in a doctor's office, or in a health clinic.

On Septenmber 12, 1977, the House of Representatives
passed a bill (H.R. 8423) to make imorovements in the
end stage renal disease program. One objective of the b5ill
is to provide incentives for “he use cf lower cost, medically
appropraiate self-dialysis (pa-ticularly home dialysis) as an
alternative to high cost insticution2l dialysis. The Ways
3a7d Means Committee report (Report No. 95-549 dated July 29,
1977}, noted that the annual cost of facility dialysis (rang-
ing from $15,500 to $30,000) was generally twice the annual
cost or home dialysis (ranging from $8,000 to $12,000). But
tne percent of patients on home dialysis had declined steadily
since Medicare nad started providing universal coverage for
such services. To provide incentives for home dialysis,
the bill would provide coverage for perindic home dialysis
support services including visits by a gqualified provaider.
The bill would also provide for the implementation of an
incentive reimbursement system with respect to the payment
for the dialysis of patients dialyzing at home under the
supervision of a dialysis facility. Under the bill, HEW
woulé be authorized to, on the basis of a target reimburse-
ment rate, for home dialysis and all necessary hore dialysis
medical supplies, equipment, and supportive services--includ-
ing the services of qualified home dialysis aides. We could
find nothing in the bill which would require renal disease
beneficiaries to be "homebound® t5 receive such benefits.
Thus, for about 40 percent of the $92.5 million in addi-
tional cost of eliminating the homebound requirenent, there
is House approved legislation which would eliminate or

1/0ther HiW data showed that as of June 1977 about 5,000
people were on home dialysis.




significantly dilute the homebound requirement and would
reduce costs for a specific class of iedicare beneficiaries.l/
In this connection, the House ways »nd Means Committee report
on the bill (H.R. 8423) also stated that HEW had informed the
Committee that it "anticipates that the accrued savings that
will be realized as a result of increaced dialysis in the

home setting will offset the cost cf incentives included in
the bill,*

We believe that a similar argument to provide disincen-
tives for institutionalization could be made for the Medicare
beneficiaries requiring skilled care, but who are not "home-
bound® and, thus, are ineligisie for home health services under
Medicare. This assumes that the difficulties in obtaining
treatment on an ambulatory basis makes the alt:rnative of
institutionalization more appealing.

ADDITION OF HOMEMARER SERVICES

HoW is currently conducting experiments to determine the
cost effectiveness of providing homemaker Sservices (see aDp.
111), and until these experiments are completed we were
tr1d that it would ve difficult to accurately determine tne
cost of adding homemaker services, particularly with respect
to Medicaid.

For Medicare, SSA's actuaries said that assuming an
individual is homebound, in need of skilled care, and that
homemaker services are provided only while skiiled care was
required, additional homemaker services would cost Medicare
$75 million in fiscal year 1978. According to SSA's actuary,
the homemaker benefits currently pecceived are very restric-
tive and a broader definition would result in higher costs.
SSA's actuary estimated “hat about 50 percent of those receiv-
ing skilled care would be eligible for homemaker services.

We obtaired the following data on the cost of homemaker/
chore servic:. from State officials in California and Georgia.

California pruvides homemake:r/chore services through its
title XX program. 1In its plan the State estimated that about

1/The bill would rs: amend the part B home health benefit as
such. Thus the .0 percent coinsurance charge would be
applicable to these proposed u-w ben2fits whereas N0
coinsurance charge would continue *o apply to the regular
part B home health bene .at.

N
[ S




113,000 aged, blind, and disabled individuals would benefit
from the program durinj the period July 1, 1$76. through

June 30, 1977. The State estimateg the Federal and State
costs for homemaker/chore services in California would be $30

million. The State did not estimate any savings on insti-
tutionalization resulting from benefits provided under the

program.

Georgia's title XX administraticn is currently evaluat-
ing the use and measurlng tne effectiveness of homemaker/
chore services as an alternative to institutional care for
the aged, blind or disabled, and mentally retarded adults who
are eligible for title XX benefits. An interim report from
Georgia's homemaker demonstration project indicates it was
preventing institutionalization and reducing.overall health
care cost3. The report showed that during the first 3 months
of the project, homemaker services prevented over 2,300 months
of institutional care and saved $278,231. The project's 60
homemakers——at a cost of $456,471--enabled more than 900 peo-
ple to stay home avoiding 851 months of foster care, 1,246
months of intermediate nursing care, 170 months of skilled
nursing care, and 114 months of other placements, such as
mental institutions all of which would have cost about

$735,000.

We did not validate the data supporting this report, bnt
it tends to support the findings in our Cleveland study (d.s-
cussed in the previous chapter) to the effect that greatly or

. extremely impalred pecple require msze than nursing services

to be maintained in their homes.

ADDiTION OF HOME HEALTH CARE BENEFITS
AL L M
UNDER MEDICAID AS A RtQUIRED SERVILE

Federal law and HEW regulations reyuire that home health
care benefits be provided to all aged, blind, and disabled
categorically needy individuals 2] years «£ age and older.
Home health care benefits to t..2 medically needy is techni-
cally not a reguired service under the law. However, 32
States and jurisdictions covering the medically needy are
already offering this service--thus, we assume that the cost
of this change would be minimal.

CONCLUSIONS

in summary, we believe that the elimination of the limi- -
tation on the number of visits under Medicare would not be
costly because few people presently exhaust such benefits.
The elimination of the prior hospitalization requirement also
would noc be costly, but the use of institutional services

o
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would be slightly affected because individuals are not encour~
aged to be hospitalized for such benefits, and most Medicare
benc “iciaries are already eligible (under part B) to receive
such benefits without hcspitalization.

The Congress is cuzrently considezing the elimination
of the homebound regquirement in pending legislation for one
group of Medicare beneficiaries (those with end stage renal
disease) as an incentive for less costly home dialysis in
lieu of center or inpatient dialysis. We believe that the
elimination of this requirement for 21l beneficiaries requir-
ing skilled care could well provide similar disincentives
to institutionalization.

Although experiments in the program are still continuing,
some evidence shows that the addition of homemaker/chore serv-
ices could provide disincentives to institutionalization for
individuals who are greatly or extremely impaired which might
help to offset the additional cost of this service.

The elimination of the Medicare's skilled care reguire-
ment would substantially affect the cost and the acute cale
orientation of the program. ?




SUBJECT:

SOURCE

OF DATA:

WHITE HOUSE CONFERENCE ON AGING

INFORMATION BRIEF #9

Total national expenditures for
nursing home care

- Attached is information on the
total national expenditures by
source for nursing home care
(see page 5). This information
is extracted from a United Statcs
General Accounting Office report
to the Congress.

,"Entering a Nursing Home--Costly
Implications for Medicaid and the
Elderly', United States General
Accounting Office report, PAD-80-12,
dated November 26, 1979.




INTRCDUCTION

Medicaid, authorized by Title XIX of the Social Security
Act, 1s a Federal/State program in which the Federal Govern-
ment currently pays for S50 to 78 percent of State costs of
providing health services to the poor. 1/ The program's pur-
pcse, as stated in the 1965 legislation, was to enable States,
"as far as practicable under the conéitions in such State,”
to furnish "medical assistance on behalf of families with
dependent children and of aged, blind, or permanently and
totally disabled individuals, whose income and resources are
insufficient to meet the costs of necessary medical ser-
vices." 2/ Another objective was to acsist recipients to
"attain or retain capability for independence or self-care”
through the provision of rehabilitation and other

services. 3/

When it was created, Medicaid substituted a single
program of medical assistance for an ongoing, yet more
limited system of vendor payments. The Department of Health,
Education and Welfare estimated that if all States fully
acdopted the provisions in the new legislation, Medicaid .ould
increase Federal expenditures in 1966 by $238 million over
the $1.3 billion cost of the vendor payment program. The
error in this initial cost estimate was evident after only
a few years. Expenditures in FY 1968, with 37 States operat-
ing Medicaid programs, were $3.5 billion; 4/ in FY 1978 they
increased to $18.6 billion. 5/ Categorized as the "sleeper"
of the Social Security Amendments of 1965, Medicaid today is
an extensive and costly program.

NURSING HOME COSTS AND
UTILIZATION HAVE A
SIGNIFICANT IMPACT ON MEDICAID

Cne of the primary factors which explain the expense
of Medicaid is the program's coverage of nursing home care.
Davis and Schoen cite “the high cost of institutionalization
for an impoverished elderly and disabled population that is
unable to meet the demands of daily living without nursing
assistance" for a major source of the cost increase. 6/
These costs consumed nearly 41 cents of each Medicaid dollar
in FY 1978 or a total of $7.6 billion. 7/ By FY 1984 pay-
ments are expected to increase to over $9.5 billion. 8/
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volicell's fundinc ©f rursing hors CEYE lnvolves gfevers
corTlex lEsces. crsina rome costs derinate Medicaid expen-
gitures as mCre roney is srent on this care than on eny cthrer
mecdicel service. Eo;ever, ornly 6 rercent ¢ thcse who re-
celvec any service under Meciczid in FY 1976 used nursing
hcme services, 9/ Medicaicé has also beccme the predominant
payer nationally of nursing home care. In 1976, approximately
60 percent of all days spent in nur51ng homes were financed
either totally or in part by “edic.id. 10/

Finally, payments are being made for some nursing home
patients who would have preferred and could have remained 1n
a more independent setting if necessary supportive services
had been available., Medicaid funding of community-based serv-
ices (e.g., hcme realth care), however, was 1 percert of

total exnenditures in FY 1978. 11/

Yedicaid has become the
major rvayer of nursing home care

The impact of Medicaid's nursing home coverage on its
budget has been profound. While only a small percentage of
all Medicaid recipients are in nursing homes, its high costs
make it the service requiring the largest expenditures. As
shown in figure 1, in FY 1978, 74 percent of the States (37)
scent 40 percent or more of their total Medicaié expenditures
(Federal and State) on nursing home care; in 19 States at
least half of their budgets went for these services. 12/
These figures underestimate all Medicaid expenditures for
patient care in nursing homes because they do not include .
the cost of physician services, drugs, medical equipment, and
other medical services which are also reimbursable for pa-
tients in nursing homes.

Medicaid's role in financing nursing home services
nationally is significant because it spends more on this
care and supports more individuals in nursing homes than any
other public or private source. Thirteen percent of nursing
home residents (97,000) in 1969 used Medicaid funds as their
primary source of payment; 13/ by 1977 this had increased to
48 percent of all residents “(623,300). 14/ Durlng this same
perlod there were declines in the proportion of residents
using Medicare, their own income, or other public assistance
or welfare as the primary source of payment. Most of the
Gecrease in the number of residents supported by "other pub-
lic assistance or welfare" resulted from the transfer of
intermediate care facility services from cash assistance
programs to the Medicaid program on January 1, 1972. These
changes are shown in figure 2.
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Figure 1

Nursinc Home Expenditures
As a Percentaage of Total Medicaid
Expenditures by State, FY 1978 (note a)

South Dakota 67.8 Al abama 45.8
Minnesota 64.2 Vermont 45.2
Alaska 63.2 Georgia 44.7
New Hampshire 62.2 South Carolina 44.6
Colorado , 60.5 New York 44.3
Wyoming 60.5 Kansas 44.2
Iowa 58.1 Bawaii 43.8
Texas 58.1 Rhode Island 43.3
Nebraska 57.8 Kentucky - - 41.7
Wisconsin 56.9 Mississippi 41.1
Idaho 56.7 Florida 40.3
Arkansas 55.5 Ohio 40.0
Montana 54.0 North Carolina 39.8
North Dakota 53.8 Delaware 39.7
Connecticut 53.1 Michigan 39.3
Indiana 53.1 Missouri 38.8
Oklahoma 52.8 . - Massachusetts 38.7
Utah 52.5 Washington 38.4
Nevada 51.0 New Jersey 36.4
Oregon 48.9 °  Maryland . 34.3
Maine 48.4 New Mexico 31.3
Pennsylvania 47.6 Illinois 29.5
Louisiana 47.0 California 23.9
Virginia . 46.3 West Virginia 22.5
Tennessee 46.0 District of Columbia 13.1

a/Arizona does not have a Medicaid program. Guam, Puerto
RlCO and the Virgin Islands are not included.

Source: Health Care Financing Administration, Medicaid
Statistics Fiscal Year 1978, DHEW Publication No.
(HCFA) 78-03154, Research Report B-5 (FY 78) (Pre-
liminary), June 1979, Table E. L )
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Fouate 2

Percentage Distribution of Nursing Home
Residents by Primary Source of Payment

1969 2/ 1977 L/

MEDICAID 13.3

MEDICAID —
478

OTHER PUBLIC
ASSISTANCE
MEDICARE / OR WELFARE MEDICARE

\ 35 3.4

OWN INCOME OR
FAMILY SUPPORT

ha—

OWN INCOME OR
FAMILY SUPPORT

ALL OTHER

SOURCES ALL OTHER
7.2 SOURCES
d/ 5.3
OTHER PUBLIC
ASSISTANCE OR WELFARE
6.4

a / DHEW, National Center for Health Statistics, Charges for Care and Sources of Payment for Residents
gust 193 April 1974, {DHEW Publication No. (PHS)78 1783),

in Nursing Homes, Series 13, Number 32, Au
p. 23. (Data adjusted to exclude residents of personal care homes)

b"/ DHEW, National Center for Health Statistics, The National Nursin Home Survey. 1977 Summary for
the United States, Series 13, No. 43, (DHEW Publication No. (PHS) 70-1794), July 1979, p 99.

¢ / Most of the increase in residents supported by Medicaid resulted from the transfer of intermediate care
facility services from “other public assistance or welfare” 10 the Medicaid program on January 1, 1972.

undations, volunteer agencies, Veterans Administrauon

d / This segment includes religious organizations, fo
contract, initial payment-life funds, and other sources or no charge.
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Total rational expenditures for nursing Lome c
than doubled between 1974 and 187€. The twc majer
of these expenditures are Medicaid funds and individu
out-of-pocket payments. Of the 1278 tctal national nt
home bill of $15.751 billion, Medicaid paid 46 percent
($7.246 billion) and individuals paid 45.6 percent ($7.179
biliion); other public funds (Medicare, Veterans Administra-
tion and others) paid 7.1 percent ($1.112 tilliion) and

B other private funds (private health insurance, chilanthropy)
paid 1.4 percent ($214 million). 15/ Figure 3 shows a break-
down of these sources. At the national level there is

- limited control over the increase in Medicaid exrenditures

for nursing home care because the Federal Government is
required to match whatever the States spend on this service.
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Medicaid is supporting predominantly
elderly residents in nursing homes

Along with rising outlays for nursing home care there
has been a corresponding rise in the number of individuals
using these institutions. The National Nursing Home (NNH)
survey shows that there were about 1,303,100 residents in
18,900 homes in 1977, a 21 percent increase over the
1,075,800 residents in the 1973-74 survey. 16/ The number
of nursing home beds has also increased from 1,177,300 in
1973-74 17/ to 1,402,400 in 1977. 18/

As shown in table 1, 86 percent of the nursing home
residents in 1977 were elderly: 19/

t . Table 1

Age Distribution of Nursing Home Residents

Nursing home residents

(1977 NNH survey) Number Percent

* Under 65 Years 177,100 13.6
65-74 Years 211,400 16.2
75-84 Years 464,700 35.7
85 Years and Over ) 449,900 34.5
Total 1,303,100 100.0




Figure 2

Proportion of Nursing Home Expenditures by Source of Payment,
Fiscal Years 1974 - 1978

Tozal Mursing Home
Expenditures (in Billions}

16.04
15 01 :3 Direct Payments
E Other Sources
14.04
[ Medicaid
13.04 - §7.179
(85 6%)
12 0+
- 11.04 $5.907
' 144.2%)
10.04
) 54,945
. 9.0"
(43.2%)

) i $4 077 . $1.326}7
- 50 - ' TesuM
. (41.2%) g v (8.5%) A

7.0' -4 . ,‘ -
§3 €60 : o 1wkl
ey | SRR
6.0 (43.8%) 19530
T 9 4%) 31
5.04 19.5%) §7.246
46.0%
o] STE8E2% 55.424 (46.0%!
e s4 870 (47.4%) $6.241
Y -
\ 30 149.3%) (46.7%)
20 $3.928
; (47.0%)
1.04
1974 1975 1976 1977 1978
Totals: $8.355 ald] $9.885 a) $11.452 b} $13364b]  $15.751 bid]

al Unpubﬁshea data obtainud from DHEW, Health Care Financing Admipimation, Office of Research,
Demonstrations and Statistics, Washington, D.C.

b] OHEW, Health Care Financing Administration, Health Care Financing Review, Sunimer 1979, pp. 26 -

¢] Other sources of payment: Medicare, Veterans Admimstration and State and local payments, private
health insurance, philanthropy and industrial inplant services.

d] Numbers do not add due 10 rounding.

O

ERIC e e AU

Aruitoxt provided by Eic:



1cn cf elcerly who are us:ing nursing home services
rom z.3 percent of ali eliderly in 1960 20/ to

n 1877. 21/ However, these cdzta uncderrepresent the
er of elderly admissions. Because the NNH survey
is bzsed on a sample of residents in nursing homes on a par-
ticular day, it undercounts total utilization during a year's
period. It is estimated that 20 to 25 percent of the elderly
population will spend some time in a nursing home even though

only 5 percent are residents on a given day. 22/

The fact that the elderly are the predominant users of
nursing homes is also reflected in the distribution of ex-
penditures by age group for this care. Of total FY 1977
expenditures for nursing home services, 2.7 percent was
spent for individuals under 19, 13.8 percent for the age
group 19 to 64, and B83.5 percent was spent for the 65 and
older age group. 23/ The elderly are also the primary
users of Medicaid-supported nursing home care. In FY 1975,
79.1 percent of Medicaid expenditures for skilled nursing
home facility (SNF) services and 67.2 percent of expendi-
tures for intermediate care facility (ICF) services were
spent on elderly recipients who were 65 or older. 24/*

* Medicaid pays for intermediate care facility services
and skilled nursing facility services which are defined as

follows:

-~-S8killed nursing facility services are services which
are required to be given an individual who needs or
needed on a daily basis skilled nursing care (pro-~
vided directly by or requiring the supervision of
skilled nursing personnel) or other skilled rehabili-
tation services which as a practical matter can only
be provided in a skilled nursing facility on an in-
patient basis.

--Intermediate care facility means an instituticn which
is licensed under State law to provide, on a regular
basis, health-related care and services to individuals
who do not require the degree of care and treatuaent
which a hospital or skilled nursing facility is
designed to provide, but who because of their mental
or physical condition reguire care and services
(above the level of room and board) which can be
made available to them only through institutional

facilities. 25/
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A critical problem with the elderly's use of nersing
homes is that many admissions coulé have been avoided or
were unnecessary. Lawton, in a review of research on utili-
zation, estimated that between 10 and 18 percent of the in-
ctitutionalized older persons surveyed could live in the
cormunity if appropriate support services were available. 26/
Paltay assessed 14 studies of approrriateness of placerent
in nursing homes and estimated that 10 to 20 percent of
skilled nursing facility patients and 20 to 40 percent of
intermediate care facility patients were receiving unneces-

sarily high levels of care. 27/

Placing elderly persons in nursing homes when they have
the potential to remain in the community is problematic

because:

-—It is contrary to the wishes of most elderly and
their families.

--Individuals may be provided a more intensive level of
care than actually needed.

) —-It absorbs a costly outlay of public and private funds
and is an inefficient use of this service.

Elderly prefer their own
homes to institutional care )

The elderly, when confronted with a need for long-term
health and social services as a result of impairments and
functjonal limitations, usually prefer to receive this care
in their own homes rather than entering a nursing home.
Brody defines long-term care as referring to

"One or more services provided on a sustained basis
to enable individuals whose functional capacities
are chronically impaired to be maintained at their
maximum levels of psychological, physical, and
social well-being. The recipients of services can
reside anywhere along a continuum from their cwn
homes to any type of institutional facility.” 28/

A Florida survey of elderly individuals with chronic health
problems 1living in the community and in nursing homes found
that regardless of their place of -esidence, 85 percent of
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ampled "depsndent but mentally intact elderly" rre-
d their own homes to institutional care. 29/

ne s
erre

by ¢t

~

In another study, Noelker and Harel (1978) interviewed
125 ambulatory aged residents who were selected from self-
care floors in 14 nursing homes and homes for the aged.
Almost half (46 percent) expressed a desire to live else-
where while 54 percent stated thev would prefer to remain
in their respective institutions. When resicents were gues-
tioned about their reasons for wanting to live elsewhere,
they responded that they preferred to live in their own
homes or with a friend or that they sought more independence
in their physical and social activities. Only 12 percent
(6) cesired to live elsewhere because of their dissatislac-
tion with the facility in which they lived. 30/

In addition to fearing a loss of independence, many
elderly resist nursing home placement because it often means
they must give up their lifelong possessions and sever their
community ties; others perceive institutionalization as a
prelude to death.

Some individuals are admitted to nursing
homes when they have the potential

to receive care in a setting

offering greater independence

Institutionalization is considered appropriate or neces-
sary "when medical or physical needs are so great that the
provision of services throughout a 24-hour period is essen-
tial.” 31/ Another definition adds that the determining fac-
tor in nursing home placement should be a severely or irre-
versibly impaired physical or mental condition which requires
constant medical monitoring. 32/ Medicaid authorizes payment
for nursing home care for individuals if the physician cer=-
tifies that it is medically necessary.

Some individuals are admitted to a nursing home,
however, not because of their need for medical and nursing
home care or their level of impairment but because of insuf-
ficient economic and social resources in the community. A
recent survey, for example, looked at chronically ill elderly
residents of public and private nursing homes and community
residents served by a home health agency. After comparing
residents by their ability to perform varying functions,
such as dressing, eating, and bathing, the study found that
the nursing home and community populations had similar
impairment levels which ranged from moderately to totally
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1mreired The cr-tacal varileble whicn explz:inel why these
1né:viduals were reciding in different settings (rursing
ho—e or home) was not level of function:ing eb:il:ity but
living arrancement and the presence 0l a caring unit
(pramarily in the form of 1living with spouse andé/or
children.) 33/

Many elderly, even those with severe disabilitaies,
could aprropriately receive long-term care services in theaxr
own homes Or 1n congregate settings other than nursing homes.
A Texas study concluded that a large elderly population was
being supported in nursing homes when in fact their basic re-
guirement was for nonmedical supervision and management. 34/
A survey by the Virginia State Department of Health in 1976
reported that as many as 25 percent of the aprlicants for
Medicaid covered nursing home care in Richmond could have
been cared for using community-based services (if avail-
able). 35/ The elderly who are placed in nursing homes, not
because they need this level of care, but because of a lack
of social and economic supports, are deprived of an oppor-
tunity to obtain care in a setting which offers maximum
reliance on individual potential and resources.

High cost and inefficient

use of nursing home care

Nursing home admissions which couid have been avoided
or deferred result in a substantial commitment of public
and private resources. In FY 1977, 43 percent of the
$10.536 billion spent on the elderly for nursing home care
was paid by private sources. Because most of these payments
were met out of personal resources rather than by private
health insurance or philanthropy, nursing home costs have
become the primary source-of catastrophic expense for the

elderly.

In addition to high costs, individuals who are in
nursing home beds when they could have been cared for in .
another setting are using a resource which is often more
critically needed by other elderly. 1In many areas of the
country there exists a chronic excess demand for nursing
home care (specifically subsidized care). As a result,
individuals may wa‘t long periods in the community or in
more costly acute . re hospital beds for admission to a .

nursing home.
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Medicaid i1s directly affected by avoidable nurcsing home
placements. Payment for this care is not only costly but
it represents services to individuals which éo not promote
maximum inderendence or self-care--a program cbjective.
Medicaid has, therefore, a direct stazke in the remedving of
any factors which lead to avoidable or premature use of nurs-
ing home care.

Problems in the process of admission to a nursing
home--in how individuals end up as ratients in these
facilities--result in avoidable instituticnalization. The
objective of this study is to examine this process, parti-
cularly in respect to the effect Medicaid and other public
policies have on the decisions of the elderly and their
families to use nursing home care when community-based serv-
ices would have been appropriate. 36/ We analyzed three
areas which impact on the admissions process:

1. Medicaid eligibility policies for individuals
using institutional and noninstitutional services.

2. Factors which discourage or prevent the elderly
from obtaining community long-term care services
in lieu of nursing home care, and

3. Medicaid's screening and assessment procedures for
nursing home applicants.

These topics are addressed in chapters 2 through 4. Chafpter
5 discusses State and local efforts to counteract problems
in the admissions process which lead to premature or avoid-
able placements and chapter 6 presents conclusions and
recommendations.

In conducting this study we reviewed a large volume of
literature on Medicaid and the elderly's use of institutional
and community-based care services. We interviewed knowledge-
able individuals in the Federal and State governments, in
private social service and health organizations, and in aca-
éemic institutions. We also analyzed data on nursing home
residents and their relatives collected by the U.S. Bureau of
the Census as part of the 1976 Survey of Institutionalized

Persons (SIP).
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1/Medicaid was established by the Social Security irencTents
cf 15665 (Public Law £9-97) ané became effective cn Jan-
vary 1, 1966. Federal financial participation is ceter-
mineé by the formula prescribed in section 1905 (42 U.S.C.
§ 1396b(d)) which authorizes payments of up to €3 percent

of State costs.

2/Public Law 8%-97, Section 1901.

3/1bid.

ﬁ/Institute for Medicaid Manacerent, Cata on the Medicaié
Program: Eligibility/Services/Expencitures, Fiscel Years
1966-78, DBEwW, washington, D.C., 1978, p. 25. Expendi-
tures for 1968 for Medicaid and Kerr-Mills and related

programs have been combined.

5/Health Care Financing Administration, Medicaid Statistics
Fiscal Year 1978, DHEW Publication No. (BCFA) 78-03154,
Research Report B-5 (FY 78) (Preliminary), June 1979,

Table E.

6/Karen Pavis and Cathy Schoen, Bealth and the War on

T poverty - a Ten Yeear Appraisal. Brookings Institution,
Washington, D.C., 1978, pP. 57, 60. Davis and Schoen
also identified two other factors which contributed to
high Medicaid costs: the increase in the number of
Medicaid recipients covered under the Aid to Families
with Dependent Children (AFDC) program, and the rise in

medical care prices.

l/Health Care Financing administration, Medicaid Statistics

Fiscal Year 1978, Fig. 1. 1In FY 1978, 41.9 percent of
Medicaid expenditures went to nursing home services fol-
lowed by: inpatient hospital care (27.7 percent), other
services (13.4 percent), physician services (8.8 percent),
prescr ibed drugs (6.0 percent), dental care (2.1 percent).

8/Testimony of Robert A. Derzon, Administrator, Bealth Care
Financing Administration, DHEW, before the Select Commit-
tee on Population, House of Representatives, June 1, 1978,

pp. 5-6.
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£-fealth Care rirencing Adninistration, Medicaid S:ate
Tacles rY 1976 Recivients, Pavrents and Services, Ln.ted
States Dezartment of Health, Education and welfare, U.S.
Geovernment Printing Office, 1379, p. 1I.

10/National Center for Health Statistics, The National
Nursing Home Survey: 1977 Summary for the United States,
Vital and Health Statistics, Series 13, No. 43, DHEW
Publication No. (PHS) 79-1794, July 1979, op. 9-10.

ll/Health Care Financing Administration, Medicaid Statistics
Fiscal Year 1978, Table 7.

12/Ibid. Table 8. Medicaid costs are sharec by the Federal
ané State Governments. The Federal share ranges from 50
percent in States with high per capita income to 78 per-
cent in Mississippi, the State with the lowest.

13/National Center for Health Statistics, "Charges for Care
and Sources of Payment for Residents in Nursing Homes,"
U.S. National Nursing Home Survey, August 1973 - April
1974, vital and Health Statistics, Series 13, No. 32,
DHEW, (GPO), November 1977, pp. 22-23.

14/National Center for Health Statistics, The National
Nursing Home Survev: 1977 Summary for the United States,

p. 99. )

15/Robert M. Gibson, "National Health Expenditures, 1978," .
Health Care Financing Review, Vol. 1 Issue 1, Summer 1979,

p. 26.

16/National Center for Health Statistics, The National Nursing
Home Survey: 1977 Summary for the United States, p. 8.
An earlier NCHS report notes that the increase in nursing
home residents is slightly exaggerated because nursing and
personal care facilities are included in the 1977 NNH sur-
vey while only facilities providing some level of nursing
care were included in the 1973-74 survey. See NCHS, "A
Comparison of Nursing Home Residents and Discharges from
the 1977 National Nursing Home Survey; United States,"
Advance Data from vital and Health Statistics, No. 29,
Public Health Service, Hyattsville, Maryland, May 17,

1978, p. 2.
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18 /NCHS, The National Nursing Home Survey: 7 Summary for

= the United States, p- 8.

19/1bid., p. 43-

gg/William Scanlon, Elaine Difederico, Margaret Stassen,
Long—Term Care Current Experience and Framework for
Analvsis, The Urban Institute, Washington, D.C.,

pitaibimaihe e
February 1979, p. 3.

21/National Center for Health Statistics, The National Nurs-

ing Home Survey: 1977 Summary for the Onited States, p. 28.

Several factors have been cited to explain the increase in
nursing home beds and utilization. Brody lists the follow-
ing as important: the increase in the elderly population;
Federal funds to pay for care (Medicare, Medicaid, Social
Security and Kerr-Mills--the forerunner to Medicaid),
Federal grants and loans to build and rehabilitate facili-
ties; and a national thrust to deinstitutionalize elderly
mental patients from State hospitals to the community.
Elaine M. Brody, "The Formal Support Network: Congregate
Treatment Setting for Residents with Senescent Brain Dys-
function,"” paper presented at Conference on the Clinical
Aspects of Alzheimer's Disease and Senile Dementia, .
Bethesda, Maryland, December 1978, p. 8.

22/Burton D. Dunlop, Need for and Utilization of Long-Term
Care Among Elaerly americans, The Urban Institute,
(200-975-05), Washington, D.C., August 1976, P- 8s.

23/Robert M. Gibson and Charles R. Fisher, "Age Differences
in Health Care Spending, Fiscal Year 1977," Social Security

Bulletin, Vol. 42, No. 1, January 1979, p- 5.

gi/Institute for Medicaid Management, PP- 65, 66.

gé/ﬂealth Care Financing Administration, Title XI1X, Grants

to States for Medical Assistance Programs, Medicaid -
Bureau, Department of Health, Education, and welfare,
washington, D.C., Revised, January 1979, pp. 534, 535.
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| 27/Maureen Zaltay, Lcng-Ternm Care for the Fiderlv and Sis-
g abled, Congressional Budget Cffice, Government Printing
| Office, February 1977, p. 1l8.
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i

28/Elaine M. Brody, p. 1l.

29/William G. Bell, "Community Care for th Elcerly: An
Alternative to Institutionalization," The Gerontologist,
Part I (Autumn 1973), p. 352.

30/Linda Noelker and Zev Harel, "Predictors of Well Seing and
Survival Among Institutionalized Aged," The Gercnrtologist,
Vol. 18, No. 6 (1978), pp. 564-566.

31/Faye Abdellah, "Long-Term Care Policy Issues: Alterna-
tives to Institutional Care," The Annals of t} American
Academy of Political and Social Science, 438, July 1978,
p. 30.

32/Joint Committee on Long-Term Care Alternatives, Well-Being
in O0ld Age: Essential Services, Technical Report 1V,
Austin, Texas, Fall 1978, p. 19.

33/Stanley J. Brody, Walter Poulshock, Carla F. Masciocchi,
"The Family Caring Unit: A Major Consideration in the
Long-Term Support System," The Gerontologist, Vol. 18,
No. 6 (1978), pp. 558-9.

34/Joint Committee on Long-Term Care Alternatives, Final
Report, Austin, Texas, 1978, p. 18.

35/Joint Legislative and Audit Review Commission, The
Virginia General Assembly, Long Term Care in Virginia,
Richmond, Virginia, March 28, 1978, p. 12.

36/The elderly are defined, for the purposes of.this study,
as 65 and older.
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Congregate housing

Attached is infommation on-
congregate housing in the
United States. This executive
summary is extracted from a 300
page evaluation performed in
1976. It is the only compre-
hensive summary on Congregate
housing available.

"Evaluation of the Effectiveness
of Congregate Housing for the
Elderly" prepared for U.S.
Department of Housing and Urban
Development by Urban Systems
Research § Engineering, Inc. in
October 1976.
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i.C Research nhiectives

The evaluation of congregate housing for the elderly encompassed

a variety of research objectives. One dimension of the study was the . ;

systematic development of a profile of the elderly 11v1ng in congregate
and cemprehensive cataloguing of the range of congregate

W

housing,
facilities that exist in the United States today in terms of their
rmanagement, their service provision, and their design features. A

second dimension of the study was the identification of the "needs"

of the elderly living in congregate environments. A third dimension

e characteristics and needs of the elderly to different

was relating th

types of congregate facilities.in order to identify the features and

factors of these living environments which best fulfilled elderly's

needs, and which appeared to best support the maintenance of their
independent lifestyles. Finally, this study examined the financial

feasibility of the development and operations of congregate facilities,

"successful® features identified above.

2.0 Research Strategy !

Given the research objective of a comprehensive description of

existing congregate housing facilities, it was necessary to conduct

the study at a widely varied sample of sites. Thus, rather than a

probability sample, a stratified sample of sites was chosen, repre-

senting a range of sites in terms of thelr geographic location, their

size, their rent levels, and the dlverszty and extensiveness of ser- . .

|
|

l

|

|

| .

: and of the provision of the
?

|

|

|

| The lowest common demoninator of all sample

- vices provided on-site.
sites was the availability of an on-site meal program, which was the

|
| essence of the definition of congregate housing used in this research.

Site sampling was conducted by random drawing of sites from five .. -

major directories of elderly housing. ' This activity, conducted within

the overall stratification design, led to the selection of twenty-

seven study Sites.
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e study sample represented a rrcad array cf congregate hous:n

sites. Geographically, they were distributed with 6 in the Northeast,

6 in the North Central U.S., 7 in the South, and 8 in the West. In

terms of sponsorship, the study sample consisted of 5 conventional low-

rent public housing projects, 17 non-profit church organizataions, 3
other non-profit entities, and 2 for-profit corporations. The develop-
ment of 22 of the twenty-seven was sponsored by a variety of HUD pro-

grams: Section 202 (original) , Section 236, Section 231, as well as

the low-ren* public housing suksidies. Therefore, 5 sites were con-

structed with strict.y private monies. In.terms of size, the study

sample of congregate housing facilities was comprised of 9 projects of

70 to 125 units, 9 projects with 126 to 200 units, and 9 projects with

over 200 units. - .
The study sites encompassed a variety of rent levels--ranging from

rent 5. to

$40,000. combined with ﬁonthly charges of $600. When this range is
the sample sites distribute

payments of less than $100. per month to entrance fees of §

divided into high, medium, and low levels,
themselves into 1l in the high rent category, 7 in the middle rent

category, and 2 in the low rent category.
A final criterion along which the gample sites varied considerably

is the variety and extensiveness of the services which are pffered on-

site. These range from meal, housekeeping, and security services, to

medical servxces, social, recreational and educational programs, fin-

anczal management servxces, transportat1on services, protective ser-

vzces, etc.. When the range of serxvice packages offered on-zite is

divided irto levels accordxng to the number, scope, and ‘va*lab.lz.v of .

the on-site services, the distribution of study sites is as fo;;ows-

6 with high service level, 9 with medium service level, and 12 with

low servmce level.

Three types of data gatherzng actzvztzes were undertaken in order

to accomplxsh the analysxs tasks requzred ‘to meet the research objectives

of .the study. The first was to provzde a complete description of the
the delivery -

development hxstory, the management policies and practices,

‘-
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and the design features and prosthetic equipment on each

of servaces,
Each of the twenty-seven sarple congregate housing manage
The physical features of the build-

site. rs and

service providers were interviewed.

ed and recorded at the same time. This data constituted

ing were observ
which consisted

the basis for what was called the Administrative Analysis,

of systematic description of existing congregate housing facilities and =

cross-site comparisons of their features and characteristics.

The second data gathering effort was the administration of a fully-

structured guestionnaire to a sample of residents and applicants at a

subsample of nineteen of the study sites. " The data gathered in the

Congregate Housing Survey included descriptive characteristics of the

respondents, their activity patterns prior to and during residency in

their expectations of congregate housing, and

congregate facilities,
and design

luations of management performance, services,
Analysis of this data'provided a profile
‘a test of the

their eva

features of the facilities.

of the congregate elderly, 2 describtion of their needs,

fulfillment of these needs, and an assessment of‘ihe impact of congre-

gate housing on respéndents' independence. These results were then

compared site by site to jdentify features of congregaée'housing which

best satisfied residents.

The third data gathering effort was the collection of financial

data from each projéct's books in order to accomplish the feasibility

cribed above. This data was collected

and cost analysis objective des
The analysis

at the time of the Administrative Analysis field visits.

involved the development of cost measures which could be compared across

sites with differiﬁb characteristics.

analysis efforts prbvided the results and

These three data gathering and ’

conclusions to satisfy all ’

the research objecfives discussed in the preceding section.




3.0 Fesearch Finiings

3.1 Major Findings from the Analysis of Service Provision on Congregate

Housing Sites

The most striking and important conclusion from the extensive analysis

of service provision in the context of elderly congregate housing facilities

is that the congregate mode represents a housing option in which the pro-

vision of a service package is the norm. The average of nine different

services is provided across the twenty-seven study sites. More specifically:

1007 provide a meal service (a prerequisite for inclusion in the sample)

and a recreational program; 89% provide social, educational, and security

services; 85% éupply transportation; 81\ offer commercial services; 7B%
provide a medical program; 67% offer housekeeping assistance; and 59\
provide a laundry (linen) sexrvice and protective services.
Intérestingly, the most prevalent service types appear to be those
which stress physical'activity and independence. Social, recreational,
educational, and transportation service provisions appear with significant
tency in the sample; -another observed paérern is the linkage of.

" meals, medical care, housekeeping, and linen

consis

physical support services:

Over half of the sites which provide one of tnese provide the
.3

services.
other three. .

The conclusion that congregate housing represents a combzned housing
and services package, with considerable emphasis on the latter, is

reinforced by an examznatzon across service types of the method of resi-

dent payment for serv;ces.. For every type of service offeréd, in the

majority of sites, payment is included as part of the rental fee (either

as part of the undszerentzated total sum, or as a supplementary oblzga-

tory payment). This suggests “that congregate housing facilities percieve

themselves as being in the buszness of providing not just housing, or

vih oo

even housing plus meals, but housing and a broad array of eugplementagy'

- o

services. -

In terms of the actual mechanics of service provision, the majority

of services are provided airectly by the management of the facility.

Contracted services are seldom seen outside the context of catered meal
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portion of on-site services, although volunteered and dorated services

are not solicited actively or along a cooréinated plan (except in the

case of public housing facilities which are legally unable to provide

any but housing services). Community service provision is a resource

relatively untapped by the majority of current managers of congregate
housing. Instead, there is a distinct preference for direct provision,

despite the administrative, direct labor and capital costs this entails--

given the multiplicity of services proviced on any given site.

The typical congregate housing facility provides an extensive meal
service--two or three meals a day, seven days a week. Its medical ser~
vice package includes frequent (at least once weekly) outpatient clinics
and the capabilities for providing personal care for the less mobile
sector of the population. Housekeeping and linen services are offered

weekly. Opportunities for social, recreational, and educational activ=-

jties arise on a daily basis, usually emphasizing non-active outlets.

This area_of provision is complimented by a regqular transportation ser-

vice, servicing shopping and medical destinations at least once weekly.

At least a minimal level of security--not unlike that commonly provided

in a standard apartment residence-- i.e., night-time limited access--is

evident on-site. Protectrve serv1ces are offered only on an informal

basis by management staff, if at all. Some type of commercial enter=

prise, often a beauty/barber shop, is available to residents at an on-site

location. This prcture presents the average level and mode of service

each service area found across all the twenty-sSeven )

- -

provision within

sample sites. ‘g . .

3.2 Major and1ngs ‘from the Analysis of Management Policies and Practices.

on Congregate Housing Sites

Although a varrety of development modes, organ;zatrcnal arrangements, :

-~

and functional character1st1cs ‘were found across the twe
theorres were 1dent1f1ed which broadly describe the struc-

nty-seven s tes '

-

several common
ture of the management system which operates congregate facilities. A

surprising element cf commo

. eqmonm - eew ammme e e Ww S

-

?

nality was the distinct service orrentation which

[
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characterizes many of the managerent decisions, policies, &=

observed at the sample sites. The goal cf providing services to the
elderly frequently overshadows concerns regarding the financial feasi-
bility of directly operating a diverse group of services which are
inherently costly to provide. (This will be expanded in later sections).
Providing a combined housing and services package is clearly not a =
profitable or easily break-even venture--a consideration often found to
be irrelevant due to the fundamentally "charity business" approach

taken by management. Cften inefficient operations lacking in clearcut
financial performance standards have been maintained by special fund-

raising drives, gifts, bequests--appealing to special income sources on

the baszs of being a service and charzty organization for a "geserving"”
needy sector.

This central observation explains a variety of management and opera-

tion characteristics. For example, the development of congregate facil-

ities is somewhat haphazard. At only two of the twenty-seven sites were

. any preliminary investigations of the potent1a1 market made prior to the

decision to develop.. In the majorlty of cases. the owners built what

they thought "should” be ‘provided and then expected the demand to respond

to the new supply. Szmxlarly, the on-site service level was arbitrarily

decided prior to any
As a result there is some evidence of mismatching of supply

cupancy levels of facilities providing a very

analysis of the service needs of the target income

sector.

and demand as seen in the oc

high level of services.
Szmxlarly, ‘due to the lack of clearcut financial performance stan-

dards, ‘and to the service orientation of these facilities, many problems

are encountered 1n providlng serVices. There is a commxtment to pro-

vide services at all costs", whlch is, indeed, what produces year after

year of operatxng deficits. Although adm;nxstrators are aware of rxs~ng

fhey ‘are 1oath to maintain appropriate and vxable priczng pclxczes.

-

costs,
since they are constrazned by their service and gquasi-philanthropic -
polxcxes. Ineffzcxenc.es are found in administrative practices with an

excess of urskilled staff who might well be replaced by fewer pro-

staffing deczsions are made often on the basis of

fessionals.




nor.-preiessaoral criteria but rather of family ties, etc. There 1s

clear under-utilization of community (volunteered) services (which could
minimize the redundancy and cost of service provision) and of

professionallyvspecialized contracted services--which was particularly

surprising given the severe problems encountered in providing a diverse

number of services which allow little pooling of staff, a range of large=

capital investments, etc.

Interestingly, staff professionalization was found to be related

o the income of the resident population and to the extensiveness of the

service package, increasing as these variables increased. The existence

cf professionally trained staff furthermore was associated with prior

management experience with the elderly--suggesting that experience has
proven the benefits of professionals running the major services provided
on-site. The large proportion of the on-site' labor force, however,

is very low-level, unskilled staff. In fact, professiOnally-trained

personnel seldom account for more than one-quarter of the total payroll.

Given this staff structure, it is not surprising_ to observe a high level

of centralization of decision-making authority at the owner/managery .

level. Concommitantly, residents have significantly little impact on

management operations and policies across the twenty-seven sites.

LR

3.3 Major Fxndxngs from the Analysxs of the Design Features of Congregate
Housxng
i .

Perhaps the most important conclusion reac
twenty-seven sample sxtes was ;he fact that the deszgn pro-'

hed regarding the physical

o

deslgn of the
grams of the facilities c1ear1y expresses managements' servzce orlentatzon .

RFY - -a>
and fundamental b1as agaxnst an 1nst1tutzona1 envxronment.. (Thls blas‘

was referred to earlxer in the d1scusslon of servxce‘provxsxon where it

was noted that the most common services across all sxtes were those whxch
Y- . -

L, =

For example, althOugh a varxety of physxcal .-

stressed physlcal actxvxty)

structures were found, a common denomxnator was the provxsxon of common
spaces (for service de11Very), at a central core of the deslgn. The allo-
‘the num-

cation of 1nterxor space to c.mmon areas was directly related to

ber of units and size of dwelling unxts: As these decreased, the common

space allocated per occupant increased.

.
i
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The non-institutional orientation of congresate housing was clearly
displayed in the design programs of the study sites. For example, there
was a notable lack of prosthetic equipment and special design features i

provided in the facility. This can largely be explained by clearly arti-

-

culated intentions on the part of management to avoid an 1nst1tut10na1

environment within the facility. The criteria for the inclusion of any

[P

special features was unobtrusiveness and easy adaptability to conven=
tional structural modules. The only significant consistency of special

design features across all twenty-seven sites was barrier-free circulation

er————

spaces, i.e., accessibility to all areas without the use of stairways,

lack of thresholds, etc.

The non-institutional orientation of congregate housing was also
apparent in individual dwelling units. Significantly, the most prevalent -
types of units among the twenty-seven study sites were efficiency and

one-bedroom apartments with private bathrooms and kitchen(ette)s. (In

fact, 608 of all units have kitchens or kitchenettes. ) Clearly, con-

gregate housing is providing self-contained housekeeping units--an environ-

ment conducive to maintaining one's privacy and jindividual- lifestyle.

It is also important to note that sites encourage residents 'to bring

their own furniture and to recreate their own living space. Furthermore,

plenty of storage space is provxded, both in units and 1n common storage

areas, so that residents can retain their own possesszons, All of these

features contrast with the institutional environments where the individual

is given little opportunzty to personalzze his/her living space.

’ ' Interestzngly, the layouts of congregate housing sites typically
enforce a rigid segregat;on of the apartment reszdence and any on-site
medical facilities. This is accomplished by architectural barriers such

+ed access locations, separate buildings Or wihgs, heavy fire doors,

as limi
e residence, it is

etc. When personal care is offered in the congregat

usvally provzded in specially-designed units, which again are segregated

from the rest of the apartments. This segregation mznzm;zes the visi-
and perpetu-

bility of medical personnel, as well as the ill and infirm,

ates the impression that active healthy people live in the congregate

facility. .

'
'
]
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profile of the Elderly Living in Corgrecate Housing Facilities:
Characteristics and Needs

a2
.
o

In terms of their socio-demographic characteristics, the congregate
housing residents of the study sample generally represent all the major
sectors of the national elderly population in terms of age ranges, income

status, physical capabilities, marital status, etc. However, the sample.

has certain characteristics which clearly differentiate it from national

distributions. For example, blacks are severely under-represented, com-
prising only 7% of the population, and women far outweigh males in the

resident population. Although elderly of all ages can be found AcCross

the twenty-seven sites, the age distribution is significantly weighted

toward the very old. Seventy-two and two-tenths percent of the population

-are over seventy-five years of age. However, the elderly move into con=
gregate facilities while relatively young -- sixty-two to seventy-five

Survey results clearly showed that congregate housing is a

years of age.
single and

place to grow old. Furthermore, there is a preponderance of

wzdowed women in the congregate population (80\) and the m33ority of

respondents had 11ved xndependently. ‘either in apartments ‘or their own

homes prior to moving in. These combzned observations may suggest that

one reason for choosing age-segregated elderly housing may be loneliness.

The fact that the congregate elderly have generally poorer health status

than the national elderly suggests that, as a population, they may no

longer feel secure, living totally independently. Yet the data showed that

they do not perceive their health to be a crzpplzng problem, (a majority__

. " .viewed their. health poszt;vely) and thus do not £fhink of themselves as__ _

requiring the highlevel of medical care found in an 1nstitut§onal,sett1ng;

e balance

Thus_they may have. found in congregate houszng an appropriat

of readily available” servzces and of attrxbutes of conventzonal houszng.

The income dzstribution of the sauple of congregate elderly is also..
revealing. Although all income groups are represented, in comparison N L
1 statistics the 1ncome dzstrzbutzon is weighted toward the N

the congregate elderly

with nationa
upper strata and thus, as a whole across all sites,

have higher mean incomes than the U.S. elderly population at large.

This explains why congregate residents can afford a combined housing and

l
-




services pacrage which is clearly more costly than conventicnal housing
options.

One final distinguishing characteristic of the study population
deserves mention. The congregate elderly, as 2 group, are highly active.
Prior to living in congregate facilities, respondents were found to 9o
shopping and to visit their friends nearly every day and over half parti-
cipated in clubs and activities at similar frequencies. The analysis of
activity patterns of the elderly living in congregate facilities demon-
strated almost equally high levels of activity. Clearly this group is
not in the market for restrictive, regulated environments. This charac-=
teristic has the broadest implication regarding the "needs" of this sei.-=

tor which must be fulfilled by the congregate environment. The congregate

elderly were found to clearly need an environment which would permit them -

to maintain their own independent lifestyles. These elderly do not per-

ceive themselves as needing a supportive environment at the time they

move into congregate facilities. S

However, all congregate elderly respondents made the decision to leave the]

previous 1iving arrangements, 857 of which had been independent situations. ...
4

Furthermore, they all chose a housing and services package, which provides
a distinctly different environment from totally independent 1living. These
two seemingly contradictory needs, for a housing and services package and

for a setting which permits maintenance of an independerit lifestyle,

were resolved by residents’' attitudes towards on-site services. The con-

gregaté housing elderly, in effect, need the insurance of life support

services. In opting for the congregate package,

they are opting fornzhe securi

of knowing they can depend on on-site services and that they will be cared

for when they need the care. . - T P S Y

This overriding need for the security of readily availahle ser%}ces -
features

eclipsed more specific needs. - The elderly'’s ﬁeed for speciallsafetyu
and prosthetic equipment was notably understated. Oniy respondents with

fairly advanced health problems petrayed any awareness of the physical

environment.

10
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3.5 The Fulf:llment of Eas ic Shelter ani Service Nezeds by Concrecate
Housang

The basic shelter needs of the congregate elderly are effectively

[

met: the majority of residents are provided with efficiency or one-

bedroom apartments with private kitchen (ettes) and private baths. The
vast majority of residents are very satisfied with their accommodations

in congregate facilities. (The only major dissatisfaction arises among

those who are provided with only one room units and those without pri-

Congregate housing is effective along another dimension
For a low income

vate kitchens.)
of this issue of providing for basic shelter.needs.
group which had rented housing in central cities, congregate housing

represented an amelioration of housing guality in the eyes of residents.

Congregate housing also fulfills most residents' service neels.

patterns of service utilization clearly showed that on-site services.

could fulfill a variety of specific needs. For the majority of congre-

' ate resxdents who are relatively free of major health problems on-szte

g
: services are used as convenxences, which release them from performing
;;— * essential everyday tasks of meal preparatzon and housekeeping.' This

release results 1n dramatic 1ncreases 1n 1e1sure and social activities.

For an older, 1ess healthy sector of congregate residents, on-site ser-
. vices perform more essent1a1 support functxons, and patterns of service |

utilization among this sector show markedly greater reliance on on-site
i

services than among any other population group.

This seryvice utxlxzatzon pattern shows that congregate housing

3 : effectively fu1f111s the prlmary need of securzty coverage. : Although a :

- majority of reszdents exercise their 0ptions to choose if and when to

use on- s1te servzces, there is clear evidence that as age advances and L

health status declznes, reszdents use of and dependence on on-site ser-
" vices steadily. increase. Thus, congregate houszng appears to provzde ..ﬁ PR

-da o .
ﬁ(’ - ~a

- .servzces and care on an *as-needed” basxs, and thereby is a sensztzve

service delivery mechanism whzch allows residents to gauge the approprxate

level of services, support and care that they reguire.

An 1mportant conclusion that emerged from a site by s1te analysis

) of survey data is that a wide range of service packages was found to

I .
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s..fi1) rezidents' needs for security coverage. satisfaction ci this

need was notably not dependent on extensive on-site service provision.

The mere availability of on-site staff in case of emergency. and service
which can obviate the necessity of having to travel to medical care, oI

to go shopping fcr food, or to do housework, seems to be adequate to allay

residents' fears regarding emergencies, illness, and disability in the

future.

3.6 Perforrmance of Congregate Housin in Offerinc an Alternative to
Institutionalization and in Helping Maintain the Indepenaence

of the Elderly

The issue of congregate housing proYiding an alternative to independent
life on the one hand and institutionalized care on the other is intricately
involved with defzn;ng the wide range of physical capabilities and gradations
in 1ndependence/dependence levels between the two extremes. Based on ‘the
results from the survey of congregate residents and applicants, congregate
housing appears to be able to accommodate this large spectrum of elderly
needs. The sheer’ avazlabzlzty of on-site servzces fulfills the security
insurance need of the relatively 1ndependent, active sector. The on-site
services can provide support to elderly persons whose age-or failing health
makes food preparatzon, housekeeping, gozng to 'see the doctor in the commun-

ity, etc., somewhat difficult and physzcally taxlng. Between these two

modes of service utilization are a range of use patterns varyzng by

frequency, by number of on-si~e servicec used, by the proportion of on-

and off-site actzvzty, etc. The fundamental flexzbzlzty of congregate
housing service policies which eschew oblzgatogx service utzlzzatzon permlts"
this varzable use of services and effectzvely accommodates 1nd1v1dual reeds.
The actual range of needs that a faczlzty can fulfill’ 1s obvzously '
dlrectly related to the varzety and extenslveness of servzces provzded
on-site. In turn, the level of. serv1ces provzded on-s1te depends on the

~ .- -

management' s dec1s1o' about the extent to wh1ch the fac111ty should accommo-

date the aging process.‘ Some sztes commlt themselves to life care, which

- o,

3

requires the broadest range of servzces, with’ a prerequzszte of extensit :

medical facilities. Inherent in this ‘definition is the assumption that
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the ccngregate ccmplex can obviate a second move to a separate institu-
tion. Instead, the resident requiring extensive medical care merely
becomes a patient of the on-site facility. Most other facilities serve

a far narrower range of needs, usually because they provide limited
medical care on-site. Residents requiring more extensive care are
obliged to obtain it by moving either to another congregate facility with
expanded on-site service capabilities or to an institution.

An important corollary of this issue is whether congregate housing,
with its combined housing and services package, effectively permits the
elderly to maintain their independent lifestyles. The overwhelming con-
clusion from the analyséf was that congregate housing facilities indeed
maintain the independence of the elderly and, in fact, foster its main-
tenance. There was no observable decline in independent activity as a
result of residence in a congregate facility. 1Instead, there was a marked
increased in certain activities. . - ' o

Observing these trends through time, survey data produced the ‘

conclus;on that congregate housing can effectively prolong 1ndependent e -,

- e o=

activity. The key here is the issue of acce;s. Over t;me, as 1nd;vzduals
grow older and health status declines, ggtting places becomes increasingly ’
more difficult. This access problem:is what finally precludes a high

level of activity in the comﬁunity réquiring transportation, planning, . .
and a measure of mobility. In the congregate sgtti;g, in contrast, as '

activity in the community declines, it is substituted by activity within

the facility, since services and programs are readily available on-site. _ _.

-k . -

The pattern through time shows that eventually as reéidenté groﬁ very‘old .
and very feeble, even on-site activity declines. The key po;nt here is
that activity has been prolonged effect;vely wlth on-s;te servzces beyond

the point in time when it naturally would have begun to decllne (due to J

-

- AP
. .- . . N . s

the problem of access)’ werg‘commqpiyy_servzces the - only, resource.,___;,.ed- -

. - . . »
£
.- .
-

3.7 Findings from Cost Analysis of Congregate Housing oPerations

id

Perhaps the most important conclusion from the cost analys;s of con=

gregate housing operations was that the prov;s;on of servzces is a highly

costly enterprise, with costs rising in direct proport;on with the

o ewe = renem

- .-
.

13 |

——r ey A -




" costs than the nat;onal avera

‘appears to 1mprove their "qualxty of life,

extensiveness of the services offered. Not only are there consideratle

direct costs involved with service provision, but also a2ninistrative

costs rise dramatically with an increase in the level -and nunber of ser-

vices provided on-site. The cost analysis showed that in-house "direct"”

service provision has no apparent cost advantage over ccntracted service

provision. Significant administrative cost savings could be realized by

sreater use of contracted services, and total service provision expendi-

tures could be reduced by taking greater agvantage of vclunteered labor

or community based services.
In general, congregate housing operations are heavily subsidized.

paratzng costs are not fully met by operating income. For the vast major-

ity of the sites covered by the study, reported operating ‘surpluses could

be traced to either non-operating (charitable subsidy) income, O a

failure to report the true costs of being in business, By

soliciting donations and bequests, by obtaining below market rate financ-

by failing to depreciate assets employed in operations, finan-

ing,
This reflects a variety of pri-

czal‘statements show posztlve poszt;ons.
ate and publxc subsidies of congregate h

Despite these negative cost conclusion

ousing for the elderly.
s regarding congregate housing

operations, comparison with the costs of provzding jnstitutionalized
nursing care produced contrasting results.

high and medium levels of service packages on-site appear to be signifi-

cantly cost effective alternatives to certain levels of institutional care

rsing Facilities) ‘and have lower operating -ed ®

(in particular Skilled Nu
ge for all nursing fac111t1es.

- L. _— " - .- - .
- - - s

4.0 Implications of Research Findings

The research results presented in the preceding sections all converge

in the overwhelm;ng conclus;on that congregate housing does indeed - -

effectzvely meet the needs of jts elderly residents. Furthermore, it

» by helping counteract their

social 1so1atxon, by providing improved housing for a low income sector,
on, and by

by stavzng off unnecessary and premature instrtutzonallzatz

-
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providing a humane enviroament to grow old in. Congregate housing
accormoldates to residents' individual lifestyles and allows a large X
measure of freedom of movement, discretion, and privacy. There are notably
few rules and regulations to restrict residents' activity. 1In other

words, the eiderly congregate residents generally are treated as inde-
pendent individuals, and are not subjected to humiliating protectiue

or restrictive policies. Furthermore, congregate facilities provide
consumers with the services they require as they need them. Thus resi-
dents themselves can match their needs with appropriate levels of care.
Until residents decide to use them, services are relatively unobtrusive.
This arrangement permits residents to exercise discretion regarding

their service utilization, thereby functioning as a hianly sensitive ser-

vice delzvery mechanism. Therefore, as a final conclusion, congregate

housing is hxghly useful for a broad spectrum of elderly with an accom-

panying array of needs. It effectively prov;des the elderly w1th shel-

ter and services once they no longer want to live 1ndependent1y, and

before their physical capabzlztzes dec11ne to the point og needzng con-

st -

LY

! stant surveillance.and intensive health care:

However, some distributional problems surfaced as the result of the
research analyses. Although congregate housing does indeed service a
range of elderly persons, it is important to stress that upper 1ncome

> elderly are provzded a very dlfferent k1nd of hous1ng and serv1ces pack-

age than the poor. The d1str1but1on of serv1ces is determlned by the

costs of serv;ces, as d1scussed prevzously.
do the costs of operatxons.‘ Clearly, the upper income elderly are the .

As servzce levels clzmb, so

S,

only ones able to pay for the very high costs of extenszve servxces.
Another intereetzng facet of this issue of the uneven d1str1but1on

of services among the congregate elderly is the locat1on of d1fferent .-

RN

types of facilitzes. Congregate sites for the moderate and upper 1nc0me

elderly were usually located in suburban and rural locatzons whzle those o
for low income elderly were in urban areas. As a general rule, respond-

ents moved lnto congregate sztes in nezghborhoods szmxlar to the ones

o)

they had 11ved in prevzously., Th1s is part1cularly s1gn1f1cant since

=r
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low income eiderly cited the unsafe character of the neighborhood as 2

reason to move from previous housing. This group experienced no improve-

ment of neighborhood quality in the move to congregate housing.

Therefore, although all sectors of the congregate elderly popula-

tion are receiving some services 2s part of their housing package, they

Of course, upper income residents
it is

are receiving very different services.

pay for the luwxury of having a high level of services. However,
important to note that congregate housing is not able to provide a broad
array of services at low cost.

Several important conclusions emerged as a result of the analysis of

congregate housing as a service delivery mechanism. Its effectiveness

in this role lay principally in the fact that on-site service provision

1) obviated the problem of access (which for the elderly is the single

t determinant of an individuals’ activity) ‘and 2) fulfilled the

larges

elderly's need for a sense of security in case of emergency and in light

of the progressive physical decrements which accompany aging. Provision
successful

of on-site services in the congregate context appears to be

for other reasons as well. Characteristically, resident use of'services

which has allowed residents to take advantage of on-
This flexibility allows a wide

is not mandatory,

site services on an as-needed basis.
The provision of services at a central point,

range of needs to be met.
has the effect of creating a focus

in this case, the congregate facility,

for community involvement. Furthermore, ‘a’ final advantage of a central-

ized serVice delivery ‘mechanism is. that,
shared services ‘in common spaces provide

..ucg - o - -\”-:, .”.- e ®
LI . R S

for social interaction. -

in the context of elderly con-

gregate housing, ‘an important

[T RPRLLY

»

opportunity and focus
There'are, however, problems in_providing ‘services on-

* There are no discernible advantages, in terms of

that accrue from a centralized service delivery
cialized spaces,

site-at congre-

gate facilities.
- reducing expenditures,
Each service requires jts own staff, its own spe

system.
There is very little potential for pool-

and its own capital equipment.
‘all of which represent substantial cos
jvery systems

the resultant

ing these resources, t elements.

The other major problem inherent to the service del
seen in the congregate context is their flexibility and
-in nature of their utilization. This causes a highly unstable
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drop

- .. e e S . Ir

: B , .16

| R X

. - "
" .. -a




T

dermand anéd conseguent unnecessary expenditures. Managements at many

eites have instituted pre-paid service payment plans, in order 40 stabil-

. jze demand and insure income for operations. Such an initiative does

indeed provide an incentive for service utilization; however, it does

More stringent policies regarding service

- iee ceme B =

not provide a guarantee.

utilization would violate the non-institutional atmosphere which encour-

ages residents to maintain their independent lifestyles as long as they

-

are physically able.
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"WHITE HOUSE CONFERENCE ON AGING

INFORMATION BRIEF #11

SUBJECT: Crime and the elderly

Attached is infommation on
crime and the elderly prepared
for the Senate Special Committee

on Aging.
SOURCE "Developments in Aging: 1979",
OF DATA: Part I, A Report of the Special

Committee on Aging, United

States Senate, dated February 28,
1980.
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Senators Lawton Chiles, Pete V. Domenici. Frank Church, John
Melcher, David H. Pryor, Bill Bradley, Quentin N. Burdick, and John
Glenn of the Special Committee on Aging introduced S. 1060, which
rovided elderly houseliolds with a special medical deduction for al-
owable medical expenses above $35 a month.
Senator Chiles, upon introducing the bill on May 2, explained: .

Those people with relatively low medical bills would be
able to deduct such expenses within the allowable $65 standard
deduction. But those people with high medical expenses, who
have received no deduction under the new law, would be able .
to deduct these expenses when computing their net incoine
which determines their coupon allotment.

The Senate Committee on Agriculture, Nutrition, and Forestry
combined this medical deduction provision with a provision that elimi-
nated the $80 ceiling on shelter deductions for households with an
elderly member. This measure, approved by the full Senate, was
amended in conference to include severely disabled persons among
those eligible for the special deductions. This measure was signed into
law on August 14,1979 (Public Law 96-58).
ing the need to implement this measure promptly, USDA pro-
mulgated final rulemaking lations exﬁeditiousl on September 235,
1979 (7 CFR, parts 272 and 273, vol. 44, No. 187). These final regula-
tions allowed the States to implement the new deductions between
the issuance date of the regulations and January 1980. Most States
planned implementation for January 1980 with several putting the

new regulations into effect in December 1979,
_ In a related matter, the USDA issued pro regulations on De-
o i cember 7, 1979 (7 CFR, part 273, vol. 44, No. 237), to implement a
provision in the 1977 amendments to the food stamp é)ro m regard-
: ing application procedures. Specifically, the pro?ose nﬂ carry out
the change in the 1977 law to allow SSI households to apply for food
stamp benefits at local or district social security offices and to be
certified on the basis of information contained in the social security
files. This would simrlify the application process for aged, blind and
disabled persons by allowing a “one-stop” application and certification
process, instead of the current process which requires personal visits

to at least two administrative offices.
Final promulgation of these regulations is expected in February

1980.
IV. CRIME AND THE ELDERLY "

The increasing political activity of senior citizens in combination
with the present trends towards crime prevention is resulting in higher
priorities for legislative issues concerning crime and the elderly. Al- .
though available statistics have not substantiated claims of greater
senior citizen victimization as compared to younger persons in all the

D e s

traditional categories of crime, the elderly have shown to suffer
a disproportionste number of predatory crinics (robbery, larceny,
frnudg for their numbers. : X

The physical, psycnological, and economic aspects of victimization
and the even more debilitating effects of fear of crime, are beginning
to be addressed. National programs and Federal legislation are pres-
ently directed towards victim assistance, crime prevention, £nd educa-
tion programs.
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A. Gexerar STATUS/BACKGROUND

Although it has generally been advanced that senior citizens are es-
pecially vulnerable to crime, the rate of criminal victimization of older
(lldl\:lts, as compared with the entire population, is still a matter of

ebate.

Victimiza’ion studies conducted by the Law Enforcement Assistance
Administration (LEAA),* the National Retired Teachers Associa-
tion/American Association of Retired Persons (NRTA/AARP),* and
the National Crime Survey (NCS)’ all generally agree that older
persons are not disproportionately represented as crime victims when
all serious crimes and all age groups are considered. The pattern would
at first glance, indicate that the young are more likely to be vict mi
than the old. A closer inspection, however, reveals that while the young
are indeed more prone to becoming victims of personal crimes such as
rape and homicide, it aEpears that the rates of personal larceny, rob-
beri, and fraud are as lfh or higher for the elderly when compared
with younger groups. In fact, it is contended that the elderly who live
in the inner city are victimized out of proportion to their relative
numbers.*

According to one study, the aggregate data of official statistics and
victimization surveys is often misleading as to the true extent of the
problems and underestimates seriously the impact of the problem on
many individuals and communities. “What little information is avail-
able would substantiate the impression of many that such victimiza-
tion is on the increase.” * ’ .

B. T'yres or Crrues

The nature of crimes against the elderly are primarilgeof the preda-
tory type, rather than the violent type. One of the best studies of
traditional crime categories, conducted in Kansas City, found that
among the elderly burglary was the most frequent crime (55.9 per-
cent), followed by robbery (24.6 percent), larceny (13.9 percent),
assault (2.5 percent), and fraud (2.3 percent) with rape, homicide,
und all other crimes under (0.52 percent).*

The following tabies, taken irom tue Department of Justice’s na-
tional crime survey report, illustrate the frequency of elderly victim-
ization in comparison to other age groups.”

$1.8. Department of Justice. Law Enforcement Assistance Administrstion. Criminal
Victimization Studies ip the Nati10's Five Largest Cities. { Washington. 1975.]

SNRTA/AARP. Crime Prevention Program. { Washington : NRTA/AARP, 1977.]

* John J. Gihbs. Crimes Axsinst Persons. [ Washington : LEAA. 1879.1

s Robert J. Smith. Crimes Agsinst the Elderly : lmplications for Policy-Mskers and Prace-
mzom-n. {Wsshington : The Internations: Federation on Aging. 18791, p. 7.

. wInd.p. 0.

1uy.8. partment of Justice. Law Enforcement Assistance Administration. National
Criminal Justice Information and Statistics Service. Service Book of Criminal Justice
Btatistics—1978 (Washington, 1978) p. 380. pp. 382. 383.
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ESTIMATED RATE (PER 100,000 PERSONS 12 YR OF AGE OR OLDER) OF PERSONAL VICTIMIZATION, BY AGE OF
VICTIM AND TYPE OF VICTIMIZATION, UNITED STATES, 19783

{Rate por 100,000 persens 12 yr of age o oléee]
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ESTIMATED RATE (PER 100,000 PERSONS 12 YR OF AGE DR OLDER) OF PERSONAL VICTIMIZATION, Y SEX, RACE,

AND AGE OF VICTIM, AND TYPE OF VICTIMIZATION, UNITED STATES, 19782

[Rate por 100,000 porsons 12 yr of age or sider)
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ESTIMATED RATE (PER 100.000 PERSONS 12 YR OF AGE OR OLOEN) OF PERSONAL VICTIMIZATION, BY SEX, RACE,
ANO AGE OF VICTIM, AND TYPE OF VICTIMIZATION, UNITED STATLS, 1976 i-Continued

Rste por 100,000 persons 12 yr of age of elder]
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likely to attack or steal from them—young unempl
i
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Although it is the brutal and often sensational acts of violence that
receive the most publicity and generate the most fear, these crimes are
not numerically the most important. This quantitative conclusion
should not diminish attempts to prevent such otfenses. However, focus
is now being directed to the less sensational, but numerically more
important and often socially, psychologically, and physically more
damaging nonviolent crimes ** against older persons.

C. SociaL axp Prysicat EXVIRONMENT

Several factors combine to render older persons particularly sus-
ceptible to the incidence and aftermath of crime. The most potent
factor accounting for victimization, however, is the composition of
the neighborhood in which the older person resides. The tragedy in
American cities that have been studiegeis that older citizens tend to
}l:_e goncentrated in the inner city, where crime rates in general are

igher.

is fact raises the question of why older Americans live in these
high crime areas; it is obviously more than a matter of simple choice.
Many are original residents of the neighborhood, regard it as their
home, and are reluctant to leave. Others come there use of their
need for low-cost housing and for the services which are available in
densely concentrated housing. Still others may wish to leave, but their
low incomes prevent them from resettling in outlying safer areas.’

The concentration of older people in the inner city could be a
causative factor in the increase in crime because they are often trapped
into closs and unavoidable contact with that element of society most

oied_ males who
also tend to inhabit the inner city. The irony is thet. high rise, low-cost
housing has been actively sought in the past by senios groups, churches,
and organizations for older people, but the problem of security was
not carefully reviewed at the planning or building stage. As a result,
apartments, homes, and the immediate neiihborhood surrounding the
older g:ople’s dwellings often become high crime areas, if they were
not so before.1¢ .

Tt might be noted that according to the aforementioned Kansas City
study, in 80 percent of the serious crimes studied, the elderly victims
were in their own homes or in the immediate vicinity. It might addi-
tionally be assumed that the greater percentage of instances of fraud
also take place in or near the home of the victim. The fact that so
much of the victimization of the elderly usually takes place in or
near the home add to the trauma of victimization, since the home is
usually regarded as a refuge. This situation undoubtedly contributes
to the great fear of victimization expressed by many older people. -

A perceived threat can be just as debilitating to the general well-
being of the individual as & real threat—in some cases even more so.
Even in the cases where fears may be largely unwarranted, the effect
is just as severe on the older person’s behavior s when the fears are

objectively justified.’ . . oo s
ity

3 Thid,
8 Ibid., p. 31
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(12) Older people have the highest rates of crime of personal larceny
with contact (theft of purse, wallet, or cash directly from the person
of the victini, including a tempted purse snatch). )

13f Awareness of incruased vulnerability to criminal behavior has
a chilling eflect upon the ireedom of movement of older Americans.
Fear of criminal victimization causes self-imposed “house arrest”
among older people who may refuse to venture out of doors. Further-
move, even in those situations whete the fear of being victimized may be
somewhat exaggerated or unwarranted by local conditions, the etfect
on the older peison is just as severe as when the fears are justified.

(14) Because of the loss of status and decreased sense of personal
efficacy associate in American culture with being old, older people
may be less likely t2 process complaints through the criminal justice
bureaucracy and to draw upon available community resources for pro-
tection and redress.'*

Thus, although the elderly generally may not experience abnorma_llf
high victimization rates, the effect of such victimization—financial,
physical, and behavioral—can be far more devastating to the older
adult than to younger members of society. )

What is needed 15 to change the concept of criminal victimization of
the elderly. The physical, economic, behavioral, and environmintal
consequences associated with the older victim make such special atten-
tion necessary. Due in part to their special vulnerability and the differ-
ential impact of crime, fear of criminal victimization can be partien-
larly pervasive among older persons. The crime problem has two
aspects: The actual victimization and the fear of victimization.

{any experts believe that the fear of victimization and its behav-
joral ramifications are even greater problems*  victimization itself.
The psychological effects of victimization fu. victim and nonvictim
slike, include a great increase in fear and anxiety, and a decrease in
morale, ultimately resulting in a restriction of activities.

The social and psychological costs to a community of iue victimiza-
tion of its elderly residents are inestimable. If older pecg\le are pre-
vented from participating in community life because of the effects -
victimization itself or the fear of it, the community loses the contribu-
tions of many individuals who have much to give.’

E. Focus: LrgistaTive ACTIVITY—V1CTIM ASSISTANCE AND CRIME
ON

The active participation of older people in advocating breskdown
of traditional stereotyping has resulted in the older person being por-
trayed with greater dignity and more realism. This trend, when com-
bined with recent citizen action to prevent crime before it happens,
has resulted in Federal legislation raising the crime prevention needs
of the elderly to a higher priority. '

Legislative activities during the past year have included both pre-
incident (prevention) and postincident (victim assistance) innova-
iions. Though the future of most of the newly introduced legislation
remains uncertain, the new policy of giving formal recognition to the
once-forgotten victims of crime in Ee F%deml Government’s anti-
crime programs has been established.

¥ Jack Goldsmith and N. E. Thomas. “Crimes Agsinst the Elderly: A Continuing Na-
t’ﬁ?}‘bﬁ"""g"“ (June-July 1874), 236 10-1* .
. Pu "
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: HOW SERVICES ARE DELIVERED

Using a multiprogram approach, we were able to study
many programs designed to help older people. The following
describes some of our results and suggests ways that they

can be used by Federal agencies in administering the pro-
grams. Data showed that

--many social service agencies provide certain
kinds of service which lend themselves to
centralized administration;

--family and friends are a large source of
service for many older people;

--many low income older people live in higher-
income neighborhoods served by few social
service agencies and, as a result, they may
not be receiving agency services:

--many social service agencies emphasize public
housing sites and as a result do not reach
some older people who could benefit from
multiple services:;

--many older people who are eligible for
assistance under certain Federal programs
are not receiving that assistance;

--many low=-income older people who own their homes
do not get financial help;

--older people are likely to recognize a need
for certain services but not for other services;

--provision of more assessment and referral type

services could lead to more older people
receiving all cppropriate services; and

--many impaired older people do not receive social/
recreational services.

CENTRALIZING SERVICES

Over $74 million was spent in Cieveland in 1975 to
provide services through social service agencies and

health services under Medicaid and Medicare, as follows:



Tectal funds--$74.3 million

Of the $74.3 miilion, $58.6 million was for health

services under Medicaid and Medicare and subsistence under

Federal--$66.7

Supplemental Security Income.

the following sources:

Source of funds

Federal
County
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Private
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(millions)

s 9.4
o7
1.6
4.0

————
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The remaini
which was spent by the 118 social service
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The $9.4 million of Federal funds went to 84 of the
118 agencies and came from 23 Federal programs administered
by 7 Federal agencies, including the Departments of
Agriculture; Health, Education, and Welfare; Housing and
Urban Development; Labor; and Transportation. (App. VI
shows the Federal agencies and programs funding services in
Cleveland, and funding levels for fiscal year 1975.)

The 1975 annual funding level of most agencies was
less than $100,000. Of the 118 agencies, 92 (78 percent)
receive less than $100,000 each in Federal funds annually.

Many of the agencies provide similar services. For
example, the most offered services are information and
referral (77 agencies), transportation (63), social/
recreational (6l1), escort (51), and outreach (43). Infor-
mation on the number of agencies providing each service is
shown in the following graph.

NUMBER OF AGENCIES PROVIDING "_
VARIOUS SERVICES TO OLDER PEQPLE
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Opportunities for centralizing the administration of
services are apparent, considering the number of agencies
providing similar services. Particular services which
may by their nature lend themselves to consolidation and
centralization of administration include four of the five
most-offered services--information and referral, trans-
portation, escort, and outreach.

FAMILY AND FRIENDS PROVIDE CERTAIN
SERVICES TO MANY OLDER PEOPLE

For the most part, home help types of service and
transportation were provided by the family or friends.
Medical and social/recreational services were provided
mostly by agencies. Financial assistance and assessment
and referral services were split about evenly between
family and friends and an agency. The table on the
following page shows the percent of sampled people
receiving each individual service by source.
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Medical services

Medical care
Psychotropic drugs
Supportive devices
Nursing care
Physical therapy
Mental health

Home help services

Personal care

Checking

Homemaker

Administrative and legal
Meal preparation
Continuous supervision

Financial assistance

General financial
Housing
Groceries and food stamps

Assessment and referral

Coordination, information,
and referral

Overall evalution

Qutreach

Social/recreational
(formal, organized
activities outside the home)

Transportation

Pamily/
friends

Source

Agency

Both Total

tiwi 1

60

75
20
15
3
4
3

o

" o w

30

I I T I T |

bt bt st b g

75
20
15

S8
46
26

22
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. Most older pcople have someone
t available to help

We asked each sampled older person if he or she had a
primary source of help if he or she became sick or disabled.
Eighty~seven percent said they did. Most said they had
someone who would take care of them as long as needed.

The most frequent primary source of available help was the
older person's children--42 percent of those who said
they had help available mentioned their children. The
next most frequent source was the husband or wife==27
percent said the help would come from their spouse-~
followed by brother or sister (10 percent), other relative
(9 percent), and friend (8 percent). The remaining percent-
age included all others.

Since tie family and friends are now providing home
help and transportation services, it may well be that the
family and friends of other older people could be encour-
aged and trained to provide similar services. Ways to
encourage family and friends to help older people could
be identified, developed, and tested. These could include
training for family and friends and financial incentives
through the income tax system or direct payments. However,
any such effort should be structured to encourage and
support the many family members or friends who are
currently serving older people.

OLDER PEOPLE MAY NOT RECEIVE
SERVICES BECAUSE AGENCIES SERVE
ONLY CERTAIN NEIGHBORHOODS

The availability of agency services in a neighborhood
could be affecting receipt of services. Older people who
lived in neighborhoods served by few agencies received
considerably fewer services than those living where many
agencies provided services.

To illustrate, when considering only the sampled older
people who were assessed as generally impaired or worse,
only 41 percent of those living in neighborhoods served by
only 2 agencies received 2 or more types of service from
the agencies. This compares to 64 percent of those living
in neighborhoods served by 15 agencies, as shown in the
following table:




Agency Percent of sampled people

service Average number generally impaired or worse
level in of agencies receiving two or more
neighborhood serving neighborhood services from agencies

Very low 2 41

Low S 58

Medium 10 ° : 63

High 15 64

Further, the family and friends of older people are
apparently not compensating for the unavailability of serv-
ices. Looking at services received from both agencies and
the family and friends, only 15 percent of those living
in neighborhoods with a very low agency service level
received five or more services. This compares to 34
percent of those in neighborhoods with a high agency
service level, as shown below.

Agency Percent of sampled older
service people generally impaired
level in or worse receiving five
neighborhood or more service types
Very low : 15

Low 19

Medium 19

High 34

Agencies located in inner city

Most neighborhoods with a high agency service level
were located in the low-income, inner portion of the city.
Those with a very low service level were mostly in the
higher income areas of the city. Thus, it appears that
many agencies have focused on the low-income neighborhoods
with the idea that low-incom: »>lder people could benefit
most from services.

However, many older people living in higher income
neighborhoods have both low income and an assessed well-
being that indicates they could benefit from services. To
illustrate, there are a projected 4,750 older people who
have annual incomes less than $3,000 living in neighbor-
hoods with a very low service level, compared to only a
few more--a total of 5,000--in neighborhoods with a high
service level. Also, there are a projected 4,050 people
with an assessed well-being of generally impaired or
worse living in neighborhoods with a very low service level,




compared to 2,960 in the high service level neighborhoods,
as shown below.

Projected number

Projected number of of older
Service level older people with less people generally
in neighborhood than $3,000 annual income impaired or worse
Very low 4,750 4,050
Low . 4,550 - 4,100
Medium 3,700 3,070
High 5,000 ' 2,960

The data presented raises questions about where new
or expanded services should be located. This data could
be used in planning the locations of new agencies or the
expansion of existing agencies.

One possible way to identify those neighborhoods where
agencies should focus is to project the number of older
People in each neighborhood who are impaired in a particular
area of functioning and are not receiving a related service.
For example, we projected the number of older people in
Cleveland who are mildly or worse impaired socially and
are not receiving social/recreational services. We found
more socially impaired older people (5,050) in neighbor-
hoods with very low service levels than in neighborhoods
with a high level (2,700). The following table shows our

projections.

Projected number of
older people impaired
socially and not receiving

Service level
in neighborhood social/recreational services
Percent

Number
Very low 5,050 33
Low 4,000 26
Medium 3,400 23
High . 2,700 _18
Total 15,150 229

A similar technique could be used for other services
also. The table on the following page shows our
projections by service level of the number of older
people in Cleveland who are impaired in the other
four areas of functioning and not receiving a re-
lated service:




Projected number of people
impaired and not receiving

a related service (note a)

Service level Economic Mental Physical Active daily
in neighborhood status health health living
Very low 4,350 - 3,500 1,350 400
Low 4,200 3,700 1,050 250
Medium 3,800 3,050 900 250
High 2,700 2,650 800 350
Total 15,050 12,900 4,100 1,250

a/Related services were defined as (1) Economic: Financial
assistance, groceries or food stamps, housing; (2) Mental:
Mental health services, psychotropic drugs; (3) Physical:
Medical care, physical therapy, supportive devices, nursing
care; and (4) Active daily living: Personal care, meal
preparation, homemaker household, administrative and legal.

Using this technique in the second phase of this study,
we will attempt to attribute changes in assessed well-being
to services and project the number of older people not
receiving services who could benefit from them.

EMPHASIS ON PUBLIC HOUSING

Older people living in public housing are much more
likely to receive multiple services which could be appro-
priate to their assessed well-being than older people who
own their homes or rent. Examining those in the sample
who were generally impaired or worse, we found that 84
percent of those living in public housing received four
or more types Of service, compared to 53 percent of those
who rent and 39 percent of those who own their homes.

The difference is in the services provided by the
agencies. Older people in public housing received as
many services from their family or friends as those not
in public housing. However, more than half (58 percent)
of those in public housing received three or more services
from an agency compared to only 5 percent of those not in
pubéic bgusing. The table on the following page shows this
in detail. .




People in People not in

ublic¢ housin ublic housin
Source of service Source of servige
Number of services Pamily and Family and
received (note a) friends Agencies friends Agencies
None 11 - 13 50
l or 2 72 42 69 45
3 or more A7 58 _18 -3
Total 100 100 100 100
Number of sampled
people 124 124 1,485 1,485

a/Not including medical type services.

As the above data indicates, multiple services are
available primarily at public housing sites. However,
about 9 percent of our sample, a projected 5,718 older
people in Cleveland, are not living in public housing
but could benefit from multiple services and are not re-
ceiving them. Conversely, many older people in public
housing may not need multiple gservices--27 percent of
our sample who lived in public housing, a projected
1,284 people, were unimpaired or only slightly impaired.

One way to make multiple services available to those
who need them most could be to expand the eligibility
criteria for public housing to give preference to older
people who could benefit the most from multiple services.
Currently, eligibility is based primarily on economic
consideration. Also, a way could be developed to provide
multiple services to older people who do not live in
public housing.

MANY OLDER PEOPLE DO
NOT USE PEDERAL PROGRAMS

Many older persons in our sample had income low énough'

to be eligible for Federal programs. Although eligible,
many were not using the services from these programs even
though their low income irsdicates they could benefit from
some services.

10




Using our sample and applying the income criteria for
four Pederal programs, we determined the percent of eligible
persons who were receiving benefits. More than half of the
eligibles were not using 3 programs and 29 percent were
not using the fourth program as shown below.

Number in Number Percent of
sample ° not eligible
Program eligible eligible not receiving
Public Housing 1078 954 89
Food Stamps 566 433 77
Supplemental Security
Income (SSI) 146 76 52
Medicaiad 77 22 29

Some of the reasons for not using these services could
be lack of public housing units, unawareness of services,
or hesitancy to use the services. Attempts could be made
to determine the reasons and then modify these programs
accordingly.

HOMEOWNERS NOT RECEIVING
FINANCIAL HELP

Older people who own their homes are much less likely
to be receiving financial services than those who rent.
To illustrate, of those with less than $2,000 income, only
46 percent of the homeowners received financial services,
compared to 87 percent of the renters. Also, of those with
income between $2,000 and $4,000, only 12 percent of the
homeowners received financial services, compared to 57
percent of the renters.

Homecwners were less likely to receive financial help
from either their family and friends or from an agency.
To illustrate, of those with less than $2,000 income only
29 percent of the homeowners received financial services
from their family and friends, compared to 51 percent of
the renters. Of those with less than $2,000 income, only
20 percent of the homeowners received financial services
from an agency, compared to 62 percent of the renters.

One possible explanation for this is that many families
and friends provide financial services to older people
by encouraging the older people to move into their homes.
Another could be that older homeowners are hesitant to
to accept financial services from-agencies.

11
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OLDER PEOPLE SEE BENEFITS OF
SOME SERVICES BUT NOT OTHERS

Older persons' responses to the questionnaires indicate
recognition that they could benefit from certain services
but do not see the benefit of others. The data suggests
that older people may be willing to accept certain services
and not others and that outreach efforts may have to be
designed accordingly. - -

Generally, older people who might benefit, as indicated
by their responses, from a home help type of service did
express a need 1/ for one or more of such services. But,
older people who might benefit from social/recreational
services and mental health services (including psychotropic
drugs) generally did not express a need for them. Only
abcut half of those who might benefit from financial serv-
ices expressed a need.

Most older people who could benefit from home help
services expressed a need for them. Forty-six of the 50 people
who weie unable to dress without help expressed a need for
personal care, as did 20 of the 23 who could not eat without
help, 47 of the 53 who could not take care of their appearance
without help, and 141 of the 166 who could not take a bath or
shower without help. Also, 344 of the 484 people who were
unable to do housework expressed a need for homemaker-household
service, 177 of the 218 who were unable to prepare meals
expressed a need for meal preparation, and 134 of the 176 who
were unable to handle money expressed a need for administrative
and legal service.

1/In this chapter and throughout the report we use
the word "need” only to indicate that an older person
said he or she "needed" a service. The word is used
in such instances because it was also used on the
questionnaire. (See app. IV.) We have generally
avoided the word because it has many meanings and can
be used ambiguously. 1In general we have :ried to
replace the word "need” by the word "benefit"; that is,
instead of saying an older person "needs a service,"
we have said an older person "could benefit from a
service.” 1In the second phase, an older person will
be said to "need" a service 1f he or she 1s not receiv-
ing a service and we find evidence that older people with
the same well-being status benefited from the service.

12



Because older people are willing to express a need for
home help services, they may be willing to accept and even
seek out such services. Thus, efforts to encourage people tod
use home help services may be successful if the older persons
are me ' made aware that the service exists.

Of those who were impaired economically, only 52
percent expressed a need for more financial aid or food
stamps. Possible explanations are that older people
(1) nesitate to accept financial help from others, (2)
do not recognize their economic status, or (3) have learned
to cope with it.

1f nearly half of those older people who could ben:z:t
from financial services are not willing to express a nec.,
they probably will nct take steps to obtain them. Thus
outreach efforts for financial services apparently must
involve more than merely making older people aware that
the services are available.

Only 21 percent of those older people who were impaired
in social functioning expressed a need for social/recrea-
tional services. Outreach efforts may have to be specifically
tailored to deal with the special problems associated with
social-impaired older persons.

Of those who were impaired in mental health, only 8
percent expressed a need for mental health services in
general and only 35 percent said they needed psychotropic
drugs. Again outreach efforts may have to be specifically
designed for mentally impaired older people.

ASSESSMENT AND REFERRAL SERVICES i
AIDS IN USING OTHER APPROPRIATE SERVICES

Assessment and referral services may be enabling older
persons to receive other types of service. Considering
only those who were generally impaired or worse, 56 percent
of those who received asseszment and referral services
re.eived four or more other service types, compared to only
40 percent of those who did not receive assessment and
referral services, as shown on the next page.




Assessment and referral for

Number of other generally impaired older people

five service Percent who Percent who
types received received did not receive
0 - 2
1 3 4
2 6 12
3 35 42
4 - 36 34}
‘ 5 _22}56 - s 40
Total 100 100
Number of sampled people 110 254

Except for medical and home help, older people were
much more likely to receive each type of service if they
were also receiving assessment and referral. For example,
considering only those who were impaired in social func-
tioning, 28 percent of those who received assessment and
referral services also received social/recreational services,
compared to 16 percent of those who did not receive assess-
ment and referral services. The following table illustrates

this for all service types.

Type of service Functional
received in addition impairment Assessment and referral
to assessment accounted Percent who Percent who
and referral for received did not receive
Social/recreational Social 28 16
financial . Economic 61 47
Medical Physical

health 94 87
Transportation None 81 65
Home help Active daily

living 98 96

The data presented above indicates that older people
who receive assessment and referral are more likely to
receive other appropriate services. Therefore, increased
efforts to provide more zssessment and referral types of
service could lead to more older people receiving all
appropriate types of service.




IMPAIRED OLDER PEOPLE
DO NOT RECEIVE SOCIAL/
RECREATIONAL SERVICES

Older people who were impaired in any of the five
functional areas were less likely to receive social/
recreational services than those who were unimpaired.
The level of impairment could also make a difference.

The following table shows the likelihood of an older
rerson receiving social/recreational services by level of
impairment for five functional areas. To illustrate, the
table shows that only 8 percent of those who were severely
or completely impaired in active daily living received
social/recreational services, compared to 26 percent of
those who were mildly or moderately impaired, and 33 per-
cent of those who were unimpaired (good or excellent).

Percent receiving social/
recreational services
- Mildly or Severely or

Area of Good or moderately completely
functioning excellent impaired impaired
Active daily living 33 ' 26 8
Physical health 34 28 15
Economic status ' 32 28 11
Mental health 4 23 2
Social status 35 18 20

The above indicates that older people who are impaired
in any functional area may have problems in taking part in
social/recreational services. For example, socially impaired
older people may have certain characteristics that make them
difficult to locate and/or difficult to communicate with.

Thus, outreach efforts and social/recreation services
may have to be specially designed to deal with such problems.
Also, efforts directed toward mildly or moderately impaired
older people may be more successful than those directed
toward the severely or completely impaired.



SUBJECT:

"SOURCE
OF DATA:

WHITE HOUSE CONFERENCE ON AGING

.INFORMATION BRIEF #13

Older people's share of health
resources

‘Attached is information on older
people's consumption of health
resources. This information is
extracted from the United States
General Accounting Office briefing

on the nutritional health of older
people provided to the staff of the
House of Representatives Subcommittee
on Domestic Marketing, Consumer
Relations, and Nutrition

nInformation on the Nutritional

Health of the Elderly", United
States General Accounting Office
Briefing, House of Representatives
Subcommittee on Domestic Marketing,
Consumer Relations, and Nutrition,
June 1980.



OLDER PEOPLE CONSUME A LARGE
SHARE OF ALL HEALTH RESOURCES

The age distribution of the population has a direct bearing
on the amount and distribution of the Nation's health care
expenditures. Per capita expenditures for people 65 years of age
and over, nearly all of whom are covered by Medicare, are higher
than per capita expenditures for those under 65 years of age.

The difference between the two age groups generaliy reflects

the more serious nature of illness and greater prevalence of
chronic conditions among older people. They are hospitalized more
frequently than younger people and they stay longer when they

are admitted. .

In 1980, an estimated $215.5 billion will be spent for personal
health care services (i.e., the health services and supplies

received directly by individuals). Personal health care estimates

"are derived by subtracting from total national health expenditures

amounts devoted to research and medical facilities construction,
administrative costs of government health programs, private
fundraising activities for health, and retained earnings of p;ivate
health insurers. Based on 197€-77 experience we can expect that
of the $215.5 billion, about 30 percent or $64.7 billion will be
spent for people 65 years of age and over.

The Federal government will pay an estimated $31.5 billion
for medical care provided to older people in fiscal year 1980.
About 3.7 million persons aged 65 and over will receive medical
assistance under Medicaid programs. Most of the care will be

provided in skilled nursing homes and intermediary care facilities.




Medicare beneficiaries aged 65 and over, an estimated 24 million
persons, will incur most of their Medicare financial health care
costs as hospital inpatients.

Fiscal year 1980

Estimated Federal payments for: a/ Medicaid Medicare
= T - < -000 omitted - - -

Inpatient hospital $ 376,700 $19,104,600

Skilled nursing home 1,146,600 365,000

Intermediary care facility 1,382,900

Physician services ‘ 132,100 5,940,000

Dental services 24,000

Other Practitioner's services 23,300

Outpatient care 29,700 1,149,000

Home health care §,500 689,000

Clinic services 4,600

Laboratory and Radiology 18,500

Prescribed drugs 299,700

Other care 40,600 739,000
Total $3,487,200 $27,986,600

a/

~ persons aged 65 and over. Medicaid estimate based on fiscal
years 1976 and 1977 ratios of payments for beneficiaries
aged 65 and over to payments for all beneficiaries.




SUBJECT:

SOURCE
OF DATA:

WHITE HOUSE CONFERENCE ON AGING

-INFORMATION BRIEF #14

Nutritional health status of older people

Attached is information on the
nutritional health status of older
people. This information is
extracted from the United States
General Accounting Office briefing

on the nutritional health of older
people provided to the staff of the
House of Representatives Subcommittee
on Domestic Marketing, Consumer

‘Relations, and Nutrition.

"Information on the Nutrjtional
Health of the Elderly", United
States General Accounting Office
Briefing, House of Representatives
Subcommittee on Domestic Marketing,
Consumer Relations, and Nutrition,
June 1980.



WHAT IS THE NUTRITIONAL HEALTH STATUS

OF OLDER AMERICANS?

Although hospitalization statistics jndicate that few older
Americans suffer from diseases directly associated with inadequate
nutrition, chronic and degenerative diseases predominate and are
the primary cause of death for the elderly, as well as the major
diagnosis for their illness. Many of these diseases are thought
to be rooted in malnutrition. Not enough data exists to show
that proper nutrition during old age has direct benefits on the
overall health status of the elderly however, an adequate diet
throughout life is an effective means to maintain good health
and minimize chronic and degenerative diseases.

FEW OLDER AMERICANS ARE HOSPITALIZED FOR
DISEASES CAUSED BY INKEEQUAWE NUTRITION

Malnutrition--inadequate or excessive food and nutrient
intake--affects the elderly by contributing to or worsening chronic
and acute diseases, speeding the development of some diseases, and
increasing the susceptibility to and delaying recovery from illness.
Malnutrition may occur Qith or without dietary involvement; it
may- arise from changes in the absorption, storage, or metabolism
of nutrients; or result from chronic dietary excesses. It has
also been caused by various drugs and modes of disease therapy,
and can be caused by physical, psychological, or socio-economic
barriers to optimal dietary intake.

To determine the incidence of diseases associated with
inadequate nutrition in older Americans we analyzed the data

collected for Federal patients aged 60 or over by the Professional ;
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Standards Review Organizationl/ (PSRO) Management Information
System in 1978. Each PSRO is required to collect information
for all Medicare and Medicaid heneficiaries discharged from
short stay general hospitals and freestanding specialty hospitals
where the PSRO has implemented quality and utilization review.
The datia record for each discharge identifies the principal and
as many as four secondary diagnoses. The principal diagnosis is
defined as: The condition established after study to be chiefly
responsible for occasioning the admission of the patient to the
hospital for care. Secondary diagnoses are conditions that
coexisted at the time of admission, or developed subsequently,
which affected the treatment received and/or the length of stay.
An analysis of about 4.3 million hospital discharges in
1978, applicable to persons aged 60 and over, shows that less
than three percent of those discharges were related to diseases

associated with inadequate nutrition.

l/Operating under the 1972 amendment to the Social Security
Act (Public Law 92-603), PSROs determine whether services
provided to patients in hospitals and long-term care
facilities are (1) medically necessary, (2) provided in
accordance with professional standards, and (3) provided
in the appropriate setting.



Patients Days of Care
All discharges 4,253,572 (100%) 46,711,581 (100%)

Patients discharged:

with a principal

diagnosis related

to inadequate

nutrition 57,346 (1.3%) 758,344 (1.6%)
with a secondary

diagnoses related

to inadequate

nutrition 36,483 (0.9%) 535,531 (1.2%)

We found that when a patient had a secondary diagnosis
related to inadequate nutrition the most common principal diagnosis
was a disease of the circulatory system (25 percent of the cases),
followed by diseases of the digestive system (15 percent), and
malignant and benign tumors (11 percent). Injury by external
causes was the primary diagnosis in less than 9 percent of the
cases for patients with a secondary diagnosis related to inadequate
nutrition.

MOST OF THE ELDERLY SUFFER
K K 1 -

LEADING CAUSES OF DEATH

LINKED TO EXCESS NUTRITION

The National Center for Health Statistics estimates that 81

percent of all persons aged 65 and over have chronic conditions.
Circulatory conditions, including heart disease, hypertension and
cerebrovascular disease (stroke) affect over 11.1 million elderly.
Musculaskeletal conditions including arthritis effect over 8

million. Information the the number of elderly with chronic

llﬂ'




conditions--by condition, is shown below.

Persons aged 65 and over

incidence
Chronic Conditions: Thousands per thousand
Circulatory
Heart conditions 3/ 3,959 198.7
Hypertensive disorders b/ 3,972 199. 4
Coronary heart disease 1,674 84.0
Cerebrovascular disease 960 48.2
Arteriosclerosis 512 25.7
Musculoskeletal
Arthritis 7,095 380.3
Paralysis 446 23.1
Rheumatism 432 23.2
Diseases of the bone 181 9.7
Respiratory
Chronic bronchitis 782 41.2
Emphysema 602 31.7
Digestive
Constipation 1,775 96.3
Abdominal cavity hernia 1,084 58.8
Upper gastrointestinal disorder 695 37.7
Enteritis and colitis 627 34.0
Gallbladder condition 605 32.8
Duodenal and stomach ulcer 535 29.0
Gastritis and duodenitis 442 24.0

a

‘/Includes: heart conditions, acute and chronic rheumatic fever,
hypertensive heart disease, other specific heart disease,
unspecified disorders of heart rhythm, and heart trouble not
otherwise specified.

b/
— Hypertensive disease not classified elsewhere.




As shown in the following table, among the elderly, seven

of the 10 major causes of death are chronic diseases.

Rate per
Rank 100,000 population
Leading Causes of Death
for Persons Aged 65 and over:
Chronic disease
Heart Disease 1 2334.1
Stroke 3 658.2
Arteriosclerosis 5 116.5
Bronchitis, Emphysema
and Asthma 8 69.3
Cancer 2 988.5
Diabetes Mellitus 6 100.5
Cirrhosis of the Liver 9 36.7
Infectious Disease
Influenza and Pneumonia 4 169.7
Trauma
Motor Vehicle Accidents 10 24.5
All Other Accidents 7 78.1

Although diseases related to inadequate nutrition are not
among the 10 major causes of death, most all of the health problems
underlying the leading causes of death are thought to be related
to excess nutrition and could be modified bf improvements in diet.
The Surgeon General reported in 1979 that today's nutrition
problems are more likely to be associated with eating too much
and with an imbalance in the kinds of foods eaten than with eating
too little. In testimony presented in 1976 before the Senate Select
Committee on Nutrition and Human Needs, Dr. Mark Hegsted, Harvard

School of Public Health, stated that from a public health point of
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view, nutritional deficiency is a relatively minor problem--severe
deficiency disease is very rare, even among low-income groups. In
Dr. Hegsted's opinion, the primary nutritional problems are those

associated with over-consumption.

About two in every five persons aged 65 and over are obese,

a state which elevates their risk of and exacerbares many chronic
conditions. Thirty-five percent of the women between ages 45 and
64 with incomes below poverty level, and 29 percent of those with
incomes above, are considered obese according to the National
Center for Health Statistics. The comparable figures for men

are 5 and 13 percent.

Obesity is clearly related to diabetes, gallbladder disease,
and high blood pressure. In association with other risk factors,
it can contribute significantly to heart disease. Obesity is not
the only nutrition-related health problem. Cardiovascular disease
and cancer are other public health concerns that may be diet-

related.
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SUBJECT:

SOURCE
OF DATA:

WHITE HOUSE CONFERENCE ON AGING

INFORMATION BRIEF #15

Need for national information system

Attached is the digest of the General
Accounting Office report on "Conditions
of Older People: National Information
System Needed".

This system could be the basis for
furthering research in the field of
aging. This system could provide
information on the differences in the
well being of older people of minorities
and the general population, and older
people living in rural and urban
environments.

"Conditions of Older Feople: National
Information System Needed', United
States General Accounting Office report,
HRD-79-95, dated September 20, 1979.
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COMPTROLLER GENERAL'S CONDITIONS OF OLDER PEOPLE:

REPORT TO THE CONGRESS NATIONAL INFORMATION
SYSTEM NEEDED

DIGEST

This report describes personal conditions,
changes in those conditions, and differ-
ences help can make in the lives of older
people. It is the second of two based on
experiences of older people in Cleveland,
Ohio. The report demonstrates that

--changes in selected personal conditions
of older people can be defined and
measured,

--their unmet needs can be identified,

--beneficial effects of expanding help
can be shown,

--cost of help to older people over time
can be projected, and

--costs and benefits of alternative serv-
ices for older people can be compared.

NATIONAL INFORMATION SYSTEM NEEDED

The reason that a national information
system is needed is expressed no more
clearly than by Dr. Eric Pfeiffer of the
University of South Florida:

"Older persons have lived a long
time, but more importantly, they

are facing problems head-on now and
personally, that the rest of us as a
society will face a little ways down
the road. They are facing problems
of access to health care, of trans-
portation, of loneliness in the
midst of lots of people * * * and
they are trying to work out for
themselves some kinds of answers to
these problems. I think we have an
orportunity to work with them to see
what will suffice. I think they are

as}. Upon removdi, the report .
cover date should be noted hereon. 1
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pioneers in the sense that if you
design a health care system which is
adequate for the aging population,
it will be superb for the rest of the
population. If you develop a trans-
portation system that will meet the
needs of the elderly, it will meet
the needs of all the people. If you
design communities that are truly
communities with interaction for the
elderly, you will have learned how
to design communities for all of us,
and in this sense I think aging can
be considered not a national dis-
grace but a cause for a national
celebration., * * *¢

To design and plan for the delivery of serv-
ices to older persons, society, the Congress,
and the executive branch need information on
their well-being, the factors that make a
difference in their lives, and the impact of
services on them. Currently, this informa-
tion is spread piecemeal throughout Federal,
State, local, and private agencies. The
result: Federal agencies have not evaluated
the combined effect of these services, and

in the absence of such information, assessing
the impact of various laws on the lives of
older people is difficult.

GAO could not obtain national estimates of
conditions, problems, and help as they applied
to older people. Further, the results ..
GAO's work are not statistically projectable
to the entire country. However, to illus-
trate the information that could be obtained
from a national information system, GAO made
national estimates for the 21 million non-
institutionalized older people 65 years old
and older in 1975 based on the Cleveland
results. These estimates, for illustrative
purposes only, demonstrate the role that such
a national information system could play in
major policy decisions.




People's conditions, problems,

services, and unmet needs

can be measured

Certain personal conditions~-health,
security, loneliness, and outlook on life--
of older people are measurable and dynamic.
For example, in 1975, about a third of the
older people in GAO's sample were in the
best overall condition as defined by GAO.
By 1976, the personal conditions of 18 per-
cent of these persons had improved, but the
conditions of another 18 percent had worsened.
The ability to measure this kind of change
is important in an information system.

(See p. 6.)

The conditions of older people decline over
time, because of various problems. GAO used
available data to identify as many of these
problems as possible because it is through
treatment of these problems that service
providers try to improve or maintain the
personal conditions of older people. GaO
identified problems relating to health,
security, and loneliness conditions. GaAO
did not have sufficient data to identify
other problems that could affect personal
conditions but believe that more data on
other problems could be added when estab-
lishing a national information system.

(See p. 9.)

Older people do receive help. GAO estimates
that an average of $6,617 in help is provided
to each older person annually. About 70 per- °
cent of this amount is p_-ovided through Fed-
eral, State, local, and private agencies.

Most is federally funded. The ability to
measure ~hese sources of help is another
important element in an information system.
(See p. 10.)

GAO also demonstrated that certain unmet needs
of older persons can be identified by using
its data base. Overall, 65 percent of GAO's
sample were defined as needing some kind of
help--only 8 percent were defined as receiving
all the help needed, while 57 percent needed

iii
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additional help. Information on what portion
of society is not helped by services is an-
other important part of any information
system. (See p. 15.)

The future costs of expanded help to all
older people can also be estimated. Expand-
ing help to all older people would initially
cost an estimated $1,601 for each older person
annually. If the family and friends of older
people do not absorb any of the increase,
public costs would have to increase by more
than a third to expand help to all those in
need. However, if the family and friends
could be encouraged to provide more compensa-
tory help (in the same proportion as they did
in 1975), public costs would have to be in-
creased by much less. (See p. 17.)

Potential effects and long-run cost
of proposed help can be estimated

Because GAO's model was designed to estimate
the effects of help provided in an opera-
tional environment, it involved statistical
analysis of data collected under uncontrolled
circumstances. The model was developed using
a data base which emphasizes health data and
lends itself more to estimating the effects
of some kinds of help than to others. Also,
GAO's results are based on changes observed
in a sample of older people in Cleveland,
Ohio, over only a l-y2ar period. However,
GAO believes its methods can provide valu-
able estimates of the potential effects of
help on older people and represent a major
step toward providing insights into the
effect7 of help on older people. (See

p. 20.

GAC used its data base to measure the
changes in certain conditions and problems
of older people, and it related services

to these changes. Using this analysis,

GAO estimated the potential effect of ex-
panded services on older people based on

the changes observed over 1 year. These
estimates show that a large part of the
older population would benefit from expanded




help. The greatest benefit is estimated in
their illness situation--a potential 9.2 per-
cent of the sample could have been in a better
situation in 1976 had they been treated for
all their illnesses. The ability to estimate
potential benefits from an information system
would help considerably in formulating and
considering proposed legislation. (See

p. 23.)

Based on the estimated effect of expanded
medical treatment, GAO's methods suggest
that the first year cost of expanded help
would be reduced considerably due to early
improvement in conditions and problems of
older people who, as a result, could require
less future help. If an information system
can estimate the long-run cost of services
that benefit older people, farsighted deci-
sions can be made. (See p. 27.)

The Congress needs alternatives to choose
from. A national information system could
estimate what percentages of older people
receiving various kinds of help are bene-
fiting. For example, based on GAO's sample,
one of every two people who would receive
expanded medical help would be in a better
illness condition as a result. (See p. 28.)

RECOMMENDATIONS

The Secretary of Health, Education, and

Welfare (HEW) should direct the Office of

Human Development Services to establish a

comprehensive national information system

that determines the personal conditions of,

problems of, and help available to older

people. Information collected for this

system should be available to the Congress

for its analyses. The system should be ex-

panded over time to include information

necessary to study why older people do not |
receive the help they need and how family |
and friends can be encouraged to provide
such help. (See pp. 31 and 32.)




AGENCY COMMENTS

HEW commented that the research dorie for

this report has contributed greatly to an
understanding of the problems of older people
and the impact of various types of help they
receive. However, the Department preferred
not to implement the GAO recommendation for
two main reasons. First, it would like to
wait until current research, data bases, and
"information-gathering mechanisms are more
developed or advanced. Second, it believes
the report understates the costs of a national
information system.

GAO believes the Department should begin to
develop a national information system now.
This report demonstrates that the capability
to report on the conditions, problems, and
help available to older people, and the dif-
ferences this help can make, exists. GAO
believes that, ‘just as it built on HEW-funded
research, so too could HEW build on GAO's
methodology. Further, by modifying and us-
ing its existing mechanisms and data bases
wherever possible, the Department can enhance
GAO's model and develop it into a national
information system.

GAO's cost benchmark of $750,000 was based
on the cost of interviews with a sample of
15,000 older people. The benchmark did not
_include the cost of analyzing the data or
obtaining data from agencies on a selected
basis because these costs would vary depend-
ing on the level of analysis performed and
the specific techniques used in obtaining
and handling the data. At any rate, the
alternative to a national information
system is far more costly. (See p. 32.)

Responding to a request by HEW's Adminis-
tration on Aging, GAO has agreed to provide
technical assistance in using its model,
concepts, and techniques and to transfer
its data base.




 SUBJECT:

SOURCE
OF DATA:

‘WHITE HOUSE CONFERENCE ON AGING

INFORMATION BRIEF #16

Home services for older people

In 1975, the 7.8 million people 75
years cld and older (not institution-
alized) received $25.2 billion in
home services (compensatory help).
Annually this amounts to $3,232 per
person ($2,492 is services from
family/friends and $740 is services
from agencieg. (See page 133 of
attached Brief #4).

In 1975, the 13.2 million people

65 to 74 years old and older (not
institutionalized) received $25.2
billion in home services (compensatory
help). Annually this amounts to

$1,909 per person ($1,424 from family/
friends and $485 from agencies). ‘
This information was derived from backing
out data shown in Brief #4 from data
contained in our report on page 14.

"Conditions of Older People:
National Information System Needed,"
United States General Accounting
Office, HRD-79-95 dated

September 20, 1979.

"Future Directions for Aging Policy: .
A Human Service Model", Subcommittee

on Human Services of the Select
Committee on Aging, U.S. House of
Representatives, Committee

Publication Number 96-226, May 1980.

[
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HOME HELP SERVICES

In our report entitled "Conditions of Older People: National Information
System Needed" (HRD-79-95, dated September 20, 1979), we estimated that more
than a third of all the help provided to people 65 years old and older was in
the form of help in performing activities of daily living, such as meal
preparation or housework. An average $2,400 of this kind of help was provided
each older person in our sample population in Cleveland in 1975.

' To more specifically identify the kind and nature of home help needed by
the older population, we analyzed our data collected on the conditions,
problems, and helps of a random sample from the over 80,000 older people in
Cleveland, Ohio in 1975 and 1976. Our analysis was designed to answer the

following questions:

--How many older people have a need for home help and
what specific kinds of home help do they need?

--What portion of the need for home help is being met?
By whom is it being met--family and friends or
public agencies?

--What is the cost of existing home help and who is
bearing the cost?

--What would it cost to expand home help to all older
pevple in need?

--How many older people would get all their needs met
by expanding the different kinds of home help?

Although our analysis is based on data obtained on older people in
Cleveland, we believe that by knowing about older people in Cleveland, a
person can form a mental image of older people--their problems and services

needed.
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Home help for our purposes is defined as compensatory help, that is,
help designed to compensate for an older person's inability to do daily tasks
such as housework or meal preparation. (See page 10 for a description of how
we matched helps and daily tasks.)

How many older people need home help?

Overall 40 percent of our Cleveland sample could not do one or more of
13 daily tasksv, Of the 40 percent, more than half were receiving help,
mo%t]y from families and friends.‘ The remaining people needed more compensa-
tory help éo do daily tasks. More people needed help with housework than any
other daily task. The.next most needed was help with shopping, then help
getting places out of walking distance. The following shows the percent of

people in our sample who needed help by daily task. -

People needing help

Daily task percent number
Housework 38 20,500
Shopping 26 16,400
Getting places out

of walking distaace 24 14,800
Using telephone or

taking medicine 14 8,900
Preparing meals . 12 7,800

Physical tasks (eating, dressing, taking
care of appearance, walking, bathing,
getting out of bed) 14 8,600

Hand1ling money 12 7,200

Considering the need for help in combination, many people had a need for
multiple kinds of help. Nearly one in every three older people (30 percent of
our sample) needed help with more than one daily task as shown in the table

below,




Number of daily tasks Percent of Number of people
person needs help with sample in Cleveland

none 60 37,600

one 1 6,900

two 7 4,490 ‘

three 6 3,700 |

four 4 2,500 i

five 4 2,500 i
’ six 3 1,900

seven or more _5 _3,100

100 62,600 a/

a/Total does not include all older people in Cleveland because the projections
are based on only those who responded during interviews and does not include
those in institutions.

What portion of the need for home heln is being met?

As stated previously, 18 percent of the sample (228 people) needed more
comnensatory help to do daily tasks. Three-fourths of the 228 people needed
more help with only one daily task. Help with housework was the most unmet

need as shown in the following table.

. Number of people Mumber of people

Number of daily tasks with unmet need in Cleveland
One daily task
Housework 90 4,300
Physical tasks 22 1,000
Handling money 21 1,000
Shopping 18 900
Getting places out of walking distance 11 500

Using telephone or taking medicine _10 590
Subtotal 172 8,200

More than one daily task _56 2,700
2g 17 10,300




Home help is provided to older people by two primary sources. The first,
and largest source are the families and friends of older people. The other
major source is public agencies. To examine the relative importance of these
two sources, we analyzed our Cleveland data to see which source was providing
home help to the most older people. We found that most home hé]p was coming
from families and friends. Seventeen pgrcent of the people in our sample were
getting all their needs for home help met by family or friends.

E Public agencies were playing an important but smaller role in providing
home help to older people. When home help from public agencies was considered,n
another 5 percent of the sample had all their needs met. Thus, when
considering help from both sources--families/friends and public agencies--

22 percent of the sample had a need for home help and were receiving all the
help they needed.

What is the cost of home help?

To estimate cost of home help, we gathered and quantified data on home
help provided by 120 social service agencies and families and friends. We
than developed an average unit cost for each kind of help based on 1976
Cleveland cost data and applied it to the units of help provided (see p. 9).

We used these methods to estimate the cost of home help currently being provided
to the older people in our sample and to estimate the cost of expanding help to
all those in need.

We estimate that each older person in Cleveland received an average of
$429 of home help in 1976. Families and friends provided more than four-fifths
of the help with agencies providing the other fifth. We estimate the families
and friends of older people provided an average $349 of home help for each

older person and agencies provided another $80 per person.




To expand home help to all older people would nearly double the cost of
existing home help--or cost an additional $423 for each older person in our
sample. This expanded help when added to the $429 cost of existing help
would average $852 for each older person each year.

The bulk of this additional cost--93 percent--would be to provide help to
older people who cannot do one of the physical tasks or who cannot do house-
work. We estimate.that to expand help to all older people who could not do one
or more of the physical tasks without help would cost an additional $234 for
each older person annually. Our comparable estimate for those who could not
do housework without help was $160 for each older person annually. |

How many older people would have all their needs
met by expanding the different kinds of home help?

To identify the benefits of expanding the different kinds of home help,
we considered how many people would have all their needs for home help met if
each kind of help were expanded. We first identified the number of additional
people who would have all their needs met if help with housework were expanded
to all those in need. We chose housework first because help with housework was
needed by more older people than any other kind of help. ﬂ; then considered
how many more people would have all thei. needs met if both help with house-
work and help with shopping were expanded. We then added the other kinds of
help into the analysis until we had considered all seven kinds of help.

The following table shows the results of our analysis for the estimated
62,600 noninstitutionalized older people in Cleveland in 1976. To illustrate,
if help with housework were expanded to all the older people in Cleveland who

needed but were not getting such help an additional 4,300 older people would be

receiving all the home help needed. Similarly, if help with shopping were

—— o a——



expanded (in addition to help with housework), another 1,600 older people
would have all their needs met. The remainder of the table shows a comparable
analysis for help with other daily tasks as expanded incrementally.

Estimated additional

Kind of daily older people receiving
task helped all needed help
Housework 4,300
Shopping 1,600
Physiha] tasks 1,500
Using telephone

or taking medicine 700
Hand1ing money 1,500
Preparing meals 600
Getting places out of

walking distance 700

Total 10,900

Using our Cleveland data we then estimated the cost to expand the
different kinds of help and related it to the number of additional people who
would have all their needs met if each kind were expanded incrementally. The
following table shows that it woulu cost an estimated $13.5 million to provide
help with housework to all the older people in Cleveland who needed such help
and, as a result, an additional 4,300 older people would be receiving all help
needed. Similarly, if help with shopping were expanded, in addition to help
with housework, it would cost another $1.7 million and another 1,600 older
people would have all their needs met. The remainder of the table shows a

comparable analysis for help with other daily tasks as expanded incrementally.




Estimated additional Estimated additional

Kind of daily cost to expand help older people receiving
task helped in Cleveland all needed help
----- (million)-==---
Housework 1¢.0 4,300
Shopping 1.3 1,600
Physical tasks 14.6 1,500
Using telephone or
taking medicine 0.2 700
Handling money 0.1 1,500
Preparing meals 0.2 600

Getting places out of

walking distance 700

10,900

o
—

N
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METHODOLOGY

The information contained in this brief is based on our study of the
personal conditions of older people in Cleveland, Ohio. Following are the
details of the data gathering and analytical methodology used in the study.

WELL-BEING STATUS AND
SERVICES DATA BASES

We took a sample from over 80,000 people in Cleveland, Ohio, who were
65 years 0old and older and were not in institutions, such as nursing homes.
We .nsured that our sample was demographically representative by comparing
the characteristics of our sample to statistics for the city of Cleveland.
In our study, 1,609 older people were interviewed by Case Vestern
Reserve University personnel from June through November 1375. A year later,
1,311 of these older people were reinterviewed.
In interviewing, we used a quectionnaire containing 101 questions
developed by a multidisciplinary team at the Duke University Center, in
collaboration with the Administration on Aging, former Soci;1 and Rehabili-
tation Service, and Health Resources Administration. The questionnaire contains
questions about an older person’s well-being status in five areas of
functioning--social, economic, mental, physical, and activities of daily living.
To identify factors that could affact the well-being of older people, we

--developed specific definitions of services being provided
to older people and dimensions for quantifying the services;

--identified the providers of the services--families and
friends, health care providers, and over 100 social
service agencies;

--obtained information about the services provided to each
person in our sample and the source and intensity of
these services; and

--developed an average unit cost for each of the 28 services.




In defining and quantifying the services, we used a format developed by
the Duke University Center to define 28 different services. These services
are defined in appendix V of our prior report. 1/ Services are defined
according to four elements: purpose, activity, relevant personnel, and unit
of measure. For example, meal preparation was defined as follows:

Purpose: To regularly prepare meals for an individual.

Activity: Meal planning, food preparation, and cooking.

Relavant
personnel: Cook, homemaker, family member.

Unit of
measure: Meals.

Exazples: Meals provided under 42 U.S.C. 3045 (supp. V, 1975),
the Older Americans Act, and meals-on-wheels programs.

To quantify the service, we used the unit of measure along with the duration,
or number of months, during which the service was received.

We also developed an average unit cost for each service based on the
experience of 27 Federal, State, local, and private agencies in Clevelard
between October 1976 and March 1977. We compared these costs to similar costs
in Chicago, I1linois, and Durham, North Carolina. As discussed in our prior
report, the family and friends are al important sources of services. In
their absence, any services received would have to be from an agency. There-
fore, we assigned the same cost to family and friend services that we found
for agencies.

Each piece of data was coilected so that it could be related to an
individual in our sample. This included the questionnaire data, data on the

28 services provided by social service agencies, and data on the services

1/"The Well-Being of Older Pecple in Cleveland, Ohio," April 19, 1977,
HRD-77-70.
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provided by health care providers. By relating these data to the individual,
we were able to do comparative analyses of sampled older people for over 500
different variables.

Services or help provided is intended to either remedy a specific
problem or help the older person cope with it. For example, an older person
who has very little social contact quite often feels lonely. The condition is
that the person feels lonely. The problem is a lack of social contact. The
help--social-recreational services--would provide opportunities for more social
contacts, thereby decreasing feelings of loneliness. In other instances, older
people are unable to perform the normal activities of daily living and need
help in coping with their disabilities. fhis kind of help--called compensatory
help--is designed to perform activities that older people cannot-do for them-

selves, as shown below:

Tasks of daily living

Can you use the telephone - without help, including looking up numbers
and dialing--if not, then compensatory help could be any one of -
checking, continuous supervision, personal care, nursing care.

Can you take your own medicine - without help (in the right doses at
the right time)--if not, then compensatory help could be any one of -
checking, continuous supervision, personal care, nursing care.

Can you get to places out of walking distance - without help (can
travel alone on buses, taxis, or drive your own car)--if not, then
compensatory help could be any one of - escort, transportation.

Can you go shopping for groceries or clothes (assuming person has
transportation) - without help (taking cdre of all shopping needs
yourself, assuming you had transportation)--if not, then compensatory
help could be any one of - escort, food - groceries, shopping.

Can you prepare your own meals - without help (plan and cook full meals
yourself)--if not, then compensatory help could be any one of -
meal preparation.




Can you do your housework - without help (can scrub floors, etc.)--if
not, then compensatory help could be any one of - homemaker

Can you handle your own money - without help (write checks, pay bills,
etc.)--if not, then compensatory help could be any one of - administra-
tive or legal.

Can you eat - without help (able tn feed yourself completely)--if not,
then compensatory help could be any one of - personal care, nursing
care.

Can you dress and undress yourself - without help (able to pick out
clothes, dress and undress yourself)--if not, then compensatory help
could be any one of - personal care, nursing care.

Can you take care of your own a, .earance, for example combing your hair

and (for men) shaving - without help--if not, then compensatory help

|
Physical tasks of daily living
could be any one of - personal care, nursing care.

Can you walk ~ without help (except from a cane)--if not, then
compensatory help could be any one of - personal care, nursing care.

Can you get in and out of bed - without any help or aids--if not, then
compensatory help could be any one of - personal care, nursing care.

Can you take a bath or shower - without help--if not, then compensatory
help could be any one of - personal care, nursing care.

“he six physical tasks of daily 1iving shown above can be compensated for
by one of the same two relevant compensatory helps. For tihis analysis, we

combined the six and considered if a person could not do any one of six they

~

needed one of two helps--personal care or nursing care.

1
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MENTAL HEALTH OF OLDER PEOPLE

To more specifically identify the mental health problems of
an older population (65 years old and older), we analyzed our
data collected on the conditions, problems and helps of a random
sample of 1,609 older people in Cleveland, Ohio in 1975 and 1976
(See Appendix I). Although our analysis is based on data obtained
on older people in Cleveland, we believe that by knowing about
older people in Cleveland, a mental image of older people nationally
can be formed--their problems and services needed. Our analysis
was designed to answer the following questions:

--How many older people have some mental problems
and to what extent does it limit activities of
daily living?

--What activities of daily living are most likely
to be limited when an older person has severe
mental problems?

--To what extent are older people with severe
mental problems receiving help?

--What is the estimated cost of compensatory services
and treatment for older people with severe mental
problems?

--Because some older people with severe mental
problems do not receive all the help they need,
what is the estimated first year cost of providing

all help needed?
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METHODOLOGY

The Duke University Center for Aging and Human Development
included questions in its interview instrument relative to mental
problems. Using these questions, we developed two categories
of mental problems as follows.

- -Memory problem

Older people giving 4 or less incorrect responses
to 10 memory questions were categorized as having
no memory problems, 5 through 7 incorrect responses
as having some memory problems, and 8 or more in-
correct responses as having severe memory problems.
(See Appendix II).

--Mental health functioning problem

We categorized older people as having no, some, OT
severe mental health functioning problems by combining
(1) their answers to 15 questions relating to their
mental health function; (2) their self-rating of their
mental health function; and (3) the interviewer's
assessment of their mental health functio». (See
Appendix III).

QUESTIONS AND ANSWERS

1. Question: How many older people have some mental problems
and to what extent does it limit activities of daily living?

Answer: A majority of clder people do not have mental problems.
About one-third of the older people in 1976 having severe mental
problems (memory and/or mental health functioning problems)cannot
perform activities of daily living such as eating, bathing, and

getting in and out of bed.
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A majority of older people do not have mental problems
(memory and/or mental health functioning problems}. However,
13 percent or 8,000 older people in Cleveland in 1976 had severe
memory and/or mental health functioning problems, as shown 1n
the following table.

Estimated number

Percent in of older people
Category sample in Cleveland
None 55 35,000

Some memory and/or mental
health functioning
problems 32 20,000

Severe memory and/or
mental health functioning

problems 13 8,000
Total 100 63,000 2/

|

3/'I'ot:al does not include all older people in Cleveland
(over 80,000 people) because the projections are based
on only those who responded during interviews.

About one-third of the older people in 1976 having severe
mental problems (memory and/or mental health functioning problems)
cannot perform activities of daily living even with help. The
following tabl: shows the interrelationship among mental problems
and/or illnesses with abilities to do activities of daily living.
Activities of daiiy living include eating, bathing, ;nd getting

in and out of bed.




Ability to perform activities
of daily living

Can do Cannot do
Without With some even with Persons in sample
Category help hel help Number Percent
------ (percent) - = = = = = = - - -
No severe mental
problems and/or
illnesses 76 19 5 806 61
Severe mental
problems and no
severe illnesses 46 32 22 50 L
Severe illnesses and
no severe mental
problems 33 38 29 341 26
Severe mental
problems and
* severe illpesses 22 L1 37 11k 9
Total 1,311 100

2, Question: What activities of daily living are most likely
to be limited when an older person has severe mental

problems?

Answer: The four most frequent activities of daily living
that some older people are not able to perform when they have severe
mental problems are (1) shopping, (2) doing housework, (3) preparing
meals, and (4) handling money.

A greater percentage of older persons in 1976 had severe

! mental health functioning problems than had severe memory problems.
As shown in the following table, 12 percent had severe mental

health functioning problems compared to 2 percent with severe

memory problems.
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Percent of sample with:

Mental health

functioning
Category problem
Nene 56
Some 32
Severe 12
Total 100

Memory
problem

oL

Ita
o
& o &=

Estimated number of people
in Cleveland with:
Mental health

functioning Memory

problem problem
35,000 60,000
20,000 2,000
_9,000 _1,000
63,000 63,000




nge older people with severe mental problems are not able
to perform some activities of daily living even if helped. The
four most frequent activities are (1) shopping, (2) doing housework,
() preparing meals, and (4) handling money as shown in the following
table marked with boxes.

Percent of people in sample with severe mental problems

Activities performed with ~ Activities unable to perform

some help when having even with some help

a severe: when having a severe:

Mental health
Activities of daily Mental health Memory functioning Memory
living functioning problem problem problem problem
Going places (L1) (67) 6 6
Taking medicine (39) (16) 6 10
Doing housework (38) (39) [5a
Shopping (29) (28) B3
Bathing (1) (39) T 11
Handling money (16) (33)
Walking 14 28 L 0
Using phone 10 28 5 33
Preparing meals 12 22
Taking care of
perscnal appearance 5 17 3 11
Dressing 3 11 5 11
Eating 3 6 1 6
Getting in and out
of bed 6 6 3 6

Other people with severe mental problems are able to do
activities of daily living with some help. The six most common
activities are (1) going places, (2) bathing, (3) taking medicine,
(4) doing housework, (5) handling money, and (6) shopping, as shown

in the previous table marked in parentheses.




3. Question: To what extent are clder people with severe
mental problems receiving help?

Answer: Older people with severe mental health functioning
problems were more likely to receive help than people with severe
memory problems.

As shown previously, 13 percent of the older people had
severe mental problems(severe mental health functioning problem
and/or severe memory problem). Older people with severe mental
health functioning problems were more likely to receive help than
people with severe memory problems. As shown in the following
table, 55 percent of those people with severe mental health
functioning problem received help compared to 36 percent yith
severe memory problems. We considered two kinds of help appropriate
for treating these problems--mental health service and/or psycho-
tropic drugs (See Appendix IV).

Percent of peovle with:
Severe mental

Severe health
memory functioning

Kind of treatment received problem problem
Jone 6L Ls
Mental health service 5 ( 4

_ 36 55

Psychotropic drugs 26 Ls

Mental health service and J
psychotropic drugs 5 6
Total 100 100

We estimate that Cleveland had as many as 3,000 older people
not receiving treatment for severe mental health functioning problems
and 600 older people not receiving treatment for scvere memory

problems.




4. Question: What is the estimated cost of compensatory
services and treatment for older people with severe
mental problems?

Answer: An older person with severe mental problems and no
severe illnesses receives about $2,935 annually in coupensatory
services and treatments.

We computed the average 1976 anpual cost of compensatory
services received by older people in our sample who were in the

c

severe mental prcblem categories shown on page ___ ° . Compensatory
services are those services provided to people with difficulty

in performing activities of daily living. We rounded the annual
costs to the neasest multiple of $5.

The annual cost for each older person for compensatory services
is greater for people having severe illnesses and no severe mental
problems than it is for people with severe mental problems and no
severe illnesses--$3,560 compared to $2,180. People having both
severe mental problems and severe illnesses received the most
compensatory services--$4,275 annually, as shown in the following

table.




Average 1976 annual cost of compensatory services for each persam

Severe Severe Severe
No severe mental illnesses mental
mental problems and no problems
Kind of problems and no severe and
canpens at ory and /or severe mental severe
service illnesses illnesses  problems illnesses
Trensportatiom $ 2ko $ 115 $ 210 $ 195
Personal care 330 905 1,430 1,750
Nursing care 380 655 955 1,140
Cantinuous
supervisim 5 5 20 Lo
Checking 5 5 5 5
Homemaker 205 365 795 9Lo
Meals 35 55 85 125
Food/groceries 30 65 50 65
Administrative/
legal 5 10 10 15
Total 1,235 $2,180 $3,560 $4,275

We determined the cost of receiving bofh compensatory services
and treatment for mental problems. The average 1976 annual cost
per person for psychotropic drugs was about $65 and for mental
health services about $690. Combining these costs with compensatory

services, we estimate that a person with severe mental problems

and no severe illnesses receives about $2,935 annually in services.




5. Question: Because some older people with severe mental
problems do not receive all the help they need, what is

the estimated first year cost of providing all help needed?

Answer: About $4.3 million in compensatory services and
treatments would be needed annually t& provide the additional
help required by people with severe mental problems and no severe
illnesses.

As shown on page __ 4 , 4 percent of our sample had severe
mental problems and no severe illnesses and 9 percent had severe
mental problems and severe illnesses. Some received all compensatory
services and some did not. We computed the 1976 total annual cost
for providing compensatory services used by these people and the
additional cost to provide compensatory services to those people
who did not receive them. As shown in the following table, about
$20.9 million of services were provided and an additional §1.4
million would have been needed or about 7 percent increase would

have been needed to provide all compensatory services required.

Total 1976 Annual Cost of Campensstory Services

Category Provided Additional needed Total
Severe mental problems .
end no severe illnesses $ 2,808,000 $ 60,000 $ 2,868,000
Severe mental problems
and severe illnesses 18,101,000 1,355,000 19,456,000
Total $20,909 ,000 $1 ,415 ,000 $22,324,000
Percent Increase %

In addition to compensatory services, treatments for mental

health problems were considered. Older people received $650,000

in treatments and others could have used an additional $2.9 million,

annually.




In summary, about $21.6 million in compensatory services and
treatments were provided in 1976 ($20,909,000 plus $650,000).
An additional $4.3 million in these services could have been
provided to people with these problems (§1.4 million compensatory

services plus $2.9 million in treatments for mental health problems.)
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APPENDIX I

METHODOLOGY

The information contained in this brief is based on our study
of the personal conditions of older people in Cleveland, Ohio.
Following are the details of the data gathering and analytical
methodology used in the study.

WELL-BEING STATUS AND
CE A S

We took a sample from over 80,000 people in Cleveland, Ohio,
who were 65 years old and older and were not in institutions, such
as nursing homes. We assured that our sample was demographically
representative by comparing the characteristics of our sample to
statistics for the city of Cleveland.

In our study, 1,609 older people were interviewed by Case
Western Reserve University personnel from Juna thrcugh November 1975,
A year later, 1,311 of these older people were reinterviewed.

In interviewing, we used a questionnaire containiﬁg 101 questions
developed by a multidisciplinary team at the Duke University Center
for Aging and Human Development. in collaboration with Administration
on Aging, former Social and Rehabilitation Service, and Healtﬁ

Resources Administration. The questionnaire contains questions

about an older person's well-being status in five areas of functioning-

social, economic, mental, physical, and activities of daily living.

To identify factors that could affect the well-being of older

people, we

--developed specific definitions of services being
provided to older people and dimensions for quantifying
the services;




APPENDIX I

--identified the providers of the services--families
and friends, health care providers, and over 100
social service agencies;
--obtained information about the services provided to
each person in our sample and the source and intensity
of these services; and
--developed an average unit cost for each of the 28 services.
In defining and quantifying the services, we used a format
developed by the Duke University Center to define 28 different
service. These services are defined in appendix V of our prior
report.l/ Services are defined according to four elements: purpose,

activity, relevant personnel, and unit of measure. For example,

meal preparation was defined as follows:

Purpose: To regularly prepare meals for an individual.
Activity: Meal planning, food preparation, and cooking.
Relevant

personnel: Cook, homemaker, family member.

Unit of
measure: Meals.
Examples: Meals provided under 42 U.S.C. 3045 (supp. V,

1975), the Older Americans Act, and meals-
on-wheels programs.

To quantify the service, we used the unit of measure along with the
duration, or number of months, during which the service was received.

We also developed an average unit cost for each service based
on the experience of 27 Federal, State, local, and private agencies
in Cleveland between October 1976 and March 1977. "We compared these
costs to similar costs in Chicago, Illinois, and Durham, North Carolina.
As discussed in our prior report, the family and friends are also

important sources of services. In their absence, any services received

_Il"The Well-Being of Older People in Cleveland, Okio," April 19, 1977,

HRD-77-70.
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i

would have to be from an agency. Therefore, we assigned the same
cost to family and friend services that we found for agencies.

Each piece of data was collected so that it could be related to
an individual in our sample. This included the questionnaire data,
data on the 28 services provided by sozial service agencies, and
data on the services provided by health care providers. By relating
these data to the individual, we were able to do comparative analyses

of sampled older people for over 500 different variables. |




o . QUESTIONS

FOR DETERMINING MEMORY ABILITY

S

CODE
1 ]"o

- -

6.

9.

10.

————————————

PRZLIMINARY QUESTIONNAIRE

/ASK QUESTIONS 1-10 AND RECORD ALL ANSWERS. (ASX QUESTION La.
ONLY IF SUBJEST AAS NO TELEPHONE.) CH2CK CORRECT (+) OR
IRCORRECT (-) FOR_EACH AND RECORD TOTAL FUMBER OF ZHRORS BASED

ON TEN QUESTIONS./

What is the date today?

Month Day Year
What day of the week is it?

What is the name of this place?
What is your telephone number?

a. [ASK ONLY IF SUBJEC? DOES NOT HAVE A ?HOHEJ
What is your street aldress?

How old are you? 1

When were you born?

Month Day Year

Who is the president of the U.S. now?

Who vas the president just dbefore him?

What vas your mother's maiden name? _

Subtract 3 from 20 and keep subtracting 3 froa
each nev number you get, all the way down.

JCORiECT ANSWER 15: 17, 1h, 11, 8, 5 2

Total nuwber ¢f errors.

SOURCE: "Multidimensional Functional Assessment: The
OARS Methodology", Duke University Center for
the Study of Aging and Human Levelopment,
Second Edition
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APPENDIX 111

QUESTIONS RELATING TO MENTAL HEALTH FUNCTION

3. Please ansver the folloving question "Yes" or "No" as they
apply to you now. There are no =ight or wrong ansvers, only
wvhat best applies to you. Occasionally a question may not
seen to apply to you, but please ansver either "Yes" or "No",

whichever is more nearly correct for you.
[CIRCLE "YES" OR *NO" FOR EACE./
(CODE ALL CAPITAL RESPONSES "1" AND LOWER CASE ANSWERS "0".)
Do you wake up fresh and rested most mominges?..ccccceee

Is your daily life full of things that keep you interested?...yes
1

Have you, at times, very much wanted to leave home?.....ee.se.YES
1

Does it seem that no one understands youZ..eooeaann eessecssecss TES

Have you had periods of days, weeks, or months when you
couldn't take care of things because you couldn't "get 1
YES

oo.o..o.oo-ooo.oo------000.0..0--..o---o.o sa s 1

o....o....‘o....-m
0

........yela
Are you being plotted a.gainat?.l..............................YEIS
YES

During the past few years, have you been wvell most of o
the time?..cccceecne ssovsocesncse tsescsestasstsasssssnsvrsccnsssyEB

Do you feel weak all over much of the time?...... .............Y%S

ssecsnessosnnose

Are you happy most of the time

To you certainly feel useless at times?c.cvevecscccncnnces ceve

? ooooo ...a....o.o....-..o.-..o.-.YEs

Are you troubled by headaches .
1

Bave you had difficulty in keeping your balance in
vw...................................l...........n......

If Are you trcubled by your heart pounding and by a
' .l‘ortn@’. of breath?..........oo.......-....................-.

Even vhen vou are with people, do you feel lonely much 1
YES

of the $ir *Peecenvocnntcccncsecccss PO Y X L P E R E NN NN B

Sum of Response. n Capital letters __.

SOURCE: "Mulitidmensional Functional Assessment: The
OARS Methodology'", Duke University Center for
the Studying of Aging and Human Development,

Second Edition.
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APPENDIX IV

. TREATMENT DESCRIPTIONS

MENTAL HEALTH

Purpose: To identify and evaluate mental impairments
which relate to both intra- and interpersonal
relationships, including individual, marital,
familial, and environmentally related problems;

. to provide counseling and/or therapy in order

to aid the individual to resolve these problems

or to cope with them.

Activity: Mental health evaluation, diagnosis and treatment.
Relevant Psychiatrist, social worker, psychologist, nurse;
Personnel: educational, rehabilitation, and pastoral counselors.
Unit of Sessions.
Measure:
Examples: Psychotherapy {individual or group), counseling,

crisis intervention, evaluation of need for

psychiatric hospitalization.

PSYCHOTROPIC DRUGS

Purpose: To improve the mood and/or psychological function
of an individual who is symptomatic, manifesting
anxiety, depression, thought disturbances, or
physical symptoms with psychological overlay.
Activity: Evaluation of need for psychotropic drugs; prescribing

and /or dispensing of psychotropic drugs.

Relevant Any physician.
Personnel:

Unit of Quantity and type.
Measure:
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Examples:

SOURCE:

APPENDIX IV

Valium, Librium, Thorazine, Mellaril, Stelazine,
Elavil, Triavil, Tofranil, Miltown, Equanil,
Haldol.

"Multidimensional Functional Assessment: The
OARS Methodology', Duke University Center for
the Study of Aging and Human Development, Second

Edition
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"WHITE HOUSE CONFERENCE ON AGING

Mbmmxm BRIEF _#18

Housing of oclder people

Attached is infomation extracted
fram an analysis of long-temm care
by the Cangressicnal Budget Office
As shown in the analysis, there is
a large wnmet demand for sheltered
living arrangements and congregate
housing. In 1976, 1.5 to 1.9 mil-
lion pecple needed this kind of
housing, but the estimated supply
was 300,000 to 800,000.

"Long-tem Care for the Elderly and
Disabled", Congressional Budget
Office, Congress of the United States
Washington, D. C., February 1977.
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SUMMARY

- Long-term care refers to health and social services
provided to chronically disabled, usually elderly, persons.
Federal, state, and local governments spent $5.7 to $5.8
billion on long-term care in 1975. Of this, $3.1 billion
or 56 percent was federal spending. Private expenditures
for long-term care totaled $5.9 to $7.7 billion. These
costs will cqntinue to grow as a result of the aging of
the population, increased utilization of services, and
inflation. This combination of factors is expected to
increase total long-term care spending from $11.7 to
$13.4 billion in 1975 to $25.8 to $31.0 billion in 1980.
Federal spending under existing programs would be $7.2 to

$7.6 billion in 1980.

The presence of a chronic conditir+ such as arthritis
or diabetes is one indicator of a poten..al long-term ca:?
patient, but it is not a sole or sufficient determinant .
need. Functional impairment or the need for assistance in
activities of daily living such as eating and bathing is
a better gauge. Despite a wide variation in estimates of
the functionally disabled from several national studies,
the relatively high rate of functional disability among the
elderly is clear. While 1.2 to 3.9 percent of the popula-
tion aged 18-64 is estimated to be functionally disabled,
between 11.8 and 16.8 percent of the elderly population is
estimated to be functionally disabled. Given the incidence
of functional disability, the total potential demand for
long-term care is estimated to increase from 5.5 to 9.9
million persons in 1975 to 6.3 to 11.1 million in 1980 and
to 7.4 to 12.5 million in 1985.

Long-term care services needed range from frequently
required highly skilled nursing and therapy that must be
provided in a nursing home to occasional visits by a home-
maker/home health aide or social worker. Of the 5.5 to
9.9 million persons functionally disabled in 1975, only
1.9 to 2.7 million received long-term care under government
programs. Medicaid, the federal-state health program for
the poor, is the principal source (77 percent) of govern-
ment financing of long-term care. To a lesser degree,

ix
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long-te

rm care services are financed under medicare, the

Veterans Administration, the Supplemental Security Income
program, and Title XX social services. Perhaps 3 to 6.7
million persons receive basic long-term care services

from their families but nothing is known about its quality
or. edequacy. An estimated 800,000 to 1.4 million disabled
may receive no form of long-term care.

Public programs disproportionately support nursing

home care. Less than 10 percent of public funds are for
home-based services. This has certain consequences.

many disabled receive no long-term care, there is evidence
that 20 to 40 percent of the nursing home population could

be cared for at less intensive levels were adequate community-

based care available. If all services were readily availa-
ble, the distribution of the disabled and elderly among
levels of care would be quite different from its present
distribution. As seen in the following table, there is a
large unmet demand for sheltered living arrangements,

congregate housing, and home health care.

LONG-TERM CARE ESTIMATED SUPPLY AND POTENTIAL NEED, For

Calendar Year 1976, Adults in Millions

Estimated
Potential Estimated
Type of Treatment Need Supply
Nursing Home Care: Skilled Care 0.7 0.9
Intermediate
Care 0.6 0.4
Personal Care Homes, Sheltered
Living Arrangements, and Congre-
gate Housing 1.5 - 0.3 - 0.8
Home Health Care and Day Care 1.7 - 0.3 - 0.5
Informal Family Care Only or
No Care 1.0 - 3.6 - 7.2
SOURCE: CBO estimates.
x
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CHAPTER II1 WHERE LONG-TERM CARE FALLS SHORT

.GAPS IN COVERAGE

S

There is evidence that many of the 5 to 10 million
adults who might have needed some form of long-term care
in 1975 were not receiving it.

An apnual average of 1.6 million people were receiving
care in institutions in calendar year 1976. Medicaid fi-
nanced home health care for 150,000 people. Under medicare,
home health bills were approved for an estimated 431,000
persons--not necessarily different individuals from those
in the medicaid program. 1/ Given medicare regulations,
these home health expenses are more properly considered
acute care than chronic care. VA funded or provided care
for 30,550 veterans in domiciliaries and provided home
health services to 1500 veterans. Supplemental state SSI .
payments were made to 107,000 people in domiciliaries or
other supervised living arrangements. 2/ Based upon the
number of domiciliary and foster home residents receiving
supplemental SSI payments, it is estimated that perhaps a
total of 75,000 to 635,000 people are in sheltered living
arrangements or in congregate housing. 3/ Under the
social services programs, an estimated 36,000 disabled
adults received day care; that is, rehabilitation and social
services at a center during the day.

1/ Social Security Administration. Based on a 40 percent
sample of 1974 bills. ,

2/ Unpublished data from the Office of Research and
Statistics, Social Security Administration.

3/ Long-Term Care: Actuarial Cost Estimates, Congressional
Budget Office, February 1977.

————
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o Since the recipients of noninstitutional care under

federal programs may receive services under more than one
program and the degree of overlap is unknown, 2 range of
individuals estimated to be served is shown in Table 6.

[—.

Table 6. LONG-TERM CARE ESTIMATED SUPPLY AND POTENTIAL
DEMAND, FOR CALENDAR YEAR 1976, Adults in Millions

Estimated Estimated
Potential Number
Source Demand Served
Potential Demand 5.5-9.9
Estimated Supply
! Chronic hospitals and facili-
ties for the deaf, blind,
and disabled 0.1
Nursing home care (ICF & SNF) 1.3
Personal care Or domiciliary care 0.2
Sheltered living arrangements 0.1-0.6
0.3-0.5 a/

Home care and day care .
Estimated Total Number Served Under
/

Government Programs 1.9-2.7 a
Estimated Informal Care by Families 3.0-6.7 b/
0.8-1.4 ¢/

Estimated Number Receiving No Care

SOURCE: CBO estimates.

a/ Function of range of overlap of persons receiving

possible duplicate treatment under medicare and medicaid.

»/ Estimates of the disabled population l1iving with others
in private residences, congregate housing, or sheltered
living arrangements. These persons may also receive
home care under public programs.

¢/ Estimated disabled living alone less number receiving
home care if home care is assumed to be evenly divided

between those living alone and those living with others.
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Informal basic care is provided to a large degree by

According to the

the families and friends of the disabled.
88 percent of

NCHS survey of the disabled cited earlier,
the functionally disabled between 18 and 64 and 70 percent
of the elderly disabled live with others. Presumably these
other individuals provide whatever assistance is required
by the disabled in the way of shopping, cooking, or per-
sonal care, although they cannot provide specialized

health care. The remaining 30 percent of the elderly
disabled and 12 percent of the disabled age 18-64 live
alone. If they are not among those receiving home-based
services “unded under a public program or do not have
relatives nearby to provide assistance, they probably

receive no care.

In summary, of the 5.5 to 9.9 million functionally
disabled, only 1.9 to 2.7 million persons can be identi-
fied as receiving assistance under formal programs. of
these, 1.6 million are in institutions and 75,000 to
635,000 are in other sheltered living arrangements. Home
health agencies serve up to 500,000 people under medicare
and medicaid, but some of these people are probably also
receiving help from relatives and not all can be con-
sidered to be receiving long-term care. In order to
estimate the total number of persons receiving services,
jt is assumed that the noninstitutionalized disabled
living with others are receiving basic services from their
families. Under this assumption, an estimated 3 to 6.7
million disabled are receiving some form of informal care.
This group may also be receiving home care or may reside
in congregate housing so that it is impossible to estimate
how many are receiving only informal family care. More-
over, nothing is known about the quality or adequacy of
such family services. Similarly, it is assumed that those
living alone receive no family care but receive Yalf the
home health care under medicare and med.zaid (a simplistic
and possibly optimistic assumption).+ Under this assumption,
an estimated 800,000 to 1.4 million disabled may r~:ceive no

form of long-term care.

17

94-833 01743

2y



This uncertainty, corbined with the strong possibility
that even with a generous noninstitutional service program
the elderly might ultimately have to be institutionalized,
reinforces the conservative inclinations of the states.

Unexploited Potential of Housing Programs

Congregate housing is a concept that can provide an
alternative residence and semi-independent lifestyle for
older people. It has been defined as .

"y residential environment which includes
services such as meals, housekeeping, health,
personal hygiene, and transportation, which
are required to assist impaired, but not ill,
elderly tenants to maintain or return to a
semi-independent lifestyle and avoid insti-
tutionalization as they grow older." 8/

The Department of Housing and Urban Development (HUD)
operates several programs that provide assistance for con-
gregate housing. These include: (1) Section 202 financing
for construction or rehabilitation of housing for the elderly
and handicapped; (2) Section 231 mortgage insurance for
rental housing for the elderly; and (3) specific authority
for congregate housing in the 1970 Housing and Urban Develop-
ment Act. Nevertheless, HUD can identify only 22,560 units
of congregate housing funded under these authorities. 9/

CBO estimates that a total of 75,000 to 635,000 units
of congregate housing or rooms in foster homes exist, where-
as an estimated 1.3 to 1.7 million persons could conceivably
benefit from such living arrangements. 10/ Reasons for the
l1imited number of units may include disinterest on the part
of private developers and absence of guarantees by state
2nd local service agencies to provide meals and other ser-

vices.

8/ U.S. Senate Special Committee on Aging, Congregate
Housing for Older Adults, Senate Report 94-478, 94th

Congress, 1st Session, Washington, GPO, November 1975.
Quoted in The Impact of Federal Housing Programs on the
Elderly by Susan Dovell, Congressional Research Service,
HD 7106D, 76-156E, August 19, 1976.

9/ "Federally-Assisted Congregate Housing Developments for
the Elderly," HUD, mimeo, January 1976.

10/ Long-Term Care: Actuarial Cost Estimates,
Budget Office, February 1977.
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CHAPTER 11. SPENDING UNDER PRESENT LAW FOR LONG-TERM CARE SERVICES

armsm—

ESTIMATED SOURCES AND USES OF FUNDS IN FISCAL YEAR 1976

Spending for long-term medical services in fiscal 1976 is summa-
rized in Table 1, according to sources and uses of funds. 1/ The
estimate of total national spending for these services is between $18
and $20 billion; of this, roughly 45 percent or $8 to $10 billion was
raised by private sovurces. Consumers directly paid $7 to $9 billion;
the remainder was paid by private insurance policies or philanthropic

organizations.

' Government programs paid an estimated $10.5 billion for long-
term care services; of this, $5 billion was paid by the federal
government and $5.5 billion by state and local governments. Over
half of all public expenditures ($5.7 billion) was paid through the
federal/state medicaid programs. State and local governments are
estimated to have spent another $2.9 billion for direct payments to

providers.

An estimated $17 to $19 billion was spent for institutional
care; of this, $14 to $16 billion or three-fourths, was for care in
nursing homes or sheltered living faciliies, and $3 billion was for
hospital care. Only an estimated §l.1 to $1.4 billion paid for

ambulatory or home health services.

ESTIMATED SPENDING DURING FISCAL YEARS 1977-1985

Table 2 shows an estimate of the average number of residents
of long-term care institutions in 1976. Projections of the average
nunber of residents of each type of long-term care institution through
1985 are also given. The average resident total of these facilities
is estimated to have been between 1.9 and 2.5 million in 1976. ‘These
numbers will grow substantially during the next decade, to 3.3 to 4.2

million by 1985.

-

1/ All figures in this chapter include custodial psychiatric care,
which was excluded from the earlier budget issue paper.
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SOURCES AND USES OF FUNDS FOR LONG-TERM CARE SERVICES, FISCAL

TABLE 1.
YEAR 1976 2/: DOLLARS IN BILLIONS
Total Private
Out-of Insur-
-~ Total Pocket b/ ance Other
All Services 18.1 1.7 6.9 0.4
to to to to
20.4 9.9 8.9 0.5 0.6
Institutional Care 17.0 1.5 6.7 0.4
to to to to
18.9 9.3 8.4 0.4 0.6
Long-term hospitals d/ 0.8 0.2 0.2 0 *
Psychiatric hospitals d/ 2.5 0.5 0.4 0 *
Skilled nursing facilities e/ 8.7 4.2 3.7 0.4 0.1
Intermediate care facilities 1.9 0.6 0.6 0 *
Personal care homes 1.5 1.3 1.2 0 0.2
Homes for physically handicapped * * * 0 *
Homes for the blind and deaf 0.1 » * 0. »
= Drug and alcoholism facilities 0.2 0.1 * 0.1 *
Homes for mentally disturbed 0.3 0.1 0.1 0 *
Homes for mentally retarded 0.9 0.2 0.2 0 »
Other sheltered living £/ 0.3 0.2 0.2 *
to to to to
2.2 2.1 1.9 0 0.2
Ambulatory and Home Care 1.1 0.2 0.2
to to to
1.4 0.6 0.5 * *
Home health agencies 0.7 0.1 0.1
to to to
0.9 0.3 0.3 * *
Rehabilitation agencies 0.3 * * * *
Private practitioners g/ 0.1 0.1 0.1
to to to
0.2 0.2 0.2 0 »
* Less than $50 million. T,

a/ Excludes administrative cost of in3urance or government programs and social
services, assistance with routine chores, food preparation, etc.

b/ Includes paymenta by all income maintenance programs, including supplemental
security income, social security, and any state supplements.

¢/ Includes preaiums paid by individuals for Part B.




TABLE 1. (continued)

State and Local

Total Federal Outlays Outlays
~ Public Med i~ Medi- Medi-
Total care ¢/ caid VA Other Total caid Other

10.4
to
10.5 5.0 0.6 3.2 1.0 0.2 5.5 2.5 2.9
9.6 4.5 0.3 3.1 1.0 0.1 5.1 2.5 2.6
0.6 0.3 0 0 0.3 * 0.2 0 0.2
2.0 0.4 0 0 0.4 0.1 1.6 0 1.6
4.5 2.6 0.3 . 2.1 0.1 * 1.9 1.7 0.2
1.3 0.7 0 T 0.7 0.1 * 0.6 0.5 0.1
0.2 0.1 9 0 0.1 * 0.1 o 0.1
3 3 o o 3 3 * o 3
0.1 * 0 0 * * 0.1 0 0.1
0.1 0.1 0 * + 0.1 * * *
0.2 * 0 0 * * 2.2 o 0.2
0.7 0.3 0 0.3 0 * 0.4 0.3 0.1
0.1 - 0 0 0 0 * 0.1 o 0.1
0.9 0.5 0.3 0.1 « 0.1 0.3 0.1 0.3
0.6 0.4 0.3 0.1 Ta % 0.2 0.1 0.2
0.3 0.1 0 0 0.1 0.1 0 0.1
* * 0 G * 0 0 0

d/ 1Includes custodial services only — i.e., those not receiving active
treatment to diagnose or cure an illness.

e/ Includes sll patiénts in facilities certiited as skilled nursing
facilities, regardless of actual Ievel of care received.

£/ 1Includes only residents not able to live independently in normal
housing.

&/ Excludes servic®s of physicians, dentists, and other practitioners
wvho normally treat acute illness.
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e largest number of long-%erm care patients reside
in nursing homes. In i976, the estimated average number of residents
was 1.5 million; by 1985, this nunber is expected to reach 2.9 mil-
lion. The lack of information on sheltered living facilities prevents
the escimation of the number of residents with much precision or
confidence. Between 75,000 and 635,000 persons resided in these
facilities during 1976. The average number of residents in 1985 1is
projected at between 114,000 and 980, 000.

By far th

Table 3 shows the estimated spending, under present law, for
long-term care medical services during fiscal years 1977-1985. Total
estimated spending for these services is expected to grow very rap-
idly, to $64 to $75 billion by fiscal year 1985. 1In 1985, the largest
part of this spending would be for institutional services ($59 to
$65 billion). Projected spending for custodial care in long-term
and psychiatric hospitals is expected to increase to approximately
$2 billion and $5 billion respectively by fiscal year 1985, by virtue
of a projected higher treatment cost per patient. A decline in the
number of patients is projected. Nursing home expenditures, on the
other hand, are projected to quadruple by 1985 to $48.6 billion,
resulting from an increase in both the number of residents and the

cost of care.

aller in size, estimated spending for ambulatory

and home care services is expected to rise at a more rapid .rate than
that for institutional care. Outlays for these services are projected
to be $4 to $10 billion by fiscal year 1985, a level up to seven

times that in fiscal year 1976.

Although much sm

Table 4 summarizes the projected sources and uses of funds for
long-term care services in fiscal year 198C. Total estimated spend-
ing for long-term care medical services is $32 to $36 billion. Pri-
vate spending 1is estimated at $15 to $18 billion, of which $13 to
$16 billion would be paid for directly out-of-pocket. Total public
expenditures for long-term care are estimated to be §$17 to $18 bil-
lion, of which $8.9 to $9.3 billion would be paid by the federal

government and $8.4 to $8.9 billion by state and local governments.

spending in federal programs

Table 5 summarizes the estimated
Total outlays under federal

that would occur under current law.
programs are expected to triple from $7 billion in fiscal 1977 to

$24 to $26 billion in fiscal 1985, Estimates for 1977 medicare
outlays for long-term care are $700 to $800 million; they are expected
to reach $2.2 to $3.2 billion by 1985. By 1985, under the low pro-
jection, outlays would be divided about equally between skilled

14




ESTIMATED AVERAGE NUMBER OF RESIDENTS IN LONG-TERM CARE INSTITUTIONS,

TABLE 2,
CALENDAR YEARS 1976-1985: 1IN THOUSANDS
1976 1977 1978 1979 1980 1981 1982 1983 1984 1985
2061 2186 2316 2452 2602 2762 2929 3110 3309 3517
to to to to to to to to to to
All lnstitutions 2621 2772 2934 3106 3292 3483 3685 3901 4135 4383
Long-Ters
Hospitals a/ 35 35 35 35 35 35 35 ki 35 35
Psychistric
Hospitals a/ 140 135 130 125 120 120 120 120 129 120
Skilled Nursing
Facilities 935 1015 1095 1175 1260 1360 1460 1570 1690 1815
Intermediste Care . )
Facilities 365 390 420 450 490 525 565 605 650 700
Personal Care
Facilities 200 215 230 250 270 290 310 335 360 385
Homes for
Physically
Handicapped 4 4 5 5 5 5 5 5 5 5
Homes for the
Blind snd Desf 21 22 22 . 22 23 23 23 23 24 24

prug Addiction
and Alcoholisn
Facilities kX ] 35 38 41 &4 47 30

Homes for Mentslly

33 56 59

Disturbed 65 70 75 80 85 85 85 85 85 85

Homes for Mentslly
Retsrded * 188 186 184 183 180 178 177 175 175 175
Other Sheltered 75 79 82 86 90 9% 99 104 109 114
Living b/ to to to to to to to to to to
635 665. 700 740 780 815 855 895 935 980

a/ 1Includes only those not receiving sctive trestment to disgnose or cure sn illness.

b/ 1ncludes only residents not sble to live independently in normal housing.
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gkilled nursing facilities and home health agencies;’under the high
projection, outlays for home health agencies would grow to almost
twice the level of spending for skilled nursing facilities. 2/

In fiscal 1977, medicaid program outlays are estimated at $6

~ billion and are anticipated at $20.5 to $21.6 billion by fiscal 1985.

About nine-tenths of these outlays are projected to be spent to

support nursing home residents. Estimated outlays for home health

agency services are expected to grow from less than $200 million in
1977 to between $0.6 and $1.6 billion by 1985.

Total federal outlays are estimated to be $4.5 billion in 1977
and to reach $14.7 to $16.9 billion by 1985.

2/ For interpretation of the low and high projections of spending
for home health agency services, see Chapter 1V and Appendix B.
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TOTAL ESTIMATED SPENDING UNDER PRESENT LAW FOR LONG-TERM CARE SERVICES, FISCAL

TABLE 3.
. YEARS 1977-1985 a/: DOLLARS IN BILLIONS

1977 1978 1979 1980 1981 1982 1983 1984 1985

- 21.3- 24.5- 28.0- 32.0- 36.7- 42.1- 48.3- 55.6- 63.7-
All Services 24.1 27.7 31.7 36.3 42.0 48.4 55.8 64.7 4.5
20.0- 22.9- 26.0- 29.9- 34.2- 139.3- 45.0- 51.8- 59.4-
Institutional Care 22.1 25.3 28.9 32,9 3.7 43.1 49.4 56.7 64.8
- = i
Long-Ters Hospitals b/ 0.8 0.9 1.0 1.1 1.1 1.3 1.4 1.5 1.6 ;
Psychiatric Hospitals »/ 2.7 2.9 3.0 3.2 3.5 3.8 4.1 4.5 4.9 ‘
Skilled Nursing Facilities 10.5 12.2 14,2 16,5 19.2 22.3 25.8 30.1 349
Intermediate Care Facilities 2.3 2.7 3.1 3.6 4.2 4.8 5.6 6.5 7.5
Personal Care Homes 1.8 2.1 2.5 2.9 3.4 3.9 4.6 5.4 6.2
Homes for Physically -
Handicspped ) ] ] - L ] ] ] * *
Howes for Blind and Deaf 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.1
prug and Alcoholism Facilities 0.2 0.2 0.3 0.3 0.3 0.4 0.4 0.5 0.5
Homes for Mentally Disturbed 0.4 0.4 0.5 0.6 0.7 0.8 0.9 1.0 1.1
Howmes for Mentally Retarded 0.9 1.0 1.1 1.2 1.3 1.4 1.5 1.6 1.7
0.3= 0.3= 0.4 0.4= 0.5- 0.5~ 0.6- 0.7- 0.7-
Other Shelttrtd Livin. .C_I 2.5 2.8 3.1 3.5 4.0 h.b 4.9 505 6.
1.4= 1.6= 1.9 2.2= 2.5- 2.9 3.3- 3.7- 4.3
Asbulatory and Howe Care 1.9 2.3 2.9 3.5 4.3 5.3 6.5 8.0 9.8
0.9- 1l.1- 1l.4- 1l.6= 1.8 2.0~ 2.4- 2.8~ 3.2-
Home Health Agencies 1.3 1.7 2.2 2.7 3.4 4.3 5.4 6.8 8.6
n'h.bilit.tioﬂ Al.nciel 0.3 o-‘ 00‘ 0.5 0-5 0-6 007 007 OAS
0.1« 0.1- 0O.1= 0.2= 0.2- 0.2- 0.2- 0.2- 0.2-
private Practitioners d/ 0.2 0.3 0.3 0.3 0.3 0.4 0.4 0.4 0.5
a2 Less than $50 sillioam.
a/ Excludes adainistrative cost of insurance or public programs and social services, assis-

tance vith routine chores, food - reparation, etc.
b/ Includes only those not receiving active treatment to diagnose Or cure an 1illness.

¢/ 1Includes only thoae not- capable of independent living.

\ 4/ Excludes services of yhyaicians and dentists.
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TOTAL ESTIMATED SPENDING FOR LONG-TERM MEALTH CARE SERVICES, FISCAL YEAR 1980

TABLE 4.
UNDER PRESENT LAW g!: DOLLARS IN BILLIONS
Total Private
Out-of Insur- Total
- Total Pocket b/ ance other Public
All Services 32.0 14.7 1.1 0.9 0.8 17.4
to to to to to to
36.4 18.3 16.2 1.0 1.3 18.2
Institutional Care 29.8 14.0 12.5 0.7 15.8
to to to to to
32.9 17.0 15.5 0.8 1.1 15.9
Long-Tern Hospitals d/ 1.0 0.3 0.3 0 * 0.8
Psychiatric Hospitals d/ 3.2 0.7 0.7 ] * 2.5
Skilled Mursing Facilities e/ 16.5 8.4 7.5 0.8 0.1 8.1
Intermediate Care Facilities 3.6 1.1 1.0 0 0.1 2.5
Personal Care Homes 2.9 2.7 2.3 ] 0.4 0.2
Homes for Physically
Handicapped * * * 0 * *
Homes for the Blind 0.1 » * 0 * 0.1
Drug and Alcoholism Facilities 0.3 0.1 0.1 * * 0.2
Meatally Disturbed 0.6 0.1 0.1 b » 0.4
Mentally Retarded 1.2 0.3 0.3 * b 0.9
Other Sheltered 0.4 0.4 0.3 0.1 0.1
Living £/ to to to to to
3.5 3.4 2.9 0 0.5 0.2
Aabulatory and 2.2 0.7 0.6 1.5
Home Care to to to to
3.5 1.3 1.1 0.1 0.1 2.4
Home Health 1.6 0.4 0.3 b 1.1
Agencies to to to to to
2.7 0.9 0.7 0.1 0.1 1.9
Rehabilitation Agencies 0.5 0.1 0.1l & & 0.4
Private Practitioners g/ 0.2 0.2 0.2
to to to
0.3 0.3 0.3 * * *

* Leass than $50 million.

8/ Excludes aduinistrative cost of iosurance or government programs and social services,

assistance vith routine chores, food preparation, etc.

b/ 1Includes payments by all income maintenance prograss, including supplenental security
income, social security, and any state supplements.

¢/ Tacludes premiums paid by individuals.
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TABLE lu: (continued)

Stste snd Local

Federsl Outlsys i Outlsys
- Medi-  Medi- Nedi-

Total csre ¢/ csid VA  Other Totsl caid Other
8.9 1.1 5.8 8.4 4.6 3.9
to to to to to to
9.3 1.4 5.9 1.6 0.4 8.9 4.6 4.3

7.8 3.3
to to
8.0 0.6 5.7 1.6 0.2 1.9 4.5 3.5
0.5 0 0 0.5 * 0.3 0 0.3
0.7 0 0.6 0.1 1.9 0 1.9

. A7 0.6 4.0 0.1 » 3.4 3.1 0.3
1.5 0 1.2 0.3 * 1.0 1.0 0.1
0.1 0 o 0. b 0.1 0 0.1
* 0 0 * N N 0 N
* 0 0 * » 0.1 0 0.1
0.1 0 * * 0.1 0.1 0 0.1 )
* 0 0 * * 0.4 0 0.4
0.5 0 0.5 0 * 0.5 0.4 0.1

0.1 0.1

to to

0 0 0 0 0 0.2 0 0.2
1.0 0.6 0.1 0.6 0.5
t to to to to
1.3 0.8 0.2 * 0.2 1.0 0.1 0.8
0.7 0.6 0.1 0.4 0.1 0.3
to to to to to to
1,0 0.8 © 0.2 » * 0.8 0.2 0.6
0.2 0 0 * 0.2 0.2 0 0.2
N 0 o ¢ * * 0 N

d/ Includes custodisl services only — i.e., those not receiv-
- ing sctive trestment to disgnose or cure an illness.

e/ 1Includes sll patients in facilities certified ss skilled
nursing fscilities, regsrdless of sctusl level of csre

received.

£/ Includes only residents not able to live independently in
nornal housing.

&/ Excludes services of physicians, dentists, snd other
practitioners vho normslly treat scute illness.
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TABLE 5. ESTIMATED SPENDING UNDER PRESENT FEDERAL PROGRAMS FOR SELECTED LONG-TERM CARE SERVICES, FISCAL YEARS 1977w

1985

DOLLARS IN BILLIONS

1977 1978

1979

1980

1981 1982

1983

1984 1983

Prograa Outlsys

1.1-7.3 8.4~8.5

90’-1000 1103'1108 U.Z-H.l 1503-1602 11.’-1900 2006"2203 2309-2601

Medicare 0.7-0.3 009 100‘102 101"105 1.3-1.1 1.5—2.0 1.6-20‘ 10"20. 2.2-3.2
Skilled Nursing Pacilities 0.4 0.4 0.5 0.6 0.6 0.7 0.8 0.9 1.0
Homs Heslth.Services 0.4 0.4-0.5 0.5~0.7 0.7=1.0 0.701.2 0.7-1.2 0.8~1.5 1.0-'.8 l.1-2.1
Mainistrastive Expenses » L) » * - 0,1 * - 0,1 * ~ 0.1 * = 0,1 0.1-0.1 0.1-0.1
Medicsid 600‘601 7.1.7.2 00340‘ 9.6’900 11.2-11.5 13.0-13.‘0 15.2'15.7 1’.1‘1‘05 2005-2106
Skilled Nursing Facilities 4.5 3.3 6.1 1.1 8.2 9.6 11,1 13.0 « 15.1
Internediste Care Fscilities 1.4 1.6 1.9 2.2 2.5 3.0 3.4 4.0 4.6
Home Heslth Services 0.1=0.2 0.2 0.2-0.3 0.2-0.4 0.3-0.53 0.3-0.7 0.4~0.9 0.5-1,2 0.6-1.6
Adainistrstive Expenses 0.4 0.1 0.1 0.2 0.2 0.2 0.2-0.13 0.3 0.3-0.4
Other Civilisn Pro;rul 0.3 0.4 0.4-0.5 0.5 0.6 0.7-0.8 0.9 1.0-1.1 1.2
Skilled hrliﬂ‘ Pscilities 0.1 0.1 0.1 0.1 0.2 0.2 0.2 0.3 0.3
Intermediste Care Pscilities 0.2 0.2 0.2 0.3 0.3 0.4 0.3 0.6 0.7
Personsl Care Fscilities 0.1 0.1 0.1 0.1 0.1 0.1 0.1 0.2 0.2
Home Heslth Services ] L] ] ] ] ] L] ] L]
Pedersl OutIIYI 4.5=4.6 5.3=5.,4 6.1=6.4 1.2+7.6 8.3-8.9 9.6-10.4 1100’1202 12.9=14.3 14.7=16.9
Medicars 0.7-0.8 0.9-1.0 1.0~1.2 1.2-1.5 1.3-1.7 1.5-2.0 1.6=2.4 109'2:‘ 2.2-3.2
Medicsid 30‘ ‘00"01 ‘o’ 5.5-5.6 603'6.5 103".5 3.5‘8.8 909-100‘ 1105‘1202
Other Civilisn Progrul 0.3 0.4 0.4=0.5 3 0. 0.7-0.8 0.9 1.0=1.1 1.0=-1,2

* Less Than $50 aillion.




WHITE HOUSE CONFERENCE ON AGING

INFORMATION BRIEF #20

SUBJECT: Income and employment of
older people.

Attached is information extracted
from an analysis of employment

and income of older people living
in rural and urban locations.

The analysis, completed by the U.S.
General Accounting Office, deter-
mined that:

--family incomes were lower in
Kentucky than in the two other
locations sampled (Cleveland and
Lane County, Oregon), and

--only a small percentage of the
older people were employed full
time in any of the locations.

SOURCE "Comparison of Data cn Older

OF DATA: People in Three Rural and Urban
Locations" (HRD-80-83). U.S.
General Accounting Office,
Washington, D.C., May 23, 1980.




QUESTIONS AND ANSWERS ABOUT PEOPLE

65 YEARS OLD AND OLDER

IN THREE LOCATIONS

DESCRIPTION OF DATA BASES

The data for our comparative analyses come from three
separate studies that included information about people 65
years old and older not residing in institutions. The older
people in the samples lived in Cleveland, Ohio; Lane County,
Oregon; and the Gateway Health District, northeastern
Kentucky. Using Bureau of Census definitions of rural and
urban, we classified the data from Cleveland as urban, the
data from Lane County as rural and urban, and the data
from northeastern Kentucky as rural.

Cleveland, Ohio

We took a statistical sample of people from over 80,000
people in Cleveland who were 65 years old and older and were
not in institutions, such as nursing homes. In our study,
1,609 older people were interviewed by Case Western University
in 1975 and 1,311 were reinterviewed a year later. Our
analysis used data on the 1,311 older people interviewed in
1976. We refer to these people in the analyses as urban
Cleveland.

Lane County, Oregon

The Lane County study was made by the University of
Oregon and the Lane County Community Health and Social Services
Department . The study was initiated to develop a comprehen-
sive data base for planning programs for persons 60 years old
and older living in the county. The county, located in west-
central Oregon, contains two adjacent cities, Eugene and
Springfield, which had a 1976 combined population of about
132,000 (54 percent of the county's population). The county
also contains four other incorporated areas, each with a
population over 2,500. :

The selection process for the Oregon study involved a
statistical sample of 1,197 people from six subareas of the
county. The people sampled were interviewed in 1978. Data
from the study are to be used for planning and evaluation
with a capability to study rural and urban differences.



We segregated data on 868 persons 65 years old and older
from the Lane County sample. We divided the data into three
groups, which we refer to as rural Lane County, Oregon; urban
Lane County, Oregon; and Lane County, Oregon (town). They
are described as follows:

--Rural Lane County, Oregon--426 older persons who live
in unincorporated areas consisting of farms, timberland,
or open space or in incorporated areas with populations
of fewer than 2,500 people.

--Urban Lane County, Oregon--318 elder persons who live
within the corporation limits of Eugene and Springfield,
Oregon. Over 60 percent of Lane County's residents
who are 65 years old and older live in these two cities.

--Lane County, Oregon (town)--124 older persons who live
in three small towns--Florence, Cottage Grove, and
Oakridge. These towns have populations of 3,050, 6,900,
and 3,930, respectively.

Gateway Health District, Kentucky

The Gateway Health District studied the demographic
characteristics and needs of people 60 years old and older
living in the district. This district consists of five
counties in northeastern Kentucky (Bath, Menifee, Montgomery,
Morgan, and Rowan) within the Cumberland Plaieau. The
district is a severely economically depressed rural area
consisting of small communities and homes dispersed over a
large area of mountainous terrain in Appalachia. In 1970,
this area had a population of 55,678.

A statistical sample of people 60 years old and older
living in the five-county area was selected for interviews.
This sample included people from rural and urban areas, and
people in institutions. People not in institutions were
interviewed in 1977. Data on 128 people 65 years old and older,
not in institutions and living in unincorporated or incorporated
areas of fewer than 2,500 people, were segregated by us from
this sample and used in our comparative analyses. We refer
to these 128 people as rural northeastern Kentucky.

All three studies used the Older Americans Resources and
Service Questionnaire developed by a multidisciplinary team
headed by Dr. George Maddox and Dr. Eric Pfeiffer at the Duke
University Center for the Study of Aging and Human Development.
During a personal interview, the older people in the three
studies replied to 101 questions about their well-being in
five areas of functioning--social, economic, mental, physical,
and activities of daily living. Data from these interviews
were used to answer the following questions.



£NCLUSURE &

Income

1. guestion: Did family income vary among the three
locations?

Answer: Family incomes were lower in northeastern
Kentucky than in the other locations. Over 52 percent of the
older people in northeastern Kentucky had incomes of less than
$3,000, compared to 32 percent in Cleveland and 15 percent or
less in Lane County. (See enc. II.)

Because married people often have higher incomes than
single people and because the percentage of married people
varies at each location, we analyzed income by location and
marital status. As shown in the following table (even when
marital status is considered), older people in northeastern
Kentucky have lower incomes than those in other locations.
For example, 80 percent of the married people in northeastern
Kentucky have an income of less than $5,000. In urban Lane
County only 11 percent of the married pcople had an income

under $5,000.

Urban Rural
Lane
Lane County, Lane North-
Income Marital Cleve- County, Oregon County, eastern
range status land Oregon (town) Oregon Kentucky
(percent)
Less Married 6 1 3 3 39
than
$3,000 Not
married 48 29 32 37 73
35 11 15 29 80
$3,000 Married 10 3 7 12 23
to
$3,999 Not
married 23 26 25 24 10
$4,000 Married 19 7 5 14 18
to
$4,999 Not
married 11 14 11 9 0
$5,000 Married, 65 89 85 71 20
or
over Not
married 18 31 32 30 17
226




ENCLOSURE 1

2. guestion: Were there differences in sources of
income among the three locations?

Answer: Similarities: Most older people at the
three locations had inccme from social security--ranging from
88 percent in northeastern Kentucky to 96 percent in urban
Lane County. Differences: Fewer peopie in northeastern
Kentucky (14 percent) had retirement pensions than elsewhere
(ranging from 33 percent in rural Lane Covnty to 43 percent
in urban Lane County). Also, more older people in north-
eastern Kentucky had income from Supplemental Security Income
payments (18 percent) compared to the other locations--3
percent in rural Lane County, S percent in Cleveland,and
1 percent in urban Lane County. This information is shown in
the following table.

Urban Rural
Lane
Lane County, Lane North-
Income County, Oregon County, eastern
sources Cleveland Oregon (town) Oregon Kentucky
(percent)

Wage, salary,

business ]

income 8 18 10 12 13
Rental,

interest,

investments 23 45 36 27 19
Retirement

pension 34 43 36 33 14
Veterans'

benefits 5 7 11 5 9
Social

Security 92 96 94 93 88
Supplemental

Security

Income 5 1 1 3 18
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LaoubLUobLang 2

Emglozment

1. Question: What was the employment status of the
older people in the three loczations?

Answer: Only a small percentage of the older people
were employed full time in any of the locations--1 percent
in northeastern Kentucky to 3 percent in urban Lane County.
About 5 to 11 percent were employed part time, as shown in
the following table.

Urban Rural
Lane
Lane County, Lane North-
Employment Cleve- County, Oregon County, eastern
status land Oregon (town) Oregon Kentucky
(percent)
Full time 2 3 1 1 1
Part time 6 11 9 ) 5
Not employed 92 86 90 4 94
Total 100 100 100 100 100
=—————-= o ———1

2. Question: Were older people seeking employment?

: Answer: Most older people were not seeking employment.
Three percent or less of the older people in all of the locations

were seeking employment, as shown in the following table.

Not em-

ployed Urban Lane _Ruyral

but Lane County, Lane North-

seeking Cleve- County, . Oregon County, eastern

work land Oregon (town) Oregon Kentucky

(percent)

i

Yes 3 2 1 0 1

No 97 98 9 100 99
Total 100 100 100 100 100

I
I
I
I
{

—
-
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7:.‘.;\. Ludung ik
DEMOGRAPHIC CHARACTERISTICS OF SAMPLES
: Urban Rural
Lane
Lane County, Lane North-
Character- Cleve- County, Oregon County, eastern
istics land Oregon (town) Oregon Kentucky
(percent)
Sex:
Male 38 43 40 S0 30
Female 62 57 60 50 70
Age:
65-74 54 65 59 64 60
75 and
older 46 35 41 36 40
Education:
Less than
12 years 75 53 56 62 87
12 years
or more 25 47 44 38 13
Race:
White 72 99 100 98 98
Black 28 1 0 2 2
Marital status: .
Married 38 59 5SS 67 61
Widowed 48 32 40 25 37
Single 14 9 S 8 2
Income:
Less than
. $3,000 32 13 15 14 52
$3,000
to
$6,999 50 44 50 51 40
More than
$7,000 18 43 35S 35 8
Number in
sample 1,311 318 124 426 128
/
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WHITE HOUSE CONFERENCE ON AGING

INFORMATION BRIEF #21

SUBJECT: Services in the home for older pecple
\
£

SOURCE Special analysis of the General
\OF DATA: . .

Accounting Office Data Base on the

N Well Being of Older People in Cleveland,
Chio



HOME HELP SERVICES

In our report entitled “"Conditions of Older People: National Information
System Needed" (HRD-79-95, dated September 20, 1979), we estimated that more
than a third of all the help provided to people 65 years old and older was in
the form of help in performing activities of daily living, sucn as meal
preparation or housework. An average $2,400 of this kind of help was provided
each older person in our sample population in Cleveland in 1975.

To more specifically identify the kind and nature of home help needed by
the older population, we analyzed our data collected on the conditions,
problems, and helps of a random sample from the over 80,000 older people in
Cleveland, Ohio in 1975(and 1376. Our analysis was designed to answer the
following questions:

--How many older people have a need for home help and
what specific kinds of home help do they need?

--What portion of the need for home help is being met?
By whom is it being met--family and friends or
public agencies?

--What is the cost of existing home help and who is
bearing the cost?

--What would it cost-to expand home help“to all older
people in need?

--How many older people would get:- all their needs met
by expanding the different kinds of home help?

Although our analysis is based on data obtained on older people in
Cleveland, we believe that by knowing about older people ‘in Cleveland, a

person can form a mental image of older people--their problems and services

needed.
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Home help for our purposes is defined as compensatory help, that is,
help designed to compensate for an older person's inability to do daily tasks
such as housework or meal preparation. (See page 10 for a description of how
we matched helps and daily tasks.)

How many older people need home help?

Overall 40 percent of our Cleveland sample could not do one or more of
13 daily tasks. Of the 40 percent, more than half were receiving help,
mostly from families and friends. The remaining people needed more compensa-
tory help to do daily tasks. More people needed help with housework than any
other daily task. The next most needed was help with shopping, then help
getting places out of walking distance. The following shows the percent of

people in our sample who needed help by daily task.

People needing help

Daily task percent number
Housework 38 20,500
Shopping 26 16,400
Getting places out ‘

of walking distance 24 14,800
Using telephone or .

taking medicine 14 8,900
Preparing meéls 12 7,800
Physical tasks (eating, dressing, taking

care of appearance, walking, bathing,

getting out of bed) 14 8,600
Handling money 12 7,200

Considering the need for help in combination, many people had a need for
multiple kinds of help. Nearly one in every three older people (30 percent of

our sample) needed help with more than one daily task as shown in the table

below.
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Number of daily tasks Percent of Number of people
person needs help with sample in Cleveland
none 60 37,600
one n 6,900
two 7 4,430
three 6 3,700
four 4 2,500
five 4 2,500
six 3 1,900
seven or more _5 3,100
100 62,600 a/

a/Total does not include all older peop:.. in Cleveland because the projections
are based on only those who responded during interviews and does not include

those in institutions.

What portion of the need for home help is being met?

As stated previously, 18 percent of the sample (228 people) needed more
compensatory help to do daily tasks. Three-fourths of the 228 people needed
more help with only one daily task. Help with housework was the most unmet

need as shown in the following table.

Number of people Mumber of people

Mumber of daily tasks with unnet need in Cleveland
One daily task
Housework 90 4,300
Physical tasks 22 1,000
Hand1ing money 21 1,000
Shopping 18 900
Getting places out of walking distance 11 500
Using telephone or taking medicine 10 590

Subtotal 172 8,200
More than one daily task _56 2,700

Total 28 <dv 16,900




Home help is provided to older people by two primary sources. The first,

and largest source are the families and friends of older people. The other
major source is public agencies. To examine the relative importance of these
two sources, we analyzed our Cleveland data to see which source was providing
home help to the most older people. We found that most home help was coming
from families 2nd friends. Seventeen percent of the people in our sample were
getting all their needs for home help met by family or friends.

Public agencies were playing an important but smaller role in providing
home help to older people. When home help from public agencies was considered,
another 5 percent of the sample had all their needs met. Thus, when
considering help from both sources--families/friends and public agencies--

22 percent of the sample had a need for home help and were receiving all the
help they needed.

what is the cost of home help?

To estimate cost of home help,-we gathered and quantified data on home
help provided by 120 social service agencies and families and friends. We
than developed an average unit cost for each kind of help based on 1976
Cleveland cost data and applied it to the units of help provided (see p. 9).

We used these methods to estimate the cost of home help currently being provided
to the older people in our sample and to estimate the cost of expanding help to
all those in need.

We estimate that each older person in Cleveland received an average of
$429 of home help in 1976. Families and friends provided more than four-fifths
of the help with agencies providing the other fifth. We estimate the families
and friends of older people provided an average $349 of home help for each

older person and agencies provided another $80 per person.




To expand home help to all older people would nearly double the cost of
existing home help--or cost an additional $423 for each older person in our
sample. This expanded help when added to the $429 cost of existing help
would average $852 for each older person each year.

The bulk of this additional cost--93 percent--would be to provide help to
older people who cannot do one of the physical tasks or who cannot do house-
work. We estimate that to expand help to all older people who could not do one
or more of the physical tasks without help would cost an additional $234 for
each older person annually. Our comparable estimate for those who could not
do housework without help was $160 for each older person annually.

How many older people would have all their needs
met by expanding the different kinds of home help?

To identify the benefits of expanding the different kinds of home help,
we considered how many people would have all their néeds for home help met if
each kind of help were expanded. We first jdentified the number of additional
people who would have all their needs met if help with housawork were expanded
to all those in need. We chose housework first because help with housework was
needed by more older people than any other kind of help. We then considered
how many more people would have all their needs met if both help with house-
work and help with shopping were expanded. We then added the other kinds of
help into the analysis until we had considered all seven kinds of help.

The following table shows the results of our analysis for the estimated
62,600 noninstitutionalized older people in Cleveland in 1976. To illustrate,
if help with housework were expanded to all the older people in Cleveland who
needed but were not getting such help an additional 4,300 older people would be

receiving all the home help needed. Similarly, if help with shopping were

)y .
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expanded (in addition to help with housework), another 1,600 older people
would have all their needs met. The remainder of the table shows a comparable

analysis for help with other daily tasks as expanded incrementally.

Estimated additional

Kind of daily older people receiving
task helped all needed help
Housework 4,300
Shopping 1,600
Physical tasks 1,500
Using telephone

or taking medicine 700
Hand1ing money 1,500
Preparing meals 600
Getting places out of

walking distance 700

Total 10,900

Using our Cleveland data we then estimated the cost to expand the
different kinds of help and related it to the number of additional people who
would have all their needs met if each kind were expanded incrementally. The
following table shows that it would cost an estimated $1€-¢ million to provide
help with housework to all the older people in Cleveland who needeu such help
and, as a result, an additional 4,300 older people wou]d'be receiving all help
needed. Similarly, if help with shopping were expanded, in addition to help
with housework, it would cost another $1.7 million and another 1,600 older
people would have all their needs met. The remainder of the table shows a

comparable analysis for help with other daily tasks as expanded incrementally.
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Estimated additional Estimated additional

Kind of daily cost to expand help older people receiving
task helped in Cleveland all needed help
----- (million)------

Housework 10.0 4,300
Shopping 1.3 1,600
Physical tasks 14.6 1,500
Using telephone or

taking medicine 0.2 700
Hand1ling money 0.1 1,560
Preparing meals 0.2 600
Getting places out of

walking distance 0.1 700

Total 26.5 10,900




METHODOLOGY

The information contained in this brief is based on our study of the
personal conditions of older people in Cleveland, Ohio. Following are the
details of the data gathering and analytical methodotogy used in the study.

WELL-BEING STATUS AND
SERVICES DATA BASES

We took a sample from over 80,000 people in Cleveland, Ohio, who were
65 years old and older and were not in institutions, such as nursing homes.
We insured that our sample was demographically representative by comparing
the characteristics of our sample to statistics for the city of Cleveland.
In our study, 1,609 older people were interviewed by Case Western
Reserve University personnel from June through November 1975. A year later,
1,311 of these older people were reinterviewed.
In interviewing, we used a questionnaire containing 101 questions
developed by a multidisciplinary team at the Duke University Center, in
collaboration with the Administration on Aging, former Social and Rehabili-
tation Service, and Health Resources Administration. The questionnaire contains
questions about an older person's well-being status in five areas of
functioning--social, economic, mental, physical, and activities of daily living.
To identify factors that could affect the well-being of older people, we

--developed specific definitions of services being provided
to older people and dimensions for quantifying the services;

--identified the providers of the services--families and
friends, health care providers, and over 100 social
service agencies;

--obtained information about the services provided to each
person in our sample and the source and intensity of

these services; and

--developed an average unit cost for each of the 28 services.

"
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In defining and quantifying the services, we used a format developed by
the Duke University Center to define 28 different services. These services
are defined in appendix V of our prior report. 1/ Services are defined
according to four elements: purpose, activity, relevant personnel, and unit
of measure. For example, meal preparation was defined as follows:

Purpose: To regularly prepare meals for an individual.

Activity: Meal planning, food preparation, and cooking.

Relavant
personnel: Cook, homemaker, family member.

Unit of
measure: Meals.

Examples: Meals provided under 42 U.S.C. 3045 (supp. V, 1975),
the Older Americans Act, and meals-on-wheels programs.

To quantify the service, we used the unit of measure along with the duration,
or number of months, during which the service was received.

We also developed an average unit cost for each service based on the
experience of 27 Federal, State, local, and private agencies in Cleveland
between October 1976 and March 1977. We compared these costs to similar costs
in Chicago, I1linois, and Durham, North Carolina. As discussed in our prior
report, the family and friends are al  important sources of services. In
their absence, any services received would have to be from an agency. There-
fore, we assigned the same cost to family and friend services that we found
for agencies.

Each piece of data was collected so that it could be related to an
individual in our sample. This included the gquestionnaire data, data on the

28 services provided by social service agencies, and data on the services

T/"The WeTl1-Being of Older People in Cleveland, Ohio," April 19, 1977,
HRD-77-70.



provided by health care providers. By relating these data to the individual,
we were able to do comparative analyses of sampled older people for over 500
different variables.

Services or help provided is intended to either remedy a specific
problem or help the older person cope with it. For example, an older person
who has very little social contact quite often feels lonely. The condition is
that the person feels lonely. The problem is a lack of social contact. The
help--social-recreational services--would provide opportunities for more social
contacts, thereby decreasing feelings of loneliness. In other instances, older
people are unable to perform the normal activities of daily living and need
help in coping with their disabilities. This kind of help--called compensatory
help-~is designed to perform activities that older people cannot do for them-
selves, as shown below:

Tasks of daily living

Can you use the telephone - without help, including looking up numbers
and dialing--if not, then compensatory help could be any one of -
checking, continuous supervision, personal care, nursing care.

Can you take your own medicine - without help (in the right doses at
the right time)--if not, then compensatory help could be any one of -
checking, continuous supervision, personal care, nursing care.

Can you get to places out of walking distance - without help (can
travel alone on buses, taxis, or drive your own car)--if not, then
compensatory help could be any one of - escort, transportation.

Can you go shopping for groceries or clothes (assuming“person has
transportation) - without help (taking care of all shopping needs
yourself, assuming you had transportation)--if not, then compensatory
help could be any one of - escort, food - groceries, shopping.

Can you prepare your own meals - without help (plan and cook full meals
yourself)--if not, then compensatory help could be any one of -

meal preparation.
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€an you do your housework - without help (can scrub floors, etc.)--if
‘not, then compensatory help could be any one of - homemaker

Can you handle your own money - without help (write checks, pay bills,
etc.)--if not, then compensatory help could be any one of - administra-
tive or legal.

Physical tasks of daily living

Can you eat - without help (able to feed yourself completely)--if not,
then compensatory help could be any one of - personal care, nursing
care.

Can you dress and undress yourself - without help (able to pick out
clothes, dress and undress yourself)--if not, then compensatory help
could be any one of - personal care, nursing care.

Can you take care of your own appearance, for example combing your hair
and (for men) shaving - without help--if not, then compensatory help
could be any one of - personal care, nursing care.

Can you wa < - without help (except from a cane)--if not, then
compensatory help could be any one of - personal care, nursing care.

Can you get in and out of bed - without any help or aids--if not, then
compensatory help could be any one of - personal care, nursing care.

Can you take a bath or shower - without help--if not, then compensatory
help could be any one of - personal care, nursing care.

The six physical tasks of daily living shown above can be compensated for
by one of the same two relevant compensatory helps. For this analysis, we
combined the six and considered if a person could not do any one of six they

needed one of two helps--personal care or nursing care.



INFCRMATION BRIEF #2)

SUBJECT: Disability of men

SOURCE: United States General Accounting Office
analysis of data from the "National
Longitudinal Surveys' created by the
Chio State University Center for Human
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DISABILITY OF MEN
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This brief provides same insight into disability of sen. Specifically, the

- data presented is about men whose ages ranged from 45 to 59 in 1966 and follows

them as they aged over a 10 year period--1966-1976. Our analysis was directed

towards -

--showing sources of disability payments and whether

the sources changed over time, and

--describing what happens over time to men who were

receiving a disability payment in 1966.

Because age is a primary factor in labor force participation and indirectly
on eligibility for some disability payments, all the data is presented by age.
This Brief is divided into three sections: (1) background, (2) methodology, and
(3) results of our analysis in question-and-answer form. Appendix I provides a

description of the data base.




BACXGROUND

Disability in general terms describes any reduction of a person's activi-
ties resulting from an accute or chronic health condition. This includes changes
in the amount of work or other activities pursued. Depending in part on the
duration of the fumctional limitation, disability may be short-term, long-term,
or permanent.

In 1976, about 2.1 million males between the ages of 45 and 54 had work-
related disabilities. This represented 18 percent of the population in this
age group. Approximately 860,000 were coapletely unable to work because of
their disability.

In the age group 55 to 64, another 2.7 million had work-related disabili-
ties. Approximately 1.2 million of those with work-related disabilities in this
age group were not working,.

Some monetary compensations are directly related to a type or cause of
disability. For instance, Workmen's Compensation is the social insurance program
that provides compensation to workers disabled on-the-job. Indemnity benefits
are provided through (1) cash payments for total disability and death, replacing
a portion of lost wages; (2) cash payments for partial disability, often as a
scheduled payment for loss of specific body parts or functions; (3) medical care
benefits; and (4) rehabilitation services. Benefits generally are paid weekly
or, especially when determination of eligibility and the amount to be received
is negotiated between employers and/or insurance campanies on the one hand and
workers and/or their unica or lawyer representatives on the other, the payment
may be a lump sum.

Another disability compensation program is the disability insurance part
of the Old Age, Survivors, and Disability Insurance (0SADI) program. Workmen's
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Compensation complements the QASDI program in offering income-maintenance and
medical protection for short-term disability and for permanent partial disabili-
ties.

A third disability compensation program is Supplemental Security Income
(SSI) which in 1974 replaced categorical grants to the permanently blind and/or
totally disabled. Workmen's Compensation and SSI payments are also complementary
because disabled workers may turn to SSI for support when Workmen's Compensation
benefits either end or furnish insufficient income replacement.

Another source of disability payments is the Veterans Administration for
service-connected disability compensation. In 1976 there were approximately 2.2
million veterans receiving compensation (58 percent were World War II survivors).
METHODOLOGY

For this brief, disability is defined in terms of an actual cash receipt
from one or more disability programs. These sources include Workmen's Compen-
sation, Veterans Administration, the former categorical programs - aid to the
permanently blind and disabled (now under SSI), Social Security Disability pay-
ments and private disability plans.

This definition may exclude some menAhave severe limitations, have not
yet qualified for program participation, or have limitations not severe enough
to qualify them for a cash payment. Included within the definition are veterans
who get service-related disability payments which may have little near-term affect
on the economic earning power of the recipient. The analysis for this trief did
not pursue or attempt to interrelate the needs or degree of disability of those
getting cash payments “to those not receiving payments.

The sample as taken in 1966 was divided into three age groups age 45-49,
50-54, and 55-59 based on their reported age in the first interview year (1966).
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Over the time period between 1966 and 1976, information was collected in eight
of these years. For our analysis, the data base yielded three snapshots in
time--1966, 1970, and 1975--to look at the question of long-term changes in those
receiving disability payments.

To aid the reader, the data that follows is in question-and-answer form.
Appendix I provides a description of the data base.
QUESTIONS AND ANSWERS

1. Question: What percentage of the sample was receiving
a disability payment in 19667

Answer: Overall, 11.1 percent of the sampled men were receiving disability

payments in 1966. While only 11 percent received a disability payment in 1966,
another 20 percent of the sample reported health related problems who were not

receiving any payments.
The percentage of those-getting cash payment varied slightly by age group
varying from 9.9 percent to 12.6 percent as shown in the following table.

Percent and mumber receiving disability payments in 1966 by age

Category 45 = 49 50 - 54 55 - 59 Total
Number in age group 1,835 1,724 1,461 5,020
Number receiving a

disability payment 203 170 184 557

Percent receiving a
disability payment 11.1 9.9 12.6 11.1
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2. Question: For those receiving payments, what were the sources of
payments and what were the differences in source of payments between

age groups?
Answer. Overall, the Veterans Administration was the major source of

dis ~*1ity payments. However, there were considerable differences between the
age groups. The following table shows the percent coming from each source.

Age comparison of 1966 disability
payment sOurces

45 - 49 50 - 54 55 - 59
-------------- percent) ===-=====-=v ==
Multiple sources
(2 or more below) 9.3 9.4 10.9
Categorical aid
(after 1974 SSI) 1.0 3.5 3.8
Private plans 8.9 18.8 13.0
Workmen's compensation 12.3 11.8 15.2
Social security disability 9.9 16.5 33.2
Veterans Administration
disability 58.6 40.0 23.9
Total 100.0 100.0 100.0

As shown in the previous table, the Veterans Administration was the largest
source for both the 45 to 49 and 50 to 54 age groups. These percentages (58.6
percent and 40.0 percent, respectively) reflect a high concentration of World
War II veterans with service connected disabilities. The second highest source
for the 45 to 49 age group is Workmen's Compensation.

The 55 to 59 age group received the largest portion of their payments from

social security (33.2 percent).
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3. Question: For those receiving disability payments in 1966, what portion
were these payments of their total family income?

Answer: without considering family size, duration of disability, or

additional sources of income, about 17 percent of those in the 55 to 59 age
group received their total family inocme from disability payments. As shown in
the following table, the greater the age, the more likely a person will obtain
a larger portion of his total family income from disability payments.

Percent ot total family .come coming
Trom disability payments in 1966 by age

Percent of family

ﬂgﬁlfgm payments éé_-'}-_[:g ------ (ggr—;;‘t{l‘a ...... %ET.—‘-?'?‘
Less than 10 59 47 27
10 to 49 25 31 31
50 tc 99 14 25
16 > 22 > 42
100 a 8 pYA
Total }22 E—P }9(2

4. Question: If a person receives a disability payment, is he out of the
the labor force?

Answer: To the contrary, many persons receiving disability payments are

full-time workers. While each of the five sources can not be exclusively cate-
gorized as payments to someone who is not able to work as opposed to someone who
is able to work, generally, persons receiving social security disability payments
were non-workers. In the case of payments from the Veterans Administration, in
all age groups, at least 50 percent of those drawing just a Veterans Admini-
stration disability were working 48 weeks or more during 1966.
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5. Question: For those men receiving a disability payment in 1966, what
happened over time to these men?

Answer:  Over time means a time span from 1966 to 1975--a 9-year periocd.
Over this time span, we looked at two years, 1970 and 1975 to see if those getting
disability payments in 1966 contimued to receive them. If they had their disa-
bility payments discontinued, we tried to determine whether they returnmed to
the labor force or retired.

The percent of men continuing to receive disability payments decreased over
time from 51 percent in 1966 to 24 percent in 1975, as shown in the following

table.
Percent of 1966 disability receivers
cont1 to receive disability
paym;rxn;nérom 1966 through 1975
45 - 49 50 - 54 55 - 59
Category =~ <---seessssssees (percent) --====-=====---
Continue to receive
payment(s) 51 46 24
Disability payment(s)
discontinued 31 23 33
Deceased by 1976 18 31 43
100 100 100
Mumber Receiving in
1966 203 170 184

Age plays a role in determining whether the man who received disability pay-
ments in 1966 but who subsequently had the payment(s) discontinued, returned to
the labor force. Men in age grouping 45 to 49 who received workmen's compensation
and/or aid from private disability plans, often returned to the labor force as
full-time workers and continued working. For example)M percent of the men in




age grouping 45 to 49 whose disability payment had discontimued by 1975, alsc

had it discontinued in 1970 and in 1966 had received payments from either work-
men's compensation or private disability plans. Overall,85 percent of those wr. se
payments were discontinued after 1966 in the 45 to 49 age grouping were working
48 weeks or more in 1975. Thus, most men who lost a payment in the 45 to 49

age grouping, were in the labor force in 1975.

In contrast, men in the age grouping 55 to 59 who subsequent to 1966 had
their disability payments discontimed, often reentered the labor force to drop-
out again. By 1975, where most should have been retired (men are now ages 64
to 69), few were receiving retirement pensions and many were on the federally
sponsored program--aid to the low income aged.
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APPENDIX I APPENDIX I

1/
DESCRIPTION OF THE DATA BASE

The information contained in this brief is based on the National Longitu-
dinal Surveys. Following is a description of the data gathering and methodology
from the surveys.

The Sample

The analysis in this brief are based on data from the National Longitudinal
Surveys. These surveys were designed by the Chio State University Center for
Human Resource Research under a contract with the Buployment and Training Admini-
stration of the U.S. Department of Labor. The sample design, fleld work, and
the initial stages of data processing were the responsibility of the U.S. Bureau
of the Census under a separate contract with the Employment and Training Admini-
gtration. In addition to the sample of middle-aged men between the ages of 45
and 59 on which the data of this brief are based, the National Longitudinal Surveys
include three other age-sex cohorts: women between the ages of 30 and 44, young
men between the ages of 14 and 24, and young women in the same age category-
Each of the four age-sex cohorts is represented by a multi-stage probability
sample located in 235 sample areas comprising 485 counties and independent cities
representing every state and the District of Columbia.

The members of the sample who provided the information were selected to be

representative of the approximately 15 million men in the U.S. civilian noninstitu-

I7This description is an abbreviated form of the published description
of the data bases contained in "The Pre-Retirement Years: A Longitudinal
Study of the Labor Market Experience of the Cohort of Men 45-59 Years of
Age'' by Herbert S. Parnes, B.M. Fleisher, R.C. Miljus, R.S. Spitz and
Associates, October 1968
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APPENDIX 1 APPENDIX I

tionalized population who in 1966 were between the ages of 45 and 59. However,
one of the survey requirements was to provide separate reliable statistics for
blacks, and in order to provide sufficient numbers of observations for reliable
racial comparisons, the sampling ratio for black men was between three and four
times as high as for whites. Thus, the sample of 5,020 men originally inter-
viewed in 1966 included 3,518 white men, 1,420 black men, and 82 men of other
races.

Of the 5,020 men interviewed in 1966, 3,487 remained in the sample as of
1976. Sampling weights have been adjusted to reflect the effects of attrition
through death and nonresponse. Thus, for most of the analysis the sample may
be regarded to represent those men in civilian population who in 1966 were
between the ages of 55 and 69. The number of men interviewed in each age group

were:
) Number of
Age Group Men Interviewed
45 - 49 1,835
50 - 54 1,724
55 - 59 1,461
5,020
Total . _—

The data for the sample were collected in a series of eight surveys of the
members of the sample. Extended face-to-face interviews were conducted in 1966,
1967, 1969, 1971, and 1976. In 1968 there was a very brief mailed questiomnaire,
and in 1973 and 1975 short telephone interviews were conducted.

Because the survey studied the cohorts systematically for this 10-year period,
the National Longitudinal Survey has two distinct advantages, characteristic of
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APPENDIX 1

longitudinal population studies. First, it involves measurement or description

of one or more characteristics of the same group of individuals at two or more

points in time. Second, it involves analysis of relationships among the charac-

teristics of these individuals at different times or of changes in one or more

of their characteristics over time.
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