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Energy Equity

Preface

In October, 1980, the National Retired Teachers Association and
the American Association of Retired Persons convened a White
House Conference on Aging, Mini-Conference on Energy Equity and
the Elderly. One meeting was held in Boston, MA, emphasizing cold
climate concerns and another in St. Petersburg, FL, addressing hot
climate concerns. The conferences developed recommendations on
five energy-related topics: Housing, Economics, Meaningful Roles
(Employment and Volunteer Opportunities), Health, and Social
Services. One hundred experts from aging, government, energy.
and academic organizations participated. Numerous creative and
coordinated approaches to mitigate the problems were suggested.
Some of the major recommendations are to:

o Eliminate discriminatory practices in eligibility require-
ments for energy assistance programs,

o Provide employment opportunities for older persons in the
energy field by removing a variety of barriers that dis-
courage participation.

o Coordinate energy assistance programs at the local level to
ensure a one-stop shopping approach for the elderly who wish
to apply for assistance.

o Improve and expand outreach activities associated with energy
benefits programs "o ensure that those elderly in greatest
need receive services.

o Provide increased funding for energy programs, ensure that
energy programs reflect specifir needs of states, and de-
velop new programs to help elderly pay their fuel bills.

o Earmark funds for applied research on the medical, social,
and economic impacts of rising energy costs on the vulnerable
elderly.

o Provide incentives to encourage participation of volunteers >
in a variety of energy programs.
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The meetings were funded by NRTA-AARP, the Community Services
Administration, the Department of Energy, and the Social Secur-
ity Administration. Seventeen leading organizations served on
a Program Advisory Committee, which helped design the materials
and agenda.

The recommendations in this report represent the concensus of
opinions of the delegates participating in the mini-conference
but do not necessarily reflect the views of NRTA-AARP, the con-
vening organization, or the government agencies that funded the
project.

Energy Equity and the Elderly: Introduction

Rising costs of energy have become a pervasive problem for older
Americans, pushing up the prices they pav for food, shelter, and
clothim, eroding purchasing power, and forcing many older people
to pay larger percentages of their incomes for fuel. Federal fig-
ures on energy costs document the problem. From 1972 to 1979,
fuel costs increased 197.3 percent, thre? times the rate of

other rosts in the Consumer Price Index.

These cost increases have caused hardship for the 35 million
Americans, including millions of elderly people, whose incomes
are below the poverty level.

Resolutions

The following sections contain the resolutions that were develop-
ed and adopted by the delegates at both sessions of the Mini-
Conference. Because of the page constraints defined for this
report, the resolutions from the two sessions have been consoli-
dated and abbreviated.

The resolutions are grouped into five basic categories: Economics,
Social Services, Health, Housing, and Meaningful Roles (Employment
and Volunteer Opportunities).

1 Hearing before the Subcommittee on Human Services, House
Select Committee on Aging, Augqust 28, 1979.




Economics

Americans receiving middle-level incomes spend approximately 10
percent of their resources for energy bills, while low-income
families pay 15 to 30 percent.2 Government data show that in
1978 on a national basis, low-income households including the
elderly poor were spending 17.8 percent of their income on house-
hold energy. Projections indicate that in 1980, poor household-
ers will spend at least 20 percent of their income directly for
household energy and, in some regions of the country, their
expenditures for energy will be more than 30 percent of their
incomes.

An estimated 5.2 million households headed by persons 65 years or
older fall below the poverty line set by the federal government,
which in January, 1980 was $3,600 for a single person living in

a city. Millions of other elderly householders live on incomes
above. the poverty line but substantially lower than the average
income of the rest of the population.

Resolution Topic: Economics

Description of Problem: Inequitable Money Transfer Systems

The millions of low- and moderate-income elderly, whose income
sources have not kept pace with inflation, must endure extra-
ordinary hardships because of the high and rising interrelated
costs of energy and housing.

Statement of Recommendation: Therefore be it resolved that:

There should be a major re-examination and reform of the exist-
ing welfare or income transfer system in order to create a more
equitable and realistic level of income for elderly Americans
and to reduce the negative impact of rapidly rising energy and
related housing costs. The following items should be carefully
considered:

1. Raise the benefits in the existing welfare and social
systems to realistic levels (e.g. not less than the BLS
Lower Living Standards);

Enact refundable tax credits for middle-income elderly;

2 iearing before the Subcommittee on Human Services, House

Select Committee on Aging, August 28, 1979.
3

Low Income Energy Assistance Programs: A Profile of Need
and Policy Options, July 1980, U.S. Department of Energy.




3. Create a realistic cost-of-living add on to Social Security
and other retirement insurance programs to reflect regional
heating and cooling differences.

4. Remove firancial and program eligibility disincentives in-
curred by elderly persons who share housing or reside with
friends or relatives.

5. Encourage employers to phase-in the retirement of employees,
hire elderly persons (part— or full-time) and otherwise
heip the elderly in maintaining earned income (without
concommitant disincentives by the government);

6. Expand weatherization programs to include free replacement
of heating units and other related equipment; and

7. Increase tax exemptions (e.g. sales taxes, real estate
taxes, etc.).

Description of Problem: Need for Direct Assistance to the Elderly

Increasing costs have forced many older people to cut back on

the necessary heating and cooling of their homes. Rising costs
also inhibit the purchase of medicine, clothing, food, and
appliances. Deprivation of basic needs not only causes adverse
physical conditions, but creates stress, anxiety, fear, and de-
pression and restricts social involvement that is basic to mental
health.

Statement of Recommendation: Therefore be it resolved that:

1. The Federal government must create a fuel assistance program
that gives priority to the elderly. It should be funded at
an adequate level and directed at those with low- and
moderate-incomes. Income guidelines should include a medical
costs factor, and eligibility standards should be structured
so as to reflect actual income at the time of assistance.

9. Fuel assistance programs funds should be provided on a multi-
year or permanent basis instead of on an interim one-year
basis. Program guidelines should ensure: coordination among
national and state agencies; consideration cf area-specific
needs for cooling, heating, and transportation; the increased
involvement of state governments in the design and impiementa-
tion .of programs in order to reflect each state's particular
needs.




3. Federal assistance should be supplemented by other
energy programs including: a) liteline or block rate sched-
ules, b) fuel and utility stamp program funds, c¢) direct
monetary assistance through state agencies, d) energy clini-
cians to train older persons and service providers in energy
use and conservation, and e) tax credits toward the purchase
of necessary health-maintaining applisnces (e.g. air condi-
tioners, heaters, and microwave ovens).

4. A consumer price index reflecting the special problems of
The elderly should be formulated.

W

Income transfer programs should be examined and modified to
reflect variable cost-of-1living standards.

6. Federal taxation and expenditures should be adjusted in keep-
ing with the rapid growth of the aged population.

Description of Problem: Unjust Discrimination in Energy
Assistance Eligibility Criteria

Single-person, elderly households are subject to unjust dis-
crimination through income eligibility requirements of existing
energy financial assistance programs. For example, under the
Low-Income Energy Assistance Program, single-person households
with an income substantially less than two-person households will
receive less financial assistance, even though their energy needs
are comparabkle.

Statement of Recommendation: Therefore be it resolved that:

Discrimination against single persons ir assistance laws should
be identified and eliminated.

Description of Problem: Need to Evaluate Home Energy Supplier
Practices

Home energy supplier practices and policies often have not ade-
quately considered the impact of rising energy costs on elderly
consumers.

Statement of Recommendation: Therefore be it resolved that:

1. Energy suppliers should evaluate rate structures that per-
tain to the elderly, and consider lifeline rates, conserva-
tion rates, etc.

2. Regulatory agencies must consider the special needs of the
elderly when making rate decisions.

3. The regulated energy industries should provide significantly

more counseling for elderly persons in the wise use and man-
agement of energy.
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Social Services

Many older persons depend upon a variety of social services to
fill some of their basic needs -- transportation, meals, emer-
gency fuel assistance, health examinations, and social gatherings
with their peers. Measuring the impact of rising energy costs on
these social services is difficult. A national organization
representing volunteer groups across the country conducted a
survey early in 1980 attempting to assess the impact of energy
prices on volunteer work, and published the results of its
findings.4 Some of the results of the survey included these:

1. A decrease occurred in the number of people volunteering
and the decline was not caused by normal seasonal varia-
tions.

[S¥]

About 90 percent of the volunteer groups believed the drop
resulted from higher costs of gasoline or periodic gasoline
shortages.

3. The groups reported a drop in the number of volunteers will-
ing to use their own cars.

The organization that made the survey expressed concern about the
scarcity of facts on the effects of energy costs on volunteerism.
"It is perhaps most distressing to note that not very much is
known about this problem," a spokesman said. "If agencies are
seeking out their drop-out volunteers they don't seem to be asking
direct questions about the reasons they quit.”

Gasoline costs have caused serious difficulties for many older
persons who need transportation. Many of them have reduced
sharply their travel by car. However, unlike others who can
simply increase their use of public transportation to reduce gas-
oline consumption, many older persons depend heavily on their
automobiles. Approximately 7.4 million older adults and handi-
capped persons experience some physical problem in using public
transportation, according to a study conducted in 1979 by the
U.S. Department of Transportation.

Resolution Topic: Social Services

Description of Problem: Increased Costs of Social Services
- Delivery

4 Newsline, a bimonthly publication of Volunteer: The
National Center for Citizen Involvement, May-June, 1980.
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Increasing energy costs for social services have caused cut-
back of and increased costs for essential services to the elderly.

Statement of Recommendation: Therefore be it resolved that:

When appropriating funds for social services and health care
programs, Congress should consider increases in operation and
transportation costs experienced by service providers as a re-
sult of increased energy costs. Congress also should consider
the development of health care and human resource programs and
the special accessibility problems experienced by the rural
elderly.

Description of Problem: Need for Improved Program Planning
and Development

Present social service programs often fail to adequately address
the elderly's energy-related problems.

Statement of Recommendation: Therefore be it resolved that:

1. Local service consortiums comprised of program providers
and elderly consumers should be funded .and organized.

2. Federal program evaluation and subsequent program planning
efforts should emphasize coordination.

3. Emergency energy mobilizatioa plans should be developed in
conjunction with the disaster plans currently mandated under
the Older Americans Act.

4. Long-term local planning efforts should strive for community-
wide application of conservation and renewable energy tech-
nologies.

5. Technical assistance, emphasizing cost-effective technology,
should be available to communities to help them develop
alternative energy sources. Senior citizens should be ex-
tensively utilized as employees and volunteers.

6. The administrative and operational regulations of the pro-
Jjects should be flexible and recognize each locality's uniqueness.

Description of Problem: Fragmentation of Energy Assistance
Programs

Existing energy assistance programs are complex and poorly co-
ordinated. This fragmentation results in increased costs,
duplication of services, limited accessibility, and client frus-
tration.




Statement of Recommendation: Therefore be it resolved that:

1. All levels of government should be encouraged to: simplify
and consolidate aging-related energy programs through re-
vision of governmental regulations; provide better planning
and coordination among agencies administering programs; re-
quire co-location of services building on the one-stop
shopping concept; provide expanded and more effective informa-
tion and referral services; and mandate and adequately fund
outreach programs to the elderly.

2. HHS, HUD, Communi‘y Development Block Grants, Title XX, Older
Americans Act, ACTION, CETA, weatherization and other DoE pro-
grams, and Farmers' Home Administration should require co-
ordination linkage and review of state and local plans. Appli-
cations and proposals for federal funding review should be
done by the chief local elected official(s).

3. Federal funds from these programs should be used to pay for
planning.

4. There should be incentives in the form of increased Federal
allotments for integrated energy services for the elderly.

5. DoE and a subcommittee of the White House Conference Domestic
Council should be authorized to review coordination and link-
ages at the Federal level.

6. The government unit closest to the people being served should
control the program whenever possible.

7. TFor a period not to exceed three years, Congress should
authorize that the Low-Income Energy Assistance Program be
administered through state block grants, thus reducing frag-
mentation substantially. The Weatherization Assistance Pro-
gram, the Community Development Block Grant Program, and
state energy assistance programs should be coordinated under
the auspices of the agency administering LIEAP. As part of
the guidelines for administering the program, the states must :
a) ensure the development and implementation of quality wea-
therization, conservation, and retrofit programs; b) make
provisions to ensure local coordination of relevant social
services; and c) develop local plans to ensure broad-based
energy assistance information dissemination and outreach, and
ideally, ensure that these costs are borne through a partner-
ship of public and private agencies.




Minority Opinion:

There must be a clear and ongoing Federal role in these programs,
even if they are administered through block grants. Federal
agencies should assist with problem solving, information sharing,
and the monitoring of staie activities to ensure that the inter-
ests of the target populations are addressed.

Description of Problem: Need for Outreach/Education Programs

The elderly's awareness of available services must be increased.
Many elderly are unaware oi services that are available to them.
Others, who know of these services fail to take advantage of them
because of the programs' "welfare' stigma,

Statement of Recommendation: Therefore be it resolved that:

1. Public funds should be used to purchase broadcast time on
radio and TV and space in newspapers in order to educate
the elderly about the availability and use of energy
services. ’

2. A corps of trained and informed volunteers should be organ-
ized to help other elderly with energy-related problems.
Funding for such a program might come from energy providers
as well as government at every level.

3. Community education programs located in the Agricultural
Extension Service, community colleges, etc. should be en-
couraged to offer programs and conduct workshops for the
elderly on housiug-related energy services.

4. Existing networks should be used to operate outreach pro-
grams for the elderly. These networks could include:
university extension services; energy extension services;
utility companies; community, school, civiec, and other
membership organizations; mayors; churches and synagogues; and
radio and TV public service announcements.

5. Energy providers shouid be encouraged to schedule neighbor-
hood-based seminars for elderly people to explain the most
efficient use of heating and cooling appliances as well as
weatherization techniques.

6. The Federal government should prepare useful, eye-catching
educational materials on government energy services and in-
clude them with Social Security checks.

7. The Elderly Outreach Fund program (available to national
organizations on aging under Title II1T of the Windfall Profits Tax)
should be increased from $3 million funding.

15




8. Information and referral services currently operated by
state and local agencies on aging should incorporate

references to energy services.

9. Information and training should be combined with a home
energy audit and made available through the Residential
Conservation Service.

10. Clients® privacy should be protected in all assistance
programs.

Description of Problem: Lack of Consumer Information

Elderly consumers lack adequate information and education, politi<
cal cohesion, and a general understanding of the impact of energy
decision-making.

Statement of Recommendation; Therefore be it resolved that:

The appropriate authorities or agencies encourage:. more dia-
logue between energy suppliers and the elderly; closer relation-
ships and cooperation between the major and small energy suppliers;
representation by the elderly poor on energy agencies' advisory
groups; and economic education and clarification of the issues

and needs of t¥ 2 1980's. '

Description of Problem: Need for Increased Consumer Protection

Some consumers have been duped by fraudulent and inefficient de-
vices that are promoted as saving energy in one!s home, car, or
business.

Statement of Recommendation: Therefore be it resolved that:

1. Better regulation of the new energy industry must be
developed, and this should include self-policing within
the industry.

2. New devices should be more fully tested before they are mar-.
keted, although businesses should not be overburdened by
rules and regulations.

3. Educational programs should be offered about performance,
efficiency, and safety of energy devices for consumers
(e.g., through Consumer Reports, Better Business Bureaus).

4, Warranties, guarantees, and other forms of consumer protec-
tion should be available to consumers who purchase energy
devices.

16




Description of Problem: Poor Transportation Systems

Many older people lack access to transportation and this causes
such problems as: 1) illness or poor health, because some
elderly cannot reach doctors' offices, public health clinies, and
drug stores; 2) nutritional deficiencies, because the elderly
cannot easily get to grocery stores, nutrition sites operated
through Area Agencies on Aging, and food stamp centers; 3) mental
health problems due to isolation and curtailment of social activ-
ities; 4) pedestrian accidents and exposure to inclement weather
when older people must walk to reach services; and 5) curtailment
of volunteer activities.

Statement of Recommendation: Therefore be it resolved that:

1.

Tax credits should be offered to transportation systems
(buses and taxies) that offer discounts ‘o elderly pas-
sengers and nroviders.

Cities should provide more comprehensive transportation
services to meet the special needs of the elderly.

More Federal and state funds should be allocated for trans-
portation to medical services.

More neighborhood physical and mental health clinics should
be established.

In programs using volurteers, a higher rate of mileage reim-
bursement should be offered for volunteer transportation as
opposed to staff travel.

Programs should be implemented that promote effective utiliza-
tion of existing and proposed transportation resources. These
should call for: revision of existing government rules and
regulations to allow more flexible utilization of transporia-
ti. 3 at all levels; common location of services for cost

e’ tectiveness; cooperation between the private and public
sectors to expand services; recognition that transportation

for social services programs (as they relate to the needs of
the elderly) is essential; expense reimburserent for volunteers
who transport older persons to essential services; and correc-
tion of the rural-urban disparity regarding the availability

of transportation services.

17




Health

Rising costs of energy can affect the health and life styles of
older persons. For example, if elderly persons lower room temper-
atures in winter, they run much higher risks than younger people
that they may suffer accidental hypothermia, a sudden lowering of
deep body temperature. The condition can be fatal if not treated.
If the elderly lack air conditioning in summer heat waves or they
reduce cooling levels, they are more likely to suffer fatal heat
stress.

Approximately 35 percent of the people 65 years and older have at
least one serious illness, such as cancer, heart disease, stroke,
arthritis, or a respiratory ailment.® TFor older persons with such
conditions, even temperatures below 65 degrees can endanger their health. Ad-
ditionally, a study of elderly householders showed that as monthly energy costs
rose, older householders spent less of their incames on prescription medicines.6

In some cases, terminations of energy supplies because of non-
payment of bills have seriously damaged the health of elderly
persons. In some areas, energy companies have adopted policies
against termination of services to residential users in an effort
to avoid such injury to the health of low-income people.

Resolution Topic: Health

Description of Problem: Need for More Local Initiatives

Medical, social, and economic problems are exacerbated by higher
energy prices, particularly among older Americans.

Statement of Recommendation. Therefore be it resolved that:

1. Utilities must be made aware of the importance of their
accountability, especially to the elderly poor on fixed
incomes. Federal laws should be established to ensure
such accountability so that the health of the elderly will
not be impaired.

2. Local energy clinics should be established to provide
counseling services (by local .volunteers) in health-
related matters affecting the elderly poor.

5 Hearing before the U.S. Ilouse Select Committee on Aging,
April 8, 1978.

6 Hearing before the U.S. House Select Committee on Aging,
April 8, 1978.
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3. Short-term medical contingency programming should be re-
quired at the local level, and an early-warning system
should be organized to help identify those who are most
vulnerable.

Description of Problem: Need for Health Research and Service
Programs

The elderly's reduced energy consumption often has a profound
effect upon their health and comfort. Stress-related illnesses
and physiological disabilities combine with inappropriate energy-
consuming lifestyles to contribute to serious health risks.

Statement of Recommendation: Therefore be it resolved that:

The Federal agencies concerned should be required to: 1. Dis-
seminate to the elderly and their families, useful information

on how energy conservation can be accomplished in a manner that
is non-injurious and, indeed, beneficial to the health and living
comfort of the elderly; 2. - Institute a policy of demographic

and medical research into the impact of curtailed energy use on
health, comfort, and well-being of the elderly; and 3. Dissem-
inate information to health professionals that will: a) make
them aware of the effects of cold and heat and reduced energy
consumption on the elderly; b) better enable them to recognize
and treat health-related problems in the elderly that are attrib-
utable to extremes of temperature and energy limitations; and

c) enable them to prescribe and disseminate information that

will help prevent hypo- and hyperthermia-related illnesses and
injuries to the elderly population,

Housing

Higher energy costs often create special housing problems for
elderly persons because of the specific qualiities of the dwel-
lings many of them occupy. A research study of housing for the
elderly said that more than 50 percent of all older persons
live in major metropolitan areas, about740 percent in small
towns, and only five percent on farms. Elderly persons, more
often than others, 1live in housing with heating problems.

7 The Housing Situation of Flderly Americans, The Urban
Institute, Washington, D.C., November, 1976.
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"Elderly-owned homes usually have a lower dollar value than

other owner-occupied homes do. This suggests that the elderly
are living in homes that are less well constructed and less
adequately insulated than the norm. There are indications that
elderly persons also spend less for home improvements and main-
tenance than the general population. This would also support the
conclusion ghat their homes are less likely to be adequately
insulated."

Weatherization efforts can help to increase conservation among
older persons desiring to stay in their own homes. Several Fed-
eral programs provide direct assistance for weatherization. How-
ever, weatherization is not cost-effective for many old and

dilapidated buildings which require extensive and costly rehab-
ilitation rather than simple energy-saving changes.

Energy costs in homes for the aged have skyrocketed in recent
years, and these costs have increased the prices older persons
and their families must pay for this kind of housing, said a
spokesman for the American Association of Homes for the Aged.

Resolution Topic: Housing

Description of Problem: Insufficient Weatherization

Many older people must endure special hardships in order to con-
serve energy. As compared to younger people, they are less able
to survive extremes of temperature, more likely to suffer from
chronic and acute illnesses, and less able to weatherize their
own homes.

Statement of Recommendation: Therefore be it resolved that:

1. Congress should authoritze more Federal funds for residential
programs.

2.  The Federal government should expand present weatherization
activities by developing labor through the Armed Forces,
ACTION, Green Thumb, Senior Community Service Employment Pro-
gram, Retired Senior Volunteer Program, etc. in addition to
CETA:

3 Weatherization aciivities should be improved by expanding
training programs and strengthening product and installation
standards.

4. Alternative energy technologies should be utilized in new
construction and the retrofitting of existing facilities.

8 Hearing before the Subcommittee on Housing and Consumer
Interests, U.S. House Select Committee on Aging, September 26, 1978.
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5. A variety of methods should be developed to finance weather-
ization and rehabilitation efforts. They should include tax
credits, Federally-granted or Federally-insured market-
interest rate loans, below-market interest rate loans, and
loan deferrals (e.g. delay of payment until the property
is sold or the estate probated). Taxing agencies should
grant accelerated depreciation for the cost of the improve-

- ments.

6. The Federal government should relax income eligibility re-
quirements for the rehabilitation and weatherization pro-
grams that it finances.

Description of Problem: Lack of Incentives for Independent
Living

There are few incentives for friends, family, and the community
as a whole to support independent living situations.

Statement of Recommendation: Therefore be it resolved that :

1. The Federal government should encourage family living
arrangements, For example, SSI payments should remain
unchanged for people electing to live with relatives.

2. Methods of reducing disincentives for new uses of elderly-
occupied single-family units should be investigated.

3. Methods of increasing the energy efficiency of older housing
units should be studied, with emphasis on local zoning and
building codes, financing, and cost effectiveness.

4, Local authorities should relax restrictions that discourage
shared housing.

5. New kinds of housing, such as congregate and small cluster,
should be built to provide feasible alternatives to single-
family homeownership.

6. Programs should encourage the development of smaller, more
energy-efficient housing units, and older persons should be
encouraged to move into this kind of housing through a
variety of relocation incentives.

Description of Problem: Insufficient Fousing Monies Available

Many elderly persons live in sulLstandard housing which needs
extraordinary weatherization and other, often costly improve-
ments to increase energy efficiency.
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Statement of Rggpmmendation: Therefore be it resolved that:

1. The Conservation Bank should make conservation grants rather
than loans, targeting those elderly with less than 80% of
median income.

2. The Solar Bank should make the elderly a priority beneficiary
for solar loans.

3. Cities and nonprofit - Community Development Corporations
should become lenders under the Solar and Conservation Bank
and establish more lenient homeowning requirements for the
elderly.

4. Cities should match Solar and Conservation Bank funds with
local Community Development Block Grant (CDBG) funds.

Description of Problem: Need for Landlords to Receive Weatheri-
zation/Rehabilitation Incentives

The nation faces a severe and grcwing shortage of affordable
rental kousing. Few incentives exist for rental housing owners
to institute weatherization and conservation measures.

Statement of Recommendation: Therefore be it resolved that:

1. A comprehensive program of weatherization and rehabilitation
assistance should be developed for existing rental housing,
with emphasis on housing for low- and moderate-income people.
Priority should go to buildings occupied by a high proportion
of the elderly. This program would: a) develop guidelines
for determining the economic feasibility of retrofitting
individual older multi-family structures; and b) require
an agreement by the owner 1o keep rents at the pre-improvement
level during some specified period of time. If the property
changes owners, this agreement should remain in force.

2. Rent subsidy and home improvement programs should include
special provisions to help elderly tenants improve a rental
property's energy efficiency. A proportion of rent subsidies
might be held in escrow or property improvement loans might
be made available.

3. The Federal government should sromote model local codes that
require landlords and rental property owners to meet minimum
energy-efficiency standards in order to continue to rent
property or to declare property depreciation as income tax
deductions.

4. lLandlords should be allowed to keep part of the profits
earned if they solarize their property.
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5. HUD and FMHA should receive discretionary funds that would
allow the development of projects that establish effective

and flexible approaches for delivery of weatherization and
conservation programs.

6. The current policy of encouraging conversion to individual
meters from master meters in multi-family rental housing
should be aholished because of the tenant hardships and
inefficiency created by the conversions. HUD regulations
and Federal tax credits and loans should not subsidize
these conversions. State regulatory agencies should adopt
new regulations that prohibit conversions from master-
meter situations to individually-metered situations.

Minority Opinion:

Individual metering in multi-family dwellings historically has
encouraged conservation, which is consistent with the nation's
interests. This is a more equitable approach because consumers

- only pay for what they use. Help should go to those persons who
need help to pay their bills.

-

Meaningful Roles (Employment and Volunteer Opportunities)

Despite the severe hardships that rising energy prices have
imposed on elderly people, many older persons across the nation
have demonstrated that they are not coatent to play a passive
role during the energy crisis. Many are working as paid em-
Ployees or volunteers to help solve the problem. Older persons
often can work more effectively than younger people to give
energy assistance to other elderly. They have direct experience
with the special energy needs of their peers and with the pro-
grams that are tailored to meet these needs.

Older persons have demonstrated a willingness to dedicate time

to energy assistance programs and success in helping make the
programs work.

Resolution Topic: Meaningful Roles

Description of Problem: Limited Energy-Field Employment
Opportunities for Senior Citizens

Several practices prevent the elderly from finding employment
in the energy field.




Statement of Recommendation: Therefore be it resolved .hat:

1. Energy employment opportunities for seniors must be expanded
with emphasis on flexible work patterns, flexible work weeks,
and adjusted salary schedules. Further, existing age dis-
crimination laws should be rigorously enforced.

2

Federal regulatory barriers to participation in the workforce
by seniors should be identified and removed (for example,
reduction in Social Security benefits for dollars earned).
Mandatory retirement should be climinated.

3. Intergenerational interaction should be encouraged by in-
volving both younger and older Americans in energy-related
training programs.

4. Employment of elderly in Federally-supported energy programs
such as the Solar Bank, weatherization programs, residential
conservation services, etc. should be encouraged. Business,
industry, and community leaders, as well as service providers,
should be educated about the roles that older persons can
play in energy programs.

5. Local chambers of commerce, voluntary action centers, and
other appropriate organizations should develop energy skills
banks to include those who have skills which could be util-
ized in solving energy problems and those who would be
willing to be retrained to work in energy projects.

6. Congress should provide increased tax incentives to encourage
the private sector to employ the elderly in energy-related
projects.

7. Necessary training that will enable seniors to enter energy-
related fields should be developed and offered nationally.

Description of Problem: Inacequate Information Distribution

There is inadequate information distribution concerning education,
emp oyment, and training for elderly persons in energy-related
occdapations.

Statement of Recommendation: Therefore be it resolved that:

1. The Social Security Administration should publicize energy
education, training, and employment programs.

2. Information and referral center personnel, outreach workers,
and other agency staff serving the elderly should be trained
concerning energy education, employment, and training oppor-
tunities.
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3. Senior centers and other older Americans' programs and
organizations should be used to disseminate information
about energy-related opportunities for voluntary and em-
ployment roles,

Description of Problem: Disincentives to Volunteerism

The increase in fuel costs, decrease in available fuel, high cost
of auto repairs and maintenance, and expense of insurance have
resulted in disincentives to volunteerism. This results in in~
creased costs for services, cutbacks in the sporadic availability
of services, and reduction of the amount of informal sharing.

Statement of Recommendation: Therefore be it resolved that:

1. Tax systems at the Federal, state, and local level should
be utilized to create incentives to volunteerism.

2. Public and private agencies should be encouraged to reimburse
volunteers for out-of-pocket expenses. To encourage this ef-
fort, the agencies might obtain tax incentives. Funds to
reimburse these expenses should be made available through
government and private sources.

3. Low-cost liability insurance should be made available to
agencies using volunteers.

4. Funds available under the Windfall Profits Tax should be
used to supplement public and private volunteer programs
operated by senior citizens' organizations, private volun-
tary groups, and local government initiatives.

Description of Problem: Need for Advocacy

The elderly represent a potentially powerful collective force in
the resolution of energy problems, but the potential has not been
fully realized.

Statement of Recommendation: Therefore be it resolved that:

1. The existing aging organizations should advocate for the reso-
lution of the elderly's energy problems.

2. Older persons who possess appropriate knowledge and useful
expertise should be utilized as resources to advocate,
establish, deliver, and evaluate energy services designed
for older persons.

3. Aging organizations should commit resou.'ces to organizing

older persons in order to enable them to participate in
these activities.
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4., Aging organizations should be urged to organize coalitions
of service providers (energy and social services) and other
appropriate organizations to advocate for and facilitate
the coordination of aging-related energy programs.

Follow-up

Additional information about the Energy Equity and the Elderly
Mini-Conference is available by contacting: Program Development
Section, NRTA-AARP Program Department, 1909 K Street, N.W.,
Washington, D.C. 20049. .

»
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Nonservice Approaches

Introduction

On February 6, 1981, a White House Mini-Conference was convened by
SRI International under the auspices of the 1981 White House Con-
ference on Aging and with the support of the Administration on
Aging.

The Mini-Conference brought together 70 participants from state
and local government, state and local units on aging, community-
based advocacy organizations, the private sector, the nonprofit
voluntary sector, and the mutual support sectors. The agenda of
the meeting was to. consider how local governments can mobilize
their own resources, and those of the private and mutual-support
sectors through the use of traditional governance tools in new
ways and through establishing new relationships that better res-
pond to the needs of the aged. The meeting focused on what have
been called nonservice approaches to problems of the ajed.

The meeting invited participants from different sectors to state
their views on how nonservice approaches to problems of the aged
could be used and specifically what steps need to be taken to in-
crease their use. The basic question considered by the Mini-
Conference was the extent to which increasing the capacity of both
governmental and nongovernmental sectors to develop nonservice
approaches should be a fundamental element of the 1981 White House
Conference. These proceedings present the theme of the conference
and the key findings and recommendations made by participants.

Nonservice Approaches: Using the Ability to Govern

as Well as the AbiTity to Spend

The problems of the aged, in many cases, result from characteris-
tics of markets (housing, employment), actions of public and pri-
vate institutions (individual firms, landlords, hospitals), and
behavior of individuals (family, friends, and neighbors), as are
the problems of other populations. The traditional human service
delivery system is designed to fill gaps and, to some extent, ame-
liorate flaws in these systems. However, growing fiscal con-
straints, changes in needs, and fundamental attributes of service
delivery systems have necessitated development of additional ways
of responding to problems of the aged.
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Public, private, and mutual-support sectors each play an important
role in meeting the needs of the aged. While each sector can
change its own practices and policies to better respond to issues
in aging, there are many actions that local government can speci-
fically take to assist other actors or to provide inducements to
better response. The use of nonservice approaches represents a
way in which local government can initiate or be encouraged to
provide appropriate incentives for better mobilization of each
sector's resources.

Nonservice approaches are based on the use of traditional govern-
ance powers by local government in new ways. Governance powers,
such as regulation and deregulation, tax policy change, adminis-
trative reform, promotion of self-help, and public advocacy can be
used to influence the behavior of markets, institutions, and
individuals. Local governments can also encourage and assist in
the creation of new roles and relationships between the govern-
mental and nongovernmental sectors and within the private sector.

Used in these ways, nonservice approaches can provide the low-
income elderly with alternatives to markets they can no longer
participate in effectively, such as housing, or transportaticn.
Nonservice approaches can address the actions of institutions to
help them become more responsive to needs of older adults in such
areas as employment opportunity, and for continued independent
living. Finally, these approaches can address individual behavior
by facilitating and providing incentives (or removing disincen-
tives) for existing self-help activities (home care, activities of
daily life) and new support roles (mental health, employment).

The purposeful use of nonservice approaches at the local 1level
increases the range of tools government can use to address the
problems and needs of the aged in specific local settings. While
such approaches do not replace traditional service delivery pro-
grams, they can reduce pressures on them by providing alternatives.

Constraints on Traditional Approaches

A complex shift in the social welfare needs of the aged and in the
availability of resources for responding to those needs is taking
place. The aged are growing in number and could easily reach 30
million by the year 2000. Independent 1living, deinstitutional-
jzation, and continuation of existing life-style are key dissues
and objectives among the aged. Current policies of service deliv-
ery attempt to respond to these objectives. Yet, despite the $150
billion spent in 1979, direct services cannot meet all of the
needs that exist.

In addition, the current fiscal climate is such that growth in
both categorical and 1local program funds is 1likely to be
constrained. Tax limitation initiatives have seriously impaired
the ability of local governments to carry out service delivery
activities. The ability to use expenditure-based service delivery
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strategies has slowed down, and local governments have started to
recognize that these approaches could not, even given unbridled
growth, ever meet all needs. Certain service delivery activities
are perceived as inappropriate for clients, compounding concern
over use of scarce resources. A1l of these conditions have
encouraged local governments to examine what they could use in
addition to, or rather than direct expenditure to complement and
expand existing services.

Categories of Nonservice Approaches

The six basic types of nonservice approaches that can be used to
better utilize public and nongovernmental resources are described
below.

Regulation and Deregulation--The police powers provided to local
governments by the states represent tools with which cities and
counties have traditionally pursued maintenance of the health,
safety, and welfare of their constituencies. Regulatory mechan-
isms have traditionally been used to prevent action construed by
local government as being against the public's best interest, such
as zoning %o prevent incompatible land-use or licensing to prevent
unsafe practices.

Nonservice approaches to regulation are based on using traditional
local powers in ways that emphasize positive action. Nonservice
approaches using regulatory powers can also involve purposeful
deregulation, designed to encourage desired behavior by nongovern-
mental actors. Thus, through the intentional targeting of regula-
tory powers, local governments can promote and marginally direct
certain market-focused activities, such as protecting low-income
housing stock, stimulating provision of care, preventing discri-
mination by institutions in housing and employment, and enabling
mutua; assistance activities (homesharing and paraprofessional
roles).

Specific approaches include:

Flexible zoning and code enforcement to permit shared living
arrangements such as shared housing and in-law apartments.

Condominium conversion controls to protect housing units 1ived
in by the elderly.

. Anti-age-discrimination ordinances to protect housing rights.

. Reduction of constraining licensing laws to allow food banks
and health care alternatives.
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Tax Policy Change--The traditional purpose of most forms of taxa-
tion has been raising money to fund specific programs of serv-
ices. Cities and counties, however, have recognized some nonreve-
nue implications of tax policy and sought to use such implications
to their advantage.

Nonservice tax policies such as flexible collection practices and
deferrals can be used to reduce financial burden. Deductions can
be permitted to encourage new social roles by families and busi-
nesses. Tax disincentives can also be used to protect vulnerable
neighborhoods.

Specific approaches include:

. Locally administered property tax deferrals until sale of home
which allow the elderly to keep their homes.

. Circuit breaker tax policies which reduce tax burdens.

. Tax exempt revenue bonds used to provide lower interest loans
for housing for the aged.

Administrative Change-~In the past, administrative procedures have
been used in narrowly defined ways, often creating more obstacles
to assisting special groups than opportunities. Local governments
are now using administrative changes to address social and commun-
ity objectives, such as improvement of housing stock and meeting
social welfare needs. This is being achieved through the flexible
use of public resources (such as schools, government buildings,
buses), the targeting of administrative practices (such as code
and tax delinquency enforcement), and development of innovative
changes in administration to permit new roles for needy groups in
public service (modified job classifications), and changes in the
location and form of services.

Specific nonservice approaches include:
Matching older adults for home sharing.

Local government use of flextime and Jjob sharing to make
public sector jobs accessible to the elderly.

. Promoting organization of area-wide food salvaging, banking
and distribution systems.

. Flexible use of public facilities for nonprofit service pro-
grams.

Public Advocacy--Local governments have become increasingly aware
of how they and their constituents are influenced by local and
intergovernmental policies. Consequently, cities and counties
have become more aggressive in the use of their legal powers to




deal with other levels of government and the private sector. Jur-
isdictions have sought redress of resource allocation inegquities
in court against adjacent communities, public bodies, and private
sector actors. The reduction of rate increases by utilities or
insurance companies are issues around which law suits have been
brought. Cities and counties are also using their inherent cor-
porate power to lobby politically on critical issues at state and
local levels.

Specific examples include:

. Advocacy before state legislatures to enable private sector
use of reverse annuity mortgages.

. Advocacy of state elimination of retirement age in public and
private sectors.

. Rate reduction lawsuits against discriminatory 1lending and
auto insurance policies .

. Advocacy for tax reforms to shift burdens from the poor and to
encourage private giving.

. Advocacy for expansion of PSRO's to cover office visits,
clinic visits.

Public-Private Collaboration--The nonservice concept views the
private sector as an integral element of the community, with
responsibilities and potential for meeting needs of the community,
as well as needs of its owners, clients, and employees either
directly or as a partner with local government. The private sec-
tor can use powers such as direct giving, in-kind assistance (pro-
fessional advice, loaned manpower, facilities, training), opera-
tions (direct services to employees and the community, design of
products), and use of investment power to aid the elderly. Local
government can promote use of such private sector resources and
develop joint approaches to some problems.

Specific nonservice approaches include:

. Investment by private firms and unions in housing for the
aged, and housing rehabilitation, with local government pro-
viding incentives to promote this action (flexible zoning, tax
incentives).

. Increased work opportunities for retired workers (organiza-
tion of private employment firms for aged, flexible schedul-
ing).

Nursing students and interns providing screening in public

housing, and congregate care units, with local government
facilitating organization of services in public facilities.
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. Business programs to encourage well-being of older employees,
and develop health resource access for older community resi-
dents.

Promotion of Self-Help--Although America has a tradition of plac-
ing emphasis on the role of self-help and voluntary associations
in meeting community needs, local governments have generally done
Tittle to facilitate this process. Increasingly, however, public
decisionmakers are vrecognizing the significance of individual
neighborhood-level, and community organization approaches to
directly meeting community development and social welfare needs.
Self-help (including mutual help and informal support) can be of
particular importance to the aged because it supports traditional
values of avoiding dependency and stigmatization.

Specific nonservice approaches include:

. Group living cooperatives and housing brokerage, with govern-
ment support of these alternative arrangements.

. Older adults organizing private nonprofit employment firms
that provide new jobs for seniors.

. Organization of food buying clubs, food banking, and distri-
bution centers, with 1local government waiving constraining
regulations, offering space and equipment.

. Organization of peer-assistance activities, such as widow to
widow counseling, with local government reducing regulations
and administrative constraints on paraprofessionals, and
incorporating such activities in senior centers and welfare
offices.

. Mutual support activities for elderly (home visiting), with
local government SSI Title XX providers identifying family,
neighbor, or community supports.

Constraints on the Use of Nonservice Approaches to Address Needs
of the Aged

The six categories of nonservice tools can be used in a number of
different ways to address local problems. To date, however, few
local governments have systematically examined how they could use
nonservice tools to strengthen public and nongovernmental sector
response to specific problems, particularly those of the aged.
Studies have found that most local governments are using one or
more approaches in a reactive way to problems they perceive, such
as downzoning a neighborhood to stop displacement of residents.
Little attention has been given to considering the context of
problems and how the broad array of local actors, both govern-
mental and nongovernmental, could pe brought to act on a given
problem. Often there is a strong iine agency, or program point of
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view that narrowly defines the potential target or beneficiary of
a policy change. This tends to preclude other agencies (e.g., the
tax assessor, fire department, purchasing, or planning department)
from considering how thke policy tools they can direct could be
applied to an issue of another target group, such as the aged.
Thus, the policies of the planning commission concerning housing
are rarely examined by the social welfare department or area
agency on aging in terms of how they might affect the housing
supply for the aged.

How Different Sectors View Nonservice Approaches

William J. Hanna, Director, Division of Services for the Aging,
Colorado set the overall theme for the White House Mini-Conference
when he said:

"Unfortunately, the mere existence of the White House Conference
on Aging tends to drive participant's thoughts--mine included--
into a federal-government-targeted mentality. After all, this is
a national conference and therefore directed toward national
(i.e., federal government) policies. This mindset is difficult to
overcome, and sets the participants into a 'them' and 'us' dicho-
tomy. We are going to Washington--either in person, or through
ou~ written recommendations--to tell them (generally the govern-
ment) what they should do to make it better for us. My purpose is
to suggest a redirection of this bias. For the White House Con-
ference on Aging can also provide an excellent forum for us to
speak to ourselves about what we can do locally to make it better
for all of us."

Local General Purpose Government

City and county governments across the country are making use of
nonservice approaches to address the needs of the aged, as Mayor
William E. Hanna, Jr. of Rockville, Maryland said:

"Essentially, then, Mayors and other local officials must address
the question of resource allocation. We have a choice of cutting
services to the 'truly needy' or seeking more effective and effi-
cient uses of available resources. [One way is] a nonservice
strategy as an alternative approach to ensure the necessary Serv-
ices for the elderly. Rather than the local governments providing
or funding direct services to the elderly, this approach seeks to
utilize the governance powers of local governments to facilitate
services."

Many innovative strategies being used by local governments were
described in the meeting. For example, nonservice approaches are
being used to address individual aspects of the need for afford-
able housing. In many places homeowners are being allowed to
request zoning waivers to allow the construction of "granny flats"
for elderly parents. Condominium control ordinances are being
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enacted in some cities; homesharing programs are being started in
others. No city or county, however, appears to be examining the
local scene to identify all of the opportunities to use nonservice
approaches that would increase the supply of appropriate and
affordable housing available to the elderly.

To expand the use of the nonservice approach to problems, it will
be necessary to provide incentives to local governments to adopt
nonservice approaches. Local governments are now rewarded for new
service delivery programs by larger budgets, more staff, and
higher counts of numbers of persons served. Nonservice approaches
to problems, although they may provide more lasting and satisfac-
tory results, have no such rewards. In addition, because they
address causes and because they entail change, nonservice
approaches may take greater initial innovative capacity among
staff than service delivery approaches in which compliance and
productivity are the main emphases at the local level.

More understanding of how nonservice approaches relate to service
approaches is also needed. As Doris Dealaman from Somerset County
said:

"We need to develop some wunderstanding of how nonservice
approaches relate to service approaches...how serious a problem
can we address with a nonservice approach? In particular, can we
identify those areas and programs which cannct be replaced by non-
service approaches, no matter how poTitically and financially
attractive such cut-backs might appear?”

Nonservice approaches also result, some participants pointed out,
in the private sector and individuals taking responsibility for
some services that will, as a result, no longer be under the con-
trol of local officials. Elderly persons, for example, may prefer
self-help housing arrangements that do not meet the standards of
appropriateness that govern some publicly financed housing. Also,
some measures adopted by local community groups or churches may
benefit specific groups of elderly who live in one neighborhood or
belong to a particular church. Thus, the pluralism inherent in
nonservice approaches by the private sector may require the devel-
opment of new attitudes and techniques among local governments in
areas where the government itself is npot employing nonservice
approaches.

Local governments can be constrained in the kinds of nonservice
approaches they can consider by intergovernmental factors and by
the particular configurations of capacity and policy in the local
private sector (including both business and the nonprofit or
voluntary sector). For example, tax policy is not set at the
local level in many states.

There are also political constraints within jurisdictions. For
example, local use of tax policy change may be permitted by state
law, but limited by local fiscal needs that make it politically
risky to seek approval for any tax measure that would either

38




increase tha tax burden or decrease local revenues. Changes in

zoning may be opposed by homeowners who fear some loss of market

value as a result of permitting homesharing in single-family resi-

?gntial areas or the installation of mobile homes as "“granny
ats."

Finally, because the opportunities for the use of nonservice
approaches are often specific to local Jjurisdictions with their
political, intergovernmental, and private sector constraints, par-
ticular nonservice approaches can rarely simply be mandated by a
higher level of government. At the same time, higher levels of
government can encourage the adoption of nonservice approaches by
rewarding their use, by assisting local governments to develop
their own capacity to iwplement nonservice strategies, and by
encouraging the private sector to implement nonservice strategies.

In sum, local governments have an inherent capacity to use govern-
ance tools to more strategically address problems of the aged by
refocusing their own roles and encouraging nongovernmental sec-
tors. However, cities and counties have to increase their knowl-
edge of alternative approaches and overcome the particular local
and intergovernmental obstacles they face.

Area Agencies on Aging

Area Agencies on Aging (AAAs) have been quite active in developing
nonservice approaches to address the problems of the aged, partic-
ularly nonservice strategies using volunteers. As Commissioner
Adelaide Attard of the Nassau County Department of Senior Citizen
Affairs in New York said: "We see an ever-increasing involvement
of the private sector with [AAAs] to help underwrite the cost of
providing services to the ever-growing senior population."

At the same time, AAAs established at one level of government (the
county, for example) may tend to be isolated from local government
at other levels (the city, for example), and may tend to form
relationships with only that portion of the private sector that is
specifically concerned with aging. Such isolation can limit the
kinds of nonservice approaches AAAs can consider; for example,
without close interaction with local government, the AAA can only
react to, not help to initiate, nonservice strategies that depend
on the use of local government powers. Similarly, without that
close interaction, nonservice strategies that the AAA desires may
be blocked by local government. In Nassau County, for example,
homesharing agreements had been reached with landlords, but the
actual possibility of homesharing did not exist in many areas
because of zoning regulations. Thus, there is a strong oppor-
tunity for AAAs to increase their effectiveness in helping to
develop nonservice approaches by linking with all levels of local
government, including the elected officials, rather than working
with functional departments or only with the level of government
at which they are established.

39




State Government

Many states are now explicitly examining the potential of non-
service approaches. For instance, Cynthia Koeck, representing the
Human Resources Division of Minnesota's State Planning Agency,
said:

"It has been quite clear in our examination of the programs and
policies affecting the elderly that many programs are character-
ized by a presumption of need by all elderly individuals and a
presumption that providing services to those individuals is the
best way to meet that need. It is our feeling, based on the pre-
liminary results of our study, that (1) all elderly may not have
service needs, and (2) the traditional programs and services may
not be the best way to meet the needs that ao exist."

The role of state government in implementing the development of
nonservice approaches is different in significant ways from the
role of 1local generalpurpose government. States can provide
incentives for local governments to consider nonservice
approaches, can fill an important networking function, and can
enable (by legislation or changes in regulations) the development
of new types of local initiatives. For example, a state legisla-
ture can permit the use of reverse annuity mortgages so that
elderly persons who own homes that have appreciated to a very high
market value can convert that asset into an annuity without losing
the home. Similarly, a state insurance commission can require
that volunteer drivers be insured at a rate that is not as high as
the commercial drivers rate to encourage volunteer drivers.

One major concern of state government about nonservice approaches
is that they may not have the intended effect on the intended tar-
get population. Another concern is that they not be used either
at the local level, or at the federal level as replacements for
the delivery of needed services.

State Units on Aging

State units on aging are in an excellent position to act as advo-
cates for nonservice approaches. In particular, they can make
sure that state agencies take account of the needs of the elderly
in regulations and practices even though the agency focus may be
quite different. For example, Mrs. Lou Glasse, Director of the
New York State Office for Aging, reported that in New York State,
the unit on aging at the state level was able to make sure that
programs in crime prevention and housing rehabilitation took
account of the needs of the aged in localities in which they were
set up.

At the same time, state units on aging are in an excellent posi-
tion to carry out a networking function among local governments to




make sure that information on nonservice approaches used success-
fully in one jurisdiction is available to others that might adapt
such approaches for their own needs.

Some state units on aging can address problems that local programs
designed to meet the immediate needs of the aged cannot meet. As
pointed out by William J. Hanna, programs that assist the elderly
by giving them funds to pay *heir heating bills are, in effect,
subsidies to fuel companies. A state weatherization program grant
can alter that relationship, but may involve liens that are unac-
ceptable to elderly homeowners. In this context, state units on
aging may be in a particularly valuable position to explore new
patterns of response that take account of both the needs of the
aged and the needs of business.

Community Based Advocates

Organizations such as the Gray Panthers, the American Association
of Retired Persons, and neighborhood associations of various kinds
can not only mount nonservice approaches of their own but advocate
nonservice approaches at the local and state lev-ls.

William J. Hanna pointed out, however, that "'ownership' of issues
facing seniors cannot be limited to the elderly and their advo-
cates, or to one level of government or sector of society. Effec-
tive advocacy often requires that community groups orginized among
the aging support initiatives that will for example, help all low-
income people, not only the low-income elderly, those that will
help all disabled people and not only the disabled elderly, and
those that will help all families, not only those with elder®;
family members. Examples might include advocacy for local condo-
minium conversion control ordinances or for state Good Samaritan
laws that release the donor of goods from liability for defects in
those goods.

According to Joseph Davis, who chairs the Housing Task Force of
the National Gray Panthers, both the old and the young in many
cities have a strong mutual interest in affordable housing and
have been working v.gorously together to develop programs whereby
tenant associations can buy apartment houses scheduled for condo-
minium conversion and convert them to co-op housing.

Finally, Sidney Gardner of the Hartford City council (Hartford,
Connecticut,) added:

"Lobbying which is predictable is discounted heavily in the poli-
tical arena. Every legislator expects to see agency executives
and boards defending their own programs, and when public sector
cuts affect the voluntary sec%or, such lobbying is widespread.
What is less predictable--and thus more effective--is broad-based
advocacy on behalf of clients, o her programs than one's own, and
allocations to a broad functional area rather than solely to one's
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own program. Whether advocacy will be so defined by voluntary
groups serving the elderly may do much to determine the
effectiveness of such advocacy in years to come."

The Business Sector

The private sector already represents an important source of sup-
ports for the aged. However firms can extend the resources avail-
able to address the problems of the aged by contributing funds, by
lending expertise, facilities, or equipment, by investment, or by
targeted use of ordinary business operations. Firis can collabo-
rate among themselves, with government, with voluntary organiza-
tions or they can act independently In several cities, firms
give discounts to seniors. In one city, a church provides facili-
ties for a senior center and the carpeting for the center comes
from a corporate headquarters that renews its foyer carpeting
annually. Corporate contributions maintain the Baltimore Fuel
Fund, which helps offset energy costs for low-income groups. One
company has an executive--on full pay--loaned to an Area Agency of
Aging to develop a preretirement counseling program for local-com-
panies. Corporations also are looking at the development of res-
pite care facilities for elderly relatives living with employees,
are hiring retired employees as vacation replacements, are invest-
ing in housing for the elderly, and so on.

Private firms, whether large or small, have valid interests that
are served by aiding the elderly. For soue, it is a matter of
maintaining a corporate history of being interested in the larger
community; for others, it may be a matter of improving conditions
for the company by improving the community as a whole; for still
others, aidiny the elderly is their line of business. Also, com-
panies may address specific income and social integration needs of
the aged by making an effort to change their policies towards
older workers. This 1is increasingly involving such policies as
flexible work scheduling, job sharing, and definition of new work
roles.

Local governments as well as members of the private sector, are
increasingly giving thought to how changes in public sector poli-
cies can strengthen private policies beyond their current level.
Government and firms are examining how local government tools,
such as zoning, code practices, tax incentives, and administrative
changes can be collaboratively developed to enable meeting needs
of the aged. It is here, in a more organized manner, that non-
1overnmental resources, such as housing, employment, and social
cupports, can be more effectively mobilized.

The Nonprofit Voluntary Sector

The nonprofit voluntary sector has long been involved in meeting
the needs of the aged. However, as Sid Gardner, a member of
Hartford's City Council said: "The context of this involvement is
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changing. Financial strains such as inflation, are eroding the
impact of charitable dollars. The proportional private funding of
nonprofit agencies 1is outweighed by current public dollars.
Increased regulation of voluntary agencies, through purchase of
service contracts and pressures for accountability in the use of
public funds by nonpublic agencies are constraining innovative use
of resources for the aged. There is also increased competitive-
ness between nonprofit organizations for scarce <charitable
resources and public contracts."

Under all these pressures and trends, interest in nonservice
approaches has grown among nonprofit and voluntary organizations.
Although these activities have often been informal and unsystema-
tic, there are five areas where nonprofits are increasingly pur-
suing nonservice policies.

First, nonprofit voluntary agencies can advocate for tax policy
change. At local, state and federal levels, tax policies that
encourage charitable giving by the private sector and individuals
are a particular area of interest among nonprofits. Advocacy for
reform of tax policies that directly impact the aged is another
form of tax policy change that is being undertaken.

Second, advocacy is being targeted on specific service delivery
and legal issues confronting the aged. Nonprofit organizations
are participating in planning forums as well as litigation that
helps to better ensure existing resources are provided to those
most in need. Issues being addressed include location of senior
centers, the routing of public transit, and patterns of community
development. .

Regulatory policy is a third area of advocacy that nonprofit
organizations are undertaking. Nonprofit-voluntary agencies are
affected as both the targets of regulation (licensing, certifica-
tion and other operational constraints) and the potential benefi-
ciaries of deregulation in certain areas. Nonprofit voluntary
organizations are working examining how their operations are
affected by regulations and how they can encourage reforms that
enable them to better serve special populations, such as the aged
in broader and more cost effective ways.

Fourth, nonprofit-voluntary organizations are using nonservice
approaches involving collaboration with the private sector. They
are finding that certain activities, such as establishing a senior
center, or a wellness program can be enhanced by corporate or
small business participation, both in terms of donations of mate-
rials and expertise. Such activities may range from the develop-
ment of an adult day center within a firm to donation of carpeting
and furniture to a senior center.

Finally, nonprofit-voluntary orgnizations are beginning to pay

attention to their own role in strengthening mutual-support activ-
ities in the community. Some organizations are providing
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supportive service to children who are taking care of frail
parents. Other organizations are helping to organize self-help
networks in neighborhoods.

In sum, nonprofit voluntary organizations are using nonservice
approaches to meet the needs to the aged as financial and adminis-
trative forces increasingly constrain their activities. Advocacy
on tax, regulatory policy, adminstrative reform, collaboration
with the private sector and promotion of self-help are emerging as
essential roles for the nonprofit voluntary sector to play in
order to assist the aged.

Self-Help Groups and Citi..ns

Although there have been extensive changes in family composition
over time, as well as in a wide range of social mores and values,
the practice of self-help, mutual aid, and informal support has
endured. Self-help includes the kinds of informal support pro-
vided by relatives, neighbors, and friends, for frail or homebound
elderly, the kind of mutual aid where a neighbor shops for an
elderly widow in return for sewing and mending services as well as
community gardens and food-buying clubs.

While family based self-help has always existed, self-help in the
past was not always spontaneous but was fostered by a variety of
institutions including churches, fraternal organizations, and vol-
untary associations c¢f all kinds. Mrs. Phyllis Ehrliich from the
Rehabilitation Institute of Southern Illinois University pointed
out that training is needed to teach groups how to organize self-
help and mutual aid programs and how to tap informal support net-
works.

Government sometimes set up barriers to self-help. For example,
if several elderly people share a home and the tasks of maintain-
ing that home and assisting each other, their income as a house-
hold is counted for the purpose of computing SSI or Food Stamp
eligibiliy, this effectively excludes homesharing for low-income
elderly, no matter how appropriate it would be for a particular
group of elderly or how much less it would cost than housing each
one individuaily and paying for the supporting services.

A second kind of barrier to self-help, which can be found in the
voluntary agencies as well as in the public sector, is that many
agencies are aveilable to provide direct services but there is no
routine system or group that is available to act not as a provider
but as matchmaker, a broker, or a faciliitator for self-help or
informal support. If an agency worker provides a brokerage serv-
ice, he/she may be out of compliance with agency guidelines if one
of the persons helped is not eligible for agency service deliv-
ery. If a worker gets a neighbor to agree to drop in daily and
make sure everything is all right, that usually does not count as
an agency friendly visit in reports to a funder.
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Local, state, and federal governments need to consider how to
encourage and reward the range of self-help and mutual support
activities that exist or could exist. While many studies demon-
strate that mutual supports are both esscintial for well being and
for meeting basic needs, local governments have only started to
examine how their regulatory, tax and administrative powers could
be used to promote actions in this sector. New approaches that
are emerging include encouraging the role of nonprofit providers
in helping the helpers (family) to help maintain their involve-
ment. Local governments are also refining traditional profes-
sional roles and use of facilities to provide opportunities for
self-help. Local governments now need to increase their use of
policies that strengthen self-help in all these areas.

FINDINGS AND RECOMMENDATIONS: AN AGENDA FOR ACTION

State and Local Governments

State and local governments can play an important role in mobiliz-
ing their own resources and those of the private and mutual help
sectors to address problems of the aged by wusing nonservice
approaches. These approaches include the traditional governance
tools of regulation and deregulation, tax policy change, adminis-
trative reform, and public advocacy as well as collaboration with
the private sector and promotion of self-help. Although locali-
ties do show more use of nonservice approaches to help the aged
than to help other needy populations, there is not yet any compre-
hensive or systematic application of nonservice apprcaches. The
development of more systematic applications could be furthered by
making more information available, reducing local and intergovern-
mental constraints, and providing federal and state incentives to
using nonservice approaches. Specific suggestion are:

More information exchange and networking is needed on the use
of nonservice approaches to assist the elderly. Networking
should extend beyond the official agencies on aging and pro-
viders. For example, public interest association newsletters
can convey information about specific nonservice approaches in
small as well as large cities. Community-based organiza-
tions can also participate in information exchanges and net-
working. Better inter-federal networking is also needed.

Information exchanges concerning nonservice approaches should
emphasize concrete benefits as well as identifying costs and
cost-shifting effects. The risks of over-promotion and over-
institutionalization need to be avoided by reporting failures
as well as successes. While it is reasonable to tie the pre-
ventive rationale for nonservice approaches to community-wide
self-interest in long-term saving, it must be made clear that
nonservice approaches cannot be substituted for needed serv-
ices.




. More generally the complementary nature of service delivery
and nonservice approaches should be stressed; they are mutual,
not competitive. At the same time, any new service delivery
program should be accompanied by a systematic assessment of
possible nonservice alternatives for those who may find the
service inappropriate or inadequate.

. It has also been recognized that nonservice approaches are not
cost-free. They often involve cost shifting (tax deduc-
tions) or changes in responsibility (devolving service
responsibility to the nongovernmental sector). The nature and
impact of these costs, in comparison to the benefits generated
by nonservice approaches to problems of the aged, need to be
better understood.

Special purpose components of government, such as state or
local units on aging can play an important role in develop-
ment and advocacy of nonservice approaches. Increasing this
capacity is essential if nonservice alternatives are to be
promoted.

Finally, 1local governments can not only bring governance
powers to bear on the problems of market, institutional
actions, and individual behavior, but they can also encourage
the mobilization of private sector resources and capacities,
whether in public-private collaboration or in the promotion of
mutual help, and contribute to private sector initia- tives.
Similarly, local, state, and federal policies can encourage or
inhibit the adoption of nonservice approaches in the private
sector.

The Private and Nonprofit Sectors

Business and the nonprofit voluntary portion of the private sector
have found increasingly important nonservice roles to play, alone
and in collaboration with each other and with local government.
Local government can encourage and assist such efforts, whether
directly or by removing barriers that may have grown up over
time. Specific suggestions are:

Local government needs to monitor policies on a continuing
basis to make sure that responsibilities shifted to the pri-
vate sector do not outweigh the ability to fulfill them and
that costs shifted to the private sector do not fall upon the
portion of the sector least able to pay.

Local government can develop a useful matchmaking, brokerage,
and facilitation capability to aid private sector collabora-
tion and a public advocacy capability before other levels of
government to aid in the removal of barriers they may have set

up.
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Nonprofit-voluntary organizations can undertake advocacy for
regulatory changes that enable broader action on their parts,
tax policies that increase voluntary giving (in the face of
decreased public spending), collaborative roles between the
voluntary and private sectors to address new or changing
problems and, finally, the nonprofit voluntary sector can use
its resources to strengthen mutual-support, where public
resources do not.

The Mutual Support Sector

Citizens have always helped themselves and each other whether as
relatives, neighbors, or friends. However, in todays highly
mobile society local government can assist in mobilizing new kinds
of informal supports and in removing barriers that inhibit self-
help. Specific suggestions are:

. Community based advocates require increasing political
sophistication to analyze and advocate for policy changes that
affect the aged, or groups with interests in common. More
information on policy advocacy 1is needed by community
organizations.

. Citizens of all ages can participate in coalitions to advance
shared agendas--supporting those measures that would benefit
the elderly. Such coalitions are not struggles against
government but for governance changes that will affect causes
of problems.

Action Steps for the White House Conference

. Encourage state and local governments to use their public
interest networks to examine and increase understanding of
nonservice approaches to problems of the aged in national
forums and dissemination activities.

. Strengthen the information base of community based advocacy to
enable better capacity to promote nonservice approaches across
sectors (public and nongovernmental).

. Convene business leadership nationally and within communities
under the auspices of business associations with the explicit
purpose of exploring nonservice approaches that can be under-
taken by business, both alone in and collaboration with the
public sector and nonprofit organizations.

Define a low expenditure level federal role in promoting non-
service approaches at the local level, including developing
flexible program guidelines and incentives, capacity building
steps, and convening functions. ‘




Conduct further research on the utility and cost-shifting
effects of nonservice approaches to needs of the aged through
public interest associations and research institutions.
Encourage sharing of policy research findings by state and
local governments in their own efforts.
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MineConterences have been recognized by the 1981 White House Conference on Aging and convened by
organiZations that wished to tocus attention on special aging issues.

Recommendations of mini-conterences are not the recommendations of the official delegates to the Con-

terence or the U.S Department of Health and Human Services. They represcnt the views of the participants

n the mmi-conferences. They are being made available to the delegates as part of their background ma-
teriads tor the national conference.

The following Mini-Conference Reports have been published:
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Fnerey Fquity and the Liderty
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Non Services Approaches to Problems of the Aged
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American Indian Alaskan Native Elderly

Pacific *Asnan Elderly “*Pacific/Asians  The Widsom of Age”
Frvironment and Older Amenicans
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Veterans

Mental Health ot Older Americans

Saving tor Retirement

Hispanic Aaing

Challenging Age Stercotypes in the Media

Oral Health Care Needs of the Elderly

Housing for the Flderly

Consumer Problems of Older Americans

Sentor Centers

Fderly Heanng lmpaired People

Black Aged

Legal Services for the Flderly

Simphifying Administrative Procedures and Regulations in Programs Affecting the Elderly
Intergenerational Cooperation and Exchange

Selt-Help and Senmior Advocacy

Furo-Amertcan tlderly

Inter-relationship of Government. Private Foundations, Corporate Grant-Makers and Unions
“The National Dualogue tor the Business Sector”

I vot Health and Agng
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Nonservice Approaches to Problems of the Aged

A White House Mini-Conference
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Note  The recommendations of this document are not recommendations of the 1981 White House Conference on
Aging or the Department of Health and Human Services. This document was prepared for the consideration
ot the Conference delegates. The delegates will develop their recommendations through the processes of
Q theu national meeting in late 1981,
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The Mini-White House Conference on Long-Term Care

An Official Activity of the White House Conference On Aging

"The strongest plea I want to make is that a person who receives
requests from individuals who need long term care services needs
to be the kind of person who is an advocate for that individual
and who can be trusted as an advocate. It needs to be someone
who is absolutely reliable and who you can tell the truth and get
an answer without any fear that that information is going to be
used for the benefit of any providers or anyone else. I don't
know whether you know how demeaning an experience it is to have
to go through all the time. Once you get the services, every-
thing is marvelous and everything is taken care of. Advocates

of long term care should know that people have to go through that
demeaning experience every time they ask for anything that will
help them carry on their lives in their own homes or elsewhere.
It's a terrible thing to have to go through.

If you can find someone in the core of your local community who
will recognize what an outrage it is for a person who is in need

of help, that would be the best thing you can do for your communi-
tyo"

A consumer of long term care Services

Glossary of Terms

Long Term Care represents a range of services that address
the health, social and personal care needs of individuals

who, for one reason or another, have never developed or
have lost some capacity for self care. Services may be
continuous or intermittent, but it is generally presumed
that they will be delivered for the "long term," that is,
indefinitely to individuals who have a demonstrated need,
usually measured by some index of functional incapacity.
(Taken from Elizabeth Kutza's February 1980 paper on allo-
cating long term care services)

Community Care Organization is a provider or coordinator
of Tong term care services.
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EXECUTIVE SUMMARY

Introduction

Long term care has been identified repeatedly as one of the major areas
of concern for the 1981 “hite House Conference on Aging. While the problems
that exist in th -~ srent system of long term care have been enumerated and
analyzed from ma.. &arspectives over the past several years, & CONSensus has
yet to be reached among those in the field of long term care on a resolution
of the problems at the federal, state and, particularly, at the communi ty
level. Needs assessment, cost factors, and utilization are but a few long
term care issues which provoke far-reaching public debate. Recognizing these
as major problems, the conveners of the mini-conference on long term care saw
a need for policy direction and a need to stimulate action to strengthen
community-based long term care specifically for individuals. An attempt was
made to move away from a discussion of whether we should allocate substantial
resources to long term care to a discussion of how we can develop a viable
program to most effectively provide individuals with the care they need.

The mini-conference was a meaningful and successful experiment in
bringing togethar, as a planning committee, a consortium of providers of
services to the elderly to talk about issues that are of mutuai concern.

To best meet the challenges that long term care will inevitably undergo in
the next several years, and to facilitate some of those changes, the long
term care community has recognized that it must begin to conduct a serious
dialogue and to work together on the basis of full cooperation. The timing
of the mini-conference was critical, as it sparked the beginning of this
cooperative approach. For this reason, the discussions within the confer-
ence were as important as the recommendations which emerged. Several sig-
nificant assumptions provided the parameters for these discussions: the
budgetary situation facing long term care will become even more severe and
resources that have long been taken for granted will simply not be avail-
able; the role of the federal government in the provision of services will
become less prevalent; the current system will continue %0 be inadequate to
meet the needs of the increasing number of elderly individuals. These assump-
tions have several noteworthy implications for the future, about which there
was a consensus among the participants at the conference: there is no one
system which will be appropriate for every individual in need of services

in each community; the emphasis on the community and on the informal support
structures will increase sizably; and a partnership needs to be created
between the government and the private csector on the financing and delivery
of servicu_. With this in mind, the conference work groups closely scrutin-
ized how services are currently being delivered and how that method of
delivery might be strengthened or broadened to more adequately relate to
individual needs. It was an attempt to narrow a broad and even global
perspective down to a delineation of options which might answer specific
operational questions on long term care.
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Organization of the Conference

The conference was organized by a steering committee comprised of
~epresentatives of the following eleven national organizations:

American Association of Homes for the Aging
American College of Nursing Home Administrators
American Health Care Association

American Hospitai Association

Council of Home Health Agency Community Health Services
of the National League for Nursing

Home Health Services and Staffing Association
National Association of Area Agencies on Aging
National Association of Home Health Agencies
National Association of State Units on Aging
National Council of Health Centers

National HomeCaring Council

Over a period of three and one-half months, the committee met on a
reqular basis to report on assigned tasks and to make decisions about the
planning, content and goals of the mini-conference. With the American
Association of Homes for the Aging and the National HomeCaring Council
assuming leadership roles, the consortium divided itself into five subcom-
mittees, each with responsibility for planning one segment of the conference:
loaistics and finances; model projects; participants; resource gathering; and
study questions. The conference itself was chaired by two persons who are
highly respected in the field of long term care: Dr. Ellen Winston, president,
National Council on the Aging, Inc. and Reverend Monsignor Charles J. Fahey,
chairman, Federal Council on Aging.

Format of the Conference

The mini-conference on long term care was attended by 125 participants,
among whom were government officials, Congressional staff, academics, pro-
viders, consumers and representatives of professional associations, payor
groups, and national associations. The conference began with presentations
from the directors of five model community long term care projects:

° Holyoke Geriatric Authority - Joseph Paul, Executive Director

° Washington State Model of Community-Based Care - George Telisman,
Director, Southwest Washington Agency on Aging

0 Monroe County Long Term Care Program, Inc. - Gerald M. Eggert,
Executive Director

0 The Assocjation of Home Care Agencies, Cincinnati, Ohio - Carolyn
Bruder, ixecutive Director

° Arkansas State Office on Aging - Service Management Project -
Betty King, Director, Office of Aging and Adult Services




This was, in part, an effort to create a common framework for discussion
and to develop an ~w#areness of existing alternatives in community care
service delivery. It also helped to reinforce the notions of chcice and
diversity in service delivery.

The bulk of the conference was divided into work sessions, with five
separate working groups. Each work group was assigned one of five topics
for discussion:

) Planning and Evaluation

° Program and Case Management
° Organization

) Human Rescurces

° Financing

Each work group was provided with a list of study questions prior to the
conference, which were designed to probe various issues related to the topic,
as a method for stimulating discussion. Each work group focused on three
basic questions in reviewing their study questions and their issue areas:

what are critical issues related to the topic and what impact might social,
technological, economic and political trends have on the issues; what are

the short-range policy implications; and, what are the long-range implications?
“Group process" tools were used throughout work group sessions to help frame
concise recommendations and to pinpoint areas of disagreement. In addition,
the work of each group was reviewed by one other group to allow for struct-
ured analysis and feedback. The recommendations, as they were finalized by
each group, are included in the text of this report.

Commonalities and Differences

It is worthy to note that within certain work groups there are proposed
recommendations over which there was substantial disagreement. For example,
the work group on human resources was unable to reach a consensus on three
significant issues: whether to encourage support for the continuation of
the three-year nursing school programs; whether proprietary organizations
should be eligible as sponsors of and participants in federally-funded train-
ing programs; and whether the supply of human resources in the delivery of
long term care services should be enhanced by providing tax credits to
families providing long term care in the home.

However, there are also common threads of agreement among the recommenda-
tions from several of the work groups. Within all the discussions, attention
was given to new opportunities in service delivery, to the independence of
the individual and to individual concerns such as freedom of choice and
quality of 1ife. The role of the family and other informal supports, both
in the delivery of services and in the financial aspects of a long term care
system, was placed high on the 1ist of critical issues among all the groups.




In addition, an informal consensus was reached on the need for comprehens-
ive planning and coordinating mechanisms at the community level for the
delivery and management of long term care services. This recommendation
was reinforced by all five of the work groups, each with a slightly differ-
ent focus, depending upon the assigned issue area.

It is important to point out that some of the traditional issues,
such as institutional vs. noninstitutional, did not play a significant role
in the deliberations. It is a noteworthy achievement that discussions con-
cerning long term care have become more sophisticated and have moved to a
level which calls for both ingenuity and broader vision.

Significance of the Mini-Conference

The mini-conference on long term care is an important contribution
to the effort to provide policy direction and to encourage activity to
strengthen community-based long term care to meet individual needs. It is
worth noting that many of those who were involved in the discussions were
practitioners in the field of long term care, most of whose day-to-cay
concerns varied greatly. However, the mini-conference encouraged the reali-
zation that the concerns of service providers are similar and the problems
they face are all acute and often the same. It was imperative that a dia-
logue be encouraged among providers of services to the elderly. From this
dialogue, which occurred throughout the conference, an awareness was developed
of the continuum in Tong term care delivery at the community level.

The mini-conference is also significant in its development of policy
guidelines for elements of long term care systems. The policy quidelines
may need refinement and further study. However, they are a thoughtful and
substantive basis on which to build policy.

Finally, the mini-conference on long term care was successful in
fostering cooperation among long term care service providers. It is import-
ant to reaiize that there is both a shared commitment to caring and serving
elderly persons through a long term care system, and general agreement that
the current system is in need of change. It is realizing what the service
providers have in common, rather than how they differ, that is important in
coming to turms with the operational factors necessary to strengthen community-
based long term care for individuals.

Following are the recommendations which emerged from each work group.
Within each group, there was substantial, but not always unanimous, agreement
on the vast majority of them; the recommendations for which there was not
full agreement v.ere mentioned previously. Because the full conference did
not have the opportunity to review each issue area or to vote on all the
recommendations, the recommendations which follow have been endorsed only
by part of the conference.




ISSUES AND RECOMMENDATIONS

PLANNING AND EVALUATION - RECOMMENDATIONS FOR POLICY AND ACTION

Discussions in the Planning and Evaluation work group surveyed a
multitude of areas which must be considered in planning and evaluating
long term care. The recommendations are organized around three major
topics: the planning process itself; tools for planning and evaluation;
and the quality of life for individuals receiving long term care. It is
particularly important that the focus on the individual be maintained
throughout the planning and evaluation process. The work group's recom-
mendations should be read in that light, even where they speak to insti-
tutional or regulatory cuestions. After all, it is the individual who
suffers the concrete - as opposed to the conceptual - results of frag-
mented or conflicting administrative requirements.

I. Planning Process: Community Planning

- There should be plans at the federal, state and
Tocal levels which relate to each other.

- National plans should encourage state and local
planning and be flexible.

- Plans at all levels should constantly be revised in
Tight of community experience.

- There should be ongoing consumer involvement in the
public planning process.

- Planning should be sensitive to the development of
a balanced long term care system, inciuding appro-
priate priorities for the various forms of community-
based services, €.9., home care and institutional
services.

I1. Planning Process: Integration of Health, Social and Voluntary
and Community Services

- Planning at all levels should require linkages between
the several plans and systems, €.9., medical, preventive
health. mental healu.h, social and voluntary, and
community services.

- Planning at all levels should address developing mechan-
Jsms and incentives that encourage 1inkages.

- The pianning process requires integration of budget
realities and the budget process.

- Planning at all levels should address the total situation
oF individuals, including house, income and transport.
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IIT.

Planning Process: Responsibilities at Various Levels

At the federal, state and community levels, there

should be an identifiable focal point for develop-
ing the long term care plan.

Each focal point should be built upon existing
agencies 1nvolved in planning for lonq term care.

The planning process at all levels should take into
account demographic, health, social, economic and
political trends.

Successful planning requires an awareness of and
support from significant power sources in the com-

munity.
At the federal level, planning should:

- be enabling for state anc local planning activ.ties;
- be direction-setting;

- deal with financing;

- deal in pr1nc1§1es,

reduce_redundancy among agenC1es,

have a single bureau focus; and

support and review development of national basic
quality of care standards and coordinate with other
federal departments and the states with respect to
monitoring these standards.

At the state level, planning should:

- develop state-wide needs and priorities which recognize

local needs and concerns;

- assist in developing services and funding through legis-

lation;

- reconcile community relationships and overlap; and

- enhance and develop quality of care standards, devise
requlatory and monitoring mechanisms, and provide
coordination among various departments involved in
quality issues.

At the local level, planning should:

- be population-based;

- deal with multiple settings for care;

- provide for the most appropriate form of care at the
most reasonable cost;

- deal with future trends and plan for them;

- be based on data and facts; and

- be implementable and feasible.

6o




IvV.

VI.

Tools for Planning and Evaluation

Effective mechanisms should be devised to collect and
disseminate research and evaluation data for the assist-
ance of planning, reimbursement and other long term care

policymakers.

There should be projects with different resource configura-
tions, e.g., housing, institutional care, and home health
care.

Greatly increased social and technical research should be
stimulated.

Because much long term care research is fragmented and
specialized, a long term care research and evaluation
agenda should be devised which focuses on large-scale,
integrative, cumulative undertakings.

Existing systems of long term care delivery are frequently
redundant or inadequate. To help overcome tnis situation,

data shouTd be improved in its commonality, timeliness and
relationship to decision-making. In addition to making

better use of available data, funds should be made immedia-

tely available for collecting population data based on the
need for services and the supply, organization and distri-
bution of services.

Quality of Life: Freedom of Choice

Individuals_should have freedom to choose whether or not
to seek services or care.

Planning should encourage creating options for individuals
and exercising freedom of choice by individuals.

Quality of Life: Age Integration

There should be support for program policy and funding
being age-specific to assure maximum advocacy and funding
inr_aging programs .

There should be support for utilizing the elderly in the
delivery of long term care services to the maximum extent
possible.

Generally, there should be support for an age-integrated

Tdelivery" system, although we recognize that not all Tong
term care services are appropriate for age integration.

In the short term, provide for easily obtainable waivers
for administrative requirements which are different for
programs supporting services for the aging, in order to

facilitate the coordinated delivery of services to_the

elderly by providers of care.
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-  Work should beqgin immediately on removing statutor
and rggulaforz requirements which result in differing,
contiicting or wastetul administrative requirements
for service programs tor the elderly.

Work Group Chairperson: Clifford Whitman, Director, Erie County
Department of Senior Services, Buffalo, NY
Work Group Vice Chairperson: Donna Melkonian, Director, Office of Aging
& Long Term Care, American Hospital Assn.
Work Group Recorder: frank E. Samuel, Jr., General Counsel, Home
Health Services & Staffing Association
Work Group Assistant Recorder: David C. Crowley, Executive Vice President,

American Association of Homes for the Aging

PROGRAM AND CASE MANAGEMENT - RECOMMENDATIONS FOR POLICY AND ACTION

There was a consensus that a component of the long term care delivery
system include a case management function.

Overall Philosophy

The central focus must be on the individual, his or her rights and
entitlements, and protection of maximum opportunity for maintaining indepen-
dence and dignity. The system should be designed to meet the changing needs
of the individual in the most appropriate manner. We must zealously avoid
actions that result in forcing individuals to serve the system as contrasted
wi;h ?ur concern that the system focus on most effectively serving the indi-
vidual.

Issue Categories Defined by Work Group

) Purpose/Goal of Case Management
for individual

for system/for community
access

health and social service
physical

mental

continuum

) Client Group for Case Management
- categorical
- functional

. Informal Supports
- cultural application
natural supports
"surrogate” supports
relationships between formal and informal systems
nurturing the caretakers
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Auspices
"who does it?"
- provider of services
- service management organization
- public vs. private

Relationship of Case Management to Direct Service
- health and social services

Client Control

-  program design

- consumer education: individual and community-wide
- provider education

Standards/System Control
- supervision
- accountability

Financing/Legislation
I. Purpose/Goal of Case Management

Purpose of case management: to assist or advocate on behalf of
functionally-impaired adults to gain access to and to maintain
an appropriate and acceptable_set of services which are avail-
able in the least restrictive environment possible; support and
develop services from informal and formal community-based
resources.

Functionally-impaired adults: adults whose personal, social or
functional condition requires assistance on a sustained basis.

Definition of case management: Case management is composed of
__.,_.____,____________.ﬂ_____________“_._£L____________J2_______

an _interdisciplinary process of needs/conditions assessment, case
planning, arranging for coordination and monitoring services.

This includes advocacy to fill gaps, allocation of resources and
proviaes for the patient to participate in and determine his/her

own plan of care.

I1. Characteristics of a case management system should include:

a. Operating procedures which ensure the right of the consumer
to:

- preserve their individuality and independence in
the plans of care;
- participate in the development of the plan;
- accept or reject or refuse to participate in care
plan;
- have access to information about their own care plan;
- choice in available service providers; ‘
- protection from abuse or neglect {quarantee of care
quality);
- representation by family, friends or advocates (formal
and informal). if desired by client; and
- client confidentiality.
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b. Access to a case management system should be an entitlement
of all adults, regardless of their income and need for service.

c. Case inanagement includes_an oversight function which assures
that all services meet recognized standards of care and which

holds the provider accountable for quality of service.

d. Potential users of seryices should be involved in the planning

and development of new case management systems ard operating
rocedures should be established for hearing personal grievances.

e. Service providers necessary to the continuum of long term care
should be involved in _the development and implementation of
case management systems.

ITI. Services to be provided:

The White House Conference on Aging should incorporate a process
through which they define what services should be provided in the continuum

of care.
IV. Standards/System Control

Broad quidelines for program services and case management stand-
ards should be developed at the federal level for standard-setting by each
state, in order to preserve quality of life, safety and h h of indivi-
duals receiving services. FEach state should des1gnate a_lead agency responsi-
ble for developing standards and monitoring methods. Both service and case
management standards should include a provision for local community oversight
and quality control.

V. Auspices

By 1985, all states should be required to designate and develop
functioning case management systems as defined below.

Case management should be provided in a manner which ensures that
plans are developed without a bias for a particular service. Case manage-
ment models include, but are not 1imited to:

e an independent organization whose sole purpose is to
provide assessment, general services planning, coordina-
tion, monitoring and in some cases, funding. It does
not provide services, but provides a single entry point
to a vast array of services.

e an independent organization which arranges for and
coordinates assessment, case planning, monitoring and
reimbursement activitias for individuals needing long term
care.

e a comprehensive service provider which has a separate unit
which does the above.

e a consortium of service providers which does the above.
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No single model should be mandated nationally.

Existing patient review and other requlatory mechanisms should be
examined and revised to avoid duplication and to support the development of
a_system which increases options for meeting individual needs and which
encouraqes providers to continue to improve quality of service without diverting

energy and resources to compliance issues.
vI. Informal Supports

Case management should be conducted in a manner that preserves
and/or strengthens the independence of clients and their informal supports.

VII. Client Control

There should be a concerted effort made and funds allocated to
educate the consumer, provider and policymaker as to the purposes and advant-
ages of case management.

VIII. Financing/Legislation

All federal and state agencies responsible for Titles XVIII, XIX,
and XX of the social security Act, and Titie 111 of the Older Fmericans Act,
should be required to finance service plans developed through de.*7nated case

management systems for long term care. The reimbursement system should provide
equitable funding for a compiete continuum of care.

Work Group Chairperson: Harvey Wertlieb, Administrator, Randolph Hills
Nursing Home, Wheaton, MD

Work Group Vice Chairperson: Donna McDowell, Director, Wisconsin Buearu
on Aging

Work Group Recorder: Jane Brennan, Assistant Director, Council of

Home Health Agency Community Health Services
of the National League for Nursing

Work Group Assistant Recorder: Kaye White, Associate Director, Education,
American College of Nursing Home Administrator

ORGANIZATION - RECOMMENDATIONS FOR POLICY AND ACTION

Issue Categories Defined by Work Group

o There is a societal responsibility to assure that vulnerable elderly
have access to a community care system which provides assistance to
individuals in need and which builds upon the strenaths of informal
supoorts, such as family and friends: and maximizes the indenendence
and self sufficiency of individuals receiving cawre.

s The community care system must be appropriate to the community and
therefore, any recommended models must have flexible structures
which can adapt to unique local factors.

o The system should encompass the broad array of health and social ser-
vices needed by older persons, which can be provided by families, and
orivate and fovernmental agencies.




o Assessment of needs can be done by the individual; family member or |
friends; a service provider; and a case manaaer.

- A person with multiple needs may require the assistance
of family members, friends, or a case marager in arranaing
for needed service.

- The views of the individual should be recognized as the
most important factor in determining the services which
he/she receives.

e Prevention (timely intervention on behalf of an individual) is an
integral component of a community care system.

o Community care organizations have multiple functions. These include:

- assuring the availability of a comprehensive continuum
of care for vulnerable older persons;

- addressing the issues of cost containment in order to
maximize the efficient utilization of long term care
resources; and

- coordinatina the provision of community care.

RECOMMENDATIONS

I. Planning and coordinating mechanism within a community must be
present which:

- gmbraces a full range of health and social services

including informal support networks; and

- enters into contracts and agreements with agencies
and organizations for the provision of direct
services.

The community organization which functions as the planning and

coordinating mechanism would be designated by the state, consider-
ing Tocal recommendations. In defining the geographic area covered
By the planning and coordinating organization, consideration must
be given to:

- the boundaries of local government;

- coterminus boundaries with other planning functions; and

- an optimum size for administrative efficiency in relation-
ship to population and geographic factors.

II. A community care system developed by the planning and coordinatin
mechanism must incliude the fo]iow1ng,four elements .
- referral sources
- Tinkage system, includina

- outreach
- screening and assessment
- care planning/management
- case management
- service manaaement




- care implementation

- evaluation
- an array of health and social services
- monitoring procedures

I11. The array of services needed within a community should be based
upon local determination.

IV. Reimbursement policy for services must follow g]anninqﬁpolicies:

- Individual need should define reimbursement policies.
This requires a restructuring of many existing funding

mechanisms.

V. Individual need for Services should ba

- functional ability
- current living arrangements

- supports available from the family, significant others
- ability to pay

VI. The planning and coordinating mechanism needs acces
entitlements for Titles XVIII, XIX, X and Older Americans Act
for client services.

VII. Three major functions must be implemented in_order to:

- nlan
- Eevelop linkages
- deliver long term care services

The _agency which conducts the functions of system planning and
system coordination should not be a direct provider, 1T at all
possible. 1he Functions of the linkage system can be carried

out either by the planning and coordinating agency, a direct
service provider, or other community entity.

V1I1. There should be established an ongoing joint planning process
between the area agency on ag1ng and the health systems agency.
The planning process should be ¢ ent-oriented, and address the
whole range of health and social services, and provide for broad
community input. It should address the development of a compre-
hensive health and social service system. The plan will address
the establishment of a service 1inkage system in the community.

As part of this plan, the AAA and HSA will come to an adree-

ment reqarding the specific areas or issues which will be assigned
to each agency for lead responsibility, and make recommendations
on thoe responsibilities which might be assumed by other organi-
zations. The plan will also lodge clear responsibility for system

monitoring.
Lou Glasse, Director, Office on Aging, Albany,
Work Group Chairperson: NY
Peter Meek, Board Member, National Council on
Work Group Vice Chairperson: the Aging, Inc.
Diane Justice, Senior Policy Associate, National
Work Group Recorder: Association of State Units on Aging

Q . Monna Kohn, Special Assistant for Communications
IERJ}:*k Group Assistant Recorder: American Health C?re Association

IToxt Provided by ERI
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HUMAN RESOURCES - RECOMMENDATIONS FOR POLICY AND ACTION

The work group on human resources identified the following issues on
human resources and the delivery of lona term care. The issues were priori-
tized into the following order:

- manpower
education and training
community resources

Recommendations for policy on each of the issues were discussed. Some
were agreed to by a consensus; others were the subject of substantial disa-
greement,

Issue: There currently exists a shortage of manpower to
deliver long term care services.

RECOMMENDATIONS

I. The supply of professionals, para-professionals, volunteers and
otherstrained to deliver long term care services should be
increased by:

- encouraqing high schools, vocational schools, junior
colleges and universities to provide programs to train
personnel to deliver long term care.

- utilizing the established long term care system in the
training of physicians, dentists, nurses, social workers
and others in the delivery of long term care services.

- increasing support for graduate programs for those who
deliver long term care services.

- increasing the attractiveness of employment in the long

term care system by:

- articulation of career ladders and educational
paths that provide incentives for the improve-
ment of skills and career advances.

- establishment of benefits and compensation com-
mensurate with those provided by other sectors
of the health care delivery system.

- supporting the use of technology that assists in the delivery
of Tonqg term care services. For example, "ambulatory moni-
toring" and "lifeline systems" can be used in some cases for
providing for a more efficient use of health manpower.

The following recommendation was the subject of substantial dis-
agreement among the members of the work group:

- encouraqing support for the continuation of the three-year nursing
school programs.

Issue: There is a need for an expanded emphasis on education and training
in the delivery of long term care services.
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RECOMMENDATIONS

I. More education of potential consumers to the options available
for long term care services should be provided.

II. More education of potential providers to the options available
for career and employment opportunities in the long term care
system should be provided.

TI1. Gerontology and geriatrics should be included in the curricula
of the educational system, from early grade scnool through
graduate schools.

IV. The education of long term care providers should give greater
attention to the psycho-socijal and cultural needs, as well as the
physical needs of patients.

V. General (federal, state and community) education funds should be
tapped to provide for education abocut long term care.

VI. Providers of long term care should offer in-service training for
all employees, volunteers and other interested people.

VII. Long term care providers' manpower training costs should be
established as reimbursable costs.

VIII. Biomedical research on the aging process should be promoted.

IX. Incentives should be established that encourage providers to offer
community education on the total spectrum of long term care.

The following recommendation was the subject of substantial disa-
greement among the members of the work group:

- Proprietary organizations should be eligible as sponsors of and
participants in federally-funded training programs.

Issue: The plannina, management and delivery of long term care
services should include the involvement of community
resources.

RECOMMENDATIONS

1. The supply of human resources involved in the delivery of long
term care should be enhanced by providing tax credits, commen-
surate to business tax credits, to volunteers.

I1. The supply of human resources in the delivery of lona term care
services should be enhanced by providing tax credits to families
providing lonq term care in the home.

The work group or human resources passed the following motion:

That the White House Conference on Aging Technical Committee on
Long Term Care, in their consolidation of the various work groups,
take into consideration the need for a more specific definition
of long term care.
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Work Group Chairperson: M. Joe Helms, Executive Director, Moody
House, Galveston, TX

Work firoup Vice Chairpevson: Dell Hagan, President, American College of
Nursing Home Administrators

Work Group Recorder: Kathleen 0'Donoghue, Health Programs Specialist,
American Health Care Association

Work Group Assistant Recorder: Bi11 Halamandaris, Executive Director,

National Association of Home Health Agencies

FINANCING - RCCOMMENDATIONS FOR POLICY AND ACTION

Preamble Statement

"The Financing Work Group of the Lonq Term Care Mini-White House
Conference on Aging recognizes that the current approach to financing
1cag term care services has created a fraamented system, and that the
total resource capacity is inadequate. We, therefore, urge movement
toward a balanced system, i.e., the appropriate use of non-institutional
as well as institutional services, and support the adeauate resources,
both public and private. We believe that there should be a continuum of
support as well as a continuum of care."

Issue Categories Defined by Work Group

o Financing dictates services and structures and has, therefore, caused
gaps as well as duplication of services.

- Medicaid, by being considered "welfare," has influenced
the way in which we treat people under that program.
- There is bias in treatment, depending upon funding source.

o The funding system has prevented access to appropriate care.

- There in unequal availability of the kinds of services
which may promote dependence on one part of the system
(e.q., family, institutions, etc).

- Uniform reasonable cost reimbursement does not exist
throughout the states for institutional and home care.

= There is a problem of a backup of patients in hospitals
which further aggravates the access to long term institu-
tional and home health care.

- There is a mismatch in the program benefits of Medicare
and Medicaid as to their funding of services.

- Deeming and spending-down of one's assets causes access
problems to the long term care system by recipients.

- Funding sources have tended to create a bias in the system
toward an emphasis on institutional care.

- Keeping people in their own homes 3s long as is phystcally
possible is a desirable goal which must be recognized in
the funding mechanisms.

o Financing 1imits the type of care as well as who receives that care.

- The technology of assigning costs has not been well developed.




e There are no agreed-upon preventative entry points (assessment/case
management functions) into the system.

- Access and coordination of services does exist in some
places, but not in others.

- Should case management be available to all?

- Are we willing to pay for all to use case management?

e There are roles for various sources of funds Tor long term care, but
there is an imbalance in the current system.

- There is a role for informal networks (family, friends,
neighbors) in the provision of long term care, and we
should support and recognize this, but in what way? How
do we not abuse this informal system?

- Medicare and Medicaid are both entitlement programs, but
neither is viewed as an effectively working program.

- There is a lack of interest by private insurance carriers
to fund long term care services.

- Client choice is an issue as to whether it is to be maintained
and if so, how, as well as to what extent?

- There is also the issue of whether we are discouraging peopie
from saving to care for themselves, thereby encouraging
indigency and a financial dependency on the public system.

e Should there be an assessment for private pay as well as public pay
clients?

- Should there be control over where the patient/client
goes, based upon the assessment?

- Who should pay for the assessment?

- Assessment should be as early as possible in the process,
not just prior to a person's entering an institution.

RECOMMENDATIONS

1. We recommend the establishment of a comprehensive, coordinated long
term care system characterized by consistent eliqibility criteria,
benefits, and reimbursement on an equity basis for all noninstitu-

tional services.

I1. We recognize assessment and case management as a national strategy
wherein the asses ment mechanism Serves as the allocator of
reimbursements, etc.

I1I. Alternative reimbursement policies must be developed for long term
care service payments such as HMO capitation payments, voucher
reimbursements, etc.

IV. We must utilize effective struetures at the local level for the
planning and delivery of Tong term care services and case manage-
ment, allowing for community flexibility which, to the extent
practical, utilizes existing structures.
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V. Pension policies must reflect the potential for revision of an
insurance mechanism for Tong term care through pooling of pension
structures.

VI. Qifferent wavs to meet the need for capital (all capital, not just

for_the construction of institutions, but for operational costs of
services) in developing the lona term care spectrum of services
needs to be examined, and the effect of adequate and consistent
reimbursement on capital formation policies be considered.

VII. Options for encouraging the development of rivate insurance
coverage for long term care services must be explored.

VIII. Maintenance and enhancement of informal networks (family, friends,
neighbors) must be considered in the deve opment and financing of
a_iong term care system.

IX. Quality of care must be assured in the payment of long term care
services.

X. Efforts must be initiated for developing alternative definitions for
long term care, based upon various scenarios for resource alloca-
tion, need characteristics of at-risk populations, service ca acities,
with stegs taken to develop economic models for determining trade-
offs of income, housing and service policies.

Work Group Chairperson: Jack MacDonald, Executive Vice Presider=,
National Council of Health Care Services

Work Group Vice Chairperson: Elsie Griffith, Director, Visiting Nurses
Association of Dallas, TX

Work Group Recorder: Kay Samec, Area Agency Liaison, National

Association of Area Agencies on Aging
Work Group Assistant Recorder: Kevin Hickey, Special Assistant to the President,
American Hoswital Association
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The 1981 White House Conference on Aging
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Aging and Alcoholism
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BLUE RIBBON STUDY COMMISSION ON ALCOHOLISM

AND THE AGING

INTRODUCTION

Recognizing that a significant number of older Americans suffer from

alcoholism and alcohol-related problems, and are without the

help that they need, the Blue Ribbon Study Commission on Alcohol-
ism and Aging of the National Council on Alcoholism, convened

a Mini-Conference on Aging and Alcoholism on February 1-3, 1981,
at the Wingspread conference facility provided by the Joanson
Foundation of Racine, Wisconsin.

The Blue Ribbon Study Commission on Alcoholism and Aging of the
National Council on Alcoholism was established as a means of
directing national attention to the problem of alcoholism and
alcohol abuse among the nation's aging population. Participation
in The 1981 White House Conference on Aging is one of a number

of activities planned by The Commission to accomplish this goal.

The conference brought together decision-makers in both the
fields of aging and alcoholism -- representatives of private
and public sectors, all levels of government, business, labor,
voluntary agencies, educational systems and private industry.
The Mini-Conference on Aging and Alcoholism was designed as a
workinz conference. Each participant was assigned to one of
five work study groups: (1) the elderly alcoholic in the
residential long term care facility; (2) the elderly alcoholic
in the non-residential cormunity based aging program; (3) the
elderly alcoholic in an urban environment; (4) the elderly
alcoholic in a rural environment; and (5) the elderly alcoholic
in the alcohol services system.

Through this conference, policy recommendations and action
strategies on the alcoholism service needs of aging people and
their families were developed in the form of recommendations
to the White House Conference on Aging.




RECOMMENDATIONS OF THE MINI-CONFERENCE ON AGING AND ALCOHCLISM

. A national task force should be established to coordinate
research on the effects of alcohol and the aged.

Information campaigns must be developed to inform the public
that aging persons can experience serious alcohol problems
and that they can and should te treated for those problems.

. Model training programs are needed to increase the awareness
and skills of persons working within the aging and alcoholism
services systems to aid them in the detection of alcoholism
and alcohol-related problems.

Incentives should be provided to medical schools to carry out
a plan for education on alcoholism and drug misuse within
the context of geriatric medicine.

. Strategies must be developed to improve coordination among
agencies and service delivery systems in both the public and
private sectors that deal with the problems of aging and
alcoholism.

. Area Agencies on Aging should serve as the local coordinating
bodies between the public, private, and voluntary agencies
concerned with aging and alcoholism.

Inventories of formal and informal service and case-finding
networks in rural areas must be conducted to help idertify
the aged alcoholic.

. The National Institute on Alcohol Abuse and Alcoholism (NIAAA),
in cooperation with the Administration on Aging (AOA), and the
National Institute on Aging (NIA) should develop guidelines
and cuality control measures for the aging alcoholic.

. Voluntary Senior Citizen organizations should be involved in
the prevention, education and identification of alcoholism
and alcohol-related problems among older people.

. Legislation and regulations which restrict appropriate alcohol-
ism treatment for aging persons must be revised and financial
barriers to care eliminated.

. Governmental and private organizations must recognize the
strength of the voluntary and informal networks in the treat-
ment of the aging alcoholic.

. Prescription drugs should be labeled to warn about the effects
of combination with alcohol.




. Model programs capable of replication in many communities must
be developed by The National Institute on Alcohol Abuse and
Alcoholism and The Administration on Aging to demonstrate

coordinated approaches to alcoholism services for aging persons
living in urban areas.

Cities should consider the establishment of an interagency

council to address the-alcoholism service needs and available
resources for aging people.

The rights of aging alcoholic patients must be recognized and
protected.
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THE POPULATION

Minimum estimates of the percentage of aging persons who experi-
ence alcoholism and significant alcohol-related problems are
imprecise. Conservative estimates put the current figure at

3 percent of the total population, or about 800,000 persons.

The significant point is that if the percentage is held constant,
the total number of such persons will increase dramatically.

This will strain the resources available to treat alcoholism

and its attendant disorders.

A range of estimates exists as to what constitutes alcoholism
and significant alcohol-related problems among aging people.

In spite of the incomplete understanding of the disease itself,
along with the variation in its physical, behavioral and social
manifestations, meaningful definitions do exist, but their
acceptance is not yet universal.

Despite the wide variation in estimates of incidence, several
concepts relevant to the recommendations contained in this report
are agreed upon among professionals closest to the problems

o{ alcoholism and aging:

First, it is generally accepted that there are two groups of
aging alcoholics, distinguished by the time of onset of the
disease. The early onset group, those who became alcoholic
before age fifty, comprises about two-thirds of all aging
alcoholics. Onset in the remaining one-third occurs at or
after age fifty. It is believed that much of the late onset
alcoholism is triggered by situational factors, such as actual
or impending retirement, increased leisure and loss of loved
ones.

A second generally acknowledged fact is that as people age

they consume léss alcohol. Caution must be exercised in
drawing conclusions about alcohol problems based on the
decrease in consumption of alcohol with age. While per capita
consumption declines with age, several factors suggest that
some problems become more serious with age. For example, the
older person has a lower tolerance for alcohol, and the fragil-
ity of their social network makes them more vulnerable.

Although epidemiological estimates are difficult to obtain
and require cautious interpretation, the clinical and social
observations of persons who work with the aging suggest that
alcoholism and alcohol-related problems are much greater than
is commonly acknowledged.

Many alcoholics who have been successfully treated may become
part of the available health care network resources. Thus
there potentially exists a rich source of people capable of
contributions to both the fields of alcoholism and aging.

These contributions may include skills such as clinical aspects
of alcoholism treatment, program and financial management.
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CONSIDERATIONS FOR THE IDENTIFICATION AND TREATMENT OF THE AGING
ALCOHOLIC

One consideration in the treatment of alcoholism and alcohol-
related problems in any population, and especially among the
aging, is that they can be successfully treated. Further, many
clinicians affirm that aging people respond more positively to
treatment than many of their younger counterparts.

In developing the treatment approach to an older person, it must
be understood that the aging are a vulnerable group. They are
vulnerable not only in experiencing alcoholism and alcohol-
related problems, but also for developing complications associ-
ated with the aging process and the disease of alcoholism.

There are a number of factors which have been associated ‘with
problems related to alcoholism among aging persoms.

First, the aging as a group are likely to encounter situations
that are known to contribute to an onset of problem drinking.
Retirement, unrewarding increased leisure, and physical and
social isolation are all potential threats to the maintenance
of self estzem. These situations may trigger destructive
behaviors such as problem drinking.

Similarly, in later life, people are more likely to encounter
grief and loneliness. The death of a spouse, family member or
close friend have been cited as contributing to drinking
problems. Since nearly twice as many women survive beyond

the age of 65 as do men, women may be particularly vulnerable
to tue onset of alcoholism as a result of loneliness and grief.
Professional opinions indicate that alcohol affords temporary
relief from the pain of loneliness, self-doubt, and fears.

This observation is congruent with the observation that
socialization can be effective in treating alcoholism.

Twenty-five percent of all prescription drugs are consumed by
the aging. Many of the drugs are known to interact adversely
with alcohol. More needs to be done to educate or warn the
aging about such dangers.

. Alcohol consumption as well as the aging process decrease
sensory and motor functions. This leads to a higher probabil-
ity of accidents, and thus a greater utilization of health
care resources.

Alcohol abuse also interferes with proper nutrition. This
oroblem is especially serious for the lower-income aging whose
nutritional status may already be marginal. Not only does
alcohol disrupt the appetite, but the redistribution of the
food budget to cover the cost of drinking frequently results
in reduced or less nutritious food consumption.
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Aging persons with alcoholism are also at risk of going
undetected or untreated. Many aging persons and their families,
especially those closest to the alcoholic, deny their alcohol-
ism. The social stigma of alcoholism persists despite consid-
erable efforts to eliminate it.

The signs and symptoms of alcoholism are similar to those of
other diseases, such as senile dementia and gastritis. A
person who is incorrectly diagnosed as suffering a disease
other than alcoholism may be subjected to inappropriate
treatment.

The nature of the disease simply makes it difficult to diagnose.
In addition, the training of health professionals tends to be
fragmented and to offer insufficient academic role modeling
in both alcoholism and gerontology. Consequently, even those

| aging persons with alcoholism who are in contact with the

| health and social service delivery systems stand a good chance

| of remaining undiagnosed.

service professionals and few social supports are most likely
to go undiagnosed. This applies particularly to isolated
porulations, such as the rural elderly and the homebound.

Once the problem of alcoholism is detected by health care
personnel, treatment must be multifaceted. The importance of
this point cannot be overemphasized. Treatment should attend

to the total scope of the patient's alcohol-related needs. This
should include attention to the psychological, social, financial
and transportation needs of the individual. Alcohol and alcohol-
abusing patients will require the mobilization of this entire
array of services to provide comprehensive and effective treat-
ment.

The need for treatment places a large responsibility on the
health care and social services delivery systems for coordination
of services to the aging. The difficulties of coordination are
compounded by the diversity of the organizations involved and
their inherent tendency to separate their functions into
discrete, specialized units. Coordination among specialized
organizations is likely to be difficule, but effective treatment
is not likely without it.

. Those alcoholics who have little contact with health and social

Although the family is a viable force in treatment of the older
alcoholic, in many cases it is not a positive force. Researchers
and clinicians most knowledgeable about the role of family in
treating alcoholism say that a portion of the aging alcoholics
are alienated from their families. Family embarassment and
exasperation after unsuccessful interventions contribute to the
alienation of alcoholics from their families. In addition, an
increasingly large percentage of the aging have no surviving
family at all.
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In instances in which the family is available it may be a very
effective vehicle for fostering the rehabilitation of the alco-
holic. Attending agencies must actively attempt to incorporate
the family in treatment whenever possible. When this is not
possible the agency must assume the role of building alternative
social support structures.

Yot only must the treatment of alcoholism be comprised of a full
complement of treatment-related services, but these services
must be continued after the completion of formal treatment.
Practicing clinicians report that to let an alcoholic return
unaccompanied by continuing medical and support services to the
setting from which he or she came is to invite an undoing of
srevious progress. The firmly established importance of contin-
ued treatment means that health care insurors and legislators
who shape health legislation need to consider revisions in
eligibility and reimbursement policies for treatment of the
older alcoholic. Revisions which would provide reimbursement
for medical and non-medical long-term care for alcoholism will
be cost effective.

Finally, the adage that an ounce of prevention is worth a pound
of cure is especially true for alcoholism and alcohol-related
problems among the aging. There is difficulty in identifying
vulnerable persons, because the requirements for treating
alcoholism are better understood than are the means of preventing
it. However, if the nation is to overcome the disease of
alcoholism and its attendent toll on the health of society, great
strides in research are needed in toth diagnosis, treatment and
prevention.

SOME PROBLEMS WITE CURRENT TREATMENT APPROACHES

Like any profession, medicine and ger-ntology must operate with
less than perfect information. This is especially the case in
treating alconolism. Alcoholism is simply not well understood.
Clearly, more research on the nature of the disease and effective
treatment is in order. Further, what good information is avail-
able has not been incorporated in the day to day business of
treating alcoholism and caring for alcoholics. Similarly

alcokol information has not been incorpcrated into the senior
services systems.

Though a full range of well-integrated services appears tO be
critical in treating alcoholism, the existing network appears to
be highly fragmented, if not in structure, at lease in function.
Part of the fragmentation derives simply from professionals’
failure to recognize how critical it is to surround the client
with related support services. This may result in the failure
ro make appropriate referrals.
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In some other cases, fragmentation results from a lack of neces-
sary services. Rural populations, for example, because of a

lack of transportation and locally available services, do not
have even the minimum essential treatment services. Even in the
long-term residential care facilities for aging, where the oppor-
tunity and setting for treatment would appear ideal, alcoholism
often goes untreated. Such facilities are usually geared, opera-
tionally as well as philosophically, to custodial rather than
rehabilitative care. In cases where they may wish to provide
other treatment, they are frequently constrained by Medicare or
other health insurance reimbursement regulatioms.

Those alcoholism treatment programs that do exist, even those
that are coordinated in their operations, generally treat
alcoholics who self identify or who are referred by legal or
health agencies. Practically no attempt is made to identify
the untreated alcoholic. The combination of this minimal out-
reach with detection difficulties posed by the disease and the
general tendency for denial provides a high probability rhat
the aging alcoholic will go untreated.

One obstacle to professionals' efforts to treat alcoholism is
the restrictive reimbursement policies and regulations of
orivate and public (including Medicare) health insurers. The
overwhelming opinion among professionals working in the area of
alcoholism and the aging is that a continuum of care or "after-
care" is crucial for successful treatment. Yet, many of the
related support services are not reimbursable under existing
regulations. In fact, many alcoholics will be treated as in-
natients simply because out-patient care is not reimbursable.

Most of the aging alcoholic population cannot afford the cost
of care over the time period typically required for effective
treatment. Legislators and primary health insurers are going
to have to re-think what is i: the best long-term interest of
this population and of this country.

The larger, more nationally prominent and prestigious profes-
sional groups and federal agencies as a group have recently
begun to acknowledge alcoholism among the aging as a national,
high priority problem. More needs to be done by both govern-
mental and voluntary agencies and organizationms.

RECOMMENDATIONS

The following recommendations made by conference participants

in the various work study groups have been regrouped into six
broad categories that lend themselves to consideration and
action by policy makers. The six categories are: research and
development; education and training; increasing the utilization
of existing services; ensuring and improving the effectiveness
of treatment; increasing the availability and access of services;
and protection of patients' rights.
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In general, the recommendiations involve relatively little addi-
tional expense. TFTor example. nc aew agency is proposed. For
the most part, the recommendations call for modifications or
ex-ensions in existing programs and legislation. Generally, the
recommendations are relevant to :1ll aging groups, with the
exception of some recommendations aimed primarily at increasing
or improving services to elderly persons living in rural areas.

Research and Development

Participants who identified research and evaluation as a priority
noted the problems of a growing aging population and an inade-
quate level of services within existing treatment systems as

the rationale for research specifically targeted to the needs

of this population. Recommendations for research and develop-
ment on aging and alcoholism focused both on organizational

and funding strategies.

Organizaticnally, it was recommended that a national tac force
for research on aging and alcoholism be established, through a
nrestigious organization such as the National Academy of Science.
This task force would be responsible for determining the kinds of
case discovery, differential treatment, rehabilitation, and conti-
nuity of care that are appropriate for this growing population.

Several broad areas in which research on aging and alcoholism
should be conducted include: (a) metabolic/physiological aspects

£ alcoholism among the aging; (b) the kinds of alcohol abuse
‘ound among the aging (including the late onset of alecchol abuse
and the continuation of drug patterns established at an earlier
age); (c) treatment models and their effectiveness; and (d) the
interaction of alcoholism, psychological, and socioeconomic
factors, including toth the effects of alcoholism on life events
and the reverse.

The Federal Govermment, through its approoriate agencies, was
identified as having responsibility for funding and monitoring
research and evaluation activities. Private organizations were
also identified as a funding source, particularly for research
on the effectiveness of various treatment models.

The following sequence of research activities was recommended:
the establishment of research priorities and funding to evaluate
appropriate treatment models, by May 1982, the planning and
implementation ~f a series of ''best practice' seminars to dis-
seminate research findings, by April 1983; the development of a
mechanism for incorporating effective treatment models into the
system for practitioner training, by April 1984.

Education and Training

There is a need for education and training related to alcohol and
the aging. This can be achieved through public information and
education on the prevention and treatment of alcoholism and
alcohol related problems of the aging; staff training; and the
education of aging clients or patients and their families.
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iAn immediate need was identified for public information campaigns
to publicize the fact that aging persons do have alcohol nroblems
and that they can and should be treated. There is a need to
emphasize that alcohol is a leading, or at least contributing,
cause of death among the aging. Speakers bureaus, outreach
efforts, and the labelling of prescription drugs to identify
their dangerous interactions with alcohol, were recommended

as specific strategies for inclusion in public information and
education efforts.

Development of model training programs was recommended in order
to increase the awareness, knowledge, and skills of staff with
respect to the detection and diagnosis of alcoholism and alcohol-
related problems, including the needs of special populations.
“sdel training programs should be developed to incorporate
existing and new alcohol related content.

Training programs would require the development of educational
materials and curricula that address the problems of alcohol

and the aging. Although training programs, especially inservice
training, may be a local responsibility, public and private
organizations at the national and state levels, including
nrofessional organizations, were identified as having the lead
responsibility. For example, it was recommended that NIAA . in
cooperation with HRA, AOA and NIA, develop a contract for ..ae
development of curriculum guidelines to be available to all such
programs, and that this should occur by June 1982.

The need for incorporating new research findings into training
materials and programs was also identified. Taking into account
the timelines for implementing research and evaluation priorities,
this should occur by April 1984.

Training snould include the education of physicians and other
health care personnel with regard to alcoholism, alcohol abuse,
and the interactions of alcohol with other drugs and the associ-
ated dangers. It was specifically recormended that incentives
be provided on both the federal and state level, to medical
schools to implement a plan for education on alcoholism and drug
abuse, with specific reference to geriatric medicine.

The education of the aging clients or patients and their families
with respect vo alcohol and its abuse was identified as a respon-
sibility of the staff of institutions serving the aging. Such
staff members would include physicians and other health care
sersonnel, as well as counselors and other professionals and
paraprofessionals who provide services to the aging. Education
aimed at involving patients and their families in alcohol treat-
ment program activities and the formation of support groups were
suggested strategies.



Increasing the Utilization of Existing Services

Recommendations for increasing the utilization of existing
services emphasized s.rategies for improving coordination and
linkages among the various agencies and service delivery systems
that deal with problems of the aging and with alcohol abuse and
treatment. For example, at the national level, NIAAA should
provide inventories of alcohol treatment services to the leader-
ship of aging, social welfare, transportation, and health systems
in each state. At the state level, a state alcohol authority
should provide inventories of alcoholism treatment programs

and services to local directors of systems providing services

to the aging. At the local level, the training of service
delivery staff should include facilitating the entry of aging
nersons into alcohol treatment programs. State and local plans
for inter-system policy should be develcped and implemented.

Recogn’zing the problem of fragmentation of services (e.g.,
health and social services), it was recommended that Area
Agencies on Aging (AAA) serve as the local coordinating bodies
between the public, privste, and voluntary sectors. AAA's should
promote linkages between .he aging network and the health deliv-
ery and alcohol-drug dependency networks to ensure optimal use

of the expertise and resources of each for the benefit of the
aging.

An example of a specific mechanism suggested for accomplishing
better planning, development, and coordination of services is

an ''interagency council” at the local municipal level consisting
of representatives of alcoholism and aging providers. Respon-
sibilities of this council would include the assessment of
available information defining the alcohol-related problems of
the aging in the community and prevaring an action plan for the
city and/or county government.

A particular need was identified for creating local inventories
of relevant formal and informal resources in rural areas. It
was recommended that a methodology for creating such inventories
be developed and made available to other local communities.

Ensuring and Improving the Effectiveness of Treatment

A general recommendation for assuring the effectiveness of all
alcohol treatment programs serving the aging was that NIAAA,
in cooperation with AOA and NIA, should develop guidelines for
quality and scope of treatment of the aging alcoholic.

Treatment programs must recognize that aftercare is important and
make provisions for it. A specific recommendation was that the
involvment of the ''recovering community" and older persons be
stimulated through the expansion of support and self help groups.




There is a need for a high quality, low cost model program
providing comprehensive services to the older person with alcohol-
ism, utilizing and integrating existing public and private health,
aging, alcoholism, and mental health services. It was recommended
that the President direct NIAAA and AOA to include the develop-
ment of such a model in their authorizing legislation with the
support and cooperation of NIA and the Health Care Financing
Administration (HCFA). The proposed program would include
attention to the needs of special populations, housing pattermns,
outreach, family roles and needs, and funding strategies.
Simplified guidelines should be developed for general use in

other communities.

There is a limited range of services available in rural areas.
Service providers frequently lack the requisite knowledge and
skills to serve aging alcoholics and existing services tend to
be fragmented. Therefore, treatment alternatives should be
developed that are relevant to the conditions of the rural

alcoholic and that ensure a continuum of care.

Increasing the Availabilitv and Accessibility of Services

Senior citizen organizations should be used for the prevention
and identification of potential and actual alcoholism. Some
training may be necessary to facilitate identification and
referral to an appropriate agency for assessment and treatment,
including aftercar-.. Kinds of problems to be identified include
long-term alcoholism and later onset alcoholism, and alcohol-
related problems including adverse effects of interactions with
other drugs, falls, fires and highway safety for both drivers
and pedestrians.

Restrictive and conflicting legislation and regulations that
prohibit or present obstacles to appropriate care for aging
persons must be eliminated. Implementaticn of this recommen-
dation requires the assessment and amendment of legislation and
regulations -- at the natiomal, state, and local levels -- that
affect patient eligibility and entitlements, service delivery,
or reimbursement of services.

Governmental and private organizations should recognize the
potential contribution of the voluntary and informal network in
the comprehensive treatment of the aging alcoholic.

Protection of Patients' Rights

Zven with the best intentions and the most beneficial services,
individuals or organizations may, in an overzealous pursuit

of their missions and goals, intervene or attempt to intervene in
personal and family lives in a way that could violate human or
legal rights.




Appropriate safeguards to prevent this include, (1) the develop-
ment and training of a volunteer ombudsmen to serve on behalf of
aging patients, (2) the inclusion of patients' rights material
in all training macerial where relevant, and (3) to establish
local review boards to evaluate adherence to patients’' rights.
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Foot Health

introduction

In cooperation with the Pennsylvania College of Podiatric Medicine
and the American Podiatry Association, the James C. Giuffre Medi-
cal Center, Philadelphia, Pennsylvania, hosted on March 7 and 8, a
Special Clinical Mini-Conference on Aging. Attended by 198 health
professionals, the conference focused on the elderly's special

foot health problems, particularly those associated with systemic
disease. This report summarizes the proceedings of those two days'
lectures and deliberations.

Aging and the Pedal Extremities

To better understand the importance of foot health in the care of
elderly people, it is necessary to briefly consider the wide vari-
ety of changes which taXe place in the human foot due to disease
and aging.

The skin is one of the first structures to demonstrate changes.
The earliest sign is usually the loss of hair along the outer side
of the leg and on the dorsum of the foot. Brownish pigmentations
follow with an associated increase in the presence of hyperkera-
totic areas due to keratin dys€unction. Added to this, some loss
of muscle mass and soft tissue in the foot occurs. The nails have
a tendency to become thickened and brittle and onychomycosis scems
to be more prevalent.

There are numerous changes in the musculoskeletal structures of
the foot. Due to wear and tear, repeated trauma, years of abuse
and decreasing arterial supply, the feet are easily fatigued and
there is a consequent decrease in work tolerance. With the a:co-
ciated loss of muscle and soft tissue mass, there are frequent
complaints of leg and foot cramps, which may or may not ke asso-
ciated with arteriosclerosis. Osteoarthritis, hyperostosis,
senile osteoporosis, fixed deformities and marked limitation of

motion are also noted and further contribute to the problems of
ambulation.

The vascular system demonstrates trophic changes, coldness, pulse

changes, and color variations. Arterial pathology can turn simple
abrasions into gangrenous Jlesions,
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Aging and chronic disease also produce many functional changes in
the foot. Among these are a loss of sensation, complex gaits,
reduced agility and tremors.

It is easy to demonstrate the needs of early diagnosis of foot
pathology in order to achieve rehabilitation and maintenance of—
foot health at its maximum level. Three distinct relationships
exist between podiatry and the chronic diseases in general:

1. Many general pathological conditions can be discovered during
the course of a podiatric examination, interview or treatment
program.

2. Persons with some chronic disease require podiatric care to
control the pedal sequelae, as well as the pathologic changes of
the feet associated with aging.

3. Many pedal conditions may become chronic. If untreated, they
may result in a loss of ambulation and a furthering disability
from other causes.

Althoogh members of the health professions are primarily concerned
with the prevention and treatment of disease, the elderly perso: 's
concerns are largely those of maintenance of the ability to see,
hear, eat, and walk about. He or she needs to move about to see
friends. pursne a hobby, make life more enjoyable, and lead a use-
ful life as & member of his or her community.

The treatment of the foot is not usually surrounded by urgency and
there is seldom, if ever, the matter of life or death. Complaints
are usually these that take joy out of living. Many times, more-
over, a patient will present himself to a podiatrist with no
history of a physical examination during the past several years,
and it is in these situations that podiatry can strengthen compre-
hensive medical care by apprepriate referrals and consultations.

Systemic Disease of the Feet

A descriptive listing of diseases which manifest themselves in the
foot would provide a prohibitively lengthy text. Rather it is the
intention here to identify those that are common and to briefly
describe their clinical manifestations and their primary compli-
cating effects,

It should also be recognized that although many diseases present
foot symptoms as initial complaints, the usual response in the
elderly is toward the most overt abnormality with its varied
complaints and symptoms. The individual is often faced with
cerplications arising from various sources which make the podiatric
case of the elderly anything but "routine," no matter how common is

the condition. As an example of this, most old people develop thick-

ened nails, the treatment of which is considered by many to be
routine. However, elderly people also are prone to have some form
of cardiovascular disease and thus, since this is common, its
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treatment might also be considered routine. But in fact, neither
condition should be taken lightly and both must be managed to
maintain the functional activity of the patient.

The initial consideration is one of patient management. The term
can mean many things to many people, but in the aging or aged
individual, it denotes a more serious problem than a behavorial
and communication problem because of the real or potential dangers
involved. 1t refers to the fact that elderly patients require
care and treatment that is not routine, but has special understand-
ing and special knowledge about unusual problems. Looking at the
elderly patient, it is essential to see him or her as an individ-
ual with unusual sensitivity to drugs, a high susceptibility to
infection, a lower threshold to physical and emotional stress, one
or more serious systemic diseases and impairments, tissue that
does not heal or repair readily, and a tendency to injure his
lower extremities, thus reducing ambulation and producing a
greater mortality risk.

Foot infection, with or wjithout gangrene, is by far the major
local complicatior. in elderly people related to systemic disease
entities and other factors. This situation often results in the
necessity for amputation, and even in loss of life or the will to
live. In general, one can identify the etiologic aspects of foot
infection in the aged as those associated with:

a. Trauma, such as a cut, abrasion, or the result of crushing,
blistering or pinching that breaks the intact skin.

b, Neglectful acts, such as poor hygiene, particularly poorfit-
ting footwear resulting in a foot-to-shoe incompatibility and the
production cf blisters or raw areas. Impaired vision can turn
"routine" foot care into hospitalization.

c. Changes due to the aging process in the skin, such as fissur-
ing, dryness, hyperkeratoses and atrophy.

d. Metabolic changes associated with systemic diseases, such as
those seen in diabetes and peripheral vascular disczase,

e, Primary and secondary skin diseases.
f. The end result of some surgical procedures.

Osteoarthritis or degenerative joint disease can usually be identi-
fied in the elderly in its primary form or as secondary to trauma,
inflammation or metabolic changes. The associated relationship
Letween chronic trauma or strain and obesity is well reflected in
the weight-bearing joints of the foot. Osteoporosis and postmeno-
pausal syndromes also can be demonstrated often in the same indi-
vidual. The primary findings in the foot include pain, stiffness,
swelling, limitation of movement, and deformity. Clinically
diagnostic associations may include plantar fasciitis, calcaneal
crosions and/or spur formation with or without periostitis,
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osteoporosis, stress fractures, tendonitis, and tenosynovitis.
Where osteochondritis was present at an earlier age, the end
result is usually an osteoarthritic joint.

Existing deformities such as pes planus, pes cavus, and digital
deformities such as hallux valgus, hallux rigidus and digiti
flexus provide for increased pain, limitation of motion and a re-
duction in the ambulatory ability of the patient. The primary
factor to consider is that osteoarthritis in the foot is usually
secondary to repeated microtraumata and may be precipitated by in-
adequate foot care at earlier ages.

Traumatic Arthritis can be well demonstrated in the foot by the
clinical entity of hallux rigidus and its earlier form, hallux
limitus. Continued primary trauma to the first metatarsalphal-
angeal articulation provides the etiologic factox. 1In the elderly,
the clinical feature resembles a monoarticular osteoarthritic
joint. However, the bony bridging provides the need for patient
mechanotherapy, as well as surgical consideration.

Neurotrophic Arthritis when identified in the elderly patient may
be manifested by the atrophic changes seen in diabetes and by the
hypertrophic changes seen in tabes. These represent the common
diseases producing this form of joint disease.

Infective Arthritis can be present in the elderly patient as the
end result of a single septic process of the joint and is associ-
ated sometimes with osteomyelitis. It may also be the residual of
tuberculous, gonococcal or syphilitic joint disease.

Gouty Arthritis is the most common metabolic arthritic process.
Clinically, the disease may provide symptoms in any joint of the
foot and should always be suspected where intense pain is present
without trauma. The primary manifestations in the elderly are
related to chronic tophaceous gout and include chronic, painful,
stiff joints, soft tissue tophi and a loss of bone substance.

Rheumatoid Arthritis in the elderly patient usually is presented

as the end result of the disease with exacerbations of pain, joint
swelling, stiffness, muscle wasting and deformity. Residuals in
the foot include: painful pedal joints, hammer toes, forefoot
spreading, progressive hallux valgus, calcaneal erosions, fasciitis,
tendonitis, cystic and sesamoid erosions, fused digital articula-
tions, phalangeal reabsorption, extensor tendon displacement with
deformities, pedal rigidity and spurs.

Diabetes Mellitus is well known to be complicated by many pedal
manifestations. Very often foot symptoms appearing in an in-
dividual who is not know to be a diabetic will lead to detection
of the disease. The pedal manifestations are related to multiple
systems and often are associated with a variety of symptoms and
signs such as paresthesias, sensory impairment, motor weakness,
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reflex loss, neurotrophic arthropathy, muscle atrophy, absence of
pedal pulses and the clinical findings of peripheral vascular
impairment. Other common findings are dermatophytosis, chronic
inflammation and infection, ulceration and terminal gangrene.

The dread neuroptrophic or diabetic ulcer is resistant to treatment
and requires a multifaceted approach. The best treatment is pre-
vention by the continual management of even minor foot problcms.
For example, ulcerations can be precipita.ed by continuous pressure
causing local vascular impairment, penetration of tissue with
trauma, and continued friction with thrusting and shearing of the
plantar structures. The initial doctrine of prevention must be
initiated by recognizing the liability and providing health educa-
tior o the patient and his family. Management must include a
rmultidiscipline approach.

Peripheral Vascular Insufriciency is present in the elderly patient
in varying degrees. Overt indications of decreased arterial supply
in the feet are muscle fatique, cramps, claudication, pain, coldness.
pallor, paresthesias, burning, atrophy of soft tissues, trophic
dermal changes such as dryness and loss of harr, absent pedal and
related pulcses, and decreased changes in the various functional
tests, such as oscillome.ric readings, histamine wheal, etc. Many
times, calcification can be demonstrated during the course of a
podiatric X-ray examination. Often pain is mistaken for patho-
mechanical faults and blamed on "arch conditions" when the real
problem is a lack of oxygenated blocd to the part.

The terminal result of peripheral arterial occlusion, gangrene,
can be vell related to other factc ., such as smoking, occupation,
exposure to cold, and cardiorenal pathology.

Edema, either related to cardiorenal disease or dependency, may be
the first real sign of impending peripheral arterial complications.

Pedal ulcerations in the aged, associated with arterial insuffi-
ciency, are extremely slow-healing and are many times complicated
by diabetes mellitus. The loss of collateral circulation and the
possibility of occlusion from vasospasm provide an everpresent
liability to the patient.

The peripheral circulation should have adequate suppcrt in patients
leaving bed following a period of immobilization. Edema of the
fecet and ankles due to a combination of inactivity, dependency,
immobilization, pain, muscle inactivity and venous insufficiency
creates substantial complications., Venous insufficiency, with and
without varicosities, leads to ulceration and stasis dermatitis.
Topical infections must be considered as sericus complications, and
early treatment and management must be employed.

Paresis of the lower extremity, often the end result of a cerebral
vascular accident, may result in foot drop, trophic changes, and
new weight-bearing areas for which the individual cannot compensate.
These changes can turn minor foot lesions into ulcerations.




Many diseases of the neurologic system can affect the foot and
ambulation, such as cerebral palsy with gait abnormalities, post-
cerebral vascular accidents, and multiple sclerosis. However,
the primary problems are associated with incoordination of move-
ments as a result of spasticity ataxia, peripheral neuropathies
resulting in a loss of position sense, visual defects affecting
ambulation, tremor and rigidity. Patients with mental illness

or spastic cerebral palsy present foot defects and problems
resulting from their inability to functionally adapt to gait and
related system changes.

Conclusion

The attempt has been made to briefly outline the older person's
special foot health needs, particularly those associated with
systemic diseases. It should be noted that the podiatric manage-
ment of many of these involves management of the pathomechanics
related to disease. The prime concern should be the total patient
and the utilization of all health professionals as a team if
comprehensive care is to be achieved.
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Oral Health Care Needs

Introduction

The American Dental Association submits this report with the firm
recommendatiion that the White House Conference on Aging give thought-
ful consideration to the oral health needs of America's elderly pop-
ulation. Among the many disadvantages faced by this group that re-
qguire immediate attention, poor oral health is significant. Fortu-
nately, however, it is a problem for which solutions exist.

This report contains excerpts from papers presented November 19-20,
1980, at a conference on "The Oral Health Care Needs of the Elderly"
sponsored by the American Dental Association in cooperation with

the White House Conference on Aging. The purpose of the conference
was to bring together nationally recognized authorities in the field
of geriatrics and geriatric dental care to review and examine the
current status of oral health care for the elderly and to prepare
recommendations useful in changing national policy.

Unfortunately, limitations on the size of this report do not permit
the reproduction of all papers presented at the conference. An
attempt has been made, however, to present a representative sampling
to clearly demonstrate the dimensions of the problem, and to suggest
remedial efforts that should be undertaken.

Three general opinions repeatedly emerged at the conference: 1)
additional research must be pursued to carefully document the
effects of the aging process, 2) public and professional education
must be enhanced, and 3) financial assistance programs must be
expanded to provide both preventive and restorative treatment.

The American Dental Association has renewed its efforts in geriatric
dentistry because it recognizes that poor oral health has a detri-
mental impact on one's overall health and, contrary to some widely
held myths, that poor oral health is not an inevitable characteris=-
tic of aging. Optimum oral health can and should be enjoyed for a
lifetime. To achieve this goal regular personal and professional
care is required. Preventive dentistry can benefit all age groups,
not simply the young.
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The White House Conference on Aging is urged to sieze this opportunity
to identify oral health care as a national health planning priority.
The dental profession already has made this commitment and is anxious
for national support from the White House Conference on Aging.

The following excerpts from the conference papers quickly summarize
some of the major issues of oral health care for the elderly American.
Copies of the complete set of papers presented at the American Dental
Associition's conference have been forwarded to the executive office
of the White House Conference on Aging. Additional copies can be
obtained by writing directly to the speakers whose names, addresses
and titles of papers are provided in Appendix I.

I. Oral Health Needs of the Elderly*

A nationwide survey conducted by the National Center for Health
Statistics in 1974 revealed that only 30.3% of all persons 65 and
over had made one or more visits to the dentist within the past year
(National Center for Health Statistics, 1975). Thus, in that year,
approximately 70% of the elderly received no dental care. In fact,
almost half of the elderly population (47.4%) had not been to the
dentist in five or more years. Studies of the edentulous elderly
have revealed that 72% had not sought dental care in five years oOr
more (Gift, 1978; National Center for Health Statistics, 1974).
These surveys have revealed that 55% of persons 65 to 74 years, and
40% of those over the age of 75 retain some or all of their natural
teeth among the aged. However, the finding that almost half the
population over 65 had either not seen a dentist for five years or
had never visited a dentist suggests that a serious need exists for
dental care for this segment of the population. This is compounded
by the problem of increasing risk in old age of periodontal disease,
tooth and bone loss, caries and specific oral disease associated with
chronic diseases.

Two major problems are cited as creating barriers to proper rehabil-
itation and preventive care for older persons. These are the same
problems all health services face in providing proper care for the
elderly. First are the dental disease attitudes of older persons
themselves. These attitudes are not adequately researched, but
what findings there are suggest that older rersons believe that

~ poor oral health is a concomitant of aging and that nothing can be
done. Chronic dental disease is accepted as a consequence of the
aging process by the older person (Freidson & Feldman, 1958; Fish-
man & Bikofsky, 1972). Therefore, restorative and preventive den-
tal care, even care for acute conditions, is not sought as much by
the elderly as by younger persons. Even when free care is offered,

*Presented by Dr. Asuman Kiyak, University of Washington, School
of Dentistry, Department of Community Dentistry, SM-35, Seattle,
Washington 98195.
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many older persons do not take advantage of it (Fishman & Bikofsky,
1972). The second barrier is the attitude of dentists who feel, or

are trained to believe, that older persons are poor candidates for den-
tal rehabilitation and preventive care. The major cause of these atti-
tudes is a lack of understanding about the nature and processes of

human aging and their. relationship to oral health. These attitudes are
further exacerbated by the failure of dentists to communicate adequately
with older persons and to understand their social and economic situa-
tions. A more detailed review of the literature in this area is pre-
sented below.

Researchers on the health of older persons report a substantial amount
of illness and impairments, many of these conditions representing
chronic illness of long duration (Shanas, 1958; Riley & Foner, 1968).
Chronic conditions, which include both impairments and chronic dis-
eases, are far more prevalent among the old than the young (U.S. Sur-
vey, 1959). Well over three-quarters of the population 65 and older
suffer from at least one chronic condition, and about half of them
report two or more. This is significantly greater than the number
found among the younger age categories (Spiegelman, 1970).

Nevertheless, when asked to evaluate their medical condition, many
older persons assess their health quite positively. This may per-
haps be because they have learned to accept certain disabilities
and pains as inevitable or unimportant. Riley and Foner (1968)
report that the older person's self-image tends to reflect the find-
ings from the National Health Survey that only a small minority of
older people aged 65 and over are too handicapped to carry on their
major activity, despite widespread afflictions in old age. Among
older persons, 43% rated their health as good or excellent. While
this is lower than that for young people, it is surprising, consid-
ering the high rates of chronic disease and illness found among the
aged.

For older persons, while there is a correlation between self-evalu-
ation and medical evaluation, self-ratings tend to be more favor-
able (LaRue et al., 1978). Findings also indicate that older per-
sons accept the effects of aging on external bodily features and
appearance, and that they are less likely than younger age groups
to be concerned about their appearance (Riley & Foner, 1968-:
Kahana, 1974).

Older persons are more likely than younger people to believe that
ill-health and disability are to a degree unavoidable. 1In looking
at all age groups, researchers report an increase by age in the
proportion of persons agreeing with the statement: "A person has
to expect a good deal of illness and some aches and pains, espe~
cially when he is old" (Riley & Foner, 1968). The elderly appear
to view such conditions as an unavoidable corollary of aging; they
do not consider themselves to be sick, but continue to lead rela-
tively normal lives. This provides the basis for healthy copring




and day-to-day functioning. At the same time, however, it acts as
a barrier to seeking routine (i.e., preventive) medical and dental
care until their health status has declined considerably.

Because perception of health status is an important determinant of
one's beliefs and practices in the areas of medical and preventive
care, the implications of this perception are significant. It is
difficult to motivate such people to seek medical care for the many
ailments that are not severely handicapping. It is even more dif-
ficult to attempt to make preventive service meaningful (DiCocco &
Apple, 1958). This has been found among the elderly as well. Find-
ings for persons over the age of 65 suggest that these persons are
less interested in preventive care than younger persons, and that
they have a greater tendency to believe they take the best possible
care of their own health (U.S. Survey, 1960). In general, positive
health care, or the prevention of disease, seems to decline with
age. Persous over 60 or 65 are less inclined than younger people
to report taking various steps to guard their health (Riley & Foner,
1968). Resear-h on the reasons older persons with reported illness
give for not seeing a doctor shows that they do not in general
stress financial difficulties so much as the presumed unsuitability
of medical treatment for many afflictions of old age (Shanas, 1968).
In surveys specifically related to oral health, the majority say
they have not sought dentali care because they simply do not need

it (Read, et al., 1976; Gift, 1978). Banting (1971) found low per-
ceived need and high objective need for dental care among a sample
of elderly poor. In our own rescarch with low-income elderly vs.
young enrollees of a free dental program (Miller & Kiyak, 1980),

we found that elderly patients attribute less importance to dental
care, perceive their dental health to be poorer, but perform fewer
preventive dental care measures than do the young. This is consis-
tent with previous investigations, and suggests that a sense of
futility may be operating among the elderly. One statement that
was made by several respondents was, "I reached the age of (60+),
my denta. condition was never good, soO why should I expect it to
get better now?". There seems to be an acceptance of poor oral
health, supported by the psychological defense of minimizing the
problem (i.e., oral health is not that important anyway; I may as
well accept the situation and not seek out a solution).

II. Research on Oral Physiology 4 Aging*

Until recently the level of scientific activity on the process of
aging was low. Only a relative handful of investigators, in most
laboratory and clinical disciplines, addressed questions to this

*Presented by Dr. Bruce Baum, Laboratory of Molecular Aging, Geron-
tology Research Center, National Institute on Aging, Baltimore City
Hospital, Baltimore, Maryland 21224.
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topic. With increasing public interest in geriatrics, the health
scliences have become aware of the special needs and concerus of

the aging individual. This has resulted in a marked risc in cur-
rent investigative efforts. Certain disciplines have lagged behind
in these activities. Dentistry (oral biology) is among them. In
addressing the question of determining the oral health care needs
of the elderly, we of the dental community must recognize that this
task implies a simple, yet subtle, assumption. That assumption is
that we are knowledgeable enough, about the oral physiological
status of the aging and aged, to define real problem areas 1in the
treatment of these individuals. This, I believe, is not a valid
general assumption. To be sure we are not ignorant on the subject
of geriatric dentistry, however, I would contend that we in fact
know relatively little about the physiology of oral tissues across
the adult life span.

Although it is beyond the scope of this paper to exhaustively de-
tail support for this assessment, it is necessary to provide some
justification for the contention. To do this properly, as well as
offer a perspective on the origin of my views, two definitions must
be given; that of the terms aging and physiology. Aging will be
defined here as representing a continuum of physiologic adaptation
after traditional periods of maturation are reached. Thus, by

this definition, aging is not simply equivalent to senescence. It
is not an event which happens after we become 65, 70 or 85. From .
the time development is completed we are aging. Physiology is

used here as encompassing a description of the "normal" range of
function in a tissue. Since our physiologic control systems are
adaptive, not static pre-set processes, we should not pre-judge

what is "normal." An observed response difference between "healthy"
groups (e.g. young and old) should not a priori imply pathology

(a negative, detrimental effect). There is no reason to regard

that which is normal for a "healthy" 25 year old to be normal for

a "healthy" 75 year old.

Given this perspective, an evaluation, albeit limited, of what
might be termed current knowledge, is 1n order.

Descriptions of the "Aging" Oral Cavity

An examination of 16 textbooks and review articles (sganning the
last 20 years) whose purpose, at least in part, was to provide a
description of the oral physiologic status of the aged individual,
has resulted in finding a common series of alterations usually
presented. Many of Lhese alterations have come to be considered
as concomitants of growing old and all reflect negative changcs.




Are such generalizations valid? Surprisingly except for loss of
teeth, and to a much lesser extent the prevalence of cervical caries
and the structural alterations in dental tissues, there is little
reliable epidemiologic data available to judge the meaning of sig-
nificance of these purported age-related changes. To afequately
evaluate individual findings, it is necessary to go beyond the

texts and reviews, to the actual reports upon which these general-
izations are based and assess their methods, data and conclusions.

The close examination of many earlier reports erodes the support

of most of the suggested generalized changes in oral tissues of the
aged. In many instances (e.g. salivary function studies, oral mucosal
changes, sensory studies) the actual data available does not Jend
itself readily to drawing any uniform conclusions. Further, in most
studies, one can recognize many design or methodological concerns
which would prevent utilization of the data for making broad popu-
lation descriptions. Importantly, it must be recognized that many
often referenced aging/oral health studies are 20-40 years old.
Thus, we presently benefit from.the methodologic improvements and
conceptual advances made since the original studies were reported.
This advantage, however, comes with the scientific obligation to
build on past studies, not just accept their published findings as
ultimate facts.

All of the concerns are important in distinguishing the normal
physiological status during aging (i.e. what is due to growing
0ld) from circumstances which result when pathology and/or
pharmacologic therapy are superimposed on the aging individual.
Especially noteworthy is the lack of careful medical and dental
characterization of subjects studied. This substantially limits
the scope of conclusions which can be made. Thus, the guestion

of determining what are the oral health care needs of the elderly
really has two parts: 1) Are there fundamental alterations in the
physiology of the aging oral cavity which require professional con-
cern, observation and/or treatment? and 2) Since there is a high
rate of disease present among older individuals, are there special
problems that systemic pathology (and its therapeutic treatment)
might foster on the oral environment?

Based on my reading of available literatufe, I would conclude that
in many instances the above twot points haye not been separately
addressed. What has resulted is*an’unc1e3r>and possibly confusing
picture of oral physiology/oral health during aging. In order to
approach this problem directly, the National Institute on Aging
(NIA) in July 1978 began an oral physiology program at its Geron-
tology Research Center.




ITI. Prosthodontic Needs of the Elderly Patient?*

Because of tooth loss, the elderly patient is confronted with pos-
sible changes in personal c¢oncept of body image, facial appearance,
masticatory efficiency, speech performance, and as a result of all
of these, perhaps, social acceptance. ‘Healthy, emotionally and
socially adaptive patients will generally have little problem ad-
justing to the change from natural to artificial dentition if prop-
erly prepared by the dentist to understand prosthesis limitations.
Other patients compromised by chronic illness, oro-~facial disability,
or acute disease will likely respond with more anxiety to the pros=-
pect of dentures. Some may feel compelled to transfer the blame

for their undesirable dental condition to family members, friends,
or not uncommonly, their dentist. Patient attitudes influence pros-
thesis acceptance and must be ascertained and receive treatment con-
siderations just as the morphological defect.

It has been said that the success or failure of an oral prosthesis
depends as often on the health and tolerance of the oral tissues

as upon the technical skills of the prosthodontist. The health of
denture supporting tissues is affected by nutrition and the elderly
patient without adequate dentition is commonly lured to a diet fre-
quently lacking in some of the essential nutrients. The quantity
and quality of residual ridge bone are pertinent to denture success.
Normally slowly progressing with age, ridge loss by resorption is
enhanced and hastaned by nutritional deficiency and individual dis-
position, Osteoporosis 1s not uncommon amondg the elderly, particu-
larly post-menopausal women in whom the estrngenic blood level is
abnormally low. It occurs when the internal bony sources of cal-
cium are tapped to compensate for a lack of calzium intake, fail-
ure in absorption, or deficient transport and may be severe when
all of these deficiency states occur in combination. Whether for
natural or artificial teeth, inadequate bony support is a principle
cause for prosthesis failure in elderly patients.

Accompanying untoward bony responses in the oral aging process,

are similar soft tissue changes. Manifestations of mucosal atrophy
include thinning of the epithelium of mucous membranes, loss of
resilience, decreased blood supply, low tolerance, and loss of
regeneration potential. Salivary glands undergo regressive changes
resulting in reduced salivary flow and subsequent dry mouth. This
— condition may be compounded by body metabolic changes,. disease
entities, and medications. Without saliva, natural teeth are not
self-cleansed; mastication and deglutition are compromised; den-

*Presented by Dr. William Laney, Department of Dentistry, Mayo
Clinic, Rochester, llinnesota 55901.
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ture retention becomes difficult; taste sensation is diminished;

and 1nadeguate mucosal lubrication encourages irritation and inflam-
mation beneath movable denture bases. Body water balance is essen-
tial in preventing tissue dehydration. A negative water balance

not only affects salivary secretion, but limits the effectiveness

of muscle and joint function in the stomatognathic system.

whether or not elderly patients have other specific nutritional

neads varies from individual to individual. When these are iden-

ti1fied, they generally can be attributed to a variety of medical,

osvenologlice, social and economic factors. Effective nutrition for
ay's older generation requires attention to the particular needs
eacih 1ndividual.

IV. Denta! Education and Geriatrics*

Dental curricula in most dental schools contains little substantive
material that 1s Jdirectly related to the aged patient. Only within
the past few ,cars does one find information taught dental students
about aging anatomical changes - not just head and neck - but total
skeletal anl ncuro-muscular changes, altered physiologic function -

availability as well as metabolism - psychosocial changes in
enavior - attitude, interpersonal relationships as well as the
vestating effects of socio-economic forces that markedly influence
the dentisit's apility to provide rational oral health care.

some geriatric material sandwiched 1nto courses in pros-
periodontics. However, nothing that is broad in con-
ver definitive.

schools are deficient in their undercraduate curricula -
cven rnore aware of the woeful lack of geriatrics presented
)st-graduate courses or in the programs of state - local and
national meetings not only f[or the gerodontists but specialty
Jroups.

Dr. Saul Kamen, 1in a paper on Skills Training in Geriatric Dentistry
that he presented at the Geriatric Symposium at the ADA meeting

1 New Orleans in October, 1980, guoted Dr. Julius B. Richmond,
surgecn general of the U.S. Public Health Service, in a significant
specch pefore the Annual Session of the American Association of
Dental Scenooie in Washington, C.C., in March, 1978, who stated

"we cennot be satisfied with our efforts as long as 50 percent of

*Presented by Dr. Sidney Epstein, University of California, 490
Db Stiest, Suile 1450, 3an Francisce, California 94102.
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the elderly are without natural teeth and 25 percent of all those
over age 35 have lost all of theirs!!......The nation's dental
schools have a central and critical part to play in meeting the
need for equity in our hecalth care system and for access to care
of the highest possible quality....dental health and the provision
of effective dental health care depend on an expanding body of
scientific knowledge."

Dr. Kamen made other succinct statements that I quote: "Several
factors distinguish dental care for the elderly from that for the
young and middle aged,

1) The special oral problems of the aged require a distinct body
of knowledge and skills geared to the biological, physiological,
pathological, and psychological effects of aging on the oral appa-
ratus. In this respect, it is clear that dental schools have pro-
vided inadequate training in gerodontics, both to predoctoral and
postdoctoral students. Basic science courses in the undergraduate
curriculum rarely consider the individual past 45 o:s 50 years of
age, while clinical instruction emphasizes dental treatment for
relatively healthy, vounger patients. The student, obsessed with
meeting the required number of procedures, focuses on the dentition
rather than on the patient's total functioning. The gerodontist,
on the other hand, must assess not only the presence of disease
but the patient's total physical and mental deficiencies as well
as his socio-economic environment in order to establish realistic
goals of treatment.

2) A significant portion of geriatric dental care is delivered to
physically and psychologically compromised patients. The extension
of the median survival age and life~expectancy carries with it an
inevitable increase in the number of such patients who present a
formidable challenge to dental management. It has been estimated
that the average general practice today comprises 25% of such
patients. Consider the fact that 86% of the over 65 population
have at least one major chronic disorder, 5 to 10% of the non-in-
stitutionalized elderly have some degree of cerebral dysfunction,
and 50% of the residents of nursing homes have acute or chronic
organic brain syndromes. Dental practitioners, by and large, are
ill-trained to cope with the diagnosis and treatment planning of
such patients.

3) Current academic programs in geriatric care are substantially
confined to the dental school clinic, and are usually vested in
departments of removable prosthodontics, with very little input
from behavioral and gerontological disciplines. Beyond the occa-
sional consultative function, there is little opportunity for par-
ticipation by physicians, social workers, pharmacists or other




helping professionals in the dental care plan. Training in geriatric
de.atistry requires significant exposure to off-site skilled nursing
facilities where the interdisciplinary environment enhances appro-
priate attitudinal, cognitive, and psychomotor skills in the aspir-
ing practitioner."”

We are now developing at UCSF a detailed interdisciplinary program
that will have a curriculum for establishing team concepts. The
objectives are to utilize the knowledge and skills of physicians,
dentists, nurses, pharmacists 2nd social workers to provide assess-
ment, evaluation and resolution of the elderly patient's needs.

4) "Academic dental centers suffer from a lack of faculty trained
in geriatric dentistry. The National Institute on Aging has within
the past year announced the first concerted effort to promote aca-
demic careers in geriatric dentistry through the institution of
academic awards. Nevertheless, there is probably less than a score
of academicians in the dental schools of this country who have had
advanced training in gerodontics, compared with hundreds in other
disciplines of dentistry.

5) There is an inadequate literature in geriatric dentistry, re-
flecting in large measure the lack of scholarly pursuit and research
in this area. In the past decade one can count on the fingers of
one hand the number of major textbooks in gerodontics which have
appeared nationally or internationally, while to this author's
knowledge there is only one dentist in the entire country today
engaged in full-time research specifically in aging.

In the light of shortfalls in dental trainirg which we have cited,
it is a small wonder that we are facing the decade of the 80's with
grossly inadequate geriatric manpower for primary dental care. It
has heen estimated that by the year 1990 the U.S. will need to train
about 8,000 physicians to deliver adequate medical care to people
aged 75 and older. -(Kane, R., Solomon, D., Beck, J., Keeler, E.
and Kane, R.: The future need for geriatric manpower in the U.S.:
New England Journal of Medicine, June 1980, Vvol. 302, No. 24, pp.
1327-32). Extrapolating the number of needed dentists to this
figure, we may estimate by the end of this century it will require
approximately 4,000 dental practitioners with gerodontic skills

to supply necessary oral health services for this population,
assuming that barriers to such care will be lowered. It is

obvious that much of this burden will have to be delegated to
non-dental clinicians, such as dental hygienists." (Saul Kamen:
Unpublished paper presented at 121st American Dental Association
Annual Seminar New Orleans, October, 1980, 11-1%).




V. Role of Dental Education*

Dental schools have been charged with the responsibility for pre-
paring graduates to improve the dental health of the population.
Therefore, it is necessary that curricula be responsive to the needs
of the public. The rapid growvh of the elderly population, their
high level of unmet dental needs and their limited access to dental
care are all issues that need to be addressed by the educational
enterprise. As preventive measures become more effective and the
population more aware of the actions that result in the preserva-
tion of teeth there will be more people in the older age groups

who will have natural teeth after they reach 65 years of age.

As the edentulous rate among the elderly drops more emphasis will
have to be placed on preparing dental graduates to provide preven-
tive and restorative care for their aged patients. Success 1in this
area will be predicated on developing more curriculum materials in
the special needs of the elderly as they relate to the dentist's
ability to provide appropriate services. Graduates will have to
be prepared .. work with elderly people who have caries, perio-
dontal disease, and missing teeth and whose dentition can be pre-
served from further tooth loss. Innovative approaches will surely
have to be implemented because the elderly patient will also be
confronted with limited resources and many of the usual biological,
clinical and behavioral problems associated with aging.

A recent study by Ettinger demonstrated the paucity of curriculum
content in geriatric dentistry. His findings prompted others in-
cluding Gilmore to bring the situation to the attention of curricu-
lum planners. Gilmore was responsible for organizing a committee
to prepare guidelines in teaching geriatric dentistry that could

be presented at the 1981 session of the American Association of
Dental Schools. The recommendations of this committee can be
summarized as follows:

(1) Curriculum content should emphasize an integration of several
disciplines due to the broad range of variables associated
with meeting the dental needs of the aged.

(2) Attempts should be made to identify one or more faculty persons
who will assume responsibility for coordinating the curriculum
materials.

(3) Essential curriculum content should focus on a combination of
didactic course work, experiential learning in a variety of
settings, and patient care activities.

*Presented by Dr. Ames Tryon, Department of Community and Oral
Health, School of Dentistry, University of Mississippi, 2500 North
Jackson, Mississippi 39216.




(4) Patient care for the aged person should be integrated into the
general clinic routine of a dental school rather than being
physically separated.

VI. A Model Dental School Program on Aging*

The University of Iowa's College of Dentistry has developed an inter-
disciplinary undergraduate dental curriculum focusing on the spe-
cial physical and psychosocial needs of the aging patient and
methods to meet these needs. The curriculum is collegiate and
occurs over four years of instruction, utilizing didactic and
experiential approaches to learning. For senior dental students

it culminates with treatment of nursing home patients using portable
dental equipment. An interdisciplinary committee oversees the cur-
riculum and proposes changes as needed.

Instruction brings together information and resource persons from
medicine, pharmacy, nursing, social work, nutrition, and others,

to discuss problems including, but not limited to, hearing; sight;
ment~l acuity; disabilities that restrict mobility; dental changes;
socioeconomic changes; changes in income and family situations
which restrict access to care; nutrition; the presence of multiple
diseases; drug therapie.; special needs for health maintenance;

and other psychosocial problems. Specifically, one new course and
five segments of other courses have been developed to increase
required clock hours of instruction from 0 to 54. Focus of instruc-
tion is upon the special needs of the elderly in the primary health
care system and proposed methods to deal with these needs.

Goals of instruction include the following:

1. To impact upon the prevailing stereotypic thinking about the
elderly through:

a. Identifying myths and stereotypes associated with aging.

b. Describing the social and cultural aspects of aging.

c. Emphasizing empathetic approaches to teaching about the
elderly.

2. To describe the biological aspcects of aging, as well as the
psychological processes involved in adjustment to aging.

3. To present the epidemiologic and clinical aspects of aging
including:

*Presented by Dr. Ronald Ettinger, University of Iowa, College of
Dentistry, Dental Building, Iowa City, Iowa 52242,




Need and demand for clinical service.
Treatment planning.

Scheduling.

Office design.

Patient management techniques.

identify resources available to the elderly including:

Aid in financing ce.e.
Social services.

Day care centers.
Community centers.
Religious institutions.
Health services.

To provide clinical experiences with institutionalized and
ambulatory elderly including:

a. Nursing homes.

b. Hospitals.

c. Home care programs. )
It was considered important to begin the program in the freshman
year. Studies on medical and dental students have consistently
demonstrated *“hat students' attitudes become hardened and more
cynical as they progress through school, and that junior dental
students have an even more negative attitude toward the elderly
than freshmen. Thus, it seems necessary from the first contact
with students to attempt to modify their stereotypic thinking and
their attitudes. The process of education must begin by improving
their knowledge about the aged and aging. Knowledge about the
individual difference in the biology of the aging may help to
change misco ceptions and attitudes. It must show them how our
modern, mob le, technological society has often isolated older
persons, deprived them of a role and identity in society, and
created a fear of aging which results in stereotypic thinking -~
even among the elderly themselves.

VII. Dental Care in Nursing Homes?¥*

What is the status of dental programs in the nursing homes of this
country? Despite the fact that it has been estimated that 18 per-
cent, or approximately one out of every five nursing homes in the
U.S., provides dental services (and one wonders as to the compre-
hensiveness of such services), there has been a noticeable improve-
ment in this regard, both in quality and Quantity.

*Presented by Dr. Saul Kamen, Jewish Institute for Geriatric Care,
271-11 76th Avenue, New Hyde Park, New York 11040.
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In the course of delivering lectures and seminars throughout the
country in the past three years, I have been privileged to meet
hundreds of dedicated nursing home dentists, of whom our professioun
should be proud.

It must be remembered that in the early 1970's, with a few notable
exceptions dental programs in long-term care facilities were almost
non-existent. The major impetus to the improvement of dental care
was derived in 1974 from the Conditions of Participation for Skilled
Nursing and Intermediate Care Facilities in Medicare and Medicaid
programs, as promulgated by the Health Care Financing Administra-
tion, then the U.S. Department of Health and Human Services. This
document set forth minimal standards of dental care which included
the appointment of a dental advisor consultant responsible for
patient care; in-service education; policies for oral hygiene,
emergency care if necessary, and referral of patients who require
regular care to dentists. The nursing home operator was required
to provide transportation when necessary to a dentist's office or
other facility for necessary dental treatment. Despite this for-
ward movement, oral neglect was cited among the litany of abuses

of nursing homes by the U.S. Special Subcommittee on Aging in its
investigations in the mid 70's. Perhaps in response to these dis-
closures, and as a consequence of an intensive educational program
launched in 1976, jointly by the American Dental Association and
the American Society for Geriatric Dentistry, and funded by the
U.S. Public Health Service, there has been a noticeable elevation
of oral health programs, and I am personally aware of many new
dental services in long-term care facilities. What is needed is
stricter enforcement of the existing rules and regulations, and
this requires the combined efforts of government agencies, a vigil-
ant profession, and the elderly themselves as advocates for better
dental care.

Looking ahead to the decads of the 80's those who are concerned
with dental care for the institutionalized elderly cannot compla-
cently accept the current status of dental services in nursing
homes. In many ways, thc failure of this industry to comply with
Medicare and Medicaid regulations requiring such services, for

they are observed more in the breach than in the performance,
reflects societal attitudes towards the elderly. Without intending
invidious comparisons, it is a sad' fact that the institutionalized
mentally disadvantaged in this country are receiving dental ser-
vices which are denied to the institutionalized elderly.

In the state of Alabama in 1972, for example, Federal Judge
Johnson, in the case of Wyatt vs. Stickney, ruled that the resi-
dents of the Partlow State Institute for the Mentally Retarded
should be provided with dental services in the ratio of one dentist
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for every 200 in population. As a matter of fact, most Intermediate
Care Facilities in the U.S. now have on-site dental facilities with
paid dental staff. I believe the time is ripe for those of us who
are committed to decent care for the elderly to insist that a long-
term care facility with a population of 250 or more residents should
have an appropri.tely equipped on-~site dental facility to provide
for oral care as one of the essential services for total health

and rehabilitation.

The existence of poor oral health in a nursing home is an indication
of poor quality of care and should be cited as a deficiency in on-

'going review processes. Poor oral health places the nursing home

resident at higher medical risk, diminishes the quality of remaining
life, and unless ameliorated may add significantly to the cost of
institutionalization. 1In terms of the economics of nursing home
care, this argument for good dental care is one to which bureau-
crats may be particularly responsive.

If comprehensive dental care is to be provided to long-term facili-
ties, we shall have to train more dental manpower to provide such
services, and certainly utilize our dental auxiliaries to better
advantage. As a matter of fact, dental hygienists are absolutely
essential to the care of the institutionalized elderly, and I
would hope that in the decade of the 80's they may find more
career opportunities in this field. For this reason, we have
recommended that to the definitions of key professions in skilled
nursing facilities there be added the following: "Where state
law pe.mits, the term dentist includes a dentist directed team of
dental hygienists and dental assistants. Direction need not be
on-site, but the dentist is responsible for supervision." We
have also urged that it is critical that the nursing home include
at least one qualified dentist in a salaried position either as
attending staff or in an advisory capacity.

Should nursing home dental programs be integrated in predoctoral
and postgraduate dental education? I believe the decade of the
80's will give a positive response to this ‘question, precisely
because a significant exposure to the problems of the institutional-
ized elderly enhances the ability of the practicing dentist to
treat the ambulatory geriatric patient with competence and con-
fidence. Medical education in geriatrics in the past decade has
taken giant steps in this direction, and most medical schools

have incorporated basic gerontological sciences in their under-
graduate curriculum. Residency programs in geriatric medicine

in skilled nursing homes have multiplied rapidly in the last few
years. Until 1977, for example, there was only one such residency
in geriatric medicine in the entire country at the Jewish Institute
for Geriatric Care, in which I serve. This year there are approx-
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imately 30 such programs, and the competition to secure residents
of high caliber has increased enormously. To my knowledge, there
are at present only two accredited residency programs in geriatric
dentistry in the U.S., and I certainly look forward to a signifi--
cant increase in such opportunities in the next decade. There are,
however, many dental services in long-term care facilities which
can cffer educational experiences to properly prepared dental
students and dental hygiene students. I say properly prepared ad-
visedly because I believe it can be a frustrating experience to
subject an undergraduate student to a nur.ing home with debilitated,
demented, and terminal patients without orientation and a preliwin-
ary or basic core curriculum. Having enjoyed an affiliation of
several years with several dental schools, and with the School of
Dental Hygiene of the State University of New York at Farmingdale,
New York, I can assure the participants in this conference that our
young professional aspirants respond enthusiastically and positively
to a meaningful experience with our patients. I suppose it is like
extolling motherhood to ask this conference to endorse the concept
of off-site rotations of dental and dental hygiene students to
long-term care facilities, but I shall nevertheless recommend this
to our workshop this afternoon for concrete action.

VIII. Financing Dental Care for the Elderly*

Because dental services are not covered under Medicare and are an
optional benefit under Medicaid, of the $1.4 billion spent on den-
tal treatment of the elderly in 1978, only 3% was paid by public
funds.

An American Dental Association 1979 survey determined that only
37 of 50 Medicaid programs included dental care for adults and,
of these, six provided only emergency care.

The first step to assuring that the more than three million elderly
persons below the national poverty level have an opportunity to
receive dental care is to amend Title XIX of the Social Security
Act to change dental care from an optional service to a basic,
mandated service. The American Dental Association has been

seeking such an amendment since tlLic inauguration of the
program.

In the private sector dental insurance over the past decade has
proved itself to be arguably the most important instrument to
improve access to dental care. But, our elderly citizens today

*presented by Dr. Roger Hehn, chairman, American Dental Association
Council on Dental Care Programs, 2047 Park Street, Jacksonville,
Florida 32204.
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remain the victims of age discrimination in employment, arbitrary
retirement practices and biases against hiring older people for
available jobs.

At the same time, dental benefit plans are largely available only
to groups of employed people. So the elderly, a population of
severely limited income, is denied the benefits of the one instru-
ment that could help dismantle the economic barrier to dental care
for them.

Now, what has the American Dental Association been doing about this?
For the past five years, the Council on Dental Care Programs, of
which I am Chairman, has been urging insurance firms to market
plans to elderly peisons, retirement communities, organizations of
retired persons and the like. Our efforts to date have largely
been unsuccessful. One of the reasons, perhaps, is that we have
found in our discussions with national organizations of retired
persons, a belief that the interest on the part of members in ob-
taining dental insurance is not strong. A similar attitude was
expressed two years ago when, at our urging, a national carrier
organization surveyed its member plans to determine if any would

be willing to provide dental benefits in their Medicare supplement
packages, at least on an experimental basis. At that time, there
were no takers. Our Council meets with perspective purchasers of
dental benefit plans on a regular basis. These are mainly national
employers. We urge them to include their retired employees in their
dental programs. Here, we have had some success. The auto indus-
try, for example, now provides its dental benefits into retirement.
The AT&T - Telecommunications dental program extends into retire-
ment as well. Last year, Eastman Kodak provided dental benefits

to its employees for the first time and made the decision from the
outset to include retirees.

There is some hope for improvement in dental coverage in Medicare
supplement packages, too. Earlier this year we were informed that
Blue Cross/Blue Shield in Santa Barbara, California, had decided

to include comprehensive dental benefits in its Medicare supple-
ment package, an HMO plan called UltraCare. This is being done

on an experimental basis but it is not a pilot program in the usual
sense. There is no plan to terminate this coverage after a given
period of time. We are told it is experimental only in the sense
that Blue Cross and Blue Shield Associations will review the exper-
ience of the Santa Barbara plan to determine the feasibility of
including similar programs and their otlrer plans. So there are
some encouraging signs. At the same time, the Council on Dental
Health and Health Planning has been surveying constituent dental
societies throughout the country and has developed a document
describing programs to provide dental care to the elderly at re-
duced fees.
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But none of these activities is the real answer. The answer will
come only when dental health benefits are included under Part B

of Medicare. It is the Association's intention to mount a campaign
to persuade the next administration and the next Congress to amend
Title XVIII of the Social Security Act to include dental benefits
under Medicare, Part B. It should be emphasized that this is the
focal effort of the plan to improve the accessibility of dental
care for elderly persons.

We intend to recruit through our state dental societies, groups and
individuals who share this interest: chapters of the American
Association of Retired Persons - Retired Teachers Associlation,
civic councils on aging, state senior citizens councils, as well

as the many involved faculties of dental schools and socially
active union and industrial leaders. We will seek to collect data
related to the cost of medical and hospital servic:s to treat con-=
ditions of the elderly, caused or aggravated by ineffective masti-
cation. We will no longer accept the argument that at $1 billion
or $1.5 billion annually, dental care is too expensive to include
under Medicare. That position is hopelessly myoptic. The savings
to Medicare alone in health care services no lenger needed because
people at last are able to eat properly and digest their food has
never been calculated. And, finally, with the help of our allies,
we will send a message to the Congress and to the President, that
the time for this much needed amendment has come and the human needs
of the elderly can no longer be deferred. Nelson Cruikshank,
former president of the National Council of Senior Citizens, said,
"Wwe know that a nation as rich as ours, with gross national product
amounting to more than a trillion dollars a year, can afford to
rescue the young and old from the miserakle life of the forgotten
poor."

One small way that we in dentistry can help to achieve Mr. Cruikshank's
vision is through this change in our basic health care policy.

We must do this, not merely for our elderly people of today, but

for ourselves. David Hackett Fischer, the author of Growing 01d

in America, said, "We are not merely witnesses to our history
but its agents and even its authors. What happens in the future
is determined by what we wish to happen.”




Conclusion

The foregoing has brought to the surface critical issues which re-
quire priority attention by the nation. If we are to make signifi-
cant progress toward improved oral health for America's older pop-
ulation the following initiatives are imperative:

1) Research on the aging process both in general and in particular
as related to oral health, must be continued and expanded;

2) Oral health education directed toward older Americans and pro-

fessional education concerning geriatric dentistry must be
fostered;

3) Financial assistance programs for those elderly in need must be
extended to include preventive and restorative oral health care
services, and

4) Access to dental care for older Americans must be provided by
removing physical barriers and by bringing dental care to the
homebound and institutionalized.

The American Dental Association is proud “o have participated in

the White House Conference on Aging and looks forward, hopefully,
to a brighter, healthier future for all older Americans.
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Appendix I
Conference on the Oral Health Care Needs of the Elderly
American Dental Association

Novembes 19-20,

Speakers

"Research on Oral Physiology
and Aging"

Dr. Bruce Baum

Laboratory of Molecular Aging

Gerontology Research Center

National Institute on Aging

Baltimore City Hospital

Baltimore, MD 21224

"pental Education and Geriatrics"

Dr. Sidney Epstein
University of california
490 Post Street

Suite 1450

Ssan Francisco, CA 94102

"A Model Dental School Program
on Aging"

Dr. Ronald Ettinger

University of Iowa

College of Dentistry

Dental Building

<wya City, IA 52242

"Financing Dental Care for the
Elderly"”

Dr. Roger Hehn, Chairman

ADA Council on Dental Care
Programs

211 East Chicago Avenue

Chicago, IL 60611

"Dental Care in Nursing Homes"

Dr. Saul Kamen

Jewish Institute for Geriatric
Care

271-11 76th Avenue

New Hyde Park, NY 11040

12¢

1980

"psychosocial Factors in
pental Needs of the Elderly"

Dr. Asuman Kiyak

University of Washington

School of Dentistry

Dept. of Community Dentistry

SM-35

Seattle, WA 98195

"prosthodontic Needs of the
Elderly Patient"

Dr. William Laney

Dept. of Dentistry

Mayo Clinic

Rochester, MN 55901

"Summary of NFDH Dental
Delivery System for Home-
bound and Nursing Home
Population"

Mcr. Fred Leviton

Assistant Director for
Program Developrent

National Foundation of
pentistry for the Handi-
capped

1726 Champa, Suite 422

Denver, CO 80202

"preventive Dentistry for
the Elderly"

Ms. Sheryl Short

Dallas City Dental Health
Program

3626 North Hall, Suite 720

pallas, TX 75219




"The Aging Process and Nutrition:
Conception to Senescence"

Dr. Harold Slavkin

Laboratory for Developmental
Biology

Ethel Andrus Percy Gerontology
Center

University of Southern California

Los Angeles, CA 90007

"The California Dental Associa-
tion's Senior-Dent Program:
comprehensive Dental Care for
Senior Citizens at Reduced Fees"

Ms. Jeri Steinberg

California Dental Association

P.O. Box 91258

Tishman Airport Center

Los Angeles, CA 90009

"Dental Care for Senior Citizens -
A Vermont Program"

Mr. Peter Taylor

Executive Director

Vermont State Dental Society

132 Church Street

Burlington, VT 05401

"Role of Dental Education"

Dr. Ames Tryon

Dept. of Community and Oral Health
School of Dentistry

University of Mississippi

2500 North Jackson

Jackson, MA 39216

"Perspectives on Implementing a
Geriatric Dental Curriculum"

Ms. Janet Yellowitz

University of Pennsylvania

Thomas W, Evans Museum and Dental
Institute

Clinical Research Center

4001 Spruce Street, Al

Philadelphia, PA 19104
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Min-Conterences have been recognized by the 1981 White House Conference on Aging and convened by
orsantzations that wished to focus atiention on special aging issucs.

Recommendations ot mini-eonferences are not the recommendations of the official delegates to the Con-
terence or the US Department ot Health and Human Services. They represent the views of the participants
i the mun-conterences. They are being made available to the delegates as part of their background ma-
terals for the national conterence,

The following Mini-Conference Reports have been published:

Recreation Lemsure and Physical Fitness
Aving and Alcoholism

norey aguity and the lderly

Public Voluntary Colluboration A Partnership in contributing to »ndependent hiving for the aging
Nattonal Health security

Concerns of Low-Incone tiderly

Vision and Aemy

Alzheimer’s Disease

Arts, the Humamtios and thie Older Americans

Older Women

Lite-Long tearnine tor Sclt-Sutficiency

Ihe Urban Flderhy

Rural Aumnyg

Long-Term Care

Non Services Approaches to Problems of the Aged

Spiritual and |thical Value System Concerns

Iransportation tor the Aging

Amcerican Indian "Alaskan Native Elderhy

Pacitic Asian Elderly “Pacific 'Aswns. The Widsom of Age™
Pavironment and Older Americans

Richits of the Institutionalized Elderly and the Role of the Volunteer
Veterans

Menta! Health of Older Americans

Saving ter Retirement

Hispanic Aging

Challengme Age Stereoty pes in the Media

Oral Health Care Needs of the Flderly

Housing tor the Elderly

Consumer Problems of Older Americans

Sontor Centers

Flderly Hearmg Impaired People

Black Aged

[eeal Services for the Flderly

Simplify ing Adninistrative Procedures and Regulations in Programs Affecting the Elderly
Iatersencrational Cooperation and Exchange

Selt-Help and Semor Advocacy

Foro-Ametaan | lderly

Inter-relationship of Government. Private Foundations, Corporate Grant-Makers and Unions
“The Nattonal Dudogue tor the Business Sector™
oot Health and Aging

Paortic anders Tunsdiction

Goerontological Nursing

ERIC
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Report of
the Mini-Conference on

Concerns of Low-Income Elderly

Note  The recommendations of this document are not recommendations of the 1981 White House Conference on
Aging or the Department of Health and Human Services. This document was prepared for the consideration
of the Conference delegates. The delegates will develop their recommendations through the processes of

Q therr national meeting in late 1981.
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National Community Action Agency
Executive Director's Association
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Suite 610

Washington, D.C. 20005

Telephone 202-347-4778

Kansas City, Missouri
January 13-15, 1981

Washington, D.C.
January 25-27, 1981

Mini-Conference Coordinator

Joan Buchanan ;
White House Conference on Aging Staff |
|

Publications Coordinator

Stephanie Braime
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No longer must American aged live in hunger,
suffer fram lack of health care, exist in
delapidated housing, and remain hidden fram
the mainstream of American life. While we
must improve the life for all the aged, our
top priority must go to those who suffer
most. America must address itself first to
the needs of the elderly poor.

- fran the 1971 WHCoA
Report to the Delegates

Do it now! I won't be around in ten years for
the next conference.

- Ms, Mary Powell, a 1971
delegate to the WHCoA
quoted at the Conference

RQuite a lot's been done, but not a whole lot
for us.

- Ms. Mary Powell, quoted
February 12, 1981.

BACKGROUND OF THE MINI-CONFERENCE

Ms. Powell is around ten years later and unfortunately so are many of the problems
and concerns she brought with her as a low incame delegate to the 1971 White House
Conference on Aging. In same ways the elderly of all income lavels are better off
than they were ten years ago; in other ways, due to the ravages of inflation and
the effects of a generally harsh econamic climate in the nation over the last
decade, the elderly, especially the elderly poor, are less well off. This seg-
ment of the American population, generally under-represented on or absent from
decision-making bodies, private and public, has taken a small step in 1981 towards
having itself heard. The opportunity was the 1981 White House Conference on Aging
and the vehicle was a pair of Mini-Conferences on Concerns of Low Incame Elderly.

The 1981 White House Conference on Aging (WHCoA) marks the incorporation of the
mini-conference format into the overall structure of the conference. This compo-
nent has been conceived as a forum for the expression of views by special interest
groups within the elderly cammnity, and, to date some 35 mini-conferences have
been convened under the sponsnrship of groups as diverse as the Gray Panthers and
the American Podiatry Association.
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The National Cormunity Action Agency Executive Directors Association is a nation-
al membership organization comprised of the directors of the nation's network of
Community Action Agencies. These are the men and women who are at the forefront
of the nation's ever-present effort towards eliminating poverty. Through their
organizations, the members of NCAAEDA represent some 20 million low income Ameri-
cans. Believing that the problems of elderly poor Americans deserved special and
separate attention, NCAAEDA sought aud received recognition fram the White House
Conference on Aging tc sponsor a ‘ini-Conference on the Concerns of Low Income
Elderly.

The Conferences—~In January, 1981, NCAAEDA convened a White House Conference on
Acing, Mini-Conference on the Concerns of Low Income Elderly. Two meetings, one

in Washington, D.C. covering the states in Federal Regions I-V and one in Kansas
City covering the states in Federal Regions VI-X, were held to develop recommenda-
tions on ten 1ssues of importance to the elderly poor: Retirement Income, Health
Scrvices, Long-term Care, Nutiition, Energy, Transportation, Employment, Elderly
and the Work Ethic, Housing, and Urban and Rural Service Delivery. NCAAEDA planned
and coordinated the eastern conference. The western conference was planned and
coordinated by Region VII Community Services Administration and West Central
Missouri Rural Development Corporation.

Approximtely 350 low income elderly delegates attended the two convention-style
conferences, defining issues and establishing priorities during small issue group
sessions. Each conference closed with a resolution adoption session in which del-
egates formally amended, adopted or rejected the recammendations brought forward
by each group. Throughout the conferences, 230 non-voting staff participants from
local, state and national organizations assisted the delegates in this process.

The elderly pocr have directly experienced the problems associated with age and
poverty and richly deserved an opportunity to express their concerns within the
WHCoA. The following report is testimony to their hard work and dedication.

EIDERLY POOR AMERICANS—-STATISTICAL OVERVIEW

In 1977, at least 3.2 million persons 65 years or older lived on incomes which
placed them below the poverty level. This figure represents 14.1% of the total
elderly population (currently estimated to number same 24.1 million Americans)
and means that nearly one out of every seven persons 65 or over lives in poverty.

Certainly, a more recent population figure for the elderly poor would be prefer-
able. Howevei, it is doubtful that any projected figure, regardless of recency,
would nmeet with complete agreement concerning its accuracy. Based on the diver-
sity of assumptions which have been used to determine poverty levels, the number
of elderly who are classified as poor can vary from as few as 1.5 million (Con-
gressional Budget Office, 1977) to as many as 8.7 million (U.S. House of Represen-
tatives Select Camittee on Aging, 1978).

The rate of poverty among elderly Anericans is greater than their percentage of
the total pcpulation. Although persons 65 years or older represent 10.0% of the
total populatiorn, the elderly constitute 13.8% of America's poor. This greater
representation of the elderly among the poor is even more pronounced when the
poverty index is raised 25% to 50%. The elderly represent 15.8% of all Americans
whose incomes fall below 125% of the poverty guideline and 16.4% of all Americans
whose incomes fall below 150% of the guideline. Thus, it is evident that the
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elderly are not only over-represented among the poorest in America, they also
comprise disproportionately high nunbers of the so~called '"near' poor unfor-
tunately, for the millions of elderly who are numbered amona the "marginally
poor," it is not likely that this minor increase in income provides a substan-
tial improvement in living conditions.

Older blacks (36%) and Hispanic Americans (22%) are more likely to be poor than
elderly whites (12%). In addition, elderly wamen (16.7%) are more likely to be
poor than elderly men (10%). In 1975, the median income for a man over 65 was
$4,959, but for an elderly woman it was only $2,642.

Of the elderly living in rural areas, 10% are poor. In contrast 11% of the eld-
erly in metropolitan areas have incames below the poverty level.

“About two-thirds or 2 million of the elderly poor were persons living alone or
with non-relatives. The large percentage of elderly poor (66 2/3%) livina alone
or with non-relatives contrasts sharply with the non-poor elderly, most of whom
live )m family settings (4 out of every 5 elderly men; 3 out of every 5 elderly
wamen) .

RESOLUTION TOPIC-—-RETIREMENT INCOME

Very few elderly Americans, regardless of incame level, depend on wages as their
major or sole source of incame. In fact, out of a total of 21,662,000 elderly in
1976, only 369,000 depended on earnings as their sole source of support. Over
75% of all persons 65 years or older receive no wages or salaries and depend on
Social Security, Supplement Security Incaome (SSI), veterans benefits, covernment
retirement pensions, private pensions and other public support programs for sur-
vival. The elderly are particularly dependent on cash transfer proqrams as can
be demonstrated by the fact that Social Security contributes more than 50% of the
income available to the elderly.

Thus, if the elderly poor are vulnerable in any one area, surely the limitations
imposed by the unavailability of work cambined with inadequate levels of existing
forms of retirement income would take precedence over other serious, but less
daminant problems. The income adequacy of elderly Americans (and particularly of
elderly poor Americans who are most dependent on qovernment transfer programs such
as Social Security) is exacerbated by the current practice of adjusting Social
Security benefits according to increases in the Consumer Price Index (CPI). The
CPI attempts to show major changes in costs for all goods and services for all age
groups residing in different parts of the country. As such, it is not constructed
to reflect differences among consumers. However, current studies have demonstrated
that the consumption patterns of the elderly vary substantially from those of the
non-elderly.

For instance, elderly families and individuals spend a disproportiocnate amount of
their incames for necessities such as housing, food and medical care. In 1973,
the consumption pattern for the elderly population was as follows: (1) housing
(32%); (2) food (25%); (3) transportation (15%); and (4) medical care (10%). In
a statement before the U.S. House of Representatives Select Cammittee on Aging on
October 1, 1975, Hobart Jackson, Vice President of the National Council on the
Aging, described the impact of inflation on the elderly as follows:

. « . About 78% of elderly males and 92% of elderly females are not in
the labor force. Their income is fixed social security and/or pension
benefits combined with whatever savings they have been able to build

¥
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over the years. Despite the fact tuat social security payments have
been increased in recent years, these increases have not kept pace
with the unexpected double-digit inflation. The elderly are particu-
larly hard hit by this inflationary spiral because those items which
take up the bulk of their tight budgets—food, housing, medical ex-
penses, fuel and other public utility costs--have suffered the high-
est cost increases. The aged spend proportionately more of their
incomes on food, housing and medical expenses than any other group
in this country. A report by the Joint Economic Camittee of the
Congress concluded that the impact of higher prices on lower income
consuners was about one-third larger than on other consuners.

Unfortunately for the elderly, consuner figures for 1980 show that while the CPI
rose approximately 12.4% last year, basic necessities showed an increase of over
13.8% with energy rising at 18.1%, food rising at 10.2%, medical costs at 10%,

and housing at 15.1%. Interesting enough, non-necessities, or those items defined
as all other goods and services combined, rose at less than 9.8%.

Because the limited income of the elderly poor is eroded by the spiraling costs of
necessities, some have argued that a separate (and zssumedly more eguitable) Older
Person's Index should be designed to reflect this disparity among elderly consum-
ers. Social Security benefit levels would then be tied to those cost of living
increases to which the elderly are most vulnerable. A fairer adjustment of Social
Security benefits would affect a large nutber of America's elderly poor. It is
possible that over 55% of the total elderly poor population in America would have
benefitted from a Social Security acjustment based on a more accurate reflection
of their living expenses.

Supplemental Security Income (SSI) is another source of financial support to eld-
erly poor Americans. A 1978 report indicated that SSI was only serving one-half
of its elderly eligible population. This would indicate that one major problem
with SSI is its failure to reach large numbers of potential recipients. Although
outreach capability is a continuing problem within the SSI program, other opera-
tional factors may have equal if not more damaging ramifications for the elderly

poor.

Eligibility for SSI is determined by a means test based on an applicant's assets.
For an individual, assets cannot exceed $1,500; for a couple, assets cannot exceed
$2,250. This is an all or nothing proposition. Thus, if an individual's assets
exceed the $1,500 limitation, even by a dollar, he/she is not considered eligible.

Savings are included as countable assets. Unfortunately, this may have the effect
of encouraging potential applicants to spend their savings in order to quality for
the progran. Once an applicant has been accepted into the program, other incame
sources will reduce SSI benefit levels. For instance, for SSI recipients who are
employed, any earnings over $65 a month will reduce SSI benefits by one dollar for
every two dollars earned. In addition, SSI recipients who receive more than $20
per month in unearned income such as Social Security, pensions and veterans bene-
fits will suffer a subsequent 100% reduction in SSI benefits. Although such re-
strictions may seem logical, one should remember that the maximm Federal SSI -
yearly income in 1978 was $2,270 for an individual and $3,409 for a couple--both
amounts were well below the poverty threshold for that year.

As Girshick and Williamson contend in the following, SSI restrictions may'!produoe
the disasterous consequence of excluding the worthiest program recipients:
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The inequities of the SSI system are more clearly evident in
the assets test. An individual without incaome and just about the
$1,500 in assets will be denied SSI, while an individual earning
$300 a month with a $20 pension will still receive a $55.60 SSI
monthly benefit. The disperity, in sum, is that an individual be-
low the asset limit can have earnings of $3,000 and receive bene-
fits, while sameone without earnings, and just above the assets
limit will be denied any benefits at all.

SSI recipients also receive a one-third reduction in benefits if they live in a
household with relative(s) in which both shelter and food are provided. This re-
duction is applied across the board regardless of the number of household resi-
dents. In addition, the earned incamne of certain household residents may also
negatively affect benefit levels for the SSI recipient. Both reductions are based
on the assumption (apparently unfounded) that related individuals sharing a resi-
dence will also share assets.

The cash transfer programs which currently assist the elderly poor do not even as-
sure them of an incamne equal to the govermment's own poverty line. In addition,
when benefit levels for these programs are adjusted for increases in the cost of
living, the inflationary index used does not adequately reflect the living expenses
incurred by this group. Until these and other inequities are reversed, the elderly
poor will remain vulnerable and dependent.

Recaommendations

1. The current practice of adjusting Social Security and SSI benefits to increases
in the CPI does not adequately reflect the impact of inflation on the elderly
poor. Either the CPI should be revised or a new Older Person's Index designed
to more equitably adjust for the living expenses incurred by the elderly poor,
All retirement systems should be adjusted bi-annually to reflect the revised
CPI.

2. Large numbers of the elderly poor are dependent on Social Security and SSI for
their sole or major source of support. These programs do not currently assure
the elderly poor of even a minimally secure level of income. As such, the
following strategies are suggested.

o The benefits available through these programs should be raised to provide
a level of income which at least meets the govermment's own poverty line;

® Cost of living increases in Social Security and SSI benefit levels should
not result in decreases in other benefits such as veterans pensions, public
housing rents or food stamp bonuses. Social Security increases should not
recluce SSI benefits;

® There should be bi-annual cost of living adjustments;

e Age qualifications should not be raised;

e Incane requirements for all Federal programs should be based solely on the
individual's income regardless of his/her household's incame;

@ Displaced homemakers and widows should receive a transistion benefit based
on the former spouse's Social Security benefits.
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3. SSI should be restructured:
® to either 1lift or eliminate the assets test as an eligibility factor,

e to lift the allowed earnings level, thereby removing a policy which acts as
a disincentive to work;

® to eliminate the one-third reduction in benefits for living with relatives,
thereby removing a policy which acts as a disincentive for the growth and
maintenance of family support systems;

e to provide for an adequate outreach and information program, including field
visits to the hamebound elderly, so that more potential beneficiaries will
be served; and .

® to expand the SSI program into Puerto Rico, the Virgin Islands and the Trust
Territories.

RESOLUTION TOPIC--HEALTH SERVICES

Health expenditures in the United States have risen dramatically over the past sev-
eral decades and represent an increasingly greater proportion of the Gross National
Product (e.g., the percentage of the GNP attributed to health expenditures has
increased as follows: 3.6% in 1920; 4.1% in 1940; 4.6% in 1950; 5.2% in 1960;

7.1% in 1970 and 8.6% in 1976). The cost of health care for the individual has
risen in similar fashion with a $29 per capita expenditure for health in 1940 in-
creasing to a $638 per capita expenditure in 1976. In 1977, the rate of inflation
for health care was 50% greater than the Consumer Price Index. Unfortunately, the
most recent information available is no better. For instance, the American Hospi-
tal Association estimates that cammnity hospital costs for the second quarter of
1980 have increased 15.7% over the same period last year.

The financial security of the elderly has been sorely impacted by the increasing
price of health care. Because the elderly are more likely to suffer from chronic
disabilities, they incur health care expenses that are extremely high relative to
those of other age groups. Even among the non-institutionalized elderly, it is
estimated that at least 86% suffer from same chronic form of illness. In 1976,
the average health care bill for a person 65 years or older was more than $1,700—
an amount which represented more than half of the official poverty level for that
year. Thus, in 1976, the elderly spent almost three times the average per capita
expenditure for health care.

Medicare and Medicaid are the two major govermuental health programs which curren. -
1y provide nssistance to the elderly poor. Even though the national funding level
for these programs is massive (in 1976, the combined expenditure for Medicare and
Medicaid was $32.4 billion), neither program is capable of responding to the cur-
rent health needs of the elderly poor. Despite these programs, the elderly spend
almost 70% more for medical care than the non-elderly. Currently, Medicare only
supports 38% of the health expenses incurred by the elderly. In addition, it is
estimated that Medicaid probably serves less than one half of the eligible poor
population at any one time.

There are some major problems in the current administration of both programs which

negatively impact the elderly poor. Medicare does not cover same important medical
services (i.e., prescription drugs, eyeglasses, hearing aids, dentures, custodial
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care, preventive care, etc.) and Medicaid only provides these services at the op-
tion of the state which administers the program (e.g., currently 19 states do not
provide adult dental services and 17 do not provide eyeglasses). When these ser-
vices are not programmatically available to the elderly poor, they must bear the
consequent expense.

The most serious problem within Medicare and Medicaid relates to rising health
costs combined with increasing demand. Medicaid has grown phenamenally since its
inception in 1967. Program expenditures have shown a five-fold increase with a
total of $1.9 billion in 1967 up to $9.9 billion in 1979 (both figures repre~ent
cambined Federal and state amounts). Naturally, beneficiary levels have ircreased
as program costs have increased (i.e., 11.5 million recipients in 1968; 23.4
million in 1976 and 21.7 million in 1978). Nonetheless, as a recent article in
the National Journal indicates, inflation has contributed the most to Medicaid's
increases:

. . .Medical care costs slightly more than doubled during that period
(1968-1978) according to the Health Care Financing Administration.

In addition, the number of beneficiaries nearly doubled, and the pay-
ment per recipient even when adjusted for the increasing cost of medi-
cal care, rose by a third. Since 1974, however, when the rolls and
services essentially stopped expanding, inflation in medical costs has
beea the real culprit, up by 30% compared to an 11% increase in per
patient costs and no growth in the mmber of recipients.

Current Medicare and Medicaid expenditures indicate that both programs emphasize
high-cost, institutional forms of health care which focus on acute or long-term
illnesses as opposed to preventive health measures. Both need to abandon their
institutionally-biased policies in favor of a more comprehensive, cammunity-based
approach to the health needs of the elderly poor, including integration of exist-
ing services, increased information and referral mechanisms, and support for pre-
ventive health strategies.

Recamendations

1. Medicare/Medicaid should close present gaps in services and benefits by in-
cluding coverage for diagnostic and preventive services, prescription drugs,
dental care, hearing aids and vision care. Transportation to needed health
services should be an allowed program cost. All states, including Arizona,
should be required to administer Medicaid.

2. Medicare/Medicaid should discourage institutional care except when absolutely
required and begin to emphasize a comprehensive, community-based approach
which focuses on the day-to-day, life-long health needs of the elderly poor.
Suggested strategies include:

e Supporting alternatives to institutional care including a variety of home
health services;

o Consolidating existing commnity health services to be more accessible to
potential recipients;

e Establishing and financially supporting educational efforts which focus on
the special health needs of the elderly poor. Such programs would be de-
signed to educate health professionals, the elderly poor themselves and the
public as a whole,
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3. No budget cuts should be implemented in existing federally funded health care
services for low-incame senior citizens.

4, Ilegislation should be passed in all states to enable seniors to obtain lower
cost generic drugs.

5. All health care institutions should be encouraged to increase participation
by consumer representatives on governing boards and by creating advisory
councils.

6. The Congress should enact a broad-based comprehensive National Health Insur-
ance program for all Americans, with special eamphasis on the elderly poor.

RESOLUTION TOPIC—LQNSG-TERM CARE

Naturally, the health problems discussed in the previous section also apply to any
examination of the long-termm care needs of elderly poor Americans. Much of the
problem with long-term care must be attributed to limitations in existing services
especially in the area of non-institutional alternatives. It is estimated that
nearly one-half of the non-institutionalized elderly population suffers fram a
long-temm chronic ailment. However, 83% of the elderly who need long-term care
do not require the cost-intensive services available in institutional settings
and could be given adequate attention through a home health care program. Thus,
the elderly as a whole and especially the elderly poor (who are not financially
prepared to purchase expensive health care) desperately need a comprehensive,
innovative approach to their special long-term care problems,

Unfortunately, Medicaid, the health care program for the elderly poor, is not cur-
rently responding to this need. Because of programmatic restrictions, it is very
difficult for Medicaid beneficiaries to qualify for home health care. For an in-
dividual to be eligible to receive home health assistance, he/she must have been
hospitalized for at least three days, must require continuing ''skilled" care and
must be classified as hamebound. Needless to say, these requirements reflect an
institutional bias which is supported by actual program expenditures.

Currently, institutional care consumes 69% of all Medicaid program dollars with
33% going to hospitals and 36% to long-term care facilities. In stark contrast,
only 2% of that portion of Medicaid attributable to long-term care is spent for
home health care. Ironically, home health care is potentially more desirable,
responsive and cost-effective than its institutional alternatives.

In 1979, nursing hame care accounted for nearly 45 cents of every Medicaid dollar.
This represents a 50% increase in such expenditures as reported for fiscal 1977
and provides further evidence of Medicaid's extreme reliance on institutional care.
Given the increasing cost of institutional forms of long-term care coupled with
the understandable desire of the elderly poor to remain independent as long as
possible, legislators and administrators have a responsibility to carefully exam-
ine the impact of current policies and practices and to seriously consider alter-
native approaches.

Recamendations

1. Medicare/Medicaid should be restructured to discourage the dominance of in-
stitutional care and to pramote greater flexibility in provision of services
which promote the independence of the elderly poor. Suggested strategies in-

clude:
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o Integrating and consolidating existing cammnity services to provide campre-
hensive, accessible health care to the elderly poor;

e Expanding current coverage to include preventive health care and to allow
the use of medical paraprofessionals;

¢ Pramoting and supporting hame-health care alternatives (e.g., homemaker
services; adult day care; respite care; Senior Companion; chore services,
Green Thutb; etc.) which have proven to be cost-effective;

® Revising program guidelines to allow service variations which campensate
for differences in urban and rural areas and low and high-level health needs.

2. Vhen the only suitable alternative is long-term institutional care, the qual-
ity and cost of such health care should be monitored and evaluated.

3. Enact legislation to provide tax incentives which encourage families or sur-
rogate families to care for the elderly in their hames, thereby encouraging
the extended family model of long-term care.

RESOLUTION TOPIC--NUTRITION

The nutritional problems of the elderly poor may be attributed to a camplicated
cycle of inter-relationships including econamic conditions, physiological status
and social environment. In other words, the ability of the elderly poor to obtain
adequate nutrition is excerbated by inadequate levels of income, poor physical
health, social isolation and limited knowledge concerning nutrition.

The inadequate incame available to the elderly poor has already been discussed.
Obviously, the financial burden imposed by limited income directly (and negatively)
influences the nutritional status of the elderly poor. Food costs are predicted
to rise 15-20% in 1981. Most elderly poor depend on fixed retirement incomes
which do not adequately reflect the impact of inflation. Food stamp participation
among the elderly poor has increased 32% since the elimination of the purchase
requirement in 1979. However, if the food stamp program is cut as a result of
reauthorization in September, 1981, many elderly poor will be denied access to
this important nutritional supplement. Given these econamic restrictions, it will
be difficult, if not impossible, for the low-incame aged to obtain adequate nutri-
tion.

It is important to note that a direct relationship exists between inadequate
nutrition and poor health among the elderly poor. More than 85% of Americans who
are 65 years of age and older suffer from a chronic disease or disability. At
least half of these diseases (i.e., coronary heart disease; hypertension; diabetes;
arteriosclerosis and obesity) are directly associated with malnutrition. Finally,
chronic health conditions often impose strict physical limitations which may make
food preparation impossible.

At least two-thirds of the elderly poor live alone. Since isolation may act as

a disincentive for preparing regular, well-balanced meals, the social condition

of the elderly poor may negatively impact their nutritional adequacy. Transpor-
tation is often limited or unavailable to the elderly poor. Therefore, isolation
imposes a further caomplication, limiting access to food sources and nutrition
sites. Finally, even given sufficient incame and access to food, the elderly poor
may not possess enough knowledge concerning their nutritional needs to assure them-
selves of a healthy diet.
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Recamendations

1. Low levels of income, poor physical health and social isolation negatively im-
pact the ability of the elderly poor to obtain adequate nutrition. Govermment-
funded nutrition programs such as congregate meal sites and home-delivered
meals often provide the most important source of nutrition to this population.
To assure that larger numbers of the elderly poor are served by these pro-
grams, the following is suggested:

® Increased funding levels;
® Better ‘coordination and integration of existing nutrition services;

® Better coordination of existing transportation services to nutrition sites
and food sources;

e Nutrition program acvisory councils are mandated to have 51% client partici-
pation. Insure trat 30% of that 51% are low-incume elderly;

e Title III of the Older Americans Act should require that nutrition education
be provided to participants at all nutrition sites.

2. Food costs are predicted to rise 15-20% in 1981. Food stamp allotments should
be adjusted bi-annually to more adequately reflect the inflationary cost of
this essential item, The food stamp program should continue operating at lev-
els which are sufficient to serve the needy and particularly the elderly poor.

RESOLUTION TOPIC-—ENERGY

Although the rising cost of energy continues to be a major source of concern to all
Americans, it poses a serious and sametimes life-threatening problem to the elderly
poor. Unfortunately, certain conditions prevalent among the elderly poor make them
especially vulnerable to increases in energy costs. Because over 75% of elderly
Americans are unemployed, subsiding on fixed retirement incames which have not kept
pace with inflation, they are financially unprepared to absorb rising energy costs.
In the past, elderly poor households attempted to treat heating and utility costs
as a variable expense by reducing consumption. However, current statistics indi-
cate that this is no longer a feasible (and, perhaps, more importantly, a healthy)
alternative for the elderly poor.

Low-incame families spend 15% to 20% of their income on fuel and utilities in com-
parison to middle-income families who spend approximately 5% of their income on
residential energy costs. Why do the poor spend a disproportionate amount of
their limited income on residential heating and utility costs?

Data collected from the 1970 Census indicate that 63% of elderly homeowners live
in houses constructed prior to 1940. Older homes are less likely to be energy
efficient. Yet, because of limited incomes, the elderly poor are less likely to
invest in energy-saving repairs and improvements. The elderly poor are also more
dependent on the least efficient, most expensive home heating fuels. In addition,
most elderly poor are hame throughout the day and cannot turn down their themmo-
stats to reduce energy consumption during working hours. Nonetheless, same home-
bound elderly cio reduce interior temperatures during the day to conserve on encrgy
costs, However, this is a dangerous practice for the elderly who are particularly
vulnerable to hypothermia, a loss of body temperature which can be fatal.
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The elderly have the unfortunate distinction of spending a greater percentage of
their incame on heating than any other group. Nonetheless, while they spend more
on energy costs, the elderly poor actually consume less energy than any other
group. In other words, the elderly poor are less likely to be able to reduce con-
sunption in order to reduce energy expenditures.

Fram 1972 to 1979, fuel costs rose 197.3% and will continue to rise. This has
caused considerable hardship to the elderly poor eroding their financial security
and impacting their ability to purchase other necessities (i.e., food; medicine,
etc.). Ironically, as low use energy consurers, the elderly poor are also sub-
ject to the service inequities incorporated in existing utility rate structures.
The impact of high energy cost is not a short-term, acute problem for the elderly
poor. Instead, it continues to pose a chronic threat to their health and secur-
ity. As such, this problem deserves a response which is comprehensive, not sim-
ply crisis-oriented.

Recommendat ions

1. The U.S. Congress should enact legislation authorizing the Federal government
to create a year-round fuel assistance program which gives priority to elder-
ly poor and near poor cCOnsumers.

The Federal government should require Federal and state public utility com-
missions to implement new rate structures such as lifeline rates for elderly
poor consurers, simultaneously eliminating lower utility rates for high use
customers. In addition, national guidelines should be established for the
hame heating industry including standards for custamer service, debt collec-
tion and disconnections.

Congress should increase funding for weatherization activities with the goal
of adequately weatherizing all low income elderly residences. Program guide-
lines should be revised and expanded to allow flexibility in obtaining labor
with the goal of hiring the elderly poor whenever possible. In addition,
Congress should:

o Provide necessary funds for retrofitting heating and cnoling svstems or
conversion to alternative sources;

e Strive to maintain independent/non-corporate control of alternative energy
sources;

e Expand the weatherization program to include routine, annual maintenance of
heating units in low-income elderlyv residences.

The Federal government should require evaluation of all federally-funded
energy programs which serve the elderly poor to determine sufficiency in
service, actual administrative costs and conmunity needs.

RESOLUTION TOPIC--TRANSPORTATION

Because the elderly poor are likely to suffer from physical impairment which re-
duce mobility, tney are often completely dependent on others (i.e., public facil-
ities; service agencies; relatives; volunteers; etc.) for their transportation
needs. It has been estimated that at least one-third of the elderly poor popu-
lation experience serious transportation problems.




The availability of elderly transportaticn through social agencies and volunteers
has been sorely impacted by the rising cost of gasoline and insurance premiuns.
Because provision of transporation requires increasing amounts of program funds,
the level and quality of direct services may be seriously reduced (the other al-
ternative is to cut transportation). In addition, when volunteers are asked to
bear the full cost of their services, the number volunteering diminishes.

When transportation cannot be acquired through social agencies, volunteers or rel-
atives, the elderly poor must turn to public facilities, Because they subside on
reduced and inadequate incames, many cannot afford such services even when avail-
able and accessible. However, they must deal with the further complication im-~
posed by design problems inherent with most existing public transportation vehi-
cles.

Perhaps, the most serious problem concerning transportation for the elderly poor
is its simple lack of availability. Although millions of Federal and state dol-
lars are earmarked for transportation each year, these programs have not addressed
the transportation needs of the elderly poor. Unfortunately, due to fragmentation
and lack of coordination, the capacity of existing transportation services has not
been adequately tapped.

Recommendations

1. Transportation services should be developed to accomodate the broad range of
needs of tne elderly poor. Integration and coordination of existing trans-
portation services is required to assure a more effective utilization of cur-
rent facilities. Suggested strategies include:

e Elimination of program guidelines requiring user restrictions based on age,
health status, income, geographic limits, etc.;

e Increased funding to subsidize reduced fare programs so that public trans-
portation will be more accessible to the elderly poor;

2. Rising gasoline costs and increased insurance premiums negatively impact the
amount of transportation services provided by social agencies and volunteers.
Such service providers should be compensated by':

e Raising program funds to cover the increasing level of expenditures re-
quired to support transportation costs;

e Raising the Federal tax deduction allowed for voluntcer transportation
services;

® Requiring state and local governments who receive Federal transportation
funds to provide incentives such as tax-free or low-cost fuel, reduced rates
for parts and maintenance, etc.

3. When coordination : nd integration of existing services and facilities is not
sufficient to provide necessary transportation to elderly poor populations,
funding should be provided for special transportation systems. Such services
should be available to the elderly poor through a sliding scale fare system.




RESOLUTION TOPTCS—EMPLOYMENT AND THE WORK ETHIC

Over 75% of all persons 65 years or older receive no wages or salaries and depend
on Social Security, Supplement Security Incame, veterans benefits, government re-
tirement pensions, private pensions and other public support programs for sur-
vival. Poor families are even more dependent on non-earnings since 88% of their
income is derived from a mix of public sources In comparison, earnings consti-
tute 80% of the income of the non-elderly. The elderly comprise a mere 3% of

the entire U.S. labor force. In fact, the rate of employment for elderly men has
shown a steady decline since 1900 when two-thirds of the elderly male population
held jobs. In contrast, only one-fifth of <lderlv men worked in 1978.

Obviously, some elderly Americans may wish to enjoy their retirement years with-
out working. Others may not be physically capable of maintaining a job. Unfortu-
nately, the elderly poor, by definition, desperately need to supplement their
inadequate incames. For the healthy elderly poor, job opportunities cnuld provide
the additional income needed to assure them of a more secure existence. However,
if employment rates reflect the availabilitv of job opportunities, the elderly do
not fare very well,

Besides limited job opportunities, the elderly poor must contend with administra-
tive policies designed to reduce benefit levels available from programs such as
Social Security and SSI according to the amount of incame earned by beneficiaries.
Sametimes, the allowed earnings level is so low that the elder? Yor have no
choice but to defer working. Such policies pose a serious probiem to the elderly
poor and act as a disincentive to emplovment.

Recamendations

1. To assist the elderly poor in obtaining jobs, thereby increasing their finan-
cial secarity and reducing their dependence on governmental cash transfer
programs, the following strategies are suggested:

® Provide training and retraining and long-term emplovment at minimum wage or
higher to low income elderly (with special emphasis on elderly poor women)
using both government and private sector resources:

e Support employment alternntives such as job sharing, part-time work and
flexible hour provisions to meet seniors' special needs;

® Povide tax incentives within the private sector for hiring the elderly poor;
® Establish guidelines for preference hiring of the low income elderly; and

e Strictly monitor and enforce existing civil rights laws which protect the
employment rights of the elderly.

2, Establish a national educational effort, using all possible local, state, and
national organizations, to focus on the under-utilized but essentially un-
limited resources of the elderly population and to emphasize the advantages
of hiring the elderly poor. In addition reauire all f{ederally-funded agencies
to receive sensitivity training on the cc.icerns of the elderly poor.
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RESOLUTION TOPIC—HOUSING

The most critical housing problems facing the elderly poor are the availability
and affordability of safe shelter. As is the case with other necessities of life,
housing costs take a propo: tionately higher stake of income as incame declines.
On average, housing accounts for 29% of the annual budget of the elderly.

Most of the elderly are hameowners (71%). The housing of approximately 2 million
elderly families is physically iradequate (1977 Housing Survey). However, Federal
housing programs for low incame people focus on rental housing. The only program
serving clderly homeowners is the Farmer's Hame Administration very low income
hane repair loan and grant program. The program assisted a mere 7,500-10,000
households in 1979. Therefore, existing housing programs do not address the prob-
lems of elderly hameowners who have had to absorb substantial increases in property
taxes, maintenance and utility costs over the past decade.

Elderly renters have faced increased housing costs as well. Rents have been pushed
up by inflation while substantial numbers of rental units are being converted into
condaminiums at prices beyond the reach of people on fixed incames. Public hous-
ing provides no real relief to elderly renters forced out of high cost or converted
apartments since only 2% of the nation's elderly population benefit fram public
housing (despite the fact that the elderly occupy approximately 45% of the avail-
able public units). There is simply not enough public housing or low cost private
rental property to accamodate surging demand fram the ranks of the elderly poor.

Recamendations

1. Increase funding under existing or new housing legislation for new construct-
ion and/or renovation of existing housing stock for low incame elderly includ-
ing single-family units, low-rise units, mobile units and low income retirement
camunities. To facilitate the above, it will require expansion of low-interest
loan programs, establishment of tax credits for rehabilitation and expansion
of weatherization services.

2. Standing govermmental task forces should be established at the Federal, rtate
and local level to attend to the concerns of the elderly poor regarding hous-
ing. Task force responsibilities sheould include: monitoring neighborhood
revitalization programs to ensure continued housing occupancy by elderly per-
sons: monitoring and initiating housing laws in the interest of low inccome
people; monitoring and assuring enforcement of non-compliance penalties con-
tained in existing or future housing laws for managers of public and private
housing and formulation and distribution of housing information to elderly poor
haneowners and renters.

3. Establish a national minimmm housing code for all low incame housing units.

RESC L ITION TOPIC-—URBAN AND RURAL SERVICE DELIVERY

Delivery of services to low incame elderly people in both urban and rural settings
is a critical concern to this grouv, a concern that is expressed in each of the
topic areas discussed previously. Rather than reiterate those concerns here, a
brief overview of service delivery problems in urban and rural areas will be pro-
vided.




Of the 55% of the nation's elderly population living in cities, black and other
minority elderly (with the exception of American Indians) are represented to a
degree not found outside urban areas. Larae percentages of-these population
groups, along with their white elderly counterparts, have needs which are under-
served due to several factors: inadequate information on available services,
fear of crime, isolation, and inadequate transportation. Often providers of ser-
vices to urban elderly find their budgets constrained due to cutbacks at the
Federal and state levels and erodina tax bases which cause consequent reductions
in mmicipal revenues.

Recamendations

1. Better coordination is needed among aging service organizations which have
overlapping geographic or political boundaries (counties and cities, for
example) to increase efficiency and breadth of services provided to the eld-
erly poor. Planning and administrating agencies should insure that service
sites be accessible to target populations.

2. Federally funded urban programs should be designed to include multi-year
funding to insure adequate and consistent service provision, includina an
escalation clause to cover cost increases. Requlations for such programs
should be clear and intelligible to prevent conflicting interpretations.

3. Congress should enact leaislation to establish minimum standards of training
and experience for staff funded throuch the Older Americans Act. Such staff
who provide services in outreach and nutrition should be trained to accommo-
date the needs of culturally diverse urban elderly populations.

4. Congress should establish a national crime prevention program tarceted for
the protection of the elderly, usina and expandinc existing proarams whenever
possible.

5. City police departments should intensify the formation of neichborhood "comm-
nity watch" programs in inner cities, and provide "operation life-line" tele-
phone service to all law enforcement agencies.

6. Funding should be provided to promote the establishment of multi-purpose senior
centers.

7. Funding should be increased for subsidized taxi services. FExisting requla-
tions which provide for a harrier-free environment should be monitored and
enforced.

8. A federally funded information and referral procram should be established in
all cities, emphasizing outreach and follow-up through existinag agencies.

The rural elderly poor have manifest problems of their own. Most of these relate
to procram funding inadequacies. As recently as 1979, rural areas benefitted
from only 11% of the total funds appropriated to the Administration on Aacing.
Although approximately 50% of the nation's poor reside in cities, metropolitan
areas receive a disproportionate share (75%) of Federal funds, causina consequent
funding disperities in rural areas.
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During the 1970's, the ner capita Federal outlays attributable to metronolitan
counties for health services, welfare payments and worker training and develop-
ment expenditures represented up to four times the amount allotted to nonmetro-
politan counties. This disperitv in rural funding levels mayv be exnlained in
part bv the simple failure to agree on a consistent definition of the term,
"rural’.

The problems of the rural elderlv noor are further camlicated bv shrinking

tax bases and inadequate local resources. Even if a rural community is nre-
pared to administer an elderly program, it may not be able to acquire the neces-
sary matching funds.

Recoarmendations

1. Establish new svstems for the intra-state distribution of Federal funds for
aging and income-related programs so as to reflect geographic distribution,
population density, and services needed by the elderly noor nopulation of
the state, simultaneouslv adonting a consistent definition of '"rural."”

Enhance and expand existing transportation camponents of elderlv service pro-
grams either bv taking services directlv to program recipients (mobile ser-
vice deliverv units) or bv providing transportation of the elderly to service
sites.

Increase funding earmarked for rural areas to expand health services, legal
aid and crime prevention programs.

Increase funding to expand existing outreach services so that the rural
elderlv poor will have better access to all available proprams.

PRIORITY OOWCERNS OF THE ELDERLY POCR

All mini-conference delegates were given a auestionnaire to complete at their
convenience during the course of the conference. Of the 350 questionnaires
distributed, 184 or 55% were returned and tabulated. Questions were divided
into two principal categories: personal backpround and issue concerns. Out-
lined below are the results of the issue concerns' section. Delegates were
asked to rank on a scale of 1 (not very important) to 9 (very important) those
issues with greatest impact on the well-being of both themselves and on other
low income seniors. The average rating of the issue concerns is shown and
issues are ranked in order of hiphest average score.

Average
Problem Area Rating Rank

Income--Availabilitv of adequate finances to meet 8.424 1
needs.

Transnortation Services--Availability of rural and/ 8.228
or urban transportation services.

Physical Health--Availabilitv and adeauacy of health 8.200
services.




Problem Area

Outreach Services—Availability and adequacy of
information concerming human and social services
for the elderly poor.

Nutrition--Availability of congregate meal sites
for the elderly poor.

Homemaker Services—Availability and adequacy of
hamemaker assistance to the elderly poor.

Nutrition—Availability of hame-delivered meals
for the elderly poor.

Health—Availability and adequacy of hame health
services.

Nutrition--Availability of good and adequate meals

Health Insurance-—Adequate protection from excessive
health care expenses.

Weatherization Services—Availability and adequacy
of services which improve the energy efficiency of
housing.

Accessibility to Existing Services--location and
convenience of services available in your conmunity.

Crime—-Safety of person and property.

Rental Housing--Availability in cities and small
towns of low-rent rural housing for the elderly
poor.

Energy Assistance-—Availability of assistance for
heating and cooling bills.

Long-term Care——Availability of long-temm care
assistance.

Housing—Availability and adequacy of home repair
and improvement services.

Volunteer Work--Opportunities to provide volunteer
services.

Legal Aid--Assistance with legal problems.

Mental Health—Availability of mental health ser-
vices.

Employment—Opportunities to work.
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Average
Rating

8.133

8.129

8.110

8.075

8.033

7.956
7.946

7.913

7.911

7.900

7.880

7.848

7.824

7.755

7.455

7.419
7.293

7.239

Rank

10

11

12

13

14

15

16

17

18

19
20

21



Average
Problem Area Rating Rank

Water and Sewer Systems—Availability and adequacy 7.143 22
of water and sewer services in your cammunity.

Nutrition——Availability of individual and/or commun- 6.609 23
ity gardens and canning projects.

Among the several conclusions that might be drawn from these survey results, two
have been isolated as representative of tne tone and substance of the mini-
conference.

First, the elderly poor as a group Strive to maintain an independent, non-
institutionalized life style. As is the case with people of any age or income,
low incame elderly people would prefer to take care of thamselves—if equipped
with the resources and support systems to do so. Most recognize that independ-
ence results from, as one delegate put it, 'the means, the money and the strength"”
to sustain it.

Access to transportation, ranked second in the survey, is an essential means to
obtaining needed goods and services. Money, number one item in the survey, is,
of course, the basis of security. Strength, used here to refer to the capacity
to sustain good health, provides the motivation for independence. Unfortunately,
many aging policies, developed and implemented with the best intentions, contri-
bute to the dependence and continued vulnerability of the elderly poor. Such
policies need to be examined and replaced with alternative strategies which sus-
tain and promote self-sufficiency.

The median score on the survey is 7.913 on the 9-point scale. No item is rated
lower than 6.609. The survey respondents feel strongly about all the issues
cited and no doubt about many others which were not included. It may be difficult
for the general population to perceive the precariousness and sense of vulner-
ability experienced by the elderly poor. It is perhaps easier to canprehend if
one takes into consideration the interaction of two characteristics: advanced
age and declining income. Growing older does not in and of ,itself pramote vulner-
ability. In many societies, being elderly connotes seniority and power. However,
the physical limitations and diminished health experienced by many elderly con-
siderably reduce their capacity to resist poverty. The cambination of advanced
age and low income, therefore, is a powerful deterrent to security and independ-
ence, and its effects can be devastating.

CONCLUSION

The Special Concerns Session of the 1971 White House Conference on Aging con-
cluded that, "America must address itself first to the needs of the elderly poor."
Ten years later this is still an appropriate conclusion. While the lives of most
elderly Americans have been enhanced over the last decade by a multitude of pro-
grams and policies designed to aid them, there remains in the nation a signifi-
cant population whose needs are underserved and whose potential is underutilized.

The 1981 White House Conference on Aging will be the fourth conference on aging
since the initial one in 1950. Each of these previous conferences stimulated
subsequent aging policies and strategies. Given the implications of a rapidly
aging society, the recomendations of the 1981 Conference are even more important
today in developing a comprehensive, responsive and innovative national policy
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for the elderly. It is imperative that the special needs of the poor be addressed
within that national aging policy. Furthemore, the programs stemming from that
policy must give priority to serving the poor, the most vulnerable among the
elderly.
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Min-Conterences have been recoemized by the 1981 White House Conterence on Aging and convened by
areanmzations that wishicd to tocus attention on special aging 1ssues.

Recommendations of mini-conferences are not the recommendations of the official delegates to the Con-

terence or the US. Department of Health and Human Services. They represent the views of the participants

in the mun-conterences. Lhey are being made available to the delegates as part of their background ma-
tertals 11 the national conference

The following Mini-Conference Reports have been published:
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Spintual and Ethical Vatue System Concerns
I'ransportation for the Aging
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Fmvironment and Qlder Amenicans

Rights of the Institutionahzed Elderly and the Role of the Volunteer
Veterans
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Oral Health Care Needs of the Elderly

Housing for the Elderly
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Semor Centers

Flderly Heaning Impaired People

Black Ared

Leeal Services for the Elderly

Simphify ing Admnistrative Procedures and Regulations 1n Programs Affecting the Elderly
Intereencerational Cooperation and Exchange

Selt-Help and Semor Advocacy

b uro-Anmeriean Llderly

Intor-relationship of Government, Private Foundations, Corporate Grant-Mzkers and Unions
“The National Dulogue for the Business Sector™

P oot Health and Aging

Pacinie Islanders Jursdiction

Gerontologieal Nursing




Report of

the Mini-Conference on

Elderly Hearing Impaired People

Note The recommendations of this document are not recommendations of the 1981 White House € onference un
Aging or the Department of Health and Human Services. This document was prepared tor the consideration
of *he Conterence delegates. The delegates will develop thewr recommendations through the processes of
thewr national meeting in late 1981,
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Shhh Self Help for Hard of Hearing People, Inc.

Elderly Hearing Impaired People

I. INTRODUCTION

More than ten million older Americans suffer some degree of
hearing loss. As our older population grows, hearing loss can
be expected to assume greater magnitude and to compel incrcasing
attention,

At a time when there is a growing demand for more satisfaction
from life, large numbers of hearing impaired people find the
quality of their lives profoundly diminished.

Many disabilities handicap us in our environment, but hearing
impairment strikes at the very essence of being human--it hinders
communication with other human beings. It restricts our ability
to be productive and to engage in social intercourse. It reduces
our constructive use of leisure time. Hearing loss often leads

to poor self-image (particularly among the elderly), to isolation,
and to despair. It affects our mental and physical health and,
ultimately, our 'will to 1live.

The majority of older people live with families. Hearing loss
creates tension in the family. As the number of 3-generational
families increases, the tension factor of hearing loss could
become overriding. People affected by this trend constitute

a very large portion (perhaps 40%) ¢ our population.

Many older people continue to live alone. Hearing impairment
poses a major threat to their ability to function independently.

For those older persons who are institutionalized or in nursing
homes, hearing loss may have contributed to their being where
they are.
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"Hearing impaired" is a generic term that includes both deaf and
hard of hearing people. At least four categories of older people
with hearing loss need increased investigation: a) persons with
age-related hearing impairments; b) persons who lost some but not
all of their hearing as adults; c) deafened adults; and d) pre-
vocationally deaf (onset prior to 19 years of age). Although
people in each category have many similar experiences, there

are significant differences among them that require greater
awareness and understanding from all of us.

Many of our health delivery systems have been designed to respond
to a diagnosis rather than to a functional disability. With the
wide range of hearing loss in older people, concern for the per-
son's ability to cope becomes crucial. An obvious inability to
cope should elicit a response from family and community, which
would include public and private elements of society.

WE ARE AT THAT POINT TODAY WITH MILLIONS OF OLDER PERSONS WHO
ARE HEARING IMPAIRED.

Much has been written about the tendency of older people to
withdraw from familiar life patterns and eventually to become
isolated. There are many roads to isolation, but one of the
shortest (and fastest) is loss of hearing.

The situation is getting worse. As we move from an industrial

to an information society, the key resource becomes what is 1in
our heads. But what is in our heads today, and will be tomorrow,
gets there largely in the sound mode. As the telephone, radio,
and television brought new access of information to most people,
they posed increasingly difficult problems for older persons
with hearing loss. In the "global village'" of our electronic
world, hearing impaired people live in the ghetto.

The largest single group of older Americans has an invisible
condition--hearing loss. It is a condition that is underestimated.
Those who have it are either unserved or underserved. Neither the
condition nor person affected iIs understood.

With this in mind, a White House Conference on Aging Mini-
conference on Elderly Hearing Impaired Pcople was convened to
develop the issues and a plan of action so that solutions can be
found and implemented.

II. DESIGN OF THE MINI-CONFERENCE

Self Help for Hard of Hearing People, Inc. (Shhh), planned,
organized, and convened the Mini-conference. Shhh is a volun-
teer, national organization of hearing impaired people. It is
a nonprofit, nonsectarian, educational organization devoted to
the welfare and interests of hearing impaired people. It con-
centrates on hard of hearing people but welcomes deaf members
as well. Shhh was assisted in varying degrees by ASHA, the
American Speech-Language-Hearing Association; NAD, the National

o 14y




Association of the Deaf; and AGB, the Alexander Graham Bell
Association for the Deaf. Seven other national organizations
supported the Mini-conference by helping to publicize it and/or
by sending delegates to it.

The Mini-conference was designed so that hearing impaired people
would be able to participate in all aspects of the proceedings.
Four separate and innovative communications systems were
installed so that those who can benefit from amplification--
with or without a hearing aid--would have such an opportunity.
Sign language and oral interpreters were provided for those who
are deaf. Visual facilitation flip charts were also utilized.

Into this setting came forty-six women and forty-two men from
twenty-five states. Of these eighty-eight people, forty-four
are hearing impaired. Every activity had two chairpersons,

one hearing impaired and one hearing. Of the eight persons who
reported the findings and recommendations of each group to the
full conference, four are hearing impaired and four are hearing.

For the first time in our history, hearing impaired peopie,
deaf and hard of hearing in varying degree, joined with hearing
people at the national level to discuss issues of concern and
to make recommendations for improvement.

Also involved were the forty-four hearing participants from
government, industry, and academia. Included among them were
members or representatives of the hearing health team: the
physician, the audiologist, and the hearing aid specialist.
Variouz organizations involved 1in the delivery system of hearing
health care, or in areas that influence it, were represented.
Organizations whose areas of interest include both the elderly

and hearing impairment participated as well.

One evening and two full days of testimony (20 hearing impaired
consumers from 15 states), workshops (four), and presentations
(nine) provided extensive examination of issues and the basis
for conclusions and recommendations. Oral input was received
from fifty-eight official delegates during the Mini-conference.
The other thirty persons participated in varying degrees.
Written input was accepted for consideration through Janu-

ary 27, 1981 (two weeks after the Mini-conference).

ITII. DISCUSSION AND CONCLUSIONS

A. Research
1. Biomedical
Too often, hearing loss has been considered a normal liability
of aging. Perhaps that is why we know so little about its

prevention. To examine this subject in depth, we obtained the
cooperation of a leading researcher in the field of genctic
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diseases affecting children. We asked him to apply his experi-
ence and skill to research into the genetics of hearing loss in
the elderly.

In a paper presented at the Mini-conference, Robert J. Rubin, M.D.,
developel the basis for concluding that there is reasonable indi-
cation .hat a large portion of hearing loss in the elderly
probably has its roots in genetic disease. We know little about
prevention, cure, and care of hearing loss in the elderly. The
term presbycousis i: ither a diagnosis nor a disease. Hearing
losses associated wi. aging are caused by many known different
diseases. But, in many cases, the cause is unknown.

Dr. Rubin's reseerch showed that the pathological process is
usually death of the cells of the organ of corti. These cells
are injured by processes which occur during life. Since the
cells are alive for some period of life, we need to determine
why they die. Intervention might then be developed to prevent
death of the cells. Dr. Rubin concluded that, "Genetic diseases
usually involve~an abnormal biochemical process. Research to
define these abnormal biochemical processes which affect the
aging cells of the organ of corti would then be able to prevent
a hearing loss in probably more than 50% of the hearing impaired
population over 65 years of age . . . ." A very encouraging
conclus.on!

2. Behavioral and Social Science

a) Dr. Robert Butler once commented that we have
somehow brainwashcd ourselves into thinking

that working with children is more .rewarding than working with
older people. There is ample evidence to -how that health pro-
fessionals are not sufficiently involved in work with the elderly.
In view of the growing need for more health service providers to
be involved with older hearing impaired people, we examined the
usefulness of’®mpathy training.

Empathy allows us to be sensitive to and aware of the needs and
values of others, even though they may be different from our own.
In the health-related professions, empathy is viewed as an
"essential core dimension of all helping endeavors."”

Based on exumples of research and demonstration projects con-
ducted at the University of Arkansas, it was found that people
can be trained to empathize. By developing a perceived simi-
larity between service providers and hearing impaired elderly,
by sharing in the experiences of the latter, and by experiencing
the negative reactions of others to them, we can be made more

responsive to their situation and needs.

Although merely a beginning, empathy research Lolds out the
possibility of helping change attitudes towards older hearing




impaired persons. This, in turn, leads to a more knowledgeable
service provider who then may be more willing to work with older
hearing impaired people in developing effective communication.

b) A second subject discussed in the area of
behavioral and social science research had to

do with counseling of elderly hearing impaired people. A dis-
tinction was made between those with lifelong impairment and
those whose onset of hearing loss occurred in later life. The
latter are in "double jeopardy" and experience a more devastating
kind of change because of having to face the problems of aging
and hearing loss at the same time. Counselors need to be more
aware of and better informed on some of the complexities of
this group.

Theoretically, older people who lose their hearing face ( :
least) two major changes in their lives and consequently may
have greater vulnerability to the stress of such changes. They
may have greater problems of maintaining a sense of equanimity,
of coping.

c) Carrying this a step further, could hearing

loss be life-threatening? It is agreed that
loss of hearing can lead rapidly to withdrawal and isolation.
If we perceive ourselves to be in a state of isolation, do we
relax our grip on life? Do we open ourselves to greater vulner-
ability to more serious problems such as cancer or heart disease?
There is sufficient linkage in this sequence to warrant further
research.

d) The so-called "denial syndrome' was discussed,
with everyone agreeing it exists but disagree-
ing considerably about why the hearing impaired deny their hear-
ing loss. To the usual stigma--fear, vanity, etc.--was added
negative professional attitudes, which in turn cause negative
responses in the person with the problem. This is an emotion-
laden subject which would benefit from a more detached exami-
nation. It is important because denial, for whatever reason,
impedes constructive solution.

e) An examination of environmental factors which
complicate an existing high-frequency hearing
loss was said to have changed the ways in which some audiologists
provide services. In addition to aural rehabilitation and the
teaching of speech reading, we added adjustments in speaking and
adjustments in the environment which facilitate the hearing
impaired person's ability to cope.

3. Technological

Among those persons who benefit from amplification there is a
consistent complaint about the quality of hearing aids. This
complaint often centers on the problem of background noise.




In fact, therc are innovative means of putting existing com-
ponents together in 4 way which provides the listener with a
capability to minimize background noise. Various options were
demonstrated at the Mini-conference which rely on existing tech-
nology but are not generally used in the miniaturized hearing
aid. The point made in these demonstrations was that if you can
benefit from amplification there are many ways of doing so and
the standard hearing aid is only one, and not necessarily the
best, amoig them. Innovative approaches for new types or
solutions to these problems was encouraged.

Research into better hearing aids utilizing the current state
of electronic art was stressed.

Another attempt at ''che Generalized Signal Processing Hearing
Aid" with patent pending was submitted for our review. The
author was unablie to attend the Mini-conference.

B. Health Services

1. Access and Availability

a) Places of delivery

(1) Institutional

Less than 5% of our elderly are in nursing homes. But that means
more than one million people. Professionals at the conference
estimated that perhaps 90% of these people are hearing impaired.

Despite the fact that there are many inexpensive ways for
improving communications with persons in nursing homes, retire-
ment homes, hospitals, etc., these opportunities are not being
utilized. Many symptoms of hearing loss in the elderly are
similar to those symptoms which may be incorrectly interpreted
as senility. In fact, some people are in nursing homes simply
because of their hearing impairment, and for no other reason.

How does it feel to be declared incompetent when you are only
hearing impaired? What impact does that have on the person?

Staff in many institutions, as well as social workers, psychol-
ogists, and rehabilitation counselors in general, often lack
experience with hearing impaired persons. They may not be able
to differentiate between symptoms of senility and those which
have an otological basis.

Much more in-service training is required. Hearing screening

of anyone over 55 should be encouraged. Family and friends of
persons in nursing homes should be made aware that utilization
of competent hearing health services may be a viable alternative
to institutionalization. The savings in human and economic
terms could be profound.
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(2)

Not enough effort is made to reach those who do not seek help.
We have an abundance of theories and explanations of why older
hearing impaired people are slow to seek, and sometimes never
seek, help. We need to find them and help them. Perhaps iden-
tification and assessment of the various elements of daily life
~outine would point to those which lead us to older hearing
impaired people. Some communities do better than others.

How can we share experience on a national level? We must strive
for awareness on the part of local communities that they have a
responsibility to ensure that older persons do not lack care
because they are unable to provide it themselves.

Non-institutional

Isolation can take place in either rural or urban settings. It
can occur in a variety of living arrangements. But if the person
is alone physically, the problem can be compounded.

Utilization of mobile vans to provide local screening tests,
development of community emergency systems for frail elderly
(which would include hearing impaired) people, cooperation with
senior centers in outreach efforts--all are ways in which we can
locate and better serve our older citizens who are hearing
impaired.

2. Training

It is clear that a great many service providers are limited in
their knowledge and experience with older hearing impaired
people. The physician (general practitioner) may know little
about hearing loss or gerontology. The otologist and the audiol-
ogist know something about hearing loss. They may know little
about gerontology. The hearing aid dealer has contact with
older people with hearing loss, but he or she is limited in

the kind of training that providers of service to the elderly
should receive.

Professional curricula, in-service training (empathy training
included), regional workshops--all should be expanded to include
adequate training in both gerontology and hearing loss to permit,
at a minimum, recognition and referral to a person competent to
handle the problem.

Empathy training could alleviate tension and difficulty in
families. It would help policy-makers in the public sector to
be aware of hearing loss--its complications and its impact on
millions--and to bring it into perspective with other health
problems when establishing priorities for action.

Training is needed as well for those who are hearing impaired.
Community colleges could provide courses (using hearing impaired
peers) to develop a common-sense understanding of how to handle




oneself in various life situations. Aural rehabilitation and
training in assertiveness are very helpful to hearing impaired
people.

Centers for information on and training in the use of assistive
devices are neeced.

3. Costs and Financing

In America today, when you get old you get poor. If you have
been hearing impaired awhile, you were probably poor before you
got old. In any event, the costs of hearing health care are too
high to permit most older persons to avail themselves of it.

a) Hearing aids

We recognized that extensive examination of this subject was
accomplished by a series of reports going back to 1968, e.g.,
Hearing Loss, Hearing Aids, and the Elderly, Special Ccmmittee
on Aging, United States Senate, July 1968; Final Report to the
Secretary on Hearing and Health, Department of Health, Education,
and Welfare, Intradepartmental Task Force on Hearing Aids, July
1975; and the Hearing Aid Industry Staff Report, Final Report
to the Federal Trade Commission on Proposed Trade Regulation
Rule, Bureau of Consumer Protection, Federal Trade Commission,
September 1978. Despite these studies and recommendations,
corrective action on identified problems has been slow and
uneven.

Testimony of twenty hearing impaired consumers from fifteen
states indicated persistence of old problems. Complaints about
price, fitting, quality of merchandise and of service were
common. Professionals and hearing aid dealers bore the brunt
of this criticism. But overriding was the desire to receive

a better hearing aid at lower cost.

b) Means of financing hearing health care

Medicare will pay for a diagnosis, if requested by a physician,
or an evaluation of hearing loss. It will pay to tell you Yyou
have a hearing loss, but it will not pay to correct it. Hearing
aids and related services are amorg the very few kinds of health-
related services specifically excluded from Medicare. Persons
over 65 with hearing impairments seem to be the least served.

Actually, in 1981 this is shortsighted. When we were talking
about early retirement and escalation of social programs while
productivity decreased, perhaps the cost factor to the U.S.
Government was, indeed, exorbitant. But now and in the fore-
seeable future we are engaged in an effort to increase produc-
tivity and to keep people in the work force longer. Seventy-two
percent of the 16.2 million people who are hearing impaired are
over 45 years of age. That is close to 12 million people. The




reduction in productivity and consequent loss to the U.S. Govern-
ment from many millions of people with uncorrected hearing loss
is huge. The costs of auditory training, purchase of hearing
aids or other acceptable devices already available, and aural
rehabilitation would be returned to the U.S. Government several
times over by expanded longevity of hearing impaired people in
the work force. Furthermore, hearing aid consumers need not
receive hearing aids from dealers and thus pay high prices for
them. The Government might contract with manufacturers to make
large lots of professionally designed master-type hearing aids
which would lower costs considerably. Just as veterans have
earned more money (because of the G.I. Bill of Rights) and paid
more income tax, so can older Americans who are hearing impaired
continue to contribute to the country's needs if creative solu-
tions to some of their problems are developed.

Another possible aspect of this kind of solution to high costs
for the consumer is for anyone made eligible under Medicare to
pay a portion of the cost, thus eliminating acquisition of a
hearing aid just because it is free.

c) Special needs of the deaf

Older persons who have been deaf all or most of their lives may
have been limited in their educational development. Their
ability to earn and develop a retirement base is usually severely
restricted. They face their later years with inadequate finan-
cial resources. Special efforts should be made in vocational
training programs for deaf people to help prepare them for this
later stage in life. Various government agencies such as the
Social Security Administration should make a concerted effort

to be certain older deaf people are fully aware of benefits

for which they qualify.

C. Physical and Social Environment, and Quality of Life

The quality of life depends greatly upon interpersonal relation-
ships. It is in this context that we are born, live, and die.

It is here that the human spirit manifests itself in all its
strengths and weaknesses. Hearing loss impairs anything that

can be manifested only in terms of our relationships with others,
which in turn depend on our communication with them.

1. Communications Access

a) Benefiting persons with partial but
significant hearing loss

(1) Systems requiring some modification
of the environment

The Mini-conference site was equipped with several different com-
munications systems. Among then were: a) Audio-loops. The user




must have a hearing aid with a telephone (T) switch. The signal
is received from an electromagnetic field in an induction mode;
b) Infra-red. The user was providcd with a special receiver to
take the signal from infra-red rays which fill the area from
emitters; c) Ampli-sound. The user was provided with a radio
receiver with earplug (a regular transistor radio is adequate) .
The signal is taken from a prescribed AM radio frequency. Both
Infra-red and Ampli-sound can be used with or without a hearing
aid. All the systems cut out background noise.

These systems range from inexpensive (Audio-loops) to moderately
expensive (Infra-red), both of which have been described by the
American National Standards Institute as being acceptable forms
of communications access. Ampli-sound is equally acceptable.

These three svstems require minor modification of the environment
in which they are used. They are practically maintenance-free.
By providing signal source directly into the ear, they alleviate
the problem of understanding speech which is so common among
hearing impaired 2lderly. The systems permit those hearing
impaired persons who can still benefit from amplification to
raise the level of their participation in many areas of life

now denied them, c.g., churches, meeting halls, theaters,
courthouses, etc.

There are other similar systems available which were not uti-
lized at the Mini-conference. The point is that there is in
existence adequate technology to improve significantly the
functional ability of large numbers of elderly hearing impaired
people. This technology must be examined and the system most
suited to cach particular circumstance utilized so that hearing
impaired pcople have the communications access they require in
as many life activities as possible.

(2) Systems which are portable, wireless,
and require no modification of the
environment

A fourth system with which the Mini-conference site was equipped
was Phonic Ear, a free-field FM radio broadcast system which can
be used with or without a hearing aid. This, too, would qualify
easily for what ANSI describes as acceptable communications

access.

Racearch and development projects from the Veterans Administra-
tion Mcdical Center in Birmingham, Alabama, were examined.
Clearly, there arc in existence many technical devices which can
help hearing impaired people in a variety of circumstances and
who have differing degrees and types of hearing loss. What works
for onc person may not always work for another, but creative use
of existing technology can identify its limits and indicate needs

for new research.




Several delegates stressed the need for innovative use of tech-
nology. In so doing, they rejected the thesis of current market
strategy in the hearing aid industry, i.e., that the smaller the
instrument the better it can be hidden, thus catering to a per-
ceived desire of actual and potential hearing aid users. If a
person who can still benefit from amplification is willing to
utilize what is available, he need not be bound by the con-
straints of the hearing aid industry.

Ongoing efforts to ensurec telephone compatability with hearing
aids throughout the United States were strongly endorsed and
encouraged. Although efforts toward this goal have been made
over the last four years, we have neither complete compatability
nor legislation designed to bring it about.

We stressed appreciation for and greater use of teletypewriters
and other telecommunications devices for the deaf (TTYs and TDDs).
Installation of these devices in areas of public business of all
tvpes (airports, train stations, government offices, etc.) is
very effective communications access for hearing impaired people,
but is not sufficiently utilized,

b) Special needs of the deaf

(1) Items in the environment

For many hearing impaired peonle, amplification js no answer at
all. They need visual counterparts to sound. In airports, in
public buildings, in the marketplace, and even in dwellings
(buildings with intercom systems for admission), people who are
deaf are disadvantaged. Signs, flashing lights, interpreter
service--these are essential to communications access for deaf
people. In addition to TTYs, communities might provide answer-
ing or relay services for deaf persons. Visual counterparts to
public address systems, signs showing subway stations, fares,

and schedules in visual format--all would increase the deaf per-
son's ability to cope independently in the daily routine of 1life.
In places where electronic systems are used to provide infor-
mation, scripts of such narratives should bz available and/or
interpreters used so that deaf people can have equal access to
the data. In short, environments must be examined with attention
to enhancing communications access for those who can not hear
sound or understand speech.

When we speak of visual counterparts to sound communications, we
must note the fact that many oider hearing impaired persons also
have poor vision. This is an area for deeper examination in
terms of the total impact of sensory defects. Things like cap-
tioning may be presumed to bring reclief to older hearing impaired
persons only to find that the captions cannot be read. However,
there are millions of pcople with low vision whose sight can be
corrected with properly fitted glasscs. The point is, both the
hearing loss and the problem of low vision must be addressed in
tandem, particularly among the elderly.




2. Arts, Continuing Education, and
Spiritual Well-being

Many people who lose their hearing in later life are slow in
making the adjustments needed to remain in their normal activ-
ities. For those who enjoy theater, several of the amplification
systems described herein are enough to permit them to follow the
program. A number of theaters are using such systems. A few
theaters have regularly scheduled performan:es that are inter-
preted in sign language. This activity should be publicized and
broadened to fuller use. Another assistive method to help the
hearing impaired enjoy theater is to arrange prior review of

the script. This is being done in New York.

Many delegates raisecd the problem of inadequacy of speech-reading
teachers. They found organizations were responsive to requests
for speech-reading training, but teachers were unavailable.

This should be studied and rectified. Sign language classes

are often filled with hearing people learning a new skill. In
some cases, hearing impaired people were not ‘able to participate
because the rate of training would have to be slowed. This
should be rectified.

Public Law 504 requires that every public institution be barrier-
free. Just as Public Law 94-142 specifies that children have
access to an education in their least restrictive environment,

so should adults have equal access under law. A hearing impaired
adult attending a school or university that receives public sup-
port has the right to communications access permitting him or

her to function in that environment.

Churches and other places of public and private worship can
greatly enhance the ability of hearing impaired people to par-
ticipate by providing communications access. In many cases, use
of sign language in services can provide a dimension of beauty
that enhances the celebration and adds to the joy of all partic-
ipants. Amplification systems are being used, but there seems
to be no widespread awareness of the problem or of the means to
alleviate it.

D. Health Maintenance and Health Promotion

1. Self-help Groups

There was strong expression for the need for hearing impaired
people to take the lead in helping themselves. The development
of strong national and local self-help groups was urged.
Involvement of hearing impaired people in the attempt to help
others admit their deafness, overcome the shock of hearing loss,
and lead constructive and rewarding lives was stressed.

Many organizations already exist which would be responsive to
specific requests from self-help groups for such things as




meeting places, collecting and recycling hearing aids, and
participation in community activities designed to inform the
public about prchlems of hearing 1loss.

It was recognized that the ultimate in communications is inter-
personal relationship. Since this takes place on the local
level, small groups with individuals helping one another to
adjust, to cope with their situation, are essential. Such

groups could have whatever technology is needed to assist their
members to participate. They could study other modes of commu-
nication (sign language, speech reading, cued speech) as desired.
They could advance their communities' awareness and pursue
projects of communications access for all hearing impaired
people.

The number of persons who are hearing impaired is very large
(16.2 million). By working together, they constitute a poten-
tially strong power base from which to participate in the
political life of America.

As consumers, they must assert themse'ves. They should insist
on membership in any public group discussing issues which affect
them. They should participate in development of priorities for
hearing health research, for design of changes in the hearing
health delivery system, etc. And they must hold accountable

for the quality and cost of services and products, all those

in the hearing health delivery system.

2. Means for Support and Reinforcement

Informal support structures--family, friends, social, religious,
and other affiliations--should be included in this effort. Work
on a two-way street should include the older hearing impaired
person as giver and receiver of benefits. This would develop
the older person as a resource. Involvement of this sort can

be rewarding.

a) Different living arrangements

If the living environment supports the capability and meets the
needs of the older person involved, it is likely that that person
will have a better quality of life for a longer period of time.
While older people tend to have a number of problems associated
with age, familial and social interactions can facilitate adjust-
ment. It is precisely those healthy relationships which often
are most affected by hearing loss.

(1) Living with family or friends

Wherever possible, we want to keep people out of institutions;

95% of older people in the U.S. are probably capable of living

alone despite some degree of physical dependency. We can make

it easier. About 80% have some chronic condition, like hearing
impairment.
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By living with family or friends, the older person who is hearing
impaired reduces the special threats to safety assumed by living
alone. But the increased tension caused by hearing loss can be
painful to all members of the household.

Discussion of home health care and independent living affected
considerations of cost, awareness, and safety factors, with the
realization that older people who are hearing impaired require
greater assistance of a community and voluntary nature.

(2) Living alone

In these circumstances, both deaf and hard of hearing people are
disadvantaged. Although there are a variety of safety and con-
venience signal devices, it is costly to live alone if you are
hearing impaired. And, in many cases, information on what 1is
available is scant. The result is that many hearing impaired
persons living alone suffer unnecessary strain in both communi-
cation and reception of data from all sources. Lifeline system
devices can be effective for emergency purposes. Other means of
emergency communication are needed.

b) Organization of services for older people

Senior centers should be encouraged to develop programs that
accommodate older hearing impaired people, to provide appropriate
communications access for them, and to utilize their talents in
senior center activities. More outreach was encouraged. Coor-
dination with other local organizations to develop community
awareness of hearing impairment and its complications was stressed.

(1) Formal and informal support structures

Formal support structures (professionals, organizations, and
government) have been asked to play an increasingly large role

in the health delivery systems in America. But informal support
structures, family and friends, will probably lead in reaching
out to elderly people who are hearing impaired. They are more
likely to provide an environment of love and security for the
older person. They can seek other areas of support when their
capacity to deal with a problem is exceeded. But, they are there!

Obviously, the two types of support should reinforce and comple-
ment each other. One way of doing this is to develop voluntary
organizations which better educate individuals in them, maintain
good links with professionals and community resources, and develop
advocacy regarding the older hearing impaired person.

But it is important to retain the informal aspects of support
that brought the group together. Formalization risks loss of

the peculiar characteristics from which it derives strength,
i.e., the development of a loving/caring, personalized approach
which is rooted in concern for the individual's dignity and self-
respect.




3. Quality and Availability of Information
and Public Education

Delegates to the Mini-conference came from all over America
(25 states) and represented a variety of academic disciplines,
occupations, organizations, and different parts of state and
federal government. A few were very well informed about the
subject matter and items displayed. But, for most, the con-
ference's content and technology were eye-openers.

It was evident that hard of hearing people were much less
informed than deaf poople on subjects of vital interest to them.
There exist certain organized support structures and dissemina-
tion channels used by the deaf. There is also a great deal of
information in the public domain if one knows where to go for
it. By and large, hard of hearing people do not yet know how
to use the system.

Having said that, there is the formidable task of pulling
together, in one central repository, details on what is avail-
able to help hearing impaired people, where and how it can be
obtained, how to use it (with advantages and disadvantages
explained), and how much it costs.

There was strong demand for a central nationwide resource center
or agency that could identify needs and inform hearing impaired
people about available resources to serve such needs--one place
an interested person could plug into whether he be a hearing
impaired person, a service provider, a researcher, or a friend
wanting to help an older person in need.

A catalog or consumers' guide of some sort was repeatedly men-
tioned as one means of gathering together what is available,
how to use it, where to find it, and what to pay for it.

Local centers put together by community resources might serve a
similar purpose, with the added advantage of personal attention
and demonstration of the items to be used.

Perhaps a nationwide public education campaign could be planned,
directed at the following groups:
a) hearing impaired people over 65
b) service providers in the hearing health delivery system
c) informal support structures (family, friends, social,
religious, and other affiliations)

It is recognized that a too broadly designed program of public
information might flounder on the shoal of inadequate resources.
Therefore, we should attempt to work on the target areas either
singly or through different sources.
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IV. RECOMMENDATIONS

Although priorities were not drawn up, the frequency with which
certain subjects were raised clearly established them as areas
of major concern. They were:

o PuBLIc AWARENESS/EDUCATION/INFORMATION
o COMMUNICATIONS ACCESS

o HeArING HEALTH CARE CosTs

o DEVELOPMENT OF SELF-HELP ORGANIZATIONS
o RESEARCH

o TRAINING

o HEALTH-RELATED INSTITUTIONS

A. Public Awareness/Education/Information

e The Secretary for Health and Human Services (HHS) should
direct the appropriate office to develop plans for a National
Public Education Program for hearing health care. Such plan
should be drawn up in collaboration with appropriate agencies
in the public and private sectors including the use of

- consumer groups and public television.

e Encourage utilization of captioned TV on public television
for purposes of education and provision of information to
hearing impaired people.

e Designate one agency to address the problems of older hearing
impaired people, to refer them to all sources of assistance,
to respond to individual concerns, and to offer support
systems.

e Maximize the use of existing telecommunications systems to
meet the rehabilitation service needs of hearing impaired
people in all areas of the country.

e Publish a catalog of assistive devices or hearing impaired
consumers' guide to what is available, where to find it,
what it costs, and how it is used.

e Develop and conduct awareness programs for service providers
and hearing impaired consumers regarding availability of
devices, methods, and related communications information.

e Coordinate organizations at the local and state level (area
agencies on aging, service clubs, libraries, etc.) in the
development of audio and visual centers for information and
demonstration purposes.
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Hold periodic regional conferences on hearing impairment.

B. Communications Access

Comrunications access must be provided at local, state, and
national levels for hearing impaired people. This includes:

1) Rewording of the communications standard (by the American
National Standards Institute) to include a variety of existing
sound systems as '"acceptable communications access'";

2) Implementing the communications access concept as
vigorously and broadly as the physical access concept;

3) Amplified phones and TTYs in public areas;

4) Mandated compatability between hearing aids and tele-
phones throughout the U.S.;

5) Expanded utilization of manual and oral interpreters;

6) Increased training of manual and oral interpreters as
well as increased training of teachers of sign language,
speech reading, and cued speech;

7) Development of TTY call placement systems;

8) Utilization of visual aids in public areas.

C. Hearing Health Care Costs

The Secretary of Health and Human Services (HHS) should study
the desirability and cost impact of coverage of comprehensive
hearing health services to include purchase of hearing aids
under Medicare. Study should include feasibility of reducing
costs and should examine alternative purchasing systems.

Develop further the 30-day trial use of hearing aids.

Investigate tax incentives designed to assist innovative
technological efforts that benefit hearing impaired people.

Encourage innovation and creative use of technology in hearing
health care. Investigate and include innovative designs for
amplification, sound systems, and devices other than hearing
aids.

Develop local core services to serve the needs of hearing
impaired people as well as other types of disability.

D. Development of Self-help Organizations

National and local self-help groups as a concept should be
encouraged.
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e Consumers should be involved in public and private aspects of
hearing health care.

e Organizations for the deaf and hard of hearing should form a
coalition to work toward a unified power base that can repre-
sent all hearing impaired people.

e Develop an acceptable symbol for hard of hearing people.
(Deaf people have an agreed-upon international symbol.)

e Hearing impaired people must take the lead in solving their
problems. :

E. Research

Public and private research should be conducted in the following
arcas:

e Genetics of hearing loss ameng older people
e Expanded investigation of the inner ear
e Noise-induced hearing loss

e Relationship between hearing loss, isolation, and the onset
of terminal disease

e Relationship between noise, stress, violence in the setting
of multi-generational families

e Improved hearing aids--better quality for less money
e Technological services other than hearing aids

Principal public organizations would be the National Institutes
of Health (both the National Institute for Neurological Communi -
cative Disorders and Stroke--NINCDS, and the National Institute
on Aging--NIA), the National Institute for Handicapped Research,
and the National institute for Occupational Safety and Health.
A1l four organizations should consider the number of people
atfected, the enormous cost to society from this persictent and
chronic impairment, and the comparative lack of attention hereto-
for. given to the problem, and should move research on the above
subjccts into their top priority category.

F. Training

e [nsure that all staff personnel at health-related institutions
are trained in the condition and problems of hearing loss as
it affects the elderly person.

e Develop empathy programs for service providers, family, and

federal policy-makers to sensitize them to realities of the
hearing impaired elderly.

165




e Expand curricula at institutions where professionals involved
in delivery of health services are educated, to include prob-
lems and needs of elderly hearing impaired people:

1) The American Medical Association, the American Nursing
Association, etc., should sponsor such curricula changes;

2) One-day workshops to sensitize existing practitioners
should be held in conjunction with local groups of hearing
impaired consumers around the U.S.

G. Health-related Institutions

e Develop hearing health screening programs for anyone over
55 years of age entering a hospital, nursing home, or other
healtl -related institution.

e Require sound and visual systems suitable to effective com-
munication with hearing impaired people in hospitals, nursing
homes, and other health-related institutions.

e Enforce regulaticns for inspection and certification of
health-related institutions for communications and physical
accessibility.

e Ensure that chronically i1l people have every possibility
of communicating with essential personnel.

e Encourage the use of auditory amplification devices in
physicians' offices to enhance and ensure communication.

e Encourage recognition that a number of older persons who are
hearing impaired and who appear unable to manage their affairs
may be suffering from treatable conditions rather than irre-
versible deteriorations, i.e., medical and/or psychological
counseling is needed rather than institutionalization.

These recommendations will be refined and sharpened in the coming
months at state and regional levels. Hearing impaired delegates

to the National White House Conference will be armed with experi-
ence and specific means of carrying out the recommendations made

herein. The enormity of the work to be done was well understood

by participants in the Mini-conference. We must now communicate

that to others.

The problem of hearing loss has been periodically and partially
examined. But 1t is clear that in 1981 the need remains to
pursue a comprehensive and vigorous attack on hearing loss

and its consequences among older Americans.




The spirit of the Mini-conference was clearly one of a new
awareness and development toward self help. But while we try

*o help ourselves, we look to the government to rectify existing
inequities of access and cost, and inadequate public information
in the field of hearing loss. Although we cannot overcome our
disabilities, together we can overcome their handicapping effects.

Respectfully submitted,

e E Mleee

Howard E. Stone
President
Self Help for Hard of Hearing People, Inc.

February 13, 1981
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Min-Conterenc s have been recoenized by the 1981 Winte House Conference on Aging and convened by
orzanzations that wished to tocus attention on special aging issucs.
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Media

"Challenging Age Stereotypes in the Media'" was the theme of a con-
ference held on January 15 and 16 at The Interchurch Center in New
York, N.Y. with funding from the National Administration on Aging.
This was one of a number of preliminary conferences designated to
survey current problems on aging and make recommendations to the
1981 White House Conference on Aging. It was sponsored by the Gray
Panthers and directed by the Media Watch Task Force of this national
organization.

The sponsors believe that this was the first working conference
ever held in which media experts and anti-ageism activists joined
for the express purpose of planning for improvement in the quality
and quantity of older people's representation in all aspects of
media operation. It is also unique in that many other monitoring
groups have raised issues that we believe this conference was the
first to respond to. It is the culmination of eight years of in-
tensive work and exploration by the Media Watch Task Force.

Professionals from radio, television, film, newspapers, books, and
magazines led a total  of nine workshops in which resource panelists
and participants were from their own ranks; from Gray Panthers and
other advocacy organizations for older people; and from grassroots
groups with a special interest in media coverage of elderly people.
The workshops had as their goals: 1) Increasing awareness of how
older people are stereotyped in the media. 2) Identifying oppor-
tunities for enhancing the image of older people in the media.

3) Developing action plans and strategies to extend the med.a
options of older people; and 4) Planning the establishment of a
media center to further the work of the conference.

Within this report "ageism'" is used to mean discrimination against

a person or group because of chronological age. A ''stereotype'" is
used to mean '"an over-simplification or generalization of the charac-
teristics or image of any group that results in the demeaning or
ridiculing of that group."
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Workshops held on January 15 were issue-oriented, i.e., the subject

of ageism was covered as it exists within given areas, along with
opportunities to reduce or eliminate it. The special problems of

cach area were explored as they relate to age stereotyping and,

where feasible, resolutions were passed for appropriate action to
combat it. In the case of Cable TV: Future Visions there was emphasis
on future opportunities, since it is expected that this branch of the
media will have a tremendous growth because of advances in tele-
communications technology and a changed regulatory climate. Re-
solutions were aimed at using those opportunities.

In the workshop entitled Innovation: New Program Ideas clips show-
ing recent works with older people as their subjects were the
springboard for discussion of how to portray them and change the
attitudes toward them, and how to increase older people's access
to production capabilities, but it was agreed that at present the
dissemination of information about film and tape production is
perhaps the most important educational work.

In other issue workshops--Commercials: Bane or Blessing; Print Media:
The Potential; and Discrimination in Media Employment--stereotypes
and discriminatory patterns of behavior which might be changed
throcugh concerted action were recounted, and resolutions made for
consideration by the conference and the National Administration on
Aging. Examples of new and improved content in the various media
branches being discussed (radio, television, and print) were also
agiven.

Workshops held on January 16 were action-oriented, the aim being

to show what can be effective in making changes in the media, and

how and by whom it can be carried on.

BBasic to plans for continuing efforts to combat ageism, it was agreed,
1s the establishment of a media center to do research, disseminate
information, initiate and work with groups engaged in monitoring
media, and develop a cadre of people to train older people in all
vhases of media work. Without such a center such work is likely

to be disorganized or lost.

The workshops were designed to provide new information, to generate
discussion, to make a report which could be shared and, where
possible, to develop recommendations. Summaries of all workshops
are included as part of this report. Their resolutions are given
with the approval of the conference as a whole, having been re-
ported to general sessions held on both days.

Attached to this report is a program of the conference; a list of
the participants in the conference; the Issue Papers which were

re pured in advance of the conference and given to all participants,

+ith the recommendation that everyone attending a workshop read

the pertinent paper in order to become familiar with the material

ro be- presented; and other relevant material prepared by workshop
i«urdrrs, including an extensive bibliography contained in the paper
Stereotyping of the Elderly in the Mass Media'", prepared by

Kathleen Jamieson of the University of Maryland.
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It has been particularly gratifying to us that the conference
was declared a success by many of the 166 people who attended
inasmuch as it was planned and conducted within a period of less
than two and a half months, which included three major holiday
weekends. This achievement was possible only because of the
dedicated efforts of the Media Wat-h Task Force and particularly
that of Lydia Bragger, whose recognized stature, frequant ap-
pearances in behalf of an enhanced image of older people, and
substantive body of work on standards and guidelines for media
use over the past eight years made it possible to enlist out-
standing leaders and participants from across the country. One
of the principal benefits of the conference, we were told, was
the interchange of ideas between people from different parts of
the country, as well as between media representatives and well-
motivated amateurs in workshops, general sessions, and informal
gatherings throughout the two days.

We have already learned that in Albany a radio program is in pro-
cess -of being developed directly as a result of participation in
one of the workshops. We have also learned that monitoring act-
ivities with criteria developed by the Media Watch Task Force

are being started by several Gray Panther networks. Numerous
requests have Lk-~en received for copies of this report which, along
with the packet of maierials given to all participants, and the
planned media center will, we believe, give encouragement and dir+~
ection to future efforts to influence media--to the end of better-
ing the self-image of older people, increasing their effectiveness,
and to altering fundamentally the images of older people given to
children.

We are mindful of the fact that the image of older people portrayed
in the media has improved; that several programs have depicted
older people realistically and with sensitivity; that radio pro-
grams by and for the elderly segment of the population are produced
in many localities; that excellent bLooks and articles have appeared
about the growing numbers and higher percentage of people past 65
within the nation and their changing interests and needs.

We are increasingly aware, however, that the impact of the media

on an ever-widening audience is not fully understood. We can only
gain by increasing our knowledge and understanding of it. Within
the lifetime of most participants in the conference the broadcast
media has been born and become so ubiquitous as to have changed

the nature of our political processes and the way in which many
children receive their first impressions of the personalities of
older peopie. We have come to suspect that it has given forece to

a tendency in society to segregate or exclude older people from

the mainstream, to relegate them to inferior positions, or to ignore
them. As people making up a large part of the audience it is in-
cumbent on older people to see that their image is not distorted,
that their roles are not degraded, that they hold the media ac-
countable for less-than-wholesome portrayals. As Lydia Bragger has
said, ""Since the media influences the way people think, the media
must be held responsible for the way 1t portrays older people."




Many participants in the conference were outspoken about their
concern for the most widespread and insidious discrimination of

all -- exclusion from the ranks of performers, newscasters, writers
and other creative workers, producers, high level technicians,
policy-makers. Although 11 percent of the population is over age
65, recent statistics show that less than 5 percent of the
characters on prime television are of that age. Mandatory re-
tirement (the issue around which Gray Panthers originally organized)
has long been prevalent in journalistic and broadcast enterprizes.
With some notable exceptions, people on news programs lack the
experience and informed background of people with a long record of
reliability. Young, rather that middle-aged or old, people are used
almost exclusively to sell products in commercials, where older men
appear occasionally but older women hardly at all. The message is
one of indifference, even contempt, and it has never made the way
easier for older people to lead lives of dignity, with assurance

of self-worth. It has, perhaps, enabled a materialistic society

to use older people badly.

The Gray Panthers believe, with Ralph Nader, that '". . what infor-
mation and ideas people receive and when they receive them is the
nourishment for enlightened and participatory societies . . citizens
need no longer be passive recipients of what a few large corporations
choose to beam to them . . rather they can become part of the com-
munications process. ."

As Gray Panthers we are encouraged by our positive accomplishments
of the past. We have written and spoken often against age stereo-
types in the media. We have contributed to small and large changes.
We point to our success in the modification of the National Associ-
ation of Broadcasters Television Code by adding the word age to
Title IV, paragraph 7, regarding special programs, where it was
formerly stated that only race, sex, and creed are to be treated
with sensitivity. It is a step on which we can build, from which
we can move forward with confidence and the knowledge that we have
much support.

A special word of thanks should be included in this report for the
excellent support and encouragement we have received from Maggie
Kuhn, founder and national convener of the Gray Panthers; Richard
H. Davis, our keynote speaker and panel leader;Hugh Downs, who
took time out from his very busy schedule to be with us, because
he cares; our dedicated workshop leaders and resource persons; and
our Media Watch Task Force -- Bradford Chambers, Roberta Pikser,
Phyllis Sanders, and Loretta Wavra -- who guided us every inch of
the way.

A very special word of gratitude is due to Jerome Waldie, former

Executive Director of the White House Conference on Aging, for his
assistance in making our conference possible.
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Workshop Title: Designing an Ongoing Media Center

Leader: Dr. Richard H. Davis, author of Television and the Aging
Audience, and keynote speaker of the Mini Media Conference

Resource Panelists:
Lydia Bragger, Chairperson, Media Watch Task Force
Eva Skinner, Media Consultant, Gray Panther
Jules Power, Producer, Over Easy, Educational Television

This workshop, held on the second day of the conference and attended
by people who had taken part in two workshops and three general
sessions of the conference previously, gathered together ideas and
suggestions which had grown out of previous discussions and the
materials of the conference. Its attendance was larger than that

of any but the general sessions. There was much enthusiam for
continuing with the work of the conference by the workshop par-
ticipants.

The principal goal of a media center should be to educate: To
educate the media to present positive and realistic images and com-
bat stereotyping of older people. To educate older people in order
to improve their self-images. To educate children in order to give
them a positive view of the aging process and older people.

A media center should be properly funded to undertake its tasks,
and experienced media consultants should not give their services
free.

Sources for possible funding which were mentioned were large labor
unions (which often have a program for retired employees); the
private -ector; the media industry itself. Large private corpor-
ations might be interested in a media center to help educate em-
ployees near retirement age. These possibilities and others that
come to our attention will be explored in the future. We welcome
any suggestions from the 1981 White House Conference on Aging.

New York, as a communications center, is the obvious choice as a
location. Advisory counsel is available from all branches of the
media. Lydia Bragger has for eight years been the leader and
recognized voice of a group which will be the nucleus for a center.
Her commitment is indispensable.

In radio Gray Panthers have their own program ('"Bread and Roses'")
on WBAI, with time available weekly. A program on Channel L

(cable TV) is being contemplated. With these resources, and with
the interest generated in the conference, and with adequate funding,
we can play to our strengths by:

1. Establishing a media monitoring program, based on criteria
already prepared and in use. The radio and cable program and

other sources can be used to enlist volunteers from senior citizen's
centers and other groups throughout the city for a local monitoring
system.




2., Using this as a base to reach out to Gray Panthers and other
activists throughout the East to initiate a network of monitoring
closely in touch with the center.

3. Doing research based on data obtained in the monitoring.

4. Building up a library of tapes, films, and scripts, as well
as a selection of books, articles, and bibliographies in the field
of aging and the media.

5. Training older people to produce their own radio programs.

6. Exchanging information with the Los Angeles Media Center so
that we complement rather than duplicate each other's work.

7. Publishing a monthly newsletter dealing with timely and critical
issues relating to ageism as well as sexism and racism, to include
evaluations of current programs and practices in the media and,
through circulation to key media people, to alert them to matters
of current concern to us, such as the recent backlash suffered by
both Blacks and women as reflected in films, television series and
commercials.

8. Becoming actively involved with other groups which share some

of our views. An instance of a successful alliance is the San
Francisco Gray Panthers working with Women Against Rape and Violence
to fight against ageism in some popular songs. They have been very
successful in their efforts. Pooling resources with such activist
groups is highly desirable.

9. Finding alternative sources for education against ageism.
Instead of concentrating on The New York Times, organize a letter
writing campaign to suburban and smaller city newspapers and
broadcast stations. Seek to institute a newspaper or magazine column
on aging. Provide samples of such a column. Offer the services of
senior writers available for this purpose.

10. Establishing a close working relationship with agencies and
groups which have educational programs on aging such as the New
York City Department of Aging, and furnish material for their pub-
lications. Others are the Jewish Association for Service to the
Aged (JASA) and the Junior League of New York. Strengthen contacts
with the National Council of Churches and the United Methodist
Women, who do educational work nationally. The former have pro-
grams in the media and the latter work in the area of improving
children's concepts of aging.

11. Enlarging the advisory board of the Media Watch Task Force to
include people with experience in all phases of media operations,

in organizing, and in fund raising, many of whom are now known to

us.
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Workshop Title: Cable TV: Future Visions

Leader: Dena Anderson, Professor, Graduate School of Social
Work, San Diego State University; Producer/Host, cable
TV program; Gray Panther

Resource Panelists:
Ann Sheehan, Program Director, Berks Community TV, Reading, Pa.
John Sandifer, Producer, Channel L Working Group, NYC
Jennifer Stearns, Producer, Office of Communications, United
Church of Christ, NYC

Although the promise of cable TV as « community service mechanism
has yet to be realized, it was reiterated in this workshop that
this can be a medium to carry our messages, our images, arguments,
and questions, a medium for self-help. It can help to promote a
sense of community which is often lacking in the lives of older
people.

A brief account of the growth of cable TV and its physical plant
and facilities served to open the workshop. Dena Anderson related
her three-year experience working with older and younger people
in the PACE Cable television program in San Diego, writing, pro-
ducing and broadcasting, and she provided valuable information

on how to work in this medium.

Reference was made to a booklet written by panelist Sandifer, Cable
Television in Communities: A Guide to Community Control and Com-
munity Use of Cable Television. Because franchises are involved

and these are granted with specifications as to community service

in the localitv, this medium can be guided by community needs and
effectively monitored as to operation. An illustration of a seminal
program for and with older citizens was given by panelist Sheehan,
Program Director of Berks County Television of Reading, Pa. The
Experiment began in 1975 when New York University, Berks TV Cable
Company, the City of Reading, and its Senic. Citizens Council and
the Reading Housing Authority received funding from the National
Science Foundation. A two-way cable system was created for com-
plementary groups: the older citizens who make up 16 percent of
Reading's large older population, and the public agencies which
serve them. A multi-service center and two senior citizens' housing
projects were selected as sites for communication centers linked

by two-way cable in the initial stages of the experiment. In addition,
117 homes of elderly people were fitted with converters so they
could view the cable programs on their home TV scts, and participate
by telephone.

The success of BCTV was immediate, and the station quickly decided
to carry the programs over a regular cable channel so all sub-
scribers could participate by telephone. The offices of the mayor,
city council members, and county commissioners were frequently
connected to the svstem, which allowed citizens to question them
directly. Several local high schools and nursing homes were also
linked to the system. Most of the production and on-air work was
carriea on by 7 paid employees, with valuable volunteer work
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carried on by members ¢f the community, most notably from the
older age group. All programs are aired live and later rebroadcast
on videotape. Each week a city council member or other public
figure is questioned by the public under the auspices of the
League of Women Voters.

This emphasis on public affairs has helped BCTV avoid the
triviality which has characterized some stations. Program com-
mittees meet regularly to direct programming. A corporation was
formed after the NSF grant expired, with a governing board and
membership representing all segments of the community. Much time
must now be devoted to raising funds, and this has altered their
programs in some ways. For instance there is now a weekly "Sing-
along”; there is also a program in oral history. Forty percent of
the.live broadcasting on this community-minded program is done by
older people.

As an offshoot of the work at this station, a former employee has
been hired to work on a similar project in Vermont, which will
develop a statewide system for telephone communications with develop-
mentally disabled people. As its director has said, "BCTV is a

model system."

The work of panelist Sandifer's Channel L group was also discussed.
This group has 3% hours of live programming each Wednesday night.
Participants have included elected officials, staff members of
government agencies, community boards and non-profit organizations.
Typical programs have presented a spcaker from one of the city's
community boards on the subject of housing for elderly people,
another with a local politician on their nutrition requirements;
and a city council person updating the fight against mandatory
retirement.

Here are some varbatim quotations expressing strong feeling of the
participants of this panel: "It is the trend of the future to

speak video language; I do not want tn be left behind." '"The
cost of cable service is a major concern to older people.'" '"Older
persons should get free cable.'" '"You can't have a community unless

you have communication between the people.”
Resolutions were passed as follows:

1. To find ways to educate seniors as to cable's existence and
availability.

2. To show them, their advocates, and the general public how
cable can improve the quality of life.

3. Train people nationally to become '}Media Literate", i.e., teach
them how to gain access to cable; use it to their advantage,; under-
stand the political and community implications of its use; provide
technical training for older producers, directors, writers, actors,
technicians in all areas.




1. Get financial help for the above.
5. Let the media know what older pe<ple want to have changed.

6. Establish networking which is a channel for the exchange of
information countrywide on innovative cable systems.

7. In existing franchises, learn what access is granted and use
whatever is available.

8. Keep on top of franchises, especially those coming up for
renewal, and insist on access if it does not exist.

9. A resource exchange should be established among existing
networks providing for an exchange »f tapes. Thought should be
given to how a media center might use or assist in this exchange.

Workshop Title: Commercials: Bane or Blessing

Leader: Kathleen Jamieson, Professor of Communication Arts,
University of Maryland.

Resource panelists:
Donald Gilbert, President, Soecht, Gilbert and Partners, Inc.
Rita Larsen, Gray Panther, Bargen County, N.J.

It was the consensus of this workshop that while noticeable im-
provement has taken place in the number and role of older persons
in commercials there is room for much rore, especially older women.
Advertisers invariably select younger women to promote products,
although age is sometimes consilered an asset in men.

Although ageism is rampant, this is an area in which expressions
of approval or disapproval will be given thoughtful attention.
Advertisers do not intend to produce offensive ads, and objections
which are clear and rezsonable will help to alter them.

The intergenerational conflict implicit in the use of stereotypes
and the absence of older women in energetic, productive roles,

was deplored by some participants. The subliminal message is that
older women are never good role models, not worthy of being listened
to. .

Unacceptable advertising cited as examples were: 1) Porcelana
Medicated Cream, having been condemned by the Consumer Affairs
Committee of Americans for Democratic Action. Their ads are for
a cream which they claim will get rid of brown spots on the skin.
These are considered very uglv and a telltale sign of age, which
is to be avoided at all costs. Age as a threatening word is used
often in these ads.

In the ads for Stove Top 15 Minute Stuffing Mix, a young wife is
showr. asking her nusband whether he prefers potatoes or the stuffing,




1n a subservient way which suggests that her own preferences are
unimportant. This is an example of the sexism routinely used in
many ads featuring housewives.

Advertising for Charmin Toilet Paper goes to absurd lengths to
~mphasize the ""soft, huggable, squeezable" quality of their product.
The women models fondle the toilet paper in a way representing a
foolish over-reaction to the product. Women as subnormal humans
are by no means rare in commercials.

Positive suggestions which might be made to advertising agencies
as put forth by the leader were:

1 Suggest acceptable terms to use i1n aiming messages toward the
de=1red older market.

2. Avoid the vse of '"age" as a pejorative word. Focus on benefits
o the product which are not stereotypically age-related, i.e.,
sufter, smoother skin rather than younger-looking skin.

3. By casting older people in non-stereotypical roles, withdraw
sttention from age identification. The age of people shown in
appealing roles is not perceived as their salient feature.

Pinelisr Gilbert reinforced the lest point by stating that he
believed the goal of advertisers should be to show people 50 and
over in such a way as to make age irrelevant. DPresenting non-
~tereotyvped characters could achieve this.

As for strategies to use in seeking to upgrade the images used
1n advertising, he offered the following:

t. Provide solid business reasons for advertisers to include

people 50 and older. Available sources provide usage/consumption

data., and information on financial status and buying habits w4ich

<how the 1mportan-e of the over 50 group to most lines. New

techniques available for targeting the audience, such as psycho-

~raphic protiles which go beyond demographic data, could "blow e
the age question and stereotvpes right out of the water." Gilbert
believes that the psychographic profiles sought by advertisers

will 1nclude a large segment of people over 50, and this will mean

@ vrent stride toward ending stereotyping.

2. Send older representatives to corporations and agencies, with
r lesant information to back up their position. The face-to-face
siTHation i1ncereases tae impact of the message.

3. %end oo complaint to the American Association of Advertising
Vireenneeres . which will forward it to the producer agency.
1 \ the network which broadcast the offensive commercial.

le-tteer will he forwarded.

resort, boycott the product.

l\)”




The first approach selected can be extremely effective since it
allows the agency to engage in dialogue with the complaining group
and decreases the likelihood that the agency will become entrenched
in defending an ad campaign.

Workshop Title: Print Media: The Potential

Leader: Bradford Chambers, Director, Council on Interracial
Books for Children

Rescurce Panelists:
Bayard Hooper, Editorial Director, Prime Time magazine
Christopher Trump, Associate Dean, School of Journalism,
Columbia University

A recurring theme of this workshop was that the oppression of
older people in our society is basically economic and cannot be
reversed except through evolving economic justice. Awareness of
the prevailing stereotypes is not enough. We must analyze their
functions a.d the interrelation of ageism with class, sex, and
race discrimination. The workshop took special note of the double
oppression of ulder women and the tiriple oppression faced by
Blacks and other minority women.

Panelist Trump underscored the major difference between the broad-
cast and print media -- the fact that the latter is not legally
bound to devote some of its effort to public service content. The
First Amendment, in granting freedom of the press, said nothing
about their accountability. This 1s the source of one problem

Gray Panthers face in bringing to the general public their views

on stereotyping. It is one reason their efforts have been directed
toward the broadcast media; one of the reasons there are separate
workshops on these media branches in this conference.

The print media is best suited to extended coverage of broad issues
and to in-depth treatment of them. The forte of broadcasting is
the coverage of events as they unfold. Many suburban papers go out
of their way to publish letters from their readers, aud the Op-Ed
page featuring reader input is gaining popularity throughout the
country. The New York City papers are harder to break into. The
Bergen County Record devotes much space to older people's activities
and in fact put the announcement of this conference on its front
page. Newsday, a Long Island, New York publication, carries a
regular column on Older People written by an older person, Lou
Cottin. None of the city papers carried advance coverage ol this
conference, although the New York Times carried a brief report
afterwards.

Outside New York a shift toward monopoly ownership and one-newspaper
cities has occurred. and newspapers are flourishing and highly
profitable there. A beneficial effect of this is that publishers
spend more time on issues of social consequence, being free from
competition. Some workshop participants expressed incredulity

at Trump's analysis of this, and thought it would be useful to have
hard data in support of such a premise.




Chambers said that few Americans are aware of the role the print
media plays in shaping children's attitudes toward old people.

As our society moves increasingly toward age segregation, children
sometimes get their first images of older people from the picture
books which are given to them while they are still in cribs.
Studies published by the Council on Interracial Books for Children
show beyond question that children's literature is filled with
negative stereotypes about older people.

Panelist Hooper reported success in his venture into the 45 to

65 page group. Mass magazines have usually aimed for an audience
18 to 39 years old. His magazine is on the 'slick side'", and while
participants agreed it might be helpful in assisting affluent
people to plan for retirement it was not a model for the kind of
print journalism required to fight the oppression of older people.

Trump was optimistic that the trend of the print media's interest
in public issues will continue. He urged Gray Panthers to mount
a pressure campaign for coverage of ageism and related issues.

Resolutions made in this workshop were to:

1. Join with other activists fighting racism, sexism, and bias
about disabled people.

2. Fight ageism in government agencies and private enterprizes
concerned with age where management positions are filled by young
people. Sufficient effort is not made to seek out nlder people
for management-level posicions.

3. Call on the White House Conference to alert the public as to
the stereotypes contained in children's books and learning
materials and the critical role they play.

4. Make a stiong effort to get newspapers and magazines to intro-
duce a regular feature devoted to the concerns of readers 65 and
over. Also that we undertake to sensitize reporters and editors
to issues of ageism.

5. Make an urgent request that The New York Times undertake
investigative reporting on the economic straitjacket in which older
people are placed by a) the rapidly rising costs of rent, fuel,
food and health care; b) the federal requirement that unemployment
benefits be deducted from social security income; and c) the
punitive effect of deducting from social security income asserted
equivalency payments such as food stamps, medicaid, and subsidized
housing. This resolution should be acted on as soon as possible

by the Gray Panther Media Center.

6. For newspaper and magazine articles on subjects affecting the
lives of older people and ageism issues, we urge that editors make
an effort to assign coverage to older writers.




7. A major effort should be made to persuade alternative publi-
cations to take over responsibility for covering issues of ageism,:
since the economics of commercial publishing often preclude it.

Workshop Title: Innovation: New Program Ideas

Leader: Christopher Sarson, Sarson Television Productions, Inc.,
Producer/Director, Educational Television

Resource Panelists:
Lorraine Gray, Producer, Labor Educatiun Film Center, Washington,DC
Donald Schwartz, Producer, Low Sulphur Films, NYC
Jennifer Woolcock, Producer, Low Sulphur Films, NYC

In this workshop the panelists showed clips from new tapes and
films to generate discussion of the treatment of older people and
"prainstorm"” for easing the production of more such products, by
~nd with older people.

Clips from Winslow House, a series about residents of an inter-
generational house, were shown, as were clips from Louie, which
provoked discussion as to whether ageism was shown within the clip.

Three clips from a film made by the Labor Education Film Center

were shown by Lorraine Gray, and another series was shown put together
by Winfield Best of Communication Resources Foundation of Chapel
Hill, North Carolina in which four young and four old people reach
out to each other in an innovative way.

Following are among the ideas which emerged from this Workshop:

1. There aie too few programs which deal with older people. New
programs should show good role models; tap the wisdom and experience
of old people; enable them to speak for themselves in film.

5 Attention should be given to programs showing an interchange
of ideas between different generations.

3. 0l1d people should participate more in the creating, production,
and presentation of programs about their peers.

4. Access to production facilities should be made practicable for
older people. A consortium should be created which could dis-
seminate information and get concerned groups together.

5. The wide distribution of films already made, which combat
stereotyping, should be encouraged through any means available.

Workshecp Title: NDlscrimination in Media Employment

Leader: Phyllis Sanders, Commentator, Prime of Your Life, WNBC-TV
Reporter, Producer, Host




Resource Panelists:
Louise Gray, Director, Special Services, United Methodists
Natalie Priest, Chairperson, New York Women's Committee, AFTRA .
Frieda Zames, Chair, Access Committee, Disabled in Action (DIA)

The broadcast media is prestigious because it has so much power

and money and confers status and authority on those who appear on ;
its screens. Many people who watch a great deal are, in a sense, |
brainwashed. Employment of older people in television is important |
because the lack of them says so much. There -are few places in |
this medium where old people can get employment, at either the {
entry level or other stages, and what we need is their presence in |
all areas including decision-making. A few programs which do

feature older people have a patronizing attitude, or use younger

people exclusively as interviewers or hosts. Mention was made of

a program recently moved to prime time in which Phyllis Sanders, |
leader of this workshop, and 60 years old, is a commentator with

freedom to choose her subject matter and approach. This, is |
Prime of Your Life, on NBC, which welcomes audience response. |

A new movie which treats older characters sensitively, in a real-
istic life situation, is Tell Me a Riddle, based on the famous |
short story by Tillie Olsen and produced by a woman. |

Panelist Gray voiced her concern over children's views of older
people and the stereotypes they believe in because of the books

they read and the programs they watch. The work of her organization
is to challenge these stereotypes, which can only lead to discrim-
inatory attitudes unless children are taught to become thoughtful
readers and watchers, or healthier images are given to them.

Panelist Zames spoke to the problem of employment in the media of
disabled people. No group is more discriminated against in the
media. All disabled people are pictured as being severly disabled,
not as individuals with varying degrees of capability and talent.
Fifty percent of the handicapped people who could work are unable

to find work. They are not even included in unemployment statistics.
Her organization is strongly opposed to programs such as telethons
which portray disabled people as helpless and objects of pity.

Both the American Federation of Radio and Television Artists and
the Screen Actors Guild monitor the media actively, according to
panelist Priest. The 1980 AFTRA report contains the following:

"The television information gathered ... shows a landscape of
commercials in which women of authority are barely visible and
minorities hardly present..." AFTRA's Equal Rights Committee,

Women's Divisicon, conducts an Orchids and Onions project to en-
courage expressions of approval or disapproval of personalities,
programs, and opinions in television programs. Participants were
urged to write "erchid" or "onion" letters about programs they
watch.




Resolutions passed in this workshop were:

1. The public must express dissatisfaction, or applaud programs
they enjoy, as part of the communication process; in other
words everyone should be an active media monitor.

2. Older pecple should work in front of the camera and in all
levels of work behind the camera, including policy-making jobs.

3. A cadre of persons who can train directors, producers, script
writers, etc. should be developed from among the older population,
to fill jobs or to create them.

4. We should actively fight mandatory retirement in the media.

5. We should educate the media about the strengths and talents
of older people.

Workshop Title: Public Service Announcements: How To Write and
Get Them on the Air

Leader: Winnie Gorlin, Assistant to the Vice President, Program
Practices, CBS

Resource Panelists:
Benjamin J. Dudley, Communications Director, National Caucus for
the Black Aged, Inc.
Sheila Terrace, Director of Community Affairs, ABC TV
Sudie George, Journalist, member of Media Watch Task Force

A professional approach, following strict guidelines and made to
the person in authority, must be used in obtaining time for public
service announcements on networks or local television stations.
The demand for time is great, the legal limits well defined, and
detailed background information on the organization requesting it
must be provided.

Representatives from CBS and WOR TV furnished to participants
booklets to serve as guides in planning to acquire such time, which
also contain data on obtaining coverage in editorial or news
programs as well as the mechanical reauirementis of tapes or slides
to be used. Examples of announcements carried on networks were
mostly from the health field, which 1:%4 to discussion on the re-
quirement that such material be noncontroversial and any claims |
made must be substantiated in advance. The booklets can serve as
handbooks for any group considering the use of spot announcements.
|

Panelist Dudley's material prepared for his presentation in the
workshop, and included in the packet given to all who attended the
conference, was on "Effective Publicity Techniques' and might serve
as a guide on how to achieve the professionalism advocates must

have throughout the communications field if they publicize their
causes well. Although TV spots have more impact, he wrote, they

are more expensive and time-consuming to produce, and he recommended
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concentration on radio. Advance planning and knowledge of the
mechanical! requirements of stations is necessary in all cases.

Because of time limitations discussion on the different require-
ments of cable TV as it exists and with its expected expansion,
was held to a minimum. Gray Panthers or others hoping to use
spot announcements are well advised to consult the materials
distributed as a first step toward making use of this important
Hut circumscribed air time. People who direct its use will con-
sider new material if it meets their requirements.

.

workshop Title: Radio: How to Have Your Own Program

Leader- Ruth Coley, Broadcaster, Now and Then, Program by and
for the Elderly, Oshkosh, Wisconsin

Resource Panelists:
Ernestine Allred, Broadcaster, WXPN, Philadelphia, PA
Dave Metzger. Producer, WBAI, Pacifica Station, NYC

A1 paneiists conduct thecir own radio programs and rcccmmend this
as a participatory medium of growing importance to the elderly
community. The report on Now and Then led off the workshop and
is given here as a prototype of other programs discussed:

The University of Wisconsin/Oshkosh Social Work Department together
with several county and area committees on aging sponsor Now and
Ther and funds come from CETA, Green Thumb, Inc., and several private
concerns. Members of the staff are all over the age of 55. The
nne half hour program is broadcast daily, Monday through Friday;

at 11 a.m. on WRST and with an entirely different staff on WLFM at

1 p.m. Ruth Coley shares moderating duties on WRST and since the
program's inception the Monday and Friday shows have dealt with
socinl security, the Meals on Wheels program, educational oppor-
tunities for older adults, medical emergency procedures, alcoholism
and aging; sex after sixty, physical fitness, and the Gray Panthers,
nf which Ms. Coley is an active member. Tuesday and Thursday shows
take an historical slant, and guests have an opportunity to discuss
their past lives and occupations. Roundiag out each program is a
five-minute ncews report and a musical selection. Specific topics

to he aired are listed in advarce in the Oshkosh Daily Northwestern
and the Senior Citizen Calendar in the Appleton Post Crescent.

Cnlev advocates elderly leadership and involvement in c¢civic, church,
and educational affairs. She points out that of the 19,000 seniors
1n Winnebago County, only about 1,300 require extcnsive health

sare. "That leaves 17,700 people like I am” says Ruth, ablz and

w1l ling to contribute to society,

Now and Then is now in its second year and Coley will continue to

e the modorator for the Monday, Wednesday and Friday programs.

The program was established to 1., Produce comprehensive programming
which presents 1nformation about aging as it pertains to education,
employment, health care, retirement planning, housing, transpor-

tation, ete. 2. Increase the numter of contacts between service
providers and potential consumers, J3. Place realistic role
models of older adnlts in the media. 4. Provide employvment
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opportunities for the elderly.

The people responsible for Now and Then have published a booklet
entitled Starting From Scratch which is available through Station
WRST, Oshkosh, Wisconsin. It covers procedures and principles on
how to have your own radio program.

Although no resolutions were passed in this workshop participants
were urged to investigate opportunities in radio in their own
localities.

workshop Title: Monitoring and Media Activism

Leader: Dr. Everett C. Parker, Director, Office of Communications,
United Church of Christ

Resource Panelists:
Bettye Hoffman, Vice President, Program Information Resources, NBC
Inge Roberts, Member Media Watch Task Force, Sarasota, Fla.
Beryle Banfield, President, Council on Interracial Books for
Children

Less than two dozen complaints about ageism in programs or com-
mercials were received by NBC in 1980, although over 330,000 cards
or letters came in from viewers. Panelist Hoffman has been encouraged
by the improvement she has seen in television programs as to their
use of non-stereotypes. At NBC the Broadcast Standards Department
and their editors monitor for instances of stereotyping. In cases
where Lydia Bragger gets in touch with a station to discuss a
program -- Speak Up America was an unsavory recent example -- she
was invited to screen it with the TV executive in charge and they
discuss features which are not acceptable. While the Gray Panther
point of view does not always prevail it is always constructive to
keep open this line of communication. Gray Panthers and others
should educate older viewers as to their responsibility to par-
ticipate in the communications process.

According to panelist Banfield, the monitoring criteria her organ-
ization uses in examining books and learning materials for children
concerns characterizations language, roles, and power relationships.
In materials on adults an- or all of these aspects can show broad

or subtle bias in portraying people. Although in the past bias

might have occurred unconsciously, book publishers in particular
have beomce very conscious of the work of the Council on Interracial
Books for Children, a small but significant organization whose
standards for-scrutinizing communications material might well be
taken over by all active monitors.

Ms. Clarissa Wittenberg of the National Institute of Aging discussed
her agency's work in identifying and attempting to eradicate the
ageism in medical textbooks, and out-of-date or inaccurate infor-
mation contained in the pharmacopoeia--a continuing struggle.

The workshop leader reported on efforts to combat discrimination
in the networks against older people as well as minorities and the
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poor because they are thought to lack the means to do '"impulse
buying'. Failure to employ older people and minorities has
continued in spite of much protest and litigation.

Media activism can be most effective when carried on by coalitions.
A local coalition with clout might consist of churches, synagogues,
NOW, Gray Panthers, unions, mental health associationms, the PTA,
etc. One such coalition is bzing lead by the United Church of
Christ against the Newhouse Company in Birmingham, which has a
record of ignoring its public responsibilities.

Parker urged all media activist groups to Jjoin the Telecommuni-
cations Consumer Coalition, which puts out valuable information on
legal issues affecting broadcasting and cable and has recently
reported in detail on the Federal Communication Commission's
recent decision to deregulate radio. Results of this deregulation
will be of vital interest to media-monitoring groups and advocates
for the elderly since it might change the amount of time available
for public service issues.

No resolutions were passed in this workshop, in part because its
work was closely related to the proposed establishment of a media
center, where recommendations about monitoring were made. Much
enthusiasm was shown by participants for active media-watching in
the future.

Report prepar=ad by:
Lydia Bragger

Sylvia Friedman
Sudie George
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PARTICIPANTS IH THea CONFL.ASICE CHALLENGILIG AGE STEREOTYPES IN THE MEDIA

Clara Allen, Jew Jersey lhivision on \/Jomen, Newark, N.J.
Ernestine Allred, Broadcaster, WXPi, Philadelphia, Pa.
tlelen Alpert, Overseas Pruss Club, Jomen Strike for ‘’eace, New York City

Lorraine Altman, Director, .tetirees Program, College of !lew itochelle,
City Campus, Hew York City

Dena Anderson, Graduate School of Social uork, San Diego State University,
Producer/Host, Cable TV Program

Bruce Bailey, HNewark Star Ledger, Newark, N.J.

Beryle Banfield,President, Comnittee on Interracial Books for Children,
vew York City

Hdarjorie banks, President, Davison House Senior Center, Bronx, llew York

S 1a Baron, Fress, Expaniing Hori:or., rorest Hills, ilew York

Virginia Baron, Press, ides Yorx City

H. H. Beckerman, Gray Panther, New York City

Doris Berk, West Side Senior Service Network, New York City

llazel Bertz, Towe: League, :liverside Church, lew York City

Winfield Best, Communication iesources Foundation, Chapel Hill, North Carolina
Garnet E. Bockmyer, Gray Pantier, New York Cily

Lydia Bragger, Conference lirecto.; Chairperson, National Gray Panther Media
datch, New York City

Patricia Blau, Older Womens League, S8ronx, New York

Aildred Blechman, Herrick, Hew (ork

falph Blechman, Merrick, New York

Bertha Brown, ’ledia Committee, White House Conference on Aging, Philadelphia, Pa.
Dan Cameron, Twin Cities Gray Panthers, liinneapolis, dinnesota

Rosaline “ameron, Older Womens League, New York City

osemary C-rney, Gray Panthers, Brooklyn, llew Yor«

Bradford Chambers, Director, Council on Interracial Books for Children,
New York City
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Cherrl Clearwater, Gray Panther National Office, Philadelphia, Pa.
Anne Cohen, Gray Panther, Brooklyn, lew York

Ruth Coley, Broadcaster, Now and Then, Oshkosh, Wisconsin

Ben Conte, District Director, ACTiON, N2ow York City
Martha Contee, Tederal Communications Commission, Washington, D.C.

Johanna Cooper, Senior Edition, WNYC, lNew York City

Sidney Coyne, Gray Panther, Bronx, New York
Irene Davall, Oldcr Womens League, New York City

Richard H. Davis, Director, Publications and Media Projects, Gerontology
Center, Universily of Southern California, Los Angeles, California

Betty D>wing, Our Town, Press, New York City
Helen Dolan, Tower League, itiverside Church, New York City
High Downs, Co-lost Over Easy; Host 20/20 ABC TV, New York City

Benjamin J. Dudley, Communications Director, National Caucus for the Black
Aged, Inc., Washington, U.C.

Marlene Duck, Gray Panthers National Office, Philadelphia, Pa.
David Feldman, Gray Panther, New York City

Rita Fliashnick, Older iJomens League, New York City

Sylvia Friedman, Gray Panther Media Watch, New York City

Karen Frillman, WNYC, Press, New York City

Nadine Gallegos, Gray Panther, o3 Angnlos, California

Kim Gantz, All About TV, WNVC-TV, New York City

legina Gartner, Gray Panthor, New York City

Hargaret Geffken, ACTION, Trenton, New Jersey

Gloria Geller, Older Jomens Liberation, New York City

Sudie George, Journalist, Gray Panther, ledia Watch Task Force, New York City
Edith Giese, Director, Gray Panther National Office, Philadelphia, Pa.

Donald J. Gilbert, President, Specht, Gilbert and Partners, Inc. (Advertising),
New Yorx City
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Larry Goldberg, Journalist, The New York Times, Hew York City

BEdith Golden, Gray Panther, tlew York City
Barbara Gordon, Dromenon Theatre (with Seniors), llew Yorl City

Wiinie Gorlin, Assistant to the Vice Presideat, Program Practices, CiG,
Hew York City

Betty Gray, iditor, Churchwoman Magnzine, MNew York City

IE1la 0. Gray, CAFAil-3 Communications, Inc., Jashington, D.C.
Lorraine Gray, Producer, Labor Education Film Center, Washington, D.C.

Louise Gray, Director, Special Services, United Methodist Communications,
dew York City

Mildred Grnneberg, Tower League, Riverside Church, New York City
Leo Hartman, Gray Panther, New York City
Bruce Hicks, Gray Panther, Forest Hills, New York

Bettye Hoffman, Vice President, Program Information HResources, NBC,
New York City

Jenny Holladay, Communication Resources Foundation, Chapel 1iill, North Carolina
Bayard Hooper, Editorial Director, Prime Time Fagazine, New York City

Imani (luth Ducker Gibbs), Publisher, Brooklyn Drun, Brooklyn, New York

Michael Imperiale, Disabled in Action, liew York City

Kathleen Jamieson, Comnunication Arts, University of Maryland, Collepe Park,
Haryland

Marlene Johnson, Liaison, White House Conference on Aging, \ashington, D.C,
Florynce Kennedy, Producer, Host, Cable TV, New York City

Jim Kennedy, Rutgers Institute on Aging, New Brunswick, liew Jersey

Kimi Kimura, Project SCOPE, Lenox Hill Neighborhood Association, New York City
Kitty Kittner, 92nd Street "Y", Gray Panther, New York City

Madeline Koszyk, letirement Iuc., (Consulting firm), Cinneminson, New Jersey
June Kowal, ACTIOH, Metropolitan New York District, Hew York City

Jake Kramer, Gray Panther, lew York City
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“hyllis friegel, Jiitor, new Directions for .Jomen, Westwood, New Jersey

Mary Xrige, Gras vfanther, Bronxville, lHew fork

HMagpie {ahn, Founder, Convener, National Gray Panthers, "hiladelphia, Pa.
Fran< Lagos, Gray Panther, Brooklyn, iew York

‘05e Lanse der, Heights/HiLl Mental Health dervice, Brooklyn, New York
[rv feusin, dray Panther, Albany, New York

Gdeinia . Lant Laagtry, St. Lukes-iooscvelt Hospital Center Community

sonmd, Terd York ity
Oty Larsens, Gray Panther, Bergenfield, Hew Jersey
ditJda 5. Lacdon, Geriatric Advisory Service, Harrison, YNew Yor':

Ghitn Levine, Uirectorof Public Affairs, «#hite House Conference on Aging,

wauninrton, .0,
Sue levine, Director of Social Service, ddison lehabilitation, #dison, N.dJ.
June Me¥ee Lindsas, Gray canther, Ann Arbor, ifichigan
oot Lioyd, Gray Paunther, iHew York City
Chri.tin: lonp, oditor, Hetwork, Philadelphia. Pa.
datny Lite, Gray lanther ational Office, Philadelphia, Pa.

5ill “cCtcheon, Director of lledia, National Council of Churches, New York City

Y

Glorian Meiee, Himan Horizons, Gray Panther, Cinnaminson, lew Jersey

Yose Mais, ed Yorm City

Mav Uannes, Geay Panther, SASS, New York City

Arch Martin, 2roject FIID, New York City

Tharosa Marron, University of laryland, College Park, iid.

Guorrn Melders, Yorkville Senior Center, Gray Panther, New York City
Uelia Mendoza, Oray Panther, lew York City

Louise Merricz, Tower Leagiue, liverside Church, iew York City

Jay Merwin, elicious News Service, lew York City

crae Yo e, srobaesr, WPAD Pacifics Siatior, Hew York City
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Llsa Miller, Hispanic Spacialist, Presbyterian Senior Service, New Yorx City
Herrietta loore, Gray Panther, Chicago, Illinois

Lucia Morehead, YiCA, Gray Panther, Brooklyn, tlew York

Elizabeth Most, Older Womens League, New York City

Stella Murphy, Gray Panther, New York City

Bernard Nathanson, Kztharine ingel Center for Older People, HNew York City

Elaine Nissenbaum, Director of Development, Gy Panther National Office,
Philadelphia, Pa.

Eli Noam, Uris Hall, Columbia University, Hew York City

gverett C. Parker, Director of Office Communications, United Church of
Chnst, Wew York City

Sylvia Pepper, Gray Panther, Los Angeles, California
Jean rhillips, Jean Phillips Communications Associates, Inc., New York City

Heberta Pikser, Actress/Dancer, Gray Panther l!Media .Jatch Task Force, lew
York City

Joe Pissarevsky, Disabled in Action, New York City

Jules Power, Producer, Over Easy, San Francisco, California

ilatalie Priest, Chairperson, New York Jomens Commitiee, AFT.A, New York City
Madeline Provinzano, ZIditor, Daily vorld, ilew York City

Cathy Pullis, tesearch Analyst, J. Walter Thompson, Inc., New York City

Ruth Rafael, Gray Panther, Brooklyn, New York

Sally Rattien, Gray Panther, New York City

Inge Roberts, Gray Panther Media Wetch, Sarasota, Florida

Betty Rosen, Older Womens lezgue, Gray lanther, Long Island City, N.Y.

Phyllis Sanders, Commentator, Prime of Your Life, WNBC-TV, New York City

John Sandifer, Producer, Channel I, Working Group, Hew York City
Lillian Sarno, Gray Panther, New York City
Christopher Sarson, Producer/Director, Educational Television, lNew York City

Donald Schwartz, Producer, Low Sulphur Films, New York City
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Audrey Seidman, Public Relationu, Jewish Association for Service to the Aged,
(JA5A), New York City

Ann Sheehan, Program Director, Berks Commmnity TV (BCTV), Reading, Pa.

Terri Shuck, AUTION, Washington, D.C.

Bva Skinner, Gerontologist, Media Consultant, Gray Panther, Los Angeles, Cal.
Frances Smith, Journalist, ilew York City

Louise Soroka, MNew York City

foberta Spohn, Deputy Commissioner, lew York City Department of Aging,
New York City

Jennifer Stearns, Producer, Office of Communications, United Church of Christ,
New York City

Jesse Stechel, Gray Panther, Flushing, New Yorx

Phil Steer, Co-Producer, WBAI, New York City

Richard Steinman, University of Southern Maine, Portland, lMaine
Linda E. Storrow, Gray Panther, Hew York City

Tammy Tanaka, Writer, iteligious iews Service, New York City

Sheila Terrace, Director of Community Affairs, WABC-TV, New York City

Christopher Truap, Associate Dean, School of Journalism, Columbia University,
New York City

Jo Turner, Older Womens League, Gray Panther, Willingboro, New Jersey
Estelle Tuvman, Gray Panther, los Angeles, California

Sue Ulrich, Tower League, Riverside Church, New York City

Heidi Vardeman-lill, Gray Panther, New Yors City

Jerome 2. Waldie, Executive Director, white House Conference on Aging,
washington, D.C.

Melody Walker, Senior kklitiou, WHYC, Hew York City

dalter Wannerstrom, Gray Panther, Hew York City
Louis Warter, Hope of Israel Senior Citizen Center, Bronx, New York
loretta Wavra, Gray Panther edia Watch Task Force, New York City

Judy Yenning, Producer, Senior Edition, WNYC, New York City
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Abner I. Weisman, Senior Therapy Center, New York City
Tom Weiss, Senior Center, Jamaica, New York

Marnie Wellblom, Ecumedia News, New York City

Shirley Whipple-Struchen, MARC, United Methodist Church, New York City
Beth Wilbanks, Gray Panther, New York City

Dennis Wilbert, Gray Panther, Seattle, Washington

Sylvia Wiser, Community Outreach Program for Senior Adults, Metuchen, N.J.

Clarissa wittenburg, Public Information Office, National Institute on Aging,
Washington, D.C.

Lucille Wolfe, Artists and Elders of Teachers and Writers Collaborative,
New York City

Jennifer wWoolcock, Producer, Low Sulphur Fi'm-, New York City
Marion Wright, Twin Cities Gray Panthers, iinneapolis, lMinnesota
Frieda Zames, Disabled in Action, New York City

Maryia Zarav, Tower League, Riverside Church, New York City

Cecilia Zung, Tower League, itiverside Church, New York City
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Min-Conterences have been recogmized by the 1981 White House Conference on Aging and convened by
oreantzations that wishied to tocus attention on special aging 1ssues.

Recommendations ot mini-conferences are not the recommendations of the official delegates to the Con-
terence or the US Department of Health and Human Services. They represent the views of the participants
in the munt-conferences. They are being made available to the delegates as part of their background ma-

tenals tor the national conterenee.

The following Mini-Conference Reports have been published:

Recreanion, Lesure and Phy sical Fitness

Aoimg and Alcoholism

Foerey Paguits and the Flderly

Pubhie Voluntary Colluboration A Partnership in contnibuting to independent living for the aging
National Health Seourity

Concerns ot Low-Income blderly

\ston and Aging

Alzhcimer’s Disease

Arts, the Humamties and the Older Ainericans

Older Women

Lite-Long Learming for Sclf-Sufficiency

I'he Urban Elderly

Rural Auing

Long-Term Care

Non Services Approaches to Problems of the Aged

Spintual and Fihical Value System Concerns
Transportation tor the Aging

American Indian Alaskan Native Elderly

Pacitic Aswn Elderly Pacific’Asians: The Widsom of Age”
P nvironment and Older Americans

Rights of the Institutionalized Elderly and the Role of the Volunteer
Veterans

Mental Health of Older Americans

Saving for Retirement

Hispanic Agmng

( hallengimg Age Stereoty pes in the Media

Oral Health Care Needs of the Flderly

Housing for the Elderly

Consumer Problems of Older Americans

Senor Centers

Fderly Hearmg bmparred People

Black Aged

Legal Services tor the Fderly

Sunphify ine Admmstrative Procedures and Regulations in Programs Affecting the Elderly
1 - - Intereenerstional Cooperation and Fxchange

Seli-Help and Senitor Advocacy

Furo-Amcernican Llderly

Inter-relationship ot Government. Private Foundations. Corporate Grant-Makers and Unions
“The National Dualoguc for the Business Sector”

oot Health and Azing

Paotic slanders Junsdiction

Grerontological Nursing
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the 1981
White House

Aging

Report of

the Mini-Conference on
Euro-American Elderly

Note The recommendations of this document are not recommendations of the 1981 White House Conference on
Aging or the Department of Health and Human Services. This document was prepared for the consideration

of the Conference delegates. The delegates will develop their recommendations through the processes of
their national meeting 1n late 1981,
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Telephone 202-635-5461
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Telephone 202-323~3600

Joe Coffey
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Baltimore, Maryland

November 10-12, 1980
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November 4-6, 1980
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TO_THE DELEGATES

The first White House Miniconference for Euro-American Elderly, held in
Baltimore and Cleveland during the fall of 1980, highlighted the situation

of elderly who identify themselves as members of any of the culturally diverse
groups who make up the mosaic of European Americans. The list of the major
recommendations resulting from spirited clarification of the issues affecting
the lives of the elderly are presented here for quick reference. A greater
elaboration of the background and the context within which the situation of
Euro-American elderly may be viewed is provided in the text of this report.
The recommendations 1isted here are organized into three sections: 1) Increasing
Ethnic and Cultural Sensitivity in Government Programs; 2) Enhancing Mediating
Structures and Neighborhoods; and 3) Strengthening the Family Life.

Increasing Ethnic and Cultural Sensitivity in Government Programs

-- The Euro-American older population should be clearly recognized by all levels
of government as an identifiable group in the older population, and one whos2
various social, spiritual and economic needs and strengths should be taken into
consideration in both the programming and policy-making processes of this country.

-- There should be more Euro-American ethnic affairs representation in the

Federal Government and these persons should be of Euro-American descent themselves.
There should be Euro-American ethnic affairs representation in such key areas of
the Executive as the Office of the President, the Office of Management and Budget,
the inter-agency coordinating offices, and the major cabinet posts of the Federal
Government. There should be much greater representation of persons of Euro-
American descent in the judicial system of the nation.

Enhancing Mediating Structures and M.ighborhoods

-- Ethnic communities, groups and religious organizations should be given financial
and other incentives from government and/or voluntary funding sources to create
their own specialized living arrangements, social services, nutrition programs

and other group self-help activities.

-- Pcsidents of ethnic communities, especially the elderly and their organiza-
tions should be formally involved in all private and public policy decisions
involving service and resource allocations affecting their neighborhoods.

Strengthening the Family Life

-- Intentives should be made available to families to assist ongoing care to the
elderly by: tax deductions or credits; income supplements or constant attendance
allowances, respite or relief services, adult day care; funds to make alterations
or additions to existing homes; encouragement of inter-generational and shared
housing; and improved Medicare and Medicaid benefits for in-home care.

-- Arts and humanities programs should draw from the diverse cultural heritage
of Americans, including those of European heritage, as a means of strengthening
family bonds.

-- Where nursing home care is required (as a last, not a first step in caring
for elderly family members), eligibility for Medicaid help should be raised to
include now non-eligible low-income families (with some co-payment) so that their
pauperization is reduced.
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Preamble

The first White House Miniconference for Euro-American Elderly represents

a major, historically significant event for this long forgotten, long over-
looked bloc of the aging population in the United States. These elderly
people, numbering close to seven million or over one-quarter of the total
population in the country of people who are 65 years old and older,*/ were
never before counted, nor were they called upon to send delegates to the
previous White House Conferences on Aging. For this generation, use of
their ethnic language and the maintenance of their ethnic culture are
central factors in well-being. A lack of previous political assertiveness
on their part does not correspond to a lack of interest in matters related
to their welfare nor to a lack of needs, wishes and expectations concerning
the improvements deemed necessary to bring about a wholesome and meaningful
life for all elderly Americans, including those of European origin. Rather,
it is, perhaps, a result of an instinctive shying away from the limelight,
from activism, from self-assertion that characterizes this generation of
elderly Euro-Americans. After all, two centuries of assimilationist and
melting pot indoctrination has intimidated them and undermined their belief
in the legitimacy and value of their ethnic patterms to society.

Studying their use of both the formal (government, public) and informal
(family, friends, voluntary associations) support systems available in their
ethnic communities and neighborhoods, **/ it became evident that the Euro-
American elderly represent much more than a "silent majority" among the
major ethnic groups. These same people with their broken English are the
ones who, along with all other elderly, have spent a 1ifetime of effort to
make this country strong, affluent and free. These are the people who
worked hard to build neighborhoods and cities, and who contributed mightily
to the welfare nf their families, their ethnic communities, and to society
at large. The changes in public policy which have created service bureau-
cracies and institutionalized new forms of national politics, such as
interest group and professional control of allocation, tended to mute the
concerns of Euro-American elderly. With the historical opportunity provided
them through the convening of the 1981 White House Conference on Aging, it
was natural that their concerns, their needs, their strengths, and their
worries would find a public forum for open expression.

The idea of convening a special White House Miniconfzrence on Aging for Euro-
American elderly, a long cherished dream of the Director of the Center for
the Study of Pre-Retirement and Aging of The Catholic University of America
in Washington, D.C., was recognized by the President of the National Center
for Urban Ethnic Affairs as constituting the best vehicle for enabling
elderly Euro-Americans to participate in the mainstream of society --
including the formnulation of policies consistent with their aspirations and
hopes. Wholehea *~dly endorsed by the Executive Director of the White House

*/  United States Census, "Characteristics of the Population by Ethnic
Origin," March, 1971, 1272.

*%/  Guttmann, et. al., "Informal and Formal Support Systems and Their
Effect on the Lives of the Elderly in Selected Ethnic Groups", Final Report,
AOA Grant No. 90-A-1007, January, 1979.
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Conference on Aging and fully supported with funds and encouragement by
the National Endowment for the Humanities and by ACTION, the dream of the
white House Miniconference for Euro-American Elderly has become 2 reality
through the collaboration of The Cat.olic University of America Center on
Aging and the National Center for Urban Ethnic Affairs. Ms. Galina
Suziedelis and Mr. Joe Coffey served as co-coordinators of the Miniconfer-
ence.

In the spring of 1981, a meeting of representatives from all interested
national ethnic organizations resulted in the formation of an advisory
council to wonitor the Miniconference. A two-phase miniconference was
agreed upon. The first phase, which occurred November 10-12, 1980, in
Baltimore, Maryland, concentrated on the involvement of national ethnic
leaders,*/ national lcadership in the field of aging and elderly ethnic
themselves. The agenda consisted of addresses and workshops given by
nationally known experts in the fields of gerontology, ethnicity, informal
support systems. A list of issues developed by the Advisory Committee of
the White House Conference on Aging was used as a base for discussion with
concentration on those areas of special interest to the Euro-American
elderly. The results of this phase of the Miniconference were then trans-
mitted to the participants of the second phase, which took place in
Cleveland, Ohio on December 4-6, 1980.

The Cleveland phase further refined the recommendations of the Baltimore

*

meeting and the participants included more grassroots leadership and older
persons. Each conference involved approximately 200 people with voting
delegates consisting of representatives of nationai ethnic organizations,
local ethnic organizations, neighborhood organizations, and individual
Euro-American elderly and non-elderly. Non-voting observers to the con-
ference included representatives of national aging organizations, special
interest groups, government and individual scholars and experts. It
should be noted that this Miniconference was the first opportunity to
bring together ethnic elderly and their representatives from many differ-
ent Euro-American ethnic communities with both government (public and
private sectors) who together comprise the ¥aging network."

The two White House miniconferences on aging of Euro-American elderly were
truly a labor of love. Many individuals and organizations have contributed
to their success. A listing of the key speakers, presenters, and greeters
is provided in the Appendix, along with the various national ethnic organi-
zations who were represented on the advisory council. We wish to thank

the White House Conference on Aging staff and the members of the organizing
commi ttee (also 1isted) for their invaluable help and tireless effort on
behalf of Euro-American elderly. We hope that the voices of these people
will be heard by all the delegates, by the policymakers in the Administra-
tion and in the Congress and that together they will shape and ensure a
better future for all elderly Americans.

*/ Dr. Stephen Aiello, Former Special Assistant to President Carter and
Director of the White House Office of Ethnic Affairs and Dr. Myron Kuropas,
Former Assistant to President Ford were among the speakers in the
Miniconferences.
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In the following pages we will present not only the results of the two
Miniconferences, but also the background discussion of the issues which led
to the main recommendations made by the elderly participants.

Background */

For the sake of common understanding, ethnicity is being defined as cultural
uniqueness, historically derived. Distinct ethnic groups here in the United
States are the result of cultural traditions brought over by the immigrants
from their countries of origin. These cultural traditions consist of a '
shared symbolic system of meanings referring mainly to values and attitudes,
but including distinct relational patterns and especially communication
patterns (language, both verbal and non-verbal, etc.). There is a common

core which mintains a given ethnic cultural identity. There is also the
ever-existing factor of changes and modifications of these "transplanted"
cultural traditions, due to adjustments and learning in the new socio-cultural
environment, which make for deviations from the original patterns -- but
sufficient continuities of these patterns always seem to remain to preserve
the ethnic identity -- sometimes over many generations. This tenacity of
ethnic-cultural identifications in immigrant groups and their descendants

has led tu the formal acceptance by scholars, religious organizations, govern-
mental bodies and by the United Nations and its subdivisions, of the principle
of "the inalienable right" of immigrants and ethnic minorities all over the
world to retain and cultivate their cultural traditions, and to transmit

them to their oncoming generations.

On the social level, the maintenance of cultural distinctiveness by groups
in a larger society leads to the concept of "cultural or ethnic pluralism"
which, if fully developed, may result in cu'tural enrichment of the general
society; in heightened sensitivity in human relations enabling conscious
coping with relational problems and, in strengthening of unity through
diversity.

A nation of immigrants, the United States of America has absorbed well over
50 million newcomers from all corners of the wor