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THE PLIGHT OF THE BLACK ELDERLY: A
| MAJOR CRISIS IN AMERICA

FRIDAY, OCTOBER 3, 1986

HouSE oF REPRESENTATIVES,
SerzoT COMMITTEE ON AGING,
Washington, DC.

The select commlttee met, pursuant to notice, at 9:00 a.m., -in
room 2325, Rayburn House Ofﬁce Building, Hon. Harold E. Ford
(acting chairman of the committee) presiding.

Members_ present: Representatives Roybal, Ford, Saxton, Crock-
ett, Bentley, and Christopher H. Smith.

Staff present: Roger Thomas, general counsel; Christinia Mendo—
za, professional staff; Diana Jones and Carolyn anﬁth staff assist-
ants; John Murdock, legislative assistant; and Loree Cook.

~ OPENING STATEMENT OF REPRESENTATIVE HAROLD E. FORD

Mr. Forp. The Select Committee on Aging will come to order.

The full Committee on Aging has called this session today to
hear about the plight of the black elderly, a major crisis in Amer-
ica. I am very delighted to chair the commiittee today on behalf of
Mr. Roybal who is chairman of the full. Committee on Aging.

I am delighted to have with me ag members right now this morn-
ing the Honorable George Crockeit, who has been one who has
been in the forefront of two prior sessions similar to this, and also,
Mr. Saxton who is a member of the full Con.mittee on Aging.

Before we get started, I would like to invite members of the Na-
tional Caucus and Center on the Black Aged Inc, to come down
and take seats on the front panel.

It seems we are in need of a few more seats in the audience and I
would appreciate it if the members of the National Caucus and
Center on the Black Aged would come down and take this first
panel of seats.

We will let the staff know that we will use the first row as guests
come in and cannot find a seat in the audience. This hearing has a
twofold purpose: to examine the standard of living of the black el-
derly in terms of health, housing and income, and to develop rec-
ommendatlons on how nongovernmental agencies and communities
can improve the status of the black elderly.

Now, a series of hearings and forums are needed to dramatize
the plight of the elderly blacks and the obstacles they face on a
day-to-day basis. Most people know in a general way that the qual-
ity of life is lower for older blacks than for other groups.

S
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- The situation for older blacks will deteriorate further under the
Gramm-Rudman-Hollings balanced budget amendraent if those
amendments are not changed in this Congress or the next Con-

The committee has conducted two sessions similar to this on the
black elderly. On March 21, 1986, on the health status of black el-
derly in Detroit, MI, chaired by Congressman Roybal, the members
present were Mr. Crockett, as well as Mr. Conyers, both of the De-
troit area. .

On May 5, 1986, income services of the black elderly in Memphis,
chaired by the Representative from that area, the chairperson
today, also a member present was Congressman Crockett. Because
- of the Gramm-Rudman-Hollings balanced budget amendments, it
has limited our résources here in the U.S. Congress and the com-
mittee could not hold all of the sessions that we had hoped and
planned to prior to the Gramm-Rudman Budget Reduction Act.

But the National Caucus and Center on the Black Aged has
sponsored forums that have been held throughout the country. For
example, in Chicago, crime and housing, which was -on August 18,
1986; in Brooklyn, NY, income and employment, September 12,
1986; in Los Angeles, Older Americans Act services, September 19,
- 1986; in Philadelphia, Federal budget, September 20, 1986; and in
Atlanta, health and long-term care, September 26, 1986.

So the committee at this time would like to say thanks to the
National Caucus and Center on the Black Aged for your very able
and direct assistance in the area of the plight of the black elderly,
which we all know is a major crisis that we are faced with in
America. - L .

I would like to thank all of the witnesses for coming out today. I
would like to thank all of the participants who will be with us and
those who are observing from the audience. I would also like to
welcome all of you who are here for the 16th legislative weekend of
the Congressional Black Caucus, who are here in the Nation’s Cap-
itol and who have heen in attendance at all of the workshops this
weekend. :

We want to thank all of you who have been participants with the
Congtressional Black Caucus over the past 16 years and those of you
who have given support to the legislative workshops.

[The prepared statement of Mr. Ford follows:]
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PREPARED STATEMENT OF REPRESENTATIVE HAROLD E. FORD

POVERTY IN AMERICA IS FOLLOWING BLACK AMERICANS FROM THEIR YOUTH
TO THEIR SENIOR YEARS. WE ARE GATHERED HERE TODAY TO DISCUSS THE

IMPACT OF POVERTY ON ONE SEGMENT Of BLACK AMERICANS, THE BLACK
ELDZIRLY.

BLACK ELDERLY ARE THE POOREST OF THE POOR AMONG THE ELDERLY IN
THIS COUNTRY. OUR BLACK ELDERLY ARE THREE TIMES A'S LIKELY ’i‘o BE
POOR AS THEIR ELDERLY WHITE PEERS. IN 1985, 31.5 PERCENT OF ALL
BLACKS 65 YEARS OR OLDER LIVED IN POVERTY, COMPARED TO 11 PERCENT
FOR OLDER WHITES. WE MUST CLOSE THIS GAP IN THE QUALITY OF LIFE
AMONG OUR SENIORS.

CHANGE MUST BE MADE THROUGH THE POLITICAL PROCESS, COMMUNITY
SUPPORT, AND INDIVIDUAL EFFORT. AT EACH LEVEL WE MUST ADDRESS A
MULTITUDE OF ISSUES INCLUDING HEALTH AND THE MEDICARE SYSTEM,
HOUSING, CRIME, COMMUNITY SERVICES, EMPLOYMENT AND INCOME, AND
HUNGER AND NUTRITION.

!
THIS YEAR'S ANNUAL CONGRESSIONAL BLACK CAUCUS IS A VERY
SIGNIFICANT TIME TO EXAMINE THE SPECIFIC PROBLEMS ASSOCIATED WITH
BEING BLACK, OLD AND IN POVERTY IN THIS NATION. THE CONFLICT
BETWEEN THE GROWING NEEDS OF AN AGING SOCIETY, ACCORDING TO
‘CENSUS STATISTICS, AND A FEDERAL BUDGET WHICH CANNOT AFFORD ITS
CURRENT COMMITMENTS MAKES THE CARE AND TREATMENT OF THE ELDERLY

ONE OF OUR FOREMOST NATIONAL CONCERNS.

IN THE LAST SEVERAL YEARS CUTS HAVE BEEN THREATENED IN SOCIAL
SECURITY, MEDICARE, AND OTHER BENEFIT PROGRAMS WHICH ARE OF
PARTICULAR IMPORTANCE TO THE ELDERLY. THIS PAST YEAR ALONE, THE
CONGRESS PASSED THE GRAMM-RUDMAN~HOLLINGS LAW WHICH AS ONE OF MY

CONSTITUENTS SAID, "MUST HAVE BEEN MADE BY MEN WITH NO MOTHERS:!

THIS HEARING WILL FIRST EXAMINE THE STANDARD OF LIVING OF THE

BLACK ELDERLY IN TERMS OF HEALTH, HOUSING, AND INCOME. SECONDLY,

* IT WILL DEVELOP RECOMMENDATIONS ON HOW NON-GOVERNMENTAL AGENCIES

AND COMMUNITIES CAN IMPROVE THE STATUS OF 'WHE BLACX ELDERLY.

A
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OUR WITNESSTS AND GUESTS HAVE VALUABLE INFORMATION AND
SUGGESTIONS FOR HOW WE CAN IMPROVE THE CIRCUMSTANCES OF THE BLACK
ELDERLY, THEIR MESSAGE MUST NOT BE LOST OVER THE COMING DAYS,
WEEKS, AND MONTHS.

OVER THE PAST YEAR MY COLLEAGUE, CONGRESSMAN CROCRETT HAS BEEN
WORKING WITH THE SELECT COMMITTEE ON AGING AND THE NATIONAL
CAUCUS AND CENTER ON BLACK AGED, TO PUT TO&ETHER A SERIES OF
FORUMS AND OFFICIAL AGING COMMITTEE HEARINGS.. I WAS FORTUNATE TO
BE ABLE TO CHAIR ONE OF THE HEARINGS IN THE SERIES, AT THAT
HEARING, HELD- IN 1Y HOME DISTRICT OF MEMPHIS, TENNESSEE, WE
CONSIDERED IN-HOME HEALTH SERVICES FOR THE ELDERLY. YOU wILL

FIND A COMMITTEE PRINT OF THAT HEARING IN YOUR PACKETS,

TODAY'S HEARING WILL BRING TO A CLOSE THE SERIES OF HEARINGS AND
FORUMS WHICH HAVE DRAMATIZED THE PLIGHT OF ELDERLY BLACKS AND THE
OBSYACLES THAT THEY FACE ON A DAY~TO-DAY BASIS, Ti{E SELECT
COMMITTEE ON AGING WILL BE COMPILING ALL THE INFORMATION FROM
TODAY'S HEARING AND THE OTHERS IN THE SERIES FOR PUBLICATION, I
HOPE THAT ALL OF US WILL pUT THAT DOCUMENT TO GOOU USE TO

CONTINUE TODAY'S WORK AND THE WORK THAT HAS PRECEDED TODAY.

I WANT TO TAKE THIS OPPbRTUNITY TO THANK CONGRESSMAN CROCKETT,

THE NATIONAL CAUCUS AND CENTER FOR BLACK AGED, THE STAFF OF THE
SELECT COMMITTEE ON AGING, AND ALL OF YOU, FOR YOUR INTEREST IN
THE PLIGHT OF AMERICA'S BLACK ELDERLY,

ERIC
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.. Mr. Forp. At this time, the Chair will recognize Mr. George i
Crockett.

STATEMENT OF REPRESENTATIVE GEO. W. CROCKETT, JR.

Mr. CrockeTT. Thank you very much, Chairman Ford. :

I am delighted to be here because this is really the culmination
of about a year of intense work with the National Center and
Caucus of the Black Aged. The Select Committee on Aging is a spe-
cial committee created by the Congress because of a continuing
concern about the problems of the elderly. :

There are two members of the Congressional Black Caucus who
serve on that committee, Mr. Ford and myself. Today’s hearing is
the culmination of more than a year’s planning and that planning
began in 1985 when I met with several representatives and board
members of the National Caucus and Center on Black Aged.

It was their belief at that time that not enough was being done
by our House Select Committee on the Aged to publicize the special
plight of the black-elderly, or to bring about changes in that plight.
After some discussion, we decided that what we needed to do was
to hold a series of regional hearings under the aegis of the House
Select Committee on Aging. We want to find out from their own
mouths, as well as from the experts, what the quality of life truly
is for our elderly blacks. Also we want to publicize their living con-
ditions, and gather recommendations on what improvements could
be made. :

Besides the hearings themselves and besides the people who at-
tended the hearings or heard about the results through the media,
we determined to use the testimony that would be taken at these
hearings, and the conclusions as well as the recommandations, as
tllxg blasis for a definitive report on the status of America’s black
elderly. : '

This report, hopefully, will be widely distributed to churches, to
senior centers, to area agencies on aging, and to community
groups, for the purpose of helping them to identify the needs of the
black aged in their communities, and to better address these needs.
It is our hope that this report will be read early in 1987.

Unfortunately, because of Gramm-Rudman, the Select Commit-
tee on Aging had its budget cut and it could not afford to hold all
of the hearings that we had envisioned. It was at that point that
this Caucus and Center on the Black Aged stepped forward and of-
fered to organize. With the help of the Villers Foundation the
CCBA was able to fund the remaining field hearings, or forums, as
we call them.

It was thus a joint public/private venture that allowed us to hold
seven regional liearings and forums on different aspects of life for
the black elders in the past 7 months. We looked at the question of
health in the black elderly at our hearing in Detroit. We consid-
ered in-home services available to the black elderly in: Memphis.
We discussed crime and the black elderly in Chicago. We took up
the question of income and employment at our recent hearing in
Brooklyn.
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. We reviewed the Older Americans Act, which has to be renewed
next year because it will expire at that time. We did this at the
hearing in Los Angeles. B :

We considered the Federal budget about 2 weeks ago at the hear-
ing in Philadelphia, and last Saturday in Atlanta we considered
théa qluestion of health providers and long-term care for the black
elderly. T ‘ : '

Now, today we are going to spend about half of our time review-
-ing much of what we have heard around the country in these re-
gional hearings, particularly as it pertains to three major areas,
health, income, and housing. I am hopeful that the other half of
the time will be devoted to a discussion of what all of us can do to
improve the quality of life of the black elderly. \

Unfortunately, Mr. Chairman, I will not be able to stay all morn-
ing because I am also helping to chair a brain trust on the role of
blacks in the formulation and execution of U.S. foreign policy.

I, therefore, would like to take just.a moment, if I might, to in-
troduce two members or officers of the National Center and Caucus
on the Black Aged who have been very helpful to us in putting on

- these regional hearings. o

The first one is Mr. Sam Simmons. Is Mr. Simmons around?

Would you stand, Mr. Simmons? . '

Mr. Simmons is the president of the National Center and Caucus
on Black Aged. ' : .

Then we have Dr. Aaron Henry. Dr. Henry is a member of the
Mississippi Legislature, and is cochairman of the national center.
We have Mr. Gorham Black. ' :

Mr. Black, will you raise your hand?

Mr. Black was formerly with the State government in Pennsylva-
nia and he algo is a cochairman of the National Center and
Caucus. I join Congressman Ford in expressing our sincere %ppre-
ciation to our staffs: my staff, his staff, and the staff of the Select
Committee, for putting together this hearing, and I want to express
sincere appreciation to the witnesses who will come before you in
order to help us prepare this important documentary record of the
plight of the blacﬁ aged.

Now, I turn to my colleague, Congressman Saxton, who is from
what we call South Jersey.

STATEMENT OF REPRESENTATIVE J IM SAXTON

Mr. SaxToN. Thank you very much, Mr. Crockett, and Mr. Ford.

Let me express to you and to Chairman Roybal my admiration
and thanks for holding this hearing. I appreciate the fact that the
committee is, in fact, holding this hearing today on a very signifi-
cant and, in my view, oftentimes overlooked set of problems facing
the black elderly. - .

. While improvements have been made in the standard of living
for senior citizens as a whole, too often problems facing.black elder-
ly have been overlooked. ' :

In fact, little improvement has been made in the standard of
living at all for the black elderly. The poverty rate for elderly
blacks in 1974 was 34 percent. In 1984, a survey conducted that

)
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year, revealed that the rate was 32 percent, a very insignificant re-
duction, to be sure.

It is likely that the higher rate of poverty for black elderly con-
tributes to their life expectancy, as well. I think that goes without
saying., - :
ost startling of all, however, is the fact that over half of all el-
derly black women are either poor or considered to be marginall
poor. It is even more important to study this issue since the blac
elderly population will more than triple in the next 50 years reach-
ing 7.3 million people by the year 2030.

Our Aging Committee must not only focus on the problems of
today, but also must look toward the future to see how we can best
prepare for our rz?idly growing population of elderly.

I am pleased to represent New Jersey, the southern part of
that State in particular, and the 60,000 black senior citizens who
call New Jersey home. I hope this hearing proves to be informative
;aind1 successful in focusing on the unique problems of the black el-

erly.

Thank you, Mr. Chairman.

Mr. Forp. Thank you very much, Mr. Saxton.

Thank you, again, Mr. Crockett.

We will start our public hearings with the witnesses coming to
the table. I would like to add to what Congressman Crockett and
Congressman Saxton said, and once again give thanks to the Na-
tional Caucus and Center on the Black Aged. We did start some 12,
18 months ago, but I have had an opportunity to serve on this com-
mittee for the 12 years that I have served in Congress and have
worked very closely with the National Caucus and Center on the
Black Aged and other groups. :

It has certainly been a real pleasure to work with my friend and
colleague, Congressman Crockett, as we have been directly involved
in the issues pertaining to the black elderly. We all know that
3ldelar blacks are the poorest among the poor as it relates to the el-

erly.

- No other aged racial group has a poverty rate as high as elderly
blacks, not the aged Indians, not the older Hispanics, not the elder-
ly Asians. No other group would have that high a rate.

In fact, nearly one out of two blacks—45.6 percent—65 years or
older, either live in fpoverty or so close to the level that it is impos-
gsible to tell the difference. Recent improvements in the poverty
figure for the aged have created a general impression in some
quarters that the elderly are living quite comfortably.

I would hope that we would be able to dispel many of those im-
Pressions that are out there.

I think this session today will probably go a long way in trying to
do just that. One of the big proglems I guess, and it is coming di-
rectly from the center, in reading over information that they have
been able to collect, when we talk about freedom from fear, is one
of their highest priorities needs for older blacks.

They go on to say victimization statistics make it clear that el-
derly blacks are much more likely to be crime victims than aged
whites. As a consequence, thousands of other blacks live under the
form of house arrest because they are afraid to venture out into
their own crime-infested communities.

11
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When we see information that has been compiled through wit-
nesses, through sessions at the national center, and the full Com-
mittée on Aging who have gone across this country to get first-
hand information, it is even clearer to this member of the commit-
tee and this Member of Congress, that yes, the Gramm-Rudman-
Hollings Balanced Budget Act has not only impacted the elderly,
but has had severe impact and will continue to have an even more
severe impact upon the black elderly.

It is one strike against you when you are old in America, but
there are two strikes against you when you are black and old in
America. ‘

I think that we are seeing this, not only through Gramm-
Rudman, but even prior to the Gramm-Rudman legislation, which
has been enacted by the Congress. So we will not continue to pro-
long the opening part of the session. We will call the first panel.

At this time, we are very delighted to have with the committee
one of the very able members of the Maryland delegation, who has
been in the forefront of the aged issue not only here on this com-
mittee, but also throughout her district.

I would like to yield to Congresswoman Bentley at this time.

STATEMENT OF REPRESENTATIVE HELEN DELICH BENTLEY

Mrs. BENTLEY. Thank you, Mr. Chairman.

I will submit my statement, the full statement, for inclusion in
the record with unaniinous consent.

I would just say that I commend you for opening this hearing. I
think it is very important that we try to resolve this problem,
which is beginning to really fester and plague the nation.

I am very happy to participate in exploring the plight of the
black elderly population. I think from this we will be able to
achieve the first step toward accomplishing our goal.

Mr. Forp. Your statement will be made part of the record.

[The prepared statement of Mrs. Bentley follows:]
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PREPARED STATEMENT OF REPRESENTATIVE HELEN DELICH BENTLEY

I am pleased to be here with you today.to discuss an 1ssue of growing
importance to our nation; the plight of our elderly. Specifically,Abhe
chairman has called this hearing so that we, as responsible representatives,
may be exposed to the issues facing our black elderly population.

No one in this prosperous country should be forced by economic
conditions to go without food, housing. and health care, However, it is a
fact that from 1969 to 1983 the percent of aged whites living below the
poverty line dropped from 23.3 to 12 percent, while poverty among older
blacks decreased during this same period from 50.2 to 36.3 percent. It is
obvious that progress has been made, but we still end up with a ratio of 321
of poor elderly blacks to poor elderly whites.

Recently, the burgeoning numbers of elderly in the United States have
brought this issue into the limelight. Although no individual or
organization has offered a panacea, the testimony of knowledgeable witnesses
such as yourselves will assist the members of this committee in formulating
pertinent legislation.

I am eager to explore the plight of the black elderly population. I
believe that the purpose of this hearing, which is to examine the living
standards of black elderly and to develop recommendations on how groups and
individuals ean improve the status of the Black elderly, will be the first
step towards 3ccomplishing this goal.

Again, I thank the Chairman for calling this hearing and I welcome the

witnesses here today.

wk
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Mr. Forp. Also, we would like to thank Chairman Roybal, who is
the chairman of the full Committee on Aging, who has worked
very closely with Congressman Crockett and I in trying to assist
‘'with severe budget problems with the committee, and his strong
commitment in this area and I would like to include his statement
and make it part of the record and would also ask it be made as
the first opening stateicent in the record today.

[The prepared siatemsnt of Mr, Roybal follows:]

14
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PREPARED STATEMENT OF CHAIRMAN EDWARD R. ROYBAL

| wont to extend my appreclation ta everyone atte:ding today's
hearing an the "The Plight of the Black Elderly: A Major Crisis in
America. Today's hearing will examine the standard of I'ving of the Black
elderly in terms of health, housing, ond income ond ta develop
recommendations on haw nan-gavernmental agencies and cammunities “:an
imprave the status of the Black elderly.

During the past several manths, the Hause Cammittee an Aging has
conducted hearings on the status of aged Blacks in the United States. In
oddition, | commend Mr. Saomual Simmans, President of the National
Coucus and Center on Block Aged for canducting separate forums ta
provide further information about canditions for alder Blacks an income,

employment, the budget, crime and suppartive services.

These hearings and farums are designed to provide a comprehensive
overview of the state of affairs for aged and oging Blacks in the United
States. Recent impravements in the poverty issue far the elderly have
created a general impressicn that alder Americans ore living quite
camfortably. Cantrary to that rasy picture, persans 65 or alder have the
highest paverty rate among adults. Only yaung people,individuals 21 ar
yaunger, have a higher paverty rate than the elderly.

Mast people know that the quality of life is lower for older Blacks

" than far other groups. But, they are surprised by the degree of deprivation

amang aged Blacks. For example, older Blacks are the poorest of the poor
omong the elderly and aoften face difficult daily chaices aos to haw they
spend their limited incame. They face chaices of either buying necessary
prescription drugs, food, ar heat.

Econamic deprivation is just ane facet of the plight of the Black
elderly. Other prablems exist such as the cutting the cost of health care,
housing ond sacial security. This paint has been made strangly in the
hearings and farums that have been held in Detroit, Memphis, New York,
Chicaga, Los Angeles, and Philadelphia.

The recent forum in Las Angeles pravided pawerful evidence that
aged Blacks ond other elderly minarities are underserved by the Older
Americans Act. In fact, the minarity participation rate for bath the
suppartive services program and the elderly nutrition programs are at all
time lows for this decode. ’

The minarity participation rate for the suppartive services program
haos fallen by 24,7 percent duri_ng this decade, from ] high of 24,7 percent in "
fiscal year 1980 to a low of 16.5 percent in 1985, The aged Black
participation rate has dropped by 23.0 percent during this same time

frame.

The hearing today is designed to provide further information aond ta
fill in gaps for certain key subject areas which have not been cavered fully
in prior hearings or farums. | lock farward to heoring fram our expert ]
witnesses. Yaur suggestions ond recommendotions will assist the
Committee in farmulating legislation and ather gavernmental policies that
will help support the Black elderly.

o f
15



12

Mr. Forw. I would like to call on-Dr. Ron Manuel of Howard Uni-
versity; Dr. Robert Butler from the Mount Sinai Medical Center in
New York; Dr. Robert C. Weaver from the Office of Housing and
Urban Development; and Ms. Eloise Ellis, who is the chairperson of
.2 D.C. Legislative Committee of the American Association of Re-
tird Persons.

I would like to ask you to come and be seated here at the witness
table directly in front of the tier. Let me say once again, on behalf
of the Select Committee on Aging, we are very delighted to have
the witnesses here before the committee today and we certainly
look forward to your input in this Select Committee hearing.

At this time, the Chair would recognize Dr. Manuel.

PANEL 1, CONSISTING OF RON C. MANUEL, PH.D., PROFESSOR OF
SOCIOLOGY, HOWARD UNIVERSITY; DR. ROBERT N. BUTLER,
CHAIRMAN, GERALD AND MAY ELLEN RITTER DEPARTMENT OF
GERIATRICS AND ADULT DEVELOPMENT, THE MOUNT SINAI
MEDICAL CENTER. NEW YORK; ROBERT C. WEAVER, FORMER
SECRETARY OF THE DEPARTMENT OF HOUSING AND URBAN
DEVELOPMENT, WASHINGTON, DC; AND ELOISE ELLIS, CHAIR-
PERSON OF THE D.C. LEGISLATIVE COMMITTEE OF THE AMERI-
CAN ASSOCIATION OF RETIRED PERSONS '

STATEMENT OF RON C. MANUEL

Dr. MANUEL. Mr. Chairman, members of the committee, I wel-
come the opportunity to speak with you on the topic of the plight
of the black elderly, in particular. I have been asked to give some
brief over all demographic characteristics of the black aged. I
would like to submit my full statement fcr the record.

Mr. Forbp. Let me say for the record ' ‘ull statements will be
made part of the record if you would lin. ° summarize your testi-
mony and that is true for all witnesses who will testify today. '

Dr. MANUEL. As a preface to my commentary, let me note that
the importance of our being ever mindful of characteristics of par-
ticular subgroups within the general older population, in this case,
of course, the black Americans, namely, we too easily make the
mistake of concluding or inferring that the circumstances of the
aged have been sufficiently addressed when we fail to consider that
the aged are not a homogeneous group. : ‘

That is when we read conclusions or make inferences from re-
ports, such as in the 1985 report of the President’s Council of Eco-
nomic Advisors, that elderly Americans are no longer a disadvan-
taged group. ' _—

- This type of inference or conclusion too easily leads to public
opinion that overlooks the fact that there are pockets of significant
need that continue to uniquely characterize this target population.

Let me now briefly direct your attention to three or four circum-
stances in the older population among black Americans that give
evidence to the problems that the aged continue to have and that
tell us that the problems have not been sufficiently addressed.

According to the latest U.S. Government statistics, black older
Americans are about three times more likely than their white
counterparts to have annual incomes below the official poverty
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threshold. Even with similar levels of education, poverty among
older blacks is over two times that of older whites.

In 1984, the median income of black older maies was 57 percent
of their white counterparts. The median income of black older fe-
males was about 60 percent of their white counterparts. .

The data for 1984 are not unique. When we observe data in 1959
before the great society legislation or after, the ratio of older black
to older white incomes has had a very narrow range; namely, be-
tween 54 and 64 percent.

Now, the lower incomes of black elders transfer into relatively
poor health, housing, public safety, and a general standard of exist-
ence. Thus, for example, at birth blacks can expect to live about 5
to 7 years less than their white counterparts. .

Older blacks are about twice as likely as older whites to report
that their health is poor. Yet 58 percent of older blacks in the
Census Bureau’s survey of income and participation say that they
arl; without private insurance, relative to 27 percent of older
whites. :

About 4 percent of older blacks say in that survey that they are
without Medicare relative to about 2 percent of older whites. The
story is basically the same when we look at housing.

Not only does the literature show the quality of the housing to
be relatively inferior among older blacks, but evidence shows older
blacks, particularly low-income home owners, are more likely than
similar white owners to have excessive house-related costs.

Now, these selected highlights about the black aged, I think, take
on greater significance when we ccnsider the growth of this popula-
tion. Because it is a population that is growing at a faster rate
than the total older population, it results that while blacks com-
prised about 7 percent of the 16 million older persons in 1960, they
comprised about 8 percent of the 28.5 million older persons in 1985.

In the year 2000, they will comprise 8.5 percent of all older per-
sons. By the year 2040 they will comprise 12.5 percent of all older
persons. , . :

In short, the bottom line of this is that older blacks are constitut-
ing a greater and greater proportion of the total aged population.
Increasing numbers of proportions of older black, often impover-
ished persons, mean corresponding increases in the number and
proportion of persons potentially dependent upon their families
and upon society. A

In sum then, when compared to the general older population, or
to the older population of whites, which I would like to take as a
general, normative standard of the lifestyle and the chances in life
that are potentially available in the United States for older people,
it is clear that older blacks are systematically more likely to have
inadequate income, and then in turn, poor health, poor housing, ac-
cessibility to health and poor social care services. :

So my conclusion is the problems of the aged have not been
solved. There are pockéts of substantial, unique needs that charac-
terize—that have characterized and will continue to characterize
the older population in this country. ,

Thank you, Mr. Chairman, for the opportunity to call your atten-
tion to some of these often overlook demographic characteristics
in our older population.

3
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[The prepared statement of Dr. Manuel follows:]

PREPARED STATEMENT OF RON C. MANUEL, PhD

A SOCIO-DEMOGRAPHIC PROFILE OF THE BLACK AGED

The gradual, conatant increaae in the number and proportion of the total
U.S. population, that ia age 65 and over, is well recognized. Varioua
characteristica about thia population are lesa well understood, however. For
example, it ia not.unuaal to read or hear that the population aged 65 and over,
commonly referred to aa the aged or older population, ia economically well uff.l
Speaking directly to the point, Jane Seaberry, writing in the Washington Poat
(1985) and summarizing the annual report of the President'a Council of Economic
Adviaors, observea:'elderly Americans have achieved baaic economic parity with
the rest of the population and no longer are a disadvaﬁtaged grouo.” One rather
easily deduced implication 1s that the problema of the aged have been solved.

When taken at face value, aa it frequently ia, th2a concluaion, aa falae aa it ia,
entera the compendium of knowledge about the aged population.

To conclude, aa 1a reflected in the Seaberry (1985) article, that -the ‘economic
problemgof the aged have been solée&mbecauae. for example, the per capita family
income for the population aged 65 and over was $9080 in 1983 in contrast ' with
$8960 for nonaged families—fails to conaider that the aged are not a homogeneous
group. It 1s rather easy to conclude or deduce that the problems of the older
population have been addresaed if one accepta that all older persona experience the
same conditiona of aging. Observing a more complete set of data that reflecta the
heterogeneity in the older population, one could not escape the concluaion that
there are pockets of significant need that continue to uniquely characterize the

older population.

The purpose of this paper ia to deacribe a few of the socio-demographic char-
acteristica, and impending changea in theae characteristica, of the older
population in the United Statea that document thia gimple concluaion. It ia
important for aociety to recognize that the aged population is a multi-faceted,
heterogenoua une; Summary statistics, auch aa the per capita income, about

the general population in no way reflect the potentially unique, often numerially
aignificant subgroupa within this fotal population.

The diacuasion begina with a study uf'the aize, growth and diatribution of
the older black pupulat;un. Next a study of a aelected number of the character-
“Jatica of the aged black population ia made. Specifically, the heaith. houaing
and economic circumatancea are deacribed:

1 .
The older or aged population is defined aa peraona aged 65 and over, unleas
otherwise noted.
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THE SIZE, GROWTH AND DISTRIBUTION OF THE OLDER BLACK POPULATION‘
Population Size

The growth of the older population, as waas noted, is generall); well known
(aee Table1). What is leaa well recognized ia that, at 1east‘ aince 1930, the
black older population haa been increaaing at a gubstantially faster rate than
the general older population. The elderly black and the total older populatior
increased between 1920 and 1930 by about 12 percent and 36_ percent, resnectively;
the correaponding fgtea of increaae between 1930 and 1940 were ruughly‘ 65 per-
cent and 36 percent (see Table 1), A aimilar pattern holda for the compariaon
of older ui_litea and blacks inasmuch aa the general population largely reflects
the characteriatica of the numerical majority group.

The greater relative growth rate among older blacka has continped since the
19308 and 1940s. For example, between 1960 and 1985, there was a 104 percent
increase in the black older population relative to a 73 rercent increase in the

white older population (see Tahle 2). Soth ficures hiehlight -
the growth of the aged population when compared to the 33 percent increase in

the total U.S. population during the same time period.

Gender variation ia glao a diatinguished aspect of the data in Table 2,

It is smong femalea that one gees the moat pronounced populatfon increasea,black
or white. The growth rate of the older black female population subatantially
exceeded that for black magles at each age lbevel- The 1960 to 1985 increaae
was gharpeat among the oldeat old, that 18, personaaged 85 and older. Here there
was & 211 percent increase in the female black older population relative to a
124 percent {ncreaae among their male counterparta.

The population of black older femalea was alao generally growing faater
than their dder vhite female counterparts, One variation from this
pattern, however, s evident when the target population, by age, 1a again narroved
to the oldeat old, another dist:!ngﬁiahed aubgroup within theae data. There waa
& 259 percent increase fn the female white older population relative to the 211
percent increaae among female black older persona. Thia pattern, however, 1a not
expected to continue. Por example, the data in Table 4 ahow that for each of
the in:ujected tventy year projectionSof population aize, atarting with 1980
(1.e., 1980 to 2000), the rate for female biack older peraona exceeda that for
their white counterparts whether one studies the group aged 65 and over or aged
85 and over.

Generally, with the exception of the racial contrast for males between
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1980 and 2000, the data on projections in Table 4 show that te trend of faster
relative older black (male and female) growth is expected to continue through-
out the next century. Thus, while the total U.S. population 13 only expected
to grow by 18 percent between 1980 and 2000, the increase of black older females
is projected to increase by 53 percent between these same vears., The oonulation of
white older females will increase by 35 percent hetween 1989 and 2000.
An Aging Population

One result of the faster rate of growth in the older black relative to
older vhite population 1is that older blacks comprised slightly over eight
percent of the 28.5 million persons aged 65 and over in 1985, wheras oider
blacks comprised about seven percent of the roughly ;6 million persﬁna aged
65 and over in 1960. Older blacks are thus constituting a greater and greater
proportion of the total aged pupulaticn;1

The 2,343,000 elderly blacks in 1985 (Table 2) also represented slightly

over eight percent of the total bl Tation; about 12.5 percent of the
white population was aged 6% ‘35 (see Table 3). When compared to
the fact that in 1900, 4.2 ¢ total white population was aged,

relative to about 2.9 percent of the black population, it is clear that both
populations are aging-2 Yet, the white population is distinctly older than

its black counterpart, despite the current generally faster rate of increase
in the latter population.

Projections for the future show that these two populationgwill cuntique
to age (see Table 4) in their own distinctive ways. A narrowing of the gap of
the relative aged status of the two groups will not become evident until after
the post World War II baby boom cohort has fully entered the ranks of the
elderly, after 2020. Between 1980 and 2000, for example, the percentage of
white female society that will be old will increase from 13.9 percent to 16.5
percent; the corresponding increase for blagk older females will be from 8.9
to 10.2 percent. 1In 2040, the percentages of these respective populations that
will be old are 26.2 (white) and 19.5 (black); the respective percentages are
27.4 and 25.1 in 2080. It 1is not clear, however, that this convergence will
necessarily rebresent or reflect the homogenizing effect of similgr 11festy1;s

or circumstances at work in the two populations,

—_—

1 .

Conclusions are based on tabulations of : (1) data in the Public Use File
(One in a Thousand Sample) of the 1960 Census of the U.S. Population; (2) data
from the U.S. Bureau of the Census (1986a).

2
An aging population 1s one whose total population count, over time, is
characterized by increasingly greater proportions of persons aged 65 and over.
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It iaclear £om the projections in Table 4 that older blacks, whether having
more OT less similar lifestyles to whites, will become a much more visible
coaponent of the aged population. The need for special, minority sensitive
planning for policy and services would surely seem warranted given the
dramatically distinctive proje.ted growth rates of the bluc.k._ pur:icnlnrly_
female, oldest old. Increasing numbers of older black and often impoverished
persons mean corresponding increases in the number of persons who will be
potentially dependent upon their families and the society.

The Distribution of the Black Older Population

Fifty-six percent of all black older Americans were concentrated in one of
the ten states most populated by older blacks in 1980 (see Table 6). Five States:
New York, Texas, Georgia, North Carolina, and California accounted for almost
one-third of the total population of older blacks.

Eighty one percent of o}der blacks were concentrated in urban locations in
1980 (see Table 5). Of that group who lived in urbanized areas, 69 percent were
in central cities. Older whites were also primarily living in urban luc;tiuns.
Of those in urbanized areas, however, only 39 percent lived in central cities.
Rather, older whites are more frequently 1iving in the urban fringe. About 15

percent of théir black counterparts are simiZarly situated. Clearly, older blacks
are disproportionately concentrated in central cities and thus, at greater

risk to various urban problems including: congestion, housing shortages, living
costs and general problems with health and well-being. It is, therefore,
fitting in this analysis to devote some commentary to a sele;:ted number of
indicatorgof these problematic concerus for older blacksa.
HEALTH CHARACTERISTICS

Progress in health is frequently measured in terms of Improvement in life
expectancy and life expectancy is directly influenced by patterns in mortality
vhich, in turn, are influenced by patterns in health safety, status and
functionality. It is thus appropriate to begin the study of health at the
broadest level (i.e., life expectancy) and work a path backward to more specific
indicators on the health of the black aged.
Life Expectancy

Life expectancy is a measure of the average remaining lifetime in years for
a spectfic age, assuming a constant distribution of death rates over time. The
average vhite newborn female in 1982 had a life expectancy of about 79 years.
The average black newborn female could expect to live another 74 years (see
Table 7). The male counterparts, respectively, had life exvpectuncies of rm;ghly

72 years (white males) and 65 years (black males). Generally, white life
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expectancies represent a roughly five to seven year advantage over blacks, an
advantage that hus been reduced ffom the roughly six to eigh: year white to black
advantage appearing in 1960, before the country's Great Society domestic guvefn-
mental assistance programs. For context, Table 7 also presents life expectancy
data for 1900.

Most of the 1900 to 1982 improvement in survivorship for both blacks and
whites was consequent of mininizing :he-effec: of the infections diseases that
primarily affect those in infancy and childhood. Th.s improvement in life
expectancy at age 65 or age B5 (see Tabla 7) has been less poticeable. For
example, relative to the 28 year increase in life expectancy, at birth, améng black
females from 1900 to 1982, life expectancy increased by only about six years
at age 65 during the same years. Interestingly, the latter rate 1s not
substantially different for white females: (18.9-12.2=6.7 years), while the
racial differential at birth is clearly more distinguished (28.5 years of
improvement among white females) versus 27.8 years of improvement among black
females).

The importance of this obsirvation rests with its possible differential
implication, by race, for where work must be concentrated to gain future im-
pruvemen:slin life expectancy. Namely, the emphasis that is increasingly, and
rightfully so, placed on the importance of controlling the chronic diseases that
primarily affect older persune;-aé a method for sustaining future improvementsin
life expectancy for the general population (see Manton, 198%--must be amended
to include a special contimiing emphasis on improving conditions surrounding
the birth and infancy of black Americans. Elevated black infant mortality rates, such
as reflected in the black to white male infant mortaiity ratio for 1983 of 2.13
(see Table 8),is a major indicator of the need for continuing special targeting
of attentionon the health conditions surrounding the birth process and infant
and mother care. This awareness ¢oints anew to the observation that aging is
a life long process. A significant extension 0f the life expectancy df blacks 1is
dependent on what happensto the high rate of unwgd mothers and the care they
and their infants receive.

Relative improvement of the life exéec:ancy for blacks is similarly dependeat on

what happens to high black relative to vhite rates of mortality at each of.the age

levels shown in Table 8, The fact that the black to white male mortality ratio was
2,17 to 2.57 in 1983, during the young adult years, transfers into the task of
identifying why thedeath rate from hanciides for example, avong voune black males far exceeds

that of their white counterparts Vhat is it about victimization by poverty
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and minority status among blacks that leads to greater violence as a pDBBibie
means of coping? The hope is that by understanding the psycho-sociological
mechanism of this and similar comnections,m infommed soclety will seethe peed for
eliminating poverty and discrimination. This recognition and action to

addresa it is a major step in tha process of lessening the racial gap in the
mortality rates and consequent life expectancies of black and whites.

Health Status

Thosé black Americans who live to old age have sometimes been called
speclal survivors. Yet, the mere fact of survival leavasgunanalyzed the state
of the health of these survivors, 1s the health of older blacks commensurate
with vhat 1s generally available in the society to the nonminority (i.e., white)
community ? ’

The data in Table 9 show that older blacks, more often than their white
counterparts, report: (1) health conditions that limit their activity; (2) ted
disability dsys; and (3) illnesses that are unattended by medical personnel.

The result 1s that older blacks are much more likely to be functionaily limited

and, ha:urally. more likely to see themselves in poor health (see Table 9.,

Health Care and Social Service System Accessibility
One avenue for reducing the relative health risks of aging and aged blacks
is by ensuring accessibility to the health care system, Findings that show
that older blacksare less frequently cuvered(m whites) by Yedicare or orivate insurance

(see Table 10) implicate the importance of planning, to ensure that the health

care syatem in this country 1is more accessible to blacks throughout their

lives., On the other hand, it would appear that of those eligible for Medicaid and
other social service programs, that contribute. to well-being and thus indirectly
to health (e.g., Food Stamp Program, Aid to Families with Dependent Children,
General Assistance, Supplemental Security Income and Housing Assistance), there

is a higher rate of use among older blacks than among older whites, Whether

this circumstance stated as simply as above, can be taken as indication of equity
in black and whité use of these programs ~ ig a separate question and one

beyond the purview of the discussion here.

HOUSING CHARACTERISTICS
Housing Tenure and Quality

In 1983 there were about 919,000 older black heads of household 1living in
owner occupied housing, Regardless of income level, the majority of older
black household heads were in owner-occupied housing (see Table 11). Yetsthe

data show that older black ownership rates.lag behind that of their white counter-
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parta. Because home gquity 18 the dominant asset holding of the elderly
(Murray, 1972), it 18 clear that older blu~ks and their families are
relatively disadvantaged not only on economic grounds but also for reasons re=-
lated to the socioemotional value represented by home ownership.

The question of the ralative quality of ths housing of older blacks 1s also
of interest when considering the question of the economic and symbolic value
of housing. Thg 1983 data confirms again what has largely been the conclusion
during the last few years (Struyk,1985). Namely, the housing stock of older
blacksgenerally rcaains inferior to that of their white counterparts. This

conclusion is conditional, however. Thus, while the black disadvantage is
generally evident thrcoughout the income and tenure controlled analyses on
whether there are cracks or holes in the walls/floors of the housing,
plumbing and kitchen facilities are generally not problematic for persons
with incomes about the median income level (see Table 11 for details).
Houaing Affordability

One f.equently asked question 1s whether older blacks spend an
excessive sharie of their income on housing. Taking aacceptable imusing
cogt r reat) to income ratio as one under 35 percent, it is seen in
Table 11 that older black household owners are more likely than
whites to be paying above the criterion amount, particularly among those with
incomes below the median. On the other hand,older blacks regardless of income
are slightly less likely than whites to have % emessiverent to income
ratio (see Table 11).

SELECTED ECONOMIC CIRCUMSTANCES IN THE BLACK OLDER POPULATION
Relative Income Status )

By any indicator of income and economic well-being, the black aged are a
particularly disadvantaged group. In 1984, the median income of black males.
aged 65 and over was $6163, about 57 percent of the median income (’10,890) of
white males in the same age group. The median income of older black females
($4345) was 69 percent of the median income of their white counterparts ($6309)
(U.S. Bureau of Census, 1986b).

The 1984 median income of families headed by a black older person was
$11,983, about two thirds (64 percent) of the median family income of white
families headed by an older person ($18,775) (see Table 12).

The use of data from 1984 to illustrate the point of the relative 1ncpme

disadvantage of older blacks does not tell a unique story. Whether observing
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data before the 1964 Civil Righta Act and other Great Society legislation, or

after, the ratio of the income of older blacks to older whites has had a very

narrov range. The data in Table 12 show that the median income of older black
families has cuneistently ranged between 54 percent and 64 percent of the com=
parable incomes of older whites.

The Adequacy of Incoma

The typically used measure for the study of the adequacy of income is the
poverty ratio. The poverty ratio is the ratio of money income available to the
money income thought to be necessary to provide the food for a minimum temporary
adequate diet for a specified number of persons, with still enough money left
to purchase other necessities.

Table 13 presents a display of these ratios for older blacks and whites,
u;er time, CGenerally, the data show that the black poverty rate has been
consistently higher than the white rate. Moreover, the gap between the pro-
portion of the black aged having incomes below the poverty threshold and the
proportion of the white aged with incomes below the poverty threshold has widened
over time. In general, in 1959 the rate of poverty for older blacks was approxi-
mately double the rate for older whites. Relative poverty for older blacks
then increased, even before the Reagan era of federal retrenchment, and has been
approximately triple the rate for older whiteg since 1981. Lower rates of
poverty, overtime, for both older whites and blacks, but a widening black to
white ratio, reflect the fact that the decline in poverty for older whites, over
time, has proceeded at a faster rate than that for their black counterparts.

Table 13 also extends the application of the poverty measure to include
controls for educational attainment and source of income for the 1982 data.
While a control for education reduces the magnitude of the racial contrasts,
1t 10 obvious that even with education controlled, the incidence of poverty
among older blacks is over two times that of older whites.

The rale of rultiple income sources inroverty incidence is instructive of vhere the paverty gap
between blacksand whites is accentuated. Thyug the gap,by income source, as is
indicated by the ratio of the black t? vhite poverty rate (see Table 13), only
approsches the overall ratio in 1982 (3.08) when black and white incomes are
compared among those with incomes based on mltiple sources, including social
security and earnings, plus either/or property income (e.g., interest, dividends)
or pension income. Only at this point, like for the case of the overall
Poverty data, 1s it revealed that over three times more older blacks have

incomes below the poverty level than their white counterparts.
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The importunce of earnings, .t rtlier fmeona saurcan, ahows the critical role that miltipla
income pources play in the ac *v: . dleadvancage - of older blacka. Clearly
the data in Table 13 vhow tha. <% .1phania un snrningd, as o source of {ncome,
contributes to heightening thc black diaadvuntage. Tha data on unemployment in
Table 14 ahows, in part, why. In 1982, for example, the unemployment rata for
older blacka males was 9.3 percent, rals-ive to 3,2 parcent among older white
males.

Earnings from employment, as an income resource, simply are not as fre-
quently available to older blacks. A similar reasoning underliea the avail=
ability of property or pension income to older blacks.

In conclusion, the data on the relative incomea of older blacka and whites
suggest one inescapable conclusion: the elderly black's income position, while
improved over time, 18 an deprived or more deprived today--relative to their
white counterparts-- as it was in 1960.
Summary

The discussion in this paper has emphasized the relative plight, demo=
graphically, of older blacks in the United Statea. Older blacks relative to
whites much more frequently were shown to have inadequate incomes. Their, in
turn, poorer health, housing and - Traccessibility to the health, and social
care systam't}nnsfer into higher death rates and thus lower life expectancies

than ia generally characteristic in the socfety.
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TABLE S: UNITED STATES POPULATION AGED 65 AND OVER: INRMMBER AMD
PERCENTACE OF TOTAL TN 1980,BY RACE, FOR RURAL URBAN

LOCATION

Ceographical . White Black . °

Location : # (1000s) z # (10003) z
.Rural Urbaa Distribution
U.5. (Aged 634) 22942 2067 .

Orban . ) a
Total . . 16927 738 1666 80.6'
Urbanized .

Aveas: R
Central . b b
. City © 6602 39.0 1151 69.1
Urban . b . b
Fringe 6801 40.2 256 15.4 -
Bural s o 6015 26,28 s -4
. Fam 691 n.5 17 4.

SOURCE: United States Bursau of Census (1984b)

Spercent of U.S. Toral Population, aged 65 and over.

Bpercent of Toral Urban ox Total Rural Popu.lad:on. sgad 63 and over.

TABLE 6: TEN MOST POPULATED STATES WITH BLACKS, AGH)65 AND OVER

State Distribution

State Rank # (In 1000s) Cumulative Percent”
New York 1 165 8.1
Texas 2 137 14.8
Georgia 3 123 20.9
North Carolina 4 112 26.4
California 5 110 31.8
Florida 6 107 37.1
Louisiana 7. 102 42.1
Michigan 8 98 46.9
Mississippi 9 94 51.5
Pennsylvania 10 92 56.0

SOURCE: Based on tabulations from the One in a Thousand Public Use Sample
(Sample A) of the 1980 Census of the Population (U.S. Bureau of the Census).

UCumulation of the percentage of each state's population that is aged 65

and over and tlack.
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TABLE 7: LIFE EXPECTANCY, BY AGE,BY YEAR, BY RACE,BY GENDER
FOR THE UNITED STATES ’

Age by Year Race by Gender

Black White Black  White Al Al
Male Male . Female Female Othea Other
)’.a:].e Female
At Birth
19007 32.5  48.2  35.0 51.0
1960 61.5  67.6  66.5 74.2
1982 - 66.9  T71.5°  73.5 78.8 66.8 75.0
At Age 65
1900 10,6  11.5  11.4 12.2
1960 12.8  13.0  15.1 15.9
1982 13.3 14.5  17.2 18.9 14.1 18.2
At Age 85
19000 4.0 1.8 5.1 4.1
1960 5.1 4.3 5.4 4.7
1982 . 4.8 5.3 6.5 6.7

5.8 7.5

SOURCE: National Center on Health Statistics (1985b).

®Includes data for Blacks .
bData are for ceath reglstration states for the period 1900-1902.

®pata are for YAlLL Other Races” (other than white). Blacks, howévér,accmmted for
over 90 percent of all racial groups other than whites.

66-795 O—87—2
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‘.TABLE ‘9: PERSONS ACED 65 AND OVER IN THE UNITED STATES: SELECTED INDICATORS

' ON HEALTR NEEDS

Health ) .Race
. Indicators " White Black
Hea.:lth Naed or status
A Health Conditions
1. At least one health condition that
limies activicy . + -43.8% 56.6%
2. Persons with a gecond activity limiting
health condition . 9.4 12.8
3. Persons vwith.a.third activity 1imiting
tiealth condition 2.3 2.x
B. Poor Salf Peceived Health 11.6 23.5
‘Cs  Two or More Illnesses Unattended by Midical
Care System w7, 2.2
D. More Than 20 Bed Disability Days in Last Year 12.8 20.0
E. 4.7 8.5

Most Severa Funct:lmu‘l Linitations Score

‘SOURCE: Based on dsta from
. Ueilization and Expenditure Survey,

the Publ

ic Use Data file of the National Medfcal Care
1980 (National Ceater for Health Seatigtics ).
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' TABLE 10: HEALTH CARE AND SOCIAL SERVICE SYSTEM ACCESSIBILITY AND USE, BY
RACE FOR PERSONS AGED 65 AND OVER .

‘ Service Whita(X) Black(X)

Health Care System Accessibility

1.  Without Private Inuurancebl:mr-so. 26.7 57.7
2. Without Medicare Coverage 2.4 4.2
by Type of Coverage:
Type A 9.4 12.8
Type B 2.5 3.7
Type A and B 80.4 72.4
Ko Medicare Card 7.6 11.0
3. Without Medicaid Coverage any Elme:
October 1983 to January 1984 ° 3.1 o7
4, Hursing Home Residents 49,7 £ 30.4f
Social Service System Use
1. Food S bec.d
. tamp Program boc,d 3.3 19.3
2. Add to Families vish Dapmdem: Children " ° .1 .5
3. General Assistance ' ’ b 1 1.1
4, Supplemsatal Security Igcgnn A7 22.4
5. Reat Subsidized Housing =’ b,e 13.1 15.2
6. Residence ig in a Public Housing Project * 16.0 35.6

SOURCE: Based on data from the Public Use Data files of the: (1) National
Medical Care Utilization and Expenditure Survey (National Center for Health
Statistics, U.S.D.H.H.S); and (2) Wave One of the Survey of Income and Program
Participation (SIPP) (Bureau of the Census, U.S. Dept. of Commerce): Naraidg Home
data ere from tha National Center for Realth Statisrics (193%.

8, sed on 1980 data from the Public Use Data File of the National Medical
Care Utilization and Expenditura Survey.

by ased on October 1983 to Janvary 1984 data from the Public Usa Data £ile of
the Survey of Xncome and Program Participation.

CUniverse refers to person aged 65 and over and vho meet eligibility require-
ments. .

dPnrthiput:ed in the Progran for each of the four months of Wave 1 of the SIFP.

€gouseholds with a Head, aged 65 and over in January, 1984.

fpata are for 1977 and refer to the rate per 1000 population. Data on blacks are
actually for nonwhites.
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TASLE 11: INCIDENCE OF HOUSING QUA!.I'H. AFFORDABILITY AND TENURE BY MCE AND BY INCOME YOR PERSONS -
AGED 63 AND OVER: 1983

. Tenures . Owners : SR ' ‘ Rentera®
Selected ) . Incoma: _ Belov Hgd(nnb ".__Hedium 8r 'Abova ‘_Beléw Hodium Hedium'or Abeva
Youstng  Race! Whita . Blagk- . . .White !, !.Dlack . ''.:' I'White' . .  Black Whita Blagk: |
Tenure
Owners’ 64.32 56,72 84.92 76.6% ‘ . o
Renters . ‘ 31,72 40.7% 14.02 22,02 -
Quality . L )
Complete Plunming Facilities 7.0 87.0 99.5 98.5 97.7 89.0 99.2 97.3
Complete Xitchen Facilities 99.3 95.1 98.8 99.7 98.7 93.6 . 99.1 98.3
No Cracka/Walls 96.0 87.0 97.9 93.4 93.7 85,5 95.0 80,9 .
No Holes/Floors . 98.5 93.8 99.6 96.8 98.6 93.7 98.7 96.0
R : one or Less . B ) . .
- Perzons Per Roon 99.8 99.3 99.7 - 97.7 : 99,7 - 99.9 99.6. 93.9 -
Affordability B ‘ ’
Housing Cost to Incoze Ratilo: ’ . .
More than 35% 27.4 37.7 4.7 5.3
Rent to Incoma Ratio: More . i
than 35X ’ . 549 53.3 15.4 9.8

SOURCE1 Based on dats from ths Publio Uss Pils of the Annual Bousing Butvey, 19631 Nstionsl Core File, U.8. Burssu of ths Consus, 1984,
Miouses rented for cash.

bihe medien income of housshold heads, ‘aged 65 and over, in the 1983 Annusl Houatng Survey file is $10640. o
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TABLE 12: Median Income of Families Eudng by a Person Aged 65
Years and Over, by Race,by Year . .

Year . Hedisn Tocome (3) -Ratio of Black to White Tocoma
White Black

1959 N B 1791 : .54

1970 . 5263 - 3282 . .62

1980 . 13382 8383 . .63

1982 16809 . 9618 57

1983

1984 18775 ' 11983 .64

SOUBCE: Based on‘tabulations of data from thé United Stetea Buienu of the Census (1953) and
various publications fron the series: Current Poculation Penorts (United States Sureau of
the Census).

f1ndomes are reported in current, rather than 1984 constant dollax amounts. The emphasis -

2a not on income trends, pexr se, but rather the systematic relative income position of
- oldar black and vhite families. -
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" * TABLE 13:; PERSONS 65 YEARS OF AGR AND OVER IN THE UNITED STATES WITH INCOMRS
BELOW THE POVERTY LEVEL, BY RACE, BY YEAR, BY EDUCATIONAL
ATTAINMENT, BY SOURCR OF INCOME®

Year Controls Poverty Rates () Ratic of the Black to
White Black White Ratio
1959 33.1 62.5 1.89
1969 23.3 50.2 2.15
1979 . 13.3 36.2 2.72
1980 13.6 38.1 2.80
1981 13.1 39.0 2.98
1982 12.4 38.2 3.08
1983 12.1 36.2 2,99
1984 10.7 31.7 2.96
Bducational Attainment?

Elementary School

or Less 19.7 45.6 2.31

Five or More Yra.

College 4.9 10.1 2.06

Income Source (Persons who head a ilmmehold)ll

Social Security

(Ss) only 48.4 60.0 .- 1.23

$s1® only 7.5 98.1 1.27

Public Assistance - - .

(PA; Only 100.0 . 100.0 1.0

S5 and SST Only 70.4 86.2 : 1.22

SS and PA Only 74.8 _

SS and Earnings Only 12.8 16.5 1.29

Earnings & Other Income 3.0 14.5 4.83

§3; .Earuings and.either:

(a) ;Property or (b) !

Pension Yncome 6.6 21.6 - 3.27

SOURCE: Based on data from various publications from the United States Bureau of the
Census’s Current Population Reports; and tabulations of data from the Puhlic Use File
of the March 1983 Current Population Survey (United States Bureau of the Census). .

2The data for the study of pcn-rerty and income source are for 1982 only.

bSSl’.: Suppiemental Security Income. . .

No data.

J4
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TABLE 14: UNXTED STATRS LABOR FORCR UNEMPLOYMENT ANNUAL AVERAGES, AGED
63 AND OVER, BY RACE, BY GENDER, BY YEAR

Year Rasa x Gender

White White Black Black .

YHale Female Male Female
1960 4.0 2.8 6.3 4.1
1980 ' 2.5 3.0 8.7 4.9
1981 2.4 3.4 7.5 6.0
1982 3.2 3.1 9.3 4.5
1943 3.2 34 11.8 6.3

SOURCE: Ilnited States Burcau of Labor Statistics, 1981; 1985,

®Black and other.
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Mr. Forp. Thank you very much, Dr. Manuel.
At this time the Chair will recognize Dr. Butler.

STATEMENT OF DR. ROBERT N. BUTLER _ .

Dr. BurLEr. I would like to submit two items for the record, Mr.
Chairman, members of the committee, an essay restructuring of
Medicare toward a step of universal health care. c

Mr. Forp. Without objection, it will be ' made part of the record. .

[See appendix.] ST :

Dr. BurLEr. Mr. Chairman, members of the committee, I am

"proud to be a member of the board. of the National Caucus and
Center on the Black Aged, which has set the stage for this hearing.
I am a teacher in a medical school, Mount Sinai School of Medi- .
cine, and I am the chairman of the Nation’s first and still only de-
partment of geriatrics: and adult development at Mount Sinai
School of Medicine and Medical Center. -

I am codirector of the National Alzheimer’s Disease Research
Center. We are just 3 years old as an academic entity but I still see
patients, which I always intend to do to the end of my life. -

New York City, an extraordinary city, as you know, has 1 million
pevitle over 65 years of age. In New York State, 2.3 million people.

-~ New-York' State altogether has the highest number of black

older Americans. My outpatient gervices program is now able to .
serve some 2,500 patients in East Harlem where we abut. '

We have patients with an average age of 83 with multiple, com-
‘plex, interacting, physical and often psychological problems.

In short, we really have an extraordinary group of wonderful pa-
tients who have many, many serious problems. It is, therefore, ali
the more disquieting, as I see the inadequacies of home care, of
long-term care and the increasingly special plight of older black
Americans experiencing, as they do, the dramatic, conscious-less
cutbacks in Medicare and the impact of Gramm-Rudman..

I also see, what troubles me especially, in New York City, the in-
creasing gentrification of the communities with not only gentrifica-
tion with regard to housing, but hospitals and health care, too,
where you see boutique or gourmet-type services for those who can
afford them within hospitals and less than adequate care in the
rest of those hospitals. o o

This gentrification, I am afraid, has developed a kind of set of
. citadels in which those of us who are more fortunate can live, can
go to special private schools, can have many advantages in hospi-
tals and health care. I wonder if this is really the shining city on
the hill that someone in high public office really has in mind.

With this we see an increasing corporatization of American med-
icine, moving it to be perhaps more interested or increasingly in-
terested in profits rather than interested in the direct provision of
decent health and social services. ‘ .

I have often spoken of what I call the longest revolution, the
gain of an extraordinary 25 years in average life expectancy in less
than a century throughout the industrialized world, nearly equal to
what had been attained in the preceding 5,000 years of human his-
tory, from 8,000 years B.C,, the Bronze Age, to the year 1900, but I

il
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regret to say black America has n~t, not enjoyed the same remark-
able, unprecedented gain in aversy-- ”ife expectancy.

Certainly in no' small mess»r/: “..i a result of the poverty Dr.
', Manuel so dramatically outliiacs, . e crime victimization and the

‘issues. of access and quality of car: [n the interest of time I wait
- to get to some direct. practical :suggestions. First, we really must
. support the development of geriatrics in the United Stotes.

I really appeal to you, Mr. Chairman, and to the mem:bers of the
committee here to recognize Meédicare supports gradi:ate medical
education in the United States today, last year to the tune of $2
billion—that is a “b”. Not one nickel of that $2 billion has gone to
the development of geriatrics in the United States.

It is little wonder that I chair the one and only devartment of
-geriatrics. in the United States. We need to have effective congres-
gional pressure upon the 127 American medical schools to ensure
us that we will have adequately trained peopie to provide care in
nursing homes, in 1--apitals, in outpatient clinics, and in home care
.. programs in the Uni.ed States. - , .

‘ Second, there should 'be a major expansion and support for the
National Institute of Health and specifically the National Institute
on Aging to study the disabilities and diseases of old age with a
specific focus upon black problems. _ o

-Third, there should be a_national health promotion and disease
prevention campaign, again, particularly focusing upon the many
special problems that black America experiences, an example, high
blood pressure. K '
Fourth, there is & necd to s:bsidize black medical schools, the
.three of them, for training in geriatrics. :

Fifth, vo enhance what had started but has now dwindled away,
the recruitment of minorities to health careers in our country.

I am pleaged that Mount Sinai School of Medicine, last time I
had lsoked, ‘1as 14 percent of its class minority, the highest of any
medical school in the State of New York.

Six, we must create an index of severity and complexity, in addi-
tion to the DRG in order to avoid the prejudicial, premature dis-
charge called sicker and quicker and perhaps much more neglect-
‘ed, the exclusion at the gate, that is the subtle extent to which the
physician will not admit a patient to the hospital because that hos-
pital may be too expensive for the patient given the perspective
payment mechanism: of DRG and the issue of exclusion at the gate
has not recéived the attention that sicker and quicker has.

Seventh, we must monitor the situation of black older persons
living in -nonminority liomes, nursirg homes, homes for the aged,
to protect against racial abuse and’examine the admission policies
of nursing homes to monitor evidence or racism.

The Friends and Relatives of the Institutionalized Aging [FRIA]
has presented evidence as recently as 1984, of such discrimination.

Eight, we must particularly aid the minority elderly living alone,
most of whom are older women, most of whom are 75 and above,
and we must help them surely to get registered for the entitle-
ments that already exist, such as medicaid and supplemental secu-

ity income, and as you know, an extraordinarily high percentage
_ of older persons are not registered. o

s
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Finally, we need the restructuring of Medicare. When Medicare
was passed into law, as you know in 1965, it was the end product of
an extraordinarily difficult -political climate with the adverse and
negative response of the American Medical Association, and the
pressure of the insurance companies.

Out of this came a program that was modeled specifically upon
young people and upon those who had acute illnesses that might
require hospitalization. If any of us together in this room, any 10 of
us had sa’ down around a table to create a Medicare Progra-: for
older people, we would not have created one that didn’t provide
outpatient medications, essentially no long-term care and no real
r"’flo;rts with regard to prostheses, eyes, teeth, glasses, or hearing
aids. :

-In short, what we created-was a young person’s program, a valu-
. able one and I am not meaning to be destructive to the importance
of Medicare, but not one that is derived from an understanding of
the multiple, complex needs of older people such as I see them and
have seen them for some 30 years.

So the proposal, which I will not present in detail to you, covers
the range—the spectrura from health promotion and disease pre-
vention all the way to rehabilitation, a rehabilitation that is geared
not to the notion that older people can’t get better, but geared
:ather to the idea that a great deal can be done for them which is

rue.

We run a mobility program at Mount Sinai. In fact, I just real-
ize?! that Mr. Weaver is on my board of trustees at Mount Sinai.

1 am reporting directly to one of my bosses. We have an effort
tc s to assist people who have problems of falls, gait disorders,
W., 2 is the No. 1 reason for admission to nursing homes. Memory
los% 14la.nd Alzheimer’s disease is No. 2, but No. 1 is the problem of
mobility. T

We have to provide within this restructured medicare rehabilita-
tion, long-term care, home care, respite care, counseling and train-
ing of the families which are, after all, the principal and extraordi-
nary care givers in our society for older people.

ow, you asked in your opening remarks, Mr. Chairman, to not
only focus upon Government, but the community and what the
community can do.

I am pleased to report that I am chairing two programs for the
Commonwealth Fund, an outstanding foundation, one connected
giith the issues of helping people remain at home as long as possi--

e.

We have a major grant in East Harlem under the Common-
wealth Fund where we hope to learn new ways of helping coordi-
nate services that will prevent unnecessary institutionalization.

A second program is called the Commission for the Elderly
Living Alone, focused upon that most at risk group, 75, 85 and
above, largely women, and among them, as has been pointed out,
the poorest of the poor, black minorities.

So we must have both the private sector and the Government,
function together in beginning to meet the needs of older black
Americans and older Americans in general, and we must do it very
soon because there is nothing more clear than the fact that exist-
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ent policies, both in the private and public sector, are not moving
toward a solution of these challenges.

There is nothing self-correcting in anything that is presently
bhggpenmgedtoday In fact, there is ‘an erosion. of what has already

n gain

. So in conclusion, I thank you for thlB opportunity to speak before
you and my hope is that this might inaugurate the beginnings of a
new sensibility in this country toward the specific needs of minori-
ty and black Americans.

Thank you. -

Mr. Forp. Thank you very much, Dr. Butler.

[The prepared statement of Dr. Butler follows:]

* 44
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PREPARED STATEMENT DF DR. RDBERT N. BUTLER

1am ﬁroud to be here to speak on the necessity for our country to meet the health
neech of the black aged, and our failure so far to do so, ! am proud to represent the
Natlonal Caucus and center on Black Aged of which 1 have been a member of the board
since its incepuon. It was rounded in 1970 by the late Hobart C, Jackson, Sr., and other
concerned leaders to rsgond to the unique needs of the lower income and minority
elderly, and has done so in an extraordinary fashion, during im.:res,singly difficult times.

The 1983 National Caucus and Center on Black Aged established a committee on
long term care of the black aged to develop a pohcy statement that would provide the
basis for NcBA'S public posntion. This excellent and valuable report, which became
available in April 1986, was prepared by NCBA int.ern Sycney Kathryn Allan from the
New York State Office for Aging_. ‘

Increased life expectancy.is one of the extraordinary events of the twentieth
century. There has been what! have called a Longevity Revolution: an increase in the 7‘.
industrialized world of an average of twenty-five years — twenty-six in this country — in_
life expectancy in less than a century, ~ nearly equal to what had been afisined during
the preceding five thousanﬁ years of human history, from the Bronze Age (3,000 B.C.) to
the year 1900. This unprecedented accomplishmept rellects dramatic reductions in
maternal, childhood, and in.fan.t mo}tality rates, b;:t, als;:, galns in life expectancy after
age 65. ln;ieed' since 1900, we have gained five years in average life expectancy from
base year 65, 20% or the entire galn in life expectancy. )

While life expectancy hes lncrea.sed for all Americans, blacks do not enjoy the
same life expectancy as whites, although the gap between them has fortunately narrowed
in recent decades. Bleck males have an average life expectancy of §4.9 years, compared
to 71.8 years for white males, a difference of 6.6 years. Black females' life expectancy
is 73.5 years compared to 78,8 years for White females, a gap of 5,3 years.

This lower life expectancy is dea}ly a consequéﬁce of aleng history of inadequate

access to health care for Black Am ericans, the two-tiered health care system, when
&ccess is attained, the contifming inequities of health care in the later years, and
poverty. .

There is high unemployment among urban blacks, and measures of black
unemployment may be underestimated because they do not measure economije distress
very effectively in rural areas, The occupational histories of blacks who do have jobs are
likely to encompass disabling and toxic environments, Bl;ac)s also suffer from certain

diseases more commonly than whites, such as hypertension and earlier onset of prostatic
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cancer. Homicide, sulcide, alcoho! and drug abuse are prevalent and deserve special
attention, .

Much is made of the fact that after age 75, black Amerlcar}s have lower mortality
cates than white Americans,’ That is impressive, interesting, and l'mportant.
Nonethel&, Black Americans after age 75 have greater morbidity and pbverty. Poverty
is staggering among older blacks. Soclal Security (47%) and Supplemental Security .
Income (10%) account for 57% of the total income for Blacks §5 years or older (1981
figures), nnd this demonstrates how vital these programs are to the survival of older
Slacks. A

Black males, 65 years or older, had a median Income of $5,807 In 1983. Black
females, $3,995. The latter is $780 below the officlal poverty index for the sing's aged
serson. But it's clear how extraordinarily limited the officlal poverty index is ~ $4,979
per year, or $96 per week, is the poverty threshold for the individual. With ihat, one has
to buy food, housing, medical care, Uampwt;tiom and other necessities. '

In 1984, there were 710,000 poor black aged, according to the official poverty
line, but another 312,000 were marginally poor. That is 25% more than the worst poor.
This is a total of 1.1 million older Blacks who are either poor or marginally poors one of
nearly every two, or 45,6% of all blacks live in nbjecf povertonr close ';o it, and women
are the worse hit. '

There are more than 2,2 million blacks, sixty five years and older who have
contributed throughout their lives to t;ﬂs g'rent coi.mtry- Because of the Soclal Security
reform 6! 1983, social secm:ity.eligiblllty will be phAsed in at age 67. Given thelower
n{e expectancy of blacks, especially black men, a significant number will not live long
enough to receive the Social Security to which théy have contributed all their lives. They
must be helped to enjoy the longevity revolution to the same extent as white Americans,
particularly in this time of increasing corporatization of medicine, medicare cutbacks (an
$80 increase In the Medicare pm A Hospital Insurance deductible from $492 to $572is
projectéd in Januery 1987),l diagnosis rel'ate& groups, the impact of "sicker and quicker,"
&nd the less commented upon "exclusion &t the gate;, as well as the effects of Gramm-~
Rudman type thinking. ’

There are broad ‘soclal, national, and even international issues that affect the
oresent and future of the black A;ged. We must ask the following questions: To what
degree has the pélltits of the Aging Movement taken into account the black aged? To
what extent do multinational corporations give jol<. o the third world and at the same
time take thzm away from black youth? To what extent is the incomplete architecture
ol th‘e welfare programs in this country become even more weakened under global

economic competition? To what extent s nuclear redundancy and the unchecked arms

ity
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race likely to contribute to a continuing erosion of present entilements?
We need imeginative new steps to deal with the plight of the black aged.

Specifically, what should we do? .

1. We must support Ithe development of geriatrics in the United States. Medicare
supported graduate medical education last year to the tune of two billion dollars.
And yet, such funds have not gone to the support of geriaﬁ-ks- Congress should
make that change.

2. There should be major expansion and support for the National Institutes of Health
and the National Institute on Aging to study the disabilities and diseases-of old age,

with a special focus on black-specific problems.
There should be a nationa) health promotion/disease prevention campaign.

[x}
h

]

We need to subsidize the black medical schools for tralning in geriatries.

L3
Recruitment of minorities in health careers needs to be expanded.

”m

€. Anindex of severity and complexity must be incorporated into the DRG to avoid
prejudicial exclusion at the gate or premature discharge.

T.  We must monitor the situation of the black elderly living in non-minority homes to
protect against racial abuse and examine admission policies of nursing homes to
monitor any evidence of racism. The Friends and Relatives of Institutionalized

Aged (FRIA), for example, presented evidence in 1984 of such diserimination.

wn

We must ald the minority elderly living alone, most of whom ere elderly women
over the ege of 75.

1t has been my privilege to chair two major programs of the foundation, the
Commonwealth Fund: the Living at Home Program and the Commission of the Elderly
Living Alone. The first program was & cormpetition open to organizations within th;a 100
Ameriean Cities with the Néhest concentrations of older people to create programs that
would maximize the opportunity for older people to remain at home. The Commonwealth
Fund, the Pew Memorial Trust, and other foundations worked together to support twenty
zwardees. Special requirements were made for representation of minority communities,
&ndl am pleased that the East Harlem community, adjacent to Mount Sinai M edical
Center, won one of these awards. 1t is our pleasure to work directly with the community
to help implement this program.

The second program, the Commission of the Elderly Living Alone is a blue ribbon
group thet includes Professor John Hope Franklin, Governor Bruce Babbitt, Peggy
Tishman, and others. The program officer is Dr. Karen Davis of The John§ Hopkins
University. Her intention is to help register those who are eligible, but unregistered, for

supplemental security income. -

ERIC

Aruitoxt provided by Eic:



O

ERIC

Aruitoxt provided by Eic:

44

9.  We rhust restructure Medic.'re 50 that it is more in touch with the realities of old
age. This includes the ‘nead W0 assure post-hospital care, which is not fully
considered under the DRG‘-:trf *egy. 1 testified on February 18, 1986 before the
Sub-Committee on Health and Long-Term Care of the Hﬁuse Select Committee on
Aging, at which time 1 submitte . a proposal for the restructuring of Medicare. 'l
now resubmit it for the entive Committee and briefly highlight its contents here.

In the absence of a national hiealth insurance, we must improve the policies and
programs we now have, From a geriu$ic viewpoint, neither public nor private programs
satsfactorily monitor the independence of the frail elderly person.

Medicare was desigred for people of young and middle age when the main threats

10 financial security arcse out of acute illness rather than chronic incapacity. But the

health care needs of the 'elderiy pdpulatlon is substantially different from the younger

adults. A distinguishi-g characteristic of old ege is the likelihood of multiple,
simultaneous crises or losses which may be superimposed on chronic illness and anxieties
about incapacity and ¢*in7. Su' h a framework, so different from that common in the

younger adult, necessar:ly « 2iges the work of professionals and consequently requires a

restructuring of Medicare s {nat it covers major geriatic needs. These needs include

comnunity-based services, sony-term care, respite care, and counseling and tralning of

" the family ~ the principal caregivers of the at-home elderly.

We need to create a logistical effort to support chronic care services to the
elderly. To accomplish this, the Medicare prohibltio_n against funding preventive and
custodial services must be lifted, and a parallel program for developing long-term care
services for elderly in the community must be instituted, Blomedica), social, and
behavioral research projects, such &s those conducted by the National Institutes of
Health, must be properly funded.

While the Medicare program can not be expécted tc; cover the enormous gamut of

societal adaptations required for the safety and cere of the very old, improvements in
services for the elderly could be achieved through a restructuring of the exstung

“edicare program and a more efficient use of resources.
) o
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Mr. Forp. At this time, the Chair will recognize Mr. Weaver. We
are very honored and delighted to have you before the committee
and will recognize you at this time.

o ) STATEMENT OF ROBERT C. WEAVER _

Mr. WeAvER. My testimony will be directed to the housing plight
of the black élderly. _ ‘ o

Obviously, it is a segment of the housing problem of .all senior
citizens. However, their conditions are more severe because of the
significantly higher incidence of poverty among older blacks and
the continuing racial discrimination in shelter. Nevertheless, it is
within'the perimeters of the housing crisis facing all low-income in-
dividuals that my discussion must be centered. B
. The current situation may he described as follows: more than
one-quarter of Americari households today are unable to secure
adequate housing at affordable prices. Low-income senior citizens
are among the groups most adveérsely affected, especially black low-
income senior citizens. :

The principal cause of the severity of housing problems among
the less affluent in general and the elderly less affluent in particu-
lar has been the recent trend toward drastic reduction in pubiicly
asgisted housing, - . T we
This has occasioned a quantitative reduction of affordable units
as well as a qualitative decline in the paucity of shelter with spe-
cial equipment designed to-meet special needs. Homeless people
and “bag women” on the streets are an ever-present reminder of
the housing crisis: Their numerical increase is a symptom of the
severity of housing problems confronting the poor. ; _

For decades the largest source of housing assistancé for the poor
has been provided by the Federal Government in'the form of rent
subsidies. The largest sources are ‘public housing and ‘section 8. In
recent years, the emphasis has been away from new construction
toward assistance in the form of a certificate or voucher usually
used to secure shelter in an existing dwelling. _ _ : :
. Yet today, the gap between housing needs and housing assistance
remains enormous. Four-fifths of very low income households re-
ceive no housing assistance and it is.estimated that at least two-
thirds.of them face problems of physical inadequacy, crowding, or
" excessive costs. Some 6 million of the poorest households receive
income assistance from welfare but this aid is rarely, if ever, suffi-
cient to assure decent and affordable shelter to the. recipients. -

The prognosis for the future is. even more .bleak. :Not -only -has
the present administration apparently succeeded in placing a virtu-
al moratorium upon new. construction or modernization. of subsi-

dized housing, but has concurrently ‘cut. back upon public assist-

ance targeted to utilization of the existing housing stock. ' -

Recent efforts of the House to increase the budget for HUD and
to augment housing assistance funds in:the appropriations bill for
1987 faced the threat of Presidential veto." And, of course, all of
these changes, which I have talked about, are preceded and become
more ‘accentuated by the Gramm-Rudman' provisions to which ref-
erences have been made. : . ' S
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With the cessation of Federal subsidies for new rental housing,
_shortages of low cost units have arisen in some markets and seem
destined to occur in others. .

. The situation is further complicated by the fact that there are
some 2 million privately owned rental units with Federal project-
~ based subsidies. Expiring section 8 contracts and mortgage prepay-
ment options in other programs will permit many owners to termi-
nate their obligations to make affected units available to low-
- income tenants.
- Should HUD substitute a new housing voucher for every last
subsidized unit, there would still be a significant curtailment of
low-cost housing units. The plan for the sale of public-housing
projects, which seems to be favored in one form or the other by the
administration, will produce further restrictions on the housing
supply. In light of all‘these trends, it would not be snrprising if, by
the year 2000, close to a third of all households and 70 percent of
very low-income households will confront problems of either hous-
ing adequacy or housing affordability. ' :

Among those competing for a dwindling volume of housing assist-
ance are the black elderly. Although their relative need is greatest,
their access to the supply is severely restricted. The data on blacks

‘indicates- the poverty among that segment and the adverse impact
of recent Federal housing policies upon this element of the popula-
tion. - :

Continuing changes in Federal policy have generated a dramatic
increase in housing and community development program partici-
pation by State and local governments, community organizations,
and neighb(rhood groups. 50 States and the District of Colum-
bia have established housing finance agencies while many cities
have more effective authority and programs for dealing with local
housing problems. With growing State and private foundation su
port, neighborhood-based community organizations are increasingly
involved now. -~ = : S o

Neighborhood housing service programs are currently active in
some 200 areas within 135 cities. There are also several national
grivate organizations providing financial and technical assistance.

ne of the most outstanding is the Enterprise Foundation headed
by James Rouse, the successful developer of the new community,
Columbia, MD. His organization expects to have neighborhood-
based housing developments in 50 cities before the beginningni)f
1987. The Ford Foundation has long been engaged in providing
similar assistance. @ - - o o
- In my written testimony-I summarize a recent personal involve-
ment with- State;-local, community, and neighborhood groups ac-
tively.engaged in housing.. There were two outstanding findings.
First, the zest in creativity of those involved and the universal rec-
- ognition on their gart that the shelter crisis for the disadvantaged

'flesul_ts primarily from cutbacks in Federal assistance to low-income

ousmg. - . Cet . L. . - ]

- Not only did I encounter a cadre of capable people apprehensive
about retrenchment -in low-income housing assistance, I also dis-
cerned recognition that a significant reduction in revenue sharing
funds would further reduce their city’s capacity to develop in-
creased funding for housing of the poor. What now appears as an

50
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almost certain cessation of revenue sharing is an even greater set-
- back than'was contemplated last summer. - ' T
The vdlgor which some cities ‘and many St&tﬁ:y and communitiltlas
are evidencing in assuming more responsibility in meeting the
+ housing crisis for ‘disadvantaged segments’ of ‘the population needs
to be recognized and encouraged. Already; it has produced more co-
.-operation between States, local, private foundations, and business-
es. It has also produced new approaches and a number of successful
- Iny ingly, however, the greatest advances seem to be. the
realm of making housing affordable for upwardly mobile low-
. income and more affluent families. Although this is a significant
accomplishment which strengthens the economic base of the city at
the same time that it upgrades the housing supply, there is little
evidence that locally generated revenues will be adequate to meet
the housing needs of very low income families or the elderly on
limited pensions or other forms of restricted income.’ '
Those conceined with the plight of the black ‘elderly recognize
the new “movers and doers” in housing at the local level can and
are doing much to upgrade the qualitative aspects of housing for
~ segments of the population. They are, however, limited in dealing
with the quantitative aspects especially for.the poor. If there is
adequate housing subsidy, their activities will, I believe, greatly im-
prove the resulting shelter for all who need it. =~ . ‘
- Thank-you. " - ~ ST . o
- 'Mr. Forp. Thank you very much, Mr. Weaver, .
Mr. Forp. Now the committee will recognize Ms. Ellis.

. STATEMENT OF ELOISE ELLIS

- __Ms. ErLus. Good morning, Chairman Ford, other members of the
Congressional Black Caucus, ladies and gentlemen. I am Eloise
Ellis, chairperson of the D.C. State Legislative Committee on behalf
of the American Association of Retired' Persons. Mr. Larry White,
legislative representative of AARP, ig accompanying me. I am also
an assessment nurse with the case management teai of the Multi-
Service Senior. Center of Greater Southeast Washington.
. Accordingly, I believe.that I have firsthand knowledge concern-
ing the status of low-income minority persons. The ‘association,
with over-23. million- members, is pleased to have this oqgortuniti'
to present its views concerning the economic status of older blac
"Americans and the impact of Federal budget cuts. - - : .
Although AARP isalso concerned about the-health care, employ-
ment and social service needs of older black :Americans, our sum-
mary gx_’esentatipn_will focus primarily upon the economic status of
older black Americans. We are, of ‘course, simply. concerned about
the status of other minorities.’ Todaf","over 20 years since antipover-
ty programs of the Great Society, older blacks remain the most dis-
advan of Americans: poorer, less employed, less healthy, less
educa and less able to provide for themselves. - - . - o
The. so-called golden .retirement lyga.rs'for: black elderly are fre-
quently anything but golden. Elderly. black persons are three times
more: likely to live in:poverty as compared to older white ‘persons.
The sources. of elderly black income ' are primarily Social Security
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. and supplemental security income. Wa%es earned from employ-
" ment and money from accrued assets such as savings and pensions.
gi'e anOt substantial sources of income and security for elderly
acks. .- e : - :
- However; among the elderly who earn wages, those wages are far-
more, critical sources of income for blacks than whites. because
other sources are limited. Yet:many blacks are not working despite
their desire to do so, because.they are disabled. Almost twice as
many blacks as whites do not work because of illness or disability.

Older blacks who work generally work longer than do older whites, o

Pferhaps_d_ue to their greater need. for adequate retirement income.
adequate retirement.income is attributable to factors such as
lower levels of education, limited.job access or tenure, lower salary
levels, disability and frequently long periods. of unemployment,
these factors correlate. to poor earning records and commensurate
lower levels of Social Security. or ‘ﬁzivate pension benefits. C

The monthly Social Security benefit for blacks is lower than
whites due to the r earning record of many blacks. Similarly,
unsupplemented SSI benefits do ‘not even provide a poverty-level
income. S Sk
* Mr. Chairman, one of the primary budget concerns for older-
Americans relates to Social Security, Medicare, Medicaid, and SSI.
Budget politics is an important concern for black elderly persons

use we generally rely disproportionately upon entitlement ro-
grams. Entitlement programs are 46 percent of Federal spending -
for 1987, and benefits for the elderly comprise 60 percent of those
funds, with Social Seécurity alone: accounting for an average of 50
percent of total household income for black elderly persons. -

The importance of adequate periodic cost-of-living adjustments is
clear. The picture becomes bleaker when one considers that with .
the exception of two States and the District of Columbia, the aver-
aiie lE{rea‘rly combined benefit of Social Security and SSI for elderly
blac rsons does not produce a poverty standard of income. :

Analyses by the CBO and other Federal agencies reveal that cuts
in Federal . programs .affecting the elderly, and the black elderllfv
more 80, have totaled $57 billion since 1981. For 1986 alone, $21 bil-
lion more would have been spent on programs benefiting the elder-
- ly, were it not for legislative budget reductions. However, the true

impact of some program cuts such as housing assistance are not

felt until many years later. This is frightening, since almost half of
elderly households in public housing are occupied by minority per-
.sons. Further cuts threatened under Gramm-Rudman make the
budget of even greater concern for older black -Americans. .
. Huge fiscal year 1986 cuts in SSBG funds; Medicare-provided

payments .and low-income: energy-assistance  funds threaten te be
even higher in. fiscal year-1987. Recommended solutions—solutions
to problems of economic status. of older black persons involve re-
sponses beyond the economic concerns raised above. However, some
recommended solutions include: raise the Social Security and sup-
plementalﬂsecurign income benefits to:insure at least Federal pover-
tﬂ-level income; alternately, provide incentives to States to increase
their supplemental payments; expand. outreach programs seérving
elderly persons; establish liaison-with minority community organi-
zations assisting the elderly; expand employment and training pro-
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grams for the elderly, including those with disabilities; make added
cost-of-living adjustments.

The Congress should carefully consider the impact of today’s de-
cisions concerning heilth care, education and employment upon
the economic status and well-being of tomorrow’s minority elderly.

The association has also participated with NCBA at other hear-
ings and forums around the country on subjects other than eco-
nomics. Because of the importance of those discussions, executive
summaries of AARP statements have been appended to today’s tes-
timony. That concludes my report. Thank you, Mr. Cheirman.

Thank you, Ms. Ellis. Thanks to the members of the panel.

[The prepared statement of Ms. Ellis follows:]
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PREPARED STATEMENT OF ELOISE ELLIS

EXECUTIVE SUMMARY

The American Association of Retired Persons (AARP) is pleased for
the opportunity to present its views concerning the economic status of
older black Americans. Although AARP i8s concerned about the economic
well being of other minorities (that are also in jeopardy) our focus
here is the elderly black population.

Today, over 20 years since the antipoverty programs, older blacks
still remain the most disadvantaged of Americans: poorer, less
employed, less educated, less healthy, .and less -able to provide for
themselves. Sources of income during retirement years for elderly
blacks are few and inadequate for their level of need.

Budget politics is an important concern for the black elderly
because of their disproportionately high dependence on entitlement
programs. Entitlement programs are 46% of federal spending for 1987
and benefits for -the elderly comprise 60% of entitlement funds. With
Soclial Security accounting for an average of 50% of elderly black
household total income, while being less that 40% for whites, the
impact of the budget is obvious.

The cuts in Federal programs affecting the elderly (and the black
elderly moreso) have totaled $57 billion less than what would have

- been spent since 1981 under pre~Reagan policies. For 1986 alone, $21

billion more would have been spent were it not for legislated budget
reductions. The true impact of some program cuts, such as housing
assistance, are not felt until many years later. Further cuts
threatened under Gramm-Rudman-Hollings Amendments only exacerbate the
need for the budget to be a salient concern on behalf of all elderly
persons, but especially elderly blacks.

‘Some recommended solutions include: (1) raising SSI benefits or
suppl emental- benef its to.ensure at least federal poverty level; (2)
enforce requirements to expand outreach in programs serving minority
elderly persons; (3) liaison with minority community organizations
assisting the elderly; (4) adequate cost of living adjustments; (5)
expanded employment and training programs, and (6) more attention to
the long-range impact of budget and policy decisions.

The Association has also participated in other hearings and .
forums around the country with ‘the National Caucus and Center on Black
Aged. Because of the importance of those discussions, executive
sunmaries of AARP's comments on subjects other than economics have
been appended to.today's testimony.

TESTIMONY BEFORE THE U.S. HOUSE OF REPRESENTATIVES
SELECT COMMITTEE ON AGING
REGARDING
INCOME, EMPLOYMENT AND BUDGET ISSUES
AFFECT ING OLDER BLACKS

The American Association of Retired Persons, with over 23 million
members age fifty and older, is pleased for the opportunity to present
our views concerning the economic status of older black Americans.

Although our statement today will focus on older black Americans, AARP
is also concerned that the economic well-being of other minorities is
also in jeopardy, given greater demands upon, and less funding for
social safety net programs. Similarly, we are concerned about how
decisions made today will affect the economic security of tomorrow's
elderly minorities.
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‘Today, over twenty yenzs since the antipoverty programs of the Great

Society, and cver ten years since the promise of the SSI Program,
older black Americans are still among the most disadvantaged
Americans: poorer, chronically unemployed, less educated, less
healthy, and less 2ble to provide for themselves a secure retirement,
as. compared to white Americans. All of this should come as no
surprise to most of us here tocday.

I. Basic Demograrhjicg

The number of older blark Americans is increasing. Living longer does
not mean living better. Poor health, especially hypertension, and the
possibility of being siu:le, divorced, or widowed results in greater
vulnerability. Longer life expectancy, although still less than for
whites, and the higher birth rate among blacks as compared to the

nation as a whole mean that the number of black elderly will continue
to increase in future decades. (See Table 1) -

IT. Princivl _Sources of Retirement Income -

Retirement income is 1inked to an individual's earlier earnings
record. A retiree'z earnings record is affected by such factors as
education, job access and tenure, pay levels, disability, and history
of employment. In comparigion to the majority of older Amer!cans
today, elderly blacks generally receive lower retirement benefits
because of poor earnings records that result from a history of lower
paying jobs, limited educational opportunity, high illiteracy,

di sability, unemployment. discrimination in job access, and late
coverage or noncoverage ! * Social Security and private pensions.

The illiteracy rate for older blacks, ace 60 &~ above i8 22 percent.
Thus, it is apparent that decisions we make today regarding:
education and employment affect retirement security, the same way that
policy decisions made in the 1920's and 1930's, (which limited
opportunities for blacks) have affected the economic status of elderly
blacks todiy. Unless we learn from the mistakes of the short sighted
and sometimes prejudiced policies toward minorities of the 1920’8 and
1930's, we fear that tomorrow's minority elderly will be as bad off

or worse given the deterioration in their health, education, training,
and employment history. FPor example, black unemployment

in Augqust 1986 -at 14.6% vas over twice the rate for whitei at 5.8%;
black college enrollment has declined since it peaked in 1976 and 1977
fgr maiss anghfenales respectively; and illiteracy among blacks aged

20 to is the same high 22% rate that it is for today's black
elderly.

Despite limitations on earning power during their working years which
adversely affected retirement income, elderly black Americans rely
most heavily upon Social Security benefits as the sole or principal
source of househald income. Although Social Security constitutes 40
parcent of household income for all elderly households, social
security provides 50 percent of total income for elderly black
households., In addition, the average monthly benefii. received by
elderly blacks is lower than for whites. This average yearly benefit
amount for black recipients is also below the poverty level. Thus,
the availability of cost of living adjustments is particularly
important to black Social Security beneficiaries.

Ancther ssurce of income for elderly black Americans is the SSI
program. Older blacks constitute approximately 22 percent of all SSI
recipients dasplite the fact that blacks consitute only about 8 percent
of all elderly persons. In 1985 unsupplrmented fedexal SSI benefits
totalled a maximum of $3,900 for individuals and $5,856 for couples,
on an annual basis. These benefits are well below the 1985 federal
poverty levels of $5,156 and $6,503 for -individuals and couples,
respectively. In the 22 states and the District of Columbia where
there is the highest concentration of black elderly persons, SSI state
supplements (1984 figures) range from a low of $24.30 to a high of
$163 ge: month for individuals, and from a low of $23.28 to a high of
$420.20 per month for couples. For individuals, only California and
the District of Columbia provide supplements sufficient to bring

_recipients to or slightly above the annual poverty level; for coupl es,

only California, the Discrict of Columbia, and Oklahoma provide such
supplements. Thus, black elderly persons who are eligible for SSI are
particularly in need of either an increased federal SSI benefit or an
increased.state supplement, in order to ensure income at least at the
poverty level. R
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Older black Americans are also less likely to have access to other
sources of retirement income. 1In 1981, for example, 8 percent of
older blacks living alone and 5 percent of elderly households derived
money from accrued assets. Among all elderly persons and households,
the.comparable figures are 21% and 23% respectively. Similarly only
10 percent of black elderly (both individuals and households) received

“income from pensions as contrasted to 13 percent for all elderly

individuals qnd 12 percent for all el:nrly households.’

One important source of income for elderly persons is earnings. Older
bl ack households are more likely to have wages as a source of income
(28 percent) as compared to 25 percent for all elderly households.
Unfortunately, elderly black persons are more likely to be disabled.

. Significant numbers of elderly persons are prevented from lookins for

vwork because they are disabled. BAmong blacks they number 47%; for
whites, only 28%. Despite their having a higher incidence of illness
and disability as compared to all elderly persons, the proportion of
bl ack elderly working past age 70 is greater, probably because of
greater need. .

Elderly blacks are also less likely to participate in programs which
can gtretch their retirement dollars. Minority participation in the
nutrition and supportive services programs authiorized by the Older
Americans Act is quite low compared to the level of need. This is
due in large part to inadequate outreach to minority communities or
services which are inappropriate for particular minority groups.
Yonority elderly participation in the food stamp program similarly
does not reflect the level of need for much the same reason.

II1I. Older Blacke in Foverty

The number of black elderly persons living in poverty or near poverty
remains unacceptably high. This remains true whether compared to the
poverty or near poverty status among all blacks, all elderly over age
sixty-five, or the population as a whole. The number of black elderly
in poverty has fluctuated since 1959 from a low of .71 million, to .65
million in 1975, to .72 million in 1985, Although the poverty rate
between 1959 and 1985 for black elderly persons dropped from 62.5
percent to 31,5 percent (largely due to the Social Security and ssi
programs), the proportion of black elderly living in poverty today is
Blightly greater than that of all blacks. It is 2.5 times greater
than the proportion of all persons aged sixty-five and oldar, and

2.25 times greater than the proportion of all Americans living in
poverty. N

For elderly black females, the figures are even more staggering. 1In
1959 aged black females with no husband present numbered 240,000 and
410,000 in 1985. These older black women constituted 19.5 percent of
all agec€ women living in poverty. this is a rate twice that of white
older wemen, and 1.25 times greater than the poverty rate for all
Mmerican women. .

In the near poverty category (i.e., 125 percent of poverty), the
number < elderly black persons has increased from .854 million in
1970 to 1.021 million in 1985. Although the 125 percent poverty rate
among black elderly decreased from 60.1 percent to 44.9 percent during
the same period, the proportion of black aged who are at this poverty
level is more than twice that of all persons sixty-five years of age
and older, and 2.4 times greater than that of all Americans living at

‘the 125 percent poverty level. The conclusion here is that while the

rate of elderly black persons living in poverty or near poverty has
declined from 1959 levels, the actual number of older black persons in
those categories has increased. .

IV. The B and Benefits for Ac 80

As you know, Mr, Chaimman, the main stake of the aged in budget .
politics is in the entitlement programs, particularly Social Security,
Medicare and Medicaid, and SSI. Entitlements will account for 46
percent of ‘all federal spending in 1987; benefits for the aged
comprise three-~fifths of all entitlement outlays. These programs
comprise the backbone of the existence of the black elderly as ctated
earlier. In addition, housing, 'energy and social service programs

‘provide vital support to many low income older persons, especially the

black elderly. .
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V. Papt Reductions in Federal Spepding for the Aged

A compilation of analyses by CBO and other federal agencies,

reveals that spending reductions since 1981 in aged benef its, compared
to the spending that would have occurred under pre~Reagan policies
will total $57 billion in this 5 year period. In 1986 alone, spending
for the aged would have been higher by $21 billion were it not for
legislated reductions in spending. . .

The reductions in benefits between 1981 and 1986 Were concentrated in
the two prou¢rams most essential to the lives of elderly black persons;
Hedicare and Social Security. Nost of the changes were included in
the opnibus Budget Reconciliation Act of 1981 (OBRA) and the Social
Security Amendments of 1983. Additional Medicare changes were enacted
in the Tax Equify and Piscal Responsibility Act of 1982 (TEFRA) and
the Deficit Reduction Act of 1984 (DEFRA). These reductions include
Medicare provider reimbursement changes. There is growing concern
about the iznact these reductions are having on beneficiary access and
quality of zare. The negative consequences for older blacks is
greater then for any other older group in America because their income
8 lowesat. . .

Large cucs, given program size, also occurred in Federal social
services programs. For example, federal spending for the aged under
the Sorial Services block grant (formerly Title XX) has been lowered
by approximately $150 million (25 percent) in 1986 due-to prior year
legisiation. . .

Moreover, the reductions in outlays for housing assistance do not
reflect the major reductions to date. A 1983 CBO study showed that
42% of elderly households in public housing (nearly half) were
occupied by elderly minority persons. Because funds for housing
Programs are committed but not actually spent until later years, the
true effects of reduction in federal support for housing assistance as
reflected in budget authority will not be rcalized for several years.
The conclugion to be drawn from this is that the housing crisis will
get worse for lower-income families, especially %he black elderly.

VI. Gramm-Rudman-Hollings Reductions

Over and above reductions made through the regular legislative
process, further reductions have been, and are again threatened, under
the Gramm~Rudman—Hollings Balanced Budget amendments. While Social
Security benefits and several vital low-income programs are protected-
under Gramm-Rudman~Hollings, many programs crucial to the

well-being of low-income elderly are not. For example, the Social
Services (Title XX) Block Grant was cut by $109 million in FY 1986 and
would be reduced another $190 million in 1987 if the pending
Gramm~Rudman~Hollings across the board cuts were implemented.
Similarly, Medicare payments to providers were reduced by $375 million
in FY 1986 and would be cut another $1.2 billion in FY 1987. Low
income Energy Assistance was reduced by $81 million in FY 1986 and
would be cut $137 million in FY 1987. :

We trge that Congress and the President adopt a fair and balanced
budget reconcil iation package rather than impose another round of
il1-considered reductions.

vIl. Someg Sudqgegted Solutions

Solutions to the problem of the economic status of older black persons
imrolve a variety of resppnses-beyond the budget concerns raised
above. The federal SSI banef it for individuals and couples should be
raised to at least the fed ral poverty level, or alternatively, states
should be given incentiver %o raise their SSI supplements to insure
that recipients will receive at least a poverty level income.

Congress hus already directed the Social Security Administration to
improve its outreach efforts regarding the §8I program. We recommend
that thes2 outreach efforts should include effective liaison with
minority community organizations. 1In.addition, because older black
Americans rely so heavily vpon Social Security benef its as their
principal source of household income, Congress should insure the.
continued availability of an adequate, periodic cost of living
adjustment. S
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Funding for such programs as the Job Training Partnership Act and the
Community Services Employment Program, which employ disadvantaged
persons, should be expanded. Other employment demonstration projects
designed to explore employment options for older minority persons
(including those with disabilities) should be pursued.

Greater outreach and funding are also needed in noncash benefit
programs which have impact upon minority persons, such as the
nutrition and supportive services programs of the Older Americans Act,
and the fool stamp program. '

To summarize, we must not overlook “he plight of today's younger
minorities who will be the eldexly citizens of the 21st Century. We
implore the Congress to be mindful of the long-term impact of its
decisions. As we attempt to reduce the federal deficit, we must not
be 80 short sighted as to make decisions today that will haunt us
tomorrow. The proven ing.edlents of an adequate retirement income are
adequate education, health, training, and employment opportunities.

Finally, AARP has participated in several forums and hearings around
the country with the National Caucus and Center on Black Aged.
Because we feel that these forums have addressed some critical areas
of concern for older blacks, we have appended copies of the executive
summaries for each of those not addressed in the Association's

testimony above.
Thank you Mr. Chairman.

STATEMENT OF
THE AMERICAN

The demand for home

GEORGE L. FREEMAN ON BEHALF OF APPENDIX 1
ASSOCIATION OF RETIRED PERSONS
REGARDING
HOME HEALTH CARE
May 19, 1986

EXECUTIVE SUMMARY

health care is growing rapidly for two

reasons: the size of the fraii, chrenically 111, and disabled

population is increzsing and Medicare beneflciaries are leaving

hospitals quicker &nd sicker undee Medicare's prospectivo pricing

system still needing transition care at home.

A. Medicare does cover post-acute care, but beneficiarics are

experiencing significant problems in satisfying strinjent

eligibility criteria. And, the scope of coverad benefits is

being reduced through regulatory initiatives intended to

curtail growth in the use of the home health bensaf’t under

i Medicare.

B. The need for home health care by older, chrc:rically ill

Americans and thsir families poses the greatest threat of

o8
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catastrophic costs. To obtain long term cars services for
chronic conditions, Qlder Americans must spend down in order
“to ratiafy Medicaid eligibility rules. And, Medicaid
reimbursenent favors inatitﬁtioﬁll, rather than home care.
Insurance léainlt the high out of poékct costs for long term

care is generally unavailable.

C. Besides high costs, consumers fidce the lack of uniform and

affective reguletion of the quality of care offered by home
care agencies. Consumer protections are generally weak or

nonoxistant,

The American Association of Retired Persons recommernds the

following responces to these problems:

1, Existing regulatory efforts by EC;A and itg intermediaries to
arbitrqrily and capriciously deny Medicara beneficiaries
accessa to Fome health benefits must be stopped. Eligibility
standards and scope of services should be broadened and

] clarified to meet the growing needs of beneficiaries for
post-acute care. Patient eligibility for post acute care '
services should be determined prior to hospital discharge and

should be binding on MYedicare's £lscal ‘internedisries.

2. Chronically il1, disabled, t;ail ard mentally ill persons
noed access to a broad range of coordinated and affordable
long' term cares services. A prospectively paid casz managed
systen could provide tﬁase essential Iinkagas'betwaeﬁ medical

and social services in a variety of settings.

3. American families pged protection from the catastrophic costs
assoéiated with long term home hesalth care services. Some
conubaination of private and publiec long term care insurance
mus-. 22 developed to end the forced pauperization of American

families ‘leeding chronic care services.

29
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In. sum, Medicare beneficiaries need protection againsat premature
hoepital discharge into a no-care or inadequate care zone. They
need improved access to home based care for post-acute and
chronic conditions. 'rhey.need insurance protection against the
financial cost of long ‘tarm care. And, they need protection

against substandard home health care.

APPENDIX 2

STATEMENT OF REBECCA McCLOTHIN ON BESALF OF
THE AMERICAN ASSOCIATION OF RETIRED PERSONS
REGARDING
CRIME AND THE ELDERLY
August 18, 1986

EXECUTIVE SUMMARY

The American Association of Retired Persons has devel oped
programs designed to deal with the tremendous problem of crime and
its effects on older persons in large and small communities, Because
crime has a unique and exaggerated effect upon the 1ifestyles and
emotional well-being of older victims, it has consistently been cited
by older Americans of all races and income levels as one .of their
major concerns. .

In 1982, AARP instituted its Criminal Justice Service (CIJS) which
studies problems of crime and the elderly in conjunction with programs
aimed at reducing criminal opportunity. In addition to violent
crimes, ‘older persons are favored and hence principal victims of
crimes Buch as criminal fraud, strong-arm robbery, purse smatching,
theft of checks from mailboxes, vandalism, and harassing phone calls.

Being old not only increases the chance of being a victim, it can
magnify the effect, even for those who have not been direct victims.
They frequently become prisoners in their own homes due to fear of
being on the street, especially older females. One Successful cIs
program was an instruction course for peace officers and sheriffs on
how to respond to the special needs of older persond and using them as
community crime-prevention volunteers. AARP volunteers also work with
law snforcement départments to set up public services like residential
security gerveys, crime prevention seminars, telephone 1ifelines, and
other police -support roles. AARP volunteer groups have also conducted
seminars informing older persons how to best prevent crime (both
personal and community), as well as establishing working rapport with
legal organizations, legislative bodies, and law enforcement
institutions. Finally, AARP publ ishes pamphlets and books on crime
issues of concern to older persons, and has developed resources and
information used by federal, state, and local officials.

The Association's CJS recognizes and has bequn to focus on the
fact that urban crime has the most severe impact on minorities. CJs
is emphasizing training at police academies with high percentages of
blacks and other minorities, including women. . However, we need more
information and education on how our resources can best serve urban
and minority communities. AARP welcomes the opportunity to learn from
and work with other groups and govermment officials interested in
combatting the great problem of crime and older Americans, especially
older minorities. : .
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APPENDIX 3

STATEMENT OF MARY SHIELDS ON BEHALF OF
THE AMERICAN ASSOCIATION OF RETIRED PERSONS
REGARDING THE
OLDER AMBRICANS ACT REAUTHORIZATION AND SUPPORTIVE SERVICES:
A BLACK ELDERLY PERSPECTIVE
September 13, 1986

EXECUTIVE SUMMARY

The American Association of Retired Persons (AARP) strongly
supports reauthorization of the Older Americans Act (OAR). Althouch
many eldorly persons enjoy a better quality of life today because of
services provided under the Act, we can do better--especially
regarding older blacks and other minorities. As funding for social
service programs declire in the face of increasing demand, the OAA
becomes & more criticul focal point for disadvantaged, vulnerable, and
minority senior citizens. The aging services network should be
strengthened to ensure that each component is able to effectively
execute its mandated functions. This means that the Act should
continue to target services to special popul ations 1ike older
minorities and the vulnerable elderly while allowing sufficient state
and local flexibility to meet needs. .AARP wishes to respond to
existing proposals on OAA reauthorization and also recommend
improvements that would better serve all of the nations elderly
population. The Association will also comment on other older American
volunteer and supportive services programs. . )

A. In view of declining participation by minorities in Title
III programs, AARP believes the OAA ghould state
affirmatively that older minorities are a priority group
for receiving services, and that those services should be
provided on the basis of need for those services rather than
on proportion of the total population. Similarly, we urge
federal, state, and local offices on aging to take
affirmative steps to promote minority participation in
zniice planning, training, administration, and contracted

livery.

B. The Assocliation does not support raising the age threshold
for allocating funds from age 60 to 70 under Section 303.
This change in the allocation formula threatens suppor for
the real health, nutritional, and social needs of tho:»
persons in their sixties who are presently served,
especially minorities who are in greater need than
non-minorities but disproportionately do not live to age 70. -

C. AARP also supports retention of the requirement to spend
"an adequate proportion® on supportive services and
continuation of Legal Services as a priority ssrvice.
Because many AAA's provide only funding fcz
legal gervices {20% provide no funding), AARP recommends
requiring at Least 68 of the amount alloted to the AAA for
Part B to be expended for each priority service.

D. The Assoclation opposes consolidation of Title III
nutrition and supportive gervices. sufficient flexibility
currently exists to shift funds between programs to meet
varying local need.

E. -AARP supports better coordination of services to Older Native

Americans by eliminating overlap and administrative
compncat;ons in Titles III and VI.
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P. The Association opposes consolidation of Title IV into a
single pool of monies because of its support for a broad
approach to improving service, planning, and management
under the Act. We further recommend awarding capacity-
building grants that enable mincrity organizations to better
compete for Title IV awards rather than granting preferential
set-asides.

G. AARP recommends raising the administrative cap on Title V
(Senior Community Service Employment Program, which has
disproportionate minority participation) frrm 13.5% to
15% to ensure continued unsubsidized placement and expand
job development activities.

H. The Association supports emphasis on serving the "vulnerable
elderly" when such targeting is not at the expense of
disadvantaged persons with great service needs but not
technically within the definition of "vulnerable.®

I. With resurgence of interest in voluntarism and
increased opportunities, older blacks have given generously
of their time and talents. The Older American Volunteer
Programs (OAVP) administrated by ACTION includes Retired
Senior Volunteer Program (RSVP), the Senior Companion
Program (SCP), and Foster Grandparents Program (FGP). Black
participation in FGP equaled that of whites at 42.4%.
In SCP, blacks are 65.2% versus 30.4% for whites. However,
in RSVP, blacks are 12% compared to 85% for whites. The
popul arity of FGP and SCP over RSVP is because they make
volunteering affordable by providing a $2.00/hr. stipend,
transportation assistance, meals while serving, insurance
benef its, and an annual physical examination. RSVP
participants only get reimbursement for ouvt~of-pocket
- expenses while volunteering. The Association supports the
current emphasis on participation by stipended volunteers
as was the original intent when these programs were enacted.

J. The Community Services Block Grant (CSBG), formerly Community
Action Program has served as a critical source of funding for
programs to assist low-income persons. Block granting
has meant reduced funding for many community
programs including those aimed at poor older minorities.
Currently CSBG funds defray administrative costs for

* programs like weatherization, energy assistance, and
outreach. However, other programs serving poor elderly
blacks such as Care and Deve
have gone out of business. Fixed funding levels do not take
into account increased service needs thereby resulting in a
net loss of services. AARP feels there should be reporting
requirements (now eliminated under the block grant)
on participation-in programs provided or supported
by the CsBG.

B

Conclusjion

The Association reaffirms its support for reauthorization of the
Older Americans Act and urges prompt action on this important
legislation. We further support continuation of Older American
Volunteer programs under their original mandate, particularly paid
stipends. Finally, we urge more support.for programs benef itting
older low income citizens through the Community Services Block Grant.
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APPENDIX 4

STATEMENT OF FRED BELL
Oon Behalf of
The Ame}ican Association of Retired Persons
‘ Regarding:
Health and Longterm Care Concerns of Older Black Americans

September 26, 1986

Executive Summary

The American Association of Retired Persons is concerned that the
health and longterm care needs of older black Americans are not being
adequately met by this nation's health care delivery system.
Statistics indicate that older black Americans have lower average
incomes and,suffer from a higher incidence of chronic diseases and
disability as compared to older whites. Thus, Medicare's gaps in
coverage and cost sharing provisions may have a disproportionately
negative effect upon older black persons.

Blacks ‘generally receive less health care services (and corre-
Spondingly lower reimbursements) under the Medicare system. They
visit a doctor or. dentist less often as compared to older white
individuals. The system also penalizes the poor and near poor because
it reimburses primarily for acute care, and excludes from coverage
such items as routine physical examinations, Prescription drugs,
vision or dental care. These gaps in coverage result in substantial
out-of-pocket cost to 1ow income beneficiaries who may simply be
forced to go without such gervices. 1In addition, increasing :
deductibles as well as insurance copayments impact heavily on older
black Americans, a substantial percentage of whom do not carry
‘Medicare supplement insurance.

Data i8 also ‘needed to assess the effects of the Medicare prospective
payment pricing system upon minority individuals, variations between
states relative to the treatment provided for particular conditions or
symptoms also need to be analyzed.

The Medicaid system, which is the primary payor for nursing home care
has also underserved older black persons. Although blacks are more
dependent upon the Medicaid system than are older whites because of
their high poverty rates, approximately 70% of Medicaid reimbursements
are made for nursing home care (principally for older, white widows).
Additional data is also needed regarding the racial impact of Medicaid
eligibility rules and the extent to which minorities are adequately
served by community-based health care pPrograms such as those
authorized by the Older Americans Act.
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Mr. Forp. At this time the Chair will recognize Mr. Saxton.

Mr. Saxton. Thank you, Mr. Chairman.

Let me suggest to you at least that I appreciate very much the
very vivid description and the way in which you have outlined the
problem which faces minority members of the elderly community,
particularly in the case of Dr. Manuel and Dr. Butler, and the
other two witnesses as well, whose personal experience in not only
study but in practical application of treatment of older Americans,
both minority and nonminority members, were very, very enlight-

- ening, to say the least.

I am wondering, through your experience—and I would like to
direct this question to Dr. Manuel and Dr. Butler and certainly Mr.
Weaver and Ms. Ellis can comment as well—through your studies
and through your personal experience in dealing with the problems
of the black elderly, have you come across any situations in certain
areas of the country or in certain cities or certain programs that
you feel -have been most beneficial to minority members of the
older American community, perhaps in terms of a regional .effort
that has been put forth by a municipal, or State government or a -
special program that has been most effective through the Federal
Government? = A . : : S

And if you could answer the question in the sense that perhaps
we could use that as a springboard to develop other programs
which might be more beneficial, perhaps, than things we are doing
now. If you could respond, I would appreciate it. A A

Dr. MaNUEL. On the basis of looking at some of the data, as far.
as region, if we can say that programs have had an impact, I would

. say that regions other than the South. When you portion out or
control under region of the country, the South still comes in as an
area where you get some of the major discrepancies between the
conditions of older blacks and whites. ' ’

In terms of programs, my own opinion is that the programs have

as a unit certainly—you can look at the statistics over time and see .

that they have in an absolute sense reduced the problems of the
minority and nonminority elderly. The problem is that over time
the gap has widened, so that one way of looking at this is that you
have greater and greater numbers of impoverished older blacks
who are increasing the disadvantaged black group and therefore
accentuating the problem.

This is why I emphasize the greater numbers, because the more
you have and the problems relative to such as the older population
is going to become more dispersed. I would say that the impact in
an absolute sense has made a difference in terms of reducing the
_gap. I don’t see a great deal of evidence of that. .

Mr. SaxToN. Before Dr. Butler answers, let me give you a specific
that I happen to be familiar with, which I think has been fairly
successful In my home State. A number of years ago our State con-
stitution in New Jersey was amended to permit casino gambling in
‘Atlantic City. And when that program was instituted, all the funds
which the S%ate benefits from through that program were dedicat-
ed tolprograms of benefit to senior citizens, without regard to race
or color. : : ,

Through that program we have been able to institute lower pr(;p—
erty tax for senior citizens and low-income groups who qualify,
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Income senior citizens who qualify, a program called the Lifeline

drug prescription programs to provide drug prescriptions for low-
Program to help for utility costs ;

or low-income seniors who qual-

" To me, that has been a successful approach. It was a unique
source of revenue, I admit, but I am curious to know whether other
States have adopted those types of programs or whether you know
of aﬁgthing we could do on a national level to provide services such

Dr. BurLer. I am not personally familiar with such. In response
to your question; I have a few thoughts that I might share, that we
should not underestimate-the profound importance of Medicare
and Medicaid to enhancing the health care of older people. Since
1965 there has been a dramatic incresse in life expectancy. With
the increased deductibles and the cutbacks in Medicare, we are be-
ginning to see increased infant mortality rates, some decline in av-
erage life ex cy, and there are data to suggest an increasing
rate of suicide among older Americans. - .-

It is not well understood that over 20 to 25 percent of suicides
committed in this country are committed by people-over 65. The
value of home care, the home attendant program in New York
City, the Visiting Nursing Service and other examples throughout
the State of New. York illustrate how valuable home care can be.
_In response to your question ‘about various novel programs in
New York State, we have the Nursing - -Homes Without Walls,
which is a means by which persons who might otherwise have had
to be institutionalized can remain at home: thrcugh provision of in-
home services. It has been marvelous for me as a teacher to see
home conditions of older people, to see the medicine in the medi-
cine cabinet and their food in the reﬁ—iierator. - ‘

I mentioned in my earlier remarks the Commonwealth Fund, the
foundation’s efforts, the ‘competition of America’s 100 cities with
concentration of older people to participate in these awards of the
Living at Home Program—it drew out a number of hard-working
coordinating service agencies both for minority’and nonminority
throughout the cities of our country in tryinito create conditions
to help people stay at home, and our hope is that we will be able to
pull together that information, much as Dr. Manuel has been
doing, and make it available. R
- I think in that there may be some success stories, which I think
you-are looking for, because we do have to profit from success, as
well as lament ineffective programs. , o
. Mr. SaxroN. With regard to Medicare and in particular home
health care, it is my understanding that the legislation authorizing
Medicare does make a provision for reimbursement for home
health care; is that correct? J '

Dr, BuTLER. Yes; but what has happened is there has been severe
capping and cutbacks within the agministration, so at the very
moment that prospective payment has been introduced to help
- people move out of hospi faster; there is less after-care service.
We do have entitlements under Medicare for home health services.

Mr. SaxroN. Would it.be more efficient to provide home health
care rather than to find an individual who may be ready to leave
the hospital but not quite ready to go home, who ends up with a
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stay of some length in a nursing home; wouldn’t it be more effi-
cient for the systom to make a better utilization of the home health

care o%port'umz;?

Dr. BureEr. In a general sense. We must not only think of cost
but also the quality of life issue. But you are on the right track, the
importance of the choice being able in the individu situation by
the figures, the social worker and the patient and family. For ex-
ample, I have long thought that if we had a kind of circuit-breaker
mechanism we.might be able to make a jum beyond the fear that
is obviously prevalent within the health an human resources de-

artment, that if we were to cﬁlrovide home health care we would

reak the Treasury. Realistically, there are patients whose needs
become 8o enormous that to maintain.them at home is not realis-
tic. : .

On the other hand, there are those who, unrealistically, are kept
in hospitals or institutions, so if we had a means of signaling at
some point, like when the cost of home care reaches 75 percent of
the prevailing cost for institutional care, that there will be an as-
gessment and valuation. Your idea would be applicable, that one
would make major judgments in individual cases as to what is in
the best interest of the patient and the family, ir this instance to
go home or not. . R '

Mr. SaxToN. You mentioned -something which Congresswoman
Bentley and I were discussin, brieg{s- just before she left with
regard to the.length of stays in hospitals: The new DRC system has
certainly shortened those lengths of stay and I .don’t_have to de-
scribe to you what that means. The “yuicker and sicker” release
has been overused many, many times. . o

But with regard to that, is there any differenc #:3i° . n the con-
sideration givan by HHS to an elderly person ari ¢ iength of
stay an elderiy person might need to rie well fr¢.. an illness
as opposed to a younger person? Does H¥IS male tit distinction
in the DRG system at elI? ' ' : -

Dr. BuTLER. Not to my satisfaction, which is one of the reasons
that I recommended in my recommendations the creation of a spe-
cial index of severity or complexity. When you get to be 75 and
above, unfortunately, dyou frequently have four or five diseases, not
just one. So to be paid for just one makes you very unattractive to
a hospital either on admission or for more rapid discharge.

If we had a measure of complexity and severity that would be
protective of patients, then we would have a real indication from
the Department of Health and Human Services of their concern,
not just oral expressions of concern. So I think we need such an
index as gart of the DRG process itself as a direct protection to pa-
tients and families. v . :

Mr. SaxronN. Thank you very much, Doctor.

Mr. Chairman, thank you. - o

Mr. Forp. Dr. Butler, let me continue on the line of questions
from Mr. Saxton. You have often stressed that Medicare ?ppears to
be designed more for doctors and other health care pro essionals,
but Medicare lacks an effective approach to the response of long-
term care at least for older Americans. I happen to serve on the
House Ways and Means Committee, with a portion of the jurisdic-
tion of the Medicare Program. As a matter of fact, we have a

N .
. .
# EACE oy -




63

scheduled meeting this morning on reconciliation dealing with part -
A and part B of the Medicare Program. .

If you were to design a comprehensive long-term care program of
benefit under the Medicare Pro am, how would you structure this
rogram? I am going, I guess, beyond the Aging Committee here,
ut as one member of the Tax Committee with ju-isdiction over the
Medicare Program, certain portions of it at least from the revenue
side of it, I would like to know how would you structure that.

We have the AMA and the physicians all riding the doors of our
committee rocms today wanting us to make sure that we protect
the providers ond all, and they really want us to protect the physi-
cians. I would like to know, how should we, even from the Aging
Committee, make recommendations to committees like the Ways
and Means as well as the Commerce Committee, the other part of
the jurisdiction of the Medicare Program? _

- Dr. ButLER. First I would say that my view is that the restruc-
ture of Medicave cannot be handled by financing alone; thet is to
say, we really have to have a vision what we as a societ want, and
what we want for our present-day elders, and for our future older
people, which is everybody in this room. I have in mind the fact
that we have to structure a program that places doctors in a little
different perspective. As you get older, you are not just—I am not
Just a collection of organs and body parts. We are a totality. _

We have nursing needs and we are. depressed over what is hap-
pening to us. We are looking forward to a granddaughter’s wed-
~ ding. All of these things relate to the way we are as human beings
and it is not medicine alone that can serve those needs, so we have
to have a meaningful comprehensive system with an egalitarian re-
lationship between the providers. :

The next question is how can we afford to have this kind of effec-
tive comprehensive system. 't is my view that we have a lot of
money that goes into the he . care system. :

Mr. Forp. How do we strr.(-/.- 2 a plan that the providers are not
dominant factors over the 1~ - ve grogram? How do we focus to
the beneficiary versus to the pr ....:»

Dr. ButLkr. It is not going to be easy, but I think we have to
have a strong cost containment which does not find its way ulti-
mately to the disadvantaged or to the consumer, but does control
the way we as physicians function. We generate T0 percent of the
costs, even though our income doesn’t derive from that, per se. I
could go- through a lineby-line discussion of cognitive payments
versus procedures. If I had a procedure, I would get a specific
amount ~“;r oney each time and reimbursement for doing it.

IfI+.-» & time with elderly people for a careful comprehensive
assesgic.il and follow that patient over time, referred to as man.
agement, “he reimbursement is extraordinarily modest compared to
procedures without any new money being put into the system.
There is no reason we can’t move toward paraprofessionals doing
the procedures. We are going to have to, without any new dollars
in the system shift to a care approach that speaks to t{le team, that
pays the team as a whole, inc uding the nurse and social worker,
and that is oriented toward care as much as cure, and which begins
to tighten the ropes around the extent to which surgical and proce-
dural specialty medicine and high technology mediciné is operated.

b7
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I have great respect for those branches of medicine but I am
saying there are ways to control those costs. I am not sure I will
get out of this room alive—

Mr. Forb. Is that getting close to HMO’s? L

Dr. BuTLER. My worry about HMO’s is that it can become very
important to save money again. I am not disresgectful—l grew up
in the depression, so I have a lot of respect for how important the
dollar is. On the other hand, with the advance of business into
medicine, including the business profit-oriented HMO’s as well as
the nonprofit, something like 8 to 10 percent of the money is going
to come out of the system, not to providers and patients, but to cor-
porate shareholders. So I think we have very real problems with
HMO's as well as other innovations, as to how they will ultimately
be conducted.

“Mr. Forpn. Dr. Manuel, Hispanics often complain that the Census
Bureau counts understate their numbers and the extent of poverty
among Hispanics. Would you say that the undercounting is a prob-
lem among the elderly blacks, and, if so, what impact, if any, would
it have to the poverty figures of elderly blacks; not only I guess
w1t1}11 Hispanics, we have heard that from other 4thnic groups as
well. :

Dr. MaNUEL. There is an undercount, as evidenced bﬂ the Census
Bureau itself, not only the Hispanic population but other miuority
populations. My reading of the impact would be because the num-
bers and the types of rather descriptive statistics that we are using
to talk about the poverty rate, and some of the other summary
measures that we make in order to characterize the status of the
black population, because of the numbers, the magnitude of the
numbers, my own opinion is that it is doubtful that there would be
much change in'our overall conclusions because minor changes in
those numbers—sure, there is an undercount, but when you are
talking about magnitude of numbers in terms of size of this popula-
tion, I don’t think they are really going to -affect our basic conclu-
sion. :

Mr. Forp. You don’t think that would impact the basic conclu-
sion of those numbers? -

Dr. ManugL. No; for pure statistical reasons.

Mr. Forp. How does it impact the black elderly population in
general as it relates to programs in general?

. ButLer. Since Federal funding is based upon population,
wouldn’t any underestimation have some profound effects——

Mr. Forp. If the undercount it there, what is the impact of that?
Because when we see the Federsl agencies and you se= the Federal
programs in many instances it does in fact interface, impact it di-
rectly, oftentimes, on the number.

Mr. WEAVER. I think two things should be said in that connec-
tion. The undercount of the black community is somewhat different
in its cause and its nature from that in the Hispanic. Hispanic, it iz
a matter of defivition. Up until 1930 we didn’t I1)'uave any Hispanics.
All Hispanics were white--a¢ least that is what the Census said.
- Then it was found out that they weren’t, and there was a chaxge,
and they begsn to ask to be counted. Then there is a definition of
what is a Hispanic, and raany Hispanics count themselves as white,
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services to acquaint and help the elderly find resources that are available.
Voluntsers could be trained to work with the elderly in given communities.
In this same vain, churches could creats senior citizens clubs that could
have recreational, cultural, and entertainment components.

In the third place, thers is a vast need to decrease the lonelineas
and isolation of thousands of Black elderly people. Here again, :chureh

" volunteers could provide companionlhip in rest homes, ho-pitall, and private

homes by reading to, and writing for elderly people. An "adopt a grandparent*®
program has been help!ul in some churches around the country.

Finally, churches need to recognize more and more that wmany older
pPeople have talents that are unused, and have the ability to do many creative
things. In all too many instances, and bacause of 1nnttention, the fine
talents of many older people are never utilized.

The words of Hubert Eumphrey have an eternal meaning. “The greatness
of a nation is determined by its treatment of its underprivileged, its
youth, and its elderly.*

EEL 9%
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Mr. Forp. Thank you very much, Reverend Kilgore.

Mr. McGee, you are recognized.

Mr. McGee. Thank you, Mr. Chairmsan. I would respectfully re-
questdthe written testimony of my president be entered into the
record. . .

Mr;1 Forp. The testimony of Mr. White will be entered into the
record. o

Let me say for the record the Chair would like to announce that
this is a formal full committee, Select Committee on Aging public
hearing, therefore, during that process will not entertain questions
from the audience to witnesses. -

But the Chair will, in fact, adjourn this session and also ask Mr.
Simmons of the National Center of the Black Aged to Chair the
workshop, to entertain questions from those who would have ques-
tions to the panel or those who would like to make statements.

In the past, we have had non-full-committee joint hearings with
the Congressional Black Caucus. We are trying to keep within the
House rules and guidelines to make it formal.

I am very delighted to have this opportunity—-I see the chairman
of the full Committee on Aliing has just entered the committee
hearing room, and I would like to say that without his leadership,
without his foresight and without his commitment in the areas of
the plight of the black <lieilv. the crisis in black America, and
without his vision as chairman of this committee, one that has of-
fered the leadership in the past and one that I am confident that
will continue to offer the leadership and continue to bring the criti-
cal issues of the elderly, and especially the black elderly to the
House floor, and to the attention of our colleagues in the Congress,
as well as to the American people.

I am just happy and delighted to bring to you at this time my
dear friend, a great American and chairman of this Aging Commit-
tee, Chairman Roybal.

The CHAIRMAN. Thank you, Mr. Chairman.

I will not take the time of the committee to read a prepared
statement. I ask unanimous consent that the statement be consid-
ered as read anvc‘inﬁlaced in the record.

Mr. Forb. It will be made part of the record.

The CHAIRMAN. I would like to compliment our distinguished
chairman for holding this hearing and at the same time apologize
for being late. I was on the floor of the House due to the fact that
just last week we were able to defeat a so-called immigration
reform bill, but a bill that in effect is designed to bring a steady
flow of cheap labor into the United States.

We feel that that is one way of exploiting a large segment of our
population. We feel it is discriminatory, that it would result in dis-
crimination against not only those who come into the United
States illegally or legally, but against those of us who were born
here, are American citizens and once discrimination starts with
any Farticular group—it does not matter what group it is—it will
finally get to us and get to other %roups. ‘

One has to stop it somewhere. So I stayed on the floor because I
felt that they would bring it in with some kind of gimmick and
they did not. We were able to have an hour’s discussion on the sub-
Ject matter.
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The gentleman from Texas, Mr. Gonzalez, asked for an hour's
‘time, which he got. We discussed the entire problem. We were sat-
isfied that no more action would be taken. .

That is the reason why I am late. But I want you to know that I
understand and I am quite sympathetic with what the Congression.
al Black Caucus is doing. _ .

. We work very closely together. We work closel togethar because

- what affects the black community of the United States will affect

%e Hispanic community and every other so-called minority in this
ation.

Again, I think that we have to do a great deal more about the
concentrated effort in working closer together, not necessarily
being so involved that we lose sight of one another’s mission, but
making that particular mission a target for both the Hispanic and
the Black Caucus, that each caucus works separately and mdeﬁend-
ently toward that same goal and cooperate when we have a hear-
ing such as this where we possibly can be sure that we let one an-
other know that we are working together toward the same objec-
tive and that we are going to prevail. '

I thank the gentleman for this time.

Mr. Forp. Thank you, Mr. Chairman.

, you, once again, for your very able leadership in the area
of aging and especially for the black elderly.
ou very much. ,

I would like to pose one or two questions, I guess. I do have to
leave myself. The conferees on the budget reconciliation of Ways
and Means and the Senate Finance Committee is in session now. I
see my tax counselor over there looking at me real funny.

I am going to try to stay put. I am going to, when I ﬁius h recog-
nizing the members and a couple of questions, adjourn the official
formal session and at that point ask Mr. Simmons to come to take
over the Chair and let us have a dialog with the participants who
are here so we can have a continuation of this session with other
questions and other information that is neeced to be seid and
talked about at this legislative weekend.

Dr. Henry, you know, you talked about—I missed the first part
of it—but you talked about those hogs that are in a group and you
would think they were all gathering around each other to keep
warm and you mentioned each individual hog is there, you know,
to protect himself, '

But in today’s world, is it possible for advocates for the disadvan-
taged to form coalitions with better-healed interest groups that are
somewhat successful or are we in a world where interest groups
look out for their own interests or risking a risk suffering budget-

problems or defeat for themselves? .

it possible now—I am using, I guess, the story that you told
abgeut the hogs—but is it still possible for those interests and advo-
cate groups— .

Dr. Hengy. I think so. For some one to look out for his ows in-
terests in that activity, he looks out for other people’s interests. It
is almost impossible to take care of yourself without providing a
service for other people. »

If we look at it from that standpoint, I certainly think it is.



96

Mr. Forp. I want to agree with you because there are so many
things we are doing and I think Mrs. Dorothy Height talked about
it and touched upon it earlier.

You' know, the things that we are workmg ‘'with in welfare
reform and the issues that you have been in the forefront on chil-
dren, having children, you know all impact us at one point or an-
other. I guess like Dr. Henry said earlier, you really have only one
.alternative to being elderly, unless you are willing to give up that
life and die young.

I think what we have been focusing on, whether it is the teenage
pregnancy problem or the welfare reform issues that is before the
Congress, all impact us at some given point and I think that coali-
tion of those advocacy groups should, in fact, work tirelessly on
behalf of the issues that we know that we are confronted with, be-
cause if god continues to give all of that strength, those of us who
have not reached that age, at some point we are going to be there
unless that unfortunate thing happens that is called death. ‘

Dr. HeEnry. Let the church say amen.

Mr. Forp. Mr. Kilgore, what can be done in terms of public
policy to make it more attractive for black institutions, institutions
such as the black church that you have so eloquently talked about
here today, to understand that? What else can they do to under-
take a lot of the service programs for the elderly and institute
those programs throughout our community and make sure that we
tap all of the resources that are now available to the elderly that
oftentimes you will find it very true that our communities have
been late in receiving the information and oftentimes when we
learn the process and think that we are ready to be participants
within the program of the game itself, oftent1mes programs are dis-
mantled or eliminated.

‘So how can we be strong advocates from institutions like the
black church and other community-based organizations that we can
stay in the forefront?

Reverend KiLGoRE. I think we have got to remember first we are
all in the same bag, so to speak, and we are all on the same team.
- Dr. Abernathy gave an illustration years ago in this line. He said
there was a man that had some excellent fighting cocks and he got
them all together to take to a place where there was going to be a
contest with another person that had fighting cocks, put them all
in the same cage. But on the way there they created differences be-
tween themselves and started fighting and when they got there to
put them against the others they had knocked each other out.

He said he just stood there and looked at them' and said they
forgot they were all on the same team. I think we have got to un-
derstand we are on the same team, the Federal Government, the
churches, the social institutions, the health care institutions.

I think we are all on the same team in America. We have got to
be able to generate the kind of connections that will help to allevi-
ate these problems. In some areas we have done it.

It has been done better with children. The church that I have re-
cently retired from 20 years ago established a child care program
sponsored at that time by the oc1a1 Security Department and the
Agricultuve Departiment.

100
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Now, it is sponsored by the State department of education where
it puts into that place where we take care of about 110 children,
$500,000 a year.

It has made a difference. We have tracked gome of those children
all the way from that place into college. We have got to begin to
form these kind of connections where we do not violate the separa-
tion of church and state—in a sense, we ought to separate it, but I
understand the legal terms there—but we have got to begin to do
that so there can be partnerships between the Federal Government
and clusters of churches or church organizations and other kinds of
comnmunity organizations in solving the problems of our communi-
ty. '
That is the reason I say that we in the church must lobby, must
deal with you in the Federal Government and others in the State
government until we can see that we are all on the same team and
we must preserve and take care of our elderly people like we tuke
care of our childrer. and other-people in this country.

Mr. Forp. Thank you very much.

I don’t want to rush to conclude this session, but Mr. Chairman,
I have other commitments and I think the audience would like to
participate. I would like to personally, on behalf of the Select Com-
mittee on Aging and on behalf of our distinguished chairman of the
full committee, thank all of the witnesses who have testified in re-
sponding to questions from thz committee,

I would like to thank all of my colleagues who have participated
on the select committee session today and also all of the partici-
pants for the 16th annual legislative weekend of the Congressional
Black Caucus for coming to the Nation’s Capital, being a partici-
pant on this aging session today and would like to close out at this
time formally the select committee.

As acting chairman of the committee today, I would like to ad-
Jjourn the session and turn this over to Mr. Simmons at this time to
continue the gession itself, not the aging committee, but the Con-
gressional Black Caucus workshop.

So at this time the Select Committee on Aging has adjourned.

[Whereupon, at 11:45 a.m. the hearing was adjourned.]

66-795 O0—87—-5 - 1 O_l
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APPENDIX

PREPARED STATEMENT OF LOUIS W. SULLIVAN, MD, PRESIDENT AND DEAN
THE MOREHOUSE SCHOOL OF MEOICINE, ATLANTA, GA, ON BEMALF OF THE
NATIONAL HEALTH COALITION FOR MINORITIES AND THE POOR

Mr. Chairman and Members of the Committee, thank you for
the opportunity to offer our comments on a devastating problem
encountered by many of our nation's black elderly individuals.

I am Dr. Louis W. Sullivan, President of the Morehouse .
School of Medicine in Atlanta, Georgia, Vice president of the
Association of Minority Health Proféssions Schools, and
Coordinator of the National Health Coalition for Minorities
and the Poor. This national health coalition was formed by the
Association of Minority Health Professions Schools and a number
of other organizations deeply concerned with the problem of
inadequate, or in many cases, inaccessible health care for our
nation's poor and minority citizens. The serious lack of medical
treatment provided to our society'’s black elderly individuals
is a problem with which the Coalition is all too familiar.

We believe that many Americans are unaware of the vast dimensions
of this problem. To us, there seems tg be no other explanation
for why so many citizens who have so much to contribute to our
society, should be living their lives without adequate medical
care.

In August 1985, a Task Force appointed by the Secretary
of the vepartment of Health and Human Services reported a
significant gap in health status among the nation's blacks
and other minorities when compared to the pation's white
population. The Secretary's Task Force reported that annually

in the black community, almost 60,000 excess deaths occur

because of the disparity in health status. Evidence
also indicates that the problem is growing, not getting better.

Unfortunately, in the face of thig widening disparity, Medicaid
and Medicare cost-cutting maneuvers have resulted in reduced
access to care for many black elderly individuals.

Today, this problem of reduced access to medical treatment

192
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is furthex exacerbated by the growing problem of hunger among
the elderly in our society. For example, it has been estimated
that at least 65% of the elderly persons adinitted to hospitals
have serious nutriticnal deficiencies. Weight loss, dehydration,
and malnutrition are only a few of the many problems resulting
from inadequate food in-take. For instance, hepatic failure,
chronic infections and a nupber of other diseases are associated
with an insufficient fpod supply. Medical care and treatment
becomes extremely costly in that nutritional deficiencies, and
the diseases associated with these deficiencies, require weeks
and sometimes months to remedy. Consequently, tha National
Health Coalition for Minorities and the Poor urges that funding
for Medicare and Medicaid programs be increased, or at the very

least, funded at their current FY1986 levels. Furthermore, the

.Coalition urges increased funding and support for nutrition

agsistance programs, such as those contained in the Food Security
Act. In addition to improving the quality of life for many
Americans, these programs are cost-effective because they
minimize the need for recurrent treatment and hospitalization
due to illness and disease associated with nutritional

deZiciencies.

Only by increasing access to medical treatment and nutrition
assistance program. for our nation's black elderly, can we hope
to solve this tragic crisis of malnutrition and inadequate
health care among our nation's elderly black citizens.

Thank you Mr. Chairman, for this opportunity to present

our views, and we applaud you for holding this important hearing.
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PREPARED STATEMENT OF DENNIS H. JACKSON, GENERAL MANAGER,
DEPARTMENT OF AGING, LOS ANGELES, CA

Honorable Congressman Ford, Members of the Committee, I am Dennis H.
Jackson, General Manager, Dept. of Aging, City of Los Angeles—an area
ageacy on aging. It is indeed a pleasure for me to participate in the
feativity of the Congressional Black Caucus and to addreas the “Plight of
Black Elderly”.

During tP}e coutrse of these proceedings yc.m will hesgr varioua
revelationa that portray the plight of black elderlye These will take
various formats~--anecdc. . » ~*.l08, peracril experiences, vignettes of a
time gone by, attacke o, t°. viainisttati-n, and countleaa others.

Because of this, I woul:l pwfer to offer you a different perspective
of the plight of plack elderly. T vould like to 'talk ahout the
perpetuation of discrimination againat slder black persons by legal,
legislative, and executive manipulation of an eEfort to free all Avericans
regardlesa of race, creed, color, national origin, sex, or age.

Some twenty years ago, your colleagues, the Congress of the United
States, in its infinite wisdom, saw fit to insure and assure the right of
older Anericans to live out the remsinder of their years with dignity and
independence. The culmlnutlon.of their deliberation was the Older
Americans Act of ]965. The language of the original enactment talked about
all older Americans. It talked about the need for a comscious awarenesa of
the plight of those who got us where we are nows As tlie older Americans
Act evolved through triangle amendments, it began to addreas the apecial
needa of “ethnic minority, those in greatest gocisl or economic need, and
low income minority seniors.” The worlds of the Older American Act ring
out with the reaonance of the Star Spangled Banner, The Gettysburg Address,
Martin Luther King's I Nave A Dream, and even the Pledge of Allegiance and
the Preamble to the Constitution. But Mr. Ford, those words of the Older
American's Act sre only solace to black elderly while they are black young.
As they begin to age, the words of the Older American Ac.t become more
difficult to eat as the grinders lose their sharpness; the words bacome
more difficult to see through the dieming windows of life; more difficule
to hear pecause of the external noise pollution of political rhetoric.

You see, the plack elderly are 8sensing the absence of the necessary
ingredient in the Oldetr American's Act to give it -eal sustenance~-follow
through by the Congress.

As we languish here today and talk about our past accomplishment
through the Older American's Act, the state legislative and adzinigtrative

bodies are methodically and aystematically eroding, prostituting, and even




O

ERIC

Aruitoxt provided by Eic:

102

bastardizing those words. My state, the golden state of Calllurn'h. has
enacted legislstion to insure “preference to those in grestest socisl or
economic oeed, including low-locome mioorities”~—provided those without
soclal or economic need are not harmed. It's referred to as “Hold Harmless
Clause”.

The result of this grammatical cootradiction {a that over half of theo
state’s minority elderly are denfed equitable sccess to thia Congress®s
foteot that they live out their lives with dignity and independence.
Clearly, Calffornia's Hold Harmless Clsuse, in its (ntra-state funding
formula for the elderly is not f{o efther the spirit, intent, or letter of
the Older American's Act. ’

So that you will not mistake my coacern a8 one localized Californian,
let me provide some revelance. In s mysterious, phantom-1lke white paper
(appropriately disclaimed by everyone), it i{s proposed that the sge
requiremeot for eccess to servicea lundeld through the Older American’s Act
b ralsed from age 60 to age 70. It {s wy belfe? In concert with both
Congreasmao Royball and Biaggi, that the paper was authored, lesked, and
-upporte;i by the Administration.

I further belfeve that this phaotoa document is !;lnt to exacerhtute
the plight of the black elderly. But {ts sublety 18 denuded because by now
all Americana know that Blacks, Hispsoics, and native Anericana do not live
ss long as their white brothers and sisterss

These alnority Americans have s relatively signiffcant longevity once
they reach age 75. Their most difficult endeavor 1s to reach age 75.

. The Area Agency on Aging 1o the City of Los Angeles, with the advice
and guidance from its City Council and Hayor Tow Bradley, and through fts

legislative del tion in 8 is actively sddressing the plight of

the elderly in California. However, we fear that the sustenance of the
Older Anerfcan’a Act wiil cootioue to escape tho grasp of oldes Americsns
nat{oowide, unless 88 concerted an effort as weot {oto {ts enactaent is
exerted to make it a reality. To this end, I ask the Congressional Black
Caucus to fosist oo the support of frs colleagues fo assuring that all
older Americans escape the plight of black elderly and provide the
follow-through needed to give sustenance to the Intent 'that older Americans
umay live out their livea with dignity and {nderendence.

In sumnary, the nced {8 for a cause vhose time has come! The
opportunity {s now! In 19§7. you will deliberate the resuthorization of
The Older Americac’s Act. Make it the maaningful document you envisfoned
some twenty odd years ago. Don't let it become obfuscated with terms such
as “flexihility, local determination, and private sector commitment.”
Rather, state your {ntent {n clear, coocise and unslterable teras. Provide
the means to {nsura that that {ntent cao be audited and evaluated.

I again thank you and wish you guccess in your purn.xlt-. Should you

wish to ask any questicos or pursue my discourse further, I aa at your

service.
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THE RESTRUCTURING OF MEDICARE
An Essay on A Geriatrics-Based Strategy for Change

By Robert N. Butler, M.D.

Chairman of the Board, National Aging Foundation, Tucson, Ariz.;
Brookdale Professor of Geriatrics and.Adult Development; and
Chairman, The Gerald and May Ellen Ritter Department
of Geriatrics and Adult Development,

The Mount Sinal Medical Center, New York, N.Y. 10029

This essay was presented originally at the Conference on
Societal Impact of Population Aging in the United States and
Japen, Feb.13-15, 1986, in Tokyo.

The conference was given jointly by the

Aging Society Project of the Carnegie Corporation of New York
and the Association of Former Members of Congress.

This essay embodigs a geriatrics—-based critigue of Medicare.
Thie is a rarity. (1) The Program, which has berefited many older
Americans and their families, gererally is evaluated in terms of
insurance and social insurarnce principles, procedures,
objectives, and cost evaluations. These approaches are not to be
disparaged but they are dangercusly incomplete ir an Anerica with

@ rapidly growing population of the very old.

The absence of a geriatrics point of view produces lopsided
ingtrumencs of health policy for America's aped population of 27
million persons, mostly women. While the tatal elderly population
is growing, the very old group within it is growing faster. It
is this group that has heavy needs for geriatric service. There
were 1@ million Americans aged 75 and older in 198@. Estimates
are 13.7 million in 1990, 16.9 mitlion in 200Q@, 18.9 million in

2210, 21.5 million in 2020, and 30 million in 2030.
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It woulcd be a mistake to consider the majority to be
sericusly cdisabled; it would be ecually mistakern to overlook the
fact that morbidity rates rise with age. All of us stard a
better and better charce of reaching very old npe‘ -= and of

needing geriatric care for our future selves and our elders.

*The focus on Medicare's iradequacies ir periatric terms is
not intended to divert attention from needs for broader charpes
in American health care. Some 32 to 35 millicn Americars are
uninsured or under~insured for health care. It has been
cistressingly easy for children to be ignored. A sensitive
health-care systen, reflectinp a sensitive soc:ety; should
respond to all stapes of life. From the professioral health
viewpcint, the life cygle as a whole is the appropriate subject
of 2 health-care systen. National health insurarce (NHI), a
logical response to these.outloous, was defrated durinp the
Administration of Presidert Harry Truman in the early 195@s,

redicare was & fallback position for NHI advocates in the
19525 and 196@s. They hoped that once NHI for older people was
established the riext likely step would be NHI for chifdren (or
"Kiddy Care"). (Za) Although NHI was considered an idea whose time
had come in the early 1970s, the opportunity was overtaken by
feneral economic conditions and the rapid inflation of Medicare

costs within the inflating health-care systemn.

For issues related to life-cyclg concerns and costs of the
health-care system, the context for effective redress is some
comprzhensive approach -- NHI or a national plan'of health
services, Failing that for the momert, reformers are left to
impro;e the piecer of program and policy at hand, such as

Medicare.

1 expect that ar. cutgrowth of a true system of periatric
care will be intensified concern for the preceding part of the
life cycle. The geriatrics practitioner deals with an individual
having problems rooted in earlier life. Research in geriatrics
has utility for those interested in health promotion and disease
prevention in children, teen-apers, and young adults. Geriatrics
research also holds significance for population-wide policy,
because cld age may reveal the subtle and long-term contributions

to disease and disability of occupational, environmental,

*
T
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psvchosccial, nutriticnal and other corditions,

' There are, of course, risks to the U.S. ecendmy ir,
intevrational comoetit;on wher the prices of poeds anc services
incerporate costs of a system of care that is less effective arc
efficient thar it should be in meetinp the needs of an aging
population.' wiihout developing this point further, I simply warnt
to sugg;st why, 1if nqtbcomprehen;xve reforms, at least the
restructuring of Medicare is a toaic of broad interest, tricludirg

leaders of commerce, industry, and finance.

Health care for the elderly population is substantially
crfferent from health care of younper adults. @ cistinguishing
character:stic of old ape is theilxkglihooc of multiple
sinultanecus crises or losses, ard they may be superimposec on
chrornic :11llress and anxieties about incapacity and dying. Ofter
remarkable, the capacities of an octogenarian te recover or
cempensate without assistarce are compromised. These blows are
irn the form of disease, accident, bereavement, isolation,
immebilization, problems in activities of daily living, hearing
loss, and financial stress. In the form of age prejudice (ageism)
reactions to the irdividual can impede recovery or survival,
Such a framework, so different from that commer in the younger

adult, necessarily changes the work of professionals.

Geriatrics embraces health and supportive sccial services
across the entire sﬁectrum of preventive, acute, chronic, and
rehabilitative care. This breadth of atte;tion requires the wenrk
of a geam. not always to effect cure of a disease but te¢ sustain
as much of a desired lifestyle as the patient's capacities allow

The patient and family members and friends, if any are available,

are part of the team alorg with professionals. By contrast,

illness ir the youniper adult is usually a tempn

ary departure
fram full functional c;Dacxty

It is argued here that Caonmercial insurance has not
Supportec, anrd perhaps cannot suppert, the service requiremerts
of the U.S. geriatric population, It is predominantly a lew-
income pofulation (3@ percent had an income under 410,002 per

year in 1983), all the mere so at the oldest ages. The very old
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do not form a profitable market under present circumstances.
Policymakers would be imprudent to seek a systematic answer to

the needs of the very old on the basis of services that are

insurable.

The overreliance On insurance POlicy at the sacrifice of
health policy is o serious flaw in the evolution of Medicare and
a danger to the frail elderly, nctably in the omission of

outreach, prevention, and lonp~term care services.

1 believe that Rmericans probably are paying for a geriatric
system —-— but nrun't-netttng it. 'éxtravupunce tn.pnyments for
hospital and doctor services has been demonitrntcd; however, tnost
of the “"savings” are not being invested into comprehensive

geriatric care.

‘In the $78+ billion a year spent by Medicara, over $i2
billion a year for the poor elderly throuph Medicaid, and in
other federally aided health and social l!;vicc pr;praml. 1
believe there is enough t6 support much of a care system suited
to the neaeds of the 1@ million Americans over ape 75. New kinds

of service delivery, of using allied health professionals, and

of supporting and cultivating the natural networks of irformal

support would enhance effectiveness and affordability of Medicare

-
restructured.

The attempt here jis to reconceive the program as a sygtem of
financed health and social supportive services, manpower

training, research, and development activity.

A. Parsdoxes of Progress

Unlike most other industrially advanced countries, the
United States hag no program of national health insurance. .it
has maintained tealth insurance in the private sector, with the
overwhelming portion of the population ccvered through
employment. The majJor exception among contributory programs is

Medicare, a federal program primarily for persons aged 65 and

above.
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The reason for the exception to private coverage jg that a
retirement population cannot afford the premiums required to

cover the actuarially determined expense risks of sickness. (2)

Medicare came into existence in 1965 as a national program
because of the inabilit} of private health insurance to serve
this population. Nor could State wel fare programs (medical
assistan:e).or State-blessed private insurance pools handle the
burden of this growing populatiorn of elders. These inadequacies
meant that many older people —-- over 5Q% were then estimated to
be ir. or rear poverty -~ had no practical way of aveoiding

destitution because of expersive jillress. Medicare represerted
the broager social rESponse necessary fon resolving the

oroblem: an earmarwec payroll tax paid by workers of all agec
(for Part A), pererel peveriues (for Part B), arnd bereficiary
payments (premiums for Fart B ard ceductibles anc coinsurarces inm

both A ang E).

Ever. Medicare was insufficient for protecting marny elderly
perscns who could not afford Medicare bereficiary payments and
Medicare-excluded needs (such as lang-term care eor.: cutpatient
drugs). Medical assistance gtill had a reley, ard it had to be
extendecd. In the mid=~19€Rs, more than half the elderly population
WEE in or very rear poverty, In 1983, medical assistance was
necessary fcr the 14.1% of America's elderly who were in

official paverty and an additienal 1% who were clcse to it.

Health care for the poor is paid for urnder a norncontributory
pragrar, Medicaid, a federal-state goverment program cavering 3.5
rillicn older persons. In 1965 when Medicare was eracted inte law
as part of the Sccial Security system, Mecicaid alsc was enacted
i ancther portion of the same legislation. This contirued a
diV§siOh in the way the American federal system appraached
vulnerable papulations: social insurarce arnd wel fare approaches

characterized the origiral Social Security Act of 193S.

There is yet arother distinction to be made between the two
pregrams. Medicare jg modeled after private health insurarce for

the employed. Its strongest protection jg against the expenses
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of hospitalization for acute illnesss. Job-based insurance was
designed Yor people of young and middle age when the main threats

to financisl security arose out of acute illnegss rather than

chronic incapacity. -Typically, the private insurers left chrornic
care expensas to government and philanthropy (suth as mental

L ]
illness and lonp—term Physical disability which were taken care

of iﬁ nursing homes and larpe public hospitals).

Similarly, private insurance limited its coverage of
physician services to diagnosis anc treatment of short-term
illress. Whatever the public health value of preventive medicine,
mental health services, and lonp-term Care, classic insurarce
principles seemed to dictate their exclusior from private

arrangements. They were too hard to insure.

The political need for conservative votes to assure
enactment of the liberal Medicare legislatiorn corfined the
program to the conventions of private insurance. The insurance
irdustry was mollified with a role as in€ermediaries. Organized
mecicine, to avoid the inclusion of physicians in a mandatory
program (Part A), accepted coverage of their services in Part B,

It cic little to control doctor fees.

Medicare did amplify some of the more daring aspects of
private insurance, such as Ccoverage of home-health services ancd
the post~hospitalization rursing-home benefit. (In doirng so,
Medicare executors wWr/ s national ﬁtandards for the providers of
these services.) Archiiscts of Medicare avoided coverage of
tonp--term care out of fear that the additiorial costs in an
urtried fede;al program might play into the hands of opporients.
While thers was cost ard administrative experierce with insurerce

for hospitalizatiorn, such experierce was absent for “custodial

care” :r the nursing home. 1t also was argued that if heavy
acvte-care expernses were covered, pecple could afford lesser
expPerses of custodial gare and outpatient drups. Moreover,
inoroves wrecical assictarce (Medicaid) was intended to serve as
back-up protection for the papulation whose Care expenses

threatened or produced indigercy: Unfortunately, rapid increases

Lkl
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in nursing-homne rates and out-of-pocket spending underwined the

ecoramic secutity goals of Medicare.

W-ile Medicare sought to preserve the independence ard health of
those with acute care expernses, it left chronic care
substantialiy toe Medicaid. Unfarturately, Med:caid ccnes into
Play after these patients lose their firancial ard evern
their furctioral independence. For example, by the time a
sick epouse is eligible for rursing-hawe care under Medicaid,
that person's péobléms have deepered and the well-beinc of the
mate has been compromised. The glide irto poverty -- occurring
often for the first time in old ape -~ may become ar

overwhelming stress and a barrier to health—protective steps.

The following figures indicate the roles now played by
Medicare and Mediéaid in care of the elderly: the United States
in 1984 spent $4,200 per capita for the elderly populatior's
personal health care, or $120 billion. Medicare paid almcst :
half, other government programs paid s22 billion, private
insurance paid $9 billion, and the el&erly and families paid $3@
billion cut of pocket. Eecause Medicare céQers only 45 percent
of 1ve total cost of their health care services, two of suery
t edicare beneficiaries carry private “"Medigap” policies, .,

typ:g‘_ly, paying the Medicare deductibles and copayments arnc
some additions to hospital and post-hospital care. These

pclicies have beer called cverpriced for what they offer; anxious
'S
elderly purchasers mistakenly believe they accuire leng-term care

ccaverage through Mediygap.

While Medicare and Medigap virtually ignore preventive medicine,
mental illness, derntal reeds, loﬂg-term care, and outpatient
drugs, Medicaid -- the federal~state program for the poor ~- deoes .
not ignore them. The extent to which it effectively offers a full
spectrum of service differs among the 5@ states and the District
of Columbia. Eligibility requirements and benefits vary within

limits allowed the states for qualifying for federal aid. (3)

From a geriatric viewpoint, neither public nor private

programs deal satisfactorily with maintaining the indeperndence of

1! 12
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the frail elderly pe-son. The Medicaid “"deductible" is the
individual's fivaarcial independence. The geriatric principle of
crovicing care in the least restrictive environment is v{olated
by the instituticnal omagases in Medicare and private insurance.
Howe care is one of the most cifficult services fo; conventional
insurance to cover, because its use is less urder control of the
professional. For the hospitalized patient, the "insurable
event” is admission to the hospital. What is it for home care?
Is its use more under control of the patient than the doctor? The
issue is in doubt for the insurer, who must calculate odds on the

use of services.

For this reason, home care is most comfortably approachec in

conventiorial insurance as a post-hospital bernefit. Irn. Medicare,

the home-health berefit ie hedged apainst veustodial care,” the
services reeded to mairntairn the stabilizec patient who ie Hot
going tc be cured or pgt better. Unfortunately, these insurance
considerations are courterproductive. The physiciarn irn
geriatrics kno;s that the stabilized patient may easily require
acute care and hospitalization unless "custcdial” services are
given. Such serQi:es may be as humdrum as help by a home
attendant in gettinpg out of bed, going to the toilet, getting
dressed, preparing a meal and taking medications on time.
Medicare's statutcry exclusion of custodial care is a set up for

personal and programmatic turmoil.

American systems of social ang private insurance falter on
issue of the care of the chronically ill and their mecical,
nursing, and social service needs. The absence of coverage
stymies the development of these services. The fragmentation of
other services and their financing often exasperate the
practit..rwr, patient, and family. R ueaﬁ system of chronic care
eventually penerates admissions to hospitals and nursing homes,

and these costs bedevil Medicare and other third parties.

Nor does insurance reinforce family members, friends, and
volunteers who are the principal carsgivers of the at-home
elderly. Some networks of informal supports would collapse

without professionni iervi:.s. Many families exhaust themselves
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in attempts to keep the frail person at home. Respite care,
counselling, training of the family ori how to deal with problens,
anc provision for normedical professicrnal helo in the home in
crises quld support families in avoiding institutionalizatior.

Sccial services by religious and Philanthrepic groups, states,

ccunties Snd Muricipalities play Ley reles irn sustaining
families ard the frail elderly.
L
Rl1l the forepgoing are elements reeded irn lonp-tern care
systems, anc they lie outside Medicare and private insurance as
now conceived.

The foregoing analysis sugpests the following paradoxes:

1. The Medicare program for the elderly does not cover majyor

& If Medicare is nor-geriatric, Medicaid is anti-geriatric. The
Medicaid program for the poor contains the missing geriatric
benefits needed for a comprehensive Medicare propgram. But
Medicaid's heavy emphases on institutionalization and poverty
status foster dependency, . A major pgoal of periatric practice to

encourage and promote independent living to the preatest feasible

extent, ¢

3+ Medicare grows in cost while shrinking as a shield against
poverty due to sickness. Now, because of irncreases in cost-
sharing, the elderly are shielding government against Medicare
bankruptcy. Result; The program is being repealed, de facto.
Beneficiaries are more and more exposed to medical indigercy.
(4, 5) (The bulk of the prowth of Medicare expenses is traceable
to a variety of causes beyond the contreol. of patients, such as
uncontrolled doctor fees ordering of ) services, cost-plus
reimbursement for hospital services, hyperinvestment in acute-

care technology.)
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4, As the Medicare shield shrinks, more prople need expanded
protection. The numbers of very old persons are growing
dramaticallyt the numb;r aged 75 and older, now about 1@ million,
will reach 21.5 million in 2020, and their proportion of all
®lderly persons will snlarge to 42 percent from 39. Both the rate
of spending for care expenses and the rate of indigency rise
with age. (In New York State, for sxample, 1 in 3 persons over
age 80 age receive Medicaid benefits.) But both Medicare and
Medicaid obstruct the developnent of an adegquate infrastructure
(manpower, service systems, and facilities) for geriatric care.
Medicare retains an @xplicit proscriptiorn against "custodial
care,* anc Medicaid funding is problematicel. Both programs
provides no secure flow of funding for community-based services,

and there is virtually no private long~term care insurance.

Thus it is that Medicare helps people to survive the acute
illnesses, only to fall into poverty in very old age, while
Medicaid helps pecple ornly after they have lost their financial

independence.

Why has the United States lost so much of the forward thrust
in developing protections apainst poverty in old age? Part of the
answer of course is money. The economic surge of postwar America
faltered in the ®arly 19705.> ag it did in many advanced
countries. In the remarkable quarter century of growth in wealth
and in population (including the baby boom of 1946-1964), the
United States could afford to raise living standards for the
elderly ‘s living standards rose fo. the work force. It could
also finance foreign aid, the Vietnam war, and the nuclear
buildup. The inflatiorn of the 197@s threatened living standards
and provoked attacks on the programs whose taxes cut take~home
pay. The later 19728 s3w almost & complete loss of forward motion
and even some retrenchment under & Democratic president, Jimmy
Carter.

Amid predictions of . Medicare bankruptcy, the Reagan

Administration attempted to dismantle Medicare. But it had to
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alter course in the face of the program's popularity. The attack
shifted to nibbling away at beneficiary protections and taking a
strong, prescriptive approach to methods of paying doctors anc
hospitals. In 1983, & National Commission on Social Security
Reform produced & consensus on s.fggu.rdinu the' nonMedicare
.;pcctl of the Social Security system. Medicare reform Aroposuls
ware awaited from other quarters. Ne;nwhill. owing to
legislative and administrative changes in Medicare's payment
patterns, the date of the program's “bankruptcy" receded into the
micd~1992¢s from the early 199@s.

Meanwhile, Cankda has built a national health insurarce
program on & flexible federal-provintial basis. It has
controlled costs while incorporating long-term care. A clear

‘icture of the evolving efforts of three Canadian provinces is
in A Will and @ Way:r What the United States Can Leprr Erex
ia Bbeut Cariog for the Elderly. by Robert L. Kane and

nesalie A. Kane. (New York: Columbia University Press, 1985.)

The geriatrics~based criticism offered here is intended tc

remove serioue inadequacies from a praiseworthy propram whose

' accomplishment should be acknowledged. Where half the apec had no

private health insurance 2@ years ago, now virtually all have
hospital and. doctor coverape. They are in the mainstream of
American medicirne, notuon ite margins. To some extent because of
improved access toc care, mortality rates for the over-6%5

population have dimirnished in the 2¢ yeors gince Mecdicare was

enacted,

Yet it is hardly churlish jin the face of Medicare's
contributior te the elderly to note that American medicine hac
made no corresoonding major shift to geriatrics. In 1977, arn
American Medical Rssociatiorn survey showed fewer than 722 of the
Nation's 35¢,@2¢ physicians claiming & opractice focus in
geriatrics. Only a few mecdical schools of fered a; elective - in
geriatrics and none had ; mandatory course. In 1983, virtually
nothing of the $1.8 billion Medicare paid hospitals jr, 1982 for
costs related to medical educa;ion was earmarked for training in

geriatrics. There is only core department of geriatrics in

frerica’s 127 medical schools, and that one was established only
.
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twoe years apc, about 18 years after Medicare's enactment. By
this time, however, Medicare's payments for praduate medical
education were considered fair pame for cutbacks. Some members
of Congress proposed preserving some of the morey for the
developnent of geriatrics training. This Was entirely
raeasonable, a move indicating a view of the propram as a service

system gupported by manpower training

Overall, however, Medicare and medicirne are out of alipnment

with population needs.

B. Adapting to the Demographic Revolution

The pclltical/ecoﬁamic enviranment of thé 198@2s complicatec
the case —- fatally, scme thoupht -~ for expandinp Medicare 1in
the near-term. About the beét that could be expected was to
contirue marking time with “"demcnstraticns® of flexible use of
Medicare mcney for long-term care. Secme demcnstrations have shown
ways of adding at least some long~term care services to the

conventicral Mecicare-berefit list withcut additional expense tc

the propram

These resulte, !in addition to the longer record of savings
achievable - through prepaid group practice, suggested that
medicare fundiry already was sufficient for major periatric
reforms =-- if canly pelicy barriers could be overccne. The
barriers inc!ude; (1) thé Dros:ription against custodial care,
(&) extravagant methods of paying for hcospital and gocter
services, (Z) resistarce to trying rew methods of delivering arc
financing services, (4) igrioring the demopraphic trencsAenc the

cost implications of added years of 1ife

The growing 75+ population brings with it a high morbidity
load. Individuals who, in arncother era, mipght have die¢ in
their 4@s, G50@s, and E@s, are surviving inte the 7@s ang 80¢s --
with partial disabilities. The kinds of services rieeded by the
sick elderly are medical, nursing, and sccial services fer the

short—term and lonp-term.
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The well elderly, alsc a gprowinp subpopulation, are

Ld
increasingly vulrnerable to serious illness as they age. Their

.service' needs lie in the direction of periodic monitoring and

prevertive care. Other  vulnerabilities stem from fivancial
depletion and the loss of supportive spouses and other cohort

menbers.

The elderly and their families must be considered in the
:ontext. of services, financinp and other supports needed to
function at .homc or in the community. Te icnor; social
supportive services and the needs of the principal caretakert. is
to set the stage for enlarged jnstitutional expense, including

acute and custodial care.

The design of a sound system of periatric care must take
intc account (a variety of demopraphic characteristics. The
problems of an a:ing population are, foremost, the problems of
uomln; They constitute two-thirds of the elderly. Womer tent to
outlive their spouses, to live alone, and to command slender
incomes, Not lurprilihnly, tﬁey are the majority occupants of

nursing homes.

The kinds of gervices particularly needed by a pgeriatric
Population include adult day care, respite services, home
attendants or homemakers, chore l-rvi:-s'(e.g., home repairs),
transportation, sheltered or congregate housing (with meal
service), hospice programs, and skilled, intermeciate and other

nursing-home services.

ée:ause the pgoals of care for the wvery old focus on
minimizing their :har::tlristi: vulnerabilities, personnel and
facilities must be prepared differently from those dirscted at
the needs of. the younger adult. The training of mwedical,
nursing, and social service professionals in pgeriatrics must
relate to the multiple conditions old patients have. These do not
occur  in a wall-spaced series, as often the case with younper

adults, but simultaneously, with psychosocial and economic ag
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well as medical ramificatore. The main objective ofter may rcot be
cure of the disease, for that is rot alwaye possible. Rather 1%
15 tc promote ability to function, t2> conserve es wmuch ¢f the

patient's agesired lifestyle and irndeperdernce as passible.

Professiconals must be aware that "disability" describes a
relationship tetweern the individual's physical and psychologic
capacities: to furcticor. arnd the social and physical environment.
The home, cammunity arnd employmert envirorment may facilitate or
obstruct the ardividual's abhility tc perfoarm and maintain a

lifestyle. These factors must be examired for health impact

The professionals must be taupht metheods for assessing
patient needs arnc¢ resources and the preparaticn of a plan ‘of care
acceptable tc patient and assisting others. The plan may require
corsiderable effort ir educating patients and assistinp others arn
the nature of ﬁormal ating processes, the.early signs of disease
or dysfurnction, when to coritact professionals and what to do
before this becomes necessary. - It is essential to good periatric
care te  incorpocrate health promotior, and disease prevention in
the plan of care. Thics is a tall order, and requires more skille
than any single practitiorer may provide. The multidinmersional
rature of periatric _assessment and care implies the use of a

medical/nursirg/sccial work team.

To do these things well and to continuwally improve the

»effi:ien:y of services, professional education nmust be placed in

the context of research -- health delivery research and basic
biomedical and sociobehavioral research. The system of
delivering services for the elderly must alsec be a system of
research and educatior. One tocl for this, the teaching
hospitaly has beer joined by the teaching nursingt home. ToO these
should be added health maintenance organizations that do research
and.tea:h and home care agencies that do research and teach. In

all these settings, practitioners must be.traired for teamwork.

The significance for cost containmernt of research and
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rcucation cannot be understated. All of us know how roesearch
inte the nature of poliovirus led tc a preventive measure that
cobviated the need for expensive treatnents. This faat
demonstrated that research wag hardly ar  expendable item in
moderr society. Less dramatic but nonetheless important regearch
findings and treatments are needed ir an aging scciety to prevert
functional losses from occurring initially, ¢to prevaent further
losses due to complicating corditions, to rehabjlitate, and tc
compensate for permanent )osses. To the extert that individuals
carn be trained to help themselves and contribute tc scciety, they
preserve their autonomy and morale and they free formal arc
informal providers for other proeductive activities. This shouic
be the szirit of the system of =ervice/ecucaticon/vecearch, and
service-paymengs patterns must cortribute tc this infrastructure.
L

Similarly, the service system's inétitutlonal environments
must reflect sound goriatric prirnciples, particularly to
facilitate independence. Hospitals muut be designed for
geriatric patients: color schemes should help gutd; the
cognitively-impaired patient to geprvice areas, sound conditioning
should minimize confusing background noise and facilitate speech
comprehension, lighting should aid the cataract afflicted by
minimizing plare, safety ghould be desigried into furniture, *

floor coverings, ard hallway layouts 'so as to protect patiente

with disorders of gait.

The Medicare progran cannot be expected to cover the
enormous gamut of societal adaptations required for the safety
and care of the very old. Medicare's proper theatre of action
should be health care and health-related social suppurtive
sérvices. Liaison will have to be built between the new
constellation of Medicare serviCes and other services, notably

community-based social and housing services, needed for the frail

elderly.

I turn now to a framework for applying the foregoing principles.
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C. Private or Public Solutions

Americarn policymakers have to engage the question of whether

the fmpravemernts an servlces.for the elderly should be

accomplished in the public or private sector or in bothe The
most direct, dignified,and socially efficient way to protect old
age from poverty due to health-care eubenses is through social
insurance, with contributions from those tc benefit spread across
the warking years. Since virtually everycne can expect to live at
least into the 7@s and has an older relative, mardatory coverage
of the U.S. population through a contributory plan is an entirely
reascnable proposition. Contributicons, starting long before the
individual reaches cld ag®, would be the basis for meeting

expenses for the individual's future gelf years hence.

Various pathways tc achievirng this through a private/public
partnership could be imagined. For example, every American could
be required by law to purchase private insu‘ance to extend
Medicare. There would have to be national standards for extended
benefits and for admiristrative integrity and cost. Probably, to
assure payout years hence, funds would have to be federally

insured.

One might alsc énvisaion a "sorcial utility" apprecachj
service onuld be provided by a highly regulated private
organization that is insulated from competition in order to
achieve stability, eceoromy, and satisfy unprofitable but
desirable sccial purposes. These approaches could be elaborated
further. But suffice it to say that the attemgt to avoid a
sccial insurance appréach would surely entail considerable
governmental intervention and higher cests of administration

than achievable through the Social Security system.

That is why I view the basic response to the demographic

imperative to be the restructuring of Medicare.

121



O

ERIC

Aruitoxt provided by Eic:

119

The new Medicare should expand its current benefit
structure to irclude long-term care (incluﬁinu institutional and
community=-based health services and health-ralated social
services), mental and dental uervices, cutpatient drugs, hearing
and vision aides, health promotion, disease preventior, and

casefinding services. It will then be transformed into a sound

geriatric program.

Operationally, this meanst (1) geriatric assessment and
reassessment at regular intervalsy (Z) development of plans of
care to promote capacity to function, baued ©On the recent
assessment] (3) emphasis on care at home and in the communityj
(&) assistance to families for support of the patiert at homne
such &8 cournselling, respite service, chore service, and honre
attendants. Entitlement tolspecific benefits in home-care ant
institutional programs would depend on the plan of caree,
implemerted with the aid of a proféssidonal coordinator through
approved gervice providers. would depend on the findings and

recommercations of the assessmert team in a plan of cara.

Te maintain quality and tc control. costs, providers of
geriatric services must meet eligibility standards (e. gy
training ir geriatrics), standards of quality assurance, and
accept financial risk (e.g., furrishing services at a fixed

prospective paymerd, sharing in loss or surplus).

The forepcing elgnents~— cemprising a complete rarvige of
short—- arnd long-term care with cost anc quality controlg —- can
be realized in various types of organized care. Orie of the more
promising is the roinl and health mainternance organization
S/HMO) . Four S/HMOs are being tested in the United States under
different auspices (such 8% a nursing home, a health mainterance
organization, a continuing care commurity). Through waivers of
certain Mecicare and Medicaid reqdirements. they receive ar
averape per capita payment. It may pe useq to suppliment regular

benefits. Thig makes it possible for Medicare berneficiaries to

receive preventive servicis| these services are in the interes:
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of the S/HMD to provide on the assumptioq that costs are avoidecd
if acute care episcces are avoicded. Custodial care for redicare
beneficiaries is provided for a limited period in a nureing howme

under & supplimentary private policy.

Because of fragility of their econom;c support, stardards of
living as well as health, very old people should be excused from
copayments and deauct:bles. These devices for sharing costs
between program and beneflqlaries are counterproductive in poor
populations: they deter coming forward foi© needecd care. R
geriatric system, recognizing the fragility of these pecple, goes
out te find and serve thets. Eligibility fﬁr services
should be established through assessment.of need and olan of
care, ronfirmed by pericdic reassessmert. ° This preocese
shoulc establash not only the reeds of patient arncd family for

s€rvice but aleo their ability and conmitment to provice care.

Estamates ¢* the coet of Geriatric Medicare car end  shewlc
be cevelopec. ést:mates 5;ould be oreserted tc show the ret ceosd
of expansicn  above cyrrent 5pen:ing throuch Medicaid anc cother
DreErams the expansion would casplace. These estimetes may shepe the
timirnge anc externt of the expanc.cn but nrneot the certainty oF‘
the conmitmert fo; substantial Mecicare exparnsior.. Teo Qithho!d
this commitment weould not abate the suffering, amxiety anc
expbense of preventable anf pirimizable incapacity. Morecover, the
Fprice  of the conmitment may force consicderation of new kinds c€
eccriomies and efficiercies. Ercause Mecdicare costs were not we:l
centrolled iy the past, there - reason to  believe that an
expanZec sget of berefits as sugtested abow: right be firvanced
substantially ocut of prudent ecoromies. A number of siretegies
are ooscible to balance Medicare's beanit structure by avitra-
Prozrat  savings e by  absarbing the funds ss  well as the

furstions of suc'. other procrams as Title 22 and Medicaid.

Ncﬂetheles;. if more . furcing is reeded for adlitional
terefits cespite ecorcomics anc if . S. scciety is sericus about
the quality of late ]if;. consideraticrn would have to be giver te
income~-bat.w.d premiums and/cr tax pelicy. I think the Americawn

public would be willing to weigh these possibility with others

123

ERIC

Aruitoxt provided by Eic:



O

ERIC

Aruitoxt provided by Eic:

121 ‘

In the abstract, Americans object to tax—and-spend approaches.
They are not keen to have gévnrnmenf interventior. But history
shows they are willirg to support taxes earmarked for purposes
they value.

nmeric;ns tocay are paying 2 smaller proportion of gross
national product in federal taxes thar ir recernt past. For

example, pre—-Reagar. feceral! taxes were about 19 or 20% of gross

rational progducts ir 1984, they dropped tc  18.5%. Mearwhile,
federal sperding rese from &1 or 22% of GNT to 4%, largely to

cocomnacate ceferise .palicy. The ga> betweer reverue ant
expenditures produced a $20Q billicn arnual deficit anc ceepered
resistance tc fcde;al openting forr existing domestic péo:r-ms,

let alone #ny expansion.

The needs ~ov restructuring Mecicare are urgent. Where
economies fall ghort of freeing erough furds for comprehepsive
geriatric services, the banefit expansions whould be firanced by
new, sarmarked taxes. The tax base should be ircome from whatever
source —- investments as well as earnings. The new tax approach
should support research ard trairing of the kind mentioned above.
Other rev-nu; scurces might be increased taxes on tobacco antd
alcohol and dedicating them to Medicaraei this raises an ethical

issue if the program becomes deperdent orn unhealthy behavior.

Other possibilities include taxing employer contributions
for hemlth and life insurance, and surcharpes on corporation ag

well -y individual incoune taxes. (6)

At  the same time as new taxes are rajised, the entire Medicare
program must be run as prudently ag possible. Since Medicare is
embedded in the health care system, .;ts vconomical operation
depends on system—-wide reforms. The United States is witnessing
wnormous changes _in the financing and .organization of care,
notably in the commercialization of services, the prolif.r-tion.
of health maintenarce organizations, the combining of providers of

services of various types under one administration, anc the



O

ERIC

Aruitoxt provided by Eic:

122

combining  ¢f provicere and insuress, The riew conglomerates are
ergarizes often &c venture cacite! erterprises. Empleyerc are
rechapint health insugarnce policies to require more cost sharirng

e

ty bSeweficiaries. It remaincs tc be seen whether these c=arges
will improve the cuantity anc cuality of caverage substantiolly o
rake way for profits without effecting major reductions in coste

of the entire system.

Medicare has taken the leacd ir altering payment arrarngements
foé hospitals. redicare has shifted fromw cost-baned
reimbursement cdeterminec retrospectively t¢ per case prices Sased

ori about 47@ diagricsis-related grouds.

This ¢ resificatior scheme has drawbacks_ from a gperiatric
peint of view. sirce it is difficult tc clacssify and receive
adequaty  pryment  for the patient with nultiple diagnoses and
varying severity cof illriess. (The system pays scomewhat more for
people over age €9 or for ore co-morbidityi these allowarices,
however, do¢ rnet  truly cover severity anc complexity of many
geriatric cases, esdecially the most fr2il.) The method provides
incentives to aveoid the more difficult cases covered by a'DRG and
to discharge patients as early ac possible; however, the DRG
system does not contrel for quality of care ror does {t recognize
that a patient who may rio lornger rneed hospital services still may
nof be be discharged safely te his or her home or cannot be
dischargec to a nursing home because no bed is available. The
new Medicare payment systews appears to as;ume the existence of
long-term care services arnd circumstances that may, in f;ct. not

exist,

The extension QT-DRGs to office practice has beer: proposed
but seems urwcrkable. At the moment, Medicare reimbursenent for
physician seryices éopies the private system by favoring
procedures. While this benefits the ca}diologist and the surgecor,
for examplé. it underpays primary care physicians for time and
effort in diagnosis and treatment. This is a barrier to

geriatric practice.

No payment system by itself will assure ﬁroper consideration

.
b3

125



O

ERIC

Aruitoxt provided by Eic:

128

of the patient's nepads. That must come from the profﬁsstona!t:m
of the practitioners and manapers of the system and the wisdom o*
its financiers. _Unfortunately. the bulk of American physiciens
and hospitals have taken advantage of the trust accorded then by
Medicare anc other third-party sygtems. Their incomes have risen
sharply{ services have been overutiliredy regsources have beer
extravagantly consumed. In reaction to this, American erFloyers
and  the 'Medicara adiranistration ray have gone overboard v
emphasizing ecorory at the sacrifice of access to services and

their guality.

It may be too wmuch to expect any formulas to produce
automatically an equitable system of sgervice. Negotiation amwong
fair-minded parties may - be a cliche, but ﬁay be the sa‘est

approach to resolving cost, access, and guality jgsues.

There remains the need for coorcinating the new Medicare with
programs providing social servicer and other suppa>rts recessary
for the survival and quality of life of the Medicare patiert.
Coordtnntionv. is required among Mc&tcnrﬂ. Medicaid, Older
Americens®' Act programs, Title &€ (social gervice) programs,
Veterans Rdmtntstrnt;on-proprnms. and housing, transportation,
and legal services. The reformed Medicare program should absorb
some of these programs. In particular, it should lead to the
eliminatior of Medicaid insofar as it applies to the agec.

The establishment of a true health policy for an aging
America needs the preatest wisdom the Nation can find. I have
proposed establishing a National Commission on Lorng-Term Care

composec of leading lay persons with no Close connectiori to the

health services field. The commission would conduct its own
tnvesttpaQtonl and studies tc produce  a report and
recommerdations in a ltmtgud period of time. The panel's scope

would cover bcﬁefits. financing, deljivery organizstion, research,
nducnt%on. facilities, and health and social services. ' The
commission would consider which functions would be Ee;t provided
by the public s;ctor and the private gector. Its viows may
eXpecite the acaptation of major institutions of o;r society . to

the needs of the growing elderly population.
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Conclusion

This papc+~ haa Argued for the restructuring of Medicare as a

neceesary adapirtion of sur sociéty tca the prowth of a very

pcpulation. The apgr@:=hes of fered have these gbalst

1,

"

6.

Completior of the protecticons againét'impoverishment in ol

age for reasons related to gickness

Fromstiorn of service benefits, practiticner trairving anc
delivery cystemns suited to the geriatric rieeds of patients

farmlies

°
Recogriition that life in America is, on averapge, a long life
for which we do not rew allocate sufficient finarcial anc

service support.

Asswrance to taxpaying adult childrer that their incomes will

be protected against major expenses of parental health care.

Rffirmatiok of the dignity and value of very old pecple, by

providing a humane system of comprehensive geriatric ceare.
Efficiercy and effectiveness in meeting the rieeds.

LA

FODTNOTES

cctnote 1: Notable is the work of Professor Arme R,  Somers. See

her spécial article, Long~Term Care for the Elderly and Disabled.

NEJY, 307:221-226, 198z, She proposes eliminating Medicare's

statutcory bar agaimst custodial care berefits, corsolicdation of

certain Medicaid, Title 20 and other public furcds, cost-sharing

for long-term berefits, and a new federal, state, and community

program to coordinate long-term care.

Eootrote 2a: Medicare was externded to cover persons with

end-stage renal disease, whether elderly or nots this is a

precedent for a disease-by-disease extension of .Medicare,

127

anc



O

ERIC

Aruitoxt provided by Eic:

126

which 1 consider ill-advised. Fraferable would be coverage of
individuals of any ape with incapacitating chronic illness
and other functional disabilities, such as nonelderly

patients with Rlzheimer'sdiscase.

Egotnotm 83 In 1984, the actuarial value of Medicare waz $2,210
a year, about one-third of the median income of elderly
personsi the American Association of Retired Persons has
estimated the cost of comparable private insuranqe to be 83,422
a year. Sourcet Aiken LH and Bays KD.. The Medicare Debater

Round 1. NEJM 31111196-1200, 1984. .

Egotnote 3: As with other public assiltance; Medicaid progrars
set a * limit on income ard assets the individual or farraly
may hcld and be eligible for coverage. Ar  cwned hore e
excluded in the councin: of assets.) Abcut 3.5 million eicders

are in Medicaid as well as Medicare.

Eootnote 43 In 1985, older Americans are ‘spencding an even
higher proportion of their income on hgalth care tharn they did
before enactment of Medicare (15%X). Despite the improvement in
Social Security cash bcnef1t§ for retirees, incomes of the
«lcderly are more likely to hover about the poverty line thar
are the younger-adult dncomes. Nonetheless, the program's
hospitalization deductible has doubled to %402 in the last four
years} and there is continued @xposure to inflationary
unpehsns in the nursing home. An estimatec one-third of
Medicare patients who enter nursing homes for long~term care
are officially poor within six months. In New York. State,

annual nursing-home expense can reach $40, 20Q.

Egotrnote ¥, Medicare costs have risen rapidly, about 15 percent a
year. The inflation not only ercded the financial protection
goals embodied in the original set of penefits but also blocked
any addition of benefits for long-term care, outpatient drug ancd
pr.YlntiV. care. Bctuaen.1976 and 1961.. Medicare beneficiaries
experienced an 80% increase in out—of-pocket liadilities f&r

noncOVchd services and products. In their search for security,

128



126

elderly persons bought private "Mecigap" insurarce, which, while
covering the Medicare deductibles and :oin;urances. did riot cover
long~-term care, outpatient drugs, or preventive care.

Foctrnote €2 Former Sccial Security Commissicrer Robert Eell
Provides & reasonable strategy of cost cortairment and 1rcrescec
reverues. He takes rnofe of the large ¢eficit in the federa:
bucget arc the subsicies given to Part F (supplemertary med:cal
insurance, largely physician coverape) from federal general
revenues. He wisely points ocut that Mecicare carnct effectively
cantrel its costs inceperderntly of the rest of the health care
sector of the U.S. ecoromy. An all-payers systemym in which a
state goverrmert regulates the paymerts that any third-part;
payer can make to institutions, has beer effective in New Yo
Statey it hele inflation in hospital prices belew the matioral
average for several years, Such a system is embocdiecd inve
proposed bill in Congress (Kennedy-Gephardt); under it, state
programs  that meet federal standards would receive federal aid,
very much in the style of the Caradiarn reticnal health ircurarce.
(Ircidentally, this mode! would have been pror:ied as part of the
:935 Sccial Security At had not President Recsevelt feared the
political influerce of the American Medical Assaciaticr in

defeating the entire peasure.)

For riew revenues, Mr. Ball's suggestions irnclude (1) raising
taxes on cigarets arnd alcohol, dedicating the ircreased income to
Felcicare; (2) extending Secial Security coverage to certain state
employees (rior. exempted) and shift their contributions tc
Medicare; (3) expanding the Social Security tax base by counting
employer :ontrihu§10n5 to group health ancd. life insurarce and
diverting this income to Medicare. By such messures, erough

.

maney woule be raisec to eliminate the Part B subsidiec ant

permit expansion. (Ball RM. Medicere: A Strategy for Protecting

anZ Improving It. Gererationg, Sunner 1985.) ’
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