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. . THIS STAFF REPORT covers recommendations for action,
describes the ,principled on which the recommendations are ‘
b@sed, and provides background on both the process of devel-
opment within the Federal \Council on theé Aging and relevant

f . recomméndations and :action. by other government and non-govern-
- ment organizations. - . ’

v

7 It attempts to capture the observations, and views of |
. many organizations and individuals, academicians, ‘practi- "
S . tiomers, and citizens including the elderly. In some \)ﬁ
" instancés, the Council solicited these views.. In a gratify:
. - ing number of cases, however, individuals -- having. heard
of the Cbuncil's ‘efforts -- were stimulated to contact
\ members and staff to volunteer their own’ reactions and ‘
experiences. ‘ ' g ‘;, ‘ :
‘Because future services to older people must be
provided within the existing frameWork of services by addi-
tion or subStitution -- all requiring change and adjustment
-< tHe*FCA has had to look most carefully at -that existing”
framewofk, an often contradictory, overilapping, complex . c
fiefdom of shredded and gapping services, group copcerns,-
and action. : ~ .

"

- ’ : ‘
_ The Report records-specific actions -taken by the Council’
on issues considered by the members-in.official session. The
rest of the material nelessarily reflects the perspective of
the author, Cleonice Tavani. She served as staff ‘director of
. . the Federal Council aqn the Aging since the Coungil's inception
N in 1973 to- August, 1978. S ~ .- ST
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- FOREWARD  «
In its first Annual Report issued in 1975, the Counhil
1dent1f1ed as'a prlorlty concern that group among. the elder-
ly -~ usually the oldest of-older -Americans ~- with an

accumulation of health, social, economic and environmental

problems whlch'impede their -independent lin@ng to tHe extent

. that they need continuing personal assistance.

During the past four years, (prlor to, this publlcatlon
date) ,the first three under -the 1eadersh1p of Monsignor
Charles Fahey, then Chairmap.of the Task Force on* the Frail

Elderly, .and. the past year under the d1rect10n of Fernando

: Torres Gil, the Council developed 4 conceptual framework

-
‘within which to maﬁe a determination of a national‘policy

reéarding services to the frail elderly,. As~noted in previous

PR
reports the Council cla1ms nq _special’ or1g1na11ty for the

name. It was selected because of the need for a dramat1c

A

term to f0cus attention on this very special group1ng olothe

-

elderly

-’

At the {uly 1978 Council meet1ng3 the Special Aglng

opulatlons Committee, chaired by Mr. Torres -Gil, was given

‘the responslblllty of proposing recommendatlons for. f1nal

dlSpOSltlon of the:Frail Elderly Report. The" Commlttee

A

- thanks 1mmensely to the ' 1nput from Monslgnor Charles J. Fahey

»
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and Ms. Cleonice Tavéni, the Repart's principal writer, it is

the Couﬁéills\hope that the Frail Eldgriy Report will prove

.useful 4in advancing the knowledge and understanding of policy -

issues relevant to the oldest: .
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' '<\ff that group of the eldetly -- usually the oldest bf the
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FOR "THE FRAIL ELDERLYf \.

FCA RECOMMENDED CQRE SERVICES ‘

N ]
THE FEDERAL COUNCIL ON THE Aging has been particularly
concerned, since its formation in 1974, with the problems

old -- which it has come to' call "the gail glderly”.'
) This target group consists of ersons, usually but -

not always; oyer-the age of .75, who because -0f the accumulation

of various codtinuing problems often require  one or several

supportive services in order to cope with daily life. They

‘are expected to becomé a sizable percentage of this country's

population well before the end of this century. -

Concern is being expressed for this population in
many.quarters. _They comprise the major age grouping in nur-
sing homes. Dissatisfaction with the quality of care ih a
number of these institutions is responsible for .the veritable

- avalanche of proposals for improving institutional care --

and, possibly avoiding it with community-based alternatives.

The Federal Council on the Aging believes that there .
are no simple approaches to financing, -planpning, and deli-
vering a package of services to these frail -older persons.
The Council does nmgt-necessarily conceive of these as health
services. Other major program areas in the Federal govern-
ment, such as social services, incone maintenance, and

‘housing, are equally involved.

Efforts fqyard solving thié problem have 411 téo often -
been short-ranged -and narrowly focused. Many are based on
medical models which do not address overwhelming social

- needs. Inadequate income is ‘often used as a major criterion

for eligibility for assistance, thus ruling out -- or at
least discouraging -- persons who have beel lifted out of
poverty by recent improvements in benefit programs but who
have -inadequate coping skills. These will-intentioned
efforts have often resulted in duplicative and administra-
tively-ponderous programs which fall short of an equitable
and effective distribution of government and philanthropic
dollars. Nor do these efforts systematically begin with
the minimum government aid needed, to make maximum use of
an elderly person's own resources and the voluntary assist-
ance that might be available from family, friends, or )




- . -
+

\phllanthrOplc sources. : o

° -

%ROBOSAL FOR' SERVICES TO THE FRAIL ELDERLY .

-
[}

petrsons who need direct personal assistance from society
a continuing basis is for a free - standing case assessment
: and case management service as an entitlement to the frail
o L elderly upon reaching a certain age, on a national and volun-
! tary basis. Fxail persons below the .age set could be quali- . .
' fied by some functional eligibility’determination. This -,
/ essentially social model should be complementary and of equal °
stature to. services designed to meet the long-term health care
i needs of this population.

'\k The Coufcil's recommendation for systematizing a1d
e

: . .' This "floor" of social services would prQV1de a skilled
. practltloner to develop 'a plan of care in conjunction with

* the older son and his or her fémlly and/or friends. A ,

priority 1 the assessmént and plan process would be identifi- .

.~ cation of a '\significant other person" (or persons) available

" to the firail older person to assist in coping with daily needs.

- The practltloner should see to the provisian of 'such a "signi-

' ficant other™ 1f none were already available. Case management

.would be an on-going service -- its 1nten51ty dependent upon
- the 'needs and wishes of the ‘older person and his .or her family
N and/or friends. o ,

MaJor Pr1nc1ples of the Prqusal*l

A.. FRAIL POPULATION -

There are many.persons within the aging populations who,
because of an accumulation-of various continuing problems, re-
quire the assistance of a significant ‘pe¥son from time to
time to-aid in coping w1th certain daily 11fe act1v1t1es

L Y ; -

.2

/ . . :
*Adopted by the Federal Council on the Aging, September 1977
. — .
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B. " ‘GOVERNMENT ASSISTANCE . >

Where "there is Iimited or no continuing availability .
of a significant person, certain.aids for life management
should be assured by.govg?nment if agreed to by the frail
person. : . . :

~

C. CORE SERVICES * : . :
\ The Federal Council ongthe Aging.proposes- that this
assistance be ,available on aﬁ%niversal'basis as an entitle-
mént gnd~be primarily of a social support nature consisting
. of the.following services: case assessment, plan of care,
and case mgna§ement. . .

D. ., ELIGIBILITY . ‘

The core Sérvices should.be! available on ‘the basis
of presumptive eligibility, determined oqafhe basis of .
attaining a certain age; e.g. #5. “Persons below that defined v
age with need for these services should have access through y
some form of functional 'assessment. R 3 ‘

E. ° "ADMINISTRATION . .

The core services should be administered by a single
State agency with Federal/State matching funding and’
flexible delivery at the community level. ' /

F. SIGNIFICANT PERSON "~ . ‘
-When a significant person is not available or has not
been identified through the case assessment, priority in
. developing the plan of care should be given to the provision
+ 6f such, a person. - '

o

G. REFERRAL :

Any other servites identified.as being needed or . N
desired are to be obtained from informal or ,formal services
and benefits available to older perspns. L

. ~ g ' v
H.  UNMET NEEDS . : ' _ _
‘ A mechanism should be developed for providing data .
about the unmet needs of the frail elderly -to community
Y planning agencies and leadershipyadvocacy groups.

L]
° ~

In -support of its recommendation, the Council points —
\-out: there is adequate evidence of a serious gap in national
. policy and program attention to the frail elderly in the
\ United ‘States -- individuals with substantial impairments .
\who are generally, but not exclusivel » aged.75 years or
lover. ~ C ' ‘

’
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' Present long-term care policy vis-a-~vis the frail
elderly is deficient in several ways, including: (a) a
tendency to ignore the frail elderly living at home whose - .
best_.interests may be served by remaining at home; . .
(b) the imposition of a means test as a condition of
receiving all long-term care; (c) an inadequate compitment
to home and ambulatory health and social supports; and
(d) a neglect of the social needs of the frail elderly in ’
health -programs offering long-term care. o ‘

. z .

Services to the frail elderly, will be immeasurably
strengthened by establishment of a core of basic supﬁort
services which rests on a systematic assessment. of the health,
social, and .environmental conditions of the frail older person;
a coordinated service plan! counselling to provide both

2 service coordination and linkage to other available services
and provision of a significant other person when indicated.

The core program is to be made available without
recourse to a means test and is to be voluntary on.the part of

- frail older persons. Such a national policy and its program
coufterpart ,are likely to enhance the autonomy of the frail
el ly and are designed to supplement rather than supplant
asSistance provided by family and kin or other elements of .

ths natural helping system.
' - Thé: proposed service should be provided through an ;;éhqz
' *  or organizatiep. of national scope acceptable to frail older .
Americans. . . Co . -

s 3 ~
-

.

.Goals of the Service
Goals for the'propo§ed'services, stressed by the Council
., during the program's development, follow: ) .
1. To assist the frail elderly to pursue reasonably
independent and satisfying lives in their own
places of residénce.

2. To support frail elderly, with apparent impair-
' nengswstriving for a normalization of family
7 .. and social relations, by enabling such eldérly
to continue in their preferred environment and .
continue to make the crifical decisions affect-
ing their personal welfare. :




) / ) A
$ o e
3.+ To stimulate improved integration of preventive,
. ameliorative and-supportiye health and’ social _
; services from community-based, state and national

programs and resources. .

- < .
_ 4. .To'stabilize or eliminate actual or potential

social isolation of the frail elderly without
family or kin. . : ‘

5. .To utilize and integrate the respective contri- -
butions of family members and the formal helping
network, along with efforts of the elderly for
self help, to deal with the multiple needs 6f )
extended care associated with frailty in the
later years. ’ -

3

6. To make more appropriate use of ihstﬁgy&iqﬂa1~
ization so that such care will be reserved for
those who clearly need it. - \

LR —~ ‘&
OTHER FCA ACTION -

"« The Fegeral Council, influenced by its study of ‘the ., -
needs of this most vilnerable group among the elderly, has also
taken” formal action in two related-policy areas -- welfare
reform and national health care.

should be no reduction in the Supplemental Security Fndome
(SSI) benefit of elderly recipients because they reside .
with a relative. It feels such .living arrangements should be
-encouraged rather than discouraged. -

-+ On welfare reform, the Council's position is théﬁ}there

On national health care and the elderly, the Council
‘has adopted "principles” including the following important
seCtion on long-term care:

- Long-term care has two major .components - medicaland
social. The long-term care medical system and .benefits
should reach all whose primary need is a medical regimen
"(in their own homes or in a medical facility). The long-
term care social support system and -benefits should reach
all whose primary need is social support. 1In such a
system, the medical component (both serviées and finan-
cial support) should ‘be an integral part of the national
health program. As a matter of national priority, a
social-support system should also be developed to comple-
ment the national health care system, with-both systems

designed %%;_émplementation on the local level in a
. % .

2 - Y
3
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simplé, comprehensive fashion. .

Minority Aged and Age-Related Elgibility

A'consideratiyon of how the Federal Council proposal’
for the frail elderly will affect aged qninority -persons
‘has been made part of a study being conducted by the -~
Human Resources Corporation of San Francisco through
a contract with the Federal Council. ‘ .

.Concern has often been expressed that programs’ :
designed to benefit persons at 4 certain advanced age can
be discriminatory. to minority individuals because'most of
their sub-groups experience shorter life expe€ctancies then
their white counterparts. Because of this and other concerns .
relating to the minority elderly, the study has been under-

- taken to provid¢ information about the equity and, impact of
age eligibility i#n relation to the FCA frail elderly proposal
anq%for major Federal programs. The Council is’ also ’
spofisorifig a. study on the health manpower, needs of the -
elderly, which includes an examination of the special health
¢needs of the oldest of the old and manpowér Tequirements
necessary to serve them. Both studies are' to be completed
in 1978. ' - :

Next Steps . ( : .

TN

Public policy initiatives for the frail elderly must
go furthér than the core services proposed by the Federal
Council. Certain specific benefits, additional |
income ‘and housing assistance, and special health and social
services should also be.available to care for a group among
the population evidencing ongoing inability to0 cope with
the daily and ordinary vicissitudes of life. '

* White working on policy recommendations for a floor of
social care for the frail elderly, the Council has continued
to advocate improvements in income, health, housing and
social service for all the elderly. The Council -believes
there should be no et up in efforts to assure that all:
older Americans have sufficient material’ resources and

P

~
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sound health aid in.order that they .may continue "the' ) '
pursuit of happiness" throughout the longest of lives.

At the last Federal Council meeting in 1977, the
Council discussed the need for national policy- attention
to Lhe broader context within which the floor of
social services for the frail elderly would hopefully be
provided. The Council recognized that the problem was .
one which impinges upon the responsibilities of many - .
agencies and departments of government. :

. , Lt —_—
In view of these considerations and taking note of
the fact: that its Chajrman'also serves as Counsellor to i
the. President, the Council, adopted a resolution requesting
the Chairman to propose a coordihated effgrt at the, highest
level of government for developing long-term care policy !
"in the United States. ’

+ -

-
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ARRIVING AT THE RECOMMENDATIONS R .

" -

THE FEDERAL COUNCIL on the Aging began its ope€ration
gith a few specific assignments and a very broad mandate to
e a spbkesman for older Americans to the executive and
legislative branches of government regarding Federal activi-
ties affecting the elderly. ) P

In determihing the best use of its energies and-
resources, Council members sought for themselves an advocacy

role that would complement the roles of such'natiogal friends
of the*elderly as the Administration on Aging, the Senate and

House units on aging, senior citizen 'membership orggniza-
tions, professional associations;, agd speéial aging interest
groups. .

o a

In that first-year it decided to focus on two long-range
matters affacting the elderly that were not receiving the prom-

inence of national .policy debate which they deserved.

-0 An income assurance system for allmgéesnation's-

=+ elderly, integrating Social Security, Supple-
mentai Security income, private pensions with
.appropriate Fede€ral safeguards, and other
private income ‘sources., '

o A national policy for the frail elderly,

encompassing the financing, planning and delivery
of a package of supportive comhunity services to
* those most frail among the elderly who need some

ongding assistance in coping with daily life.

In deciding to focus on "the frail elderly'", ‘the Council

deliberately chose not to be limited to 'nursing home
reform"”, "alternatives to institutionalization", "deinstitu-

tionalization'", "home health .care", and "continuum of care".

-

These wete the banners of many laudable’ efforts.in 1974
attempting to get a handle on an emerging nationay dilemma- -
the best means of caring for a growing vulnerable segment

of the American population. The Council felt. its special
contribution would be to take a broad policy perspective and
to begin with the ,uman beings needing care rather than the
caring system. o ~ :

So began a policy development process which, aside from
the contribution it is hopefully making to national policy

. makers, gerontological practitioners'and academicians, and,

-8- 17
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most impor%antly,;to the frail elderi&, 1llustrates the .
workings of a citizen advisory body in resolving the kind of
complex social problem which this Nationm will increasingly
face. ‘ = ‘ ' '

/ k]
First Steps Co - .7 ' -

The Council established a Task’Force on the Frail 5
Elderly under the leadership of Monsignor Charles J. Fahey.
Membership consisted, of representatives of the Cduncil's
three standing co ttees, Frank Henderson, Bernard Nash
and Hobart Jackson. The group.received Council approval to
hold a seminar of national experts in March 1975 'in order .
to assist ‘the Council in focusing on major issues. Indivi-

- dual dialogue by FCA members and staff was initiated with
gerontolpgists and other officials inside and outwide
government: The task fogce“developed an outline (Appendix A)
as a systematic means of obtain¥ng information. This guided
the Council's work and was distributed widely in the field.

In a July 197S‘memo,€gigff Fahey summarized the areas
in which he believed the ncil's 'Senior Services Committee
had substantial ggreement: ‘ . .

" 0 Our'description of-frail elderly includes but
1s not limited to physical debilities. We have
cornicern also about emotiopal impairment, as well
as debilitating physical and social environments.

0 Basic services to the frail elderly should
" include: ;
a) A thoroughly professional "diagnostic"
" prescriptive, monitoring capability (used
in a psycho-social rather than medical
v} sense).

b) Case leadership and management capabili-
ties. co %

‘ . c) The affording of the physical presence of
"another" 4in a flexible manner in accord
. with the need of the frail person. <Such
‘ a capability would extend to the provisidn
of funds .when necessary to purchase this
""presence'. ' )




. Mon51gnor Fahey went on to observe that the numben of

existing embodying significant elements of a social inter-
vention model were relatively few. Trying to extrapolate
cost data for the Council's proposals was V1rtua11y impossi-
ble, he reported.

The full Council approveH/thls formula of needs and
services at its September 26-27, 1975 meeting, describing
it as a social-support system‘for the frail elderly which
would be a complement to the medical-care system. The
medical-care system would basically consist of care which
had to be medically monitored, whether delivered in a
hospital, nur51ng home <0r a person's own re51dence

The social-care system the Council felt should be ,
"basically a pub11c program, ing community sponsored non-
profit agencies. It would\Q3251st_of a Federal, State and
local network. Fimancing would be out of tax-revenues,-ggz
insurance, with matching arrangements from the various levels
of government to be determined. There would be universal
entitlement for the client group, wigh-individual cost-shar-
ing on a self-declaration basis. Generally speaking, ho
capital funding would be proV1ded in this SOC1a1-can‘ system
but start-up costs should be available. .

The 1975 annual report spelled out the Council proposals
for a '"basic core" of supportive social services which should
be. available to all frail elderly as an entitlement, regard-
less of their ability.to pay. ' Comments were included about

.the feasibility of using existing systems for” these services .

. for the fra11 elderly:
) Health - The Federal Council feels that the.
“ American health-care system cannot deal with the
) chronic conditions of an increasing number of
the clderly. populatlon They neeg%png01ng‘and
less-structured social care-arffangéments and
“ the Council is reluctant to add.these essential-
- . ly social services to %he health=care system.
Effective application df-sophisticated medical
technology requires precisely defined and cost-
1y treatment methods and highly skilled and
compensated practitioners. The health-care
- system is not designed -- n8r should it bpe, the
. Federal Council believes --.to deliver e long-
. term-social supports needed by the £r@il elderly
" to énable them to cope with everyday living, to
say nothing of negotiating the various programs

\. - . .




' ‘ available in the community for them.

’ - 0 Mental,Health - Many of the mental frailties of
the frai¥elderly are going-to require ongoing
.  support, primarily of a social, environmental ‘
v nature, which does not gibe with the.major
treatment goals of psychotherapy. Then too,
. o there is the stigma of being labeled mentally
. ) ill when what you are is an 80-year old person )
whom time has given a well-defined personality.’ .

o Public Social Services - Thesg are characterized
by eligibility Iinked to incomé and’ assets,
while a system of social intervention and sup-
port ‘is needed by many older persons who are
not impoverished. The availability and level
of public social services is highly discretiona-

‘' ry on the part of Stat; and local government.

This eafly Council report also touched on the feasibil- - -
\ ity of using a certain advanced age, for instance 75, as an
. administrative device for triggering ‘access to the proposed
services. It was postulated that since there seemed 'to be a
correlation betweeny advanced age and the number 4f debili- .
ties, using attainment of\age 75 or 80 as.an eligibility / -
: determinant would be useful in delivering the service. It
would also assist in defining the population for planning
\ &nd financing purposes.. At the same time, the Council said
‘ it would explore the problems with using this kind of crite-
. rion for those older persons belonging to racial minorities
¢ with-*consistently shorter Iife expectancies than the major- .
ity white population. ~ S

<

-
-

Developﬁents in 1976 .

-

In 1976, the Council retained, as consultants to the
frail elderly project, Leonard Cain, Professor of Sociology
and Urban Studies, Portlard State University, Portland,
Oregon, and William G. Bell, Director, Multidisciplinary
Center on Gerontology, Institute for Social Research, Florida
State University, Tallahassee, Florida. They were to assist
staff ¥n the preparation of a draft report which would expand’
on the Council's deliberations thus far through their own
studies and thinking as well as drawing from relevant ..
scientific and practice activities. -

. ' . N . '
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. N .
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The draft was reviewed by Council mgmbers, govermment
officials, and others in thé field of gerontology. To ob-
tain further reaction, Council members Charles Fahey, Carl
Eisdorfer and Hobart.Jackson, with Dr. Cain and Dr. Beil,
made a presentation to the October 1976 annual meeting of
the Gerontological Society in New .York City. The Council
felt the feed-back'it was receiving on its preliminary
position affirmed the appropriateness and timeliness of
the Council's initiative to generate.a new-~national policy
on the frail elderly. - ‘

v
[

With its work on the frail elderly serving as just one
means of affecting another major Council goal of. better sys-'
tematizing Federal services and benefits for older Americans,

. the Council.g articular attention to the National Meals
kY -
1

on Wheels Act ch would amend Title VII of the Older
Americans Act. -At its September 1976 meeting, the Council
took a positien supportifg homé-delivered meals as an essen-
tial element of a program of Yamgillary services for the home-
bound. However, the importance ‘of having a competent assess-

ment and case management program in place first, was stressed..

This would assure that a home-delivered meal or any other in-

dividually delivered service of any nature was appropriate.-

- } - a . .

The goals of services for the frail elderly, listed on

4,5 were largely worked out in time for inclusion in 1its
. ™

A Year of Refinements: - : ' .

2

During 1977, the Council et for itself the goal of
further refining its proposals for the frail elderly and=~
relating them to other policy efforts of the Council. A
speciai project involved the Gerontological Society. Its
Secgip on Social Research, Planning and Practicde expressed
an imterest in making "the frail elderly” a theme for its
year's activities. ° The FCA/Task Force on the Frail Elderly
met Section leaders during the summer to plan a series of
theme meetings at the GeTontological Society's annual program

.meeting in November inh San Francisco.

To focus the papers prepared for the meetiﬁé, FCA staff
prepared a set of major "hypotheses" and accompanying ques;
tions (pp. 165-170) which were distributed to leaders of the
Gerontological Society's Section.

v
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, IDENTIFYING THE FRAIL ELDERLY

" . The Federal Council ‘believes. that an informed national ~
policy on the aging requires this country to begin identify-
ing groups within the large mass of individuals labelled
"elderly." Msgr. Charles J. Fahey, Chairman of the-Task

. Force, conveyed<this view:

"Age’sixty-five" became embedded in public policy and
-in the cultural value system at the time“of Bismarck
with the development of the social welfare programs.
that he inaugurated as a government’”responsibility.
Inasmuch as "65" became the fixed age for benefits,

it became a bench-mark as far as perceptions and treat-
ment of the elderly were concermned. ’

‘Now, a century later, despite ‘changes in life expect-

- ancy as well as the generally improved physical and
psychological well-being of people over 65, it has
remained firmly entrenched not only in our statutes
.but also in our culture as the critical determination
of a new and inevitably deteriorating phase of the life
cycle. Social scientists note that this phenomenon has
‘had the effect of a self-fulfilling prophecy, however
wrong the basic premise.... -

This particular approach not only, impinges on the well-
being of individuals, but, unfortunately, may also skew
our overall approach to public policy. Most statutes’
treat all persons over 65 as if similarly situated,
-despite the fact that there is an increasingly large
Teservoir - of data indicating.that within this group
there are significant sub-groups having 'quite differing
needs’. Much ot the argumentation presented in favor of
or opposed to a program considers persons over 65 as
being relatively homogeneous.

_ The Couiicil isvéd¢3ncing the premise that the group of
elderly begifining at age 75 should be viewed as a target
population with special needs by reason of their vulnerabil-
ity. After review and analysis, the age threshold of 75
withstands scrutiny since the evidence indicates that
increasing age correlates positively with increasing func-
tional;j?%airment among the wider population6f elderly.

i




o Also, there is basis in law for development of a two-
‘tiered #ge-status for older Americans. Leonard D. Cain,

reporting on ."Aging and the Law" in a Handbook of Aging and
the Social Sciences published in 1976, wrote:

<

The specification of a chronological age or- age span
for the purpose of status demarcation and differentia- '
tion is replete in the statutes, codes, -and.other legal 7
expressions of a wide variety of governmentally vali-
dated agencies. Eligibility to vote, to receive a
. o - pension, to seek public office, to maintain the right
to.employment, to receive various protections or ser-
vices or.exemptions is typically determined dn part by
tHe chronological age of members of a society. Refer-
ences .to age-related attributes (minor, elderly, grand-
parent)., without specificity of chronelogical age, also
abound. . . .
L t
There are pfoblems with using a specific age as the door-
way of entitlement to a defined set of §§pporting services for
the frail elderly. 1t should be public policy to bring about
adequacy. and equity for all who are at similar risk. However,
. these goals cannot always be met in a single or the same, pro- :
I gram. In implementing a national poljcy,vadministrative con- :
siderations require specificity and simplicity with regard to
eligibility to the program. Therefore, it sometimes becomes
necessary to use certain criteria such as "age'" status in order
to target benefits récognizing that suchwﬁ strategy will not be
, a full solution for persons who have additional minority '"sta-
' tuses". The Council will continue to examine this issue.’

) \

CHARACTERISTICS AND STATISTICS

Q .

The following déta provide rekisonable evidence that frail:
ty is an accompaniment, however unwelcome, of increasi age.
‘ By frailty is meant reductiop of physical and emotional capaci-
. ties and loss of a social-support system to the extent that the =~ ° )
elderly individual becomes unable to maintain a household or
social contacts without.cbntinuing assistance from others.
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_Increase in*Numbers of the Oldest | o o~

o

Between 1977 and 2035, 'the total population in the
United States is projected to grow by about 40%, from 217
.million to 304 million persons. The elderly population is
projected to more than dpuble in size during .this same
petiod from 33 to 71 milllion persons. The segments of the
elderly population that will be growing most rapidly will
be the oldest of the old, women and persons of races other
than white -- the same groups that have suffered more from
such common problems of. the elderly as poor health, 'social

isolation, and poverty. ' '
The ;spulatign 75 years of age and older has experi-
enced a ten-f¢ld increase since 1900 and the age group 85+
- has grown by about seventeen times while the size of 'the .
60-and-over population has increased by nearly seven times.
Cur¥ently, about nearly 40% of the elderly population:is 75
and ‘over, and this proportion is expected to increase to
45% by the year 2000. The 85+ group now constitutes one of
.every ‘sixteen elderly persons; by 2000 they will represent

one of every eleven. , FIGURE 1
The Percuntage of the Very Old Among the N
A\

. Elderly is Increasing®
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Sex and Family Composition c Lo .

-~ .

*
. . ° / N )

. The older pqpulatien is predominantly female; the
older. the. age group, the greater the predominance. . In 1975,
“the 75-79 age group had 1.5 million“males, 2.4 million o
N females’; ~the 80-84 age group-had%BSS,OOD'males, 1.6 million
females; and among those 85+ there were twice as many women
as men. "In the year 2000, there will be.154 women per 100 = .
- Mmem 65+ and.the 75+ -ratio will be 191 to 100. o

>

. 3 . (. . ’ P
: Since women in Amerlqg typically marry men older ‘than

probable status for females in -0ld age. 1In 1976, most older
men (79%) wWere married: most older women (53%) were widows,

years to 70% “for those 75 years-and older. Widows consti-
tute over one-half of the total nursing home population and
three-fourths of’all elderly women in these institutions.

b

| The fertility of successive age cohorts of women has ot

varied greatly. For example, women who are now entering’

their mid-seventies have had fewer‘childkgn than any age

: cohort before or since. Women now in their fifties,~and
expecially those .in their -forties, (the mothers of .the
so-called "baby boom,") abruptly reversed the-long-time

trend towdrds lower fertility. "The mothers and fathers of .

the "boom babies" can lqok.forward to having more adult °u' ‘

childrenr;o/tely on in their later yearsy, . -

This, other related trends, and increasing longevity -

: will mean that four.- and five-generation families will be-
come as commofi in the next ceantury- as the three-generation N
family has’ become;: today. Sdciety has yet to assess the ’
quality of relationships between and among geénerations be- .

. ’ cause -the phenomenon Of more than three-generation families

numbers. . C s

* “
PN . .
AR -

for every 100 persons aged 6064 and in 1950 the ratio was ¢

only 28:100. By 1980 the projected ratio will be 49:100.7,

This does not present the entire picture of familial, inter-
oL generational.dependency because many, 80 year-olds haye off-

sgring'youn@er than 60 .and "families" can include siblings,

n eces,ﬁnephews-gnd cousins. -~ A ‘
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themselves, and since women outlive men, widowhood is_ a : <j

The rate of widowhood rises from only 23% for ‘women 60-64 T

has never occurred bgfa;eain such statistically significant P




Military Service

°

¢

In identifying characteristics of older men, the fact
of military service must be considered, especially  in rela-
tion to benefits for which veteran status provides eligibil-
ity. (Women veterans amount to less an 2% of the current
total.) Most World'War I veteranswere aged 65 to 75 years
between 1960 and 1970 and aged 75-85 between 1970 and 1980,
- The World War II - Korean War veterans are a uniquely large
group. By the year, 1990 over half of all American males
65+ will be veterans, and by 2000 the pefcentage increases
to almost 60% or 7.1 million men. Should current eligibil-

;;y rates_prevail, 250,000 of this next generation of elder-
1 X

veterans will require VA nursing home beds (Senate Com-
mittee Report on Veterans Health Care, 1977).

There are few objective criteria for determining emo-
tional well-being'of men and women OT differences in the
quality of mental health between the sexes’ However,
differences in the suicide rate between older men and women
are so marked that they bear further study for-their impli-
cations in determining any national policy for tke_oldest
of the old. With advancing age, there is a, gradual increase
*in-the rate of suicides for the total population but the
rate for women decrgases. For the group aged 60-64, there
are three male suicides for one famale. Men aged 85 and
over ‘commit suicide at 'the rate of 10.5 to one woman in
that group.’ “ ‘ C .

’ )

Educational Attainment

\ 9

The number of years of education one receives remains
a consistently effective index of economic and social well-
being. :Between 1940 and ‘1976, the median number of school
years of persons 25 years old afid over rose steadily from
8.6 to 12.4 years. Since 1960, the median for the elderly
has risen from-8.3 to 10,3 years, and this figure can be
expected to rise to 12 yeprs around the year 1990, Al-
though thesoverall median for the elderly population was
10.3 in 1976, this figure ranged from 12 years for the 60-
64 age group to about 9 years for persons 75 and over.

Related fo the ‘increase in educational attainment is ’
the decrease in the number ef -elderly persons with language
difficulties. A survey conducted in 1975 by the Census
Bureau indicated that 5%, or one millioh persons 65 years

-18-
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of age or over, usuélly spoke a language otﬁérithan English: .
The usual speaking language for half of these persons was ‘
either Spanish (30%) or Italian (20%).

>

Race/Ethnicity

There/is ap increasing awareness of the importance of
identifyin cial and ethnic factors in order %o under- . T

stand both the problems and the strengths of older Americans,
Ethnicity is described (Giordano and Levine, 1975) as more

than a distinctiveness defined by race, religion, national .
origin and geography. "It involves conscious and unconscious ‘
progesses that fulfill a deep psychological need for. security, .
identity and a sense of historical‘continuity. It is trans- - ‘
mitted in an emotional language within the Tamily and is rein- . >
forced by similar units in the community. Thus, there is
a sighificant interrelationship between ethnicéty, family
and neighborhood", h "

Nearly one-fifth of American citizens now 75 years of
age and over were immigrants to this* countty:; Most were
post-World War I' imiigrants from Southern and Eastern Europe.
Demographers are still trying to assess the impact of the
current influx to the ‘USA.of persons from countries south of
our territorial bordey;.

Available research seems to suggest there is little
correlation between race and functional ability. Yet most
racial minorities have shorter life- expectancy rates than
whites. (Figure 2 - following page) . 5

- .
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« (Figure 2) .

O
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Life Expectancy —Race and Sex

 Estimated Average Length of Life in Years, ) : .
by Race and Sex: Death Registratiop States, 19001928, '
and United States, 1929-1974

' “White . Racial Minority )
. Female Male Female Male
Years
of Life
s Remaining
- / 60‘
40 Fd
, . 20
-
© . . o
t . 1929-31
: 1909-11 L v y

1900-02 , 1900-02 1900-02 1900-02

3

a

Source USPH S, National Cenlor for
Health Statisbics, Vital Statistics of the
U §. 1974, Vol li. Section 5. In preparation

-

-

These differences in life expectancy between whites
and racial minorities are usually attributed to lower socio-
economic status. The next table (Figure 3) provides futher
.evidence of the disparity in wealth and life expectancies
’ . among 'the various racial/ethnic groups in this country.

s




Figure 3

- .

Human Resoufces Corporation, Theories of Social Gerontolo for Research and Programmi
by the Administration on Aqing, Volume One; Fipal Report, San Francisco, CA, March 1976.

.

“SELECTED CHARACTERISTICS OF RACIAL/ETHNIC AGED POPULATIONS {65 AND OVER), 1970
(See notes on following page.)

Total Spanish |Spanish Nationalities :__Asian Nationalities
Characteriatics Elderly| White | Black Horitage| Mexican Puorto| Cuban Japa~ Chinese] Pili-~

Rican nese pino

Rumber (in thousands)| 20,050 } 18,360 1,586 382 189 34 35 47 27 21
Percent of Total | 9.9 l0.3 6.9 4.1 4.2 8.0 -, 6.3 |
' (all ages) |, A . +
Median Age of
Population 28 Yo 22 ) 32

Age 75 and Over as-
t of all Elderly

Sex Ratio (men
per 100 women)

Percent living in:
Urban areas b
Rural, non-farm
Rural, farm

Percent Poor

Percent in Labor
Market
Men
Women

Percent Completed
" nigh school
Men
Women

Percent Married ¢
with Spouse
Men
women

Percent Widowed
Men
Women

ERIC

Aruitoxt provided by Eic:
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& Figure 3 (continued) .
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SOURCES. U. S. Bureau of the Census, Census of Population, 1970. General Social and Bconomic Charac-
teristics, Pinal Report PC(1)-Cl United States Summary {Washinggon, D. C.: USGPO, 1972), R
Census of Population, 1970. Subiect Reports, Pinal Report pC(2)-1C, Pergons of Spanish Origin

{(Waghington, D. C.s USGPO, 1973); . Consus of Population, 1970, Subject Reports, Flnal »
Report PC(2)~1P, amarican Indians (Washington, D. C.i USGPO, 1973), + Census of Popula-

tion, 1970, Subject Reports, Final Report PC(2)-1G, Japanese, Chinese and Piljpinos in the United

States (Washington, D. C.: USGPO, 1973); , Census of ‘Population, 1970. Subject Reports,
Final Report PC(2)-9A, Low_Income Population (ﬂashington, D. C.s USGPO, 1973). ‘

~

NOTES. Rachl/ethnic populations:

Total elderlx includes all persons 65 yeata of age and over.

-
»

white, Black are wwany_excluuv.o cateqorles. Term 'Neqro" 1- used in census publications.
' Spanish Heritage ihcludes persons with Spanish surnawe, Smnlsh as mother tongue and/or "
Spanish origin. Als0*included in white and black populations on basis of self-
reporting or country of origin.

Moxican, Puerto Rican, Cuban--categories based on country of origin of reporting person
by place of birth for self or pafent(s). The sum of the three categories does not
equal Spanish heritage. . .

¢ . N « ' a

7/
Japanese, Chinese, Pilipino--categories basod on country of origin of reporcinq person
. by place of birth ¥or self or parent(s).

Native American includes petsonl identifying self as. American Indlap or giving name of )
tribe.

‘
v N ‘

: ’ Characteristicst -

Parc;;\c poor is calculated on basiyg of level of income of unit within which individual
lives-~if in family, based on \gvel ily income.

In labor market includes persons working ar 1o0king for work. '

’
-




Income
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With advancing age, some older persons experience

Gifficulty-in managing money. When all or part of their income

s derived from some government income transfer program, cet-

tain procedures must be undertaken to assure the use of the

monies for the well-being of the intended beneficiaries. The

Social Security Administration and the Veterans Administration,
appoint.''representative payees' for persons they belleve can-

not martage their own cash benefits payments. In a way, the
need for this designation is another indicator of frailty. .

-

figure 4

Social Security Beneficiaries with Representative Payees

Age Percent
65-74 .7
75-84 . 1.9
85+ 6.6
v
Source: Adapted from Social Security Bulletin, Vol. 40,
No. 9, September 1977 R

I . : A~
.

Data are -not available on.the number of SSI recipients
who have other persons officially responsible for handling
their benefits, except for those persons who are residing in
domiciliary care facilities and receiving federally-adminis-
tered optional State supplements. Of persons 65+ in such
supported living arrangements, 15 percent had representative
payees, almost'half of whom were relatives. The aged with

representative payees were' predominantly those 75 and over’
(72.9%) T

-
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Living Arrangements . ‘ c o

- ( . > ~

pus
-

- ‘Numbers of older men and older women living in a ‘ e
family setting in 1976 were about the same, 7.4 million,
but since there are many more older women than older men,

4
"the proportion of oldér men in family -settings was 83% -
and that of women, only 58%. :
Figure § . . , ) ‘ °
i ¢ ( o IS L
< Living Arrangements: 1976 ' . . . -
~ (Noninstitutional Population) ~

MEN +  WOMEN » . ;

HEAD OF - omeg FAMILY LIVING ALONE ’ T a
FAMILY MEMBER OR WITH
. . NONRELATIVES '

’—\ L S

AY

Source: "Facts About Oldger American 1977",
Administration on Aging, HEW.

: About 5% or approximately one million older people,
- lived in.institutions of all kinds-in 1976. .(In 1985, the
. institutionalized poputation is expected to be 2.6 million).
Seven out of 10 nursing home residents are women. Generally, '
there were 238 females per 100 'males. Of female nursing home
residents, almost 80% were aged 75 or over. About 63% of the
‘male nursing home residents were 75 years or age or over.
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. FiEure 6 - < . : .,t
Percéﬁf Bistribution of Nursing Home Residents
(August 1973 - April 1974)
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. ' Although there is the widespread notion that the elderly
‘are a migratory group (moving to a warmer climate, for ex-
ample, upon retirement), the fact is that the older popula-
. tion is the least migratory of any age group. Between 1970
and 1975, over 40% of the total U.S.. population moved to a .
different residence. Among the 65-74 years of age,.maoving .
was at the rate of 20% and for those 75+, slightly more .than . .-
18%\ N .- . &

The special problems of the elderly residing in rural o
.areas have long been a concern of the Federal  Council and ’
many other advQcates of the elderly.. Inadequacies in trans-

b ' portation and formal health and social services have been
docume « While many believe the quality of informal
rural supports from such sources as neighbors is superior to .
) that to be found in the urban_environment, others believe . s
: T that the departure of younger generations to the city to
. make a living denies frail older relatives the familial aid
%@ ‘ . they will need with advancing years. But juét as the migration
o from the farm to the city has stabilized, ‘so too is. the urban
‘. 'componenent of the older population expected to remain at 70% at* -
least until the year 2000. ’
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. Yell-Being of the Eldeérly

\\\\\ . It is a fact that each person ages differently and the
interaction between physical and mental health and between

. health ghd social and environmental factors all affect ‘the
measurement of "well-being".among the elderly.
o < : .
- Two recent efforts to’measure the overall condition of

' the elderly are most useful for planning and policy efforts
such as the Federal-Council oh the Aging project on ‘the frail
elderly. T ‘ ' ~

The studies of’Saad“Nagi (1975) show the following ‘rates of
limitations in physical and emotional performance and on
independent living by age:

’ , ‘ Figure 7%
o ' " ¢ .
) < . R ,
-URespondéntS‘ Minimal ©  Some . Subsfantial Severe
by Age ’ Limitation Limitation  Limitation Limitation

-~ Limitations in Physiéal Perfbrmance by Age, by Percentage

£

65-74 *s 56.4 23,7 SN 10.1
T .29.7 27.9 235 19.9
Liaifatidnsiih Emotignal Pefformance(by Age, by Percentage .

65-74 - 32,1 35.2- 22.6 1001

75+ - 25.5 39.3 22.2 . 12.9

' .Limitationstin'Independ;nt Living by Age, by Percentage

" - Respondents None Limited but .Mobility , Personal Care
2 by Age .o Independent Assistance Assistance
. ’ Needed Needed
65-74 77.4 R 5 , 8.5 3.9
75+ ; 59.5 14.7 »16.7 . 9.1
*Adapted from Négi,.Sdad,‘An~Epidemiologz of Adultﬁood Dﬁsabilit;
in the United States, Mershon Center, o State 1ver51ty,e /5.
A . N . . ’ / »
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The: General Accounting Office used the OARS Multi-
demensional Functional Assessment survey instrurment
(Pfeiffer, 1975) to determine the well-being status and
impairment level of older persons in Cleveland as part of
its study described on pages 76,77 GAO combined its data
and material resulting from the development of the instru-
ment at the OARS - Duke project to provide the following
table: )

{. 1

Figure 8
« E -
13 o
Impairment . Noninstitutionalized Institutionalized
level people people
- (percent)-
Unimp&ired 21 i
S}ighgly 21 1
Mildly 18 - 86 - 2 13
Moderately 17 & 5
Generally _ 9 _ 4 —
Greatly 777 14 1 87
Extremely 7., 76

® ¢

=
o
o
=
o
o

n

The OARS survey asks questions in five& areas of human
functioning: social, economic, mental, physical and activi-
ties of daily living. The results in each area are combined
to form a picture of overall well-being. The scale begins .
with "unimpaired", which means excellent or good in all fiVve .
areas of human functioning. At the other end of the scale,
"extremely impaired" mean$ mild or moderate impairment in -~
four areas and severe or complete impairment ‘in the other,
or complete impairment in two or more areas.

At- the req;Lstzof the Federal Council on the Aging, the
GAO prepared special calculations (Figure 9) based on its
Cleveland study to show .the relationship between advanced age
and a _decline in well-being status. It notes the :almost S
doubling in the "egtremely impaired" rate between the 75-79 " -
age group and the 80-84 group. ’ ‘

Id



DETAILED .BREAK-DOWN OF WELL-BEING STATUS BY AGE

g , 2 Percent of age Eroug
Well-being.status - Under 70 70-74 75-79  80-8¢ 85+

4

Unimpaired _ 0 25.8 ~ 20.5 14.9 8.7 9.2

P

Slightly impaired - 25.1 25.0 - 15.7 15.0  11.2
Mildly impaired 19.2 19.5  21.0 21.4 . 22.5
6 Moderately impairéd | 13.7 12.1 ° 22.6 17.9 14.3
Generally impaired 5.4 10.8 9.3 11.6 _ :12.2

Greatly impaired 3.6+ 2.9 2.0

Very greatly impadired 6 3.6 4.6’ 6.1

Extremely impaired . 9.3 -17.9 - 22.5
P . ' 100 100 200

——bee

The GAO was also asked by the Federal Council whether
minority elderly revealed more severe impairments at younger
ages then whites. .According to GAO data, minority (black)
persons did experience more severe impairments at lower ages.
However, there was no statistically significant difference

_for those persons 75 and over in the two-racial groups.




Conclusion

/

&7 ' There is sufficient evidence regarding both physiologi-

cal and social decrements to support the conclusion that it
is no longer sufficient for national policy on the elderly

to be basea

o

on ‘the fbllowing premises:
All those past 65 (or 60) fit into a single
old age status or- category.

The national strategy of income maintenance,
which -may.serve the younger, well and mobile
elderly, is not adequate for the older-and
frail. ) -

The present-haphazard array and the uneven
availability of Hhealth and social services .
‘create additional needs for persons, already
functionally impaired to a considerable degree,
who cannot broker their own services and -
benefits.

]
)

Evidencé does support a policy based -on the foilowin :

N -
b .
’

w

v

. O

A second older-age‘staﬁus, with the presuﬁpt’on
-- for administrative purposes =-- of frailty

at a certain advanced age, is needed and equita-
ble. - )

A strategy of social intervention is needed for
the frail elderly to provide services not avial-
.able in the market place.

A pattern of social services based on autéomatic
entitlement is needéd to assure access. to ser-
vices by all those who become frail.

\

-
-
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. TODAY'S SITUATION -..THE HELP THAT EXISTS

-~

THE NEED FOR "help in getting help" has been recognized.
The Older Americans Act, particularly through the area agen-
cies of ,aging, attempts to bring about agency cooperation at
the community level to provide comprehensive, coordinated
'services for the elderly. There are.now federally-aided .
mechanisms for health and social service planning for people "
: of all ages at :the local and State levels. There have been
~ a number of demonstration projects where coordination begins .
"~ with the individual needing help rather than the helping
agency., - . . :
The array of Federal benefits and services which are
available to the elderly is in many ways a measure of the
compassion which this Nation does have for the ‘elderly and .
' shows an attempt to meet some of their specific needs. -

But the unevenness and ¢onfusing and often conflicting
eligibility requirements of the programs reflect -both the ®
best and the worst of the democratic process and of a highly-
developed nation. They show the democratic process respond-
ing to the laudable pressures of citizens organized around
a particular issue and the response of members of the House
and Senate organized into committees with unyielding juris-
dictional lines around each domestic program area./fAnd they
show the highly developed nation with all of its seYvants,:
civil and otherwise, seemingly unable to, apply its modern .
technologies to the efficient and effective delivery of need-
ed help to its least fortunate citizens. ‘ :

»

A -

FCA Study:

Interrelationships of Benefit Programs - .

v~

\

The Congress has become increasingly concerned about the
individual citizen who is faced at the commnity level with '
both a confusing array of certain aids and the absence of . )

¢ many seeded~benefits and services. To try to resolve the e,

- problens which occur when the receiving of one Federal bene-
fit can + eligibility for another, the Congress asked the
Federal Council to study the matter and come up with some
solutions. T
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The resultant FCA report, "The Interrelationships of
Benefits Programs for the Elderly" (1975) found that, in that
year, approx1mate1y 22 percent of older Americans would
receive assistance from at least one of the three income-
conditjoned programs -- SSI, food stamps and Medlcald . 0f N
these beneficiaries, 49% would be participating in only one
program, 34% in two and 17% in all three. ’

“~The-study also found that several benefit programs had
w rates Of‘paIL&Ei\ tion and the FCA urged the Administra-
om* to: \

o Learn the reasons for low participation as a basis
for spec1a1 efforts to inform and sign up eligible
persons.

o Consider the feasibjlity of a 51mp11f1ed system at
the local level for determining e11g1b111ty and
benefit levels for all federally-funded income-
conditioned programs. .
. ) 8 ' C
Information and Referral

23 > -

/ ~

?

~ The need for older persons to be informed about beneflts
<and servicgs to which they are entitled or which are avail-
‘able in their community is Being addressed at the community
level. Information and referral ("I and R") programs hdve
existed for many years_ under voluntary, often United Way,

" sponsorship. The passage of the Older Americans Act in 1965

provided fqus for a number of demonstration efforts for

 special I&R.programs for.the elderly. The 1973 amendments

to the 0lder Americans Act mandated “such programs as a basic
service to be provided by the new area agenc1es on aging.

While such efforts are most useful to the vast majority
of the elderly who can benefit from what is essentially a

* short-term service not requiring highly-skilled persons as

the major practitioners, it is not enough for the frail
elderly .

1_ . . '
Legal -Setrvices :

Y

-

Spbsiaized legal sérvicgs,‘have become available to the
poor and the .elderly, first throuﬁb the Economic Opportunity

.

. 1 5 -
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Act and then withgthe establishment of the Legal Services
Corporation and legal services under the Older Americans
Act. They have aided those who were denied or deterred from
eceiving certain services because of various legal barriers
., or interpretations by program officials. .This advocacy in
> Connection with particular legal problems of the elderly has
been and will continue to be needed by many of the elderly
and especially the moSt frail. But because their frailty is
made up of so many factors and because the needed help must
be equally multidimensional, legal services are not enough.

. At
FAMILY SUPPORTS. AND FAMILY SURROGATES

. Every culturq seems to have within its folklore, a vari-
ation of the story of the aging parent who laments: '"How can
one mother take cara’,of ten children but ten children can't
take care of one mother?”

Data emerging from a number of recent studies do not
support this homely assessment of intergenerational recipro-
city. Studies of the General Accounting Office, described in
this report (pp. 76-81) and a number of academic researchers
substantiate the fact that an overwhelming majority of adult
children do '"care" for and about their aged parents.

. Generated largely by findings from empirical research,
there is evidence of close generational ties within modern
families. (Shanas § Streib, 1965) (Sussman, 1962). Consjrs- .
tent data on close family relations emerge from studies of
g families drawn either from middle or working class popula-

’ tions. Patterns of mutual aid and frequent contact between
family members were viewed as indicative of family support _

and solidarity. An absence of shared households was believed
not critical in relations between an adult child and aging
parent not sharing a common roof. Repfated studies reveal

at least one adult child tends to settle in reasonable prox-
imity to the parental home to be available for as§istance. .
Ethel Shanas, for example, found that approximately half of )
all aging parents in the United States live within a 10-minute ™
journey of at least one adult child. Shanas reports further
that 65% of the national sample of elderly interviewed in the
‘United States reported direct contact with at least one adult

N ' ‘_33_ s
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child on the day or previous day of the interview. Research-

ers acknowledge some older people may be isolated or without

family or kin-but such’ aged persons in the aggregate consti-

tute a minority of older. American$. -

, It is a challenge to identify changes in ¥amily func-

tions because, these are evolving so rapidly. Several recent
developments which are associated.with the modern era are the
evolution of the two-generation nuclear family consisting of
adult parents_and their offspring of minority age; reduction

.. of family-living-space evident in'.the size of urban apartments
and houses generally; ‘demands of the work system which require
upwardly mobile families to move in accord with occupational
demands of employers; and the demise of the three-generation"

family residing under a single roof.

. ¥

Impact of Public Policies on Family Bonds

i
«

If one accepts the premise that public policies should
enhance existing and encourage additional intergenerational
- help” to the frail elderly, it is useful to assess the .impact .
of previous public policy decisions regarding the elderly and
the family, . .

_ In 1960, Alvin Schorr (of the Socidl Security Administra-
t19n), evaluated the practice of filial responsibility in the
United States and the relationship to it of social secuTrity
programs. He observed that réliance.on one's own income,

\ even if it provides partial support, contributes to an aged
person's sense of dignity and self-respect.” A major form
of aid to older-relatives prior to social security had been
shared housing. The income available thmugh this social
insurance program gave older people the option of independent
" "living and many took it. When relations between adult chil-
dren and their parents were based on at least partial indepen-
*dence, Schorr observed there was a spontaneous exchange of °
~. help’'and services. . ~
. Supplementing social insurances to assure a floor of O
™\, .- income. to the older generation must be recognized as -a major
- motivation behind the federalizing of old age assistance -
through the Supplemental Security Income program. Acceptance
of the notion that cash income ‘aid between the generations
should have such a degree of Federal involvement even extended

to the elimination of any filial support provisions in SSI.
] N .

-

34- 43




-

-

Some States still have vestigial ¥jlial support laws in

relation to State supplements to_.SSI but it can be concluded

that Americans no longer expect adult children to bear major .
 financial responsibility for their aged' parents,
. i . . .

sThere is also considerable.consensus supporting the public

policy embodied in Medicare that t cute heéalth needs of

the aged population should be met substantially by a Federal
social insurance program.~ It is likely that help in meeting
specifically defined health needs -associated with chronically
disabling ‘conditions will also continue to have broad citizen
support either through Medicaid or a new National Health Cate
program. Older persons and/or their families are not eéxpected
.to shoulder these®health costs alone. N

&

—~- “But there does not seem to be any similar consensus about
the natyre, quality, and intensity of Federal aid which should
be available to replace in whole or in part family roles and
responsibilities in relation to older members who can no longer
lead completely independent lives but do not require a contin-
uing health regime. - '

< [}

"Dorothy Rice and Saul Waldman* at a conference on long-
term care in 1975 indicated that the present patterns of care .
by family- are not 1likely to continue; -

Ve ) ‘ \

- -While this type of- (informal family) care, is presently
an important element, social ‘and- economic trends in
our society -- greater geographic mobility of the
population, the rise in employment rates of women,

*dand loosening of family ties r=- suggest reduction

. over the long-term.... y ' R

-

*
t . , .

. A J/
WithHout bringing in outmoded concepts of familial
responsibility, a public long-term care program .
- cannot exclude’ from eligibility for befiefits those
., who have -been receiving, or could receive, *informal
care. . L
. _ . i _ !. ‘.
The Federal.Council has identified the need for frail
" 6lder persons to have a "significant other" person in their
lives and that government should assist to assure the avail-
ability of this person when necessary and appropriate, In
a sense, '"family'" means at least two people. who aré bound in
some form of mutual and significant relationship with each
other. Theé dilemma in .government assuring the aﬁailabilitx

h

of a significant other to a frail older person is' the.major
dilemma faging pelicy-makers regarding long-term care, As a -

* ¥In regort of the Conference on Long-Term Careluéta sponsored
by Natl. Center on Health Statistics.and Johns Hopkins Univ.,
Tucson, Ariz., May 1975, . :

.
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Nation , we are just not sure how much and in what way govern-
ment can and should take over traditional caring functions of
the family for i1ts frail members.| ‘ w

Government Aid for the Féﬁily-CaringﬁFunction

Robert Ball, (1977) has described this nation's policy
for the eldegly as primarily an income policy.

Even our national health insurance plan for the elderly
and disabled, Medicare, conceptually, has beén an
extension of retirement insurance, protecting the
retiree against .the cost of episodic illness on the
rationale that such costs are unbudgetable and cannot
reasonably be met by a regular monthly pension.

In developing a "service strategy" for aid to the frail
elderly, it might be useful to work further with the "income
strategy" toward goals of ‘enhancing and.establishing family-
like arrangements of aid. . .

In examining the Administration!s welfare reform proposals,
the Council asked: for.cessation of the gractice whereby
SSI recipients residing in-the household of another person
have their benefit reduced by one-third on the basis of an
imputed contribution. :

: A further step could-be a modest "add-on", to SSI of
around $40 to $50 a month (1978 dollars) to compensate family
members, friends and/or neighbors for simple personal-care
services. This would be a straight forward means of achiev--
ing the FCA goal .of assuring and/or providing a "significant
other" to aid. in coping with daily hiving. '

Utilizing the FCA proposal of advanced age as an indicator
of need rather than poverty or functional impairment as in
the previously-described measures, this flat increment
could be provided to all SSI recipients upon attainment agel
75. - The payment could be increased, for instance, -at five-
year intervals on the assumptign that increaSing age would
require additional funds for aiding in provision of'a signj-
ficant person and for other life necessities.

For those not on"SSI, the eligibility'threshhold could

be increased accordingly. As mentioned oftem in this report,
" : :
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having money is not always assurance that a frail person who
v is becoming mentally confused will be able to cope. But try
money first, and then make a separate determination as to
whether some form of '"case management' is :also needed,in order
to provide a "significant other". ‘ o .

In ongoing research by Marvin Sussman, .the impact of a
.~ cash allowance to a family for care of an older relative is
being studied. In a simulated situation, respondent families
were asked whether incentives.including cash would be a deter-
minant in the decision to take in a near.or distant relative. .
Sussman found that, at best, incentives facilitate the process

and make it easier for.the already committed and does little to

. change the minds of- the refusers. His initial data suggest
that most families (81 percent) will accept older people in
‘the household in some circumstances. There is, however, a
hard core of approximately 19 percent who indicated that they
would not take in older relatives under any conditions.

- R.M. Moroney (1977) suggests that low-ifjerest loans to
make physical adjustments and/or-additions to the home would
aid those families who want to take in their elders but whose
housing is inadequate or inappropriate.- He also proposes
"respite care",-that is, regular periods of time when someone
will take over the caring function. This allows for vacations,
rest, and a chance to do things that cannot be done with the
constant care needs of the frail family member.

hY

While case management is being covered in another part
of this report, it is important to identify this service also
as one for the significant other person(s) in the 1life of the
older person. Counseling will be provided to this caring
person as well as to the older person in coping with the exi-
gencies of this living situation, .

+

Impact of Changing Family Constellations . ‘

~ In designing plans to serve the elderly, it is vital to
-recognize that participation in kinship networks varies
greatly among the frail elderly. Whereas, one older person
may have a number of surviving siblings, offspring, and long-
time nejighbors and friends; another may be the last surwvivor,
one whose relatives and. friends have preceded him or her in
. death. " Some ‘who are frail remain married; some have been
> divorced or widowed, and some have never married at all. Some
. " have.children close by; others hgve been isolated for decades:

(4}
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There is likelihood that onset of frailty in. practical,
program-requirement terms (operational frailty?) is "trig-_
gered" more frequently and ‘more dramatically by changes in
family circumstances than any other one change, Tha¢ is, the

‘ need for services for a frail person is likely to become
acute upon the death of a spouse, or when one spouse becomes
bedridden or-hospitalized, or upon the inability of a relative
to continue to offer services informally.

In considering proper roles far family members and family
surrogates in serving the frail elderly, there is need for a
reminder that opportunity for nurture of the multi-genera-
tional family*never be’fore possible is now emerging.

e ‘Although the multi-generation family continues to be:
presented as the realized structure of past generations,
facts are that three-, and certaihly four-generation families,
have been comparatively rare, ‘ahd such families with' members
in close.proximity rarer.still Eirst, an immigra#it nation-
leaves its older relatives behrnd. America has been an immi-
grant nation through the early*years of this century. - Nearly
one-fifth of those how 75+ are immigrants. And few of their -

&

children have had contact with a $sand-parental generation, .
In addition, American society hds been .mobile, both
vertically and ‘horizontally.. » The wertical»mobility,of second
dndithird generation immigrants and first and second genera- °

tion migrants from’sharecropper farms to the cities has
produced intergenerational strains. The ‘horizontal mobility, .
to eastern and northern cities, from east to west, from south
to north and, more recently, from north to 'south, has resulted:
in separation by considerable distance of: parents from their .

. children and grandchildren. ‘

The result is that America, in a sense for the first time’ :
in its history, has, structurally, three- and four-generation
famifies, and has, socially, an opportunity to promoie strong
bonds among kinship members. A program for the “frail ‘elderly
needs to consider the potentials of this-emerging opportuni'ty .

e,

» Importance of Ethnic and Cultural Distinctions .

v
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Another emerging opportunity for,enhancing family care

for its elders .is to be 'found in the troots" phenomenon. - .
-— Alex Haley's book on his search® for his African slave ances--"
tors was just one manifestation of the growing interest in not

& 3
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just identifying one's lineage but in strengthening and
utilizing, affectional, cultural and ethnic bonds. -

-

In"a study nearing completion of policy _issues concern- :
- ing the minority elderly which was commis'sioned by the Federal .
‘Council on'the Aging, it is being recommend that natural
upport among minority elderly be recognized and maintained,
Q*énd that legislation, regulations and policies that 'may dis-
rupt, ‘eliminate or have a negative impact on these systems be g
identified and addressed. .2 ) .
This study, which was carried out by the Human Resources
Corpogation, compiled evidence that: : v
++.in many minority communities, the elderly are not
segregated by age, but are linked "intergenerationally
S . with the family and the community. It is imperative
that these links and roles be recognized so that -social
services and government policies do not inadvertently
‘ . supplant the role of the family and community, and that
, they ‘do not.force or foster segregation by age of elder-
' ‘ly minority- persons. Closely associated with this
: pripciple is the fact that the family plays a very )
. . . important part in the emotional, as well as physical,
g security of the older person. Every effort must be made .
. to work with the family and to bring the family in wher-
. ever_focial services are provided.

¢

-

Creating Family-Like Living Arrangements SO

But what about ‘persons without families or with families
. who cannot or will not provide a home and care? Nearly two-
- thirds of. the States are adding funds to Federal SSI payments
» 0T pérsons residigg/in domiciliary care fatilities. .(Kochlar,
1977). Data.which “are available only for thosé States that
have elected Federal administration of their optional program
indicate 40 percent of the recipients were aged persons wh§
received an average combined Federal-State payment of $205 a
month, : . : ’
, It should be added that domiciliary care is for individ- '
uals who cannot function in an independent living arrangement.
. It may be provided in foster care homes, "in family-type set-
‘ tings .for fewer than five persons, or in a larger group or ot
+ institutional setting. "Dom care", as it is called in Pennsyl- -
- vania, is one means of Teconstructipg a family-like support K
system, ) :

.
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Different levels of supervision are available for these
persons. -Theoretically, all receive casework services from .
the 'State or local social service agency. Ambulatory individ- -

. uals who need assistance with eating, bathing, or dressing but
do not recguire regular medical or nursing carc arc given \
additional amounts of mondy in Hawaii, Massachusetts, Michlggh,

‘and New York. .Individuals requiring a more protective setting
receive custodial and other non-medical care in addition to
personal care. These persons include, for example, the mentally
retarded, former mental patients requiring special care
"individuals who are confusedsbecause of advanced age".” Several
of the States have payment schedules which also reflect these
special circumstances. Some of the paymernts for these recipi-
ents are paid to represeptative payees. ~

Natural Helping Networks for the Elderly

. :
Even with formal, organized social help_and change efforts
. and sometimes, despite these efforts, informal systems of help

in addition to family efforts have continued’'to flourish in
almost all social communities. In examining recent studies,
Beatrice Ferleger in 1977 concluded that an informal social
support system - a natural helping neswork - exists for the
elderly. This network helps to sustain elderly people both
emotionally and physically and acts as a supplement to the
formal system which often does not adequately meet their needs.
. Ferleger found that informal,service providers -- relatives,
friends and neighbors --' are frequently the primary support
"system of eldEFIy people. They provide the linkage between
the older person and needed social and health services.

g

From her examination of studies conducted by Cantor (973),

Heisel (1973) and Bild and Havighurst (1976), Terleger makes

the following conclusions regarding ‘the natural helping net-

works: e .

o ' [ N

As far as policy is copcerned, support of the infqrmal
system moves it in two directions: (1)  toward a strategy
of prevention, i.e., drawing on the knowlcdgc of the
natural helper increases the possibility that early iden-
tification and intervention will minimize and avert crisis,
situations "and will serve a preventive function; and (2) o
toward decentralization of service delivery into thé\
community. )
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The orientation toward prevention and decentralized
comhunity-based service delivery in the utilization of
the 'informal system necessitates the.recognition that
strengthening this system in no way obviates' the need to
strengthén the formal one as well ....For legislators,
policy-makers and. planners, this means that: planning
should provide for: increasingly available and accessible
services in the community; the capacity to integrate ser- -
vice deliyery should be intreased, possibly by planning
for the development of a décentralized case management
system with authority and accountability; and legislation
should stress andaprovide fo;agrevgntive and community-

‘ based services. - . g

A final word shoyld be noted a ut-the relationship be-
tween the natural helping network and the formal system. The
natural neighbor-helper may see the representative of the for-
mal helping agency as an intruder.’ The professional may have
difficulty in moving away from traditional service delivery
techniques and”work in a peer relationship in an unstructured,
situatjpn. Theérefore, a high level of professional training
and discipline, is necessaPy to strengthen the natural system

“without-disrupting "its delic¢ate balance. . .
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. 'Ihe‘propqé&fé%f a modest "add-on" to the SSI- payment is
, an gﬁ&cﬁpt”to encourage and colipensate the natural network
_ - of-Nelp in ‘an glder person's, life when and where it exists.
It might®pay igr'the gas of -a neighbor who will drive an
older pefsbn te the clinic once a week and pay the teenager
-dowir the Street: for shoveling the snow off, the front walk, -
, It will not be enough -to pay for a home health aid twice a
week. When ‘that\level of care is required, the formal.sys-
¢ tém of social or health services will have to be involved

gin order to make a determination of need. Policy~makers will
# + not accept the provision of that level and cost of ‘care uith-
1

)

out some individual assessment of functional need as well\as
income status, appropriate standards and aemonitoring system.

.
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Where the older person even with the -additional SSI pay-

ment cannot identify or utilize a significant other, it would )

4 be the function of the case manager to-bring .this about, If .
family, friends and neighbors are not available, the case -0
manager --'herself now a significant other person to the frail

older client -- might turn to some organized volunteer program

|
to recruit someone willing to provide some of these important |
. personal care services like shopping and companionship in i
\ person or on the phone. - . . -
) Organized volunteer programs abound in the voluntary
sector sponsored by church, civic, fraternal and social
organizations and the United Way. The following section ‘
describes the programs in which the Federal government has
"helped stimulate volunteer programs which are and could be
particulatly helpful to the frail elderly in bringing a family
surrogate into their 1lives. . e ‘
\
In reviewing this proposal of the FCA, Dr. Ruth Weber
speaking at the session on the frail eldérly at the 1977
Gerontological Society, cautioned ti:at the problems of training,
supervising and-matching the significant other to the older
person are still being studied. ''Most important is the lack of
Conscnsus about how the older person's decision-making is to
be maximized in this situation." C

Federally-Aided Volunteer Programs
. ° N
Among ‘the social initiatives of the Sixties was the con-
cept of a modest égbsidy to enable.a person of'limited income
Oor a person who wanted only enough for subsistence to™volun-
teer! their services to aid less fortunate pérsons. Several
are oféﬁarticular importance in serving the frail elderly, )
PR VISTA abled persons of all 4ges to serve persons ‘of all ages.
RSVP (Retired Senior Voluntcer Program) provided rcimbursenient
- of actual .cxpenses to older persons who performed a variety of
services.. Many recruits to.the "Senior Community ‘Service Aide"
programs, operated under provisions of the ‘Older Americans Act,
have and are serving the elderly in the community who need
simple help in the home, grocery shopping, companionship,
telephone reassuraace and other homely but very important daily

coping assistance.- : v
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The Senior Companion program is the newest of these volun-
teer initiatives specifically designed to enable low-income el-
¢ derly persons to have a meaningful role in society and to help
functionally impairéd:and isolated adults live independently
§€ the community for as long as medically and socially feasi-
€. An additional purpose of the program is to help enrich*
the lives of persons who, because of physical, mental, or
emdtionalﬁ;onditions, need to be in the protected environment .

I
.

Lq{\in‘institution.‘

Advocates of the Senior Companion program believe it v
could be a major segment of a comprehensive approach to de-
veloping public policy and program for the frail elderly. - .
Service as Sepior Companigns can forestall frailty for. the: |
volunteers bprroviding a meaningful role. Their role as a
"significant other” could complement the work of the natural
network'of help, the family and formal service systems.

. ~
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*{°  PORMAL SOCIAL-SUPPORT SYSTEMS

Perh ps the term "formal social support systems" is’ too
ambitious< a description for a chapter which intends to vy
describe those primarily-non-health supportive services and
living arrangements for the frail elderly which exist to a
greater or lesser extent in every part of the United States
today ‘

These programs are carried out in the government .and in
the private sectérs.r- both voluntary and proprietary.” Pro-
grams 'in the private(sector are being financed increasingly
with tax dollars. Because this study is an effort-‘to develop
national '"public' policy, the emphasis here, as throughout
the report, will be on the role of the Federal governmént. At

". the same time, it must be -acknowledged - without attempting

- to deal with its complexities - that the impact on voluntary-
ness by the infusion of government funds in areas which,have
traditionally belonged to philanthropy is a ser;ous matter of -
concern. .

: This section will attempt to describe the scope, nature
and trends :of social supports for.the frail elderly in orderw
to assist policy-makers in contrasting and evaluating these
programs with those based on a health approach to long-term
,care pollcy development.

It is" important to note basic d1fferences between health
and social models. Health care is essentially dependency -
creating because its complicated technologies require a great
deal of decision-making by the technicians, primarily the -
physician as the manager of health care. The culture of
health is costly and a major way to limit its cost is to"

- avoid its use except for purely medical care.

What many believe to be the core of social work practice
is one-to-one aid: - modeled after the caring, nurturing and
coping roles of the- family itself. 1In the social casework

+ model conceived for the FCA services, every attempt is to be-

" made to strengthen existing and available care within the
family, only - turning to the development of family-like °
supports. when the real thing is not available or cannot do
the whol€ job. . . .

«
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> Altheugh there has-been § major increase in the last 10
years in Federal monies for social services ¥or the elderly,
both through age-integrated ‘programs made possible by Title -
XX of the Social Security Act and- age-segregated programs of
Jﬁ:‘\f\the Older Americans Act, there is still. some hesitation about
just how far government should get involved in functions which
many citizens believe to be the province of the family or at
least of voluntary almsgiving .and service.

-

14 »
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. . : ‘
Certainly, the national income strategy is based on the.‘ |

belief that, with enough money and a means of paying major 3 I
medical bills, older persons ill.not meed social services or :
social workers. . _ ~ " ) ‘. . N

— o -

‘But thg limitations ,of an income strategy are_being
increasingly appreciated and-.understood, particula%&y for the
frail elderly and theitr families who, even with®money, cannot
cope with problems of daily living. . '

[
- .

. Age-Integrated Services

-

<
?

L Title XX of the Social Security Act is the major Federal
program for financing social Services to vulnerable popula- . . '
tions of all ages. Certain services tend to be spegifically
targeted towthe aging populatio" .These include day care ]
and foster care for adults; home-delivered and congregaté‘ -
meals; home management, homemaker and ¢fore services; protec-
tive services for adults .and group dctivity centers ‘for the
aging. For the quarter ending June 1976, 265,602 aged
Tecipients received one or .more, services. .

’ . ' a - ’; ‘ ‘e
The "Federal government began substantial involvement in .
the financing of social services with the 195& Social Secyrity’ - ¢
amendments. , Lotis Rhodes, writing in Public Welfare; provides =~ ,, .
a useful historical perspective:: | . . . LT
] / The policy shift toward in-kind-service as. yeflected 4
in successive amendments to the Social Sed ity Act & \ -
from 1956 through 1975 - excepting those of . 1972% - Lo, >
> hadylittle immediate and direct,@ppact on service - .,
" deldvery to the elderly. Howevef), the la ent’signi- ’,
ficakce was twofold - and efgeonflicting mature. BN
" .First) the actions established the concept of in- I
. kind ,service and theresultant programs as an integral . | °.
component of the public asSistance system. Thif ‘ . R ,
: : ‘ U ,
P v q ) . _ el
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' : breakthrough eventually ,Jed to the development and . %
. implementatios of programs debSigned especially for
- meeting the un'qug needs of the\elderly.

Second, the rapidly rising Federal expenditure .for
sgcial services under the 75-25 percent matchlng ,
. grant formuld approved in 1962 resulted in a $2.5
billion ceiling being slapped on spending for such
Y, services ten years later, by an amendment to the
General\Revenue Sharing Act of 1972, ’

»

Protective Services

’

o The mandate in Title XX for protective services for
adults who are unable to protect their own interests and
are, therefore, in danger of neglect, abuse or exploitation -
has stimulated virtually all States to establish adult

. protective services programsand around 20 States to
enact new adult protective services legislation. Workers in
these programs are crowding every conference or training

/,,AO session which offers knowledge in skills to work with this
multi-problem population. Because this population is -quite

likely to contain many of the elderly whom the FCA considers

"frail'; the role and status of protective services must be

considered in developing national policy for the frail eld-

erly and for long-term care.. :

A

The practice of protective services is not new. Under £
the direction of such leaders as Margaret Blenkner at.the Be\i
jamin Rose Ihst1tut§ . Gertrude. Hall and Geneva Mathiasen #

the YJational Council)on the Aging and James Burr of HEW, th:f'
number of resear ojects, conferences, articles and/book;
on protective services rose dramatically in the 1960s. ¢

¢ ) - .. PN L .

' The surge of. protective services as a result of the 1974
amendments is still; being~measured. For instancei in 1976

. 34 States had established protective services for adults. . l
' . ' Information recently provided by HEW's Administration for .
Public Services indicates that all but three States now have
a servicer under Title XX which can be identified as "protec-
tive services". Of the three, Colorado does have a_service -
entitled ''assessment of need. for protective services" and
Delaware¢ has a public guardian who is a social wotrkér. Only
: Wyoming does not offer anything which could be interpreted
: as -a protective service. , , |

[
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The majority of the States that have supportive services
included in their. protective services Erogram,.proV1de these
without regard to income at least in the short-term.. Under.
Title XX, Federal aid is-available without regard to income for
services directed at the goal of preventing or remedying neglect,
abuse O™ exploitation of children and adults undble to protect
their own interests. The cluster of sefvices provided by 33
States are health-related services, legal services, provision
of alternate living arrangements, counseling and homemaker/
chore services. They are provided both'direcgly by=State
agency personnel and by public and private purchase-ofiservicp
providers. .

According to the-most current available data, adult
protective services were provided to 133,408 primary recipients
at a cost of $14,816,731.

In addition to Title XX, the Federal goZérnment‘alsp ’
pProvides social services of help to the frai elderly through
programs serving all ages administered through the Commuﬂity‘
Services Administration (formerly the Office of Economic *
Opportunity), legal services from the Legal Services Corpora-
tion, and community-based mental health care through the
Community Mental Health Center program. Eligible veterans -
can receive a variety of aid from the VA.

A useful listing of Federal and federally-supported
benefit programs and services can be.found in the "Handbook
of Federal Program Benefiting Older Americans" which is an
appendix to the study of "The Interrelationships of Benefit

Programs for the Elderly" of the Federal. Council on th .
(1975, p. 31, 32). A n the Aging

~

Age-Segregated Services for the Elderly o

3

Dissatisfaction with the amount of support and interest
from the voluntary sector and with government programs design-
ed to serve allfages were major factors in the passage of
the Older Ameritans Act in 1965. The Act established the

4
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Administration on Aging as the Federal focal point and advo-
cate for concerns of the Nation's older persons, designed to
foster coordinati and increased commitment of Federal
resources to the field of aging. States were assisted in
setting up similar focal points for aglng concerns. Subse-
quent amendments provided Federal aid in establlshlng area
agencies on aglng within each State.

- /)

A "national network on aging" is now in place, consis-
t1ng -- at the end of fiscal year 1977 -- of 56 State agen--
cies on aging and 556 area agencies on aging located in 612
planning and service area. There were also 1,047 nutrition
agencies operating 9,166 sites providing both congregate and
home-delivered meals 'and certain support services. About
15% of the meals served were delivered to homes of persons
unable to attend congregade sites because of impairments of
short or long term duration. Funds for nutrition programs
in fiscal year 1976 totalled $225,000,000.

In addition to the nutrition and other services avail-
able through Title VII, of the Older Americans Act, addition--
al services for the frail elderly were provided through Title
IIT of the Act. These include information and referral,
.telephone reassd&ance, chore services, in-home seTV1ces,
escort services and legal and other counseling. Title III
provided, over $77 million for the purchase” of services in
fiscal year 1977 -- ndt all for -the frail elderly. .

There is no income test for services unger provisions
of the.Older Americans Act, except that participant contri-
butions -- especially for meals -- are encouraged.

The role of advocate for the elderly and catalyst of
efforts to sensitize non-Older Americans Act programs at the
national, State and local levels to serve the elderly has -
been a continuing activity of the '"network'". The frail
elderly have benefited from the wide range of AoA research
and demonstration prOJects which have provided the knowledge
base for many of the issues being developed “in this current
project of the FedetYal Council on their behalf. Service -
programs of particular benefit to 1mpa1red older persons exist
in many communities throughout the ’country because of AoA
demonstration grants.

The Carter Administration and the new Commissioner on
Aging are putting their own stamp on the AoA advocacy role.

’
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‘What Commissionér Robert Benedict- has described as an "access
assistance system" has special relevance to frail older persons
with their problems of coping with systems of help, .

In, testifying before the Select Education Subcommittee of
the House Committee on Education and Labor on the reauthori-

. zation of the Older Americans Act on March 20, 1978, HEW
Secretary Califano asked Congress to add language to Title I
of the Older Americans Act clearly calling upon/all levels ,
of -government to help eliminate the remaining social barriers
facing the elderly, and -calling on State goverfiment to begin

developing new systems of personal advocacy tg¢ protect the
rights of okder people. Under this proposal,/ the States
would be asked, for example, to help train cjtizens to act as
volunteer guardians and “representative payegs" for elderly
persons -- persons to help the elderly mana e theiy affairs.
States would also train and assist professionals, Volunteers,
and family members who work with older people each day in
preparing such things as tax relief forms, Social Security

»

applications and wills. - '

The 1978 legislative year saw the consolidation of certain
of the service titles in the Older Americans Act to enable more
efficient administration and more sensitivity. to locally-
determined priorities. Thére were also amendments to provide
more attention to the frail elderly through special projects
in comprehensive community long-term care. o -

- In addtion to the Older Americané@ﬂct, the Senier Oppor-
tunities and Services (S0S) program established by the Economic
Opportunity Act aids the frail elderly through various advo-
cacy efforts and such help as employment opportunities for -
service te.the frail by well -- but poor -golder .persons.

Systematizing Seérvices for the Elderly

- ‘e

.While a social services strategy is being advocated as
an equal partner to a health approach to long-term care of
the frail elderly, the problems of inadequacy, poor delivery
mechanisms and confusing philosophiés and policies in the
social service field must be acknowledged. ’ '
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For instance, ther¢ is increasing conflict among
advocates of the Older Americans Act whether to give
priority to all the elderly or to poor, minority and impaired
older persons. Another dilemma is the very philosophy be-
hind the enactment of the Older Americans Act, namely, that
the elderly do not get their fair *share when they are '"main-
streaméd" with other ages. When HEW Secretary Califano
testified in the House on the 1978 amendments to the Act, he
advised deferring any suBstantive changes in the Act while
working on some of these problems. He said:

-Over the past two decades, Federal, State and lbcal
agencies have rapidly expanded these. programs to serve
older people. But our compassion has too often exceeded
our understanding.. We have created a virtual maze which
is often incomprehensible to the older people we are

¢ supposed to serve. No must take the time to re-examine
tarefully the organizat\on apf._delivery of our services if
they are to meet the prebdwing needs of the next decade.

In testifyinggbefore the House Select Committee on Aging
‘at a hearing on oversight of Title XX on October 27, 1977,
Nelson Cruikshank, Chairman of the- Federal Council on the
Aging, offered a conceptual framework” for more effective
administration of social services. He said he would ask the
Council to develop recommendations for rationalizing at least
the two major Federal social services programs for the elderly.

Ihbeliﬁv§éit is important to continue serving the elderly
throug th all-ages and aged-only programs. Both the
Title XX agencies and State. and areapagqncies'bn-aging
have planning and advocacy functions which are important
. for the elderly. There are many services, usually
individually-determined and individually-delivered, which
are needed by certdin persons at all age levels and these
might more appropriately be the responsibility of the
public multi-generational casework agency. The protective
services which are one of the most important Title XX
programs for "the-elderly is one example. Many group ser-
vices are unique to the needs and role of the older person
and might more appropriately be lodged and financed on

an ongoing -- not a demonstration and start-up -- basis in
*he Older Americans Act. There should not have to be a
means test -- even if you call it "g?oup eligibility" --

so an older person can attend a senior center. But neither
r
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should olde?} people be discouraged from paying for their
own meal in a senior center so they can be full and _ .
independent partners is a "senior service" program.

’

Interface Between Federal Income Maintenance and Social
Service Programs :

The federalization of 01d Age Assistance, which took
place with the establishment of the Supplemental Security
Income program in 1972, also furthered the goal of separating
the administration of-income-maintenance benefits from the
delivery of social services. The policy shift had been start-
ed several years earlier with the intent of simplifying and
making more equitable the administration of cash-benefit
programs with the understanding that not all poor people need-
ed services. The cash payments were ‘'supposed to enable most
+POOT pewsons to cope. For those persons who did need some
individual and person one-to-one help from a skilled person, .
the delivery of social services would be accomplished without
the stigma of making a determination for cash benefits.

There were problems with this_ reform even when the ¢
separation of income-maintenance and social services merely meant
dealing with two different units of a single local public
welfare department. The need for social services was often
identified during the application for income assistance. It
was a built-in case-finding system especially for the frail
elderly with their need for both'income and services. When
clients must deal with a Federal agency, namely, the Social
Security Administration for SSI, and the local public social
services agency for social services, the difficulty of frail
older persons establishing a linkage to needed social services
is compounded.

HEW's $pcial Security Administration and its Office of
Human Development Services, the twd Federal agencies which
administer SSI and Title XX, are working at the national
level to improve linkages and referrals between the Social
Security District offices and=local social services agencies.
A joint work group composed' of representatives of these two
agencies is developing policy guidance, instructions and-
training efforts for .SSA and Title XX staff, The Administra-
‘tion on Aging is also working with SSA on similar efforts of
linkage. ' ' " -

Ll
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Another problem area in the implementation of thi%‘@f
nation's income policies for the elderly also bears closer
examlination and the development of not "ju$t some working .
agreement" but possibly new legislation. The'matter and-
manner of determining '"representative payees'" for SSI apd
retirement benefit recipients who cannot manage their own’
funds are problems which the Social Security Administration
lhas limited capacity to handle. Especially for the frail
elderly, the SSA handbook ihstructions are inadequate:

Where it appears that the interest of a.beneficiary
would be served thereby, the Social Security Act
nrovides that payment may. be made for his us€ and
benefit to a relative or some other person, regard-'
less of the legal competency or incompétency of the
beneficiary. ‘ o .

°

Dissatisfaction in regard to representative payee deter-
mination was expressed in 1964-by then Commissioner of®
Sotial Seturity Robert Ball: ‘.

1 . o . ’
A quite serious problem in our program is the .lack
- throughout the country of adequate community resources --
health, welfare and related services -- to help us in our
task, to make more adequate determinations of capacity to-
manage, to find someone to act for béneficiaries who have
no one with whom they have a meaningful relat®onship, -and
to afford at least some minimal protection tdsincapable
beneficiaries living in situations "which appear to be
hazardous to them. There is urgent-need for community
services to which we can turn in-situations like these.

Our own scrvice is incomplete without them.
’

€

Mr. Ball characterized phenomenon ‘such as frequent
changes of address as a danger signal. Upon investigat'ion,
it would often be found that this-was indicative of a loss
of capacity to manage. Current practice as to the determi-
nation of a representative payee waries. A mmber of SSA
district offices frequently look to the local public social
services department not only to make the initial evaluation
upon which the $SA decision is made as to designation but
also to maintaiX some kind of continuing supérvision. Many
and probably most SSA offices depend primarily on a deter-

mination of competency, through medical or legal findings of
incapability. .
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Regan and Springer, in the report of the Senate Special
Committee on Aging on protective services described on pp. 87-
91,- express dissatisfaction with SSA procedures (and, those of
dther Federal agencies as well) for-determining substitute
payees. They write: e

The entire system of-subsititutes is open to attack on

constitutional grounds. The most telling point is .

failure of agencies to provide even minimal notice and ,

a hearing on the issue of competency...The criteria to

name a8 substitute 'are too vague. The Social Security

Administration's concern for the best interests of the

beneficiary is completely "lacking in standards...The
system of paying substitutes-should not be discarded,
even though it needs reform.,.The system might serve
- more effectively if it were part of other comparable
- State- or State-appointed guardianship arrangements,
‘especially when the State provides a public guardian.

\

(Y

The FCA seriously <onsidered recommending the T
,Social Security Administration as the locus for its pro-

posed set Qf services for the frail elderly becauge of

SSA's national geographic coverage and linkages to

virtually cvery older American through administering the

trust fund programs and the Supplemental Security Income
program. This-approach was discarded wheh SSA acquired
responsibility for administration of Aid to ‘Families .with
Dependent Children and because it was felt that FCA's case
assessment and management proposals should be more closely
“linked to community-based social services.

?  However, it could well be that the problem .SSA'faces

with older persons who cannot manage their benefit payments
might be one means whereby older persons could he identified

as potential clients for case assessment and management. If
the attainment of a certain age criteria for receiving the FCA
proposed services were to be utilized, it might be possible

for SSA to notify recipients automatically-on their 75th or
80th birthday of the availability of this program rather than
wait for some manifestation of difficulty in managing payments.
And just as these FCA casework services might be located in the
agency g§51§ned responsibility for protective services by law
S0 too might the determination of representative payees be 1link-
ed to the community's formal procedures of determinihg the’
“competency of frail adults. : .

’
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Supportiﬁe Living Arrangements

J
Assisted independent group living arrangements md;f be
included in identifying. the formal social supports which the
Federal Government provides and which should, be considered
as part of public policy for the frail elderly.

Supervised living arrangements for those older persons
whose mental, physical and social needs are such that they -
cannot manage in their own homes or those of relatives and
do not need.medical supervision, have perhaps the longest’
history in American public policy» and programs for the frail

elderly. The in-kind and "indoor" aid of almshouses was

‘based on the Elizabethan Poor Law of 1601 which became a

model law for this new nation. ,

Well before the outbreak of the\American Revolution,
all the ledding coastal cities had erected almshouses (Col1,
1977). As originally conceived, these facilities were
designed.to provide decent, albeit modest, long-term care’
for indigent persons who were aged, chronically ill, or
physically handicapped. Medical treatment was also provided
for poor persons of all ages in need ‘of but unable to Mford
private physicans,

"Almshouses and county "poor homes" have long since
ceased to exist but the need for a supportive non-medical
living arrangement for'frail older persoms remains. A recent
study of what is called "domiciliary. cage'" in New York State*

described the variety, of terms used by the New York StQQe.
Department of Social Services according to the size of the
facility, the nature of ownership, and supervising agency.

]

Foster home care

Private homes in the community which provide for the
care of a single adult... These homes are under the
supervision of local social service departments but
are not licengkd,

Private proprietary homes for adults

Facilities operated for compensation and profit for'
the purpose of providing care to two or more adults,
who require the services of ;attehdants, ,but not
medical or nursing care. : -

*Community Research Applications, Inc. 1978 - =

4
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Pamilx;;ype propr?etary homes

Similar to private proprietary homes except they house
at least two but no mére than four residents. Licensed
by the State Department of Social Services but inspec-
tion and supervision-is from the county departments of
' social services. ) ' *

1\Homes for the aged ' T -

» X
.

"Non-profit facilities which provide tﬁe&séme services
as private proprietary homes for adults. Also super-
vised by the State Department of Social Services.

Residences for .adults

Any'facility other than a nursing home, convalescent
home, home for gdults, homes .for the aged or aged care
accomnfodation which holds itself out as providing living
quartérs, central dining and housekeeping services for
adult persons who 'because of age or disability require a
lodging, board and.housekeeping service on a contiinuing
basis. Must be approved by the Department 6f Social
Services. .

1}

The New York State Department of Mental Hygiene has a
sepdrate system and terminology for its community living
programs. - ’ .

‘Family care homes . .

Private residences approved :by an institution of the
Department of Mental Hygiene as providing a healthful
and safe family setting for no more than six persgns >
with supervision from the institution's family care
program, - : ,

Comnunity residences

"Half-way. houses' and "supportive living facilities"
prepare a patient for independent living. A "supervised
living drrangement" provides a long-term residence.to .
persons unlikely to live more independently, Responsible
supervisory staff is provided onsite 24-hours a day.
Community residences are, licensed' and supervised by the
Department of Mental Hygicne and may not exceced 24 beds.
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) -New York is one of 32 States in which the-SSI reci-
pients residing in domiciliary facilities recéive a State
supplement to SSI in order to finance such care. It is.esti- .
mated that some half 'million elderly persons are residing
in adult care homes. L

There have been abuses .in these homes which the Keys
amendmenﬁ*to the Social Security Act attempts to stop. This
amendment requires States to establish and enforce standards for
non-medical residential facilities where '"significant numbers"
of SSI recipients reside or are "likely" to reside. If'the

States .or facilities are not complying with the law, the Keys

amendment requires reduction of benefits to the SSI recipients.

-,

This reform measure was to become effective later this, -
year but an important flaw has been identified which would
penalize the individual SSI recipjent by reducing benefits
because of- inabilities of State ngZQE%ints to develop necessary
standards. Legislation has been intro ‘
of Congress which would delay the effective date of the Keys
amendment in order to. give both MEW and the States more time

,to develop the necessary paperwork procedures to curb the
growing abuses in this burgeoning mode of care which is being
used primarily for the mentally frail!

\

Enlarging Concept of Federal Housing Assistance

ey

v

For-many years, through formal and informal arrangcments, .
it has been agreed at the Federal level that HEW and its
programs would take care of the social service needs, if any,
of residents of housing financed in one way or another by
programs of the Department of Housing and Urban Development.

It* was believed that social and other "soft" services should
not be part’of the financing of building management costs.

«. With the aging of the population in publicly-financed
housing and their need for certain supportive services in
order to remain in an essentially residential 'situdtion, "advo-
cates for the elderly have been pushing for a change in Feder-
al policy. As this se¢sion of Congress proceeds, both the
House and the Senate are giving favorable consideration to
legislation which would fund certain social services as part
of the housing costs 4n public housing and projects built
‘through loans for houSing (Section/ZOZ):and housing assis-l
tance (Section 8). . /

}

*Reys émendment was passed 1in 19761as P.L. 94-566; ame éme t
effective October 1, 1977. : ! namen

i s

ced in this sesSion -



B

Testifying bgfore the House Select Committee on Aging in ]
March 1977, Monsignor Charles Fahey, in his role as President- .
of the American Adsociation of Homes for the Aging, urged - \
public housing policy which would be more realistic in regard .

~© " " to the social needs of those who live - n federally-assisted
5 housing ‘projects. . R
R . The single social change we ‘could. make dffecting the ° o

lives 'of the elderly, that would promote the greatéét
social benefit for the least number of dollars .would be .
to take all the federally-assisted housing, whether public ..
housing ,or 202 or 236, and build into the basic financing '
mechahisms-- the operational financing mechanism--a certain
floor of soft mgnagement services, and recognize- this-as
an-integral part of the ,subsidy, an integral part of the
rent,” I am not talking about all social services but I .
am talking about certain’ fundamental, so¥ft" management
. services: the ability to know the person in the facility,.
the ability to create a positive interac#ion among the .
o people in theAfacilipy; the ability of the facility to -
create linkages with the community and serve as advocate ’
. for those 'individudls to get community services of what- -
K , ever sort, certain nutritional counseling servi€es, and
certgin public health type services. i
s : LT ‘ 4

ave

»
i

)

Interface Between Health and Social.Long4Term Care,

N

]

This report.has not tried to describe the range of health
supports which can and should be provided by the "health care
system'" -- if there is such an entity anymore than thete is a

- ''social support system." What it has tried to show is that .
there are in existence a number of policies and programs-which .
provide for a range of social supports for frail adults -- boé" ¢

. the old-old and the non-old with chronic care needs, The diag-
ngsis and prescription for some of these supports comes through
the .medical .mode t' the need for many of them be made-
by practitioners wh¢ do not .have to be physicians in order to -
know that a frail person cannot reside in her own home without X
certain help for takimg care.-of herself and/or her home.’ -

. "Home care" stands,at the Interface of the family and
non-family systems of care for frail persons (Little, 1976). )
The ability of families to, provide this care is as related
c§o_economic, housing and social.services policy as it is to .
: ' i

o -
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health policy. While it sounds very desirable, achieving
administrative simplicity such as proposed by Trager (1977)
‘ might not really solve our.need for a total perspectlve on
. t long ter@/car@ She writes: .o
.
. - The- best p0551b111ty of success 'for commuaity care systems
% ) ‘ will be achieved when th re integrated intp a single
national funding system *h emphasizes entitlement to
) scrvices to” fit need and ch encourages easy movement *
. . -~ "between the various gomponents -- those of preventlon, pre-
. ventive intervention, communlty care, ambulatory treatment
— « - and 1nst1tutlona1 care in a rational contlnuum

. . ( ——
Certalnly some integratlon of programs ‘can and should
be ‘considered, Congressional Budget -Office proposals for
combining long term care aspcogg of Title XIX (Medicaid) .
» ~and Title XX (Social Serv1ces) eed to be assessed. Many
of .the home-delivered services provided through these pro-.
grams are of the 3tme type. 'The funding sourc® is oftgn
‘determlned by whether the particular State has reached its
ceiling on Title XX. If it has, Title XIX, which does not"
have a cap is utilized. - There have been a number .0f use-
ful demonstration proJects such as Triage. in Connecticut
and in Monroe County, New York, wh1ch have used waivers._ in
’ Federal programs in order to achleve coorglnatlon of cafe
;" in the communlty Their flndrggs should Be studied.
D, Fy

Bccause of natlonif income p011c1es, many odlder people.
can pay for their own services ‘if.they and, their families
can have. some a551stance around bfokering. Trying to finance
< | some of these needs through a social insurance mechanism
. would ,bc costly and, furthermore, it would seem that the
natlon s becom1ng re}uctant to expand use of "'the social in--.
suranceé system’ Americans seem Willing to,utilize this sys-
tem of financing for a new national hecalth care arrangement
. but it is highly unlikely ‘that they will be willing “to, include -
: ‘any but medical-related aspects of long-term care in a new
national health care plan. .Thé high.costs of providing long-
- term care through 'the- health system have already been de- .
scribed in this FCA report.,andra single system of community
.. long-term.care 1s very likely to be medically dominated.

. A @ -
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The proposals of the Federal Council of the Aging for - ¢
universal entitlement to case assessment and management are '

+ . an attempt to provide psycho*social support and brokering o
for a frail individual-through a personal agent rather -than £
primarily through®an agengy. This will not solve the‘natiqpal| -
long-term care dilemma either. But the Council believes it ° N
is a good base upon which to determine the best approaches ~
to putting in place the skilled services and special facili- .
ties such as day care which are pneeded elements .of a contin-~__ e ’

uum of health and social care\for frail adults outside a - ° | .
medical facility. . -\\§. IR . By
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MOVEMENT FOR CHANGE
BECAUSE THE SOCIAL SUPPORT Qrogram being advocated by the
Council must be coordinated‘with other relevant initiatives
for the frail elderly, it is important to know-the current.
public policy context within which decisions for this
vulnerable population will be made. ' )
- z

Looking at’ the existing situation of overlap and gap,
it is clear that thereMare dissatisfa€tions’ and differences
of opinion on the part of those handling the programs
and those receiving -- or not receiving -- the services.

S 3 .~ Policy questions being widely raised andxfacedwgnciude}
; I

- 1. What should be the extent of familial respohsi-i
bility for its frail adult members? -

- Z. How should public policies enhance and supplement
the care of family, friends, philanthropy and
business for frail adults? '

3. Should the Federal government bring about the
establishment of a long-term care system as a
separate entity from health ahd social service
system$? :

o 4. Which health-related aspecta\of long»term care
should be financed through a nhational health
plan? ’ . ) ‘.
5. Which social service aspects of long-term care .
should -be part of health care, which should be
included in aged-only social services, and which
“ should be available through an age-integrated
- Co social services system? '

Y ’ e 6. How can continuous' and effective Qéforts to im-
N\ . : prove long-term health care facilities be assured?

7. Which mental problems of the elderly should be
. . treated through psychotherapeutic treatment, .
which through a medical regime and which through
psychosocial means? '




8. Should federally-subsidized housing éive priority
to frail persons with the provision of certain
supportive services as part of the housing subsidy?

9.. To what extent should long-term .care provided by
the Veterans Administration be integrated with
. programs for persons not eligible for VA benefits?

10. Are there spec;fl problems caused by ethnicity
or sex of the elderly which must be considered
in developing national policy for long-term care?

11..,- Should eligibility‘for multidimensional assess-
ment-and case management be based on the attain-
ment 6f a certain advanced age?

12. Which levels of éovernment should have which

responsibilities in caring for the frail elderly?
Y

, 13.  Should aids to olde& persons and their families
: x sonal care services be provided in cash

I

«

What are the manpower and training implications
of trends in long-term care?

15. What pertinent research and demonstrations ac-
tivities are reQuirgd? s . : -

16. What care should be provided directly by govern-
ment and what should be arranged through vendors?
‘ What snould be provided as a social utiiity, whart
should be means-tested, and what should be avail-
ablg through a social insurance program?

17. How can care which is "least restrictive"” of a
’ person's rights to self-determination be provided
by a benevolent government? ~ v

Government Studies and Views

»

The Congress has expressed concerh about all of these
questions in many ways. Hearings have been held, investi-
gations have been undertaken-and laws enacted over ‘the past .
decadé out of concern for the long-term care issue.




d .

"Examination of Congressionally-spomsored studies
completed in 1977 underscores the increasing concern of
national legislators. These studies include the following:

1. Returning the Mentally Disabled to the Communigx:\
- Government Needs to Do More, General Accounting
Offtice, January 7, 1977.

2. Catastrophic Health Insurance, Congressional
Budget Office, January, 1977. z

. 3. Long-Term Care for the Elderly and Disabled, Congres-
. sional Budget Office, February, 1977.

4. The Well-Being of Older Pegﬁle in Cleveland,
. Ohio General Accounting Office, April 19, 1977.

. 5. Home Health - The Need for a National Policy to

Provide fofr ‘the Elderly, General Accounting Office,
December 30, 1977. - :

6. Study of Health Care for American Veterans, National
Research Council’of the National Academy of Sciences,
! June 7, 1977.

7y Protective Services for the Elderly, U.S. Senate
Special Committee on Aging, July 1977.

8. 'Report of.the Committee. on Mental Health and Illness

of the Eldérly, U.S. Department of Health, Edtcation,
and Welfare, completed 1977, issued May 1978. J

«)/41,9. Tbe_Age_Discfiminatioﬁ Study? U.S. Commission on
. i Civil Rigats, December 1977.
B ( '

-

,

The data and observations_in these reports are impor-
~tant in development of public policy initiatives for the
frail elderly., The ensuing summaries focus on information

--of relevance to the concerns of the Federal Council,
looking at some of many crosscutting issués which' must be.
resolved in order to bring about a coordinated approach

—
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to long-term care. 13

: . _ STUDY 1 - General -Accounting Office

Y Z .
RETURNING THE MENTALLY DISABLED TO THE COMMUNITY -

In submitting this report on deinstitutionalization to
the President of the Senate and.the Speaker of the House
of Representatives, Comptroller General Elmer B, Staats.
said that the General Accounting Office had made ‘this review
because the Congress had shown interest in helping R
States serve ?entally disabled persons in communitdiles,” many
problems had been: reported in this area by the news media;.
and many Federal programs affect the mentally disabled.

, A X
The GAO considered both the mentally retarded and
the mentally ill. While recent scientific advances are
permitting more of the retarded to live longer, their X
numbers among the elderly do not yet come anywhere rear the~
numbers of the elderly who have been institutionalized for
what .was considered .to be mental illness. It is most"’
appropriate to examine ‘this- GAU report for its implications -
for the frail elderly as it was the geriatric patient who ’
.was identified-early in the movement for deinstitutionali-
zation as being the major source of persons most likely -,
to be inappropriately placed in mental hospitals.

L]
[8

Impetus for Deinstitutionalization

»

. While the advent of tranquilizers ‘in the 1960s and
treatment philosophiqs°gpd court d?cisions favoring‘cpmmgnity-
based care and the 'least restrictive alternative’ contri-
buted to the release of persons from public institutions,

the financial savings to States provided by the'passage of
Medicare and Medicaid in 1965 were perhaps the most important
factor. v

. Traditionally, State and local governments have been
responsible for the care and treatment of mentally disabled
persons. Patients transferred from State and county insti-
tutions|\to nursing homes and other community-basgd arrange-
ments beécame eligible for these new Federal, programs. . The .
enactment of the supplemental Security Income program in
1972 furnthered the discharge of the elderly -into the

community, - o, ) .
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Data cited by the GAO from a suryey completed in
April 1974 by the National Center for Health Statistics,
HEW, verifies a dramatic shift in population. While it
was not possible to identify the number of mentally-
disabled persons now in nursing homes who were released *
from public institutions, there has been a 48% increase
in the number of nursing home residents with mental disabi-
lities since 1969 -- going from 607,400 to 899,500, Of
the latter number, ‘the overwhelming majority, or 785,300,
were 65 years of age or-over. . According to.National
Institute of-Mental Health estimates, nursing homes provide
the 1ldrgest single place of care for the mentally ill. o

: Lt should be noted that in 1973-74,. NCHS developed data
from observations by nursing - home personnel which indicated
that of patients 65+, 6.6 percent of the nursing home popula-
tion had a primary diagnosis of mental impairment including
retardation, while some 17% evidenced mental impairment as
a secondary or tertiary condition. _ .

In 1963, when President Kennedy stated that it would
be possible to reduce the population of -public mental
hospitals by 50 percent or more within a decade or two, *
about 504,600 persons were in such facilities. By June 30,
© 1974, the resident population of such facilities had beéen
reduced by 57% to about 215,000 persons.

Ce - . (o

The GAO found that many mentally disturbed persons had ,
been released from institutions and placed in decent housing’
in clean, safe neighborhoods and with structured in-house
activities and outside programs such as.work, education,
recreation, and day activity center attendance. In such an
environment, many mentally-dis d persons have become 1less
dependent on either public sungiiior other people for fin-
ancial and daily-living needs fand have learned to live
normal or nearly normal lives/h

However, the GAO obserfed that many other mentally-
disabled persons enter, reepter, or remain in public
“institutions when.they'c d be treated in the community.
Others have been placed in substandard and crowded facilities
in unsafe neighborhoods, or facilities that could not or
did not provide needed services or assurance that they would
teceive needed services. . :

-64- ‘ e

N hs 3




The GAQ examined the particular responsibilities of the
Department of Housing and Urban Development regarding the
mentally disabled and found little enforcement of the pro- .
- visions in the Housing and Community Development Act o

.that communities consider the needs of the lower income,

) mentally disabled intheir housing assistance plan. The

, Secretary of Labor had. rot informed the Department staff
of their responsibilities in helping accomplish deinstitu-
tionalization through job training and placement programs.

-

'The Role of HEW in Deinstitutionalization

2

The GAO study began by describing the approach of
the Department of Health, Education, and.Welfare to deinsti-
tutionalization as "disorganized'". The several programs
within HEW with relevant responsibilities were then analyzed.
b
» Community Mental Health Centers and Clinics 4
0 Increased services available from édmmunity mental health
centers and clinics have not always reduced unnecessary
 admissions to mental hospitals or provided services to
people released from mental hospitals. '

o The mental health centers program has developed seﬁarately
from-the public mental hospital system, making integration
of the two difficult.

o Allocations for mental hospitals %till dominate most State ’
mental health budgets, and restrictions and other problems |
have prevented the use of other funds for the mentally ill.
; )

o Declining Federal funding for centetrs has caused several
> communities to avoid the program.

Medicaid

o Lacking alternatives, local programs use money provided .
by medicaid to place the mentally disabled in nursing -
homes, many of which are not staffed or prepared to meet
the special needs of the mentally disabled or are not the
best setting for persons so placed. (Subsequent regula-
tions require an active tyeatment program if mentally- ‘
disabled patients constitute 50% or 'more of the institu- v

* ,tion's populations.)f

N e
\ . h 1
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o People were also placed in nursing homes or elsewhere
without any release plans, with plans that did not

identify all services needed, or without adequate
provisions for follow-up services. '

Medicare

0 Medicare provides insurance for only limited outpatient
care for the mentally ill. Because of this, many people
may be placed unnecessari{y in mental hospitals.

Supplemental Security Income '

o Although SSI has helped mentally-disabled persons return’
to communities, some have been placed in substandard
facilities, placed without provision for support services,
or placed inappropriately.

o Legislation enacted in 1976 eliminated many previous
reductions in SSI for mentally-disabled recipients in .
community residential“facilities operated or assisted
by public agencies.

Social Services !

The major source of Federal funds to States for social
service is under provisions of the Social Security Act ad-
ministered by HEW's Administration for Public Services.
Until October 1975, Title IV of that Act was available pri-.
marily for services that would help people--obtain employ-
ment but it also included services to aid the mentally
disabled in returning to communities from institutions and
to prevent inappropriate placement where possible. Social
services under . Title VI were intended for the aged, blind
and disabled who were former, current, or potential recipi-
ents of SSI to help them attain or retain capability for

il

self-support and self-care.

In Octpber 1975, a new Title XX of the Social Securit}
Act (Social Services to Ipdividuals and Families) replaced
the previous titles. '




Because Title XX became effective after the GAO had
completed its study fieldwork, the report does not assess
the impact of the new legislation on deinstitutionaliza-
tion. It does note that HEW's regulations for Title XX
may be weaker than the regulations for its predecessor
program. States must make at ledst three services.available
to SSI recipients and provide at least one service for each
of the fjve program goals of Title XX, ; -

By requiring States to make at least three services
available to disabled SSI recipients, the program should -
help make sure that mentally-disabled persons released
from institutions, who receive SSI after release, receive
at least some services, .

On the'other "hand, GAO notes, States are no longer
required to provide services according to service plans
responsive to individual needs. Therefore, services
provided by the States to mentally-disabled persons may not
be the services they need the most to help them remain in the
community. '

State social service agencies are apparently not
taking responsibility for making sure that foster or other
community placements they make are appropriate to individual
needs. Service responsibilities of social service agencies
for mentally-disabled persons being released from institu-
tions who are eligible for social services, but who are not
SSI recipients, are not clear according to GAO,

Recommendations

Out of the many recommendations developed by the General
Accounting Office, the following were selected for their
relevancy to the frail elderly,

Y

To the Congress !

, The Congress shouldgconsidér, GAU,said?

Designating a committee in each House with responsibility -
for monitoring all -Federal efforts to help place the

mentally disabled in the community so that Federal agencies |
work together and support State efforts to serve the

mentally disabled.” " : -

i \

>

/ ’

-
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* State mental health agencies.

- eyl

0 Amending the Social Security Act. to increase outpatient
mental health services available under Medicare. )

o Consolidating the funds earmarked for mental health under
the special health revenue-sharing and the community -
mental health center programs into a formulalgrant to

Pl v

To the Office of Management and Budget

At least 135 Federal programs -- administered by 11
major departments and agencies -- affect the mentally ill -
or mentally retarded, therefore, the Director of OMB should:w

o Instruct Federal agencies to develop and help implementa
deinstitutionalization.

o See that the responsibifities and specific actions to be .
taken by Federal agencies are clearly defined.

0 Direct Federal regional councils to mobilize, coordinate,
and evaluate Federal work affecting this goal-throughout
the country.

To the Department of'Health, Education, and Welfare

The Secretary of HEW should:
o. Define responsibilities of and actions to be taken.by
HEW units.

3 7
0 NDegionate an

o Designate agency or official responsible for coordina-
ting this work.

Determine how to make sure that State and local agencies .

acministering HEW-supported programs develop and imple-

ment effective case-ganagement systems for people being

released from public institut'ions. 'y

(@]

Evaluate the need and desiraﬁﬁl?ty of providing incentives
for care for the mentally disabled other than in inter-¢
mediate care facilities. .

- O

(@]

Determine a clear and consistent Federal role in mental //
health and retardation programs and make recommendations
to the Congress. .




To the Departments of Labor and
Housing and Urban Development

: 4

The Secretaries should each make community care for the
mentally disabled a departmental objective and improve
existing programs. .

e

! 4

Agency @omments o

Prior to the final issuance of this GAO deinstitution-
alization report on January 7, 1977, the various Federal
agencies whose responsibilities had been critiqued were asked
their views on the GAO draft, '

L

and outNined several actions they have taken, were taking,

or planned to take to help return the mentally disabled to
the community. HEW does not specifically comment on the
recommendations,’ but said that it would study them and develo
a plan for implementing those it concurred in.

~L§§6r and HUD generally agreed with the recommendations

A

. The Office of Management and Budget disagreed with the
recommendations made to it, arguing that they were unwarranted
and would unfustifiablx interfere with State and local

respeqiifilities. _ . .
o . STUDY 2 - Congressionéerudget Office

CATASTROPHIC HEALTH INSURANCE

) Thjs‘regorti@as produced to assist the Congress in
determining the eXpansion of the Federal role in financing

health care services. Congressional Budget Office Ve
.Director, Alice'M. Rivlin explains that-expansion could

take the form of a national health #nsurance plan covering

all persons for a broad range of services, or it could

involve selective extensions of coverage by type of risk
insured or by population Eroup protected.

- r

One widely discussed alternative for selectively ex-
tended coverage is catastrophic health insurance. This
Budget Issue Paper examines the frequency 'and origins of
''catastrophi¢' expenses; the extent to which they are current-
ly met throudh public programs and private insurance; and '
various proposals for insuring catastrophic costs. As is
Customary pdlicy and practice of the CBQ, this paper included
no recommendations. However, an implicit view of the agency




is conveyed by exclusion of long-term care from considera-
tion in this report and as a component of alternative -policv
proposals for catastrophic insurance. Instead, CBO
produced a skparate companion report entitled Long-Term Care

for the Elderly and Disabled. (See p. 72,73)

Whether 'catastrophe' is defined as a large absolute
expenditure or an .expenditure which is large relative to an
individual's income, the CBO makes clear that at the present
tfhe, the mosu‘significant catastrophic expense problem is
long-term carely. In fiscal year 1978, an estimated 1.3
million persons will be residents of nursing homes for six
months or lqnger, at an aggregate cost of about $14.7 billion.
Almost 55 percent of that cost, or $8 billion, will be paid
directly by consumers. As the major third-party reimburse-
ment plan, public or private that provides substantial .
coverage for long-term nursing home care, Medicaid pays the
rest of the-bill except for limited aid available through
Medicare. i )

L}

* The reasons for considering long-term care separately
are clearly set forth by CBO: " '
Long-term nursing home :coverage has been excluded
in each CBO alternative plan, despiter the fact that
nursing home care is the major cause of catastrophic
expenses among the aged. The financing of long-term
care poses many complex social and administrative,
problems not involved ip the financing of other types
of health care. Some of these problems stem from
the peculiar nature of the service, which is often
more custodial or residential than strictly medical.
Thus, judgement must be made about the extent to
which a health insurance benefit should subsidize
the care, and- to what extent other forms of housing,
b\ income assistance, or social services are more

appropriate., . .

Additional problems arise from the nature of the
population group that required long-term ‘care. .

. .-- 75% of bersons in nursing. homes are over 4he
° age of 75. . '
--Xuf 40% are more than 85 years old.

- --‘Many have no close family meribers and are not
competent to manage their own affairs.

)
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costs with the general population connected with their acute -
health care needs and becapse the issue of financing long- -
term care should be considered concurrently with proposals

for financing these ‘other catastrophic needs, it is useful ,

to describe here the three catastrophic protection plans that

reflect the major types of approaches that have been proposed.

A fourth alternative, a uniform national program to address

the specific problems of both low- and middle-income famities,

was also.presented by CBO to illustrate the extremely high -

costs of such a program. : , . S

Alternative One: A Traditional Insurance Plan

13 -

t .

€

-- Close supervision.is necessary to assure that
funds are not misused and that the most suitable
level of care is provided. N

Because‘the’elderiy‘share other Eatastrophic health ’

- ¥ to basic private insurante and Medicare remoVes all rimits (7 |
v n Medicare hospital coverage and coinsurance and places a
. 3250 limit.on cost-sharing -for non-hospital services, Med-
‘ i€aid would remain unchanged. Net new cost to Federal Govern-
ment, $12-$13 billion FY '78, ‘ .

Algﬁznggizg Two: An Income-Related Plan . , )
.With Fixed Maximum Liability : ' . )

An insurance plan designed to operate as a suﬁplement

. 4
“

term care in excess of a designated percent of a family's
gross income. Relatively complex and expensive .to administer
because of income-tested benefits. Benefits proportional

and targeted to meet greatest need. Difficult to integrate
with basic insurance. Financed through Federal general tax

Covers all out-of-pocket expenses except/zﬁg:é,for long-

for 1lo
of Medicare beneficiaries. Extension of Medicare same #s
alternative '#1, Benefits targetted to greatest need. Com- 4
patible with basic insurance. Reasonably uggomplicated to ‘ C e
ddminister because income-testing is minimi%®

cost to Federal government, $24 billion FKf?Q,

s revenues. Net new cost to Federal government .$14.9 billion
FY '74. : ' :
. A Mixed Traditional ’
and Income-Related-¢Plan - ' .

Federalized Medicaid proéfam providing total expenses
w-income families and the exceptionally high expenses

d. Net new

}
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.Alternative Four: A Uniform and‘UniversaiuPlan ‘

-

" HEW ''Mega’ proposal in 1973 designed to deal with the
specific catastrophic expense problems of both low-income
and middle-income families through a single program.- -
Addresseg all major catastrophic cost problems except long-
term care. Would actually be an expensive comprehensive
national health insurance plan.. Net new cost-to Federal
government, $79 bjliion FY '78. '

~

.~ " STUDY 3 - Congressional Budget Office
LONG-TERM CARE .FOR THE ELDERLY "AND'. DISABLED

V4
This long-term care budget paper presents three options
for Federal aid to indjviduals, communities and States in
caring for the elderly and disabled, which shoyld be
considéred along with the three CBO options for catastrophic
health insurance. (See Study 2 page 7}) )

Background .
q - %

Long-term care, as defined in this CBO paper, refers
to services pro®ided over an extended period of time to
persons with chronic physical disease or disability. The
long-term care needs of the mentally retarded and mentally
ill -- a group almost equal in magnitude to the physically -.
disabled.-- were not included. The report explains why:

Long-term care of the mentally ill and retarded in-
involves considerations similar to those involyed in
thé care of the physically disabled, including the °
lifetime nature of treatment ,and the’ appropriate -
ness of institutional veysus.nponinstitutional treat-
‘ment. However, many of the services required by

" the mentally ill and retarded are differént and,
-historically, have been administered through separate
delivery systems by a separate class of profes-

. sionals. The distinctions found between acute

., care, psychiatrie care,-and long-term care of the
disabled will therefore be retained here, although
they are made more for the sake of admimistrative
simplicity than- for conceptual purity. .

»

With the exclusion of the mentally ill and retarded,
the group most. likely to require long-term care as’
a result of physical disability is the elderly.
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They have the highest incidence of ‘chronic illness,

disability, and functional impairment, although
other individuals suffer from these on a less pre-

dictable basis. ,

.

s .
Federal Program Options For Long-Term Care
, . !

" , The fhree'generalztypes ‘of thions presentea by the
CBO reflect different ‘policy appreaches with different budget

[y

: impacts. The general approathes are:

!
o

A\\ﬁModification of E&istiqg~Program -
Medicare would be modified to liberalize coverage of

~home health services while retaining the 1link to treatmerit
pfah injury -or an acute illness. The liberalikation might
be accomplished by eliminating the requirement that patients
be- homebound and expanding the definition o killed servieces

. to in¢lude nutritionist ngvices and occupational therapy. .

" Homemaker services under .the supervision of a nurse could

algo be permitted after skilled services were no longer -
necessary. .. o

An alternative to financing these medicare services .
would be to combine home health services of Part A (hospital
benefits paid by a payroll.tax) and Part B {non-hospital
health Services paid from general tax revenues and monthly
premiums)“into & new ‘Part C.. This would have no hospitali-
zation requirement and no deductible, but would require ‘a
uniform $2 per visit co-payment for all covered services.

Medicaid could similarly be altered by requiring that
all States provide at least the acute home health services
covered under .Medicare-including the just mentioned proposal
to eliminate the requirement that patfents be homebound..: .
Moreover, thé CBO suggests mandating a minimum level of home-
based services rather than leaving this to the states. . = .-

These .basic social, services would be at a level to maintain ° %
a sick or incapacitated'perSOn atdhome if that were.more

»

economical th&n instituticnalizatfon. Couhseling by medical

o

social workers would be a covered service,

B. Long-Term Care Insurance - .

. A social-insurance program would provide universal
coverage of long-term care for all aged and disabled persons -
without a means test. The services covered would include

«
3
- o

-73-

@




nursing home care, personal care homes, congregate housing,
foster care, home health care, homemaker and .social serV1ces,
and adult day care. It would be financed principally by
the'Federal government, although the State could pay some
portion of program costs

Expands Medica as in Option A; explicitly laces
the Federal/Stete Medicaid program, Includes co- pggﬁents
designed to reduce Mfinancial incentives favoring 1nst1tut10na1
care over shéltered living or home care and to provide ihcen-
tives for obtaining help from friends and relatives rather
than through personal care and homemaker services, Low-
income patients would receive.a co-payment ,allowanceé which
could be used either to pay the co-payments or .be retained
by the patient if altetrnatives to formal caregare used,

I

. C. Comprehensive Long-Term Grhnt

This option combines Medicaid long- term care funds i
and Title XX social ser1ces into a comprehensive long-term
care grant financed 60 percent by the Federal government and
40 per®ent by the States. Option A changes in Medlcare
would be included. As a condition of- rece1V1ng grants,
States would establish long-term care centers; independent - »
semi-public agenc1é§ responsible for identifying the aged
and disabled in the area and asse551ng their needs, certify-
ing prOV1ders, uthorizing levels of care, and monitoring the

quality of services. The centers would be the sole channel
o -

., of\Federal 1ong-term care .funds, ‘ A
\\;*_’/> Because the entltlement program-under Option B is ex-
Pensive, Option C is offered as a possible way of unifying
" long- term care funds but.controlling.growth through appro-
priations. Like Option B, Option C would provide an admin-
istrative focus for long- term care services at the local
level.- It would éliminate the divisions between health
and social services”that are necessitated by current financ-
ing arrangements and establish a-uniform set” of services to’
o be covered.
[} \

Nat10na1 State and Communlty Respon51b111t1es

A cOmment in the CBO analysis ,raises an issue which
some ‘believe is critical and yet has hardly been touched in
the nationwide concerr about long-term care; namer the
extgit to which this nation w1shes to ”federallze fong-

.¢erm carlng for people. IR

2
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®s

A social insurance program (Option B) wilwl-?goVer time,

“accumulate a detailed set of uniform service criteria and
*detailed regulations to be applied nationally, Long-term
€are centers could become simply extensions of the Federal 0
bureaucracy, with functiochs analogous to that of insurance
-carriérs under Medicare. The existing patterns of care--

_the professionals instigutions, organizations, and admini-
estrative agencies--vary greatly across the country. and even _
within the ‘same city or county. It will be difficult to
capture these variationsswith a’detailed set of national
regulations. Moreover, the level of understanding of what
types of programs, organizationms, and services will be
most effective and -efficient is very limite@. The diversity
of approaches to long-term care permitted under Option C
might provide the data to show which approaches are most
desirable, ’ . . '

N *

. Because there is very little organized long-term care ,
at present, a comprehensive, organized system of long-t¢rm . s
care services will be a fundamental change, Flexibility in
this development is essential in order to,learn from mis-

takes and to adapt to the problems brought about by changes. - . .
This flexibility is much easier to obtain in local programs, :
in which the ease of communication necessary to $tudy . ¢
problems and initiate changes in greater. :

¥ ’ o>

*

Financing of CBO Proposals .

P
§,

. , , ; :
A CBO technital analysis paper entitled Long-Term Care: -
Actuarial®Cost Estimates explores potential costféhd demand

for long-term care and estimates cost for Options A and B,

(It will be recalled that Option C is based on a continua-

tion and probably slower growth-of monies al'ready allocated

for the two Federal programs which C amalgamates.)" The ° e
following table provides an indication of the relative ,
costs' envisioned, : .

-
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.were made as_to what can be’'done to 1mprove older people’ s

'Congress that, Federal programs and approprlatlons for the ) '
_elderly should have -substantive impact on their lives. ,

" array of State, local, and private gxogramsgavallable in

'Q)\ Minimum cost.’ Maximum is the 'safe as Op#ion B.
L N v

ESTIMATED TOTAL COST UNDER EXISTING PROGRAMS AND UNDER
OPTIONS COMPARED TO ESTIMATED POTENTIAL DEMAND FOR SERVICES'
BY FISCAL YEAR, DOLLARS IN BILLIONS

1980 1982 1985 : !
“d . (
Potential Demand T 32 - 4%/(,42 - 60 60 - 87 N
Existing Federal Programs 7 - {w - 10 15 - 17 '
Option A a/ 8 - 11 - 14 18 - 28
Option B a/ * 20 - 29 - 36 47 - 73
Option C a/ b/ 8 - 9 .11 - 14. 18 - 28

w% L e
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Study 4 - General Accounting Office

™ THE 'WELL-BEING OF OLDER PEOPLE IN CLEVELAND, OHIO
. LY
2 . This is the t section of a two-part study uhder-
taken by the Gener - Aegounting Office on the well-being o

older people in clevgland. The second report presented changes
in the survey groyp over a one-year period. It identified what
may have contriputed to those changes and recommendations .

well-being., : - .

‘. The GAO undértook this study because of the concern of

Twenty-three Federal programs were examined .along ‘with the

[

Cleveland.. .. “w.ounAemn_"mmMTJvh”M"HMNNNWMmmmw,”WmMmsm,h-@“mw,
‘ The Cleveland. survey group’ was\cbmposed of people 65 o 4
years of age and oldér,.who were not in institutiods such as ’
nursing-homes. National statistics were used to assure that '
the sample was demograpq;cally representatlve and the results.

o

-

:. h? ’ .
a/ Ff*cal year 1979 1s the f1rst>year of operation. ’

12 -

~ . . " ° ;‘ l . N 4 . ‘1 v
i A .. ‘
. .
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were checked against a similar study undertaken by the Duke
Center for the Study of Aging and Human Development in .
" Durham, N.C. The major difference was in race, with .the
. Cleveland and Durhanm samples both having at least three times
more blacks represented than were included in nationwide
figures. ) » .

) The survey was carried out through use of a question-
'naite ‘developed by the OARS program (Older Americans Resources
and Services), at Duke University through funding from the
+Administration on'Aging and the "Socigl and Rehabilitation
- Services of the Department of Healti?\ﬁducation, and Welfare,
The '""Multidimensional Functional Assedsment'" is an appendix .
to the GAQ report. It contains questions about an older
.person's status in five areas of functioning: social, ecpnomic
mental, physical and activities® of daily living, .
Selected Major Pindings i

2

. Family and Friends as a Resource

e

. Home help services such gsepersonal care, homemaking,
meal preparation, continuous supervision and transportation
were provided primarily by family and- friends. Eighty-seven
percent of the syrvey group indicated that a primary source
of help was.avi3#lable in the event of sickness or disabil®y,
Childreh would be turned to first by 42%;- spoyse .next by

27%; brother or sister was next at 10%; followed by other
relative 9% and friend 8%. . R : -

GAO believes that the family and friends of other older
people could ‘be encouraged to provide similar services. -
Training for family and friends and financial incentives ;

# tRrough the income .tax system or direct payments are-suggested.
However, GAO cautions that any such effort should be structured
to encourage and support the many family members or fiiends !
‘who are currently serving older people. ‘ S

.,0.,“4,,,,‘,_;_.:/&‘ 5 - . B ] ./ . . /
ST e - . +.. Location of Services

$ 3 *

L)

§

- " The GAO study team found that ﬁhnyjIGW—income older '
people live in higher income neighborhoods while many agencies
. toncentrate services in low-income‘qeighborhoods.

o h , \- . - y
Multiple services are-available primarily in Cleveland
- public, housing sites. However 9% of the sample, not.living:

-

-
8 ’

.
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in public housing, needed multiple services.- but were not
receiving'tnem Conversely, 27% of the study group who
lived in public housing were unimpaired or only slightly-
impaired. - \

+ Many Older People Do Not Use Federal Programs

' Seventy-seven percent of those in the sample who
were eligible for food stamps were not receiving ‘thém.
Suppyemental Security Income (SSI) was not being received .
by 52% of the elderly eligibles and Medicaid was not belng .
- used by 29% of those who were eligible. .

Older Persons Do Not See Benefits of Certain Programs

Most older people who could benefit: from home help -
personal care services expressed a need for them. Because |
older people are willing to express a need for such services, .
GAO believes such services may be successful if the older . 1
persons are merely a that the services exist. :

. Of the econvomically impaired, only 52% expressed a

need. Only 8% of those\with a need for mental health services
and 35% needing psychot ic_drugs recognized their impairments.
The GAO calls for 'special outreach efforts to reach these
groups. . . ) ..

Assessment and Referral Services

Of those who were generally 1mpa1red or worse, 56% . -
who received assessment and referral services also rece1ved °®
four or more other types of service .compared to only 40% of
those ‘who did not receive assessment and referral. Financial oL
‘assistance and assessment and referral serV1ces came about
evenly from famllx friends and af agency. -

STUDY 5 - General Accountlng ‘0ffice .o
HOME HEALTH - THE NEED FOR A BETTER VATIONAL POLICY

' Upon the request of Congressman Claude Pepper, Chairman
of the [{ouse Select Committee on Aging, the General Accounting
Office undertook this.study of the cost of providing hom

" health care to the elderly including the value of servicgs
prOV1ded by family and friends, as compared with the cost of
nursing home care. The report also discusses the estimated
cost of certain proposed legislative changes for liberalizing
home-health benefits under Medlcare\and the need for a

¥ -
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é«/
national policy to better provide for the elderly where
the services of families and friends are not available,
Much of the data,for this report was, drawn from the GAO ' \\
Cleveland study just described,

« a
Population and Care’Characteristic,s &
¢ ° - \
‘o About 17% ofgpersons 65 years ‘of age apdover are greatly .
or extremely impaired*; one-third are in institutions and .
. the remainder are cared for at home primarily by family ‘

and friends with some assistance from unevenly available

formal community services: ¢ \

o Eighty-seven percent of ihstitutionalized older persons®
are greatly or extremely impaired compared to 14% of those,
at home. )

o Care provided to the greatl?lor extremely impaired at ne
i4s similar to institutional care.

o Greatly or extremely impaired people require more -than T i S
nursing services to be maintained in their homes, )

o Family and friends.provide 50% of the services received by ~
older persons at all impairment-levels and over 70% of the .
services received by the greatly or extremely impaired. . , *

s , Co. :

- o "At all’levels of impairment, the- value of services -provided
. by family and friends greatly exceeded the cgst of .

- services proyi&ea by.public,agencies at ‘public expense. .

o At the "greatly impaired” level where. the breakeven point
between the ‘cost of heme care and institutional care is,
reached, families and friends are providing about $287 per
month 'in services-for, every $120 being.spent by agencies.

— 2 mnors -

Options for Liberalizing Home-Health Benefits

T . Tt T T T . “ [ . . ! . . .
' Medicare - ( Co
~ The elimination of the limitation on the number of ‘

()

home health cd¥e visits, all other requirements being ' )
. - , . .

-
>

'y .‘ <4 -
- * For GAD . definjtions of impairment sge pp. 28-29. N . :
v - c T
o4 \ ’ . . f '
A ' - .
’ -79- 2
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continued, would not be costly ($12.5 million) because few
people presently exhaust such benefits,

_ Removing the requirement that_a beneficiary must nced
skilled nursing care, or physica] or speech theraphy in order
to receive a variety of additional services, including home

health aides, occupational therapists and medical social e

workers, as well as coverage of medical appliances and .
supplies, would cost an estimated $1,250,000,000. "($938
million for part A and $312 million in part B) in fiscal
year 1978. ) : :
» ) '
" This change would also affect the acute care orientation of
. dicare. . ' ‘ -

Eliminatiﬂ%'the rethrement that a beneficiary be an -
inpatient for at least thrée consecutivg days tp receive
home health benefits under part A would'cost abgut‘$1273
million in fiscal year 1978. -

Elimination of the homebound géquirement would expand
benefits to a new category of patients and cost about §92.5
million in fiscal year 1978 if all other requirements

.. remained unchanged.

‘ Medicaid

L. > —_— .

Théfcost of adding home health care benefits under
Medicaid as a required service should be minimal because 32
States "and jurisdictions already offer this  service to all
aged, blind, and disahled categorically-needy indiyiduals
21 years’of age.and older. .. c

o

R Homemakezs | v o \
Congressman Pepper also asked the GAO to studb the .

Federal cost impact of adding home health aide and ‘homemaker

services to Medicare and Medicaid. - For ;Medicare, actuaries

»
of the Social Security Administration said that a&guming-an
. fndividual is homebound, inm need of skilled care “and that the
homemaker services are provided only while skilled .care was
required, additional hom&maker services would cost $75 million
in fiscal year 1978. ’ ‘

Lo -6~ 0 v | \
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Selected Recommendations L o
HEW should:

o Develop a national policy consolidating home health
activities for Congressional consideration. '

The GAO study states that, because HEW has had little
success.in developing an overall national policy,
on home\health care, the Congress enacted legislation
(H.R. 3) requiring the Secretary to submit a report .
o/ by October 25, 1978 to the appropriate committees
. of the Congress analyzing, evaluating, and making
recommendations for changes in regulations and
legislation on all aspﬁcts (including availability,
administration, reimbursement procedures and cost)
. of the delivery of home health and, other in-home sérxices
authorized to be provided under titles XVII, XIX, and
- XX of the Sotial Security Act. The report is also to
include an evaluation of the coordination of home
heglth and~in-home services provided under ‘these- titles.

~

"It is the view of the General Accounting Office that
the HEW study should also consider .the coordinating

. services provided under Titles III and -VII of the
Older Americans Act. .

v [

0 Promote the establishment of a comprehensive singie

- entry system by which individuals are assessed as to
S their needs prior to placement in a home health care
> program, . . ’ ; -

o Have intermediaries and carriers publicize the use of"

) home health care and provide information concerning the -
,afgilability of home health services to physicians and

i institutienal providers. ~

Aq

~

In O's rebort on Home Health Care Benefits under -
T Medicare and Medicaid issued July 9, 1974, .it was found

that many sicians were unaware of the types of -
. servidces which are provided by home health agencies,
/ GAO believes this condition persists in 1977 despite

the many efforts in the interim by HEW,

3




Congress should:. o i

Consider focusing the jobs, created as part of any '3

. welfare reform legislation, on service to the sick and |
elderly who live alone and are without family support.

"

STUDY 6 - National Academy of Sciences
HEALTH CARE FbR‘AMERICAN VETERANS

Under provisions of the Veterans Health Care Expansion
Act of 1973 (P.L. 93-82), the Congress directed the Veterans'
Administration (VA) to contract with the National Academy h
. of Sciences (NAS) to study the VA health-care system. The {
law specified that this undertaking should "...determine a
basis for the optimum numbers and categories of such personnel
and other resources needed to insure eligible veterans the -
provision of high quality care in all hospital, medical,
. domiciliary and nursing home facilities." - .
R The importance and necessity. of examining the role of 8
fﬁ? VA in relation to the frail ,elderly has already been
indicated by data cited earlier in this FCA .report, namely,
that by the year 2000 almost 60% of the Americah male
population of 7.1 million men 65 years of age and dlder will
be veterans. They will comprise 25% -of the surviving veteran
population at the turn of the century if no new.mar occurs
in the interim. (In 1970, only 8% of veterans were over
64 years”old.)} While not all these men will have service- .,
connected disabilities, most will still be eligible for practi- .~
. cally all VA health benefit§ once they attain age 65, depend- ,“ﬁ;i
ing on their economic situat , 1f they were a veteran of an
war or of service after Januar 1, 19?5 and have an honorable

discharge. x ‘ .
Y . . |

°

Saul J. Farber, MD., Chai®man of the Department of
Medicine, New York University Sghool of Medicine served %f\
e ———-——Ghairman of the ngmittee on Health €are Resources in the
) VA which was estaBlished by thd National Academy of Sciences
_to’'undertake the study. Dr. Farber described the study as
the first comprehensive evaluation of a large health system
in ‘the United.States. Resulting data from its examination
. of acute hospital care, psychiatric care, nursing home and .
-domiciliary care provide an important perspective on present )
and future long-term care.planning for all defined as
"'veterans!'. (Women veterdans were -not included in the‘study
because of their small numbers.) .

4
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Selected!Findings

o All the major health-care services provided by the VA --

*  hospital care, long-term care, and outpatient care --
arevprovided mainly to veterans without service-connected
.disabilities Most VA patients do not have health -
insurance an& are disadvantaged medicglly and economically.

o VA health-care expenditures are about 10% of total Federal
health expenditures and are continuing to grow at a rate
that is greater than the growth rate of national health
expenditures because of the VAs emphasis on institutional’
services, . ‘ ,

-~

0 A high proportion of patients receiving inpatient care on
the medical service are poor and elderly and suffer from-

¢ a chronic illfiess. Forty-eightpercent have an annual in- —

r come below $5,000 and 54% receive compensatiog for a ser-
vice-connected disability or a VA pengdon. In one of
the surveys undertaken as partﬁgf‘the AS study, it was
estimated that 48% of the-Patients in acute-care medical
. beds were suitable for ambulatony care or in some form
of extended care arrangement. -j -

Py

”

* Extended-CarélFacilities

_ . , \
: The Veterans' Administratign was.nét authorized to
<. operate nursing homes until 1964.‘ Public Law 88-450 also
authorized the VA to contract with private or public nursing
homes to care for VA patients who have recieved maximum _
/" hospital benefit, Rut require a convalescence of no more than
six months. In fiscal year 1975, the average census of .
patients on VA contract in community nufﬁﬁng homes was 6.,239. °
<& ~
* Withi cilities operated directly'by the VA, 24% of
- all operating Eeds or 26,926 are in three kinds of extended-
care facilities: 7,032 in 86 nursing homes, 9,584 in 56 .
. intermediaté-care'hnits, and 10,310 in*18 domiciliaries. b
. (Intermediate-care units in VA parlance are redesignated
~hospital ‘wards where' minimal medical supervision is required
but more. than is available in a skilled nursing home.)
N _ .
% The VA also ‘provides a partiq} subsidy. for the cost of
caring for 4,123 veterans (on a daily census basis) in ‘
domiciliaries, nirsing homes, and hospitals in 38 vetcrans = s

' homes operated by 31 States. S : -
) ' ) “p '
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-In addition to these long-term care programs, at the
end of fiscal year }975 the VA was providing a partial subsidy
for the cost of caring for a daily census of 4,123 patients
in State-operated veterans nursing homes and 5,849 in State- 2
~ operated domiciliary-care units. The purchased or subsidized ~N
‘ services involved 16,211 patients. -

J:l

- ¢
. . The NAS Committee found the overall quality of long- .
term-health care directly provided by the VA to He acceptahle
-- superior to a great amount of .the care provided outside
the VA. i ¥

established 11 National Homés for Disabled Volunteer Soldiers =

for veterans whose war injuries preventéd.them from earning

a living. Admission criter¥a—have changed over .the years.

The 18 units which are presenfly operating place emphasis on -

a therapeutic environment rather than just custodial care. . .

The mean age of veterans diécharged from the domiciliary
program according to a June 1973 study was 60; 90% were
unmarried and 10% had living spouses; 28% had a current

_diagnosis other than alcoholism. ;

.,The study committee from the National Academy of ,
Scientes des;r(%ed the program .of the domiciliaries as being
residential rather than rehabilitative amd the- social climate
reflecting an institutional pattern of formal behavior, best
» described .as benevolent paternalism. '"The facilities provide, -
' austere homes for a disaffiliated, infirm population,of men." . 424

l
|
J
Domiciliary care originated in fﬁﬂk;'when the Congress I
|
|
i
|
|
|
|

] v Lot

Psychiatric Care ‘
The NAS group felt the figures cited above understated

the amount of long-term care provided by the VA. They

- reaffirmed past VA studies indicating that 40 to-50 percgent
of VA psychiatric beds are being-.-occupied by patients)wio

do not require the resourtces--that-are--found-only in h spitalse
‘The lack of available alternatives, the absence of family L
support, and the inadequate 3taffing’ of special support ‘ v
services persists and hampers efforts to relocate patiénts

outside VA hospitals in more suitable settings. Co >

. About 55% of all batients witb a psychiatric diaghosis

l) were 45.years of e or glder and were diagnosed as having 8
either functiofal/psychosis or organic brain syndrome. Only .
29% were being-tfeated for service-connected disabilities; - -
28.5% of' VA psychiatric patients were married. .8 ‘
]
- : . -84-
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Recommendations o

~ .

particular releweffce to the caref{of frail older veterans

Anfong the many recommenda;jons made in- the study with
0llowing:

>»n0§ and in the future &}vere the

o The VA should attempt to merge its long-term care facili-
stles with non-VA programs. Although its role in long-
term care is likely to persist for a longer period of

- time than its role «in delivering regular medical service,
it should concentrate &n improving its long-term care
programs in ways that-will facilitate linkages with
commuriity facilities.

o The VA should explore the possibility of enlarging the ‘
role of the S;afes in providing long-term‘care to veterans.

o Inappropriately hospitalized psychiatric patients could be
discharged thfough developing and implementing such alterna-
tives as expgnsion of VA mental-health outpatient facilities
and personnefl. partial hospitalization, Halfway houses,
sheltered wgrkshops, group homes and cooperative apartwents.

A be greater collaboration and possible integra-

¢n VA services and community mental-health resources.

,

I/ .’n
ig-térm care patients should get comprehensive

dental cafre. : , - -

patient/needs and use them for staffing, care planning,
supervision, quality assurance and design of appropriate
" facilifies. Existing instruments for measdring patients' -
' requirfments for nursing care should be utilized and
. refingd continugusly.

i

Respons¢ of the Veterans' Wdministration

et 2 ?ée Veterang. Health Care Expansion Act which mandated
. Whis study by the National Academy of Sciences also,called -
upon the Adpinistrator of the Veterans' Administration to
report his ‘views on the NAS findings and recommendations,
any disagreements, and steps that would be taken to implement

the findings and recommendations., '

. Al - ‘ ' - - - * ’ -
The VA did not concur in.the NAS recommendation that its
e long-term care facilities be merged with non-VA programs,
. -~ |- ‘ .

.
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saying that this did not recognize that the most éﬁégg&ive
long-term care cannot be rendered -apart from acute cdre.

The VA said it now uses’ community resources and believes t
coordination of VA and non-VA programs is important when

it is in the best interest of the veteran. '

The VA concurred in the recommendation that.the States'’
role in providing long-term ‘care to vcterans be gnla?ged and
in the recommendation that-alternatives 'to psychiatric
inpatient ca%e be pursued. .

FS

) The National Acadamy of Science recommendation that all
VA long-term patients should get comprehensive dental care
was agreed to by VA. . .
. ; )
2 P.L. 94-581 also directed the Chief Medical Director of
the Veterans Administration to prepare a report on VA
prograns and plans for meeting the problems’ generated by. the
increasing numbers of aging veterans. The report entitled
\ © The Aging Veteran: Present and Future Medical Needs describes
plans for adjusting the number of VA hospital, nursing ‘homes,
intermediate care and domiciliary beds; expanding alter-
natives to institutional carc including provision of home’
health services; emphasizing education and training of health
, Carc personnel specializing in geriasmics; and emphasizing
biomedical and health services research designed to ameliorate

geriatric care. '

The report concludes with the official VA view that it
believes its plans for coping with the increasing number of
aging veterans are comprchensive but flexible cnough to
meet changing necds as knowledge and technology develop.

These projections have been made on the assumption
that the present patterns of *VA utilization will
continue. Public funds now subsidize 91% of\hospital
' care, 59% of physicians services, and 54% of nursing

— home care costs for persons over the dye 685765 years.

Since most national health insurance legislation -
i co " proposed to date does not include the-elimination of
o= co-payments 'or -significant changes in nursing home
.o . - Tcare coverage, it i$ possible that national health

insurance may not have ‘'large immediatc impact upon
-the veteran with limited résources who now seeks VA

~

services. . v

&
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STUDY 7 - Senate Special Committee on Aging[
PROTECTIVE SERVICES FOR THE ELDERLY
J oS-

&

. This working paper on the status of protective services #
in the United States today was prepared f6r the Senate -
Special Committee on Aging by Professor John Regan 'of the
University of Maryland Law School, and Georgia Springey, a

\staff attorneK for the National Council of Senior Citigens’
. Legal Research and Services for the Elderly project.
. David Marlin, Director of the LRSE project, coordinated the

_ Preparation of the.working paper,

P
2

v In 'his preface to the report, Senator PFrank Church,
Chairman of the Special Committee on-Aging, describes how
the major responsibility for the provisiomr of "protective
services' -- help, sometimes with legal sanctions; _needed by
mentally and physically infirm elderly citizens'té@%b‘rf out .
activities of.normal living. He goes on to say th¥¢ there is

d growing Federal involvement, not only in the means of pay-

ment directly for such services in several nationwide programs,

but also in the development of gn overall service network

intended-to help prevent the need for such intervention in the ‘
first pidce, or ~- if infirmity has occurred -- providing

assistance which may help prevent institutionalization.

3

The law in most States has authorized .intervention in ~-
. one of several ways: N a :
. . - * ¢

Civil comhmitment to an institution,

Guardianship of the.person which transfers control over -
personal decision making,

Guardianship (conservatorship) of the progerty'whiCh '
transfers control over one's property and financial

affair%. N

Protective services laws authorizing temporary inter-
vention and protective ‘placements. . -

4 Thegauthors trace the involvement of government in the ",
lives of the mentally disabled to English common law, As :
father of the country (parens patriae); the English king was
responsible for the protectivn and cage of the pergon and
property of the mentally incapacitated. This paternalistic.
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¢
practice was brought to colonial America and is the father,
of today's various legal and 'social protective proceedings’
and services for the incapacitated. Recent court decisions,
have challenged the paren$ patriae power of the State.. The
Senate Special Committee on Aging ‘report refers to what has !
come to be known .as the principle of the "least restrictive -,

. alternative'. L.
\ N e

If the State has the right to deprive a person of
liberty by civil.commitment for tredtment or care, .
does it also have an obligation to provide care or KR o
' treatment with the least necessary restrictions on A
that person's liberty and other civil rights?
A 1

The report sets forth the dilemma.for the various dis-
ciplines, especially law and social work, in dealing with
these evolving legal principles affecting the welfare of the
y frail elderly. ’ ; - , 1

Social workers proceed to deliver services at times - -
against a client's wishes, without an understanding
of potential violations of. legal and constitutional
rights of thé clients or their own vulnerability. )

t ' . ° They do not invoke legal sanctions or use legal pro-
’ ' " cesses because the former are often jnadequate, the
R . latter.- often unavailable.

Lawyers are often wunavailable and/or incapable of
working in a sitdation with unfamiliar psychiatric,.

S . -social service, and medical complexities. Laws re-
‘ lating to intervention are unclear and rigid, provid- -
ing an all or nothing approach so fashioned that .
. .disabled persons  may lose all their civil rights when *
‘. X civil gommitment or guardianship is imposed. A lesser,

simple degree of intervention to place a person in a
- .~ protective setting or to intervene on an emergency
‘- basis'is,frequentby unavailable,
12

Modef;Laws

S .
P
mocel, Laws
- * \ -
D . ¥
- @

/ — This%report tries toﬂBfidge the gap between practice
relating to "prdtective services" and the law by proposing
model State legislation for: '

N

. o ,

. An adult protedtive sérvices act '
\ St
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Guardianship) conservatorship and power of
Attorney laws ) -

A public guardian act.., -~

An amendment is also proposed for State civil commit-
ment statutes which establish criteria for involuntary ‘
admission of patients to mental hospitals. The proposal s
would prevent involuntary commitment if a less restrictive
alternative form of care and treatment would be adequate
for the person's needs, not whether sugh an alternative is
actually available. 1It'is also recommended that similar - -
language be added to the legislation which authorizes State’
agencies or information services to conduct periodic review ' -
of patients already residing in mental hospitals, as well
as to statutory provisions for judicial reledse of patients.

The enactment 'of all this proposed .legislation is
intendéd to be a program of services .for the elderly to .
assist them to avoid institutionalization and a spectrum of
alternative forms:of legally authorized intervention in the
elderly person's life calibrated to provide only the speécific
services necessary to meet immediate needs and ‘avoid more
drastic interference. - - .

The mgﬁgéklegislation has related features; some of

which clarify isting ‘programs and policies, others are
* innovative approaches using new knowledge about the elderly ) ‘
- and the treatment of mental illness: .

e

- L4

‘ Protective Servitces : ‘ T

L& . ' . AN
The (State agency responsible for community-based .
services to the elderly) shall-develop a coordinated. system )
of protective services, for elderly infirm and incapacitated o
ersons with the person's consent or appropriate legal author- .
ity, in order to assist the person in performing the activities
- - of daily living, and thereby maintain independent living
7 arrangements and avoid hazardous living conditiops.* The
Department ‘may provide direct protective services or designate
s afly public or privaté agency as a protective services agency.
‘s The services would be financed by the provider agency, which - -
“ may in turn be reimbursed from Federal or -State sources if ) )
" such flunding is available. A rigid means test should be SN
Lavoided- but persons wio can afford to pay may consent to do.. -
so or the court may authorize payment. o §

-89-
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It is intended that these protectlve services be only ‘
a specific portion of a broadexr program .the purpose of which
-+ is to prevent or delay 1nsﬁ1tut10nallza;1on of.the elderly
. The characterlstlcs that distinguish protective serv1ces
from these larger Programs are: o , . !
’ s |
1. Their target population is infirm, incapacitated, |
\ or protected persons. |
2. The services are prov1ded by a de51gnated protec— :
tive services agency. i
3. Unless the elde ly c11ent consents to accept the
services, the pfotective services agency may

- intervene only with court authorization. - N
k] ’ ) N
- ’ )
£ . . K . - . '
. Geriatric Evaluation Service (GES) -
\ i ~ . p . -
3q-',/ ' A team of medical, psychological, psychiatric, and = -

social work profe551onals established by the (State agency
responsible for community-based services to the elderly) for
the purpose- of conducting a comprehensive physical, mental, .
and social &valuation of an elderly person for whom a pet1-
tion has been flleé in a court for commitment to a mental
hospital, appointment of a conservator-or guardian, an
emergency order for protective serVices, or an order for *

‘L protectlve services, or an order for pretective placement

- The GES' recommendations would be used by the courts in .
‘ determining the appropriate setting for care and treatment
and the degree of restriction on self- determlnatlon . : -

. _— A

Public Guardiah ~
. —

Provides free or low-cost guardian and conservator
services for persons having no able or willing friends or
relatives within the Jurlsdlctlon of the court; and to those
persons whose income or wealth is inadequate to provide the
requisite compensation to a private- guardian or conservator.

Four ,alternatives are prou;ged for the locatlon of the »
office of publlc guardian: . ’

{ ~ . a. Each court of the State which has-original .

’ jurisdiction in guardlanshlp and conservator- .

ship hearings. ! . ‘ \
-f. .
- -90-
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b.. Office of the Governor. . .

- 2

c. Within an agency of the executive branch

) ' State government (State office on aging;
' State department of social services; the
. department of health and mental hygiene)

A 3 A ‘ )
, d. Within county government,

The'Sg;ate Special Committee on

of
the
State

.

Aging working paper
on protective sérvices observes that despite the -sp

fe-

guards for curbing abuses of the interventioh power, these

. proposed reforms accept the parens
b State.. It concludes that to shirk 'a duty to the
.1n the name of

definition, incapable of a rational décision, is

. wrong because the liberty i< no- longer grounded on

ability. to make a ratidnal choice.

exefcise of the paren patriaerpower

patriae power of the
disabled
personal liberty, when the victim is, by
grievously

the
"The paradoXical Egt
inescapable- concludion is that a controlled and limite

by the State is necessary

/> 1f personal liberty is to be a reality and not a fiction."
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STUDY 8 - HEW

COMMITTEE ON MENTAL HEALTH AND ILLNESS OF THE.ELDERLY
{

The, Committee on Mental Health and- Illness of the ° -
é Elderly was established by Congress (P.L. 94-63) on
July 29, 1975.to conduct a study @and mike recommendations,
to the’ Secretary of Health, Education and WePfare for sub-
- mlsslon to Congress in three areas.

s (1) The future needs for mental health fac111tres, man-
: power, research, and training to meet the mental .
health needs of elderly person; .

(2) - The appropr1ate care of elderly persons who are in
mental"institutions or who have been dischargéd
from such institutions. K
(3) Proposals for implementing the recommendations bdf
the 1971 White House Conference on Aging respect1ng
the mental health of the.e1der1y _
* The Committeé report was completed "in the Fall of .
1977 and submitted by the Secretary the following May to . .-
. the two designated Congressional Committees: ,the Committee
e . on Labor and Public Welfare,of the Senate apd the Committee
. on Interstate and Foreign Commerce ofathe House of Represen-
8 tatives. Psychiatrist Eric Pfeiffer served as Chairman of
’ the ‘-10-member commlttee,qwhlch by- law conslisted of repre-
sentat1ves of the various mental health dlsc1p11nes

The findings and recommendatlons of the Comm1ttee are .
all relevant to the development-of natlonal policy for.the
frail elderly.. Of partléhlar interest, because they .
address the boundary issues between mental health status
and illness and the necessary elements of a multidimensional-
approach to long-term care,. are the following: .

\ . .
. Prevention , . . . & . “

The Committee be¢lieved that if a\natlonal pollcy of .
systematic preventive\services in the drea of mental health -
of the elderly were ipitidted, many of the problems, con- :
cerns; and costs st ing from the ‘current inadequate
system of services to the mentally ill would be greatly
ameliorated. To that end, the group recommended that®

.
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- | Effective systems for teaching the elderly to cope with
the aging process be developed. Expanded suppoxs
should be given to exploring and applying effective

i Strategies for disseminating this knowledge through the
media, educational institutiods, senior citizen graups,
"and other community organizations. ) -

° A mafbr‘prdgram of public education be develbped to .-

. combat prejudice toward the old and to improve the image
of the aging experience in the eyes of the general
public, the media, service providers and the elderly
themselves. Actions to gombat age discrimination should
be vigorously pursued. _ : <

° To help provide appropriate services and avoid unwar- ; _

ranted institutionalization, a 'nationwide system of o

Comprehensive Geriatric Assessment.Units be created

within existing community programs to serve as ‘assess- ° .

- Mment, assignment, treatment, and coordinating 'centers 6n

e an areawide basis. : ' *

e ' ’ P
Crisis intervention programs at the community level .be . ¢ -
developed and expanded to provide services for the :
elderly who are at high risk of developing mental illness.

(-]

°® A comprehensive, long-term social support systém be de-

. veloped in each community for elderly persons who are
chronically ill, socially isolated, and/or .frail which
‘ can provide, on a.sustained hasis, those services needed
to promote and maintain maximum levels of “functioning. .
Existing agencies and organizations should be used to

A

. the fullest extent possible, while new models must b ’
, designed’ and tested to ensure that present gaps in
« ° 'services-are clgsed. - \ Lo )

° The most vulnerable groups of community dwelling elderly--

the deinstitutionalized chronically mentally -i1l, and -
those with- severely reduced physical and emotional caphc- ‘ o
?ities‘due td‘ggtreme old age -- should be entitled to
. ¢ ~.Ispecial assistance in planning for and.access to the
) services they need. Federal support ,should.be given to

T developing and testing models for sustained community - 1

o agency respohsibility for regularly monitoring and -~

assuring needed services for these'high-risk elderly. .

\
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Services . : - ' .
- , L e
According to the Report of tle Cqmmittee on Mental
Health and \llness of the Elderly, the aged require a .

broad range. of health, mental health and socia} support
services that is a changing mixture.of assessment, treat-
ment and rehabilitative services on -a home-delivered,
ambulatory, residential or institutional-care basis,
depending on the specific functional-state of the indivi--
dual at a given point in time. ‘

-,

In order to improve the availability and accessi-
bility~o§,mgnta1 health care for elderly persons, ‘the
mmitteé recommended that: o
Coverage for mental health services be provided on an
equal basis with coverage for.physical health care
services, for both acute and chronic 3llnesses. In®
existing third-party programs, curre inequities in
"coverage for mental health gare services must be
.redressed, making mental health care services as -
accessible as physical health care services, for both -
acute and chronic illnesses. @ o, \

.
L A3

A national policy to ensure the avdilability of a full
range of mental health services for the elderly, from
ambulatory tg home-health, congregate .living, day and/or
night care, transitional care (half-way houses), fosﬁér
homes, rehabilitative services, and specialized inpatient
services be developed. . g .

13

‘u

° ‘A focal point be designated at the State level to ensure
that the mental health needs of ‘the elderly arge being and
will be met through careful assessment, coordination, and
planning of statewide health, mental health and social
services. Financial and technical assistance should be
provided to States to strengthen thejr capacity for ger-
iatric mental health service assessment, ‘coordination,
planning and development. ' -
. ’ ”"’\,/

Research ) ' . ,

The Committee indicated its belief that, if scientific
knowledge were expanded, many 'of the mental health problems
that now incapacitate and debilitate many elderly persons
should not, and need notjy—pe regarded as an inevitable part

of growing older. "The presence of large numbers of

i
- 7
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mentally healthy and alert individuals who ‘sustain their
intellectual and emotional integrity well into advanced old
age attests to the fact that mea¥al illness in the aged is
just that -- illness -- and not the necessary price of
living léng.'" S ’ )

- Iraining-- e . ‘

e P \
- A anumber. of initjatives were identified, both to up- ) ’

grade the geriatric mental health competence of current
“practitioners and researchers, as well as €nsuring an appro-

priate growth rate of well-trained individuals in the future. o

——

- ‘" Minorities

The Committee found that minority elderly share many
" . -characteristics in common with other older Americans, but
there are many features of their lifestyles, attitudes,
cultural values, language, and socio-economic and educa-
tional status that require special consideration.: Al-
E though there is evidence that ‘the prevalence of mental
' illness may be greater among the minority elderly than in
the _majority sgroup, they currently.receive disproportion-
ately little 'in the-way of mental health service, -an®@"
frequently confrent service providers who do not understand
s - their particular perspectives-and needs. The Committee
‘ feels it is important that the service system be accommo-
- dated®to the minority population rather than ask these aged
persons to change the habits, attitudes and expectations of"
a lifetime to suit a service 'system geared to the mainstream
culture: s ‘

Major Strategies for Implementation y

¥

- !

set forth, in the Committee on-Mental Health!'s estimation, N
the basic ‘framework .for development of. a comprehensive -
national policy to meet the-mental health:needs of the . L
elderly. Their implementation strategy depends both on“the -
utilization of existing resources and the development of new

. Thesé recommendation§ -- highlights summarized here --

ones- ) , -
Of particular importance for the furtherance of some . y .
‘ . of the goals of the Federal Council on the Aging are{the 3 BN
- _following: . i : L - .

- " . / v ! .
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Amend Méﬂicare,and Medicaid legislation to exgend the
same coverage and benefits for mental illness that are
now available Yor physical illness.

.Amend Medicare and Medicaid legislation to place ‘the
providers of mental health services on an equal basis
with the providers of general health services.

. Strengthen the quality assurance mechanisms built into
Medicare and Medicaid td include the mental héalth com-
ponentsyin staff requirempents, pYovider qualifications,
and professional review of services. )

Amend Title XX of the Social Security Act to require

. “that social support service’s necessary to comprehensive
mental health care be a component of the State social
service plan.- T e : :

Amend Title TII of thée Older Americans Act to provide _
" > that the State and area agencies on aging are responsiy
ble fqz\the inclusion of mental health services.

~ N

.
~

; STUDY 9 - Commission on Civil Rights

: - _/THE AGE DISCRIMINATION STUDY S

N

~The Age Discrimination Act of 1975 directed the U.S.
Commission on Civil Rights to conduct a study of unreason-
able discrimination on. the basis of age in the administra-
tion of programs and activities receiving 'Federal financial
"assistance. )

-

After weighing the evidence assembled as-a result of
staff studies and public hearings, the Commission concluded
that:. ’ '
°. Barriers have been erected by both public and private f

administrators between persons falling within particular
age groups -- especially children and older persons --
and services which are financted in whole or in part by
the Federal Government. ) o
» Erection of these barriers has had and is having a
serious adverse impact on the lives of children and
older persons who need thes§ services. It is 4

wh . * &

U &\\\ ) ' .
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dgpersohalized approéch in direct conflict with the
concept of -the dignity 'and worth of the individual. : . :

The Commission determined that the reasons -advanced . v
for the erection of these barriers between members of
particular age groups and'federally-supported services did
not copstitute a valid basis for arbitrarily disregarding
the needs of indjviduals within these e groups.. They
held that all such barriers constitute Munreasonable dis--
crimination" on the basis of age and their establishment
should be prgBibite& by law. Two program§ studied by the _
Commission. --JCommunity-Mental Health Centérs.and Title XX-- - .-
have particular relevance to the frail elderly.

-

Community Mental Hedlth Centers . 3

mental health services represents one of the most glaring
. - examples of discrimination on the basis of age." The .

following data were cited:
» .J /—/‘

The Civil R%Ehts Commission found that '"the area df

°® In 1975, 328 community mental health centefs with :

service area populations averaging 9.9% aged 65 yeaps— . .
and over, had patient loads with only 4.1% older - ‘

pérsons. .- ¢

® 1In 1976, 528 CMHCs directed .nearly 36% of their staff

.hours for consultation and education to agencies gon-
cerned primarily with children and only 5% of ‘theur
staff hours to agencies dealing with older.persong.

© Eighteen to 25% of those 65 or older have mental health
problems that interfere severely with their ability to P
function on a daily basis. (Quoted from Gene Cohen, M.D., o
Director, Center for studies of the Mental:Health of the oo
Aging, National Institaute of Mental Heﬁgth.)

® Referral sources are found for the most part.within the

existing social service and ‘educatipnal networks. Older .o

persons have little or no contact with the formal refer- L

ral networks. .

®. Staff involved in health and social services lack pre-
service or in-service tralnin% in gerontology "and/or

» geriatrics. Y .
) ’

.
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. One of the ensuing recommendations of the Civil Rights

" Commission would require federally-assisted programs such as

Community Mental ‘Health Centers to set .performance goals for-
‘participation of persons in their programs based on the per-
centage ‘of an age group in the total population eligible for
the programs within the boundaries of the service area. °
This means that if a CMHC had an eligibler service azea popu-

- «latien which was 9% elderly, then 9%

should be the aged.

of all its clients

-

. , ‘
Soéia{ Services to, Individuals and Families -

: Title XX of the ‘Social Security Act authorizes grants

to States to pay part of the cost of providing social ser-

vices to low income individuals and families. States must
. - offer SSI recipient at least three services directed toward
. ) each of these godls: , g . ‘

Financial self-support >

-
o]

Personal self-care ,
~ 2 .
Protection,of children and vulnerable adulks from
abuse, neglect, or exploitation; and strengthening
_family Fife :

Avoidance of Thappropriate institutionalization by
providing services in the local community, often ‘in
people's own homes '
Appropriate insfitutional plécément and services when
in a person's best. interest. '

. <
The Civil. Rights Commission staff had difficulty
determining the amouny of Title XX monies'which are expended
‘ a. on the elderly because there are no requirements that such
. data be maintained by the States -and forwarded to the
) Federal Government.. However, the CRC believed there was
\ sufficlent basis to conclude that a substantial amount of
= Title XX money is used by the States for continued support
of long-standing community social services for children,

) ) youth and their families. Becausesmost States dare at or
near their alleocation limit of Title XX monies, there is
great reluctance to decrease or eliminate funding for an \

- qpgoing program for children in order to launch 4 new ’
service for the elderly. Furthermore, the availability of
social services for the elderly through the Older Americans

& : . .
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Act was often cited as a rationale for denial of Titie XX\*. N .
monies for programs for the'aging. v ' . . e d‘;

 The Civil Rights Qbmmission (CRC) concluded that the

- arguments’ of .1imited resources in a program that is intended

Lo

i denying access to needed servides. Other criteria

N

', General Recommendations T

ﬁW%Te not acceptable.

xl«;‘; v - y " ) s . .

Vyﬁ Resources are.always.lamited. Program administrators .
B
i

.

tof serve all ages and the presence of categorical programs

- ... must set priorities. Prigrities should 'not be : B
‘v restablished, however, by using dge as a criterion for

based on an evaluation of thg relative needs of indi- ° )

'f££?o viduals are always "available: The.fact that ‘they ‘may .. -

be more difficult to administer does not' constitute ...
a sufficient basis for rejélting thenm. ‘ :

& “
-~ ‘ . s N “ \ . . .
Age categorical programs ate authorized td meet , .
additional or special needs of people of certain . ' L.

'i.( %

~ages. If a program intended for ‘all age group
ignores the needs of the'group being served by

the special program, the age categorical program L

. cannbt achieve its purpose, and the geperalfprogramiy‘;

1
-3
g

fe Tt r

fails _to meet 1t§ resp03§ib111t1es>\\

.
Mowy

4

i, * % ' : ,
" Among the recommendations in the .CRC report with

relevance ‘to this examination of the public policy context . h i
for.the frail elderly are the following: . ) e

: RN

'° State and local laws which are designed to implement

. mination

federally-subsidized services and benefit pragrams L.
should be placed under*the purview of the Age Discri-
mination Act. .(Examplé, when a Qtate legislature , -
directs e€xpenditures of Title XX\S6cial Services «
program funds ‘to certdin age groups before the »
requisite public ingut is obtained, .or before the

assessment of needs

inequities frustraté achievement of the Federal

statutory purpose.) et ’
° v

. ° -
° —

"> Any perso: aggrieved by violations of the Age Discri- . 2 ‘
OXFt should have the right to institute a )
it/ in ‘a court of competent jurisdiction.

/ * _r'. .r, ‘(;'

civil su
b N

h 4

is presented, the resulting'. ‘ .
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» ° If a State or local government hgeﬁcy administering -
a federally-assisted program is determined to be ‘out
of cénformity with the Act and that body is the -only " .
eligible entity for administration of the program, _
the relevant Federal officials can redirect that
' . program*s funding to any public or nonprofit private

- agency ‘which can meet the Federal statutes.

-

° Opefgting units of the Federal departments should
require.their grantees or contractors to set per-
formancé ‘goals and.plahs of actiom for the participa-

. tion of persons in their programs, based on the relation-
ship of the. age groups within the -eligible population to
the total population eligible for.the programs within
the boundaries of the service -area.

V/ * & ° Administrators of agencies receiving Federal financial
assistance should inform all eligibles or under-served
eligible agge groups about the benefits available.

- ® HEW should review all of its training assistance
programs to institutions or to individuals and
ascertain whether its funding policies are resulting
in making available sufficient personnel equipped to
meet the needs of particular age groups.

ANALYSES OF SUMMARY REPORTS

While every effg}; has been made to have the pre-

b ceding summaries of these government reports accurately
n reflect their contents, those sections which have rele-
- vahce to the frail elderly and to the formulations ‘of

the Federal Counc¢il on the Aging have obviously been
selected for FCA emphasis. It is hoped that the context
of the ensuing commentary will also preserve the veracity
and intent of the original data and views.

A major group dealt with in each of these reports
is the frail elderly in many traumatic circumstances:
° That group who became deinstitutionalized from State
mental hospitals only to become ''warehoused' in Medi-
. - caid-financed nursing homes or boarding houses :
T8 financed through SSI payments;

-° The growing number of veterans with no family and
community roots who will use the VA for their long-

- -100-
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term care needs;’
® Older persons needing legal or social protective
~services under the authority-of State courts;
> <
Unserved but eligible beneficiaries of home-care ‘
programs financed by 'some title of the Social Security °
Act or the Older Americans Act; | ‘

Impaired older persons who need a multidimensional
assessment in order to take advantage of services

and benefits which are already in existence;

® The frail elderly with aging family members who want

to help but do not, know how to cope with their own
impairments let alone those of the previous generation.

These reports are not an exhaustive compendium of
every current public issue which should be addressed re-
garding tHe Lonﬁlterm—caring needs of -the frail elderly
but many of the questions which were raised in the begin-

. -ning of this FCA report-are touched upon. It is hoped

that these s®mmaries illustrate the perspectives which -

each brings to an analysis of one dimension often com-

pletely apart from overwhelming' data of a related dimension.

Hopefylly, this can be illustrated by cutting across a few

topics. '

Family and Friends
py

The General Accounting Office studies in Cleveland:
and on home health care shatter at least two mythss that
families do not care for their elderly, and that home care :
always costs less than institutional care.
> The GAO is. 'very clear that two-thirds of the seriously
impaired older persons in the United States are being cared"
for at home primarily by family and friends with.some assis-
tance from unevenly available formal community services.
This care '"cosfs" less in public money* than if the same
degree of care were being provided in a nursing home under
"‘Medicare or Medicaid reimbursement but the social "costs"
o as well as the actual financial costs for the family can

be sizable. Cl

e

Q

The GAO cautions that expansion of home care for those
persons without family and friends must be examined in terms
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of equity and practicality. It may well be that those .. _
family members and friends now providing all this-care for
their frail elderly kin and friends may feel that :they have
a right to bé relieved of some of the duties which ‘they have
assumed of their own free will if such care becomes available
through a-government entitlement. < ) )

3

Long-Term Care of Veterans as a Model .

s , P
In deveIoping national policy for:the frail elderly,

the Veterans' Administration program for long-term care-of

its constituents bears examination for.more reasons than -

the fact that veterans will soon constitute the majority of

the American male population over the age of 65.°

There is much to be learned from the flexible
approaches of the VA's non-institutional extended care
programs. VA personal care homes were originally devised
as a means of.discharging psychiatric patients into, the
community.by providing a basic level 6f social support in
a family setting. This is now the largest VA Extended Care
Program with over 22,000 veterans in placement. Patients
with significant residual disability may be helped to remain
in their own homes through the Hospital Based Home Care (HBHC)
program. The patient and his family are provided the neces-
sary instruction in the routine and nursing prqgedures under
the coordinated supervision of the~hospital-bas&d treatment
team.

. h Y .
A large majority of the patients -in VA long-term care
facilities have no real home of their own. Ninety percent
of domiciliary residents are unmarried, and most of them
have long been estranged from any families that may have
existed. In many ways, the Veterans Administration has
become their sgﬁpdgate family.

[

Constant-Atte€hdance Allowance '

What is not covered in either the National<Acadamy of
Science report; the VA report on its plan for the aging
veteran population. nor any of the other reports summarized
here, is the VA "aid.and attendants™ progranm. T

. (]

. This cash benefit is administered by the VA Division
of Veterans Benefits and provides a. flat payment to non-
service connetted needy veterans and a flexible amount of
money to service-connected veterans who are-determined to be

[3
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either permanently and totally gdisabled or homebound

-~ ~ through some incapacitating physical and/or mental
condition. "The determination of eligibility is made Afy
the Division's Adjudication Board based on the veteradn's
medical charts and other pertinent official reports.

The theory behind the cash supplement is that the %, "
modest amount df money (around $160 a month).to the non- . o -
service connected will be used net to purchase the ‘ . :
sérvices of a skilled person but will provide sufficient .
extra income to a family to ease the butrden of having an -

“ incapacitated person in the home. Family members are .
~trained where necessary by VA personnel in care of the .
veteran. : ) . S - oy
The VA Adjudication Department, much like the Social
Security Administration, does not have social workefs or
medical-personnel on its immediate staff and it does not
believe constant monitoring is necessary., Of course, -
there jis easy access to the wide range of clinical person- -
nel in .the Department of Medicine and Surgery. Social
workers in that unit consider themselves "case-finders"
for potential aid and attendant recipients, In turn, :

PO the benefits staff will refer cases to Medicine and

Surgery wgen/a problem arises requiring clinical skills.

A The apparently few cases of misrepresentation of dis- o #

~ability are referred-to the investigative arm of the :

« .~ Adjudication Department. (VA studies have shown little

) ‘misuse of the money received.)

Jocial workers do maintain ongoing relationship --\\\

case;management -- with all veterans in the aid-and-

attendant program with 'a psychiatric diagnosis, those not
living.in their own homes, and those undergoing involved

‘medical technologies in the community, like_ kidney

dialysis. In other words, it is assumed that many

veterans with physical impairments Yequiring only sidiple
nursing: care can manage at home with a-little extra cash
edch month. ‘ « . ‘

<

Despite what appears to be fairly successful experi-
ences with constant-attendance allowances with American
veterans and in 47 fogeign countries, there has not been
-much interest in this mode of assistance as part of a long- -
term care strategy in this country (Tr%cy, 1974).

D | \
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. A staff paper circulating in+the Social Security
Administration in 1971 suggested consjideration of an addi-
tional cash benefit for social security beneficiaries aged
75 and o6ver who, because of physical impairment#, are in
need of long-term nursing home care or spécial a551stance°
at home (such as homemaker services) on a continuing (SN
basis. The flat amount would be greater for those twho
needed nursing home care and leéss for those who needed
special assistance or attendance’at home. Beneficiaries .
would not be redaTed to meet .a'means test in order to ~
©'qdalify for the additional cash benefit but would qualify
on the finding of a need based on a comblnatlon;of medical -
and social- factors. )

Another approach suggested in thls SSA staff paper
was a small supplementary cash benefit payable as a matter
of right to all beneficiaries aged .75 and over, with the
benefit graduated' to increase with age. The small,
amounts'proposed would” pay for occasional personal or
household sexvices (like meals-on- wheels) or for someone
to market and run errands, and so might“enable some aged
people. to remain in their homes. This proposal,-déscribed
as one which would save the administrative costs-involved
when a finding of need based on a combination of medical ’
and social factors is required, utilizes.the same rationale
_as the Federal Council in using advance age as a proxy for
need. . - ~ °

3

A major advocate for a '"personal care benefit" is
Robert. Morris of Brandeis University. He has called for
this personal care benefit to be payable to the consumer
by cash or voucher, determined by functional conditions-:
and not by income deficit alone. Morris advocates the
consequent emergen%e of a network of personal care organi-
zations growing out of existing fragmentary service -
agencies independent of, but linked to, and parallel to,
the existing structure of medical services.

.. Judith Treas, writing in The Gerontologist in i
December 1977, asks for consideration of direct subsidies
to families who participate in the day-to-day care of
aging relatives. ''Families who overcome the many obstacles -~
to home care for the aged would seem to warrant direct pay-
ments as surely as do strangers providing 1ess personalized
services", she says. : ’

- . . -104-
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T studies on deiqstitutional-zation,.protectivé
services] financing of long-term carg, age discrimination
and mental health seep to Be based. different assump- t
tions of the nature df mental illw€ss among the elderly. J ) y
The Congressional Budget Office proposals for long-term

- care financing exclude the mentally ill and retarded and

~elderly with mental frailties all require the treatment

deal only with those who are physically disabled. The

GAO deinstitutionalization study, dealing primarily with o b
an aged population moving out of State mental health '
facilities, gives brief recognition to ‘the physical
debilities likely to be present in many of these same" . >
persons. . ) ° R .

The Age Discrimination Study implies.that the K J

modalities of the ¢ unity mental health centersyin the
same degree as other age cohorts in the population nd,
therefore, should have their quota according to their

-numbgr,.not according to their needs, and irrespective

L}

of mental-héalth programs geared to the unique {;gilties )

of advanced age.

The Protective Servi€e Report and that on Mental
Health and Illness of the Elderly are.both based on the
premise that the debilities of the elderly are so inter-
related that physical 'and mental health and social needs
must all be considered in diagnosis and assessment pro-
cedures and carrying. out a plan of long-term care. Further-
more, the likelihood of several chronic physical conditions
loss of spouse and/or close kin, and diminishing financial
assets makes the older mental patient a likely candidate
for treatment and care which is substantially different
from that required by non-aged adults. - ’

2

The recommendations of the Senate. Committee on
Aging's Protective Services Report for a "Geriatric
Evaluation Service" (GES) and that of the Secretary's
Committee on Mental Health and Illness of the Elderly for
"a nationwide system of Comprehensive Geriatric Assessment
Units" (CGAU) are quite similar in concept to the proposals
of the FCA. The GES units would be lodged in the State*
agency to which responsibility for legal and social pro-
tective services would be assigned by law. The CGAUs
would be located within existing community programs, the. =

/ x

. N T‘
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exact administrative-location depending upon local “
community circumstances and resources.

/ LR t

The Mental Health and Illness of the Elderly Repdrt ‘-i L
does not directly address the relationship of the courts .

and' formal protective services in the community to their
CGAUs. It would be hoped that, as this report and that
of the recently-issued President's Commission on Mental Health

. "are implemented, the parens patriae role of government for .
mentally-frail persons exercised through the courts and
protective services will be integrated into concerns for
improving and expanding mental health treatment and care
‘at the community level.

While the Age Discrimination Study was limited by
law to an examination of federally-assisted programs,
~ some of the conclusions and recémmendations are flawed
and circumscribed by not taking into account activities'
beyond this narrow scope. There is no denying that many
older persons have mental problems which interfere with
their ability to function on a daily basis. However, one
' cannot then make the conclusions implicit. 1q‘the Commis -
+ ¢«  sionVs .findings and recommendations, name y that these
mental pgoblems are the major problem of this population . ‘
and should be dealt with through the short-term psycho- -
ic modalities which are the major one-to-one .{’,’
treatment modality of the CMHC. * :

Because State mental hospitals arg supported pri-
marily with State monies, the care they provide to the
elderly-disturbed cannot be ignored in a computation .of
society's concern. Despite the growing attempts to .
discharge the elderly who do not belong in mental hospitals
and to avoid their initial placement, it is likely that
the elderly are still the predominant age p in such
facilities and get more than their "fa1r‘§%§%£" of insti-

' tutlonallzatlon .

For those elderly with mental impairments who can
remain in the community, the Federal Council’ contends
that, because many are also likely to have physical health
and soc1a1 problems of equal intensity, they can benefit
from a regime which is ,primarily ''social" and 'psycho- -
social" with "health' components rather than prlmarlly
"psychotherapeutlc." In this context, one cannot ignore
the federally aided psychosocial and’ 1ong -term supportive

. services which are. already available, albeit not too
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Systematically or equitably, through the Dlder Americans
Act and Title XX of the Social Security Act. "
5 e — -~

‘ To return to thé& matter of whether ‘there is genuine
discrimination against the aged in .programs mandated to
serve all ages and, whether the elderly get their "fair
share" is to raise questions of distributi justice which .
must involve the totality of what the elde ly share of
Society's goods. - Social ethicist_ Albert Jonsen (1975)

tried to grapple with this and said that ho claimant group

- has a natural priority to social goods resulting from the
existence of. a productive work. force. .

National Long-Term Care Policy * ‘

TFor every complex problem in/gg;iety there is a
solution that is simple, plausible and wrong." So spoke
the sage of Baltimore, H.L. Mencken, and not any of the
writers of the government reports. which have been sum-
marized here! While many of the repofts .do acknowledge
the complexities of determining the role of government
in the care of its vulnerable citizens, the prescribed
limits of the reports do produce a limited perspective
on the complex problem of long-term care. ‘

, .

. N . ’ ‘

Many proposals accept what is in place as a given
fact withaut evaluating basic concepts ‘and programs. The
Federal Council's recommendations have .tried .to deal with

some -organixing principles and a concept of a floor of
bas social ‘services.. Faced with sizable needs of a .
‘growin 0puldtion,5some concept of priorities is

required..

4 ( : é
' NON - GOVERNMENT STUDIES AND RECOMMENDATIONS

r

* To complete this pi@{ure of the current setting in
® which public policies for the frail elderly must be
developed; this section reviews several recent sets of
policy recommendations coming from the private sector
regarding long-térm care.

o
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REPORT NO. I - TASK FORCE ON LONG-TERM CARE’

NATIONAL.CONFERENCE ON SOCIAL WEL?ARE

oL Cont Ay
. . » . .
2, A \The work of this Task Force of the National - .
Conference .on Social Welfare was supported in part by the '

" Division of Long-Term Care of the Health Resources Admini- -7
stration of HEW. Its final ‘report, "The Future of Long-
R Term Care in the United States" was issued'in February
‘ 1977, .
. In the preface to the report Be ce Cathgrine )
A Harper, then Director of“the Division’ 2%}Long -Term Care, .-
R " expressed the following objective for guch act1V1t1es as
- the NCSW,pr ecf*“-~»u\

Theaultlmate goade is ‘quality care for ald persons,
of all ages, all rabe and all s®cio-economic
oy ) levels. This requ1red special emphasis on the
. social/health care plan -- a continuum of care --
to meet the health (including rehabilitative) and
Lot psychosoc1a1 needs of the" phy51ca11y and mentally
- - dlsabTed -
. ‘ @
The Task Force 1dent1f1ed a number of knotty issues,
which it labeled "dilemmas' because of their complexity,
" their defiance of simple solutions, and their propensity’
_'to produce either intense advocacy or opposition:

.Dilemma 1: Where should administrative ad%hority for

. " long-term- -care -be located? N
‘ Dilemma 2: ‘How to change the attltudes of profe551onals
and staffs?
B}I%mma 3: How to bring change in community value systems?'
. .
- .Dilemma 4: ‘How-to develop $he funding patterns and "
! : resources conducive to the development of a
continuum of long-term care services? ,
. . . " 4 - , ! \
3 Dilemma 5: How to balance society's concern, for the

rights ofjkhe ‘vulne; ab1e individual and
society's respon51b ity for the safety of
. the communlty? )




P

Y]

Dilemma 6: How to retaif and strengthen, family support

. <« and qther dinformal support.systems? ~ ' ' ’ .
- fézﬁ;;;lma 7: How to establish. an intermediary §ysfem to o
- - . perform.specific ‘tasks to expedite services .
- more equitably and provide a continuum of o
care? - ' . ) ' b

"Force on Long-Term Care ‘has evolved into a Washington-

LAY

@

. W ,
Dilemm# 8: How 'to Qetermine if.there is a cutoff- point

in chronolagica] age or otherwise when it Pr
. * becomes ‘futile fyom cost-amt benefit to ¢ :
% - . - .
" provide any .moré than minimal Services? . . —

. . - - _

The report concludes ‘with % range of options upon -
which solutions to some or ’all -of these dilemmas might be -
based. However, the Task Force_is clear that it favors o .
a strong social component in na}ional’bolicy initiatives

- LA

for long-term care. - - | %
) . : :
This-National anfqreﬁce on Social.Welfare Task: . Coa T

14

based "forum".sponsorpd by sefferal of the major national

.voluntary organization sconcerned with long-term care for

persons of all ages amd various debilities. Ruth Knee,

who chairel the original Task.Force, now chairs the new

group as a rgpresentative of the National Association of

Social- Workers whjch is the convenor of the forum.. . - t

r

3 A . /J . N
<REPORT 0. 2 - UNJWERSITY OF CALIFORNIA - .
HEALTH poZ;cY PROGRAM . | L

’.\. ’ B A)’ .

Tom Joe and Judith Melzer of the.Health Policy - . oo
Program School of Medicine, University of California at Rl
San Franc¢isco, jssued a report on 'Policies and Stra- L.
.tegies fof Long-Term Care" in May 1976. The paper * ° -
addresses public policy“issues in the area of long-term
care in a way that focuges attention on the cross-cutting, '
non-categorical nature of the problem and the various
levels of government that must be involved .in determining «. .
solutions. The *Authors proposé‘ﬁix areas for action by
Federal, State-and local governments. ,Highlights follow:

.
. ’ ~




Detailed Data CQ}lection and Problem Analysis .

-

" There needs to be a conscious strategy to collect -
" and analyze ‘information on the -numbers of long-term care
: facilities, the characteristics of the facilities, the
characteristics and service needs of the clients, the
-services provided by the facilities; the true costs of
) -. . providing long-term care services, the sources of funds
. for long-term care, and the availability and use of com-
- mynity dlternatives. Ideally, this should be done on a
national basis, However, this likelihood in the near
term is dim and States are urged to take the initiative ,}
. to gather information they need now in order to solve
. current problems. States must alsa asséss administrative
and political barriers, bureaucratic and professional turf
interests arnd gaining ‘necessary high level policy consensus
on the definition of the problem of strategies of change. .

Al

\
[

Technical and Administrative Reforms. N
In the absence'of any broad reforms in the area of
long-term care, pressure will mount at the Federal,
State' and local lé&vels to make incremental legislative
v . changes. 'An example of this approach is‘the series.of ?
48 bills relating to nursing home care introduced in 1976
by (then) Senator Moss, (then) Congressman Koch and
Congressman Pepper related primarily to administrative
reforms, licensing and standard-setting, and accountability
d \ in current programs. ‘Individual pieces of legislation like
this do have merit, but they cannot be pursued in the
absence of a long-range objective dr as a replacement for
motre sweeping change They must be viewed in relation to
the totality to insure that they do not complicate an
already complex area and further the inequities and con-
. flicts among levels of government, Jurlsdlctlon client
. groups and programs.

Loﬁg,Term Care Financing c . -

Establlshment of a fedErally -financed program to
cover costs of room and board in _long-term care facilities.
Rates would be established with'regional and/or community -
variations to #eflect cost-of-living and costs of housing
with potential for a sliding-fee scale.

L}
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Amendments to existing social service programs
(i.e., VR, Title XX, Mental Health) to make flexible )
rovision for meeting long-term care service needs of’ ‘ .
people in institutions, as well as of those who remain-
in their own homes. (Continued funding . for medical

&

' services provided in long-term care facilities through ~
Medicaid and-Medicare, or any new health financing .
program. X . v

L]

. Delivery Systems: Community Assessment, Placement,
Reterral and FeedbacK‘Meéhani?hs A .

One approach to the deveglopment of. communit
delivery . systems is the Conable, Pepper, Koch and Fraser
bills, all-of which establish community long-term care
» -7 or home health ‘centers with- similar responsibilities for
assessing client wneeds, coordinating care on behalf of « ~
-~ % individual clients and providing a .feedback system on
the kinds of and quality of services available, Even in
the absence of specific Federal legislagion, however,
States and localities could move in this*direction,
utilizing Older Americans Act funds, Title XX funds and
. community Mental Health funds for opérating support for
a coordinating agency which has knowledge of multiple
agency funding soeurces,.various eligibility requirements,
o and community service alternatives. :
14

©

N -

. a&’

-

Manpower, Training and Development

L]

<
In order to implement any of the recommendations, a,
conscious manpower training strategy must be instituted to.
train and retrain workers' who provide-long-term care
services at the local level. Assisting -individual clients
to make appropriate decisions regarding service needs and
institutional or in-home care, wokkers must be extremely .
knowledgeable about the availability of community re-
sources, a client's needs and entitlements and how to ~
orchestrate a service package-to meet 'individual need. . : . -

Research and Technological Development

In addition to the more immediate strategies for
reforms of financing, administration and delivery of LTC .
\ services, there is a continuing need for research in

several areas, including: -
) & ’ “ ‘\ . -’
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C - characteristics of 1nst1tut1ona1 long- term care™~—""
¥ -- develdpment of placement measures >

-- development of quality of care measures ..
-- refinement and use of technology ¢

;:zREPORT NO. 3 {NATIONAL ACADEMY OF SCIENCES -

A

PN&JITUTE OF MEDICINE - ANGLO-AMERICAN CONFERENCE

The Institute of Medicine of the Nat1ona1,Aca&emy
of Sciences conducted an Anglo-American conference.on
care f the elderly in Washington, D. C., on May 17-19,
- 1975*.\ To assess the findings of the conference and to
' make recpmmendations for U.S. policy affecting the .
functionally-dependent elderly, the Institute formed, a
Committee on Care of ,the Elderly under the leadership of
T. Franklin W1111ams, M.D., Medical Director of Monroe
. Community Hospital and Professor at the University of
K Rochester. Garson:Meyer, Vite-Chairman of the Federal
Council jon the Aging, was a member of the Committee. A
resultant policy statement, entitled "The Elderly «and
Functional Dependency", was issued by the Institute of
‘Medicine in June 1977. | \
‘ 't
In the view of the Committee, the. e1der1y should
not be forced to deplete their assets in order to obtain
access to long-ferm care because elderly persons are.in no
p051t10n to replace assets. To effect a fundamental .
‘change 'in Federal policy for care of the elderly, it was.
recommended that: ... . »

a

The Federal Government should reimburse for
- long-term care provided to the functionally-
’ dependent elderly. Long-term care should
) . “include both health and social services and
. should provide for choices betwéen insti-
. : tutional and home-based care. Eligibidity for

Federal reimbursement of long-term: care should
xbe based on a comprehen51ve assessment process.

}
i A

| -

| .~

*Both the Administration on Aging and the National Institute
on Aging participated in funding the conference,

. . <
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'3 . "The Committee stated its belief ‘that other demands -
. onf State financial resources are severe and the needs of
the elderly toQ universal to-‘recommend State financing for.
s¢h a program. herefore, it was proposed that the long--
term’ care program be finanged either as part of a national .
"s . health, insuranceé plan, an-éxtension of the Medicare program
'a newrprogram supported throughigeneral revenues, of by a
. combination of general reVenues and voluntary premiums. °*
Statds and localities would retain-key .roles in admini-=,
..steting provisions of the program, * :
R - ' » s
s In view of the uncertainties associated with the
' MCost of a féderally-supported long-term care prograﬁffor
vig all persons 65 and over, the Committee suggested tha .
- ‘*Q%‘ipitially the program should be restricted to persons 75
végifand over. - ' -]

N

s > -~

RN .
A 8
SRS The NAS Institute of Medicine Committee also
‘% "~ recommended that: ‘
S " A single agency should be identified to . e
I ' coordinate the delivery of health and social D
REEV . services to the dependent elderly at the ' .
Sl community ‘level. T :

.
L4 “
L] ’ b

. The primary goal of this agency would be to promote
coordination of services for the elderly rather than to

A . develop age segregated health and soc¢ial services. Howéver,

A the Cowmi%t@erbelieves.thdt a -separate \approach for coordi-’

2 ' 7™ nating /services for the elderly is a necessary first" step

o in assuting recognition of the needs and problems of thjs

e segment of the population. : *

1
> i

N <

REPORT NO. 4 - AMERICAN PUBLIC WELFARE ASSOCIATION'

S

SPECIAL ISSUE APWA JOURNAL - SPRING 1977

Sl

: N - L burtic Wes anEl e
In a special issue of the APWA Journal Public Welﬁaﬁ&ﬁfuﬁ; ’

b;' ' for the Spring of 1977, policy statements on "Social -
" Services for the Aging" and ‘'"Nationa Health ‘Policy" L
appeared. Among the proposals with 'relevance to-the frail

L

. . T
\ e

, .

Yelderly and long-term care were the following: - ’. -

-
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'Sociak Services for the Aging

* As major steps towards, the implementation of a
universal system of public. social services, the American
Public Welfare Assoc¢iation recommended: .(1) clarification
of the. scope of social services for older persons that
should be developed under Title XX of the Social Security
. Act; (2) broadening of. the universal social services for
g . older people included under Title XX; and (3) an 1mproved

. . Federal financing base for the T1tlexXX program. Also

proposed was continued expansion of the Older Americans
- Act and support of ‘the Social ‘Seturity Administration's

. efforts to give more attention to the social services
) needed by beneficiaries of old age, survivors, and dis-

,} ability insurance (OASDI) and supplementary security income
(SSI). Specifically recommended were the follow1ng objec-
tives: (
1, Gradual raising of the ceiling on Federal matching R

expenditures for social services to .permit the
. : progressive development of a universal public
' social servicgs system serving older people, as
well as other adults, families, ch11dren and .
v youth.

2. A Federal program of "personal’’ social services for
older persons to enhance or makhtdiii their“social
functioning must be' clearly defined and developed
if aybasic floor of universal services for older .
peoplle is to be established in the future.

3.» Universal eligibility and entitlement for public
social services for older peaple regaydless of
their economic s'tatus. 4

. 4. Improved standards and accountability in public social *+
) services for older people to improve the effectiveness,
eff1c1ency, intended scope. #hd quality of these
services.

5.~ Continued expansion of various programs of the Older
Americans Act related to the planning, development
and proV151on of social services to oldér\people.

© 6. Improved coordination of social services for older .
people. The Federal Govermment should work with
State and local governments and with the Voluntary
sectors.
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7. Encourage efforts by the Social Security Administra- .~
tion to develop and demonstrate information and )
referral services and other linking services within
its general operations for OASDI and SSI beneficiaries.

National Health Policy - Long-Term Care

Within an overall policy statement on national health
policy, APWA's Committee on Health Policy made several recom-

‘

mendations dealing with long-term care:

1. National health insurance should be responsible’” for
financing all of the medical-héalth services . .
required by persons in need of long-term care. In X

¢ addition to therservices- of  physicians, other health o, we
care practitioners, hospital care and out-patient .
care, these should include such long-term care- .
related services as: . ‘
) .

° home-health aide services;

nursing and medical services provided in the »
individual's résidence, including medical . .
devices and ‘supplies for use in the home;

therapeutic and rehabilitative health and mental
health services required to maintain an optimal s
level of functﬁoning; - ’

health-related day care serviées% beyond those
needed for socialization; - ’

transportation to and from-'medical care facilities®
institutional care, exclusive of hotel costs, .for

persons with disabilities or social conditions °
that would not allow maintenance @t home.

2. Persons covered under NHI who need a combination of non- -
medical support services should automatically be eligible
for those services, alithough an appropriate copayment ;.
might be required in some cases. )
3. NHI should finance appropriate assessment, review, and
placement services for persons requiring long-term care. .

»
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CORE SERVICES IN DETAIL

ALTHOUGH THE FEDERAL COUNCIL on the Aging is prop051ng

.that the core services -- assessment of need, development

of a plan of care, and case management -- be available to

the frail elderly as an_ integrated package, it is separating

the three in this detailed section of the report.’ Assessment

and care planning will be considered together, and case man-

.agement ‘separately in recognition that this latter service
¢can logically and meaningfully be provided by a separate

agency, ‘different practitioners, and through a different

financial arrangement.

3

’ ' TWO PARTS OF THE THREE-
ASSESSMENT AND PLAN 0F CARE

’

2
The distinctions are not neat and there are excellent
© illustrations of many different approaches Q{rpackaging
e ’ assessment with other services. The program¥ which will be
: described in this section have been selected because they =
illustrate points about the proposals the Federal Council
-1s advocating. . '

They deéabibe two major approaches to assessment: one,
which might be called an "independent" asséssment process
. not linked to any eligibility determination process; the  *° ot
\ other, providing the same type of assessment but linked with '
.the determination of e11g1b111ty for some separate benefit
or service.
Lawton (1971) provides a succinct definition of "func-
tional assessment'" as any. systematlc attempt to measure Ob-
jectively the level at whi¢h a- person is fiinctioning in any
of a variety of areas, such as physical health, quality of
self-maintenance, quality of role activity, intellectual
status, social activity, attitude taward the world and self,
and emotional status.




Independent Assessment

>

, The in-depth assessment of a frail older person's pro-
blems, -resources and functioning, and the development of a
plan of ‘care in conjunction with the older person and the

——significant people in hergor his life, have as their primary
goal greater knowledge and awareness of the person's own ’
resources and needs -- be they government benefits to which

-one is.entitled, financial and physical assets, physical and
mental health, or the degree of ability to cope with daily
living., Counseling with.the older person and significant
family ‘'members and friends around. the emotional imptications
of their relationships and responsibilities under the stress’
of the growing “impairments of the older person would also be
a basi¢ component of the assessment process. " g

° . Geriatric Family Service'

One illustration of a_response to this need by the pri3
vate sector was brought to the attention of ECA by Charlotte
Kirschrner, a social worker who established the Geriatric
Family .Service in New York in 1975. On a fee-for-service
basis, -this private agency provides, according to its bro-
chure, "evaluation, guidance, help te meet your own indivi-
dual family®s needs when 'you are woTried about your elderly .
mother,. your aging father, your grandparents...." The Geria-
tric Fdmily Service is not designed at the present time to
provide counseling. . A .

. Ms.- Kirschner established the GFS following her retire-
ment as- director of social services.at the Jewish Home for
the Aging because of the many request she received _from
physicians and psychiatrists to see their‘private patients

-

for assessment. . . <

*  Assessment Programs by Community Agencies

- . , [3

The type of psychosocial assessment which is offered
by the Geriatric Family Service on a fee-for-service basis
is also provided in many cemmunities by such non-profit .
private. groups as family sgrvice agencie$ and community
mental health centers with no fee or a sliding fee scale.
Continued-.counseling for at least a short period ‘of time to
assist in implementing a'plan is frequently available from .
these agancies. . . .

Y
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< . Family service agencies have a track record of serving
the elderly about equal to that cited previously for community
mental health centers. A recent study (Rothman and Kay,,1977)
indicated that pefSons 65 years of age and over represent
4 percent of all clients served in family agencies. However,
many such agenciges have long had assessment procedures avail-
able in terms of determining eligibility for homemaker pro--
grams which many of them sponsor.

- A number of multi-purpose senior centers provide a full-
range assessment program for the impaired elderly as a com-
plement to actlvities for the entire older population. In
some instances, this activity consists of providing space for
a family service agency representative in the senjoxr center.

. In ofhpr cases, a social caseworker is on the center's staff.

Eong-term care providers, such as visiting nurse asso-
ciations and nursing homes, also provide assessment with the
understanding that it could result in recommendations for .

- use of informal resources in-the community or for formal ser-
vices from other providers. Obviously, there is 4 potential
conflict of interest when assessient is provided by a poten-
tial provider of services which could be reimbursed by a ‘
government: financing mechanisnm. *

-

. 3 .

The evolving role of Professiopal Standards Review
Organizations (PSROs) 'in evaluating the need for long-term
care places them in an assessment” role for the frail eldéerly
as well. Under the Medicare - Medicaid Unit-Fraud and Abuse
amendments to the Social Security Act enacted in October 1977,
certain PSROs are to assume responsibility for reviewing
admissions to certain skilled hursing homes, intermediate
care facilities and ambulatory care services. Where a PSRO’
assumes a long-term care responsibility, it is encouraged to
establish a technical advisory body made up of providers of
long-term care which will assist in the collection and analy-

. sis of data and develop criteria for determining the.level
- and quality of care which should-be provided by long-term care *
facilities"within the jurisdiction of the PSRO.

’

Assessment binked with Eligibility Determination

t

A number of the"ﬁrofessioﬁals who have consulted with . L
. . the FCA on tHis frail; elderly project have suggested the
possibility of using ‘the assessment process simultaneously
as the determination for eligibility of certain means-tested .
Federal or federally-aided benefits such as SSI, Medicaid, 4 '
food stamps, hdusing or the social and health services which °
would be useful in supporting an older person outside an
institution. The assessmént might also be utilized as the
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foundation for she mare extensive and intensive health
‘evaluation necessary to determine the appropriate level of .
institutionalization when that type of care is required and
available. cot

‘This idea ties in with the recommendation which the
FCA advanced in its project on the interrelationships of
benefit programs, namely, that consideration be given to the
feasibility of a simplified system at the local level for
determintng eligibility and benefit levels for all federally--
funded income-conditioned programs. . .

‘Whatever is done in this regard must deal with certain
statutory and legal responsibilities for determining eligi-
bility for government programs which cannot be arbitrarily
re-delegated to other units of government nor to non-govern-
ment bodies. In addition, when services involve the deter-
mination' of mental incompetence, the parens patriae respon-
sibilities of the court and of designated government agencies
must be considered. . )

3

An interesting approach is evolving in Maryland regard-
ing, general aiésssment and’ recommendations for eligibility
for certain sérvices administered by State and local govern-
ment bod}es. :

Geriatric Evaluation Servicé, State of Maryland

In July 1977, legislation became effective in the State
of Maryland mandating the establishment of Geriatric Evalua-,
tion Services in each county with specific responsibility
for all aged persons being considered for admission to a State
mental Hospital.. A program which had been operating already .
in several jurisdictjons of.the State now became a required
.activity ‘and State monies were provided to counties to aid
in ¢arrying out the law.

“ The main components of the GES are set forth in the
model legislation.on "Adult Protective Services" described on.
page 90 .of this FCA report. Professor John Regan of the Uni-
versity of Maryland School of Law, who co-authored the Senate
Committee on Aging report on protective services, was instru-
‘mental in passage of the Maryland law. . .

' The 'GES grew out of nationally-lauded efforts in Mary-
land in. the sixtiées to move older patients of State mental
hospitals back into the community through foster homes and
other sugh_cdmmunity-based programs’ and then to avoid insti-

o
v !
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tutionalization in the first instance through pre-admission
evaluation. In Fiscal Year 1977, about 4,000 referrals were
made statewide. Approximately 5% were admitted to mental
hospitals, a slightly larger percentage to nursing homes and

. another small.perg¢entage to general and special hospitals. ,
The cqgst per evaluation and assistance in locating appropriate
resoufces averaged about $200. A minimum of $40,000 is re-
quired to set up each local serwice. “~(Padulla, 1977)

ntgomery County in Maryland “carries out its GES z
thrQugh its "Assessment Center for Adults'". This program
was initiated in.1973 and because of substantial input of
County funds has greater range than the State-required ser-
vice.

A bi-agency, multi~disciplinary team of physicians and
nurses from the County Health Department's Adult and «Geria-
tric Services and the Community Care Services unit. of the
Department of Social Services provide professional assess-
ment ®nd planning without charge-to any adult resident 18
.years of age and over who is believed to be in need of care
because of physical andégr emotional disability..

: . - .
A home visit”is made in the course of gathering infor-
mation and additional consultation such as with a psychiatrist
is obtained as necessary #nd can be finhanced from State GES
monies. The plan is then discussed with the private physi-
cian, the client, and appropriate “family members. JIf the
plan is accepted, the team will assist the client and family
in implementing the plan.- When continuing consultation and
supervision are required, the case does not remain in the
assessment program. -Referral is made'to available resources,
-including socfal casework services by the Department ,of Social
Services for which many ‘adults living in the County would be |
eligible. ° . ' &

Techniques for-'Assessment ] "o

Assessing the functional capacities of the elderly and
disableds for survey and clinical purpéses is not a new skill 1
" for the various helping professions. The multidisciplinary
team approaches which have been described represent pooling
: of clinical competencies and judgements which are npt unique.

They are well established in physical and mental health, .
correctional, rehabilitation, family and child welfare, and
other fields dealing primarily with the npn-aged.

' - .

< r
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But the field of aging is faced both with lack of , —
knowledge 6n how to recognize and deal with the manifestX- s
tions and problems of aging and with inadequate numbers of

professionals with at least some gerontological skills, ‘ ’/;
.
.t) ~ & .° )
Professional, Rol%§,andHSkills : . -
1 — 2 ) ;

"These conditions notwithstanding, there appears to be
some consensus on required professional roles and skills
in assegsment of persons with several chronic impairments
and the development df a8 plan for their care. .

The Maryland and OARS-Durham models utilized social .
workers, physicians, nurses and psychiatrists in a team
. approach with consultation from other specialists as ‘re- .
quired. Some' believe such an array might prove too expen- ,
sive if it were introduced nationally and ,made available to
. the growing number of the very aged and disabled who could
. benefit from such a program. They suggest that a skilled
interviewer working with one of the questionnaires which
will be described 1ater,pp, 122 - 126 could provide the one-
to-one contact-and be backed up by a team of professionals
.Who would weigh, the data and make a collective judgment. ¥

. '
- A middle eourse would be to have either a social worker
or nu¥se cligipign make the direct contact with the person -
involvéd, with or without the questionnaire. _This clinician )//7
should have available such peer professional back-up as would

be required. /. .

Medical Component of Assessment

Because it is believed that thig\assessment process
can be operated without use of thermedical model, that is,
. without utilizing the whole array of medical technoligies -
. which must be brought to bear po matter how modest the = . N
health.need, does not mean that the assessment process should
ignere the frail persqon's medical condition: ‘First of all, .
it would be expected that whenever a.person did have a per- .
sonal physician, appropriate existing @edical data would be
- made available for the assessment. | .
s A number of screening techniques have been evolved so
that certain kinds' of personnel, ranging from nurse-practition-
. . ers, physician's assistants and public health nurses to
specially trained social workers, can be of.assistance in .
facilitating the apalth-related diagnostic procedures or in

A} v ’ "121"2
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idewtifying pérsons with evident medical p;oblems.‘

\ But it should be noted-thdt diagnosis is among the most
sophisticated and skillful aspects of medicine, and while a
humber of para-professionals can identify gross ‘symptoms,
the ability to make clinical judgments normally belongs to
a physician. : .

) It would be ‘conceivable, for é&ample; that the person
ﬁejforming'the psycho/social/environmental assessment could
hayge the skills associated with public health nursing, in--
ciuding the-ability to .recognize gross symptoms, as well as
the ability to administer some sort of a self-evaluation

form dnd the beginnings of a medical history. -

In addition to the issue of: the actual kind of medical
or health intervention necessary on the o¢casion of a pre-
liminary psycho/social/énvironmental assessment, is the ques-
tion of the structure whiwh would be required by the intro-
duction of significant medicdl in-put. .Could even a 'hands
on" physical be administered :generally within the context
of the social program, or is it necessary that it or some
lesser medical intervehtion #equire the general .structural
arrangement of the psycho/social/environméntal to be medical?
Obyiously, if the latter were to prevail, the whole frail
elderly system would be skewed in a direction different from
that intended. . ‘ - o .

As a minimum, the assessment should .include an overview
of the frail person's health condition with an appreciation .
of his or her medicfl contacts, with addifional medical ser-
vices called for as needed. ’ ' T

,
N S ’ .

Assessment Tools

- -

To assist, systematize and possibly replace some personal
clinical observations about the degree of :impairment and func-
tioning of potential recipients of long-term care, various.
"instruments'" -- questionnaire, scale, or index --.have beenm
devised. ) . ‘

A study undertaken for "HEWs Office of the Assistant
.Secretary for Planning and Evaluation (Applied Management
Sciences, 1976) identified the 17 following instruments’as
the genesis for .the other patient 1 ryments and question-
naires currently being used in this country. -

»

-
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. Scales ‘and Indexes

<

\\\\Barthel Scale I ) e

Debility Index for Long-Term.Care-Patients ’ ~
Index of.Independence in Acti!i%ies of Dailx;ﬁ%ving

Instrum&tal Activities' of Daily Living :
Kenny '‘Self-Care Evaluation ' )

Mental Status Questionnaire. ¢ oo *//’
Philadelphia Geriatric.Center Morale Scale . ”
Rapid Disability Rating Scale - ) <&

Rosow Functional Health Scale ‘ .

Stockton Geriatric Rating Scale

Questionnaires-
* ‘ ' & . w
The Long-Term Care Patient Survey " ‘ ' <
The Monroe County Evaluation-Placeément Unit Patient
Evaluation® - : P (’
The HRA Patient Clasgification for Long-Term Care °
The~Project TRIAGE Evaluation Protocol * .
» The Needs-Assessment Inventory “
The Personal Care Program Client Assessment Guide
The OARS Multidimensional -Functional Assessment Question-
naire : ® :

. -
- « N

) ©o

O O0OO0OOo

. HEWs Public Health Service also commissioned a summary _
and critique of selected measures for activities of daily

living which coyvers many of the same instruments.: . \“—-\°

Both of these studies-and the instruments which they -

considered were reviewed for,applicability to the FCA ap- %
proach to assessment for the frail elderly. Most of them’
were designed to measure physical functioning in relation
to the level of care that would be required in a chronic
"health care or rehabilitation residential facility. The
two selected helow come closest tg providing the.multidimen-
‘sional focus which the Federal Ceouncil is advocating.\

b
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Physical Self-Maintenance Scale
- - and
. lnszxnmenzal Activities of QgilxaLixing

[

As described by Katz (1977), these measurements were
X developed by M. Powell Lawton and Elaine Brody of the Phila-
delphia Geriatric Center. ; i
: The Physical Self-Maintenance Scale (PSM§) is based on
- ' the Langley-Porter Physical Self-Maintenance Stale, modified
,by the authers for easier institutional use,. td 'measure the
degree of physical dependency. The six measure§ of physical
self-maintenance are: 3 ‘

-

. . . 0 Toilet . ' h N
o Feeding . . °
) o Dressing )
. 0 Grooming , .
o Physical ambulation .
, o Bathing .

The Instrumental Activities of Daily Living Scale (IADL)
is an observational rating scale designed to assess every

. functional competence. It consists of the following eight
areas. of competency in the performance of daily activities:

Ability to use the telephone
\Shopping . .
Food preparation
Housekeeping.

Laundry ) \
Mode of transportation
Responsibility for own medication
Ability to handle finances

1

Ve
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The PSMS and IADL have been used in the evaluation of
tndividuals residing ins ér applying for, admission to insti-
R tutions' of varying types, with patients admitted to psychia-
tric screening wards, and with residents of institutions
for whom a return to community living was under consideration,
The scales have been utilized as an aid in the formulation,
" * implementation, and evaluation of treatment plans. At the -
. Philadelphia Geriatric,Center, the IADL is used’as part of a
basic screening battery and to provide information relative
to thé appropria{eness of five "levels" of available care. -

[
'
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The PSMS and IADL may be completed by any person who
has knowlédge of the patient's-characteristics and level of
performance. It is estimated that ‘both scales can be com-
pleted within 10 minutes. ‘

The OARS Methodology s

>

Q

Another instrument, known as the Multidimensional
Functional Assessment (OMFAQ), developed by the Older Ameri-
cans Resources and Services (OARS) program of the Duke Center
for the Study of Aging and Human Development‘has been de-
scribeéd earlier in this report (pp. 28, 76, 77). . It was the
survey instrument used by the Government Accounting Office
in its. research project to determine the impact of government
programs on the elderly in Cleveland. <

[4

It has also been used for the following purposes:

~

0 An admission.or screening device to determine
appropriateness of placement within an-institutional
setting. : ,

. 0" To study the impact of intervention of various

service programs; that is, to determine changes

in patient state as the result of a period of
service delivered to an individual ‘patient or .
client. ) .

0 For clinical purposes with individual patients

or clients seeking services in a variety of health,
mental Tiealth, and social services contexts.

The OMFAQ is included in this ‘section with the three
above purposes in mind. It is a detailed questionnaire con-
cerning a person's functional level in five areas: social
resources; economic resources; pental health; physical health;
and activities .of daily living. It also includes many ques-
tions relating to past and current use of various health and
social services and to perceived need for such services. .

Originally developed to evaluate the personal level of

functioning and need-for services for older persons residing

in-the community with a variety of impairments of differing-
severity, it has since been adapted for individuals 18 years -
of dage and over who exhibit a g?ronic disability and for
persons residing in long-temm. care institutions’

_—
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A heulth or social work professional or a trained - >
interviewer takes a little more than an hour to complete
this questionnaire. Each referred individual is subséquently
seen by a clinician, usually a social worker or psychiatrist,
who“obtains additional clinical information. Upon completion
of the evaluation process, the clinician is then required to
- make specific judgements for the person referred the three »
following areas: )

/ 1. Level of functioning in each of the fiye areas
previously - described.

2. Specific services needed.

. Optimal setting in which these services could be

provided. *
Obsefrvations on Assessment . :
L f#/ Assessment and development of the initial plan of care

have been presented separately-from case management because
it is feasible to have separate administration and financing
of these services. However, it has been very difficult o
‘find ongoing or demonstration programs which did not identify
; the need for some assistance for at least a short perfod of
/ time'in dmplementing a plan of action either from the assess-_
' ing agency or from another formal resource in the commurity.
// This was especially true im the ‘absence of any significant
other person capable of coping with the formal helping-
system on behalf of the frail relative or friend.

N «
¢ Process of Assessment
~

+ The assessment would be carried out, in conjunction with
the frail older person, insofar as possible, on his or her
health, social, economic and evironmental conditions, problems *
and resources. This would include the person's Tole and

) relationship with significant other persons in his or her-
i life or the absence thereof. The actual helping process .
i would probably already have begun, during the assessment
' .interviewing because many older people can benefit from the
dbjective, -supportive perspective of a trained practitioner
.~ *. . helping to sort out the accumulative problems of age and an, _
' objective review of the informal Welping network of family,
and friends. ) '
* [
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- . The process would move on to an identification of benefits =
available from Federal and other governmental programs and such
privdte provisions as pensiqns. The "assessor" and the older
person, and-'possiB®ly a significant relative or friend, would
then develop a plan of action with emphasis on utilizing the
resources of ‘the natural helping system and family first, and
then available community based services from formal systems.

An important aspect of the plan would be a determination of
a living arrangement prowviding the most independence for the
older person related to his or her own desires and capabilities,
the resources of Society, and the needs of the total population.

' The development ‘of a coordinated services plan would be
another indication of this asSessment proposal operating under
a "social" rather ,than a "medical" model. The absolutes of an
observable physical impairment with a narrow range of treatment
pptions prescribed by a medical practitioner are not as appli-
Gcable to a person having several non-acute impairments.- Several
options might be possible and the person to be helped, dependent
on her or his degree of mental competence, has.the right ti
choose that pption which is least favorable -gccording to conven-
tional clinical judgment if he or she so wishes, (The medical
model does offer options but contesting them is an overwhelming
burden for the avexnage mortal.) '

L

In working with' the older person and family and friends
towards a plan of care, the following guides coukqﬁbe used:
R e
- 1. What specifically can the older person at home .
continue to do on a regular basis to sustain ohe's
long term care needs?. X T -

A

2. What help can family members.and others in the natural
system continue’to provide, or add to what is current-
ly provided,..on-a regular schedule to assist the ,
A frail pérson to continue in semi-independence @t home? .
3 . 1 - .

k4

service programs and national legislation can be .,
dught .in to help with needs not covered by others?
f What entitlements from insurance ‘or other such -

3.\ What specific functional aid from community-based

- benefits accruing tq the older person, can be used?
~— Who is to take responsibility for following through
on each of the additional possibilities uncovened? )
- . . | S
T
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Manpower

The assessment process would have to be coordinated by a
skilled professional regardless of who did the initial inter-
‘ view. A sotial worker would probably be best equipped to -
serve as the coordinator because of the unique,skills of the
-profession is psychosocial diagnosis and treatment and in
- knowing how .to manage the) acquiring of formal and informal

B services and benefits, ursing profession, especially in
= the evolving independent role of the nurse practitioner,
: could also have & key role in the assessment process dependent

on the location and operation of the assessment service at the N
local level. . '

* The Council believes the various assessment instruments
such as the questionnaires and schedules described earlier
» could expedite the work of the practitioner. These tools
« should -never be seen-as replacing the diagnostic and personal
. skills of a competent clinician. Whatever techniques or N
direct practitioners are utilized, access to multidisciplinary .
consultation would also be essential.

a

" Plan of Care and Referral' . . ' ’ ﬂ _ -
’ 7~ ’ .
Behind the concept of the Council that the -assessment
process and the development of the plan of care has intrinsic
vﬁiﬁe whe'ther or not that process has the power of ¢ertifica- -
tion for other formal help, is the belief that many older o ‘
persons and the significant persons in their lives do have
[ available certain resources which are not being fully utilized.

The FCA is advancing the notion that a process which system-

.atically identifies these formal and informal aids could be
of great value to many older persons. :

The Council believes there is value in skilled refergzal
for help for which a frail older ’person might be eligiblri)

¢ but which is net received for lack of skills in coping with
the bureaucracy. This arbitary separation of assessment and
case management in this FCA report again poses a problem. . -

cee o Many times effective referral can be a lengthy process and

indeed an ongoing process for ‘the frailest of the elderly

who will need continuing assistance in coping with life's

bureaucrgc}es. .




P
A%y
.

S o,

-

- The FCA proposals for the frail elderly have been
criticized for the possibility that the ideal plan of care
which would be develoved might recommend services which
would not be available in a community or for which.a par-
ticular frail person might not be eligible under current
~program restrictions. The Council agrees with these
advocates for the elderly that there should be an array of

- services -- a continlum of care -- available in every com-
. munity so that there would truly be alternatives in long-term
care for older persons and the significant other persons in
.. their lives. But until that day arrives, there is merit
in identifying a means wheréby available resources would be’
fully utilize% and a process established r/identifying .
unmet informal and formal aids,in the community. Further-
more, national policies for non-institutional long-term care
“would have to be‘based on ah.assessment process. This,
) approach puts in place the foundation for an incremental
development of‘?n-overall policy on long-term care. <

&

" In the initial establishment of an assessmeht program, .
it would be important to build in mechanisms for quantify-
ing and qualifying the needs|of participants which cannot
be met at the present time. |Thesé data should be fed into
the community planning process for the aged and in such

- “~ categorical areas as spcial{s?fvices, physical and mental
'+ health, community development’ health facility planning,-
etc. The assessment questionnaires cowld be valuable in

providing:information about unmet needs in a systematic way.

The program would have to operate in close cooperation
with all community agencies responsible for planning-and/or
delivering health and social services both to the elderly
and to the total population in need as well as to those govern-

ment agencies administering benefit programs. ,

Administration and Financing = o . -

In trying to assure univeral availability of its pro- . -
posed services, the Council considered the feasibility.of °
direct administration by the Federal government: After all, -
the Federal government does guarantee the provision of certain
services to certain favored groups like veterans usually by

direct operation of hospitals and other services.

° e v
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As .réported, the Federal Council once considered the
possibility of having the Social Security A ministration,
which touches the lives- of the overwhelming majority of ~
persons over the age of 60, admini
for the frail elderly. It decide ¥t for a number
of reasons particularly the vastdess of SSA's responsibilities.
Furthermore, it felt that a program of services, as opposed to
benefits, should be related as closely as possible 'to the

Tamily, the neighborhood, and community agencies and institu-
tions. '

©

Therefore, the Council has proposed that the core
services for the frail elderly should be administered by a
single State agency with Federal/State matching funding with
flexible delivery at the community level. ) s

The Council envisions the State agency as having overall
responsibility for ,guaranteeing the quality and coverage of

the program with State options as to where and how the service ..

would be delivered at the community Ievel. It could be'a local
counterpart of a State agency such as a county public health or
social services office. It could be through a senior center,
area agency on agimng, long-term care center or a voluntary
health or social service agency. C

State government in this country has been providing
certain aids for life management for its citizens for many
years. - However, a person's life has to become practically
unmanageable before such aid as commitment by one-«unit of
government, namely, the court, is made to another unit of
government such as the mental hospital. At less restrictive
levels and for less gdeviant behavior, the procedures of guard-
ianship, conservatorship and other forms of surrogate manage-
ment are frequently utilized by the courts.

Protective services are supposed to be availgble from
pubtic social service agencies for older persons in crisis
because of the need for assistance in life management, ’

Traditionally, the service has.been of a short-term duration
" and offered primarily to recipients-of public assistance. -
.What is different about the FCA proposals is the Council's
advocacy of ‘Federal government assurance of certain aids for
life managemént before a crisis occurs and not because of some
manifestation of a psychiatric disorder or poverty or inability
to manage one's own resourdes. N o

‘

-130- oo

129

©
[‘ ‘

5\?‘*‘.

Y



v

* The aid would be voluntarily accepted by the recipient,
that is, not required as an.eéxercise of the police powers of
government. This‘does not mean that, in practice, this ser-
vice might not be provided 'through the same agency charged
with eourt-directed services‘'for those in need of protection.

‘Provisions of the "significant other", so vital to't
FCA plan, could be through a stimulation of the informal
network of help, a cash payment, or direct provision of a
helping person, Case management could be means-tested,
fee-for-service, or a universal entitlement. Assessment would
be offered as a "public social utility": ’

Alfred J. Kahn and Sheila Kamerman, writing in "Not for
the Poor Alone! in 1975, describe these aids as constructive
solutions to "normal" problems that arise out of societal
change. '"Indeed, the‘'term 'problems' is probably inaccurate, “
since the programs involved represent appropriate, accepted
responses to wjidely shared experience. C

>

The need for assessment of the frail -- whether. rich or
poor -- has been evidenced. There is need for help of vary-
.ing inteéensity for sorting out family feelings to finding the
right nursing home when that is the overwhelming option
for long-term care. S

While the Council has accepted the ’concept of using
advanced age for the "triggering" and automatic entitlement
to receipt of the FCA proposed aids, there has always been
séme discomfort that this could discriminate against those

" below age 75, 80; or whatever age break would be agreed upon
as having some validity for correlation'with multiple impair-
ments. ) ’

". This is especially true for assessment procedures for
non-aged persohs with a chronically-disabling impairment or.
impairments. It is conceivable that the system could be
made available and.publicized as’a voluntaty aid for Bém%gps
who: PR : ) X .

"o, Had reached age 750or . .
o Had one .or several majof function§1~dependéhciescr'

o* Asked fquspecific help for a strongly fegt need: .
. . . P ‘ . ¢ . N

»
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Automatic access to assessmeht might gain legitimacy,
acceptance and awareness if it were publicized as a normal
process for persons of advanced age like a routine health
check-up. Depending on whether assegssment -were lodged in a
voluntary agency or a statutory agency with eligibility deter-
mination powers, the assessment program could be conceived by

-personnel working in the field of aging as a resource-~in some
of the following events: -
0 Determination of need for home-delivered meals or
any home-delivered service.

o Need to determine representative payee status for .
government benefit program. o

.

o Determination of guardianship or conservatorship.

. o Upon recovery from acute illness.
o At death of spouse or significant other person in
one's life.

’
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THE THIRD PART: CASE MANAGEMENT -,

- v

. A

»Just as the Council was not completely satisfied with
the nomenclature "frail elderly" neither was it happy with
the term '"case manager" for the person who would have the
continuing relationship with the individual or "case". The
Council sees the helping person as bejng a facilitator and
a consultant for a person who still has the capability of
managing many life decisipns but needs some help in coping
with life's bureaucracies because of the accumulation of
the vicissitudes of increasing age not because of a single
physical or mental trauma or a personal loss or role change.

- ) 4

The caseworker would have an ongoing but not necessarily
ihtensive relationship with the older.person once the initial
assessment and plan of action had been developed. The. role
of the "significant other" person would be m#t imporsant in
this continuing respect and jis described later. S

" When the most appropriate placement for an older?person
1s in a health-dominated facility, the case manager tduld be
involved with staff or ‘the facility in arranging the move.
Since institutionalization is not always permanent and to .
assure a personalization of care, the préfessional .in the
community might possibly maintain’a rélationship with the
older patient to assure maintenance of community ties espe-
cially in casés of weak or non-existent family relationships.

It would be important that the dealings between and .
among the professionals be one of partnership -and not of
competition or neglect because of the presence of two sets of
helping persons. S .

The frail elderly casework service would have the respon-
sibility not only to identify the informal or formal‘services -
that exist in a community but to work with the older person
and the significant person or persons in his or her life to
assure that the services are received. The same approach
would be utilized in assuring that the older person would
receive all the government and private benefits such as
Social §écurity, SSI and pensions to.which he.or she had an
entitlement, N

-t
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The aid being proposed by’the Council would be offered
voluntarily, that is not required as an exercise of the parens
patriae responsibility of government. However, the service
could. well be providéd through the same agency qharggd with
court-directed services for those in need of protection. 1In
fact, it may well be that services for the "mentally confused"
older person mfﬁht have to involve _at least the statutory
agency charged*with protective services if not the court it-
self in order to fully protect the older person's civil
rights.. ’ . ‘ T

@

: -
~Definition of Case Management .

S
> v 2 A
<

Since the central role of this professional person is
that of a case administrator, it%will require.that hé.or
she have a range of skills. drawn from the fields offsocial
work, public health, community drganization, and, on occasidn;
must serve as advocate to assuré that the interests, of frail,
elderly and their families are maximized. The case mana-
ger must have expertise in local afid”State program offer-
ings for the elderly, national benefits, and other pregram

resources likely to be of direct value to aging persons and
their -families. - \ .. ' - T

LI 1

. In essence, the’ caseworker serves a ‘coordinating and
linkage function, placing his or.her ski1ls and knowledge
. , of the range of resources -for the aging at the behest of the
frail elderly and their familigs to enhance the.gﬂality of %
life for older'people. Since it is the intentiof of this
program, to bring into play community-based, State and
, - hational programs likely to assist the older person's search -
* for health and social sustenance, the caseworker will be .
expected to expose and help communities' recognize deficiencies
in current service provisions for the elderly. Information
On service gaps are to be conveyed:to the area's organized .
planning bodies, particularly the area agency on aging.
While the word '"case" seems highly bureaucratic, it"is
the term of ant for an individual unit of service and for-
an individual person or family. .And "caseworker" refers -to
a professional person who deals with _people Jh a one-to-one .
and one-by-one basis. This personalization of aid ‘with hope-
fully the same helping person is essentidl to the FCA formu-

lations. It is the bringing intd the 1ifeé of.the *frail -
@ ‘20 ) .
.
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person a "significant other" person_who.will work with the
other significant persons in the life of the’ client’ where
they are available. The caseworker is also to be responsible
for making available when needed, assistance for simple
personal care services on a sometimes daily but not 24-hour
basis from another "significant other" helping person.

" The relationship of this mode of practice to social
work and the family is treated by Shanas §nd Sussman g1377):

The roles of advocate, organizer, administrator and*. J
ombudsman are proposed as more salient roles for social
workers dealing with the elderly than the provision of
emotional and other affective supports, which can be
most effectively provided by members of a' family and
kin networks and, if not by them, by less professional
persons., ‘

4

. Shanas ande Sussman call for greater parity in the rela-
tionship ‘between the 'client and the professional with bureau-
cracies serving as consultants to older persons and their
families,, "The task is how to more effectively “involve :
family and kin network in long-term care of the elderly and
“to do this without using the.power of law and without des-
troying the internal dynamics of the particular family unit."

= In discussing the need for personal care ‘service by the

elderly and others .requiring long-term caretaking aftention
by other adults, Morris- and Anderson (1975) identify social.
work as bringing a professional and ideological approach) an -

approach revolving around the- concept ‘of psycho-social inter-
vention. ) ’
<

Morris (1977) advance$ the piémise that technological

"advances which now enable numbers of young persons with

various ‘congenital and disease conditions .and Victims “of’
accidents to survive well into adulthood with.their handi- -
caps as well as increases in the numbers of old, frail per¥ons
means that society must be concerned about long-term "care",
as much as "cure" and -prevention of disabling conditions.
Morris identifies the emergence of the case-management con-
cept as a starting point towards a caretaking approach to the
needs of these chronically impaired populations.. '

’
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. . - . , ’
Case m#nagers ...are supposed to handle all aspects
of serving human needs, including assessment, coun-
seling, and caretdking. To date, although they have
. ) been given this charge, case managers have not been
gZiven the authority or means truly to manage services
) and-cases. *Most ©f their work is still the voluntary
S coordination of the work of otheérs. . The next logjcal
- step would be to invest them with the authority iﬁd
- responsibility for caretaking functions out of which
c9ntinuity of\ care could flpw. —.

" Morris goes on\ito describg as a model of the concept

* of case management and continuity of care, the HEW demonstra-
tion projects on Service Integration Targets of Opportunity.
These coordinate fragmented services bycm-locati?n of inde-
pendent agency offices_at a common site, by fornpal referral
contracts, by wider information systems, and by active .
administrative merger. Moq:is sees the social work profession
as being responsible.for the creation and management' of social
environments. '"In these social environments, psychological
and other clinical treatment services would be given, but the
profession would emphasize management of 'the social environ-

ment."
N N

Wasser (1974) describes the casework practice in the
Benjamin Rose Institute protective services study as highly
eclectic. .Emphasis was placed on use of relationship and on
psychodynamic, understdanding of client personality. Attention
was given to intellectual processes, and led £o viewing
behavior &s connected with functioning, organicity, and
* health. XThe .case management tomponent became essential be-
- cause of the range of resources used from within the agency
and outside, and the necessity for directional control and
coordination in the case situation." }
Social work's unique contribution is further delineated
in a policy statement adopted by the National Associatioén of
Social Workers in 1976: - ’
The case-by-case intervention in social circumstances
and conditions as the means of alleviating problems
and' promoting positive functioning in individuals and
. +families is an early hallmark of the profession which
- must be recognized as a key service to the frailest v
. and oldest of the elderly. Social diagnosis and > gocial
treatment are major missing §1ements in current national
(X

0
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policy formulations. be they characterized as improving
nursing home care or alternatives to institutionalization
or developing coordinated, comprehensive community ser-
vice system. These unique social work skills are“essen-
tial to the development of a system of Services for those
persons With chronically disabling conditions who require
ongoing,personal care services... Knowledge of the com-
munity and its resources makes the social work profession’
particularly suited to assisting the elderly and their
advocates in dealing with and understanding the complexi-
ties of Society. .
: * a . o >
Keith-Lucas (1973) describes ie basic philosophies of
public social service which are us@Pul in understanding the
nature of the’social casework advocated by the Federal Coun-
cil. - ‘ ' '3 ’
Therapeutic -- People who need services, including the
vast majerity of the poor, have something wrong with
themselves. or their situation which needs to be diag-
Mosed by a social scjentist, to be followed by some
kind of treatment.” ‘It was the basis of ‘the 1962 Public .
". "wWelfare amendments to the .Social Security Act which
. promised to solve major social -problems through chang-
3’w§@.g the individual's power to cope with life. -
) wily . e, L . : .
> Social utilddies -- This is’ the "warehouse' model with a
philosophy’ that social services are things which people
- may” want-and are entitled to get if they choose. These
%;apeflgoked on as_ '"social.utilities", much in the same
.way as fire oT police protection. People order, rather
than -appiy. for “them, as from a store. Since those who
proyide®the service might be niggardly or prejudiced,
theoconsumers of ;service would have access to an expedi-
ter or advocate -- generally of theitr own social class,
ethnic background and level of education -- who could
demand that service be given promptly and efficiently
when ordered.-
<t -
These twq philosophies are dismissed by Keith-Lucas\on
.the premise that the first is undemocratic and depends on| a
trained elite of persons infected with so€ial science cor-
cepts. The second oversimplifies. "Social services are rot

Y

o

as a yhole, discrete ‘packages -- things-one can order and apply -

to oneself likg a poultice. Some are comparatively simple,

but many are quite complex interdependent processes that may
need a great deal of exploring before one can be sure what
suits oné's situation :best... Some services, such as supportive
visiting, badly needed by many old people, are hard to put in

a form in which they would be 1likely to ‘be -asked for direétly."

®
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Keith-Lucas advocates a philosophy of public social ser-
vice, based on Judeo-Christian philosophy, which accepts the’
fact that people, although fallible, are generally capable
of managing their own affairs. "It holds that, in the extremely
complex and rapidly changing society of today, people frequent-
ly need help in planning from various kinds of specialists...
It is a philosophy neither of elitism or class struggle but of

. man's essential interdependence."

The basic service in the Keith-Lucas philosophy is "co-
planning". "It may stand alone as a service, or it may be an
integral part of any other service to which it has led." He
seées it- as voluntary even in those cases where law has inter-
.vened. In these instances; co-planning is offered as an alter-
native to legal sanctions, whére what needs to be done is often
for the client to come to terms with the reality of this inter-
vention. . .

Keith-Lucas describes the skills which are needed in
. giving both a basic co-planning service and the more

specialized services that accompany it. The worker must learn
- .. the basic helping process and the development of his or her

ability to convey reality, empathy and support to other people;

secondly have a good understanding of the structure, relation-

L . ships and effects inherent in some services. Indigenous person-

nel are to be used in such a system, not only in many direct

services ‘such as supportive visiting but also as two-way

interpreters of what is available and what ought to be made

available. He concludes: . S
Advice relating'to ethnic patterns would be available,

but indigenous®workers, would I hope, avoid the adyer-
sary implications that are sometimes assigned in a-
warehouse system. To start with, the belief that services
will only be given grudgﬁngly or with prejudice is to

deny the value of services of any kind. Thus one can
incorporate many of the good elements .of the warehouse '
concept, including its voluntarism, its .emphasis on
rights, its view of services as a public utility.




Illustrations of Case Management C . . ;

2l - e 7

» ’Thelfollowing 1llustrations of ‘case management practice .
in a variety of settings is not meant to be definitive. These
particular undertakings contain some of the elements of the

kind of program envisioned by the Feder#&l Council. _ )

- \
DARS Clinic - Duke University .

s

-~ As part of its scientific research program, the Center - <
For the Study of Aging’ and Human Development at Duke Univer-
sity operates a clinical program for older residents of i
Durham ,County, North Carolina,as a service to the community
and to test appropriateé research projects. Evaluation is .
offered to "those encountering difficulty in adapting to old -
age'". PFollowing systematic evaluation, a serwice plan is
designed for those persons thought to xequire services. 'OARS
clinic personnel subsequently provide certain kinds of ser-
vices, primarily of a counseling nature, directly to such
persons and their fami{}gs while arranging for and coordinating
additional services available elsewhere in the community byt
not in the OARS clinicaktkelf. oo

. Y . :
The OARS clinical jprogram consists of the following

elements: \ . : X . .
e Administration of THE™OARS "Multidimensional P
Functional Assessment'" questionnaire, by a trained
o . worker (interviewer). (Seée pp. 125,126)

e Interview by a clinician, usually a social worker.
or. psychiatrist, for additional information.

¢ Determination by a clinician, upon completion of
evaluation process,- of the follgwing:"

\

. 1. Level of funcfioning'inosocial, econonmic,
. mental health, physical health,.self-care
capacity N L v
2.- Specific services needed . oS

-

', 3. Optimal setting in which these services ‘“f//—‘
could be provided : ’

\“l .f‘ X '
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, . In'describing the operation of the OARS clinic,

T Pfeiffer says that the most important clinical service

= offered-is not a specific intervention but rather the copor-

’ dination effort of all the services required by an individual
' while continuing contact is maintained with the individualf‘
"In fact, in terms of our ‘list of-'services W& have placed
this at the highest level, even though the idea of coordi-
nation of services before any services have been named may
superfically seem to be absurd... The second most important
service offered...is counseling with family members rather
than counseling of the older person himself or herself. It
has become clear that unless the family understands and
accepts recommendations and information regarding the older
impaired person, no successful treatment program is likely to
remain stable.'™:

. - - Chronic Illness.Center - Ohio

This Cleveland program (Luppens, 1976) was initially
funded by a combination of Federal monies from the Ohio
: Commission on Aging and State mental health funds administeg-
. ed by the Cuyahoga County Mental Health and Retardation :
Board. Service was offered for the first time in NovembeT
- 1969. When the Federal funding terminated two years later,
the Protective Services for Older Persons‘demonstration
\ program was merged with the Chronic Illness Center, a
. community-based.unit of the Cuyahoga County hospital system .
) which offersa multi-disciplinary approach to services for
- the aged and 'chronically ill. \ i _ ’ ‘

. Currently, the protective services program remains -a
vital part of the Center's totai services and is funded by
State mental health monies which,are matched by county funds.
The mental health contract provides a channel for some addi-
tional Title XX money.- , *. ’

~

6 .A multi-disciplinary approach has been utilized since
the program was established. Social work and nursing are
the key disciplines with back-up from medicine, psychiatry
and law.. Staff are organized into teams-consisting of a
coordinator, two caseworkers, a geriatric outreach worker, a
o nurse dnd a secretary. The coordinators are experienced .

3
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masters-level social workers: who:can assumeythe added

P

reigqnsibﬁlity'of Ssupervision of ‘the caseworkers and geria- .

. tric staff. _ :
Si:;ff\ The role of the geriatric worker has evolved from -
performing specifically assigned tasks, like.accompanying
an older person to a clinic, to ‘being utilized more and more
as an extension of the casewdrker. This paraprofessional
-’ ' supplements in providing supportive attention .and performs
ersonal services such as shopping and seeing that bills,

T e AT

are paid.’

S

. -
¥ d L3 , .
-

Fiscal ‘data“for 1975 providéd by the Cleveland program’
.project an annual cost of §$1000 per person for case manage- -
ment services. ! . . : O

3
- ¢, . " v

. Protective Services for. Adults, "New Yg&k State

k4

Upon learning of the Federal Council's activities an
.the frail elderly, Robert. O'Connell, Acting Director »f the
Bureau of Community Services of, thé New York State Depart- .
ment of Social Services, wrote expressing concern about the
implications for service delivery of the FCA propoialsh
Material wgs sent describing the activities -of the State in
implementing Title XX mandated rotective services. for ~ ¢
adults. 1In, addition to Title XX, the -program’ also operates
under State statutes which éstablish responsibilities of
, local commissioners of social services relating to mentally
© ., 111 person’, including court proceedings regarding incompe-
tency and conservatorship of préperty. - f '
. . : . . ., Yy e
The State's protective services program-recognizes the
particudar need for thése services by the increasing number
of mentally impaired adults returning to and/or remaining in
local -communiti®s. The need for specialized services to
. 1individuals being released from mental hygieng-facilities *
was ‘emphagized by passage of State legislation In 1974 mah-. |
dating czangfation between social services and mentdt hygiene
officials iM fhelping those patients -fipward self-support and. ‘-.
self-cate. . e T ‘ :
RS

L
C e
-

*

- - New\York -defines prgtéctiye.!services as'-- a system of .
‘ care (foy adults) which Thcludes the availability of a con- * ¢ -
"% 1 stellation of sérvicés brought té. bear individuallg or in . -

- concert upon a-problem situation of an adult-requi!’ng a .
planned approach. of intervention. As a preventive, supportive
.0 - ~
.9
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and surrogate service, it is aimed at maintaining individuals

+in the ¢ommunity as long as feasible rather than institutiona-
lizing them, though in some cases, the latter may be necessary.

More spec1flca11y, it can be stated that a protective service
system aims at the prevention, reduction-or elimination of °
neglect, exploitation or crisis bréakdown through the provi-
sion of services appropriate to the individual's needs which
will strengthen his capacity to function and maximize his
ability at self-direction.

Case management/counseling is the core of an effective
protective service program. Local protective service staff
must have knowledge and skill to assess and evaluate, to.
make decisions’, to enlist other medical, psychiatric and °
legal help as necessary in evaluation and treatment and to
coordinate those services wh1ch should a11ev1ate the individ-
ual's pzlght

.In his correspondence with the Council, the New York
State official asks if the frail elderly whom the Council
addressed would meet their defined criterida for protection or
if this population is being viewed in the broader context of
prevention. He goes on to say that rather than isolate the
frail elderly over age 75 as a separate client category, it
would be well to consider that 20% of this population 1is
potentially endangered and that the money and effort should
be expended. in the existing service programs to find these
people and provide preventive as well as protéctive services.

He writes: '"In the present system, at least in New
York State, because .of dearth of funds, very/ilttle can be
prOV1ded preventively and situations must reach crisis or
near crisis proportions before théy come to our attention
for Protective services. Establishing a separate delivery
system will only fragment further the present system, build
local bureaucracy and possibly place the diverse systems in
competition. An integrated approach with incentive funding

would appear a better approach." -
Relationship Between FCA Case Management -

SerV1ces and Protective Services

The question raised by New York State about the basic
differences between the case management being advanced by
the Federal Council and protectjve services as envisioned

" by T1t1e XX 1s a valid one.

.
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In examining the literature of protective services and
in discussions with practitioners and academicians at the - .
national and local level who had been and were involved in
protective services, one thing is clear. The Title XX law
and regulations might have certain definitions of protective

services but what is being practiced is different in every "
State. 'No one has the kind of data base upon ‘which to @
provide a national insight. . : T ‘
~ ' ! . ' .
. . ! ‘ - .
S0 the questions from New York will be answered from the
- perspective and perception of how protective services: operate

in that State. It would seem that the Federal Council did

intend for its services to be of a Preventive nature and its

. "triggering" being the attainment of a certain advanted age.

This contrasts with protective services being available upon
manifestation of an inability to manage one's own resources

or to protect oneself from neglect, exploitation or-hazardous .
situations without assistance from others. v

Whether the provisio# of the less authoritarian service,.
envisioned by the Council requires a separate delivery system
is less clear. This can only be answered as more data are
obtained about the evolving nature of protective services
practice.

)

Currently, theré would seem to be two divergent trends
regarding the use of authority in the protective services
relationship. On the one hand, there is advocacy for the

‘ greater involvement of the courts-to assure the rights of
. older mentally-impaired personps to the least restrictive
- modality of care. Other workers 'in the field state that in ..
’ deadNng with-frail adul®*€ in need of protection, there is LT

little need of legal intervention when the helping relation- ¢
ship is skilled, and sensitive to the capacities of the clieht
for self-determination and self-direction. :

The Federal Councils limiting its service proposals toK\\Q*~_
case assessment and management might also be considered as CF

another difference with the definitidn of protective services

as including and requiring a “cluster of services" such as

= homemakers, day care, home-delivered meals and transportation,

’ Also, the FCA envisions the need for long-term case manage-

, ment of varying intensity while protective services as practiced -
) 3§¢urrent1y would seem to be of limited duration and geared to.

B % k"‘ —_— -

“Crisis situations.

J
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Lola Hobbs does not agree on the need for a cluster
of services as intrinsic to the basic nature of these

: . services. Writing in Public Welfare in the Summex 1976
issues, she says: R

The definition of protective services is crucial to
the design and implementation of programs. While
earlier definitions tied protective services to a
narrow legalistic approach, later developments re-
moved all boundaries and, in effect, left programs
w1th°very little struqture to guide program planning.

She believes that the primary, essential objective to
, - be achieved by protective services is to enable the partially
or totally immobilized client to control or contain hehaviors
or circumstances which are endangering the client or other
members of the community. '"The fundamental element necessary
to achieve that objective is authoritative interyention in
the decision-making process itself. The criticafl program
elements are a social worker and a social services agency,
-both of which are willing to accept the responsibility and
risk of making decisions on behalf of another. No auxiliary
services as such are 1ntr1n51c to a protectlve services
» .program." . .
In/advanc1ng the social casework model‘ of the Federal
‘Courlcil, it is obV1ous and important that its relatlonshlp
to. the psycho social nature of protective services and to .
psychiatric services, which might be available from a com-
munity mental health center, will need to be considered.

v

Projecting Costs and Caseloads

. For assistance in weighing the feasibility of the FCA
proposals; Dr. William Bell, Consultant to the Council for
the frail elderly project, developed the follow1ng estimatés
on p0551b1e costs gnd caseloads for the case management
service., However, it should be noted that these computations
.are based on the service being separate and new rather than
an expan51on or variation of one or several existing programs.

P
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Tabl¥ 1

Current Potential Demand by Frail Elderly

P " -For Projected Program

L

Category Size of Estimated Demand
Estimate 1 . 77 ;SOO

-

Estimate 2 , - §s3,000

Estimate 3 ) . : .7 million

Estimate 1 is derived from Nagi (1975)/ who indicates
9.1% 'of individuals aged 75 years and over equire personal
care assistance, that is, help with normal activif*ies of
daily living such as getting dressed, feeding, personal

hygiene' and the like. Estimate 2 is a crude adaptation
from data from the National Center for Health Statistics on
chronit conditions among the elderly. Estimate 3 is from
Nagi as well, but refers to 19.9% of the group 75 plus in
the United States with severe limitations on physical per-
formance. : ) , B

It should be noted these estimates cover eligibles to
the program not necessarily actual client numbers. From
“the perspective of the frail consumer the program is vol-_ -
untary, an option he can exercise or reject. It can be
assumed an.unknown proportion will opt not to avail them-
selves of the program.

Faced with a dearth of hard informatin on estimating
market demand for the Council's proposed”service, the ~
figure of $1000 per client per year is used as a crude -
average cost pér client. Oh that basis, and using the three
estimates of size of the target population in Table 1 as the
potential upper limits of the program, estimated costs are
cited in Table 2, below. . )




Table 2

Estimated Costs of Proposed,Program:

Category C Financial Outlay

Estimate 1 - $773.5 million

Estimate 2 ‘ ] .$853.0 million
T ’ .
Estimate 3 - o $1.7 billTdn

It should be added that the pro;ected costs for each
level are based on the caseworker carrying an average case
load of 100 ctients per year at all times. The $1000 per
client is further ‘-assumed to be sufficient to carry the
budgetary demands of salaries and fringe benefits,
training, administrative, supervision and related support,
office expenses, equipment, travel and conferences.

In a period when there is a growing consensus that some
Federal revenges are probably needed® to maintain the sound-
ness of our present social insurance programs, and will
probably be needed in-any inceming National Health Insurance
plan a program with strong social merits but with firm
service limits, such as the one proposed in this report by

the Federal Council, may just as well be completely financed
from general revenues from the start.
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. EPILOGUE

’

(Comments offered by Monsignor Charles J.'Fahey, former
chairperson of the Council's Task Force on the Frail

Elderly).

From the outset this project has been designed to
engage leadership persons from all sections of 'the country
towards the evolution of an enlightened public stance in
regard to those elderly who are most vulnerable.

Many questions have not been safisfactorily answered,
though approaches have been forwarded to address them; for
example, whatever has been said of the frail old can be said
of virtually all those who are vulnerable within our society. -
.Since the Federal Council .on Aging has jurisdiction in regard
to the elderly, our deliberations have concerned them primarily;
" however, the Coun¢il cannot help but be cognizant of frail
persons who are not old-- their plight is similar to that
of many of the "frail elderly". An important policy issue
is the development of an age-related service as opposed to 7
one that would provide social suppdrt systems for all, regard-
less of age, who are similary at risk.

From the outset, the establishment of a presumptive
eligibility reaching all persons over a certain age (over
seventy-five) was perceived as a politically viable way
to begin a system which would have some definition to it
and would reach those who are most in need.” It should be
clear from the various background material, as well as
from the policy actions taken by the Council, that there
is deep concern for all frail elderly. Further attention
must be given to a technique to establish eligibility in
a simplifiedy manner, so that such service or services will
be available’ to all older persons who need it:

‘The Council has been troubled by the status of those
persons in our society belonging to various sub-groups
whose longevity is different from the over-all population.

L2
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The Federal Council on Aging is engaged in several efforfs.
to understand their needs. Is the onset of fraility different
by reason of race? Does equity require different age thresh-
olds of eligibility for various groups within 5dciety? Were
a technique utilizing need, in addition to age, developed,

7 . the Council has data from practice as well as from research
which could be the basis for answering such-.questions. .

This Staff Report also serves to highlight for the

Federal Council on Aging various optidgns whick are 'available

<~ to it in regard to future activity. The Council is weighing
its priorities 4in the light of various, new mandates given
it under the re-authorized '"Older American's Act", as well

as various societal happenings. . T

A .

4 L4
Of particular importance is a decision'on whether or
not the Federal Council will forward the Frail Elderly - y
Concepts. in the form of a specific legislative proposal,
or whether it will hold all legislative initiatives up
against the criteria or principles inherent in the  contepts
of 'the support system” for the frail elderly.’

[

1 . ) . .
If the former course .is chosen,sthen additional strategy
steps must be developed concerning the proper vehigcle ‘for
"legislative consideration: i.e. through initiation of the- )
Administration or through some particular sponsor in the s
House or Senate. L the latter strategy is ‘adopted, then
. legislation regulation which impacts upon the fraiil elderly
must be identified, so that they can be judged in 'axegard -~
to the frail elderly principles and speéific suggestions
may be made 50 they may contribute to a societal support
system for the frail -elderly. .- ' -+ ..

The Federal Council may choose ‘a combined strategy,
kﬂhich both forwards a specific piece of_ legislation fo
educative. purposes as well as for action and at the same
time views all initiatives in the administrative ‘and legis-
lative side of governmert which will affect ‘the £rail elderly. -

Even as the Federal Council has undertaken this study
and continued leadership in it, it is gratifying to note
that both in the governmental and in the voluntary sector
there are serioys discussions and deliberations taking place
generally around the challenge of the frail elderly, as well-
as in regard to the Federal Council on Aging concepts of
how to deal with it. The development of a national debate
is a hopeful one, not .only in regard to the important issue




at stake, but also in regard to the leaéership role which .
the Federal Council has exercised. It gives further promise e

- of a continuing role of issue identification and clarification
7 which the Federal Council can exercise in a variety of other
areas. -
* L4
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The following outline was developed by FCA's Task
‘'Force on the Frail Elderly and widely circulated as a .
systematlc means of obta1n1ng 1nformat10n.

- .Y ‘ .
1. POPULATION AT RISK o ,

S

. Can we achieve a public policy based on the hypothesis that there are
so. many people go much at risk that at some certain point the program
of care gets "turned on'?

Are any one or several of the following the indicator of the population
\)at risk? -

Y

age, debility, income, race, sex, marital ;tatus; living arrange~
ment, milieo, geography. -

2. SCOPE OF SERVICES . ‘ -
5

What is the goai and intent of each or all peévices?

' . Can a basic set of gervices be determined?

»

Can there-be a place where people can develop whatever is needed and
) . one's entitlement is access to that place that does whatever you need
. rather than to an individual service (Morris personal services concept)?

Is intensity and level of the service a criteria?:
Is geography a factor in delivery and availability?
] Should aervices be age-only or multi-generational or both?

Are any one or sevéral of the following the appropriate service package.

social casework, counseling, coordination, advocacy, brokering,
'ombudamanahip and "benign oversight"

. assessment: social, medical, etc.

reassessment : e

prescription, recommendation, Pplan’ ) ./

TN
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transportation

nutrition

maidtegance: physical environmeﬁt, personal support

3. SYSTEM OF SERVICES

What system should be developed to deliver the services?

" How are roles of family and friends enhanced?

Should
Should
Should
Should
Shoqld
Should

Should

Are one

a.

b.
Cs

.d.

it be age oriented or multi-generational?
it be’'centralized or decentralized?

it be governmentai - Federal, State, local?
it ge regional or local jurisdiction

& .
it be private - voluntary or proprietary?

it combine government and the private sectors?

it be categorital or generic?

>

-

or several of the following elements of a system of services:

planning - coordination \
assuring service
delivery

. monitoring "

¢ ' .
Should the system be built on the existing health care gystem  (Medi-
caré - Medicaid) or the multi-generational social services (Title XX)
or the aged-only services (Older Americans Act) or a new system?

How complex and broad can a systep be and still work?

»
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4.  MANPOWER NEEDS

*
-~

Aré new types of personnel needed to operate services for the frail
elderly? How defined? .

What numbers of personnel will be required?
What kind of short- and long-range training will be needed?
5. SPONSORSHIP

Should the auspices or sponsorship of the system be any or several of
the following:

a. public or private

b. proprietary or non-profit

c. health or social services system
d. nationagl, state, sub-state, local

What should be the relationship between and among existing social and
health planning agencies? S p

What should be the role of the individual citizen including the con-,
sumer, client, patient?

What are roles of family, relatives, friends?

6.. BENEFIT - ENTITLEMENT

Should 1t be a categorically funded, generic program for a target group?

L4

Should it be an ent.l.ement tied to an individual?
Should it be an insurance program?

Should the individual partic{pate in cost~sharing through a deductible,
co~insurance or a means feBt?

>




7.  FUNDING - REIMBURSEMENT

o
»

Should there be provision for capital funding and start-up costs?

Should the services be financed through any or several of ‘the following
measures: . :

M

ge®ral tax revenues - ~

dedicated tax -~ trust fund - employer contribution

voluntary - mandatory 0

N
participation by consumer in premium payment .

use of private insurance carrier

Federal -~ State ~ local match
PR &

voluntary funding : . .
vendor - voucher

direct payment to consumer . - .

®

8.  PHILOSOPHICAL RATIONALE

What servites should the frail elderly have because they are citizens
and a population at risk? Q;e thesé services a right? s

. Can these basic assumptions be made: ‘that these are services which
cannot be cashed out and that an income floor is guarariteed?.
How can freedom of choice and self-determination be assured while at
the same time providing needed protection?

What should be the nature of filial responﬁibility?

3 )
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. How can thera be seréitivity to racial minority needs?

How can family involvement be enhanced?

How can universality and equal access be assured?

(%
Are there special problems for fradl older women? )

How can the role and status of the frail elderly in society be maxi-
mized and €nhanced regardless of their level of productivity?
v . \l .
. . 4 '
Should need be the only criterion for service? Should age be the only
criterion for service?

How is quality of services monitored? -

' W
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,éTﬁgﬁfollowing hypotheses and questions were used to
secure data and arrive at Council decisions. ‘

. a >
signifi

<

1.

{on of various continuwing problems nequine the assistance of a
nt person from time to time to aid «in coping with ceitain daily

. - - ?ggge are many persons within the aging population who because of an
Life activities. . '
What data exist to show the corrélation between ..

»
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-~ A. FRAIL POPULATION

-

frailty and advanced age?

To what extent.do older people’ experience "plateaus"
of frailty, and to what extent is there a rather
steady increment of attributes of functional frailty? -
. / ‘
What are the major symptoms of increasing frailty,
at what age and in what sequence do they typically

appear?

What are the major differences in the nature, K of the -
frailty between the sexes and ‘among racial and ethnic

groups? : - . »

. R
What data are available on the number of the frail

elderly in the USA? Are data available on their
geogréphicrlocation? . . .
What is the extent and nature of assistance provided -
by family and friends to older persons? :

What formal and informal benefits and services are
available to the majogity of older persons?

”
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B. GOVERNMENT ASSISTANCE s

Where there 48 Limited on no continuing avaatabt&ﬁ&ty 0f a
sdgnificant person, certain aids §on Life management ‘should be
auwced by government Lf agneed to.by the grail. pe)Lboru

€. Should there be incentives to enhance the roles of
. - families and friends? 1If so, what should these be?
l2. Would a‘government sponsored program -strengthen or . |
‘ weaken family responsibility for the- frail elderly’ |
. ) - |
) 3. 'What is the nature of ex1st1ng medlcal, psychiatric, . ‘
social, 1egal and housing services for the frail
eldemly in a community? Are there substantial dif- . 1
. _ ferences in rural and urban areas?,\
‘ 4. When older persons have several problems of a con-
» tinuing nature, how are services delivered in a
coordinated manner?

5. How can there be assurance that the least restrictive
services and care are provided consistent with the
person's needs and civil liberties?’

e
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€. ‘CORE SERVICES A

. The Federal Councit on* Aging” proposes zhmttdul assistance. be avail-
able on a universal basisas an entitlement and be primarily of 4 social

* upport nature consisting of the following senvices: case assesoment,
plan of care and case management, :
.’ ¢
1. Is it feasible to provide these services as a uni-
versal entitlement? What would the costs be? How
many .people would need the services? ;
~ Y-peop . y /\é
.7+ 2. What elements should b€ included in the assessment
_and how extensive should it be?, v
3. Should the assessment primarily be a case siudy i
by a professional?
‘ 4. Can an assessment tool be used? Should it be
p administered by a professional or a para-professional?
pN 5. Should the person who does the assessment also
- B be the case manager? C oy N
6. Are these skills primarily in'nu;singlﬁsocial work
or other disciplines? ‘ T
7. What should be the role of cénsulting professionals
as back-up to the FCA set of .services?
. 8. Can national standards be developed for the FCA set
, of services? .
9.. Should the PCA<set of services be available to family
and friends of the frail older person who cannot
or does not wish to use them?
10.- -How does this FCA set of services differ from current
protective social servicg? ’
" 11. How do the FCA set of services relate to such legal
: procedureseps commitment, conservatorship and guardian -
ship? “ ! P
12. Could these services be a gateway to eligibiliE& for
the following federally-assisted programs: .
Medicaid
, Food Stamps . \ o
* Supplemental Security Income :
Federally Assisted Housing - v
Designation of Representatives Payee for SSI and 0ASI
Nursing Home Placement ' g
Community Mental ‘Health Centers
Veterans Administration
o . - 167 -
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' . * D. ELIGIBILITY o

, The cone services should be available on the basis of paeaumpttve
eligibility, determined on the basis of attaining a certain age; e.g.
75, .Persons below that defined age with need fon these services éhouZd
have access through some §orm of 6unc,tcona£ assessment,

1. Do the admlnlstratlve benefits of presumptive eligi- 2N
bility outweigh the burdens of individual determlna— - .7
tigns of e11g1b111ty°* -

2., If .age 75 is not acceptable as a determinant of pre-
- sumptive eligibility, then which functional disabil-
. ities of elderly below age 75 are sufflclently wide- >
s spread and acceptable to ¢leanly deflne those eligible -
for the program?
3. How are dlfferlng longevity rates among races and
between the sexes be taken into account? ‘
4. ¢ Since_older women constltute the majority of the frail
- ", elderly, what preventive actions are recommended to .)
- diminish frailty among females while they are still

- » + in the labor force‘> //\\)

b 5. Should this same set of services be availahle to non-
- aged vulnerable groups in the population who have o
chronic ®isabilities: i.e.., developmentally disabled,
mentally retarded? ‘

Y - . -

E. ADMINISTRATION

The core serviced should be administered by a AtngZe state - .
agency with Federal/State matching funding WLIh §Lexible deliveny
at zhe communtty Eeveﬂ ' .

1. Could any or all of the follow1ﬁg be utilized for
. delivery of the set of service at the communlty "' .
h - level

a. communlty counterparts of State agenc1es, i.e.,

local welfare offices etc.

b.. multi-purpose senior center "o )
c. area agency on aging

d. long term care center (Conable)
e. voluntary health and social services agencies

’

PE
haC I

-

Y 2. Should this agency prov1de the service itself; contract
' ) i it out; or a combination thereof? ) .

3. wWhat should the Federal match be?

- 168 - 7 «
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F. SIGNIFICANT PERSON ' = .|

.

, . N DY . . »
' When a significant person is not-available on has not been ddentified

through the case assessment, prionity in developing the plan,of care
. shoutd be given 2o the provision 04 such a person.

‘1. Is there a role for volunteers as the significant
per$on? If so, how would volunteers be recruited,
.- . trained, placed and supervised? -

. 2. Should the older person be involved in the selection
. and placementtof the significant person? I1f so, how?

-
M +

3. If the significant person cannot be arranged for
R . » through family and/or informal supports, c¢ould this

v

’ A= What progéﬁﬁive measures, if any, are indicated
t

to assure at ‘a frail elderly‘pgrson receives
° e - adequate assistance from the signifigant person?*
. 5. Should special efforts be made tqkénclude older
Y N persons as "significant persons"? \
d . - - # a
‘o - : N ‘ 2 a‘w : '
G. REFERRAL °
- . Any other services identified as being needed on desined ane %o be
o obtained from informdl on formal services and benefits available 2o
older persons. ' ) .
- S _ ° . . - . .
l. How does thé FCA set of services relate to any
other benefjts and services usually found at the
. - local levelw , .
- .,a. Community éefvices.Adminiétration *
b.- Veterans Administration. ,
.’ ,C. Services in the Older-Americans Act .
- d. Senior Centers o \
e. Title XX . ' W
f. Medicaid S ) ~ . )
- g. Food Stamps - . -7 .
h.” Supplemerital Security Income -
i. Community Mental Health Centers .
w j. Homemaker-Home Health  Aide Services
' k. Health Care Services - , .
' l. Long Term Care Facilities ’
m,

-Voluntary Health and Social’ Service Agencies:

~

///—‘ .. - and Institutions Co e ]

2. How can the program for the fraiil elderly be_imple-
.mented in communities where a range of suppl
services is not available? .

-

%

- - 169 - o«

’ person be provided through a,cash supPlement to SSI? .
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. ' ~ H. UNMET NEEDS .

- B . A mechanism Ahouﬂd be developed for providing data &bout the unmet

needs ‘of the grail efderly to comminity planning agencies and Leadenship/ ' ‘
; advocacy gnroups. . , . X

-

How can the frail elderly "system of services! L
provide.in-put to such State and sub-State advctacy
and planning activities.as those carried out by the

' area agency on aging, public social services, United

l.

Way,

etc?

senior membership groups, health systems agencies,

How can informal services be. expanded to meet the -

needs of the frail elderly, particular

in areas

where few, if any, formal services are ‘available?

i - . N
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