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LETTER OF TRANSMITTAL

‘U.S. SENATE,
Speciar. COMMITTEE ON AGING,
Washington, D.C. March 1,1982.
Hon. Georer Buss,
President, U.S. Senate,
Washington, D.C.

Dear Mr. PresmenT: Under authority of Senate Resolution 45,
agreed to March 3, 1981, I am submitting to you the annual report of
the Senate Special Committee on Aging, Developments in Aging:
1981, volume 2. . :

Senate Resolution 4, the Committee Systems Reorganization Amend-
ments of 1977, authorizes the Special Committee on Aging “to conduct
a continuing study of any and all matters pertaining to problems and
opportunities of older people, including, but not limited to, problems
and opportunities of maintaining health, of assuring adequate income,
of finding employment, of engaging in productive and rewarding ac-
tivity, of securing proper housing and, when necessary, of obtaining
care and assistance.” Senate Resolution 4 also requires that the results
of these studies and recommendations be reported to the Senate
annually.

This report describes actions during 1981 by the Congress, the ad-
ministration, and the Senate Special Committee on Aging which are
significant to our Nation’s older citizens. It also summarizes and ana-
lyzes the Federal policies and programs that are of the most continuing
importance for older persons, their families, and for those who hope to
become older Americans in the future.

On behalf of the members of the committee and its staff, I am pleased
to transmit this report to you.

Sincerely,
Jor~ Hexnz, Chairman.
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Mr. Hrinz, ffom the Special Committee on Aging,
submitted the following

REPORT
APPENDIX

REPORTS FROM FEDERAL DEPARTMENTS AND
AGENCIES

ITEM 1. DEPARTMENT OF AGRICULTURE

: DeCEMBER 24, 1081, -~

DEeAR MR. CHAIRMAN : This is a followup to our first response to your Septem-
ber 25, 1981, letter requesting an update of Department of Agriculture (USDA)
programs and services for older Americans in fiscal year 1981, for inclusion in
the “Developments in Aging’’ report.

Enclosed are reports obtained from the following USDA agencies: (1) Science
and Education, (2) Forest Service, (3) Economic Research Service, (4) Rural
Electrification Administration, (5) Farmers Home Administration, (6) Food
and Nutrition Service, and (7) Office of Equal Opportunity.

We hope the reports will be helpful to the committee and to individuals and
groups in the field of aging. Thank you for giving us the opportunity to submit to
the Special Committee on Aging the annual reports from USDA agencies.

Sincerely, .
Jour R. BLock, Secretary. -
Enclosure.
SCIENCE AND EDUCATION ADMINISTRATION

HUMAN NUTRITION PROGRAM IN AGING

A major new national facility for the study of human nutrition in aging is
being constructed at a cost of $23 million on land donated by Tufts University.
Construetion is scheduled for completion in 1982. At that time research will be
conducted into the ways in which diet, alone and in association with other factors,
can delay or prevent the onset of the degenerative conditions commonly asso-
clated with the aging process. Research programs developed in the center will
identify nutrient requirements during aging and the ways in which an optimal
diet, in combination with other factors—heredity, constitutional, psychological,
sociological, and environmental-—may contribute to health and vigor over the
lifespan of people.

1)
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The questions to be investigated are: (1) How does nutrition influence the
rate of determination of various bodily functions as people grow older? (2) What
role does nutrition play in retarding or advancing the development of chronic
disabilities and disorders associated with aging? (3) What are the optimal
nutritional needs for older people in order to maintain good health and bodily
functions? A long-term program to answer these questions has been developed
with the following components :

(1) Develop the capacity to perform epidemiologic and nutritional studies
on adults of various ages, in order to demonstrate relationships between
nutritional status, patterns of health, and body functions as age advances.

(2) Conduct studies of the functions of individual systems of the body
during aging and the impact of previous and present nutritional factors on
them.

(3) Investigate changes in human metabolism as age advances, and their
relationships to nutrient intake and nutritional status.

(4) Development of special methodologies to study the dietary needs for
protein, energy, vitamins, and minerals. ]

(5) Study the nutrient requirements of older adults for the following:
(a) Dietary protein and factors affecting requirements for protein; (b)
minerals, including trace minerals and their interactions; and (e) vitamins.

(6) Investigate effects of medicinal drug treatment on nutrient needs of
elderly people.

(7) Examine the effects of nutrition and diet on tissue function of aging
animals and the implications for the aging process in man, notably: (a)
Interrelationships of diet and endocrine factors; (b) interaction of vitamins,
minerals. and hormones in age-related loss of bone salts (osteoporosis); (c)
role of diet in changing rate of loss of tissue function with age; and (d) up-
take and utilization of vitamins and minerals in cellular metabolism and
function. .

" During fiscal year 1981, the Human Nutrition Research Center on Aging at
Tufts University was appropriated $3.7 million. Although the full research pro-
gram requires the completed building, facilities made available by Tufts Univer-
sity has permitted the implementation of an interim research program.

Studies to determine the significance of dietary protein in maintaining tissue
functions as aging takes place, as well as more fundamental studies of the effect
of nutritional status on individual cells through life, are in progress. In addition
to these studies. significant progress has been made in developing a program of
nutrition evaluation of older Americans.

EXTENSION SERVICE

Program leaders in the national office of Home Economies and Nutrition, 4-H,
and other Youth and Community Resource Development units provide leadership
to aging programs of the Cooperative Extension Services in the States, District
of Columbia, Guam. Puerto Rico, and Virgin Islands. National staff and resource
allocations are made to enhance the quality and quantity of programs provided
for the aging population at the county level. In addition, national leaders develop
and coordinate joint programing and projects with many agencies and organiza-
tions, i.e., AoA, NITH, FDA, NCOA. AARP-NRTA. National Extension Home-
makers Council. and the National Safety Council. Also, educational programs to
meet the interests and needs of the aging are provided by State and county Exten-
sion professionals, paraprofessionals, Extension Homemaker Club members, and
4-H'ers and other youths. .

Activities on behalf of older persons are reported below by the three progra.
units.

HOME ECONOMICS AND NUTRITION

Extension Home Economiecs programs provide educational programs to individ-
uals that assist them to maximize stability and security throughout their life
cycle, to learn skills, increase competencies, and recognize alternatives needed to
adjust to the impact of economic and social changes. All State Extension Home
Economics programs are providing educational programs and information to one
of the fastest growing population groups in this Nation—the aging: Special
emphasis has been given to meet individual needs of preretirement and postretire-
ment, intergenerational programs, and continued life enrichment. Emphasis on
outreach to the elderly varies by State, dependent on local citizen needs. However,
with the growing numbers of elderly and the special needs of this segment of the
population, an increased effort was reported by 38 Extension Services to design
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programs and disseminate Home Economics programs to the aging. Below are
selected _exampleg of. programs on inflation, energy, health and safety, clothing
and textiles, family life, leisure and recreation, and food and nutrition.

Inflation

Managing family resources of time, energy, and money, has become a critical
need for most families in this inflationary economy, especially for limited- and
ﬁ.xed-mcome individuals and families. More individuals have sought out Exten-
sion que Economics seeking management skills of time, money, and energy.
Apprommately 12,000 Florida fixed-income or retired individuals attended edu-
cational programs taught by trained paraprofessionals to reduce energy waste
supstgntially and manage resources more efficiently. Lessons were taught in five
Illinois counties to help 3,157 homemakers understand the social security system
so that they could make intelligent plans for their own retirement. Estate plan-
ning workshops in Kentucky attended by 1,500 Extension Homemakers of which
33 percent were senior citizens resulted in many attendees: Checking credit rec-
ords, opening checking accounts in own name, reviewing status of bank accounts
anq status of account when spouse dies, reviewing and updating life insurance
policies. Senior citizens in Ohio and Missouri participated in computer budget
analysis workshops.

Energy

Programs focused on helping senior citizens make more efficient use of home
energy were reported.

Bxamples: Six counties in Texas reported 500 low-income elderly homeowners
took part in programs to aid them in improvements to maintain thermal comfort
with minimal expenditure.

In Florida an “Energy Efficient Home” correspondence course reached 185
families, average age group between 45 to 64, with ways to save energy, and ulti-
mately, money.

Missouri conducted an interior storm window project in senior citizens centers.
Participants constructed a window to take home and install. This project was in
cooperation with Northwest Missouri Area Agency on Aging and funded by the
Missouri Departmeént of Natural Resources. Cooperation was also obtained from
the Reynolds Metals Co.

Health and Safely

Buying supplemental heatlh insurance is a problem for many senior citizens.

Wyoming’s 8,000 senior citizens in six counties received newsletters to explain
health insurance, determine supplemental need, and purchasing of supplemental
policies. Public meetings were also held at senior centers in six counties.

An estimated 3,000 older Americans in Wisconsin attended programs on health
insurance medicare supplements. The Wisconsin Commissioner of Insurance
assisted in planning and carrying out the program.

Training programs for professionals and paraprofessionals working in the field
of aging are given in Mississippi. 161 participants who took 180 hours of intensive
instruction have received a certificate of gerontology. The program is self-support-
ing and noncredit. The advisory board for the Certificate of Gerontology consists

- of representatives from 21 agencies and organizations.

A health screening fair in one county in Illinois, in cooperation with National
Health Screening Council, the Red Cross, area agency on aging, County Council
for Senior Citizens, and the Extension Homemakers, reached 200 persons over 60.
The screening included a 25-channel blood test valued at $150 ; the savings to par-
ticipants would be $30,000. Eight counties in Illinois cooperated with local health
departments; hospitals, and Illinois Heart Association in conducting high blood
pressure screening clinies for 3,000 individuals, 173 suspect conditions were iden-
tified, 10 identified as new hypertensives, 131 were screened for pulmonary func-
tions, and 21 referred to physicians for followup diagnostic work.

Senior citizens in Florida and Kentucky received CPR training. “Health Promo-

tion As An Individual’s Responsibility” workshops were held in New Hampshire,
Nebraska, Kansas, and Kentucky to promote better health habits.

Clothing and Textiles

Changing body shapes due to aging and physical disabilities create problems for
the elderly in selecting apparel. Fine clothing for limited abilities workshops held
in one county in Kentucky reached 160 persous, including relatiyes or persons.in
charge of purchasing and making clothing for nursing home residents and senior
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citizen centers. Over 600 leaflets relating to physically limited were distributed.
Over 3,000 participated statewide.

Similar workshops were held in Minnesota, Illinois, and Georgia.

Family Life

Maine elderly are faced with several issues, notably geographic isolation, lack
of adequate transportation, insufficient income maintenance, and high rates of
unemployment. As a result of a contract for National Councnl on Aging funds, a
Maine senior community service project has been continued and expanded. The
project helps provide part-time job opportunities for workers 55 years of age or
older, and has effectively reinvolved the elderly in the mainstream of life. 204
enrollees were employed by Cooperative Extension Service. In addition to training
in the specific activity for employment, enrollees receive job development training
in the goals, and technical information relative to the project, self-confidence
building skills, assessing skills and strengths, setting job goals, and preparing for
interviews and interviewing skills. This project has been adopted as a training
module on the national level.

A half-hour educational television series, “Butterberry Hill,” has been developed
through cooperation with specialists and a commercial television station, reach-
ing 13,000 homes in the northeast area of Kansas each month. Method is innova-
tive in using puppets as teaching tools, as well as having teacher’s guides to

" accompany each program, reaching 1,500 Kansas grade school classes. To counter-
act stereotyped attitudes about aging, the program incorporates various opportu-
nities to express creativity of both youth and older adults,

Leisure and Recreation

Over 250 Texans from 90 counties have taken part in educational programs .
designed to help service organizations meet the leisure and recreation needs of
older persons. Participants included : Senior adult center directors, nursing home
activity directors, area agency on aging staff, American Association of Retired
Persons, church volunteers, and Extension staff, and volunteers. The program
emphasizes joint training of participants so appropriate linkages can be devel-
oped. More than 27,000 older adults have been reached.

Food and Nutrition

In Alabama, nutrition lessons for older persons were given at nutrition pro-
gram feeding sites. The older persons reached ranked the monthly nutrition
lessons according to worth to their lifestyles. Better food, more fun, meeting new
people, saving money, and buying a greater variety of food were the top five
ranked benefits to lifestyle. The “trim and slim” program reached elderly with
information on weight control. Alabama also has a new series of “Food and Nu-
trition Lesson Plans for Leisure Years” to be presented by county home econo-
mists at senior sites. From talks on preparation of specific foods, the audience
learns about nutrition, time management, and stretching the food dollar.

Arizona paraprofessional senior aides have taught 15,000 older persons how
to stretch low and fixed incomes, how to conserve energy, and how to maintain
optimal health and self-sufficiency by understanding the relationship of diet to
health and practicing good nutrition and health habits. Many of the older persons
reached are Hispanic. In Arizona’s Maricopa County the Extension home econo-
mist employs elderly paraprofessionals to teach the elderly. 5,000 elderly are
reached in that county.

In Arkansas, a total of 2,470 elder persons participated in nutrition learning
experiences in eight counties, with a 40-percent knowledge increase and a 70-
percent increase in milk consumption, 50-percent increase in consumption of
vitamin C-rich foods, and a 20-percent increase in meal planning.

The Delaware Division on Aging together with the. Cooperative Extension
Service home economics program has developed extensive lesson plans, instruc-
tional materials, and audiovisuals to be used by trainers in the areas of nutri-
tion aiid health education for the elderly.' This Delaware nutrition and health
education project for the elderly resulted in a manual of lessons on nutrition
and health considerations for later life. The manual is entitled, “Life Changes.”
The lessons are taught by trained paraprofessionals. The goal of the lessons is
to make elder persons aware of options available to them in the areas of nutrition
and health, and to help expand or maintain personal independence.
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AY

In the District of Columbia, the elderly population is easy to reach and so
Extension reached 5,000 elderly per year through talks at meal sites by coopera-
tive work with the office of aging. ’ ’

Utah developed SNAP, senior nutrition aid program, which has improved the
diets of at least 3,000 elderly adults (60 years and older) in the southwest corner
of Utah. The State division on aging also provided funds for personnel at Utah
State University to design and deliver a program to improve the management
of title ITI nutrition programs at senior citizen centers throughout the State.
The emphasis for the training was on food service management and nutritional
adequacy of diets. Also, the Utah State Division on Aging, in cooperation with
the Utah State cooperative extension program and the University of Utah School
of Medicine conducted a series of workshops designed to improve nutrition edu-
cation for elder adults. The cooperative effort focused on developing a closer
working relationship among Extension personnel, health professionals, and
service providers.

. Over 300 elders in West Virginia were reached through senior citizen pro-
grams with information on the interactions of foods, nutrients, and drugs.

Wisconsin has a coordinated media instructional project in food and nutrition
for elder adults that reached over 5,000 elderly. The materials (press releases,
radio spots, cartoons, lesson plans, factsheets, evaluation forms) now constitute
a book that was made available to other State Extension Services.

As a result of educational programs and clinics, the elderly in Washington
obtained a better understanding of the relationship of food and nutrition to
disease. In two counties, as a result of ever increasing requests for nutrition
education programs, an innovative program, a senior nutrition aide program,
resulted. Each volunteer aide was asked to volunteer 40 hours of service for
Extension, following a series of 12 training lessons covering basic nutrition,
therapeutic diets, food fads, sanitation. and storage. The aides worked toward
a certificate of achievement. The goal of the program is to provide volunteers
with enough information to help guide their personal food choices and to help
them be a direct link with the Extension office.

COMMUNITY RESOURCE DEVELOPMENT
Missouri

‘Only four States exceed Misgouri in the number of people over age 65, Many.of .
these people are faced with a tremendous increase in the cost of energy and serv-
ices while the incomes are on a fixed rate and have remained constant. Extension
has been working with citizen groups and agencies to define the problems and to
plan and implement programs which will make the best use of resources to alle-
viate problems of senior citizens. ) .

A Migsouri Extension area Community Development specialist conducted area-
wide training programs for 32 volunteers who work on a regular basis with senior
citizens at the senior citizen centers in the region. He worked with the department
of adult education, University of Missouri-Columbia. in conducting a series of
educational programs for the elderly and volunteer leaders who work with the
elderly. Subjects include: Wills and estate planning; energy conservation han-
dling stress and tension in later years; consumer education for the elderly;
understanding tax laws and Federal laws for older adults ; and adjusting to older
years. :

‘Extension credit courses in gerontology are offered at the University of Mis-
souri. An experimental correspondence course on gerontology was offered by the
UM-Rolla Campus. Sociology faculty have participated in more than 14 work-
shops—for Extension field staff, State ‘“purchase of service” workers, including
several area agencies on aging, and other professionals working in private and
public agencies for the elderly.

Surveys were conducted of the elderly population in the Ozark Gateway area.
It was apparent from the results that people are not prepared for the sociopsy-
chological problems of aging and retirement. Two themes seemed to dominate the
responses—1legal problems and leisure-time activities. Three senior citizen semi-
nars, cosponsored by the Extension Committee on Aging and the Region X Area
Agency on Aging, were held to increase the knowledge and.understanding of
elderly persons of the aging process and the community services and programs
available to help them cope with the problems and concerns. Included among the
resource persons for the seminars were : County circuit judges, attorneys, attor-
ney general for the State of Missouri, chief counsel for the Consumer Protection
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Division, recreation and parks specialist, and a recreation therapist. More than
250 people participated in these seminars.

Arkansas

Arkansas is another State with a large percentage of senior citizens. Health
care and medical facilities are especially important to them. Arkansas has an
outstanding program in recruiting doctors. ' o

In Carroll County, the Carroll General Hospital was in danger of closing it
additional doctors were not obtained. The Extension Service implemented a pro-
gram to acquire doctors for Green Forest and Berryville. Surveys were conducted
and a doctor recruitment and procurement program was initiated. A meeting of
over 50 community leaders was held, including representatives of the University
of Arkansas College of Medicine and the local medical profession. The doctor
recruitment-procurement committee was established and officers elected. The com-
mittee has been very successful. They have been instrumental in recruiting three
medical doctors to locate in Carroll County in 1981, and a fourth doctor is to
intern with a practicing M.D. at Green Forest. A new medical building to be used
by the doctors is also planned. . ) .

Georgia

Inaccessibility of health care is a serious problem among rural péople of the
South, particularly among the poor and the elderly. A major goal of the Georgia
Cooperative Extension Service health education emphasis is to motivate families
to improve and maintain individual and community health, Two massive preven-
tive health screening and educational programs were tailored to meet the needs
of rural and urban Georgia. Community health fairs have involved volunteer
assistance of over 62 local community groups, medical institutions, medical per-
gonnel, business, and site sponsors in order to offer the adult public a free screen-
ing program. While not restricted to the .elderly, a large number of those
participating were in the elderly age group. Screening included such tests as
blood pressure, anemia, breast self-examination, tuberculosis, glaucoma, dental:
hygiene, etc., as well as counseling and referral.

A computer-assisted health prevention program was also implemented to esti-
mate a person’s chance of suffering a heart attack or stroke. Approximately 2,500
adults have participated in this program.

4-H AND YOUTH

Intergenerational programs are conducted by 4-H and Youth Extension staff

in many States across the Nation. Generally, these programs center on:

—Utilizing skills of senior citizens as resource persons for' teaching youth -
special project skills. .

—Involving senior citizens as volunteer leaders for 4-H clubs and special units.
It is estimated that about 10 percent of the 567,000 volunteer leaders in 4-H
are senior citizens.

—Promoting understanding and cooperation between senior citizens and youth.

—Adopt-a-grandparent programs. .

—Promoting good nutrition among senior citizens.

—Visiting and assisting senior citizens in nursing homes.

-——Helping senior citizens with home repairs, weatherization, gardening, and
other activities around the home. . .

At the national level, two developments in the past year are expected to have

an inpact on increased involvement of senior citizens in 4-H and youth programs
nationwide: ’

—4-H has cooperated with NRTA-AARP in a study to identify successful
4-H intergenerational programs and develop guidelines for 4-H staff and
volunteers to promote this dimension of 4-H activities. As a result of this
study, an excellent publication has been developed and distributed nation-
wide to State 4-H leaders and to State home economics staff members re-
sponsible for programs for the aging. This publication contains suggested
areas for promoting 4-H intergenerational activities and should do much to
increase efforts in this area.

—One of the consulting groups at the 1981 national 4-H conference held in
Washington, D.C., last April focused on programs for the aging. Youth, vol-
unteers, and Extension staff discussed current programs and made a number
of recommendations for promoting 4-H programs involving senior citizens.
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These recommendations have been sent to all State 4-H leaders for imple-
mentation. :

Alabama

. Intergenerational programs in Alabama have been based on a model developed
in Clay County. Older residents, 4-H’ers, and other interested adults met as an
advisory committee to determine program interests and needs. Many worthwhile

community programs, both of service and educational nature, resulted. Slides and

tapes were made of this process and have been reproduced to share with each of
the States.

Louisiana

About 450 4-H members in seven 4~H clubs in
11 programs during holiday seasons last year for 100 elderly nursing home resi-
dents. Activities included making and delivering fruit baskets to senior citizens,
giving potted plants, and providing entertainment activities to the elderly.

In another parish, 4-H’ers, 4-H agents, and older people participated together

in 12 handicraft sessions, working on projects in basket weaving, leathercrafts,
macrame, ete. :

East Carroll Parish conducted

California

Through dialog sessions, 4~H members and AARP chapter members became
aware of the pressing fear of erime which many elderly persons share. A commu-
nity eampaign against crime evolved. The Sonoma County erime prevention pro-
gram cosponsored a series of meetings throughout the area to discuss crime
prevention. Teaching aids included literature, films, and demonstrations on home
Security measures and the use of marking tools to engrave personal property.
Other activities in Sonoma County included rural crime prevention, senior day-
care projects, and a special mailbox security system. In the mailbox project, red
markers were placed in the interior of mailboxes of participating older persons.
If mail accumulated, the local letter carrier notified a local team that checked
on the person. This system helped to alleviate problems due to illness or injury of
persons living alone. :

Also in Cailfornia, a program called “common ground,” has been initiated as a
part of California Cooperative Extension’s community vegetable garden nutrition
program. It offers a series of educational workshops that encourage people to
grow their own vegetables as a means of fighting inflation, improving opportu-
nities for better health, and providing fresher, tastier food. 4-H youth and older
people work together on joint garden plots. Program development materials have
been developed in English and Spanish.

M idhigan

A successful program in Adger County, Mich., involved the forming of a 4-H
club for older people. Main program leaders were 4-H members. The project
encouraged dialog in a relaxed atmosphere, mutual acceptance, and the sharing of
crafts and skills. At the end of the year’s program, 4-H’ers received teen-leader
ping, and older members received first year member pins for successfully com-
pleting membership activities. C

Mississippi

Union County 4-H’ers began a project of community awareness by intervigwing
older people. About 30 young people and 30 older people took part in the activity.
Not only did the two groups learn to appreciate and accept each other, but valu-
able history lessons and development of skills in writing, interview techniques,
and communication also were learned.

Towa

Many types of adopted grandparent-grandchild programs are i1_1 effect :311 over
the county. In Taylor County, Iowa, a young woman with a great interest in local
seniors, organized a group of friends which called thex_nselves teen ange}s. Tl}ey
not only became good friends and shared experiences, ideas, and memories with
senior friends, but conducted meetings to learn more about the process of aging
and the health and physical needs of the elderly. .
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FoRresT SERVICE
SENIOR COMMUNITY SERVICE EMPLOYMENT PROGRAM

The U.8. Department of Agriculture, Forest Service, in cooperation with the
Department of Labor, sponsors the senior community service employment pro-
gram (SCSEP). The SCSEP is authorized under title V of the Older Americans
Act: and provides part-time employment, work experience, and skills training to
economically disadvantaged seniors, aged 55 and older, who reside primarily in
rural areas.

Program participants are involved in projects on national forest lands such as
construction, rehabilitation, maintenance, and natural resource improvement
work. Enrollees receive at least the minimum wage to supplement their personal
incomes. The SCSEP provides an opportunity for seniors to regain a sense of
involvement with the mainstream of life, and the training provided by the pro-
gram facilitates movement into public or private sector employment. Addition-
ally, valuable conservation projects are completed on national forest lands.

Our July 1, 1981 through June 30, 1982, interagency agreement (for fiscal year
1981) with the Labor Department provided funding of $16.2 million which main-
tained the program at the previous year’s level. We anticipate serving 4,500
seniors ;" we expect that 33 percent will be women and 20 percent will be minori-
ties. These senior workers should accomplish 2,250 person-years of conservation
work valued at more than $23.6 million. For each dollar invested in the program,
we anticipate reaping $1.45 worth of conservation work. :

EcoNoMICc RESEARCH SERVICE

The Economic Development Division, Economic Research Service, has had an
ongoing program of research on rural and nonmetropolitan elderly for several
years. During fiscal year 1981, research topics included the demographic charac- ]
teristics of the rural elderly, housing of the rural elderly, perceived benefits and
problems of in-home services among elders, and transfer payments as a source of
income in nonmetropolitan versus metropolitan areas. :

Approximately 37,500 was allocated to research on general characteristies of
the rural elderly and staff response to information requests from other agencies
and organizations. The expenditures for research on housing of the rural elderly
totaled approximately $5,000. The objective of the research was to compare hous-
ing of the rural elderly with housing of urban elderly and rural nonelderly.

A. research report was completed that deals with staff and client perceptions of
an in-home services program for senior citizens. This research was part of a
larger study having the objective of determining the feasgibility of in-home a}.nd
community-based services as alternatives or deterrents to institutionalization.
The report is a recent product of a study that was supported through a research
agreement with the University of Arkansas based on fiscal year 1980 funding..

Another study that was underway in 1981 focused on the share of per capita
income that transfer payments constitute, with comparisons by nonmetropolitan
versus metropolitan areas. The objective of the study was to determine growth
in, and dependence on, transfer payments as a source of income during the deca'de
of the 1970’s. Transfer payments comprise a higher proportion of per.caplta
income in nonmetropolitan than metropolitan areas, and over two-thu‘ds' of
transfer payments are from retirement programs such as social security.
Approximately $50,000 was allocated to the study.

RURAL ELECTRIFICATION ADMINISTRATION (REA)

REA-financed electric and telephone systems must provide service to all resi-
dents of the areas they serve. Upon request REA does provide the REA bqrrowers
with information about Federal financing and technical assistance available to

1p the elderly.
he’lg)hte glost re)c’ent community development survey reveals that a numbg,r of l;he
electric and telephone systems which are financed by REf& are wprkmg vyxth
other community leaders on various projects for the elderly, i.e., housing, medical,
transportation, and food distribution. . .

Although REA does not have the exact number, many elderls_' citizens are
receiving home energy audits and other assistance from the electric cooperative
to help save energy.
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FARMERS HOME ADMINISTRATION (FMHA) .

1. SBECTIONS 502 AND 504 RURAL HOUSING LOANS

Section 504 rural housing loans are available to qualified low-income applicants
to make basic repairs necessary to remove health and safety hazards. This
includes such items as roof repair, storm wmdows, and doors, insulation, water
systems, and waste disposal systems. The max1mum loan is $7 500 and the
interest rate is 1 percent. For the fiscal year 1981, $24 million is available for
504 loans. For elderly applicants who do not have repayment ability for a
1-percent loan, grant funds may be available for necessary improvements; $25
million is available in fiscal year 1981 for the grant prograni, This compares with
$24 million available in 1980.

Elderly applicants may also be assisted under the section 502 loan program.
Such loans are available to build, purchase, or rehabilitate modest homes that
are adequate to fit the needs of the appllcant The interest rate on &ection 502
loans is currently 1314 percent, with a maximum repayment period of 33 years.
For low-income applicants, reduced interest rates are available to as low as
1 percent depending on income, number of people in the household, amount of
loan installment, real estate taxes, and property insurance. Seventy-two percent
of $2.8 billion available for section 502 loans in fiscal year 1981 is allocated to
applicants who will qualify for the reduced interest rates. :

Farmers Home Administration regulations have been amended to allow for
adequate space to include elderly family members, such as parents or grand-
parents, as a part of the household.

2. S8ECTION 3515 RURAL RENTAL HOUSING

The section §15 rural rental housing program provided approximately 31,000
units for $865 million in loan obligation during fiscal year 1981. Of this amount,
it is estimated that 30 percent was expended to house the elderly. Many of these
units were- subsidized with FmHA rental assistance or by the Department of
Housing and Urban Development (HUD) section 8 assistance payments. As of
this writing, FmHA has not completed its program evaluation relative to assist-
ance impact. Therefore, the figures given are solely estimates and should be
considered as such. Under these programs, low-income elderly households pay up
to 25 percent of their adjusted income for housing, including utilities. If their
adjusted income is too low for them to pay the established rent, these subsidies
make up the difference.

For fiscal year 1982, FmHA has budgeted $870 million for rural rental housing
coupled with an additional $398 million for rental assistance. FmHA also expects
to recelve from HUD 4,000 units of section 8 set-aside funds to be used with the
rental housing program.

The FmHA State Directors will be working on a State-by-State basis with their
HUD counterparts to determine the ratio of elderly units to family and large
family units to be subsidized by section 8 assistance.

Congregate Housing for the Eldérly and Handicapped

Farmers Home has authority under the section §15 rural rental housing pro-
gram to build congregate housing for the elderly who need an assisted residential
living environment. It offers the functionally impaired or socially deprived but
not ill elderly residential accommodations with supporting services to assist them
in maintaining, or returning to independent lifestyles to prevent premature or
unnecessary institutionalization as they grow older. The regulations provide for
the establishment of the following mandatory services—meals, personal care and
housekeeping services, transportation, and social and recreational activities.
Developers who apply to Farmers Home for loans to build congregate facilities
must demonstrate their ability to provide these minimum services. In most
instances, developers are coordinating with social service agencies to obtain
support in the provision of services.

The congregate housing for the elderly and handicapped program has been
launched through a joint demonstration effort with the Administration on Aging
of the Department of Health and Human Services (HHS). Farmers Home set
aside $12 million for the construction of a congregate facility in each of the 10
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HHS regions and two Indian reservations and the Administration on Aging pro-
vided up to $85,000 per facility for the support services named in the regulations.
Sites were chosen based on the percentage of persons 62 years of age and older,
income factors, and poor housing conditions. Housing has been constructed in
Mayville, N.Y.; Baldwin, Mich.; Truth or Consequences, N. Mex.; Lamoni,
Iowa; Wagner, S. Dak.; Beaumont, Calif.; and Baker, Oreg. Projects will be
constructed in Port Gibson. Miss.; Onancock, Va.; and Carroll County, N.H.

Funding from the Administration on Aging for services will be available each
year of the 3-year demonstration period after which the appropriate area agen-
cies on aging have made commitments to continue the established services.

Due to the lack of funding from the Administration on Aging, the projects
planned by the Turtle Mountain Tribe in North Dakota and the White Earth
Tribe in Minnesota will be built as regular 515 housing for senior citizens.

Farmers Home and the Administration on Aging have received technical assist-
ance from the International Center for Social Gerontology (ICSG) through
training and consultation to national and field office staffs. Farmers Home has
funded ICSG to evaluate the project through a subcontract to the American '
Institute for Research. The Administration on Aging has provided funds for on-
going technical assistance to the projects over the demonstration period. Missouri
has replicated the demonstration effort through cooperative activities between
goclal services agencies, the FmHA State office, and the developer.

Community Facilities Loan Division—Loan Payments That Impact on the Elderly

Community Facility loans are made to public entities and nonprofit corpora-
tions that primarily serve rural residents in towns or cities not to exceed 20,000
people.

These loans are made to construct, enlarge, or improve hospitals, clinics. nurs-
ing homes, community buildings. fire stations, or other community facilities that

- provide essential service to rural residents. and to pay necessary costs connected
with such facilities.

Nursing Home

In fiscal vear 1981, approximately 45 loans were oblizated for nursing homes
for some $35.175,300. These loans were in approximately 24 States. Nursing
homes directly impact on the elderly in that they are almost wholly occupied
by the aged. . ‘ .

Hospitals

Approximately 49 loans were made in fiscal year 1981 for hospitals. This
amounts to approximateély $45,997,500 and represents loans in almost 28 States.

Health Clinics

During fiscal vear 1981. 34 loans were made for health cliniecs. These clinics
were either for medical or dental services. The amount of funds loaned amounted
to $11.429.200. Of the 34 health clinics, 30 were made under a joint agreement
with the Department of Health and Human Services (HHS). These clinics are
located in rural communities that are medically underserved. The HHS grants
cover only operating expenses of rural health care projects, while FmHA loans
cover the cost construction. enlarging. extending, or otherwise improving and
equipping of community nonprofit health facilities. .

Miscellaneous Projects

Miscellaneous projects include those facilities such as medical rehabilitation
centers. nutritional centers, and vocational rehabilitation centers. During fiscal
year 1981, 33 such loans were made for approximately $8,162,800. i

Foop AND NUTRITION SERVICE

The most recent tabulated data indicates that at least 2.026 million elderly
persons (age 60 and older) are participating in the food stamp program. This
fizure is from October 1981. Participation has been increasing substantially since
the food stamp vurchase requirement was removed. Between November 1978
and November 1979, the number of persons 65 or older receiving food stamps in-
creased.by 42 percent. Over the same period, participation among the nonelderly
increased only 26 percent. ) -

Tt is estimated that elderly persons received about $1.175 billion in food stamp
benefits in fiscal year 1981. This represents 10.4 percent of the total amount spent
for benefits (approximately $10.6 billion). The average food stamp allotment per



11

berson, per month, was $39.48 as of September 1981. We do not have current fig-
ures for ghe average allotment which elderly persons or households receive,
We estlmatq that Some 3.2 million elderly are eligible to receive food stamps.
'.[.‘hls.rough estm;ate 1s actually the number of elderly who were below the poverty
line in 1978 as given in the U.8. Census Bureau document, “Characteristics of the

Second, the census figure does not count assets Whicil ¢
stamps, applicants otherwise eligible by income. Third, i
number of olderly people in SSI cash-out States, who ar
for food stamps. (SSI cash-out is explained later.)

.Lgist, some elderly persons whose gross income is above the poverty line, are
ehglblg for food stamps, because certain deductions can be subtracted from their
£ross income during the certification process. However 8.2 million is as good an
estimate as we presently have.

Especially in recent years, Congress and food stamp program administrators
have been actively encouraging the elderly to participate in the food stamp pro-
gram. Laws passed in 1977, 1979, and 1980, contained a number of special provi-

sions aimed at easing participation for elderly persons and offering extra aid to
households containing elderly members. :

an disqualify for food
t does not subtract the
e categorically ineligible

EASING APPLICATION

States must provide out-of-office interviews for elderly households who cannot
or do not want to visit a certification office. Out-of-office interviewing can be done
by telephone or by a prearranged home visit by an eligibility worker. Applicants
may also designate an authorized representative to be interviewed for them to
obtain their food stamp coupons and to shop with their food stamps. Also, some
project areas arrange transportation to certification and issuance offices as part
of their outreach programs.

Elderly persons applying for or receiving supplemental security income can
apply for food stamps at their Social Security office instead of at a welfare office.
(All persons in the household must be applying for or receiving SSI or be
processed at an SSA office.) SSI/food stamp joint processing is one of several
attempts to make food stamps more familiar, acceptable, and available to the
aged by coordinating the food stamp program with more widely used elderly aid
programs. State agencies are also required to inform SSI and social security
households about food stamps. This has most often been done through enclosures
sent with SSI and social security checks and notices.

SPECIAL ELIGIBILITY CRITERIA

Elderly households can have twice the countablé assets other households can
before becoming ineligible for the program. Most households are permitted $1,500
in resources; a household of two or more persons which contains at least one per-
son 60 years of age or older, however, can have assets up to $3,000 and still be
eligible for food stamps. Elderly parents living with their children or who have
their children living with them may be certified as a separate household.

Persons 60 years of age and older are not required to register for work.

Special deductions for medical and shelter costs are available for elderly

eople :
peop (a) All nonreimbursed medical expenses of a person 60 or older, which are
over $35 per month (exeluding costs for special diets), may be deducted from
a household’s income. .

(b) There is no limit placed on the excess shelter deduction which elderly
households may claim. A household containing someone 60 or older may
deduct all costs for shelter, which exceed 50 percent of its income after all
other deductions. Other food stamp households may claim shelter costs over
50 percent of net income which, when combined with dependent care costs,
do not exceed $115.

Households consisting entirely of elderly persons with very stable income can
be certified for up to 1 year; the normal certification period is 3 months.

SPECIAL PROVISIONS FOR COUPON USE

:Elderly persons and their spouses can use their food stamps to pqrchasg megﬂs
at congregate eating facilities. Food stamps can buy meals served in senior citi-

89-645 0 - 82 ~ 2
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zens centers, senior citizen occupied apartment buildings, public or private non-
profit schools, and any other public or private nonprofit establishment that feeds
senior citizens. Food stamps may also be used for meals at private establish-
ments—including approved restaurants—which contract to sell meals to the aged
at “concessional prices.”

The elderly can use food stamps to buy prepared meals delivered to their homes
by meals-on-wheels and similar organizations,

SPECIAL PROGRAMS

Two projects are being operated in conjunction with the SSI program in a
number of sites to offer special aid to the elderly in obtaining nutritious diets.

An SSI “cash-out” program has been running in a few States since 1974. If
States qualify and desire, they may add a fixed supplemental amount of money
to all SSI checks instead of certifying eligible SSI recipients for food stamps.
By law, the State must add at least $10 per month for single and two-person
households out of its own funds; $10 is the minimum food stamp allotment for
these households. By receiving aid in this way, elderly people are spared problems
involved in certification and the émbarrassment some feel in using food stamps.
Currently, the only SSI cash-out States are California, Massachusetts, and
‘Wisconsin, '

A demonstration project, the SSI/elderly cash-out project, is now operating in
eight States to test the feasibility and effectiveness of another method of cashing
out food stainps for the elderly. Households consisting completely of persons 65
years of age or older, or persons receiving SSI benefits under title XVX of the
Social Security Act, receive a check equal to the value of what their food stamp
allotment would otherwise be. The check is issued by the State or local agency.
The objective of this project is to try to increase the-low participation of the
elderly by removing perceived “participation barriers.” These barriers are
thought to include application procedures which are often difficult for the elderly
or disabled, lack of.transportation, and the “welfare stigma” associated with
applying for and using food stamps. The effects on participation, nutrition, and
administration will be evaluated to see if SSI/elderly cash-out should be imple-
‘mented nationwide. )

The demonstration project is operating in the following locations: Vermont
(statewide), New York (one county), South Carolina (four counties), Ohio
(one county), Minnesota (one county), Utah (statewide), Oregon (two regions;
the area around Portland, and one other county), Virginia (one county).

FOOD DISTRIBUTION PROGRAM

USDA’s substantial involvement in nutrition programs for the elderly, funded
under the Older Americans Act of 1965 and administered by DHHS, began in
1974, Since that time. the food distribution program (FDP) has played an im-.
portant role in providing USDA-donated foods or cash-in-lieu of the foods to the
nutrition programs. The title ITI program administered through State agencies
on aging and the title VI programs for Indians administered by tribal agencies
provide for both congregate and home-delivered nutrition services to persons
aged 60 or older and their spouses. Both of these meal services are eligible for
food donations or cash-in-lieu payments at the new legislated level of 30 cents
a meal for fiscal year 1981 as adjusted in the food-away-from-home series of the
Bureau of Labor Statistics. Based on this adjustment, food donations or cash-
in-lieu payments were provided on the basis of 47.25 cents per meal in fiscal
year 1981, .

Food donations provided to the nutrition programs in fiscal year 1981 included
high protein meats or meat alternates, fruits, vegetables, grain products, and
dairy products. The foods were purchased by USDA and shipped to States for
their distribution to the nutrition programs. Cash assistance was provided to the
States for disbursement to the nutrition programs. Nutrition programs use the
cfldSh 1to procure meals or foods used in the preparation of meals served to the
elderly.

FISCAL YEAR 1981 STATISTICS

In the title IIT program for fiscal year 1981, 30 States elected to receive their
entitlements in all cash payments. Three States elected donated foods only and
23 States chose to receive a combination of food and cash. This amounted to
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approximately $74 million in cash payments and $11 million in donated foods
expended iu that year.

According to data compiled by the Administration on Aging, USDA-donated
foods or cash, were provided to 1,200 title III nutrition programs with 12,795
sites serving an estimated 168 million meals. The number of elderly and their
spouses that were served through tliis program in 1981 was approximately 3
million persons. In addition, an estimated 19,000 elderly Indians participated
in 85 title VI nutrition programs and were served over 1 million meals.

Aside from the elderly nutrition programs administered by the Administration
on Aging, USDA makes a limited variety of foods obtained through price-support
activities available to public or private charitable institutions which may be
serving senior citizens. Among the institutions which are eligible to receive food
to the extent of the number of needy persons served are nursing homes, senior
citizens centers, and meals-on-wheels programs not participating under the Older
Americans Act. In fiscal year 1981, charitable institutions received about $71.3
million in commodities which were made available to over 8000 institutions
serving an estimated 900,000 needy persons. Data on the number of elderly who
are included with the estimated number of needy persons is not available,

OFFICE OF EQUAL OPPORTUNITY (OEO)

Office of Equal Opportunity (OEO) provides leadership and direction to assure
equal opportunity in USDA programs and activities. As part of this function,
OEQ monitors the civil rights compliance status of the various USDA agencies
which administer federally assisted and direct assistance programs and activities.
Specifically, OEO monitors agency compliance with the requirements of title VI
of the Civil Rights Act of 1964 and other Federal nondiscrimination laws which
prohibit discrimination on the basis of race, color, religion, handicap, or age.
OEO monitors the requirements of these statutes in federally assisted programs,
direct assistance programs, and employment programs of the Department.

The Age Discrimination Act (ADA) was enacted by Congress in 1975 as an
amendment to the Older Americans Act. The Office of Equal Opportunity has re-
sponsibility for development of USDA implementing regulations. Although the
ADA would appear to exclusively protect the elderly, its protections are extended
to members of all age categories. ¥inal USDA regulations implementing the ADA
are expected by the end of 1981. )

In May 1976, the provisions of the Age Discrimination in Employment Act
(ADEA) of 1976 were extended to include Federal, State, and local governments.
The ADEA prohibits employment discrimination and protects persons between
the ages of 40 and 75.

ITEM 2. DEPARTMENT OF COMMERCE

DEcEMBER 21, 1981.
Dear MB. CHAIRMAN: Thank you for your letter concerning Department of
Commerce (DOC) programs pertaining to older Americans. .
Enclosed is the Department’s report for 1981, detailing five agencies’ programs
which benefit the older population, to be included in your committee’s summary
report. Since most of these programs are general in scope, the amount spent on
activities relevant to the elderly is not easily identifiable.
Thank you for including the DOC in your support.
Sincerely, ' ]
MarcoLM BALDRIGE, Secretary.

1981 REPORT ON AGING

Enclosure.

BUREAU OF THE CENSUS
Statistical Reports

The following reports containing substantial amounts of data on older persons
were issued by the Bureau of the Census in its “Current Population Reports”
during 1981. The reports contain information about the demographic and socio-
economic characteristics of the population. Many of the “Current Population Re-
ports” will be updated in 1982. KFunding for these series is subsumed under
general program expenditures and is not specifically identified.
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Current Population Reports

Series P-20: ] No.
Voting and Registration in the Election of November 1980 (advance) - 359
School Enrollment : Social and Economic Characteristics of Students:

October 1979______ 360
Persons of Spanish Origin in the United States: March 1980

(advance) — . 361
Population Profile of the United States: 1980 : 363
Marital Status and Living Arrangements: March 1980 ______._______ 365
Household and Family Characteristies: March 1980 ______ 366
Households and Families by Type: March 1981 (advance report)__.. 367
Geographic Mobility : March 1975 to March 1980 368

Series P-23: . ’

Perspectives on Families Maintained by Female Householders, 1970- o1
T o 1
Nonecash Benefits, Money Income and Poverty Status: 1979__._______ 110
Social and Beonomic Characteristics of Americans During Midlife__.. 111
Child Support and Alimony: 1978._ —— g . -— 112

Series P-27: . :

Farm Population of the United States: 1980 54

Series P-60: -
Money Income of Households in the United States: 1979__ . _____ 126
Money Income and Poverty.Status of Families and Persons in the

United States: 1980 (advance).___ .+ e 127
Characteristics of Households Receiving Noncash Benefits: 1980

“(advance) _______ 128
Money Income of Families and Persons in the United States: 1979___ 129
Characteristics of the Population Below the Poverty Level: 1979...._ 130

Other Reports, Papers, and Ongoing Work

Preparation of a report, “On the Demographic and Socioeconomic Aspects of

Aging in the United States,” based on the most recent available data, for publi-
. cation in series P-23, continued.

Paper, “Demographic Background for International Gerontological Studies,”
originally presented at the meeting of the International Association of Geron-
tology in Tokyo 1978, was published in the January 1981 issue of the Journal of
Gerontology.

The Census Bureau is continuing its research on methods of projecting mortal-
ity in the United States.

Paper on “The 1980 Census and the Elderly : New Data Available to Planners
and Practitioners,” originally presented at the meeting of the Gerontology Soclety
of America in San Diego, November 1980, was accepted for publication in the
February 1982 issue of The Gerontologist.

J. S. Siegel’s Presidential Address before the Population Association of Amer-
ica (Denver. May 1980), “On the Demography of Aging,” was published in the
November 1980 issue of Demography. .

Background document is being prepared on behalf of the World Health Orga-
nization on the ‘“Demographic Factors Affecting the Health of the Elderly to the
Year 2000 and Beyond,” for the United Nations World Assembly on Aging to be
held in 1982. .

Talk on the “Versatility of the Multiple Increment-Decrement Life Table as a
Tool of Aging Analysis,” at the Annual Meeting of the Gerontological Society of
America in Toronto, November 1981. .

Two special subject reports on the elderly, “Characteristics of the Older Pop-
ulation” and “Housing of the Older Population,” based on the 1980 census, are
being prepared.

Special tabulations on the age of householder were created from the Annual
Housing Survey.

Update of Chartbook on Aging in America for the 1981 White House Confer-
ence on Aging. :

NATIONAL OCEANIC AND ATMOSPHERIC ADMINISTi!ATION

The National Weather Service of the National Oceanic and Atmospheric Ad-
ministration (NOAA) publishes daily weather forecasts which are very useful
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to all citizens. Specifically, this information is extremely important to the elderly.
The forecasts of severe storms, extreme heat, pollution index, floods, tornadoes,
and hurricanes provide advance information which helps older citizens plan and
act on ways to avoid predicted weather which could cause a crisis. For long-
range planning, NOAA’s Environmental Data and Information Service (EDIS)
makes information available concerning weather trends in various regions of the
country. .

At NOAA both the National Marine Fisheries Service (NMFS) and the Na-
tional Ocean Survey (NOS) provide information that can be of importance to
those retired citizens who wish to take part in marine recreational activities such
as fishing and boating. Such information is supplied through recreation guides,
charts, and other publications. Another NMFS publication is a monthly guide-
line pertaining to the “best buys” on fish for each geographic region. This in-
forms the elderly of less expensive ways to fill their diet with high protein food.

NOAA continues to provide indirect assistance to the aged. During fiscal year
1980, the related programs and estimated expenditure levels were determined by
using the latest available Bureau of Census percentage of elderly in the total
population (11.3 percent). Therefore, the following estimates were derived (in
thousands of dollars) :

Fiscal

. year 1981

Programs : ezpenditures
- Regional weather trends—local weather dissemination, air pollution,
we-tiher services, climatiec data services, environmental documenta-

tion and information services : $3, 328
Recreational guides—nautical chart services, marine recreation

fisheries 1, 804
Fish food guidelines—economic and commercial fisheries statistics,
fisheries development research and services, quality safety and

consumer services 1,946

Total 7,078

NATIONAL TECHNICAL INFORMATION SERVICE (NTIS) PROGRAMS RELATED TO THE AGING

NTIS currently has an agreement with the Administration on Aging (AoA) by
means of which NTIS enters and maintains in its computerized data base all ex-
isting and future AoA information, and which includes the promotion and dis-
semination of all AoA publications emanating from the AoA. This agreement also
covers the microfilming and distribution to despositories throughout the United
States of such materials. and the sales of items in the data base for which per-
mission has been obtained.

PATENT AND TRADEMARK OFFICE

The Patent and Trademark Office continued the procedure that permits patent
applications submitted by applicants who are 65 years of age or older to be
“made special.” This procedure allows the patent application to be taken up for
examination earlier than its effective filing date would normally permit (sec-
tion 708.02, Manual of Patent Examining).

There are numerous patents relating to drugs, disease prosthetics, and other
devices that have a greater impact on the elderly than on the general population,
but these patents are a byproduct of the total examining process.

NATIONAL BUREAU OF STANDARDS

Fire Research and Safety

Both the Health Oare Finance Administration (HCFA) of the Department
of Health and Human Services and the National Fire Protection Association’s
Life Safety Code have adopted the National Bureau of Standards (NBS) Fire
Safety Evaluation System (FSES) for health care facilities. The system has
also been cited by the President’s Committee on Regulatory Reform as a desir-
able approach to the objective of improved, less restrictive regulations. As an
analytical tool, the system determines if a hospital or nursing home has the
level of fire safety protection prescribed by the Life Safety Code. When ret-
rofit of an existing building is required, the system permits more flexibility
in selecting the fire protection features to be used in obtaining the needed level
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of fire safety than a prescriptive code. This flexibility frequently results_in
significant cost savings without sacrifice of safety to both upgrading existing
puildings and in the design of new buildings or major renovations.

A special FSBS covering community-based residential care facilities is near-
ing completion. Such facilities serve the aged and other special groups (e.g.,
developmentally disabled) which do not need the degree of care or restraint
and high costs of formal institutions. Some of these facilities have recently
been involved in disastrous and tragic fires. The system, now nearing comple-
tion, covers the wide range of building sizes, residential needs, and levels of
care required. NBS is submitting a proposal to the National Fire Protection
Association to include a new classification of occupancy specifically recogniz-
ing these residences in the Life Safety Code along with the evaluation system.

NBS has recently completed extensive work on testing and evaluating the
fire risk presented by mattresses selected for health care facilities. Mattress
combustibility is often a major factor in determining whether a fire is a minor
or major incident. Our proposed specification that will permit the procurement
of mattresses on the basis of combustibility is now being disseminated to-the
health care industry by HCFA. Similar work is under way on determining the
true combustibility involved in wardrobes and other furniture. A test program
on sprinkler systems suitable for retrofit installations in facilities for the elderly

is also in progress.

Dental Materials

NBS research in dental materials has been directed for over 50 years toward
developing composite materials with greater durability and year resistance and
toward improving base metal alloy alternatives to the costly gold prosthesis.
Current efforts are directed, in part, toward upgrading the quality of composite
restorative materials with regard to durability, adhesiveness, storage stability,
and color. A silver staining technique developed in a study of wear mechanisms
in restorations is yielding promising results. This technique differentiates be-
tween the effects of wear observed in clinical samples and those produced
under laboratory accelerated test conditions. In addition, work is continuing on
the development of new alloy ceramics, their fusion to base metals, and on the
deterioration of dental amalgams.

Synthetic Implants

Bureau scientists are conducting research on the properties and performance
of a number of alloys for use in metallic surgical implants. Special emphasis
is being placed on how the performance of cobolt-chromium-molybdenum alloys
and titanium alloys is affected by processing variables. Further, an improved
test methodology is being investigated for characterizing the porosity of poly-
meric implant materials. A test method for measuring molecular weight, the
most important molecular property of ultrahigh molecular weight polyethylene
used for orthopedic implants, has been developed. The proceedings from the
NBS conference on “Implant Retrieval: Material and Biological Analysis” were
published this year. More than 500 copies were distributed. In addition, NBS
staff made significant contributions to a number of voluntary standards groups,
especially the American Society for Testing and Materials F—4 Committee on
Medical and Surgical Materials Devices.

Listed below are the expenditures during fiscal year 1981 for these programs
(in thousands of dollars) :

Programs:
Fire research and safety______ $853
Dental materials_ . ____ 905
Synthetic implants - i 306 -
Total —__ 2,064

ITEM 3. DEPARTMENT OF DEFENSE

DECEMBER 21, 1981.

DEAR MR. CHAIRMAN : Thank you for your letter requesting a report on Depart-
ment of Defense (DOD) actions and programs related to aging.
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This Department continues to operate a comprehensive retirement planning
program for Defense Federal Service employees. Integrated into the overall per-.
‘sonnel management process, our program is designed primarily to assist employ-
ees in their adjustment to retirement and to assist management in planning for
replacement manpower needs. It encompasses extensive preretirement counsel-
ing for employees (and their spouses in many instances) on such subjects as
financial planning, health needs, leisure time activities, living arrangements and
personal guidance. The program also includes trial retirement and gradual re-
tirement options for employees where feasible. We believe our program helps
alleviate many of the problems that employees have encountered in, the past
when approaching retirement age. We expect to continue the operation of the
program in 1982,

The military departments and the defense agencies, in cooperation with com-
munity health officials, continue to provide a number of occupational health
programs and services to employees, and in some ¢ases to former employees who

--have retired. Many of these programs and services are designed to address
problems generally associated with increasing age. Includéd are health guidance
and counseling, periodic testing for diseases and disorders immunizations and
treatments. :

Within DOD, we continue to eliminate discrimination based upon age. We are
examining personnel policies, practices, and procedures for possible conflict with
equal employment opportunity intént, including diseriminatory use of age.

In summary, this Department has operated a comprehensive retirement plan-
ning program for civilian employees, provided extensive health care services to
employees, and carried out a positive program to preclude discrimination based
on age. These program efforts will be continued in 1982.

Sincerely,

CasrAR W. WEINBERGER, Secretary.

ITEM 4. DEPARTMENT OF EDUCATION

JANUARY 15, 1982,
Dear Me. CHATRMAN : Thank vou for your letter requesting current informa-
tion from the Department of Education to be included in part 2 of “Develop-
ments in Aging,” the annual report of-the Senate Special Committee on Aging.
I apologize for the delay in responding.
In accordance with your letter, I am happy to enclose the updated material
for the adult education program.
If I may be of further assistance, please let me know.
Sincerely, .
T. H. BeLL, Secretary.
Enclosure.
ApULT EDUCATION

The U.S8. Department of Education is authorized under the Adult Education
Act, Public Law 91-230, as amended. to provide funds to the States and outlying
areas for educational programs and support services benefiting all segments of
the eligible adult population. It is the purpose of the act to encourage the es-
tablishment of programs of adult education that will enable adults 16 years of
age and older: :

(1) To acquire basic skills needed to function in soclety : and
(2) To assist them in continuing their education until completion of the
secondary level, if they so desire. ’

Those adults who have completed the secondary level but are functioning at
a level bhelow are eligible to participate in the program. Students seeking em-
ployability skills are also given the means to secure training which will help
them to become more employable, productive, and responsible citizens. Federal
funds support up to 90 percent of each State’s program. and up to 100 percent
of the program in outlving areas. At least 10 percent of each State’s allotment
must be used for special experimental demonstration projects and teacher train-
ing. In addition to the State-administered program the act authorizes educa-
tional programs for adult immigrants. Two other provisions of the act, plan-
ning grants to States, and a national development and dissemination program,



18

were included in the 1978 amendments to the act. Funds. however, have not been
appropriated by the Congress to implement these two sections.

The 1978 amendments to the act generated a new national debate and in-
creased concern for the educational needs of adults in the United States who
are “least educated and most in need of assistance.” Included in this segment
of the American population are adults with special needs who are: Older
persons, rurally isolated and migrants; located in urban areas of high employ-
ment: minorities; handicapped: immigrants: refugees; not proficient in the
use of the English language; and women. States are encouraged to develop new
and innovative approaches to expand outreach in order to effectively meet the
needs of these underserved populations. The 3-year plan developed by each
State and outlying area recognized this problém and proposed the targeting of
some resources to increase access to, and the availability of, programs and serv-
ices. Some State agency programs giving emphasis to meeting the special
needs of the elderly are described in this year’s progress report, and reflect a
growing awareness of changing demography, differences in educational attain-
ment levels, and shifting generational expectations.

In the 1974 report of the National Advisory Council on Adult Education, it
was revealed that:

“Among adults 16 years of age and over who have less than a high school
education and are not currently enrolled in school, two out of three are 45 and
over; one in four is 65 or older. Of those with less than a high school educa-
tion, more than three-quarters of those 65 and over have not completed grade
school. Alsn the elderly with less than a high school education disproportionately
represent higher public assistance rates.” (These figures reflect both lesser levels
of education which impact upon work force status as well as age-related dis-
abilities.) .

In 1975, data were released from the adult performance level project, funded
by the Division of Adult Education, U.S. Office of Education. In this study of a
random sample of a cross section of the U.S. population there are significant
findings regarding the levels of skills and knowledges acquired by older adults
and their ability to function successfully in today’s society. The APL study
reported that older persons 55 to 65 vears of age comprised the largest percent-
age of persons who were functionally incompetent (35 percent) or were only
marginally competent (40 percent). Only 24 percent of this age group were
found to have sufficient knowledge and skills to cope in American society.
(“Adult Functional Competence: A Summary.” adult performance level proj-
ect, the University of Texas, Austin, Tex. (March 1975, p. 7).

EXAMINATION OF AGE DIFFERENCES IN RELATION TO ADULT PERFORMANCE LEVEL KNOWLEDGE SUBSCORES

[Figures in percent]

pational C Government Community
knowledge economie and law Health resource
Age Group subscore subscore subscore subscore subscore
18 0 39:
Aduit performance level 1__.. 12.2 25.0 21.0 17.3 16.3
Adutt performance level 2.. 34.7 3.2 27.4 29.5 25.5
01 A5d4ult performance level 3__ 53.2 43,8 515 83,2 58.2
0 54:
Adult performance level 1.____..___. 23.9 29.9 28.2 2L.0 24,0
Adult performance level 2.______.__ 26.7 34,4 26.5 3.7 25.1
- Aélsult performance level 3....._ - 49.4 35.7 45,3 47.3 5.0
o 65:
Adult performance level 1_...._.__. 33.4 42,7 37.2 35.3 40.6
Adult performance leve! 2..__ 3.7 36.4 21.9 30.7 29,2
Aduit performance level 3.____..___. 34.9 20.8 41.0 33.9 30.3

Note.—,
Aduit performance level 1: Adults who are, by and large, functionally Incomretent.
Adult performance level 2: Adults who function in society on a minimal level. R .
Adult performance level 3: Adults who are proficient in their mastery of competency objectives and function suc-
cessfully in society.
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EXAMINATION OF AGE DIFFERENCES IN RELATION TO ADULT PERFORMANCE LEVEL SKILL SUBSCORES
[Figures in percent]

Adult performance level—

Reading Problem solv-  Computation Writing
Age group bscore ing subscore bscore bscore

18 to 39:
Adult performance level 1. .. _______.________ 16.6 24.2 28.1 9.0
Adult performance level 2. _ - 30.9 25.1 25.0 24.9
0t A&u" performance level 3. __ .. __________._____ 52.4 50.1 46.9 66.1
Adult performance level 1._.. 24.2 28.3 36.4 19.4
Adult performance level 2__ 31.9 21.1 24.5 23.4
Aduit performance levet 3_. 43,9 50.6 3.1 57.2

55 to 65:
Adult performance level 1__ 34,0 -40.0 42.4 35.7
Adult performance level 2._ 37.0 22.1 33.8 3.2
Adult performance tevel 3_.____________ "~ 29.0 37.9 23.8 33.¢

Note.—
Adult performance level 1: Adults who are, by and large, functionally incompetent.
Adult performance lavel 2: Adults who function in society on a minimal level,
Adult performance level 3: Adults who are proficient in their mastery of competency objectives and function suc-
cessfully in society.

In regard to our society’s changing values and the benefits of higher education,
Dr. Carol E. Kasworm reported in a paper presented on “Adult Illiteracy” at the
1981 National Adult Education Conference, that the median number of years of
schooling completed by the elderly have not been commensurate with the rise
evident in the general population. Dr. Kasworm reported, from her review of a
research study, that:

“Between 1940 and 1976, the median educational attainment of persons 25 years
of age and over rose steadily from 8.6 to 12.4 years.

“For elderly persons, who received most of their education during and before
the depression of the 1930’s, the median number of school years remained at
slightly over 8 years in the decades between 1940 and 1960. Since 1960, the median
for the elderly has risen from 8.3 to 10.3 years, and this figure can be expected
to rise to 12 years around the year 1990. Although the overall median for the
elderly participation was 10.3 in 1976, this figure ranged from 11 years for the
60 to 64 age group to about 6 years for persons 75 and over. (Fowles, 1978;
NACAE 1974.)

“The two charts, figures 1 and 2, both note the downward sloping of percent of
school years completed with the increasing age categories, and also the present
day rates of decreasing participation levels in adult basic education with increas-
ing age categories. As noted by other research (Cross, Valley, et al., 1974 ; John-
stone and Riveria, 1965), there has been shown to be a direct inverse correlation
between the relative age of the individual and the attained years of formal school
involvement. Second, within adult basic education, in relation to previously cited
research on adult continuing education, the level of participation in formal learn-
ing activities is also inversely correlated to incremental age groups.”
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These age differentiated characteristics are challenging to administrators and
instructors planning and developing comprehensive educational programs and
instructional strategies to meet the present and future needs of older adults.

Historically, changes in society have influenced other generational changes
where age is a significant factor. Currently older adults are found to have not only
higher rates of illiteracy but also more predominant representation of English-
as-a-second-language orientation. Dr. Kasworm further reports from an analysis
of Bureau of the Census data :

“According to the U.S. census, the number of persons 60 years old, born abroad,
increased steadily from about 1.5 million at the turn of the century, to 4.2 million
in 1960, a result of the aging of the large number of the pre-World War I immi-
grants. Between 1960 and 1970 this number declined from 4.2 million to 3 million
and was projected to continue the decline into the future.

“A recent survey by the Bureau of the U.S. Census (Fowles, 1978), reported
that 5 percent of 1.9 million persons 65 years of age and older, spoke a language
other than English. The usual speaking language for half of these persons was
either Spanish (30 percent) or Italian (20 percent).”

In.recent years, efforts were undertaken to provide instruction in English and
other hasic literacy skills for immigrants and refugees. The Indochina Migration
and Refugee Act of 1975. Public Law 94-23, was passed in order to provide the
integration of the Indochina refugees into American society. Sections 317 and 318
of the Adult Education Act also authorized the support of programs for Indo-
china refugees and other immigrants. The adult Indochina refugee edncation
program was authorized. and $5 million in 1976, and $10.25 million in 1977, were
appropriated to he administered by the Division of Adult Education Programs.

In fiscal year 1980, an additional $2.5 million was appropriated for the Indo-
china refugee program, $2.5 million for programs for immigrants, and $17.6
million for programs for Cuban and Haitian entrants. At that time, to meet
the growing needs of the immigrant and refugee populations, the Division of
Adult Edueation established a branch to administer these three ESL programs.

From the $22.5 million appropriated for adult refugee and immigrant
programs. 52 local projects were funded. These projects are serving approxi-
mately 50,000 immigrants and refugees. Programs provide English language
training and other basic skills necessary to allow the refugees and immigrants
to hecome self-sufficient in our American society.

The refugee and immigrant programs provide services to adults 16 years of
age and older. Among the participants are older adults. It is estimated that
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.

approximately 400 adults, age 60 or older, are enrolled in ESL programs admin-
istered under the Adult Education Act. Since employment is not the major goal
for the older immigrant or refugee, English language training and skill training
is focused more on consumer economics, health, and understanding and using
community services available in this country.

The need of many older Americans for instruction in English and other basic
skills is a continuing challenge to the adult.education program. Delegates to the
recently held White House Conference on Aging expressed concern for the im-
migrants, refugees, and other elderly persons whose ability to speak and read
the English language is limited, and who live in an area with a culture differ-
ent than their own. For the purpose of assisting these older persons, an in-
formal group expressed belief that the Conference should recommend {o the
. Congress the appropriation of such funds as may be necessary to implement

section 311 of .the Adult Education Act, “Special Projects for the Elderly.”

Another use placed high on the Conference agenda was job training and re-
training programs. The delegates recognized the critical impact of the level of
income and financial support have upon the life and future stability of older
persons. It is recognized by specialists in the field that a major proportion of
those adults who are “least educated and most in need of the program’” have
income at the poverty level and below. .

Dr. Kasworm in addressing this factor in an analysis of income data con-
cluded that : :

“There has been a decline in the older adult representation of poverty level
population from 5.9 million in 1969, to 4.3 million in 1976. These 4.3 million elderly
poor represented one-seventh of all noninstitutionalized persons 60+ years old.
In 1979, one-seventh of the population or 8.8 million older persons, 65 years and
above, were defined as poor by official definition ($4,364 for a household of an older
couple or $3,472 for an older individual living alone). However, current elderly
who are below poverty lével of income also are incorporated into a larger and
growing group of ‘near poor’ level elderly. This subgroup is experiencing slower
rates in decline in poverty or no decline at all, particularly those older subgroups
of females, minorities, and those who live alone. This subgroup of the ‘near-poor’
also represents many older adults who do not qualify for social security benefits.”

The adult education program is required to assist these older adults to more
effectively cope with low income and low educational attainment .levels. The
realization of these tcomplex and difficult program goals requires the implementa-
tion of long-term as well as short-term planning and development strategies.
Maintaining or locating employment is particularly difficult when over one-half
of the workers, 65 years and over, are without a high school diploma (Spengler,
1976). Eli Ginzberg noted that the greatest problem of older workers continuing
employment was a lack of competence associated with inadequate education. )
This phgnomenon is becoming increasingly significant as American society moves
rapidly into a more technologically based era. “Technical literacy” is becoming a
requirement for all age groups seeking new jobs or desiring to continue employ-
ment in current jobs, as agriculture-related and semiskilled occupations continue
to decline.

These are some of the major factors undergoing serious examination by adult
and vocational educators, and accomplishments realized in fiscal year 1981.

Under section 304 of the Adult Education Aect there has been an annual in-
crease in the number of students 65 years of age and over enrolled in the program
from 128,612 in fiscal year 1980, to 130,757 in 1981 (2,145). This increase in
enrollments has occurred despite inflation, increased program costs, and no in-
creases in the level of Federal funding.

TABLE |
Estimate Percentage
Age group: - )
15t044. - 1, 660,318 80.7
4510 64_ o — e 266,907 13.0
65 and over. . I, 130, 757 6.4
Total. ——— — 2,057 982 100.0
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The estimated increase in enrollments of participants by age groubs in 1981:.

TABLE Il

Estimated Estimated Percentage .

enroliment increase increase

Age group: .

16tod4__ - - 1,660, 318 171, 413 10.3

58064 .o o e cmememniame, . 266, 907 4,946 1.8

65 and over.__ 130,757 2,145 1.6
Total_. ceme-- 2,057,982 178,504 8.6.

Inadequate knowledge about aging and no increase in the funding level re-
quired rethinking and redirection of program priorities and objectives nationwide.
Priority attention was given to program improvement and the conduct of research
studies under sections 304 and 310 of the act. '

TEXAS

Currently 7 percent of the participants in the adult basic education program,
in the State of Texas, are age 65 years and above.

The Texas Education Agency funded the department of curriculum and instrue-
tion, University of Texas, to conduct a section 310 project to research the current
“gtate of the art” of their adult basic education program’s outreach to older
adults. . .

Other project objectives included: (a) The design of a staff development
package to assist in the recruitment and instruction of older adults; and (b)
creation of recruitment information resources for directors of adult basie edu-
cation cooperatives.

Dr. Carol Kasworm is the project director and reports the deveolpment of the
following products: .

(1) A general model for recruitment and retention presented in a monograph,
“«Recruitment and Retention of Older Adults.” Copies of the monograph were
distributed to the directors of Texas Adult Education Cooperative, and presented
at regional conferences.

(2) Outreach resource materials:

(a) Five 30-second public service TV announcements in both Euglish and
Spanish, and targeted to adults age 45 and above, in seven adult education
cooperatives with high concentration of illiterate elderly aduits:

(b) Two slide/tape programs in a staff development packet designed to
improve the effectiveness of teachers working with older adult learners.

(¢) A “Director’s Guide to Recruiting Older Adults.” This guide presents
an overview of the current status of illiteracy in the older adult population,
the conditions necessary for successful recruitment and retention of older
adplts, and specific recruitment strategies to enhance outreach activities;
and

(d) “Implementing Programs for Senior Adults in Residential Facilities.”

Items (b), (c¢), and (d) will be disseminated to all 49 Texas Adult Education
Cooperatives. .
' GEORGIA

The State Bducation Department of Georgia funded the Georgia Center for
Continuing Education, University of Georgia at Athens, to survey programs for
the elderly, and to identify the educational needs of older adults throughout
the State. Interviews were conducted on 500 Georgians 60 years of age and older.
Fourteen percent of the total State population is in this age category, and 37
percent are below the poverty level.

The mean age of those interviewed in the survey was 72.1 years, with 58.1 per-
cent of the respondents having incomes below the poverty level.

An outline for an instructional manual is being developed based on the survey
findings and offers a significant beginning to a soundly conceived statewide pro-
gram,

MICHIGAN

'+ The Michigan State Department of Education accepted the challenge of innova-
tive educational programming for older learners by funding a section 810 project
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to the Monroe County Adult Education Consortium of the Bedford Public School
System, Monroe, Mich. The project study research was undertaken “to design and
validate procedures for insuring quality adult education in nursing homes and
convalescent centers.” The study addressed three broad issues: educational geron-
tology, institutionalization, and professional dissemination.

The need for the stady was documented in a memorandum issued by the Michi-
gan Department of Mental Health. The directive states in part :

“The elderly are dramatically underserved by the community mental health
system. While representing only 5 percent of the elderly, nursing home residents
display behavioral and emotional problems of untenable proportions. Estimates of
the incidence of mental health problems among this population consistently ap-
proach 50 percent. Prior to the adoption of the current Mental Health Code, two-
thirds of this at need population met the admissions criteria for State hospitals.
This fact, combined with the deinstitutionalization of older people from State
hospitals into nursing homes, has created the situation where there are now more
mentally ill older people in nursing homes in Michigan than in State hospitals.
Although legally residents of CMH catchment areas are eligible for services, few
CMH boards have identified older adults in nursing homes as a target population.
The legislature has now recognized the role of community mental health boards
in nursing homes with the requirements for consultation and service agreements.”

The SAEP staff identified two educational needs:

(1) The life-changes that most institutionalized elderly are experiencing
can be positively affected by an educational intervention.

(2) Instructors of institutionalized elderly need training in these life-
changes to enable them to present classes in an appropriate manner.

The report of a 1 year documentation and analysis effort conducted in nursing
homes to validate the process in operation indicated that a beneficial change
occurred due to educational intervention. The field of adult education benefits by
moving closer to the development of replicable standards in serving the elderly
suffering from debilitating effects of institutionalization.

MARYLAND

The Maryland State Education Department took steps in many directions using
section 310 funds to improve the quality of the adult basic education program.
A project grant to the Montgomery County Public Schools was planned to explore
the feasibility of using volunteers to work with the 04 level adult learners, and
to encourage volunteer program development statewide. Forty-six volunteers were
trained in the project; 37.of this number are 60 years old and over. Plans are
underway to increase the number of trained older volunteers to serve the 8,193
adults 60 years of age and older currently in the program.

RURAL ApULT Basic EpucAaTiON PROJECTS

In 1980-81, 42 projects were implemented by the States to exhand and improve
educational services to those adults living in rural, isolated, and remote areas.

CALIFORNIA

The Elsinore Union High School District was funded by the California State
Department of Education to develop 200 telecentered learning experiences
(TELEX) to teach basic communication and computation skills to rurally iso-
lated adults. The project utilized cable TV as the educational delivery system for
home-based instruction. While all segments to the adult population are included,
three projects focused directly on those 60 years and over.

ALABAMA

In Monroeville, a curriculum guide was developed for “Mature Adults at Nutri-
tion Sites” in three counties : Monroe, Baldwin, and Escambia.

LOUISIANA

The plantation education program in the State of Louisiana provides adult
basic education in three parishes of southwest Louisiana. This outreach effort
_ serves other residents of remote rural areas, and in particular those on planta-
tions, i.e., Katy, Oakiawn, and Oxford Plantations. Intensive efforts are carried
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out to locate, motivate, and result the older adults in these areas and to provide
home-based instruction to stimulate interest throughout the year.

ARKANSAS

The Pulaski County Adult Education Center of Little Rock, Ark., conducted a
senior citizen’s outreach program around the central area of Little Rock. With
flexible scheduling and cooperation with the five residential homes for the elderly
about 700 persons are incorporated into the regular adult basic education classes.

Priority attention is also being given to older adults with special needs, such
as those in correctional institutions and the handicapped.

TEXAS

The Windham School District in Huntsville, Tex., developed a model program
for a geriatric educational program in a correctional institution. This program
is a pilot for use in the Texas Department of Corrections.

The San Angelo Independent School District in San Angelo, . Tex., developed
teaching modules specifically designed for use with middle-aged persons with
mild and moderate mental retardation, who have been institutionalized and out
of the mainstream of society for several years. The teaching modules will iden-
tify the necessary techniques, materials, and specific strategies to be used in
preparing these handicapped adults to regain a produective life both vocationally
and personally.

Nationally, two major developments were undertaken as part of the develop-
ment strategy to encourage the expansion of programs for the elderly :

(1) White House Conference on Aging, 1981. Staff support was provided
conference program staff on educational issues surfaced during the prepara-
tory planning phase, and in meeting the needs of the delegates/observers
engaged in a discussion of educational issues and development of recom-
mendations on educational policy on aging.

(2) National Adult Education Conference, 1981. An all-day forum series on
“The Application of Telecommunications and Computer Technologies in
Adult Education : Policy and Program Issues for a Development Strategy”:
(a) Highlighted some of the significant developments in the State-adminis-
tered adult education programs; and (b) shared technical information and
insights gathered from the use of educational telecommunications and com-
puter technologies useful for improving the quality, increasing accessibility
and availability of adult education programs.

The States of South Carolina and Illinois reported on the findings of significant
research projects funded by the National Science Foundation to experiment with
the delivery of high school equivalency and teacher training activities using
interactive cable (TV). .

The State of Utah presented a progress report on an experiment using the
intelligent videodisc system to improve the teaching of mathematics.

Presentations from the States of New York and Cealifornia focused on develop-
ments in progress to meet the growing needs for quality software for the new
technology systems.

Policy issues were addressed by Secretary T. H. Bell in a speech telecast to
Anaheim’s conference site and five cities (Philadelphia, Pa.; Columbia, S.C.;
Seattle, Wash. ; Atlanta, Ga.; and Albany, N.Y.).

The convergence of computer and communication technologies provide major
options in meeting the new societal demands of an aging population.

'TTEM 5. DEPARTMENT OF ENERGY

FEBRUARY 16, 1982,

DEArR MRr. CHAIRMAN : In response to your letter requesting an update of the
Department’s activities in 1981 affecting older Americans, I am submitting the
following enclosures that describe: (1) Departmental activities in the categories
of policy initiatives, energy efficiency programs, information collection and distri-
bution activity, and public participation; (2) research on the biological and
physiological aging process.

I am pleased to contribute to the annual review of Federal actions and pro-
grams related to older Americans.

Sincerely,
James B. Epwarps, Secretary.

Enclosures. . .
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Poricy INITIATIVES, ENERGY EFFICIENCY PROGRAMS, INFORMATION COLLECTION
AND DISTRIBUTION ACTIVITY, AND PUBLIC PARTICIPATION

An overview of DOE's efforts should be considered before a detailed presenta-
tion of activity in each of the following categories: Policy initiatives, energy
efficiency programs, information collection and distribution activity and public
participation. DOE’s immediate and long-term objectives are the assurance of
adequate, available, and realistically priced energy supplies for all American
consumers. DOE is cognizant of and sensitive to the impact of energy cost and
supply on moderate and low-income older American households whose incomes
are already strained to meet their basic needs. , :

During 1981, DOE has been aware of the need to address policy and price
impact issues on the older consumer and has continued to make efforts to be
involved with national organizations and Federal agencies who have been
concerned with energy needs of older Americans. Those activities will be
addressed in more detail below. Energy conservation, the development of renew-
able energy sources, utility regulatory reform, energy development impact assist-
ance, and conservation incentives are some of DOE's activities that have had
significant implications for older Americans. The following will be descriptions
of activities and programs in each of the aforementioned categories:

POLICY INITIATIVES

DOE has continued its effort to actively implement all its statutory responsi-
bilities, especially the National Energy Act. DOE contributed to the development
and formulation of policies that have resulted in the passage of the Low-Income
Home Energy Assistance Act of 1981. i

DOE continued efforts to assure that the energy-related needs for older Ameri-
cans are equitably met. The following are examples of policy initiatives that
have been taken to respond to the issues concerning older Americans.

Energy use and demographic analysis.—One of the supplements to the national

energy policy plan (NEPP), entitled interrelationships of energy and the econ-
omy, analyzed the differences in energy expenditures between elderly and other
households under the assumption that oil prices rise 3 percent above the general
rate of inflation. The energy price impacts were forecast for 1990 and included
both total energy use and specific fuels such as heating oil, gasoline, and natural
gas. In addition, the forecasts were compared with actual 1980 energy use.
 The experience of several age groups, including those 55 to 64 and 65 and
over, is being examined as part of a study by Data Resources, Inc. (DRI), of
the impact of energy inflation on the poor. A novel feature of this study is its
focus on estimating the indirect effects of energy price increases with regard to
food, shelter, and clothing.

The Office of Conservation and Renewable Energy conducted several studies
that dealt with consumer responses to energy requirements and information.
One aspect of these studies was the use of behavioral research to help under-
stand consumer responses. As part of this work, analysis was made of differ-
ent responses from different age groups within the population. The work also
considers demographic trends (including the increasing percentage of older
people) and their effect on energy use. '

Energy assistance programs—DOE supported the administration’s efiorts
to implement the low-income energy assistance program during the 1980-81 heat-
ing season. This program, administered by the Department of Health and
Human Services, provided $1.8 billion in assistance to low-income families, with
a special emphasis on the needs of the low-income elderly. DOE worked together
with a special energy outreach project to better inform the eligible elderly of
their opportunity to participate in this program.

Age Discrimination Act activity—The Office of Equal Opportunity published
in the Federal Register on October 6, 1981, the DOE proposed regulations on
nondiscrimination on the basis of age, applicable to grant funded programs.
The purpose of the proposed regulations is to implement the provisions ¢f the
Age Discrimination Act of 1975, as amended, which prohibit discrimination on
the basis of age in programs or activities receiving Federal financial assistance.
Additionally, DOE personnel policies governing such programs as recruitment,
hiring, training, labor relations, and performance appraisal systems prohibit
discrimination on the basis of age.

~ Ulility regulatory reform activities, —DOE continued to provide funds under
its innovative rates program to four States to conduci 2-year projects to study :
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(a) The costs and benefits of lifeline-type rates to low-income consumers of
electricity ; (b) the type of assistance programs currently available to this class
of customers; and, (c) whether a specific low-income rate is appropriate and
justified. ) ’
’ The projects are important to the aging to the extent that the aging are among
the groups which constitute the low-income population. Retired persons on fixed
incomes may find that expenditures for electricity are claiming a larger pro-
portion of their income. These studies review the alternative policies for dealing
with this issue. . :
The studies are scheduled for completion in the fourth quarter of 1982.
Impact of energy prices and policies on socioeconomic group3.—DOE continues
to measure and analyze the impacts of energy policies and rising energy Drice
-on various socioeconomic groups.

ENERGY EFFICIENCY PROGRAMS

Weatherization assistance program.—The low-income elderly and the handi-
capped receive priority under this program, which provides grants for the in-
stallation of insulation, weatherstripping, storm windows, and other energy-
saving measures.

In fiscal year 1981, the weatherization assistance program awarded over $268,-
363,000 in grants to States and 25 Native American tribal organizations for the
weatherization of homes of low-income persons. Reports submitted from the incep-
tion of the program through October 1981, indicate that 750,711 low-income homes
were weatherized and that the majority of those dwellings were occupied by the
elderly. In fiscal year 1981, 291,535 homes have been weatherized.

Residential conservation service—Implementation of this program by the
States began in October 1981. The program requires major utilities to offer energy
audits, to offer to arrange for the financing of the purchase and installation of
energy conservation measures, and to permit repayment of associated loans
through monthly utility billings. The program also requires development of lists
of suppliers, contractors, and lenders, and should be useful to the elderly as well
as other members of the population. Proposed revisions to these regulations, aimed
at reducing associated burdens, were published in the Federal Register. .

Institutional conservation program.—Title III of the National Energy Conser-
vation Policy Act provided for a matching grant program to support, among other
things, professional analyses of the energy conservation potential in public care
facilities. The effect of this program is to identify for building operators ways to
conserve energy and thus cut their operating costs. The program also hopes to
influence the capital investment decisions of the institution’s management.

In fiscal year 1981, the institutional conservation programs division (ICP) con-
ducted the third grant program eycle for programs authorized by title IIT of the
National Energy Conservation Policy Act. During this funding cycle, 96.5 percent
of the available funds were obligated. Through fiscal year 1981, ICP has awarded
grants for energy conservation projects in over 29,000 buildings, with an average
cost per grant of $33,400.

Appliance efficiency program.—During 1981, DOE continued its effort to deter-
mine whether minimum energy efficiency standards are needed for 8 of the 13
products covered by this program. The eight products are furnaces, clothés dryers,
refrigerators and refrigerator-freezers, freezers, central air-conditioners, room
air-conditioners, water heaters, and kitchen ranges and ovens,

INFORMATION COLLECTION ANiJ DISTRIBUTION

‘The Energy Information Administration, Office of Data Consumption System,
collects and publishes comprehensive data on energy consumption in the residen-
tial sector through the residential energy consumption survey. This survey in-
cludes data collected from individual households and actual billing data from the
households’ fuel suppliers for a 12-month period. The data include information on
energy consumption, expenditures for energy, cost by fuel type, fuel storage, and
related housing unit characteristics (such as size, insulation, and major energy-
consuming appliances). ‘

.In 1981, the Office of Consumption Data System published a major report from
this survey that contains data about the elderly. The report “Residential Energy
Consumption Survey: 1979-80 Consumption and Expenditures,” provides esti-
mates of the cost and amount of electricity, natural gas, fuel oil, kerosene, and
liquefied petroleum gas used by all households including those headed by the
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elderly. It also includes estimates on insulation characteristics of housing units
for which the household head is elderly. The report comes in two volumes. Part I
contains national estimates, while part IT contains estimates for the four census
regions. These reports can be obtained from the Superintendent of Documents,
U.8. Government Printing Office, Washington, D.C. 20402, :

In 1982, the Energy Information Administration will publish a similar report
on consumption for 1980-81. In addition, special studies of the energy consumption
patterns of the elderly based on these data are being conducted and will be pub-
lished in 1982.

PUBLIC PARTICIPATION ACTIVITIES

DOE continued its active participation in the “Energy and Elderly Consor-
tium.” The consortium is composed of over 60 organizations from the publie sec-
tor, private nonprofit sector, and from -the energy industry. This organization is
the only one of its kind that brings Federal agencies such as DOE and the Ad-
ministration on Aging together with national aging organizations, and the private
industry sector such as the American Gas Association, American Petroleum In-
stitute, Edison Electric Institute, and others, to review and discuss solutions for
the energy-related needs of the elderly. Through participation in this group, DOE
has exercised leadership in forming partnerships with a variety of organizations
that have worked to meet the energy needs of the elderly. -

This participation had led to the organization and development of a workshop
scheduled in early 1982 to address partnerships and collaborative efforts between
the energy industry and the older energy consumer.

DOE was represented on the Intergovernmental Task Force for the 1981 White
House Conference on Aging. This activity brought together several activities in
DOE to address the policy issues concerning the energy-related needs of older
Americans. The Department participated in the 1981 White House Conference on
Aging by providing reference materials, resource persons, and public information
for the conference delegates.

DOE involved the National Council on Aging in the public hearing process for
the development of the national energy policy plan. This activity was to assure
that there would be a representative cross section of older Americans participat-
ing in the public review process of the plan.

The present administration’s philosophy is clearly presented in the 1981 na-
tional energy policy plan “Serving America’s Energy Future.” This nationa) en-
ergy plan states in the first chapter the role of the Federal Government and
presents the basic principles and guidelines for our energy future. It is as fol-
lows: “The Federal Government has one overriding concern in energy during the
years ahead. That is to establish sound, stable public policies that will encourage
individuals and groups in the private and public sector to produce and use energy
regources wisely and efficiently.

“The best guarantee of maintaining a wholesome balance among competing
interests in regard to energy lies in allowing the American people themselves to
make free and fully informed choices.

“All Americans are involved in making energy policy. When individual choices
are made with a maximum of personal understanding and a minimum of govern-
mental restraints, the result is the most appropriate energy policy.”

RESEARCH RELATED TO BIOLOGICAL AGING

As in previous years.the Office of Health and Environmental Research
(OHER) has administered a major program of research aimed at identifying
and characterizing the health impacts of energy. In assessing the energy-related
health impacts, it is important to identify and chracterize long-term, late-ap-
pearing effects induced by chronic exposure to low levels of hazardous chemical
and physical agents. Health cffects caused by chronic low-level exposure to
energy-related toxic agents often develop over the entire lifespan. Consequently,
such effects must be clearly distinguished from the normal aging process. To
make a valid distinetion between chemical toxicity and spontaneously occurring
changse, information on pathophysiological changes occurring throughout the
lifespan must be collected for hoth experimental and control (unexposed)
groups. These data are obtained primarily from controlled studies in animals
and help to characterize the normal aging processes as well as the toxicity of
energy-related agents over time. Additional studies are conducted to obtain a
better understanding of the aging process itself. Thus, although DOE does not
sponsor a specific program of research on aging, two categories of studies related
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to biological aging were continued during 1981: (a) Studies indirectly concerned
with biological changes occurring over long periods of time in animals and in
_ humans, and (b) studies designed to elucidate the biological processes in aging.
._As in the past, lifetime studies of humans and animals constitute the major
effort in ongoing research related to biological aging. Because of an extensive
and long-term involvement in lifetime animal studies, several DOE laboratories
_ contribute-information to the Laboratory Animal Data Bank developed by the
Battelle Columbus Laboratories under support from the National Library of
‘Medicine and other Federal agencies. DOE laboratories provide data on life
histories, pathology, hematology, and clinical chemistry from control animals
throughout their lifespan.

As in previous years, research directly concerned with the aging process has
been conducted on a limited scale at several of the Department’s contractor
facilities. Summarized below are specific research projects addressing aging that
the Department sponsored in 1981.

LONG-TERM STUDIES OF HUMAN POPULATION

These studies provide valuable data on health effects and life shortening in
human populations exposed to hazardous chemical and physical agents associ-
ated with the energy technologies. Additional information on lifespan and aging
in human populations is also collected. Since logn-term studies of human popu-
lations are costly, time-consuming, and complex, they are initiated on a highly
selective basis.

The Radiation Effects Research Foundation (RERF), sponsored jointly by
the United States and Japan, continued work on a lifetime followup of survivors
of atomic bombings that occurred in Hiroshima and Nagasaki in 1945. Over 100;-
000 persons are under observation in this study. ’

Detailed clinical and laboratory studies, and morality and autopsy data are
collected on irradiated and control populations to identify diseases that have
contributed to life shortening among survivors. An important feature is the
acquisition of valuable quantitative data on dose-response relationships. Studies
specifically concerned with age-related changes are also conducted. It was re-
cently reported that the effects of ionizing radiation on mortality are specific
and focal, and principally carcinogenic. No evidence of radiation-induced pre-
mature aging has been obtained. .

After being accidentally exposed in 1954 to radioactive fallout released during
the atmospheric testing 6f a thermonuclear device, a group of some 200 in-
habitants of the Marshall Islands has been followed clinically, along with un-
exposed controls by medical specialists at the Brookhaven National Laboratory.
Thyroid pathology, which has responded well to medieal treatment, has been
prevalent in individuals heavily exposed to radioiodine. ( This study is currently
conducted under the auspices of the Department’s Office of Operational Safety.)

Nearly 2,000 persons exposed to radium occupationally or for medical reasons
have been studied at the Center -for Human Radiobiology, Argonne National
Laboratory. Individuals in the study receive medical and radiologic (dosimetric)
examinations at the center. Work emphasizes the study of persons with relatively
low-body burdens of radium. Data c¢n tumor induction by bone-seeking, alpha-
emitting radionuclides are being generated. .Of importance are quantitative
dose-response data for tumorigenesis. The center recently initiated an epide-
miologic study of a large worker population occupationally exposed to thorium
by inhalation during the period from about 1935 to 1974. This study utilizes vital
statistics, employment histories, and records from the- Social Security Adminis-
tration to evaluate health effects of interaally deposited thorium on 100 randomly
selected workers. Data on morbidity and mortality are collected. The center is
also conducting a followup study in a small group of exposed humans to evaluate
late-appearing health effects of plutonium.

At the Los Alamos National Labortory, an epidemiologic study of plutonium
workers at six Department of Energy facilities i§ in progress. An estimated 15,-
000 to 20,000 workers will be followed in the study of mortality data and at least
one-thix:d of these will also be studied by collecting detailed morbidity and per-
sonal-history data periodically via questionnaires. Autopsy data are obtained
througp the U.S. Transuranium Registry (see below). So far there is no excess
ngortahty due to any cause in 224 males with the highest plutonium exposures: A
hlgl;er than normal incidence of digestive tract cancers in both males and females
is llke}y due to cultural and socio-economic factors; and, 26 males exposed to
plutonium during World War IT show no evidence yet that adverse effects exist
32 years after exposure. N



29

Some 170,000 contractor employees at Department of Energy facilities are
being analyzed in an epidemiologic study to assess health .effects produced by
long-term exposure to low-levels of ionizing radiation. Workers at the Hanford
(Washington) and Oak Ridge (Tennessee) plants, and at the Mound Labora-
tory (Miamisburg, Ohio). are subjects of the study, which is directed by Oak
Ridge Associated Universities (ORAU) with asgistance from teams at each of
the facilities that house the workers’ records and vital statistics. Radiation
dosimetry as well as exposures to other toxic agents in the work environment are
carefully evaluated.

The U.S. Transuranium Registry, which is operated by the Hanford Environ-
mental Health Foundation, collects occupational data (work, medical, and radia-
tion exposure histories) as well as information on mortality in worker popula-
tions exposed to plutonium or other transuranium radioelements. Detailed
autopsy data are obtained on workers at the time of death. At the present time,
some 14,500 workers from 10 facilities are registered with the foundation. The
autopsy data are available for use in other epidemiologic studies such as the
ORAU study of radiation workers and the Los Alamos study of plutonium work-
-ers. A similar registry of uranium workers was started in 1979.

A study to determine possible relationships between the work environment and
worker health is being conducted on 400,000 workers employed at eight shipvards
since the early 1950’s. Approximately 125,000 of these workers have had ex-
posure to external radiation. The purpose is to identify past and present shipyard
employees and to establish an automated record system that incorporates data
on individual work histories, types of jobs, radiation exposures, estimatetd ex-
posures to other workplace hazards, and smoking and drinking histories. It is
planned to establish the vital status of all workers and cause of death among
deceased workers, and to conduct analyses to establish a dose-response relation-
ship between radiation and mortality by cause of death. At this time, employee
records at all eight shipyards have been microfilmed and basic data are being
abstracted and transferred to magnetie tape.

A lifetime study of humans occupationally exposed to hazardous agents associ-
ated with nonnuclear energy technologies has been initiated. This is an epidemi-
ologic study of workers at the Paraho Oil-Shale Retorting Plant located at Anvil
Points, Colo. About 100 workers exposed to oil-shale dust and fugitive emissions
from the retorting process are being studied to identify possible work-related
health effects. The study involves an occupational survey, industrial hygiene
survey, and periodic physical examination of workers.

LIFETIME STUDIES IN SHORT-LIVED MAMMALS

Although data from humans are indispensable in the assessment of health
impacts associated with any hazardous agent, limitations inherent in human
studies make it mandatory to acquire quantitative data from controlled lifetime
studies of animal populations. Data from animals significantly enhance predictive
capabilities. Data from both short- and long-lived mammals are needed.

Small rodents with lifespans of 2 to 3 years (rats, mice, hamsters) provide
data in a minimum of time and at low cost. Consequently, rodents have been used
in large-scale studies of late somatic and genetic effects induced by low doses of
ionizing radiation. For example, at the Argonne National Laboratory and the
Oak Ridge National Laboratory, mice have been exposed to ionizing radiation
delivered in different daily increments to characterize radiation-induced diseases
and abnormalities that reduce the lifespan. These studies using gamma and neu-
tron radiations have yielded valuable information on dose rate and radiation
quality as important factors that modify mammalion response to radiation stress.
The study of control (unexposed) populations is providing data on lifespan, mor-
bidity patterns, and causes of death in unstressed animals. Lifetime studies of
tumorigenesis and other somatic effects of ionizing radiation in rodent popula-
tions are currently being conducted at the Brookhaven National Laboratory, the
Lawrence Berkeley Laboratory, the Battelle-Pacific Northwest Laboratory, the
Oak Ridge National Laboratory, the University of Utah, the Lovelace Inhalation
Toxicology Research Institute, and the University of California, Davis. Included
in the ongoing effort are studies involving external sources, neutrons, gamma
radiation, and heavy ionizing particles), actinide isotopes that are present in
nuclear fuels (plutonium-239, american-241, uranium-233, and others), radium
isotopes, and producvts of nuclear fisison (including tritium and krypton-85).

Rodent populations are also used in lifetime studies of health effects associated
with exposures to energy-related chemicals. Because many potentially hazardous
materials require toxicological evaluation, such studies are conducted as part
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of a systematic multitiered screening and testing program. The number of on-
going lifetime studies will be increasing as short-term toxicological studies con-
tinue to identify additional materials for long-term testing. These studies are
now producing data related to chronic disorders including cancer.

Most of the ongoing and lifetime studies of chemical agents -address potential
health impacts of present-day and advanced fossil-fuel technologies. Two ongoing
studies with a generic focus are defining variables that influence tumor induction
by polynuclear aromatic hydrocarbons in emissions and effluents from fossil-
fuel operations. One is a study at the Brookhaven National Laboratory in which
the induction of mammary tumors in rats is under investigation. The other ge-
neric study is designed to provide an understanding of processes involved in the
multistage induction of rodent skin tumors. A recently concluded lifetime study
was performed at the Pacific Northwest Laboratories to understand diseases of
the respiratory tract caused by the inhalation of coal dust, diesel-engine ex-
haust, or combinations of the two. The results are being published this year.

“ Four studies of health risks associated with coal-combustion technologies are
currently in progress. Research at the University of California, Davis, is defining
health effects of power effects of powerplant fly ash, in combination with sulfur-
containing emissions (sulfur dioxide or sulfates), using rats subjected to long-
term exposures by inhalation. This study is to determine functional and mor-
phologic consequences of damage to the respiratory tract. At the Lovelace In-
halation Toxicology Research Institute, lifetime studies of rodents exposed to
emissions from conventional and fluidized-bed combustion facilities are in
progress. Initial studies are concerned with particulate emissions. Biological
end-points being assessed are lifespan shortening, functional disorders, and
pathiological changes, including carcinogenesis. Two projects at the Pacific North-
west Laboratories are evaluating the chronic toxicity of metals and metal oxides
in ‘emisisons and effluents from coal combustion facilities. In these studies,
rodents are exposed by ingestion and by inhalation. Emphasis is placed on evalu-
ating iron-deficient and newborn animals as subpopulations sensitive to toxie
effects of cadmium. .

In related work currently in progress at the Lovelace Inhalation Toxicology
Research Institute, carcinogenic, mutagenic and other adverse effects of partic-
ulate exhaust emissions from diesel automotive engines are under investigation.
The purpose of this study is to evaluate chronic health effects that may be associ-
ated with the large-scale use of light-duty diesel vehicles. Included in the ongoing
effort is a study of chronic health effects in rodents chronically exposed to diluted
diesel-engine exhaust emissions throughout the entire lifespan. A total of 1,800
mice and nearly 1,900 rats are involved in the lifetime study.

A number of lifetime studies are conducted in connection with the conversion
of coal to secondary fuels and the extraction of oil from oil shale. Studies are
underway to assess the cancer incidence and lifespan reduction caused by ex-
posure to polynuclear aromatic hydrocarbons from coal gasification and liquefac-
tion. Argonne National Laboratory conducts a program on the role of cancer-
promoting agents in malignant tumor production in skin, lung, and liver. At the
Oak Ridge National Laboratory, lifetime animal studies are comparing skin,
lung, and nonspecific cancer caused by compounds in coal liquefaction products.
A related project has begun to assess the chronic toxicity of various classes of
chemicals in products from coal liquefaction operations. Lifetime studies in rats
and hamsters at the University of Connecticut, Farmington, are defining chronic
toxicity and carcinogenic risks associated with the ingestion and inhalation of
nickel-containing materials in the waste streams of coal gasification facilities.
Health risks associated with the solvent refining of coal to a solid fuel (SRC I)
and to a liquid fuel (SRC II) are being defined at the Pacific Northwest Labor-
atories. Here studies of rodents chronically exposed by inhalation or dermal
application to components of process streams and fugitive emissions are in prog-
ress. At the Los Alamos National Laboratory, ongoing research with rodents is
assessing chronic pulmonary toxicity of raw and spent oil shale, evaluating the
pulmonary carcinogenicity of crude shale-oil fractions, and defining health effects
associated with chronic exposure to retort gases and particulates.

LIFETIME STUDIES WITH LONG-LIVED MAMMALS

From some points of view, long-lived mammalian species represent better
human surrogates than do their short-lived counterparts. Thus, obtaining quanti-
tative data on responses of long-lived species to hazardous agents is important.
The beagle dog has served for more than 20 years as the long-lived mammal in
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lifetime radiation-effects studies sponsored by the Department of Energy. Data
from beagles faciiltate attempts to interrelate data on animal responses with
those on humans. At the Argonne National Laboratory, the University of Utah,
the University of California, Davis, the Lovelace Inhalation Toxicology Research
Institute, and the Pacific Northwest Laboratories, population of heagles are kept
under careful experimental observation. In these lifetime studies, periodic clin-
ical examinations and laboratory analyses are performed on all exposed and
control animals, and complete data on gross pathelogy and histopathology are
collected. Accumulated data contain a wealth of information on lifespan, age-
related changes, morbidity, mortality, and causes of death in normal animals, as
well as alterations in these characteristics that may be induced by radiation.
Lifetime studies currently in progress focus primarily on late appearing radia-
tion effects. Included are studies of external radiation (gamma radiation) and
internally deposited radionuclides administered by inhalation, ingestion, or in-
jection. All ongoing studies involve careful dosimetric measurements and the
acquisition of dose-response data. Because of cost and time, lifetime studies of
beagles are initiated on a highly selective basis. No energy-related agent other
than ionizing radiation has yet been evaluated via a lifetime study in a long-lived
animal. Limited studies of other agents may be undertaken in the future as needs
for such studies are identified by short-term testing in other biological systems.

RESEARCH DIRECTLY CONCERNED WITH AGING

The death of George A. Sacher on January 24, 1981, has taken from the Argonne
National Laboratory the principal driving force behind the laboratory’s long-
standing program of research on aging. A review article “Evolutionary Theory in
Gerontology,” written by Mr. Sacher just before his death is being edited by some
of his longtime associates for publication as a memorial to this creative and
productive scholar.

Interest in biological aging has continued at the Oak Ridge National Labora-
tory where progress was made in several areas of research related to the aging
process. A study of possible age-related changes in transfer-RNA molecules has
been completed.

Contrary to preliminary observations, the weight of evidence now suggests that
no consistent age-related changes are detectable using available techniques. This
project, which is supported in part by a training grant from the National Insti-
tutes of Health, is now directed to the study of albumin molecules and has pro- .
gressed to the state where it is possible to compare the fidelity of albumin
molecules produced by young and by old mice with assurance that results will be
free of artifactual heterogeneity.

In this work, albumin js analyzed by a specific antibody reaction, by isoelectrie
focusing, and by SDS gel electrophoresis. No evidence of age-related changes in
the albumin molecule has yet been detected. In another study, Oak Ridge investi-
gators have been conducting experiments with two strains of mice differing sig-
nificantly with respect to length of lifespan—one has a mean lifespan of over
700 days as opposed to a mean lifespan of only about 450 days in the other—in
order to investigate genetic factors underlying aging and longevity. A major dif-
ference between the two strains has been found to reside within a cluster of
genes known as the “major histo-compatibility complex” (MHC) ; which is known
to regulate functions of the immune system. It is also known that length of life-
span ig significantly affected by genetic factors and that aging is associated with
marked changes in the MHC. Results of the Oak Ridge study suggest that genes
controlling the MHC may also control the aging process. Further research will be
needed to test this possibility. In a third study at Oak Ridge, tumorigenic re-
sponses to diethylnitrosamine (DEN) were investigated in mice of different ages.
When compared with young animals, the aging mice were found to have similar
incidences and types of tumors of the same size and in the same tissues. In the
aging animals, however, tumors developed after shorter periods of exposure to
DEN. It is concluded that age at the time of exposure does not alter the tumor-
susceptible tissue or types of tumors induced by DEN treatment, that tumors inci-
dences are not affected by age at time of exposure, and that mice die earlier from
induced tumors as age at time of exposure increases.

At the Brookhaven National Laboratory, the relationship between two aging
constants—the Gompertz function and the maximum potential lifespan (T)—
has been examined for 25 animal species exhibiting considerable difference in
patterns of growth. For these species, the product of the two constants (t)
was found to be roughly the same (less than an order-of-magnitude overall
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variation). This finding is interpreted as evidence against the somatic muta-
tion theory of aging and in favor of the view that aging is related to metabolic
factors (such as free radical production during respiration). Also at Brook-
haven, further research was conducted to explore the possibility that the
aging process is affected by cellular capacity for DNA repair. For this purpose
- experiments were carried out using four types of cell systems: (1) Cells from
individuals with premature aging syndromes, (2) cells from old and young
animals of the same species, (3) cells of different ages in culture, and (4)
cells of the same age but from species with different lifespans. Based on data
obtained, there seems. to be no causal connection between aging and a decrease
in DNA repair. The experiments are “best described as indicating that cells lose
the capacity to do effective DNA repair as they age just as they lose the capacity
to do many other things.”

Research at the Chemical Biodynamics Division, Lawrence Berkeley Labora-
tory, has explored behavioral responses (shock-motivated passive avoidance
task) in young, intermediate-age and old mice to the protein synthesis inhibitor,
anisomyecin (ANI). Observations made indicate that the retention of older
mice is susceptible to disruption by the action of ANI for a longer time after
training than normally occurs in young or intermediate age mice. The pre-
liminary interpretation of this finding is that the transition time from short-
to long-term memory is longer in older mice than in young mice. '

TRENDS AND PROSPECTS

GQiven the need to assess long-termn and late-appearing effects of hazardous
agents associated with energy technologies, lifetime studies of animal and
human populations will continue. Additional lifetime studies of chemical agents
will be needed in the future. Accordingly, more data describing age-related
changes should be forthcoming, and a modest program of research on the
aging process itself is expected to continue. :

ITEM 6. DEPARTMENT OF HEALTH AND HUMAN SERVICES

JANUARY 29, 1982.

DeAR MR. CHATRMAN : We are pleased to submit the annual reports which you
requested from Federal agencies concerning their programs and services for older
persons.

The following reports are included@ with this letter : Administration on Aging;
Administration for Native Americans; Title XX ; Social Security Administra-
tion : Health Care Financing Administration; Alcohol. Drug Abuse. and Mental
Health Administration, including National Institute of Mental Health, National
Institute of Alcohol Abuse and Alcoholism, National Institute on Drug Abuse;
Food and Drug Administration; Health Resources Administration; Health Serv-
ices Administration ; National Institute on Aging; National Institute on Arthritis,
‘Metabolism, and Digestive Diseases; National Cancer Institute; National Heart,
Lung, and Blood Institute; Office of the Inspector General; and the Office of the
General Counsel. :

The above agencies are those which you named in your letter of September 18

" to Secretary Schweiker. In addition to these, I am including reports from three
other agencies concerning their activities related to the older population; namely,
the National Center for Health Statistics, the National Eye Institute, and the
National Institute of Neurological and Communicative Disorders. All of these
Té)iorts are submitted for your consideration for inclusion in Developments in

ng.

If you require further information about thése reports, your staff may contact
Donald Smith. Director of our Office of Management and Policy Control.

Sincerely,
LENNIE-MARIE P, TOLLIVER, Ph. D.,
Commissioner on Aging.
Enclosures.
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OFFICE OF HUMAN DEVELOPMENT SERVICES
ADMINISTRATION ON AGING
REPORT FOR FISCAL YEAR 1981

INTRODUCTIQN

This report describes the major activities of the Administration on Aging in
fiscal year 1981. Title XI of the Older Americans Act of 1965 established the
Administration on Aging as the principal Federal agency for carrying out the
provisions of the act. The provisions of the Older Americans Act are principally
concerned with removing barriers to economic and personal independence for
older persons and with assuring the availability of appropriate serviges for those
older persons in greatest social and economic need. These provision§ are imple-
mented primarily through the establishment of a national network on aging.
This network consists principally of the Administration on Aging at the Federal
level, and the State agencies and area agencies on aging established under title
IIT of the act at the State and local community levels. In fiscal year 1981, Con-
gress allocated a total of $672,448,000 to support programs and activities to
implement the provisions of the Older Americans Act, as amended. ’

This report is divided into four sections. Section I describes the functions,
responsibilities, and interagency activities of the Administration on Aging at the
Federal level. Section II provides an overview of the provisions of title III of
the Older Americans Act, and summarizes the principal activities of the network
of State and area agencies on aging in fiscal year 1981. Section ITY describes the
title VI program of grants to Indian tribal organizations. Section IV presents
a summary of AoA’s fiscal year 1981 discretionary funding intiatives under
title IV, a description of its fiscal year 1981 evaluation program authorized under
title IT of the act, and a description of the fiscal year 1981 activities conducted
under AoA’s long-term care program. An appendix at the end of this report con-
tains the listing of all the projects supported by AoA with discretionary funds in
fiscal year 1981. . :

SeEcTION I. THE ADMINISTRATION ON AGING
ROLE AND FUNCTION OF AOA

The Administration on Aging is located within the Office of Human Develop-
ment Services in the Department of Health and Human Services. It consists of a
central office in Washington, D.C., and 10 regional offices. Title IT of the Older
Americans Act, as amended, describes the basic roles and functions of AoA.
Chief among these are to administer the programs authorized by Congress under
titles I1I, IV, and VI of the act, and to serve as an effective and visible advocate
for older persons within the Department and with other agencies and organi-
zations. :

The AoA regional offices are responsible for providing direction and guidance
to the State agencies on aging funded under title III, and assistance to Governors
and other top level State officials in the planning and implementation of policies
and programs for older persons. They are responsible for approving title ITI
State plans, as well as for the collection of performance data used in analysing
the effectiveness of the title III program. In addition, regional offices administer
selected discretionary grants including some model projects and training grants
authorized under title IV. )

The Administration on Aging central office, in addition to its responsibilities
for administering titles III, IV, and VI of the act, plays an active role within
the Federal Government on behalf of the aging network and the older population
in a variety of ways. AoA provides advice, assistance, and consultation to the
Assistant Secretary for Human Development Services. the Secretary of DHHS,
other Federal agencies, and to Congress, on the characteristics, circumstances,
and needs of older persons. It also reviews and comments on departmental policies
and regulations regarding community health and social service development.

A major effort by the Administration on Aging at the Federal level has been
the development of cooperative arrangements with other agencies to foster the
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coordination of Federal programs related to the purposes of the Older Americans
Act. AoA has entered into several formal interagency agreements to achieve
this purpose. These agreements are described below.

INTERAGENCY AGREEMENTS

In fiscal year 1981, AoA actively participated in implementing interagency
agreements, including those with the following Federal agencies.

USDA/Farmers Home Administration.—AoA signed an agreement with the
FmHA to improve the availability of congregate housing and services.to rural
older Americans. This agreement was initiated in fiscal year 1979 and continued
through fiscal year 1981. FmHA agreed to the construction of congregate hous-
ing facilities at 10 demonstration sites. In fiscal year 1981, AoA continued fund-
ing support for the provision of social services at these sites.

Health Services Administration—An agreement was made by AoA in fiscal
year 1979 with HSA for the purpose of coordinating existing social and health
service delivery systems operated under the auspices of AocA and HSA. In fiscal
year 1981, AoA used its discretionary funds to continue support for eight health
service demonstrations intiated under this agreement in prior years.

Legal Services Corporation.—In fiscal year 1977, AoA developed a formal agree-
ment with LSC to improve access to legal services for older persons. In fiscal year
1981, AoA produced a report on the legal services program for older persons
under title ITI with the assistance of two staff persons from the Legal Services
Corporation. This report was the result of a mandated study required by the
1978 amendments to the Older Americans Act.

Interdepartmental Task Force on Information and Referral—AoA continued
in fiscal year 1981 the operation of an interdepartmental task force on informa-

tion and referral established through formal agreements with the Departments
of Labor, Transportation, Housing and Urban Development, the Veterans Ad-
ministration, Public Health Service, Social Security Administration, and several
other Federal agencies. The task force directs its efforts to assess existing Federal-
1. & R. resources and develop plans for improving and coordinating these resources
on behalf of the older population. Reports have been published for 1978 and 1979
activities. During fiscal year 1981 the report on activities in 1980 was developed
and published.

Department of Interior/Heritage Conservation and Recreation Service—An
agreement between AoA and the Department of Interior was made in June 1980
to improve recreational resources and opportunities for older persons. In fiscal
year 1981, AoA provided partial financial assistance under this agreement to sup-
port an aging component to a national recreational survey.

Department of Transportation.—The purpose of this agreement, which was
initiated in 1975, is to increase the mobility of older persons by improving access
to public and specialized transportation services in urban anda rural areas Ac-
tivities under this agreement resulted in the establishment during fiscal year 1981
of nationwide special insurance rates for those providing social services to older
persons. In fiscal year 1981, AoA and DOT also held a series of meetings to dis-
cuss and plan for future legislative initiatives and jointly supported training
efforts.

National Endowment for the Arts/National Endowment for the Humanities.—
In fiscal year 1981, AoA established a formal agreement with the two Endow-
ments and the White House Conference on Aging. Under this agreement, NEA
staff was detailed to the White House Conference on Aging, a policy symposium
was conducted at the WHCo0A miniconference in Philadelphia, and an inter-
agency task force was established between NEA, NEH, and AoA. During fiscal
year 1981 this task force also developed a plan for collaboration between the
aging network and the arts and humanities network. :

Office of Civil Rights.—In fiscal year 1981, AoA initiated a formal agreement
with the Office of Civil Rights to provide technical assistance to State agencies

-on aging to promote voluntary compliance with the Age Discrimination Act regu-
lations by programs and activities funded by the Department of Health and
Human Services. OCR transferred $234,391 to AoA to support a 15-month contract

to be monitored jointly with AoA. N

. National Institute on Aging.—AoA established a formal interagency agreement

with NIA in fiscal year 1981 to support the establishment of a national archive

for computerized data on aging at the University of Michigan.

National Library of Medicine—An agreement with the National Library of
Medicine .was established by AoA in fiscal year 1980. In fiscal year 1981, AoA
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continued this agreement under which aging information and bibliographies are
obtained from the National Library of Medicine for use in AoA’s National Clear-
inghouse on Aging.

Department of Housing and Urban Development.—In fiscal year 1980, AoA
entered into an agreement with HUD to fund a contract for an evaluation of the
congregate housing program. During fiscal year 1981, AoA and HUD continued
support for the evaluation activities under this contract. The project is scheduled
to be completed in December 1983.

Veterans Administralion.—AoA established an agreement with the VA in fiscal
year 1981 to analyze and assess the VA hospital-based home care program. The
VA transferred $50,000 to AoA’s evaluation program to conduct this project. The
agreement will result in information regarding the costs of providing professional
services in the home, relate the outcomes of different treatment methods to the
costs of those treatments, and determine the type of staff needed to provide
such services in a cost-effective way. ’

Secrion II. TiTLE IIT SoCIAL AND NUTRITION SERVICES

. A. TITLE III—OVERVIEW

Title IIT of the Older Americans Act of 1965, as amended, authorizes the pro-
vision of formula grants to States to establish agencies on aging at the State
and local levels for planning, coordination, resource mobilization, administration,
evaluation, and other functions on behalf of the older population. The general
purpose of the program is to develop greater capacity at the State and local levels
and foster the development of comprehensive and coordinated community-based
service systems. The law requires the designation of a unit within State govern-
ment to carry out the purpose of the Act—the State agency on aging. The State
agency is required in turn to subdivide the State into “planning and service”
areas and designate for each area an area agency on aging. Funds are available
based on approved State and area plan: on aging to support the work of operat-
ing the agencies on aging and of providing a wide range of social and nutrition
services authorized under parts B and C of title ITI.

Fiscal year 1981 title III activities are based on the implementation of the
1978 amendments to the Older Americans Act. The 1978 amendments required
States, and in turn AAA’s, to change from an annual to a 3-year planning cycle
beginning with fiscal year 1981. These amendments provide States with three
separate allocations for title ITI-B, social services; and title III-C, congregate
nutrition services and home-delivered nutrition services. Funds are awarded
under title III-B to States and pay up to 85 percent of operating and establish-
ing social services and multipurpose senior centers. State agencies then award
these funds to area agencies on aging on the basis of approved area plans and
the intra-State funding formula. The 1978 amendments required State agencies
to establish and maintain long-term care ombudsman programs at the State level,
and required area agencies to spend at least 50 percent of their funds on access
services such as transportation, outreach, and information and referral, in-home
services such as homemaker and home health aides, and legal services.

Title I11-C nutrition service funds are awarded by formula grants to each
State agency which then makes awards to area agencies on aging on the basis of
State-approved area plans and the State funding formula. The title ITI-C pro-
gram funds up to 85 percent of the cost of operating and establishing nutrition
services. Area agencies implement this program by making awards to community
service providers for congregate as well as home-delivered nutrition services.

In fiscal year-1981, a total of $624,148,000 was appropriated for the title IIT
program. Approximately $251.5 million was allocated to support title IIT-B social
services and senior center activities, $295 million for title ITI-C congregate nutri-
tion services, and $55 million for title 1II-C home-delivered nutrition services.

In addition to their titles III-B and III-C service responsibilities, the Older
Americans Act charges the State and area agencies on aging to serve as effective’
and visible advocates for older persons at the State and loeal community levels.
The agencies perform this function by reviewing and commenting on State and
community policies and programs as they relate to the needs of older persons,
through the coordination of the activities of other agencies as they relate to the
purpose of the act, and by drawing down additional resources from other State
and community agencies and organizations.
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B. STATE AGENCIES ON AGING

There are 57 States and other jurisdictions receiving support under title III of
the Older Americans Act, as amended. All States and justifications have approved
3-year plans as required by the. 1978 amendments to the act. :

State agencies are organizationally located in State governments either as inde-
pendent agencies reporting directly to the Governor, or as parts of large human
services-agencies. In fiscal year 1981, there was a total of 1,800 persons on the
staff of State agencies, including 162 older persons. States have established a
total of 683 planning and service areas throughout the Nation. In fiscal year 1981,
States awarded 670 grants to area agencies on aging in the planning and service
areas. Thirteen States function as single PSA’s.

In fiscal year 1981, States-spent an estimated $22,675,000 of title II1 funds for
administrative and other activities. State agencies also obtained an additional
$12,209,000 in matching costs from other sources.

States used approximately $4.9 million of title III-B funds to establish and
maintain long-term care ombudsman programs as required by the 1978 amend-
ments. These amendments required States to spend 1 percent or $20,000 (which-
ever is greater) of title III-B funds for these programs. Through the ombudsman
programs States have addressed such issues as nursing home regulations, abuse
of residents’ funds, medicaid discrimination, and restrictions on access to nursing
homes by members of the community. State agencies reported in fiscal year 1981,
that the important issue of access to nursing homes has generally been secured
through the passage of ombudsman enabling legislation or through amendments
to State health department licensure regulations.

In addition to their major responsibilities regarding State plan development,
the designation of planning and service areas, and the funding of area agencies
on aging, State agencies on aging initiate collaborative efforts with other State
agencies for system development and coordination of services, initiate proposals
for State legislative change to improve the lives of older persons, seek to generate
nontitle III resources to carry out the purposes of the Older Americans Act in
their State, actively participate in State planning and policy formulation, and
implement administrative changes for more effective and efficient management.
State agencies have reported a variety of statewide activities and achievements
in these areas during fiscal year 1981. A summary of selected examples of these
activities and achievements is presented below.

Lé’gma_tive I_m,pibvementa

During fiscal year 1981, State agencies on aging actively influenced many
State legislative improvements that benefit the older population. The. Rhode
TIsland legislature passed two new bills addressing the needs of its older popula-
tion. House bill 5717 provides $250,000 of State money for an in-home service
program for “grey-area” low-income persons who are not eligible for assistance
from other programs. Senate bill 305 mandates all persons to report the incidence
of elder abuse to the Rhode Island Department of Elder Affairs, which in turn
is required to investigate immediately these reports of abuse.

The New Hampshire State Legislature passed three riew laws which (a) reduce
the eligibility age for the State discount program from 85 to 60, (b) provide a
bill of rights for nursing home patients, and.(c) require pharmacists to dispense
nonbrand name drugs unless a physician specifically prescribes in writing a brand
name medication. . o .

During fiscal year 1981, Towa passed a resident bill of rights for older persons
institutionalized in health care facilities. Nebraska passed four new bills which
(a) allow school buses.to be used for senior transportation, (b) provide for
State income tax credit equal to 50 percent of the elderly tax credit allowable
under Federal income tax law, (¢) provide financial assistance of $300 per month
for a family or disabled person living independently whose gross income does not
exceed the median family income for a familv of four in Nebraska, and (4)
exempt small transportation systems from public transportation system rules
so that nonprofit organizations may receive State assistance directly rather than

-through local political subdivisions. .

California passed six new pieces of legislation which:

—Establish a durable power of attorney—this protects the elderly, since in. the
past the power of attorney lasted for 1 year only. For protection, the durable
power of attorney can be revoked any time. )

~ —Extend the provinces of the small claims court to provide adivsers for liti-
gants. These advisers are law students from the senior law center.
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—Require the Department of Insurance to write medi-gap (insurance over
medicare) regulations to come into compliance with Federal law. This will
help the elderly against being sold unnecessary insurance.

—Allow that another small unit may be constructed on property usually zoned
for a smgle housing unit, if this unit is occupied by a senior person (60-4).

—Set up pilot projects where elderly will share housing with other seniors, or
with other families,

—Set up a st_atewide system whereby all funds which are held by attorneys
?or their clients. during litigation, will be in one. interest bearing fund. The
interest will serve to fund legal centers for low income and especially senior
persons. It is estimated that the interest would be approximately $500,000
per year.

w l:li‘(]:ll?-Texas State Legislature Dassed five new bills during fiscal year 1981

—Elevate the Texas State Agency on Aging to departmental status known as
the Texas Department on Aging.

—Transfer the administration of adult protective services from the Texas
Department of Human Resources to the Texas Department of Aging. This
bill also granted legislative access to adult protective services worker to
unlicensed and licensed facilities and private residences in the State, to
investigate abuse cases, age 65 and over.

—Increase the penalty from a class C to a class A misdemeanor and in certain
instances to a felony thus resulting in increased penalties for crime com-
mitted against the elderly. ) )

—Require any day care facility for the elderly, including retirement villages,
‘to' submit an annual report to the Department of Human Resources so that
the safety of the facilities can be monitored. .

—Provide State sales tax exemptions on items sold for senior citizens
fundraising. S

Through the efforts of the Maryland Office on Aging a bond program has been

- initiated which encourages the conversion of public buildings to multipurpose
senior centers which to this date has led to over $1 million being allocated for
these conversions. The State has passed a number of tax initiatives resulting in
lower income and property tax. During the last legislative session, the State
created a mechanism which will permit the establishment and regulation of life-
care communities.

". During fiscal year 1981, the Pennsylvania Department of Aging called for legis-
lation requiring continuing care providers to register with the State before enter-
ing into an agreement with clients. Continuing care or life-care facilities provide
a home or apartment and services to older persons in exchange for substantial
entrance fees paid when a resident occupies a unit, plus monthly maintenance
fees. 'There are some 20 continuing care facilities in Pennsylvania, serving
‘approximately 10,000 older persons. Legislation is currently pending.

The Maine Legislature funded at a level of $1.25 million, a program of in-home
and community services to the elderly and disabled for the purpose of preventing
inappropriate institutionalization. The same legislature also passed bills to fund
additional adult protective service workers who will deal with the statewide
elderly abuse problem ; and funding for one additional nursing home ombudsman
who will investigate complaints made by or on behalf of nursing and boarding
home residents.

The Vermont Legislature in 1981, passed an amendment to the State employ-
ment statutes eliminating mandatory retirement and adding age and handicap-
ping conditions as reasons for protectinng persons from nondiscrimination in
employment. The State Legislature also amended the unemployment statute to
allow 50 cents per dollar offset to social security recipients eligible for unemploy-
ment insurance. This means that one-half of the income received from social
security will be disregarded in figuring unemployment compensation.

New York State passed several legislative initiatives during fiscal year 1981:

—Under New York State’s real property tax credit, or “circuit breaker,” home-
owners and renters aged 65 or older with incomes up to $12,000 (increases to
$16,000 for 1982 taxes) are eligible for property tax relief in the.form of a
refundable income tax credit; or a direct rebate if no income tax is payable,
of up to a maximum of $200 per household. for elderly persons with incomes
of $7,200 or less (increases to $9,200 for 1982). - . L

—A. full passthrough of the Federal SSI cost-of-living increase to recipients
became effective July 1, 1981.
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—On the county level, elimination of the final 1- percent county sales tax on
home heating fuels became effective September 1981.

~—REffective January 1, 1982, all pension income up to $20000 will be excluded
from State income tax llablhty for qualified persons.

New Jersey Legislation passed in July 1981, restricts the evictions of certain
senior citizens from residential dwellings when these buildings or mobile home
parks are converted to a condominium or cooperative. The “Tenancy Protection
Act” grants 40 years tenancy protection for disabled and people 62 years and
older as long as they lived in their apartments for 2 years prior to conversion and
meet income eligibility criteria.

The Louisiana State Legislature durmg fiscal year 1981 enacted laws which
achieve the following :

—Persons 62 years of age or older are exempt from the payment of an admis-
sion charge to any State park in Eouisiana; such older persons are also
entitled to a reduction in the fee charged for camping privileges.

—Identification cards are to be provided without cost to residents of Louisiana
who are 65 years of age or older.

—Elderly, physically handlcapped or mentally handlcapped persons are to be
given priority, when possible, in the delivery of nonemergency health care
services in hospitals owned and/or operated by hospital districts, and in hos-
pitals which receive any financial assistance from the State.

—A $1.5 million appropriation bill for the State’s nutrition program earmarks
$40,000 for assessing the needs of older persons. An appropriations bill for
area agencies on aging increases the $850,000 discretionary fund for services
to older persons by an additional $227,000.

* A bill of rights for nursing home patients was passed by the Georgia Assembly.
The bill protects patients against neglect, abuse, and exploitation. The North
Carolina General Assembly enacted a bill, governing the rights of residents in
State-defined domiciliary care homes. Persons living in noninstitutional settings,
outside of family settings, will have specific rights delineated and enforced.
Kentucky is reviewing legislation that will give tax breaks to families that take
care of their own members. In the area of consumer representation, South Caro-
lina passed a bill that provides for lay representation and election of nominees
for licensing boards, e.g., medical examiners, nurses, etc. In Florida, legislation
was passed that allows contributions in the State’s community care for the
elderly program, thereby increasing the financial resources of the program.

Wisconsin enacted a senior tax option program that gives homeowners aged
65 and older the option of postponing payment of the property tax on their home
until ownership of the home changes hands. The Ohio Legislature provided legal
immunity to parties who donate perishable foods to charitable/nonprofit com-
munity organizations such as congregate meals programs for the elderly. The
legislatude has also required that all drug, capsules, or tablets be coded to insure
proper identification. Finally, the legislature raised the general and family
estate tax exemption from $5,000 to $10,000 and allowed an : alternate evaluation
of farmland for estate tax purposes.

The Arkansas Legislature appropriated $3 milhon in State funds to support
the State’s comprehensive in-home services program. Arkansas Area Agencies
were approved by medicaid in January 1980, as providers of in-home services
and they currently receive approximately $7 million yearly in funds from all
sources for in-home services provided. The.Oklahoma legislature appropriated
$500,000 for the development of three long-term care channeling models in the
State.

Arizona completely revised its nursing home regulations during fiscal year 1981.
The major feature of the legislation is the establishment of a standardized
method for determination of patient acuity. A proposal being considered currently
by the legislature would bring a modlﬁed form of medicaid into the State for
the first time.

Hawaii's revised statutes charge the State ‘office on aging with the responsi—
bility of representing the interests of residents of long-term care facilities, in-
dividually and as a class, and with promoting improvements in the quality of
care received and the quality of life experienced by these residents.

In August 1981, a bill was passed by the Oregon State Legislature and signed
into law which established a State long-term care ombudsman program with
local designees and provided access to facilities. Legislation was also passed
granting residents of long-term care facilities or their legal guardians the right
to inspect their medical records.
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The New Mexico State Agency on Aging achieved significant results during
the 1981 New Mexico legislative session. The passage of the senior citizens capital
outlay bill appropriates $750,000 to the aging network to upgrade senior centers
in meeting fire and safety code regulations and to renovate and/or replace
transportation vehicles used for aging activities. The Crime Victims Reparation
Act was enacted into law, with an appropriation of $1,800,000 for the purpose of
protecting citizens of New Mexico from the impact of crime and to promote a
stronger criminal justice system. Senate Joint Memorial, State Board Appoint-
ments of Elderly, provides for proportional representation of elderly citizens on
State and local boards, commissions, and advisory groups.

Administrative Improvements

During fiscal year 1981, State agencies on aging engaged in a variety of activi-
ties for making improvements in their administrative capacity. Several examples
are presented below.

The Bureau of Mgine’s Elderly developed a client-oriented system for prioritiz-
ing and targeting critical services to older persons in order to improve the quality
and efficiency of service delivery in the State.

The New Jersey Division on Aging designed an evaluation instrument for use
in assessing area agencies on aging by measuring their capacity to develop and
administer their area plans and to be the focal point for the elderly in their
geographic planning areas.

During 1981, New Jersey State modified its PSST system (program summary
system tracking) to obtain more accurate information on a statewide basis to
inform how and what programs are being provided. In addition, they are prepar-
ing for the new 1982 legislature a handbook which describes all programs and
related statistics by legislative district.

In 1981, the Alaska State Legislature created the Alaska Commission on Aging
which is responsible for planning and administration of programs for the elderly.
The commission was made a part of the department of administration which
also administers the Alaska longevity bonus program, a program of payments to
elderly citizens who have resided in the State since statehood; and the Alaska
Pioneer Homes, a network of State-funded nursing homes and homes for the
aged. The consolidation of Older Americans Act programs and State-funded
programs for the elderly reflect Alaska’s continuing efforts to improve the admin-
istration of programs for the elderly. : .

The Ohio Commission on Aging is developing a management information sys-
tem for use by all area agencies in the State to standardize reporting activities.
The system will also incorporate statewide and local data bases describing the
demographic and health characteristics of older persons in Ohio.

The Illinois Department on Aging established a new division of administrative
compliance to develop and implement an administrative procedure review. This
review will examine the performance of area agencies and service providers with
regard to financial and program compliance issues. .

Washington’s State Unit on Aging, formerly known as the bureau of aging,
was expanded through reorganization of the State’s department of social and
health services and has become the bureau of aging and adult services. New pro-
grams added to the bureau are chore services, adult protective services, con-
gregate care facilities, adult family homes, community nurses, and residential
placement. The reorganization makes the bureau of aging and adult services
responsible for the administration of a comprehensive array of services to the
elderly and enhances coordination of aging programs. .

In Flordia, the State agency, in conjunction with the department of health
and rehabilitative services office, has revised the overall manual for fiscal man-
agement requirements for OAA recipients. The State unit on aging is also re-
alining its functional responsibilities in order to improve the administration
of aging and adult services programs,

In Arizona, the aging and adult administration developed a model program
and reporting system in response to the findings of the HHS auditors. As a
result of the system, Arizona now gets monthly expenditure and program in-
formation which is current, accurate, and complete. ’

Penngylvania’s Governor created a cabinet-level human resources committee
to coordinate the State’s administration of gocial programs and to prepare imple-
mentation plans for the block grant approach to funding social programs. An
executive order creating the human resources committee specified that it is de-
signed “to deal with human resources issues and projects which require inter-
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departmental action.” “Services for the elderly” was identified as a specific cate-
gory for block grants and the Pennsylvania Department of Aging was designated
as the lead agency to coordinate the program.

In fiscal year 1981, the Iowa Commission on Aging automated their manage-
ment information system for greater program effectiveness and control. The
computerized system receives, analyzes, and issues feedback management reports
to AAA’s that measure the AAA’s progress made during the year as correlated
with goals and objectives stated in the AAA area plan.

Planning and Coordination

During fiscal year 1981, State agencies were active in improving the planning
and coordination of services, service systems, and other resources on behalf of
older persons. The following are examples of these activities.

The New York State Office for the Aging represents the interests of older New
Yorkers on such major interagency policy forums as the health planning com-
mission, the crime control planning board, the rural affairs council, and the State
council on housing and community development.

The New York State office provides staff support on a continuing basis to vari-
ous State-level task forees, including the weatherization policy advisory com-
mittee, the State department of social services’ home heating task force, the
office of health systems management/PSRO acute care hospital backlog commit-
tee, and the Governor's health advisory council task force in informal supports.

The New York State office also has assisted in the development and imple-
mentation of the department of social services’ enriched housing program, the
department of state’s community development technical assistance program, the
State cnergy assistance program, and the Chautauqua County congregate hous-
ing demonstration program. :

Westchester County Office for the Aging, New York, developed a network of
planning area councils, made up of municipal officials and representatives from
clubs, centers, and agencies which deal with services and issues relevant to sen-
jors. The role of the planning area council, is to review data on assesSment of
needs, services, and priorities, to conduct local meetings on the findings, to de-
velop local recommendations for services, and to advocate for new services at

_the appropriate local level. .

Florida conducted a statewide team-building workshop that included the entire
aging network throughout the State. The objective was to.improve communica-
tion and working relationships among attendees in order to improve long-range
servica delivery.

In Mississippi, the State IRS and aging agencies have jointly developed a tax
counseling and form preparation assistance program for the elderly.

The Pennsylvania Department of Aging and the Department of Education
entered into an agreement to coordinate educational opportunities for the elderly.
The agreement calls for greater use of community educational facilities including
schoo! lunchrooms, recreational areas, and transportation systems to encourage
and help meet educational needs of senior citizens. The departments of aging and
education also will be working together to effect legislation to provide the elderly
with better access to educational facilities in their community.

The Washington Bureau of Aging and Adult Services is part of a planning
reform demonstration project (consolidated State plan) combining the plans for
nine State social-service agencies receiving funds through HHS grants. Coordi-
nated planning and administration of the separate but related services are
expected to result in improved delivery and reduced paperwork, as well as more
effective use of Federal and State funds.

The D.C. Office on Aging assisted the housing board of the National Caucus
and Center on Black Aged in developing service programs at NCBA’s new 175
elderly housing unit in downtown Washington. The State office has also assisted
in the management of several other elderly housing complexes in the planning of
social services and programs.

Program and Service System Development

State agencies on aging engaged in a variety of activities during fiscal year
1981 to enhance program and service system development and to obtain additional
State resources, and to provide information to older persons and the community
on the problems of the aging.

The Lincoln, Nebr., Area Agency on Aging and the Nebraska Commission on
Aging proceeded with the development of a 5-year community systems develop-
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ment project funded by the Robert Woods Johnson Foundation. The project has
a strong medical orientation and is focusing on hospital discharge planning. The
commission is also supporting the AoA-funded technical assistance group commu-
nity development project with the Beatrice, Nebr., AAA.

The Jowa Commission on ‘Aging and the Area VIII Agency on Aging in
Dubuque began development of a community service system in the Dubuque area.
The system will focus on individual assessment, case management, and coordina-
tion of existing services for affected clients. Technical assistance to the AAA is
provided by the commission and the University of Iowa Gerontology Project.

The Connecticut Department on Aging initiated in fiscal year 1981 the develop-
ment of a statewide elderly home care system when it requested the executive
director of Triage, Inc, to help create Connecticut Community Care, Inc. The
purpose of CCCI is to administer the State’s five home care projects. It is a pri-
vate nonprofit coordination, assessment, and monitoring agency whose board is’
composed of leading representatives of the aging network, private industry and
older citizens. .

The Michigan Office of Services to the Aging and the Public Health Depart-
ment’s Office of Substance Abuse jointly established five substance abuse finding
and treatment centers throughout the State. These centers serve the elderly by
helping them solve alcohol and drug abuse problems.

In Delaware, the State division on aging and other State officials coordinated
with the Nemours Foundation in the establishment of a health clinic which pro-
vides both dental and eyeglass service to low-income elderly. Three million
dollar will be spent on this program annually.

~ Vermont has undertaken two new programs in fiscal year 1981 funded by
ACTION. The Vermont Office on Aging is the grantee for a model rural senior
companion program with home-based orientation. The program serves 9 of the 13
counties of the State. The regional administrative functions are being provided
by three area agencies and three RSVP projects.

The Vermont Office on Aging is also the grantee for a VISTA project in which

three VISTA’s were placed in State job service offices to assist older persons in
finding employment. :

The State of Maryland initiated a number of jinnovative programs in fiscal
year 1981. The first of these is the sheltered housing program which provides
subsidized housing and some personal care services for those elderly no longer
capable of living alone.

- Under the public guardianship program the Maryland Office on Aging is ap-
pointed the guardian of last resort for medical and fiscal decisions.

Another major initiative in Maryland is the family support demonstration
project which provides cash supplements to families caring for their elderly
relatives. There are approximately 150 families enrolled in this project.

South Carolina began a “lifeline” project in fiscal year 1981. This is a personal
.emergency response system that-provides immediate 24-hour access to community
medical and social services at the press of a button attached to crisis telephone.

Kentucky, through volunteers, is developing a “share and care” program where
the elderly track domestic skills for such things as home repair.

North Carolina’s Division of Aging has developed a statewide program for
maintaining and improving the physical health of older adults. The anagram for
the program is “AHOY,” add health to our years.

The District of Columbia Office on Aging obtained funds in fiscal year 1981,
to purchase, renovate, and operate the Washington Center for Aging Services
which began admitting residents needing gkilled nursing care and intermediate
care in November 1980. The center will serve as the focal point of a long-term
care system, and brings into being a public/private partnership between the
District of Columbia Government and a consortium of four universities—
Georgetown, Howard, George Washington, and Catholic.

Arizona has developed a statewide system of ombudsman using adult protec-
tive services workers. APS workers have warrant authority to enter any premises
(residential or institutional) accompanied by a law enforcement official to in-
vestigate suspected instances of abuse and neglect.

With approximately $200,000 in Administration on Aging funds during fiscal
vear 1981, and State agency assistance, San Bernardino County Area Agency
on Aging generated $750,000 in local support. This was made possible by the
foundation of local regional councils on aging with nonprofit status which en-
hanced the community’s ability to attract resources from local groups that wished
to make tax deductible donations to senior programs. Donations have been ob-
tained from local businesses such as savings and loan associations and super-
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markets to support senior center renovation, transportation, and a discount food -
purchasing program. '

In Tennessee, the private bar association, in conjunction with a title IIT
funded legal services program, established a pro-bono panel to provide legal
services as a result of a cutback in the Legal Services Corporation funds. Each
attorney on the panel has agreed to accept up to three cases per year of elderly
clients. L :

The Pennsylvania Department of Aging received a $25,000 grant in fiscal year
1981 from the Sun Co., Radnor, Pa., to fund a series of six public television pro-
grams on aging topics and to pav the expenses of some older persons attending
the Pennsylvania White House Conference on Aging which was held in March
1981, The shows were aired by four of Pennsylvania’s seven public broadcasting
stations and covered a variety of topics including transportation and the rural
elderly ; prescription drugs and quackery: fraud . special problems of being old,
poor, and black; housing; and the role religion plays in the lives of older persons.

The department of aging also implemented a plan to improve employment op-
portunities for older Pennsylvanians. The program is entitled “Project Harvest”
(hiring the aging reaps vitality, experience. stability, and talent). The harvest
theme was chosen to emphasize the point that mature citizens are a rich resource
which society must learn to utilize fully rather than discard prematurely. The
program is aimed at improving the quality of life for the 1.5 million Pennsyl-
vanians of retirement age by offering better and more diversified opportunities
for meaningful employment and improving preparation for those who choose to
retire. .

Older riders on the Metropolitan Boston Transportation System can now take
advantage of a special free fare program between 9:30 a.m. and 4:00 p.m. The
fare at all other times is one-half the regular fare. The free fare is in effect on
all bus, subway. and commuter trains. It was developed through the cooperative
efforts of the Governor, DEA, and the Secretary of Transportation. ]

In fiscal year 1981, the Massachusetts State Legislature allotted an additional
$£17 million for the low-income home energy assistance program. Assistance de-
pends on income and the type of heating fuel used. The program also includes
low-cost energy conservation services. ’

The advisory committee on elder occupational education and training was
established in April 1981. It is comprised of members from the private and public
sector. Tts purpose is to identifv job market needs and to focus on the education
and training required for identified opportunities.

Massachusetts appropriated $2 million of State funds for an elderly nutrition
program which is operated in conjunction with the title ITI-C nutrition program.

C. AREA AGENCIES ON AGING

In fiscal year 1981, there were 670 area agencies on aging operating under
title ITI of the Older Americans Act as compared to 602 agencies in fiscal year
1980. An area agency on aging may be a public or private body, an Indian tribe,
or a sub-State regional body. Area agencies have the major responsibility for
the administration of funds for title ITI-B social services, and title ITT-C nutri-
tion services. Area agencies receive their funds from the State agency on aging
and award grants and contracts to local social and nutrition service providers
under an approved area plan. Area agencies are responsible for providing tech-
nical assistance and monitoring the effectiveness and efficiency of the service
providers they fund. Through their additional functions of coordination and
planning, these agencies serve as the focal point for the concerns of older persons
at the community level throughout their planning and service areas. Area agen-
cies interact with other local public and private agencles and organizations in
order to coordinate their activities and draw down additional resources to be
used on behalf of the older population.

In fiscal year 1981, there was a total of 9,400 persons on the staffs of area
agencies. including 2,350 older persons. The staffs are augmented by approxi-
mately 37,000 volunteers through the Nation.

Area agencies received an estimated total of $580,990,400 of title ITI funds
during fiscal year 1981. Approximately $35.5 million were spent for administrative
purposes. Area agencies tapped other community sources for an estimated $2686,
500,000 to augment the title ITI funding.

Area agencies spent approximately $222,790,000 for title JII-B services dur-
ing fiscal year 1981. Area agencies were required by the 1978 amendments to
spend at least 50 percent of their title IIT services funds for access, in-home
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and legal services. In fiscal year 1981 agencies spent an estimated $91,344,064
on such access services as transportation, escort, outreach, and information and
referral. In-home services such as homemaker and home health aid, visiting and
telephone reassurance, and chore maintenance were supported with approxi-
mately $42,301,170. Area agencies spent an estimated $13,367,244 to provide legal
services for older persons. An estimated $75,777,336 supported other community
and neighborhood services such as residential repair, alteration, and renovation
of facilities to serve as multipurpose senior centers, health services, physical fit-
ness program, and preretirement and second career counseling services. The
total number of older persons served in fiscal year 1981 by these services is esti-
mated at 9 million persons. This includes approximately 1,710,000 minority (19
percent), and 5,670,000 (63 percent) low-income older persons.

Area agencies on aging spent an estimated total of $322,700,000 for title III-C
nutrition services in fiscal year 1981. Approximately $258,160,000 supported the
congregate nutrition programs, and $64,540,000 were spent for the home-delivered
nutrition services. The nutrition services programs served an estimated 175 mil-
lion meals during fiscal year 1981, at an average cost of $3.05 per meal, to ap-
proximately 3 million older -persons. This included an estimated 1,920,000 low
income, and 810,000 minority older persons. Title III-C nutrition services were
provided by approximately 1,200 nutrition projects at 13,000 established nutrition
sites throughout the country.

SEctioN III. TiTLE VI GRANTS TOo INDIAN TRIBES

In fiscal year 1981, the Administration on Aging continued the title VI pro-
gram authorized by the Older Americans Act, as amended. AoA initiated this
program in fiscal year 1980. The purpose of this title is to promote the delivery
of social services, including nutritional services for Indians that are comparable
to services provided under title III by State and area agencies on aging. The
title VI program allows Indian tribes to apply to the Administration on Aging for
direct Federal funding. AoA works closely with the Administration for Native
Americans to coordinate the activities and provision of social services to Indian
by other Federal agencies. ’

There are four categories of services mandated under title VI of the Older
Americans Act. Nutrition services either in a congregate setting or as home-deli-
vered meals must be provided which meet the religious and cultural dietary needs
of Indians age 60 or over. Legal services must be provided by organizations which
can insure that Indians whose language is other than English have access to legal
counsel when the need arises. Grants under title VI require the establishment of
information and referral services designed to provide information to older
Indians on the available services to meet their special needs and to provide the
necessary assistance to them so that they can take full advantage of those
services and opportunities. ’

Finally, if there is a long-term care facility in the service area that is subject
to the jurisdiction of the tribe, the tribal organizations receiving title VI grants
must establish a viable ombudsman program with the capacity to investigate and
regolve problems and complaints by older Indians residing in long-term care
facilities, and to provide information both to the tribal organizations and the
Commissioner on Aging about the problems of Indians residing in such facilities.
Title VI funds may also be used for other services necessary for the well-being
of older Indians, including water services, road clearing, fuel, temporary shelter,
and the construction, alteration, or renovation of facilities to be used as multi-
purpose Indian senior centers. Funds may be used for staffing such centers as
well. -

In fiscal year 1981, 84 Indian tribal organizations continued to receive a to'tal
of $6 million under title VI, serving an estimated 15,902 older Indians. Du}’lng
this fiscal year, AoA developed and implemented a system for program mongtqr-
ing and financial reporting that parallels that used in title III. AoA also adminis-
tered a contract funded under its title IV-A education and training.program to
provide training and technical assistance to the 84 tribal organizations for the
administration of their grants.

SEcTION IV. A0A DISCRETIONARY PROGRAMS
INTRODUCTION

Title IV of the Older Americans Act, as amended authorizes a program of
discretionary grants and contracts to support training and education, research,

89-645'0 - 82 - 4
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and demonstration project activities. The purpose of these activities i
thq necessary knowledge and information base to assist the Adminli’ssttxt‘)a(zg;;3 lgg
Agm.g and the State and area agencies on aging to carry out the provisions and
requirements. and achieve- the goals and objectives of the act. 'This section
describes the AoA funding activities during fiscal year 1981 for title IV, part A—
education and training, part B—research, part C—discretionary pr(;jects and
programs (or model projects), and part E—multipurpose centers of gerontology.
This section also includes a description of the activity regarding the major long-
term care initiatives undertaken by AoA in fiscal year 1981, as well as the pro-
gram evaluation efforts undertaken as authorized under title IT of the Older
Americans Act, as amended. o

Ip fiscal year 1981, there were $40,800,000 appropriated for the conduct of
activities under title IV, $6,654,614 for long-term care, and $309,550 for
evaluation. )

A. TITLE IV—A EDUCATION AND TRAINING PROGRAMS '

Title IV-A of the Older Americans Act authorizes the award of grants or con--
tracts to support a variety of education and training programs for persons who
are employed or are preparing for employment in the field of aging. The Adminis-
tration on Aging spent a total of $13,909,821 on education and training in fiscal
year 1981. These funds were used to support projects in seven distinet programs:

-—National continuing education and training programs.

—National conference program. .

—Reglonal education and training program.

—State education and training program.

—Qerontology career preparation program.

-—Minority research associate program.

—Minority intern program. )

Only one new project, the minority intern program, was initiated in fiscal year
1981 in the amount of $349,946. :

The rest of the projects receiving awards were to continue efforts begun in pre-

- vious years. A brief description of each program is presented below. ]

National Continuing Education and Training Program.—This is a multiyear
national training and technical assistance program designed to improve the capac-
ity of State and area agency staff: Training projects funded under this program
emphasize improvement of services provided through .Older Americans Act.
Twelve projects received continuation funding under this program in fiscal year -
1981.

National Conference Program.—This program supports workshops, symposia,
and conferences for the development and dissemination of information consider-
ing the social, economic, political, scientific, and technological policies relating to
aging issues. Participants generally include policymakers, business and labor
leaders, scientists, educators, service providers, and practitioners. AoA made 10
awards under this program in fiscal year 1981 to continue previously funded

rojects. ’
P Igegiomll Education and Training Program.—The purpose of the awards made
under this program is to assist in the planning and provision of training, tech-
nical assistance, and conference activities in a coordinated way among State anfl
area agencies on aging, service providers, and higher education institutions. P'IOJ-
ects supported under this program are designed to bring together representatives
of these groups to promote training and education activities around common
interest areas and to meet common regional needs, to develop inventories of edu-
cation and training resources in a region, to act as a regional clearing-house for
disseminating education, training, and technical assistance materials in the field
of aging, and to assess regional education and training negds pf current'pel_'sgnnel
in State nad area agencies, local service provider organizations, and' individual
practitioners gerving older persons. Each of the 10 A0A regions receive support
nder this program. )

" ;(Sltate E;ucgtion and Training Program.—This program avyards tl_tle IV-A
funds to State agencies on aging to support training and technical ass1stance.to
improve the knowledge, skills, and performance of State, area agency, and service
provider staff, and to promote inter- and intra-State activities which byxng to-
gether the resources of agencies and organizations concerned with edt_lcat.lon and
training in the field of aging. AoA continued support of State agencies 1n fiscal
year 1981. ]

Gerontology Career Preparation Program.—This program supports the_a devel-
opment and implementation of long-term’ specialized training programs in post-
secondary educational institutions. Funds awarded under this program support
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universitywide projects, graduate and professional school programs, 2- and 4-year
undergraduate projects and consortia prOJects Righty awards were made in
fiscal year 1981 to continue projects funded in prior years.

Minority Research Associate Program.—The purpose of this program is to
strengthen the participation of minority postdoctoral scientists and faculty in
the field of aging and service-related research. AoA refunded five institutions
of higher education in fiscal year 1981 to continue this program.

Minority Intern Program.—The purpose of this program is to increase recrmt-
ment, training, and placement of minorlty individuals in order to enhance the
number of qualified minority personnel in the field of aging. In fiscal year 1981,
AoA awarded funds to initiate the National Center and Caucus on Black Aged
the project under this program. The purpose of this award ($349 976) is to
recruit and place minority interns in State and area agencies on aging for train-
ing in administrative positions. In fiscal year 1981, these funds provided intern-
ships for 23 minority professionals in eight State agencies and 15 area agencies.

B. TITLE IV-B, RESEARCH AND DEVELOPMENT

Title IV-B, research and development authorizes funds to study the patterns
and living conditions of older persons, to develop or demonstrate new methods
for coordinating services, and to collect and disseminate research findings and
related information for application in the field of aging. The Administration on
Aging’s research program has as its primary focus the generation of knowledge
and information for policymakers, program managers, and practitioners. In fiscal
year 1981, a total of $3,563,783 was available to support research projects. AoA
used $2,830,448 to continue 24 projects funded in prior years, and $569,631 to
initiate 9 new projects.

Fiscal Year 1981 Continuation Projects

Previously funded projects which received continuing support in fiscal year
1981 encompass the following topical areas:

Health Care, Social and Community-Based Services.—Projects in this area
emphasize the improvement of the quality and the effectiveness of the delivery
of health and social services to older persons. Issues addressed by projects in
this area include the demand and use of health and social services, eligibility
-and administrative policies that affect accessibility, quality, delivery, and coordi-
nation of services, and the impact of legislation on health care and social services
for older persons.

Older People, Families and the Community.—Projects in this area focus on
developing information concerning the characteristics and needs of older persons,
and the way needs are met through family, neighbors, community groups such as
churches and synagogues, and other informal support systems. Projects in this
area emphasize the development of self-help approaches for addressing the prob-
lems of older persons.

Employment, Retirement, and Income. —PrOJects in this area focus on issues
concerned with full participation of older persons in the labor force, involuntary
retirement, the transition from work to retirement, and problems encountered
by older persons in obtaining employment. Projects also focus on attitudes and
behavior of older persons and the consequences of organizational practices and
statutory provisions relating to work, retirement, and income.

Housing and Living Arrangements.—Projects in this area are concerned with
developing information on the housing and living arrangement needs of older
persons. Projects emphasize such issues as the effect of community revitalization
efforts on older persons, the impact of policies regarding housing choices of older
persons, and the changing charactenstlcs of retirement communities and effects
on the older population.

Special Projects.—In addition to research in the above categories, AoA has
supported special projects to improve the planning and utilization of research
activities, such as research conferences and workshops.

Fiscal Year 1981 New Projects

In fiscal year 1981, AoA developed its research activity to encourage the syn-
thesis of existing information in aging related to the following three broad
themes :
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The Impact of Aging on Society~—This theme investigates the impact of demo-
graphic changes, as well as changes in social institutions, values and societal
conditions for addressing -individual and group needs through public policy
approaches. .

The Elderly as a Resource.—This theme is concerned with determining ways in
which older persons can serve as providers of formal and informal support for
their own peers, and for younger persons, and in other ways act as economic
and social resources within society.

Services to Facilitate the Well-Being of Older Persons.—This theme is con-
cerned with developing knowledge that will provide practitioners with a range
of options and strategies for the more effective and efficient use of existing re-
sources in the provision of needed services for older persons. It also supports
projects which focus on ways in which various services can be linked and in-
tegrated in such a manner as to improve the cost/effect ratio as well as assuring
that comprehensive, coordinated service systems are available.

The AoA research projects initiated in fiscal year 1981 focus on a variety of
issues concerning: Work and retirement among black women ; need and service
demands of minority older populations; variations among minority populations
in approaches to solving problems; the impact of female labor force participa-
tion on the care of chronically ill and impaired older persons; environmental
hazards and the incidents of accidents among older persons: types of social serv-
ices required to achieve successful home care results; the development of urban
models for the coordination of services; option for a national tax policy to en-
courage the care of older persons by families and friends in noninstitutional
settings; and private pension plan coverage among black and Hispanic workers.

C. TiTLE 1V-C DISCRETIONARY PROJECTS AND PROGRAMS

Title IV-C authorizes the award of grants or contracts to support model proj-
ects which demonstrate methods to improve or expand social services or nutrition
services, or in other ways promote the well-being and independence of older per-
sons. The program seeks to test and demonstrate new mechanisms, systems. or
approaches for providing and delivering services that can be used promptly, effec-
tively, and efficiently. The program also seeks to improve the coordination and
quality of social and other services for older persons, and to facilitate the ex- -
change of information to stimulate improved approaches, and to assist in the.
national use of project findings. AoA spent a total of $10,049,933 in fiscal year
1981 to support new demonstration projects, and to continue projects funded in
prior years.

Fiscal Year 1981 New Projects

In fisecal year 1981, AoA awarded funds to initiate projects in five areas of
priority emphasizing capacity building efforts among State and area agencies on
aging and service providers in areas critical to the functioning of older persons.
AoA spent a total of $1,819,142 for these new awards in the following categories :

Dissemination and Utilization—Fiscal year 1981 awards were made to demon- .

- strate methods for disseminating and utilizing current knowledge and best prac-
tices. Two projects were funded to collect, synthesize, and organize available data
from projeets funded within the past 5 years concerning informal supports, and
to develop model information and referral systems.

Management—In fiscal year 1978 AoA initiated an effort to strengthen the
capacities of the State and area agencies on aging in the areas of information
management and organizational capability. In fiscal year 1981 AoA continued this
effort by funding five new demonstration projects concerned with building infor-
mation management systems, and data collection and reporting systems. Another
new award was made to improve the organizational capacity of area agencies on
aging by examining and isolating those factors associated with their institutional
strengthens and weaknesses.

Employment.—In fiscal year 1981, AoA made two new awards to identify and
develop employment opportunities for older persons. One project is developing
and demonstrating a model for smail business employer education which concen-
trates on the value of the older worker as a unique labor resource. The other
project is designed to encourage collaboration among business and industry,
labor, education, and government in the development of a plan of action for pro-
moting employment opportunities for older workers. )

Mental Health.—One new project was funded in fiscal year 1981 to improve the
quality of mental health services delivered to older persons. This priority area
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focuses on the development of effective collaboration among members of the aging
network and State and community mental health agencies. The purpose of the
fiscal year 1981 award is to facilitate the ability of State policymakers and offi-
cials to coordinate their planning, to affect health systems to be more responsive
to the special needs of older pérsons. ’

Public Policy Options.—In fiscal year 1981, AoA initiated a new priority area
designed to define and develop public policy options as alternative approaches to
responding to social and individual problems and needs. AoA made six new
awards in fiscal year 1981 which address increasing State and area agencies on
aging capacity to develop and implement public policy options, developing and
strengthening church-based mutual support networks for black elderly, the hos-
pital’s role in providing services for older persons, and improving the planning
formula used for targeting resources to older persons in greatest economic or
social need.

Fiscal Year 1981 Continuation Projects

In fiscal year 1981, AoA spent '$5,875,038 to continue support for 30 projects
funded in previous years under the following categories:

National Aging Organizations.—Projects in this category are designed to pro-
mote a better partnership between AoA, national aging organizations, and the
aging network to improve capacity to plan for and deliver services to underserved
older persons. Ten organizations received continued support in fiscal year 1981—
four which represent minority populations exclusively, and six which represent
the older population in general. -

State Data Reporting Systems.—Projects in this area foster the development
of State systems for improving data collection, storage, reporting, and computer-
ization. Five awards were made in fiscal year 1981 to continue projects funded in
previous years. :

Services in Rural Areas.—In fiscal year 1981, AoA continued support for five
projects in this area. These are designed to demonstrate models for effective link-
ages, joint planning, and coordination with other lecal institutions, and organiza-
tions. Projects show how a rural area agency on aging can perform a catalytic
role in the community and how those agencies can obtain commitment and sup-
port to carry out enhanced activities with public and private organizations and
agencies.

gElderly Abuse.—Projects in this area are concerned with determining the ex-
tent of elderly abuse, the mechanisms for treatment and prevention and explor-
ing ways in which traditional protective services can be enhanced and coordinated
with other social services in order to provide services for all elderly who are at
risk of being abused. AoA continued three projects in fiscal year 1981 which
address these issues. .

Services to Minorities.—Projects funded in this area focus on the capacity of
area agencies to serve minority older populations. They are designed to improve
the appropriateness of services for minorities and to eliminate barriers between
service providers and clients. AoA supported four projects in fiscal year 1981
which address these issues.

Enhancement of Services to Migrants, Refugees, and Immigranis—The pur-
pose of projects funded in this area is to enhance the quality of services delivered
to older migrant, refugee, immigrant, and asylee populations by area agencies
located in PSA’s with a high incidence of such populations. Two projects con-
tinued to receive support in fiscal year 1981.

Hispanic Access to Services—Four projects received AoA funding in fiscal
year 1981 in keeping with an Office of Human Development Services initiative
aimed at improving access for Hispanic older persons to HDS funded services.
Four specific issues are addressed by these projects—employment, information
and.referral, training, and economic and resource development.

D. TITLE IV-E MULTIDISCIPLINABY CENTER8 OF GERONTOLOGY

In fiscal year 1981, the Administration on Aging continued to support six
national aging policy centers which were originally funded in fiscal year 1980.
The purpose of these centers is to engage in policy analysis and policy research
directed toward major policy issues in the field of aging. AoA spent a total of
$1,249,244 in fiscal year 1981 to support the six centers.

The policy centers engage in multidiscip'inary activities designed toward knowl-
edge building and application, manpower development, and the development of
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educational program materials within each center’s specified issue area. The six
issue areas addressed by these centers are as follows ; .

The Policy Center on Income Maintenance is located at Brandeis University.
Some of the major issues addressed by this center include the adequacy of in-
flation adjustment in pensions, the economic deprivation of older women, the
implications of disability policy for older age, and the impact of changes in social
security policy on retirement income. :

The Policy Center on Education, Leisure and Continuing Opportunities for
Older People is located at the National Council on Aging. This center is address-
ing the fundamental policy question of how America’s expanding population of
older persons can be mobilized as a growing national resource rather than
perceived as a problem and burden in society. Some of the policy-related issues
in this area include the educational system and the aging society, voluntary
action and older adults, and leisure, culture and lifespan development.

The Health Policy Study Center is located at the University of California,
San Francisco. Policy issues concerning health include the value of exercise for
older persons, nutrition education, State adjustments in medicaid and title XX
programs, and State policy influences on residential care facility supply.

The Policy Center on Women and Aging is located at the University of Mary-
land. This center focuses its attention on issues deriving from the changing
demographic and socioeconomic status of older women in American society.

The Policy Center on Housing and Living Arrangements for Older Americans
is located at the University of Michigan. This center addresses the housing needs
of the older population, alternative housing forms, and the availability of private
sector resources as they pertain to adequate living arrangements for older
persons. . .

The Policy Center on Employment and Retirement is located at the University
of Southern California. Issues addressed at this center include the future struec-
ture of employment opportunities for older persons, employer costs in the devel-
opment of policies to extend work-life for older persons, and the negative versus
the positive incentives for later retirement.

E. LONG-TERM CARE

AoA’s long-term care program initiatives derive their authorization from title
IT, section 202(b) which assigns to the Administration on Aging the responsi-
bility to develop planning linkages with health systems agencies, and to partici-
pate in departmental and interdepartmental activities which concern issues of
institutional and noninstitutional long-term health care services development.
The 1978 amendments to the act give additional impetus to the expansion of
AoA’s long-term care activities under title TIT, sections 301(a) (3) and 307( 12)
(A), and title IV sections 404(a), 441 and 442. In fiscal year 1981 AoA spent
a total of $6,654,614 to initiate new projects and continue projects funded in
prior years in long-term care. ’

The long-term care program initiatives of AoA support the improvement of
policies, programs, and systems which enhance the opportunity for functionally
impaired older persons to secure and maintain maximum independence and self-
sufficiency. The mission addresses basie goals of the Department—to serve those
most in need—as well as the goals of AoA—to insure that services or other
appropriate assistance is available to those persons in need.

The purpose of the long-term care initiatives is to develop more effective and
less costly solutions for probléems resulting from a rapidly increasing functionally
impaired older population and escalating costs for health care, personal care and
social services which currently already exceed the means of public resources.

. These initiatives support the title TIT program of State and area agencies in
planning, coordinating. and managing service approaches to the problems of the
most vulnerable of the elderly. N

The long-term care initiatives address three interrelated ohjectives: Policy
and program development, knowledge building. and capaecity building.

' The objective of policy and program development defines activities related to
knowledge building and increasing the capacity of State and area agencies. The
objective of knowledge building supports activities related to policy and program
development as wel' as information dissemination and technical assistance to the
network. The objective of capacity building defines a set of activities directed
to meeting information and technical assistance needs.

- The Administration on Aging’s long-term care activities are organized under
the following five program components, :
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Long-Term Care Policy Analysis and Disgsemination

One set of activities is the review and analysis of long-term care policies and
the dissemination of knowledge concerning these policies. Under a cooperative
agreement, the National Conference on Social Welfare and its subcontractor, the
Center for the Study of Social Policy, is responsible to AoA for developing and
communicating knowledge about long-term care policies to State and local agen-
cies and other selected audiences. The project spans October 1, 1980 to March 31,
1982, and is budgeted at $340,000.

National Long-Term Care Initiative

This departmental initiative, which directly involves ASPE/HCFA/AoA, is
aimed at developing a knowledge base drawn from research studies and demon-
stration projects as a basis for policy and program development and capacity
building at the State and local levels. It is comprised of the following inter-
related components:

(1) Long-Term Care Date Base: (a) analysis and synthesis of existing LTC
data; (b) development of methodologies for carrying out future national surveys
to determine the incidence and extent of functional impairment among adults,
and need, demand, and utiliation of health care, personal care and social services.

(2) System Developments: Development of a LTC planning structure at the
State level and of a L'TC plan based on assessment of needs and resoureces.

(3) Channeling Demonstration: Development of organization structures and
operating procedures at the community level to match resources with identified
needs, provide technical assistance in the implementation of the demonstrations,
and evaluation of process and outcome. '

AoA supported this initiative with $9.3 million in fiscal year 1980 and with
$4 million in fiscal year 1981.

Long-Term Care Gerontology Centers

By mobilizing the resources of the universities and collaboration with com-
munity-based public and private sector agencies the following programmatic
activities are undertaken : .

(1) Development and evaluation of models of eare on a continuum of need.

(2) Déevelopment of professional and paraprofessional staff for the delivery of
health care, personal care and services through career and continued education
and training.

(3) Development of policy, applied and clinical research to improve conditions
for the functionally impaired elderly.

(4) Information dissemination and technical assistance to State and local pub-
lic and private agencies.

Through directed interdisciplinary as well as disciplinary research, education
service activities involving a range of expertise represented by university faculty
and agency planners, managers and practitioners, these centers will develop a
critical mass to assist their local community, State, and region in developing and
implementing more cost effective and efficient LTC policies, programs and systems.

In fiscal year 1980, five centers were established with awards totaling $2.125
million. In fiscal year 1981, four additional centers were established with awards
in the amount of $1.7 million. :

Geriatric Fellowships

To develop a faculty capability for orienting medical students to geriatrics and
gerontology, AoA has made awards to six institutions for each to support two
fellows for a period of 2 years over a 3-year period.

In fiscal year 198C, AoA supported this program with $585.000; the next sched-
uled funding is in fiseal year 1982 at an estimated level of $465,000.

Demonstrations

A major thrust of AoA’s long-term care activities is to develop community
planning and service capacities to meet the needs of chronically ill ahq funct‘iqn-
ally impaired older people. The AoA/HSA demonstration projects which utilize
primary heatlh care facilities as model service delivery points for vulnerable
older persons, and the long-term care model projects which demonstrate thg effec-
tiveness of services ranging along a continuum of care, are major efforts directed
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to this objective. Fiscal year 1980 project costs were $2,616,000. In fiscal year
1981, these demonstrations were supported in the amount of $1,512,000.

F. EVALUATION

The Administration on Aging's evaluation program for fiscal year 1981 involves
the continuation of three currently active projects that were funded in prior
years and financing one new project with fiscal year 1981 funds. The following
is a brief description of these evaluation activities: )

Longitudinal Evaluation of the Nulrition ProgAramA

This effort was begun in fiscal year 1976, following implementation of the title
VII national nutrition program for older persons. This project is a national,
longitudinal study of nutrition services under title III of the act. The major pur-
poses of the study are—(a) to assess the effects of nutrition services on program
participants; (b) to accumulate information about the operations, activities, and
environments of selected nutrition projects and meal sites; (¢) to identify pro-
gram characteristics and other factors that may influence the composition of the
participant population, the frequency of their participation and accrued benefits ;
and (d) to measure changes and trends in such effects on participanis as dietary
status, isolation, and independent living. :

Analysis of Food Rervice Delivery Systems Used to Provide Nutrition Services

Initiated in fiscal year 1979, this project grew out of the first wave findings of
the longitudinal nutrition study. The study is intended to determine the unit costs
of providing meals to older persons in congregate settings and in their own homes
and to account for the variation in costs through an analysis of such factors as
type of food service system and vendor, urban/rural location of projects and
meal sites and food quality.

Evaluation of Differcnces in Needs and Service Programs Between the Rural and
: Urban Elderly

- First funded in fiscal year 1980, this two-phased project was initiated in re-
sponse to a 1978 statutory mandate that the Administration on Aging conduct
a study of the differences in unit costs, service delivery and access to services
between urban and rural areas. Completion of the first phase resulted in a Febru-
ary 1981 report to the Congress on the needs of the rural elderly and available
service programs. The report covered problems in defining the concept “rural,”
demographic characteristics of the rural elderly, the comparative economic,
physical, psychological, and social status of the rural and urban elderly, and the
relative costs of providing services in rural and urban areas. The second phase
of the study is directed toward obtaining baseline data on service unit costs,
characteristics of service delivery and the relative access of the rural and urban
elderly to services.

Evaluation of State Education and Training Program

This is the only evaluation project initiated in fiscal year 1981, funded at a
level of $173,000. It is an evaluability assessment of the State education and
training program financed under title IV-A of the Older Americans Act. The
objectives of this study are to provide, in a systematic fashion, successive incre-
ments of information on the State education and training program potential and
program performance; to define the State education and training program activi-
ties, objectives, its managers’ and policymakers’ information needs and priorities,
and determine how the program is performing in terms of agreed-upon objectives
and performance indicators; and to provide alternate designs for performance
evaluation if the program performance information collected during this study
indicates that additional information is needed and is likely to be useful.



Title

Region I

Training for Policy and Management
Careers in Aging

Career Enhancement in Meatal Health
Work with the Aged

Training Program to Train Social
Work Students for Career in Aging

Development for Careers in
Gerontology

Specialized Career Training in
Aging

Gerontology Career Preparation

Region IT

Specialized Career Training
Projects

Gerontology Career Preparation

- 37 -
APPENDIX

TITLE IV-A TRAINING
Gerontology Career Preparation Program

Continuation Projects

Recipient

Brandeis University, Waltham, Maes.

University of Bridgeport, Bridgeport,
Conn.

University of Connecticut, West Hartford,
Conn.

University of Massachusetts, Worcester,
Mass.

University of Rhode Island, Kingston,
R.I1.
Springfield Technical Community
College, Springfield, Mass.

Rutgers University, New Brunswick,
N.J.

St. Thomas Aquinas College, Sparkill,
New York

FY 1981 Funds

$ 91,170

$ 26,734

$ 65,515

$129,964

$ 74,826

$ 60,198

$102,119

$ 58,532

16



Title

Medical Training in Geriatrics
-and Gerontology ~ A Decol Approach

Cultural/Social Approach to Health
Care Needs of the Aging Individual
and Family in the Inner City

Gerontology Career Preparation

Gerontology Career Preparation
Cerontology Career Preparation
Gerontology Aide Program
Development of Career Training
in Gerontology for Minority Group

Students

Multi~Faceted Program in Rural
Gerontology

.38 -

TITLE IV-A TRAINING

Gerontology Career Preparation Program

Continuation Projects

Recipient

New York University, New York,
New York

Medgar Evers College of CUNY,

New York, New York

College of St. Elizabeth, Convent
Station, New Jersey

Hunter College, New York, New York
Syracuse University, Syracuse, N.Y.

Union College, Cranford, New Jersey

" Rockland Community College,

Suffern, N.Y.

North Country Community College,
Saranac Lake, N.Y.

FY 1981 Funds

$ 21,859

$109,011

$ 31,861

$109,011
111,788
$ 10,624

$ 35,136

$ 62,020

4



Title

Region III
Capacity Building for Minority

Institutions in Geriatrics and
Gerontology

Multidisciplinary Training for
Specialized Careers in Aging
Services

Physical Therapy Training to
Care for the Vulnerable Elderly:
An Operational Model
Gerontology Career Preparation
Gerontology Career Preparation
Program

Gerontology Career Preparation
Specialization in Aging Adminis-

tration

Gerontology Career Preparation

-39 -
TITLE IV~-A TRAINING
Gerontology Career Preparation Program

Continuation Projects

Recipient

National Center on Black Aged
Washington, D.C.

Pennsylvania State University, University

Park, Penn.

University of Maryland, School of
Medicine, Baltimore, MD.

Southside VA Community College,
Alberta, VA.

University of Pennsylvania
Philadelphia, PA.

University of Maryland, College Park,
MD.

University of Maryland, College Park,
MD.

Virginia Commonwealth University,
Richmond, VA.

FY 1981 Funds

$135,783

$101,296

$ 71,259

$ 24,080

$ 98,003

$107,225

$ 81,978

$ 99,819

€¢



Title

Gerontology Career Preparation
Service Providers Legal Training
Gerontology Career Preparation

Multidisciplinary Geromtology
Career Training in the Rural
Setting

Multidisciplinary Undergraduate
and Graduate Career Training

Gerontology Career Preparation

Region IV

Graduate Master of Arts Program
in Gerontology

Multidisciplinary Preparation for
Careers in Geriatric Care

University-wide Degree Program
in Human Services/Aging

- 40 -

TITLE IV-A TRAINING

Gerontology Career Preparation Program

Continuation Projects

Recipient

Virginia Union University,
Richmond, VA.

George Washington University,
Washington, D.C.

Temple University,
Philadelphia, PA.

West Virginia University,
Morgantown, West Virginia

University of the District of
Columbia, Washington, D.C.

Norfolk State University,
Norfolk, VA.

Fisk University, Nashville, Tenn.

Duke University, Durham, N.C.

Memphis State University, Memphis Tenn.

FY 1981 Funds

o«

62,595

<

86,852

£73

92,311

<«

73,776

98,939

<

<«

72,975

<

78,454

$103,817

$ 26,448

¥s



Title

Title IV-A Gerontology Career
Preparation Program

Career Preparation for Human
Services Practitioners in
Gerontology

Certificate in Gerontology

Geriatric Technician Training
Program

Gerontology Career Development
Program

Career Preparation Program in’
Gerontology

Faculty to Faculty Training and
Monitoring Systems

Focusing on Training for Careers
in Services to the Frail and
Vulneratle Elderly

Training Program in Geronto-
logical Clinical Psychology

- 41 -
TITLE IV-A TRAINING
Gerontology Career Preparation Program

Continuation Projects

Recipient
LeMoyne - Owen College, Memphis, Tenn.

Nashville, Tenn.

Tougaloo College, Tougaloo, Miss.

Wayne Community College, Goldsboro, N.C.
Tusculusa College, Greensville, Tenn.
University of Alabama, University, Ala.

University of Alabama-Birmingham/Jackson
State University/Alabama Center for Higher
Education, Birmingham, Ala.

University of Florida, Gainesville, Fla.

University of Miami, Coral Gables, Fla.

FY 1981 Funds

$ 28,362

$ 30,901

$ 47,756

$ 69,889

$ 39,772

$ 93,707

$128,001

$78,006

$ 55,965

Gg



Title
Career Training for Community
Services Administrators in
Gerontology

Clark College Gerontology
Training Project

Community Gerontology Specialists
Training

Career Training in Aging for

.Social Planning and Helping
Professions

Region V

Gerontology Career Preparation
Program

Multiple Career Tracks for Working
with Older Americans

Gerontology Career Preparation
Program

Gerontology Programs

Gerontology Career Preparation
Project

- 42 -

TITLE IV-A TRAINING

Gerontology Career Preparation Program

Continuation Projects

Rectgient

University of South Florida,
Tampa, Fla.

Clark College, Atlanta, Ga.
Georgia State University,

Atlanta, Ga.

Murray State University, Murray, Ky.

Northwestern University, Evanston, Ill.
Miami University, Oxford, Ohio
Ohio University, Athen, Ohio

University of Michigan, Ann Arbor, Mich.

Wayne State University, Detroit, Mich.

FY 1981 Funds

$ 77,351

$ 22,171

$109, 440

$ 37,268

$ 38,803

$ 96,928

$ 84,850

$123,173

$129,765

9¢



Title

Flexible Multidisciplinary Training
Program in Aging at Undergraduate
Level

Activity Therapy in Gerontology
Programs '

Gerontology Career Preparation
Program

Services for the Rural Elderly

Region VI

Training Elderly Minorities as
Paralegals and Minority Law
Students to Serve Elderly Minority
Rural People

Undergraduate Education for Persons
Projected to Work in AoA Supported
Stimulated Areas of Aging

Career Preparation in Aging
Training of Personnel in Serv-

ice Delivery to the Mexican-
American Elderly

- 43 -

TITLE IV-A TRAINING
Gerontology Career Preparation Program

Continuation Projects

Recipient

College of St. Scholastcia,
Duluth, Minn.

Madonna College, Livonia, Mich.
Metropolitan Community College,

Minneapolis, Minn.

University of Minnesota, Technical
College, Waseca, Minn.

University of New Mexico, School of
Law, Albuquerque, N.M.

The University of Texas Health Science
Center at Dallas School of Allied
Health Science, Dallas, TX.

University-wide Project, North Texas State
University, Denton, TX.

University of Texas at Arlington,
Arlington, TX.

FY 1981 Funds

$ 57,673

$ 57,673
$ 72,091

$ 34,221
$ 98,715

$ 54,703

$ 96,063

$106,503

LS



Title

Gerontology Career Preparation
Program for BA Level Social
Workers and Other Professionals
Working with the Aged

Multidisciplinary Undergraduate
Career Training Program Speciali-
zing in Rural Gerontology

Gerontology Career Preparation
Program

Aging Studies Career Training
Grant

Multidisciplinary Training Program
in Gerontology

Region VII

Kansas Consortium for Training
in Aging

Gerontology Career Preparation
Program

Special Career Preparation Program
in Gerontology for Allied Health
for Professionals

- 44 -
TITLE IV-A TRAINING
Gerontology Career Preparation Program

Continuation Projects

Recipient
Paul Quinn College, Waco, TX.

Prairie View A&M University,
Prairie View, TX.

Saint Edward's University, Austin, TX.
Southern University in New Orleans,

New Orleans, LA.

University of Arkansas,
Pine Bluff, Ark.

University of Kansas/Kansas State
University, Lawrence, Kansas

University of Missouri/Joint Centers
for Aging Studies, Columbia, Missouri

University of Nebraska, Lincoln, Neb.

FY 1981 Funds

$ 19,809

$ 49,085

$ 53,919

$ 93,459

$ 51,057

$130,513

$ 80,203

$ 85,939

86
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Title

A University-wide Career Prepara=
tion Program in Aging

Region VIII

Integrated Ceriatric/Gerontology
Curriculum in the Health Sciences

A Training Program in Vocational/
Occupational Career Education

Region IX

Gerontology Career Preparation
Gerontology Career Preparation
Model Gerontological Training
for Rural Areas

Long Term Care Administration
Program

Gerontology Carrer Preparation
Project

Career Prepafation with an
Emphasis on Serving the Minority
Elderly

- 45 -
TITLE IV-A TRAINING
Cerontology Career Preparation Program

Continuation Projects

Recipient
Wichita State University, Wichita, Kansas

University of Utah, Salt Lake City, Utah

Weber State College, Ogden, Utah

University of Hawaii, Honolulu, Ha.

University of Southern California,
Los Angeles, CA.

Northeastern California Higher Educa-
tion Council, Chico, CA.

University of Arizona, Department of
Public Administration, Tucson, AZ.

University of Califormia, School of
Social Welfare, Berkeley Campus
Research Office, Berkeley, CA.

San Diego State University,
San Diego, CA.

FY 1981 Funds

$ 70,993

$ 69,072

$ 55,184

$146,433
$ 93,600

$115,000
$ 71,516

$ 97,539

$105,707

6G



Title

Training Program in Multidisci-
plinary Applied Gerontology

Region X

Title 1V-A Gerontology Career
Preparation Program

Gerontology Career Preparation
Program

Interdisciplinary Gerontology
Training Program

- 46 -

TITLE IV-A TRAINING
Gerontology Career Preparation Program

Continuation Projects

Recipient

University of California, San
Prancisco Medical Anthropology
Program, San Francisco, CA.

Oregon State University Program oo
Gerontology, Corvallis, Oregon

University of Oregon, Center for
Gerontology, Eugene, Oregon

University of Washingtoun,
Seattle, Wash.

FY 1981 Funds

$104,058

$114,288

$101,249

$118,057

09
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TITLE IV-A TRAINING
Regional Education and Training Program

Continuation Projects

Title Recipient FY 1981 Funds

Region 1 John Snow Public Health Group $131,145

141 Tremont Street ,
Boston, Mass.

11 Kirschner Assoclates $139,087
Ss. 1101 °
175 5th Ave.
New York, New York 10010

III Temple University $104,950
Sponsored Project Admin.
406 University Service Bldg.

v Kirschner Associates $138,401
Suite 816
41 Marietta St., N.W.
Atlanta, Ga. 30303

v Kirschner Associates $151,799
2 North Riverside Plaza
Chicago, Ill. 60602

VL North Texas State University $146,219
Center for Aging Studies
Denton, Texas

VIiI University of Kansas $147,896
Gerontology Center
211 Fraser Hall
Lawrence, KA. 66045

19



Title

Region VIII

- 48 -

TITLE IV-A TRAINING
Reglonal Education and Training Program

Continuation Projects

Reciptent

Development Assoclates
1649 Downing Street
Denver, Colorado 80218

Western Gerontological Society
785 Market Street

Suite 1114

San Prancisco, CA. 94103

Kirschner Associates
1321 3rd Avenue
Room 713

Seattle, Wash. 98101

FY 1981 Funds

$119,329

$133,073

$150,472

29



Title

Issue Development and Conference
Program on Key Ilassues Affecting
the Elderly Poor

SRI International Mini-White
House Conference

Strengthening Community Based
Long Term Care for Individuals

Self Help for Hard of Hearing -
White House Conference on Aging
Mini-Conference of Elderly
Hearing Impaired

Gray Panther Project Fund ~
Media Conference

Navajo Tribal Conference on Aging

Senior Centers and Community
Focal Point Staff Capacity
Building

Brookdale Center - Foundation
Conference

National Senior Citizens Law
Center - Legal Services for
the Elderly

NVOILA WHCoA Mini-Conference
on Public/Voluntary Collaboration

State Education and Training
Program

- 49 -

TITLE IV-A TRAINING

National Conference Program

Continuation Projects

Recipient

National Council of Senior Citizens,

Washington, D.C.

SRI International, Menlo, CA.

American Association of Homes for
the Aging, Washingtom, D.C.

Self Help for Hard of Hearing People,

Inc., Bethesda, MD.

Gray Panther Project Fund
Philadelphia, PA.

Navajo Nation, Window Rock, AZ.

NCOA, Washington, D.C.

Brookdale Center on Gerontology
Hunter College, New York

NSCLC, Wasington, D.C.

FY 1981 Funds

§ 34,339

$ 20,000

$ 35,000

$ 17,000

$ 29,992

$ 2,500

$ 10,692

$ 20,000

$ 4,000

$ 34,754

$4,241,644

€9



Title

Continuing Education for Area
Agencies on Aging

Orientation of Aging Service
Personnel to the Older Americans
Act -

Staff Capacity Building Project
for Senior Centers and Community
Focal Points

Educating Service Providers on How
to Respond Effectively to Older
Americans adversely affected by
Crime

Developing Training Models for
Community Service Delivery for
Care of the Aged

Effective Patient Techniques for
Use with the Aging Patient

EQUIP Older Adults: Education
for Qualitative Understanding in
Programs for Older Adults

Capacitating Persounel for Imple-
menting Community Long-Term Care
Systems: Training the trainers
Workshop

- 51 -
TITLE IV-A TRAINING

Continuing Education and Training Progran

Continuatibn Projects

Recipient

National Association of Area Agencles
~on Aging

National Association of State Units

on Aging

National Council on the Aging

The National Council of Senior Citizens

Washington School of Psychiatry

University of Kentucky Research
Foundation

CEMREL, Inc.

University of Iowa
Iowa Geriatric Center

FY 1981 Funds

$ 50,000

$123,000

$180,000

$ 39,968

$110, 000

$116,000

$ 79,339

$ 55,246

¥9



Title

Health Promotion with the
Elderly

T&TA on Improving the Manage-
ment and Fiscal Control of
Food Service Delivery System

- 52 -

TITLE IV-A TRAINING
Continuing Education and Training Program

Continuation Projects

Recipient FY 1981 Funds
University of Washington, School $ 85,000
of Social Work
ACKO, Inc. $238,792
Community Nutrition Institute $134,900

99



Title

Minority Research Associate
Program in Hispanic Aging

Minority Research Assoclate
Program

Minority Research Associate
Program

Social Science Scholars in
Minority Gerontology

Minority Research Assoclate
Program

- 53 -
TITLE 1V-A TRAINING

Minority Research Associate Program

Continuation Projects

Recipient
North Texas State University, Denton, TX.

San Diégo State University, San Diego, CA.
Syracuﬁé University, Syracusé, N.Y.
Miami University, Oxford, Ohio

State University of New York at
Buffale, Buffalo, N.Y.

FY 1981 Funds

§ 54,800

$ 74,899

$ 46,520

$ 67,710

$ 69,983

99
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TITLE IV-A TRAINING
Minority Intern Program

New
Title Recipient FY 1981 Funds
The National Caucus and Center Washington, D.C. $349,976

on Black Aged

L9



Title

Study of the Virginia
Nursing Home Pre-Admission
Screening Program

_Advocacy in Minority Communities:
The Impact of Minority Organi-
zation on Resource Allocation

The Extent of Area Agency Com-—
mitment to Minority Older
Persons and Strategies for
Increasing the Quantity and
Quality of Services

Paths to Alternative Service
Modalities and Differential Impact
of Three Modalities on Similar
Groups of Vulnerable Elderly

Aging as a Rural Phenomenon

On Lok Community Care Organiza-—
tion for Dependent Older Adults

- 55 -

TITLE IV-B RESEARCH

Health Care, Social and Community Based Service

FY 1981 Continuations

Recipient

Virginia Commonwealth University,
Richmond, VA.

California State University,
Sacramento, CA.

Community Research Applications,

New York, N.Y.

Hebrew Rehabilitation Center for
Aged, Boston, MA.

Health Systems Agency of Northeastern

New York, Albany, N.Y.

San Prancisco, CA.

FY 1981 Funds

$ 58,882

$104,132

$ 78,729

$174,521

$ 71,754

§191,074

89



Title

The Effects on Families of Caring
for Impaired Elderly in Residence

Hispanic Support Systems and the
Chronically Ill Older Hispanic

A Youth Support System for the
Frail Elderly

Demonstration of a Self-Help
Approach to the Coordination of
Human and Health Services

Self-Help and Advocacy for the
Underserved Elderly

Uses in Self-Help and Mutual Aid
in Compensating for Sensory Changes
in 0ld Age

- 56 -

TITLE IV-B RESEARCH

Older People, Families and Community

FY 1981 Continuations

Recipient FY 1981 Funds
Benjamin Rose Institute, ’ $131,081
Cleveland, OH.

Asociacion Nacional Pro Personas $ 74,875
Mayores, Los Angeles, CA.

University of Southern California, $ 88,549
Los Angeles, CA.

Dartmouth College, Hanover, N.H. $120,925
University of California, San Francisco, $ 35,918
CA.

American Foundation for the Blind, $ 78,826

New York, N.Y.

69
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TITLE IV-B BESEARCH
Employment, Retirement, and Income

FY 1981 Continuations

Title Recipient
Home Equity Conversion Project Wigsconsin State Dept. of Health and

Social Services, Madisom, WI.

The Older Job Seeker: Barriers Hunter College, New York, N.Y.
and Supports in the Job Search

FY 1981 Funds

$103,188

$ 49,851

0L



Title

Changing Properties of Retirement
Communities

Analysis of Factors Influencing
the Housing Choices of Older
Persons

What is the Effect of Community
Revitalization Efforts on Older
Persons

Determinants of Housing Choice Among
Elderly: Policy Implicatiouns

Changing Service Needs of Older
Tenants

- 58 -

TITLE IV-B RESEARCH
Housing and Living Arrangements

FY 1981 Continuations

Recipient
University of Michigan, Ann Arbor, MI.

Bryn Mawr College, Bryn Mawr, PA.

Urban Institute, Washington, D.C.

Massachusetts Institute of Technology,
Cambridge, MA.

Philadelphia Geriatric Center,
Philadelphia, PA.

FY 1981 Funds

$189,114

$ 93,261

$104,054

$156,185

§172,452

12



Title

Technological Transfers for the

Aging

Fiscal Crisis and Tax Revolt:
Impact on Aging Services

Supporting Facilities for Research
and Policy Development and Evalua-
tion in the Field of Aging

Continuum of Long-Term Care:
Health Care of the Elderly:
Research Fellowship Program

Gerontological Research Institute

- 59 -

TITLE IV-B RESEARCH
Special Projects

FY 1981 Continuatiouns

Recipient

Population Resource Center, New York,
N.Y. :

University of California, San Francisco,
CA.

University of Michigan, Ann Arbor, MI
Gerontological Society, Washington, D.C.

American Institute for Research,
Washington, D.C.

FY 1981 Funds

$ 34,582

$ 82,379

$251,952

§113,525

$270,639

L
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TITLE 1V-B RESEARCH

FY 1981 New Projects

Title Recipient FY 1981 Funds
Work and Retirement: Aging University of Michigan, Ann Arbor, MI. $ 54,973
Black Women
Differential Characteristics and Community Research Applicatioms, $ 74,731
Rates of Growth of Minority Sub- New York, N.Y.

Populations: Projections of Need
and Service Demands Over Time

Problematic Life Situations: Portland State University, Portland, OR. $§ 73,069
Crosg—Cultural Variation in
Support Mobilization Among the

Elderly
Commitment to Caregiving: The Hunter College Jointly with the Research $ 69,467
Consequences for Aged Family Foundation of C.U.N.Y., New York, N.Y.

Members and for Governmental
Services of Women Working

Aging and Accidents Buffalo Organization for Social and $ 71,146
Technological Innovations, Buffalo, N.Y.

Predictors of Successful Home University of Rochester, Rochester, N.Y. $ 75,000
Care Plans

A Feasibility Study of Two New York City Dept. for Aging, New York, $ 51,747
Urban hodels N.Y.

gL



Title

Options for a National Tax Credit
Policy to Encourage Noninstitutional
Long-Term Care for the Elderly

Policies Affecting the Income
Adequacy of the Black and Hispanic
Elderly

- 61 -
TITLE IV-B RESEARCH
FY 1981 New Projects

Recipient

National Opinion Research Center,
Chicago, ILL.

Brandeis University, Waltham, MA.

FY 1981 Funds

$ 24,560

$ 74,938

¥L
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Title

Dissemination and Utilization of
Research and Demonstration Projects
Through Networking

Study of Model Information and
Referral Systems

- 62 -

TITLE IV-C MODEL PROJECTS
Dissemination and Utilization

New Awards

Recipient
National Council on Aging

Alliance of Information and Referral
Services, Columbus, Ohio

FY 1981 Funds

$124,913

$ 70,060

-
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Title

Comprehensive and Coordinated
Service Delivery in the State
of Florida

Development of a Statewide System
for the Collection of Service
Delivery Data at the Point of
Delivery

Arkansas Aging Information
Systen

Three Level Service Data
Taxonomy lmplementation

Phase I11: Statewide Client
Tracking, Unit Cost

Strategles for Capacity Building
for the Aging Network

- 63 -

TITLE IV-C MODEL PROJECTS
Management

New Awards

Reciplent

State of Florida, Department of
Health and Rehabilitation Services

New York State, Office of Aging

Arkansas, Office on Aging,
Little Rock, Ark.

State of Texas, Department on Aging
New Jersey, Department of Community
Affairs

Pordham University, School of Social
Sciences

PY 1981 Funds

$ 85,000

§ 83,147

$ 85,000

$ 71,387

$ 85,000

$ 71,093

9.



Title
Small Business Employer Education
National Older Workers Implemen-—

tation Network: Promoting
Employment After 55

- 64 -

TITLE IV-C MODEL PROJECTS
Employment
New Awards
Recipient

American Management Assoclation

University of Michigan

FY 1981 Funds

$189,304

$ 44,966

~J
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TITLE IV~C MODEL PROJECTS
Mental Health

New Awards
Title Recipient
Mental Health and Aging Systems - Department of Social and Health

Coordination Project Services, Olympia, Wash.

FY 1981 Funds

$180, 000

8L



Title

Nonservice Approaches to Problems of
the Aged

Church Based Program to Help the
Prail, Black Elder

Serving Older Americans in
Greatest Need

Nonservice Approaches to
Problems of the Aged: De-—
fining the Role of Counties

The Hospital's Role in Caring for
Older Persons: Promoting Integra-
tion of Health and Social Services

Nonservice Approach to Meeting
the Needs of the Elderly

- 66 -

TITLE IV-C MODEL PROJECTS
Public Policy Options

New Awards

Recipient

SRI International
University of the District of
Columbia, Institute of Gerontology

Bureau of Social Science Research,
Washington, D.C.

National Association of Counties
Research, Inc., Washington, D.C.

Hospital Research and Education Trust,
Chicago, Ill.

Conference of Mayors Research and

Education Foundation, Washingtom, D.C.

FY 1981 Funds

$229,976

§120,750

$100, 828

$ 85,315

$109,473

$ 84,990
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Title

Model Volunteer Protective Services
Project

Enhancing Role of State Aging
Networks in Providing Protective
Services

National Project to Support
and Assist Representation of
Older Americamns

National Bar Activation Project
for the Elderly Project

- 67 -

TITLE IV-C MODEL PROJECTS
Legal Services

New Awards

Recipient
NRTA-ARRP

University of Southern Maine, Human
Service Development Institute

National Senior Citizens Law Center

American Bar Association

FY 1981 Funds

$153,000

$235, 431

$150,000

$ 85,003

08



Title

National Aging Organization
Projects Program

NASU National Aging Organiza-
tion Project

- 68 -
TITLE IV-C MODEL PROJECTS
National Impact

Continuations

Recipient

The National.Center on Black Aged
Washington, D.C.

National Association State Units on
Aging, Washington, D.C.

‘National Indian Council on Aging

National Pacific Asian Elderly Resource
Center Special Service for Groups

Asociacion Nacional Pro Personas
Mayores, Los Angeles, CA.

National Association of Counties,
Washington, D.C.

National Council on Aging
Washington, D.C.

Western Gerontological Society

United Neighborhood Centers of
America

U.S. Conference of Mayors

Urban Elderly Coalition

FY 1961 Funds

$349, 857
$395,777

$336,398

$313,359
$349,052
$119,779
$ 96,010

$150,000

$ 99,954

$181,733

$162,920
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Title

Model Statewide Service Data
Reporting System

Texas Management Information
System Project

Ohio Aging Services Information
System

An Integrated Statewide
Information System for Aging
Services in New York

Service Data Reporting System

- 69 -

TITLE IV-C MODEL PROJECTS
State Data Reporting Systems

Continuations

Recipient
State of Connecticut, Dept. of Aging

State of Texas, Dept. of Aging

State of Ohio, Commission on Aging

New York State Office for Aging

Jefferson County, Alabama
Office of Senior Citizens
Activity

FY 1981 Funds

$125,475

$ 52,650

$ 85,240

$ 85,015

$ 97,494

c8



Title

Community Support Systems for Rural
Frail Elderly .

Rural Western Wisconsin Service
Delivery System

Rural Day Care for Elders
Focus on Elderly Health and
Social Services for.Rural
Elderly

Rural Aging Services Project

- 70 -

TITLE IV-C MODEL PROJECTS
Services in Rural Areas

Continuations

Reciptent

Mon Valley Health and Welfare Council,
Monessem, PA.

Area Agency on Aging, Inc., District V,
LaCrosse, Wisc.

Illinois Dept. on Aging, Springifled, Ill.
Gateway Area Development District,

Owingsville, KY.

New York State Office for Aging
Albany, N.Y.

FY 1981 Funds

$ 83,447

$ 83,000

§ 75,355

$ 47,523

$ 83,488

€8



Title
Massachusetts Elder Abuse Project
Demonstration Project on Elderly
Abuse

Elder Abuse Program

‘.71 -

TITLE IV-C MODEL PROJECTS
Elderly Abuse

Coétinuations
Recipient
C 1th of M hi tts, Dept.

of Elder Affairs

Metropolitan Commission on Aging of

Syracuse and Onandago County, N.Y.

Rhode Island Dept. of Elderly Affaire

FY 1981 Funds

$125,000
$ 66,335

$ 54,489

o’



Title

Pacific Asian Elderly Service
Development Project

Model to Provide Medical Care
and Social Services for Immigrant
Elderly

-~ 72 -

TITLE IV-C MODEL PROJECTS
Enhancement of Services to Migrants, Refugees, and Immigrants

Continuations
Recipient PY 1981 Funds
Seattle King County Divisiom on Aging, $118,213
Seattle, Wash.
Denver Regional Council of Governments $ 60,000

g8



Title

Minority Service Enhancement
Project

Centro de Los Ancianos

Prototype for Area Agency on
Aging to Enhance Services to
Elderly

Alternative Models for Operating
Comprehensive, Coordinated Serv-—
ices to Elderly on Indian Reser-
-vations

- 73 -

TITLE IV-C MODEL PROJECTS
Enhancement of Services to Minorities

Continuations
Recipient FY 1981 Funds

New York City Dept. for Aging $ 80,000
New York, N.Y.

Area Agency on Aging, Region I, $ 80,000
Phoenix, AZ.

Area Agency County of San Diego, CA. $117,000
Intertribal Council of Arizona $ 54,617
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Title

Channeling Demonstration

Channeling Demonstration

Channeling Demonstration
Channeling Demonstration

Channeling'Demonatration

Project

Project

Project

Project

Project

- T4 -

LONG-TERM CARE
Channeling Demonstration Program

Research and Demonstration Projects

Recipient FY 1981 Funds
Florida Dept. of Health and Rehabili- $1,079,354

tative Services, Miami Jewish Home
and Hospital for the Aged

New York Office for the Aging, $ 991,246
Rensselaer County Area Agency on

Aging (AAA)

Ohio Commission on Aging, Cuyahogo $ 860,910
County AAA

Pennsylvania Dept. of Public Welfare, $1, 000,000

Philadelphia Corporation for Aging (AAA)

Texas Dept. of Human Resources, Texas $1,068,490
Research Institute for Medical Sciences

L8



Title
System to Assure Elderly Services
Program of Health and Socilal
Services for the Elderly Popu-
latibn of Rhode Island
Health Care Program for the Elderly
Cherokee Nation Geriatric Health
Program
Geriatric Health Service
Use of Geriatric Nurse
Specialists

Seattle Comprehensive Health and
Human Service Project

- 75 -

LONG-TERM CARE
AoA/HSA Demonstration Projects

Research and Demonstration Projects

Recipient

Grace Hill Neighborhood Health Center,
St. Louis, MO.

Providence Ambulatory Health Care
Foundation, Providence, R.I.

Centro de Salud de la Communidad de
San Ysidro, San Ysidro, CA.

Cherokee Nation Health Department,
Tahlequah, OK.

U.S. Public Health Hospital, Baltimore,
MD.

Navajo Tribe, Fort Defiance, AZ.

U.S. Public Health Hospital, Seattle,
WA.

FY 1981 Funds

$ 10,000

$ 25,000

$ 24,554
$ 73,576
$ 34,536
§ 86,022

$ 32,775
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Title

Long Term Care Planning
Development

Wisconsin Regional Geriatric Center

Deinstitutionalization Program
Community Services Program

Delivery of Medical/Social Serv-
ices to the Homebound Elderly
Extending ACCESS

Geriatric Assessment and

Resource Center

Adult Restorative Services

- 76 -

LONG-TERM CARE
Long Term Care Model Projects

Research and Demonstration Projects

Recipient
Pennsylvania Office for the Aging

Pamily Hospital, Milwaukee, WI.

Senior Citizens Services, Inc.,
Menphis, TN.

Pima County Board of Supervisors,
Tuscon, AZ.

New York City Dept. for the Aging,
New York, N.Y.

Monroe County Long Term Care Program,
Inc., Rochester, N.¥.

Mental Health Program, Inc.
Boston, Mass.

Edgerton Medical Research Foundation,
Wichita, KS.

FY 1981 Funds

$ 90,000

$140, 000
$$132,802

$183,561

§341,530

$132,300

$123,750

$ 80,781
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Title

Long Term Care Gerontology
Center

Long Term Care Gerontology
Center .
Milwaukee Long Term Care

Gerontology Center

Long Term Care Gerontology
Center

- 77 -

LONG-TERM CARE
Long Term Care Gerontology Centers

Research and Demonstration Projects

Recipient

University of Arizoma, Tucson, AZ.

University of Kansas College of Health
Sciences and Hospital, Kansas City,
Kansas

Medical College of Wisconsin,
Milwaukee, Wisc.

Temple University, Philadelphia, Pa.

FY 1981 Funds

$424,789

$424,980

$424,911

$425,000

06
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Title

Bispanic Support Systems and the
Chronically I11

A Youth Support System for the
Frail Elderly

Study of the Virginia Nursing
Home Pre-Admission Screening
Program

Demonstration of a Self-Help
Approach to the Coordination of
Human and Health Services

Paths to Alternative Service
Modalities and Differential
Impact of Three Modalities on
Similar Group of Vulnerable
Elderly

The Effects on Families of Caring
for Impaired Elderly in Residences

On Lok Senior Services: A
Community Care Organization for
Dependent Adults

- 78 -~
LONG-TERM CARE

Research and Demonstration Projects

Recipient

Asociacion Nacional Pro Personas
Mayores, Los Angeles, CA.

University of Southern California,
Los Angeles, CA.

Virginia Commonwealth University,
Richmond, VA.

Dartmouth College, Hanover, N.H.

Hebrew Rehabilitation Center, Boston, MA.

Benjamin Rose Institute, Cleveland, oH.

On Lok Senior Health Services,
San Francisco, CA.

Long Term Care Policy Analysis, Research, and Dissemination

FY 1981 Punds

$ 74,875

$ 88,549

$ 58,902

$120, 938

$174,446

$131,086

$191,074

16
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LONG-TERM CARE
Long Term Care Policy Analysis, Research, and Dissemination

Research and Demonstration Projects

Title Recipient FY 1981 Funds
Continuum of Long Term Care: Gerontological Society, Washington, D.C. $113,525

Health Care of the Elderly
Research Fellowship Program

Options for a National Tax Credit National Opinion Research Center, $ 24,560
Policy to Encourage Noninstitutional Chicago, ILL.
Long Term Care

Commitment to Caregiving Hunter College, New York, N.Y. $ 69,467

Predictors of Successful Home University of Rochester, Rochester, N.Y. $ 75,000
Care Plans

26



Title

National Aging Policy Study Center
on Income Maintenance

National Aging Policy Study Center
on Health

National Aging Policy Study Center
on Employment and Retirement

National Aging Policy Study Center
on Education, Leisure and Continuing
Opportunities for Older Persons

National Aging Policy Study Center
on Woman and Aging

National Aging Policy Study Center
on Housing and Living Arrangements

- 80 -

Title IV-E NATIONAL AGING POLICY STUDY CENTERS

Continuation Projects

Recipient
Brandeis University, Waltham, Mass.

University of California,
San Francisco, CA.

University of Southern California,
Los Angeles, CA.

National Council on Aging,
Washington, D.C.

University of Maryland,
College Park, MD.

University of Michigan, Ann Arbor, Mich.

FY 1981 Funds

$218, 241

$218,142

$273,203

$154,215

$187,521

$197,922

€6
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ADMINISTRATION FOR NATIVE AMERICANS
INDIAN ACCESS PROJECT

In fiscal year 1979, ANA entered into an agreement with the Administration on
Aging to provide support to the National Indian Council on Aging (NICOA) to
initiate a demonstration project on a number of Indian reservations for the pur-
pose of increasing the number of elderly Indians receiving cash and other benefits
from entitlement programs.

The Administration for Native Americans agreed to provide a sum not to
exceed $&5,0C0 per year for up to 3 years to support the demonstration project to
increase the receipt of entitlements by elderly Indian. people. In fiscal year 1979,
ANA transferred $85,000 to the Administration on Aging to provide first year
support for the project. In fiscal year 1980, funds in the amount of $85,000 were
tronsferred via memorandum to OHDS budget from ANA to AOA to carry out the
second year of the 3-year interagency agreement. Those fiscal year 1980 funds
were awarded in September 1980 and funded fiscal year 1981 activities. In fiscal
year 1981, the project was completed on four reservations.

TITLE XX

The Office of Human Development Services has responsibility for administer-
ing the social services programs authorized under titles I, IV-A, X, XIV, and XX
of the Social Security Act, as amended. Except for Guam, Puerto Rico, and the
Virgin Islands, title XX superseded all of the authorizing titles cited above as of
October 1, 1975. :

1mder title XX, grants are made to States to deliver services under a compre-
hensive services program plan which is designed by each State to meet the needs
of {hat State. At State option, services are delivered to individuals whose eligi-
bility is based on income or income maintenance status. A person may be eligible
for title XX services in four basic ways:

(1) By having an income which falls below 115 percent of the State’s median
famsily income for a family of four adjusted for family size.

(2) By being a recipient of aid to families with dependent children (AFDC)
or supplemental security income (SSI). .

(8) By being a member of a defined category of persons (e.g., persons living
in a certain geographic area or members of a specified target group) ; or .

(4) By being the recipient of a service provided by the State without regard
to income. Three services may be provided by States without regard to income—
information and referral, protective services, and family planning.

States may choose the services to be provided, as long as each service is
directed to at least one of the five title XX goals, and at least three services are
directed toward SSI recipients.

Various services directed to assisting the elderly to attain or maintain self-
care and independence are provided through the social services program. Included
are such services as adult day care, adult foster care. protective services, health-
related services, homemaker, chore and transportation services, that .assist
elderly persons to remain or return to their own homes or to community living
situations. Services are also offered which facilitate entry into institutions when
appropriate. .

1t is not possible to determine a precise count of total recipients and expendi-
tures related to services provided to the elderly since title XX data are collected
hy service and by category of eligibility of the recipients (e.g., AFDC and SSI).
Data is available on the number of recipients and expenditures for services for
those older persons eligible for SSI payments. The following are reported figures
for fiscal vears 1978 and 1979 for the number of primary recipients * and expendi-
tures for the SSI-aged. ’

Expenditures
SSl-aged primary (Federal, State,
recipients local funds)
Fiscal year:
19%8 451,000 $262, 000, 000
. 1979 403, 000 350, 268, 000

1 Primary recipient: an individual with whom, or for whom, a specific goal is estab-

. lished and to whom services are provided for the purpose of achieving the goal. Services
are considered to be provided to the primary recioient when they are provided to other
members of the primary recipient’s family to facilitate achievement of the primary recipi-

ent’s goal
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These data understate the total number of elderly recipients and expenditures
for services to the aged under title XX, since elderly persons other than SSI-
aged qualify for, and receive, services from each of the services reported.

In fiscal year 1981, research and demonstration projects funded through the
Office of Human Development Services tended to deal with areas in which elderly
persons were among participants and may benefit from implementation of the
research findings.

One research and demonstration project which deals specifically with the-
elderly, “‘Outcome of Social Services Provided to the Elderly in Milwaukee,”
was initiated in fiscal year 1981 and will continue through fiscal year 1983.
Other projects in which the elderly may benefit significantly deal with topics
such as adualt protective services, unification of services, nonservice approaches
. to social welfare problems and transportation services.

The Omnibus Budget Reconciliation Act of 1981 (Public Law 97-35) was en-
acted into law on August 13, 1981. This act amends title XX of the Social
Security Act to establish the Social Services Block Grant Act effective October 1,
1981. Under the Social Services Block Grant Act, each State will have complete
flexibility in determining who is eligible to receive services, what services are to
be provided, and how funds will be distributed among the various services
offered in the State. In addition, States no longer will be required to develop
detailed plans for implementing the title XX program, but instead will be able
to develop briefer reports on the intended use of the funds they receive. This
report must be submitted to the Secretary and made public within the State.
Thus, each State can target its funds to meet its own local needs and, at the
same time, it must answer to its citizens for spending decisions.

SOCIAL SECURITY ADMINISTRATION

PROGRAMS ADMINISTERED BY THE SOCIAL SECURITY ADMINISTRATION

The Social Security Administration (SSA) administers the Federal old-age,
survivors and disability insurance (OASDI) program (title II of the Social
Security Act). OASDI is the basic method in the United States of assuring in-
come to individuals and families when workers retire, become disabled, or die.
The basic idea of the cash benefits program is that, while they are working,
employees and their employers pay earmarked social security contributions
(FICA taxes) ; the self-employed also contribute a percentage of their net earn-
ings. Then, when earnings stop of are reduced because of retirement in old-age,
death, or disability, cash benefits are paid to partially replace the earnings that
were lost. Current contributions are largely paid out in current benefits. How-
ever, at the same time, current workers build rights to future benefit protection.

SSA also administers the supplemental security income (SSI) program for
aged, blind, and disabled people in financial need (title XVI of the Social Security
Act). SSI provides a federally financed floor of income for eligible individuals
with limited income and resources. In most cases, SSI supplements income from
other sources including social security benefits.

The low-income home energy assistance program, which provides grants to
States to help low-income household offset the rising costs of home energy, is
also administered by the Social Security Administration. )

SSA shares responsibility for the black lung program with the Department of
Labor; SSA is responsible, under the Federal Coal Mine Health and Safety Act,
for payment of black lung benefits to coal miners and their families who applied
for those benefits prior to July 1973, and for payment of black lung benefits to-
certain survivors of miners. )

Local Social Security offices process applications for entitlement to the medi-
care program and assist individuals in filing claims for medicare benefits. Overall,
Federal administrative responsibility for the medicare program rests with the
Health Care Financing Administration.

Following is a summary of beneficiary levels today, selected program activities,
study groups, social security-related legislation enacted in 1981 and related
activities.

I. OASDI BENEFITS AND BENEFICIARIES

At the bg:ginnin_g of 1981, about 94 percent of all Americans age 65 and over
were Qrawmg social security benefits or were eligible to draw benefits if they
or their spouses retired; about 95 percent of the people who reached 65 in 1981
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were (_aligible fOr. benefits. It is expected that 96 to 98 percent of the aged will
be eligible for social security benefits by the end of the century.

At the eqd of September 1981, 35.8 million people were receiving monthly
social security cash benefits (an increase from 35.4 mil

1 ] lion in September 1980).
Of these beneficiaries, 20 million were retired workers, 3.6 million were depend-
ents of retired workers, 80,000 were uninsured individuals receiving ‘special

age-72” (Prouty) benefits, 4.5 million were disabled workers and their dependents,
and 7.6 million were survivors of deceased workers.

The x-nqnth!y rate of benefits for September 1981 was $12.1 billion compared to
$10.6 billion for September 1980. Of this amount, $8.4 billion. wag paid to retired
workers and their dependents, $1.4 billion was paid to disabled workers and their

dependents, $2.4 billion was paid to survivors, and $9 million was paid to special
age-72 beneficiaries. )

Retired workers received an aver

age benefit for September 1981 of $384 (up
from $340 in September 1980), while

disabled workers received.an average benefit
of $414 (up from $370). Retired workers newly awarded social security benefits

for September 1981 averaged $427, while disabled workers received an average
initial benefit of $424. During fiscal year 1981 (October 1980 to September 1981),
$136 billion in social security cash benefits were paid compared to $116 billion in
fiscal year 1980. Of that total, retired workers and their dependents received
$892.1 billion, disabled workers and their. dependents received $16.9 billion, sur-
vivors received $29.9 billion, and special age-72 beneficiaries received $113 million.
In addition, lump-sum death payments amounted to $370 million.

II. BGPPLEMENTAL SECURITY INCOME BENEFITS AND BENEFICIARIES

In 1981, SSI payment levels (like social security benefit amounts) were auto-

matically adjusted to reflect a 11.2 percent increase in the CPL. Thus, beginning
" in July 1981, maximum monthly Federal SSI payment levels increased from $238
to $264.70 for an individual, and from $357 to $397 for a couple.

‘During fiscal year 1981, nearly $8.3 billion in benefits (consisting of $6.4 billion
in Federal funds and $1.9 billion in federally administered State supplements)
were paid. Of 4 million beneficiaries on the rolls during September 1981, 1.7 mil-
lion were aged, and 2.3 million were receiving SSI based on blindness and dis-
ability, although 426.070 of them reached age 65 after they began to get payments.
During September 1981, total payments of $736 mi'lion were made. The total nay-
ments in fiscal year 1981 represent an increase of about $0.8 billion over fiscal
year 1980. )

III. LOW-INCOME HOME ENERGY ASSISTANCE PROGRAM

Beginning in October 1980, SSA was given Federal administrative responsibil-
ity for a program of low income energy assistance. The purpose of the program
is to help low-inconie households avoid serious health and financial crisis by pro-
viding them assistance to meet the rapidly rising cost of home energy. Congress
authorized in the Omnibus Budget Reconciliation Act of 1981, $1.8 billion for the
Low Income Home Energv Assistance Act for fiscal years 1982 through 1984.
Block grants are made to States, territories, and eligible applicant Indian tribes.
States, territories, and tribes may provide heating, cooling, and erisis intérven-
tion assistance and low-cost weatherization or energy-related home repair to
income eligible households. Grantees can make payments to households with
incomes within 150 percent of OMB poverty guidelines or within 60 percent of the
State median income or to households which contain an individual who receives
supplemental security income. food stamps, aid to families with dependent chil--
dren, or needs-tested veterans’ benefits.

IV. BLACK LUNG BENEFITS AND BENEFICIARIES

During September 1981, about 381,000 individuals received $88.4 million in
black lung benefits which were administered by the Social Security Administra-
tion. These benefits are financed from general revenues. Of these individuals,
113,000 miners received $45.9 million. while 146.000 widows, received $42.5 mil-
lion. The miners and widows had 122.000 dependents. DuTing fiscal year 1981,
SSA administered black lung pavments in the amount of $1.1 biltion.

Black lung benefits increased by 4.8 percent in November 1981 due to an auto-
matic general benefit increase adjustment under the 1aw. The monthly payment
to a coal miner disabled by black lung disease increased to $293 from $280. The
monthly benefit for a miner or widow with one dependent is $440 and with two
dependents is $513. The maximum monthly benefit payable when there are three
or more dependents is $586.
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V. SERVICE TO THE PUBLIC

The planning and managing of SSA’s “service to the public” activities is one
of the principal functions of the Office of Governmental Affairs. The goal is to
increase SSA’s responsiveness to public concern about all phases of the social
security program—administration, policy determinations, and legislation—in-
cluding benefit levels, entitlement to various benefit categories, and the financial
status of the social security trust funds.

VI. INFORMATION AND REFERRAL ACTIVITIES

In 1979, SSA began an initiative to reassess the agency’s role in information
and referral for people in need of services beyond those provided through SSA
administered programs. This reassessment, which was prompted by broadened
program responsibilities, resulted in the issuance of updated and clarified in-
structions for regional and field office employees. These instructions stress the
importance of providing needed information and referral services and provide
detailed guidance to insure that SSA employees are familiar with and understand
how to access services availablein the community.

During 1981, surveys were conducted to measure the type and amount of
information and referral activity, as well as the basic mechanism used by each
office, the type of resource file most employed. and where outstationing is taking
place. SSA will use this information to evaluate the new instructions and to
ascertain whether further changes are needed. -

VII. IMPROVED COMMUNICATION AND SERVICES
Improved Publications

Social Security’s Office of Public Affairs completed its revisions of all major
leaflets, sxmphfymg the language and condensing the information on retirement,
disability, and survivors benefits, as well as on the supplemental security income
program, from 70 publications to 47. The leaflets were also redesigned to make
them easier to use and more attractive.

Improved Notices To Beneficiaries

A continuing effort is being made to simplify manual and computer-generated
notices so that beneficiaries can better understand them. Personalized notices
are now being sent to people whose disability claims are denied. These notices
include a brief summary of why the claim was turned down and a full expla-
nation of the right to appeal the denial.

Notices to beneficiaries who have heen overpaid are the next major category
of notices that will be evaluated. Plans are heing made now to present an
explanation of the overpayment, Social Security Administration’s repayment
proposal and the right to appeal in simple. nontechnical language. Work on these
simplified overpayment notices will continue as part of the Social Security
Administration’s debt collection project.

Amendment Information

A continuing effort has been made to publicize provisions of the 1980 disability
amendments, particularly those designed to encourage beneficiaries who are
still disabled to try to return to work. A wide variety of information materials
also have been and will be produced in connection with changes under Public
Law 97-35, the “Omnibus Budget Reconciliation Act of 1981,” that included a
number of social security and medicare program changes which affect older

people.
Service To Hispanics

The Social Security Administration has increased the number of applications,
forms, and notices available in Spanish for those who wish them. In addition,
there are more public information materials available in Spanish. For example,
the press office prepared several news releases and features aimed at Hispaniecs.
And a pilot study is underway to determine the feasibility of disseminating a
monthly newsletter (Information Items) for groups and organizations, now in
English only, also in Spanish.
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International Year of Disabled Persons (IYDP)

The United Nations designated 1981 as International Year 6f Disabled Per-
sons (IYDP). During the year, the Social Security Administration was active
in making its own employees and the public more aware of the potential and
problems of people with disabilities.. In addition, it took several actions to
reduce physical barriers in its offices, to improve services for the blind and
hearing-impaired people, and to enhance the career potential of its handicapped
employees. Some of the agency’s initiatives are of interest to older people, as
69 percent of disabled social security beneficiaries are 50 or older.

© VIII. 8SA ADMINISTRATIVE GOALS AND ACCOMPLISHMENTS

During fiscal year 1981, SSA placed major emphasis on maintaining acceptable
speed and accuracy in initial claims decisions while implementing the disability
amendments of 1980 and at the same time contending with major systems prob-
lems. In addition, emphasis was placed on reducing payment error rates in the
various programs, and improving beneficiary services through the initiation of
the upgrading of our nationwide telecommunications systems.

In fiscal year 1981, the accuracy of decisions in the claims processes was
improved, and the time taken to process actions generally remained at satis-
factory levels. The 1980 disability amendments have been implemented, although
some final regulations remain to be published and certain changes to replace
interim manual processes have not yet been completed. Actions have been and
are being taken to increase the accuracy in measuring payment error rates and
to reduce payment errors. The upgrading of the telecommunications system is
proceeding. . i

For fiscal year 1982, emphasis will continue to be placed on providing prompt
and accurate beneficiary services. Other major thrusts in fiscal year 1982 will
be to: Improve the administration of the disability program; improve debt
management; and develop and begin implementing a plan to modernize SSA's
computer operations.

IX. NATIONAL COMMISSION ON SOCIAL SECURITY

The National Commission on Social Security, established by the 1977 Soeial
Security Amendments, released its final report on March 12, 1981. The report,
which included 88 recommendations covering all aspects of the social security
system, was the culmination of a broad-scale, comprehensive study of social
security, including medicare. The Commission had issued interim reports on
May i1, 1979, and January 11, 1980.

To meet short-range financing problems, the Commission unanimously called
for borrowing on a permanent basis when needed between the trust funds to
meet cash-flow problems in the system and for emergency borrowing from
general revenues until 1985 to assure timely payment of benefits if revenues
prove inadequate. The Commission stated that these financing changes would
make clear to the public that Congress will not permit any interruption of
benefit payments. -

To meet long-term financing needs, a majority of the members recommended
- financing one-half of the cost of the hospital insurance program through Federal

general revenues and shifting to the retirement, survivors, and disability pro-
grams any reduction in the hospital insurance payroll tax rates that could be
accommodated without hospital insurance trust fund reserves falling below the
following year’'s outgo at any time over the next 75 years. A majority also
urged that the mibimum retirement age for unreduced benefits be gradually
raised from 65 to 68, over the period 2001 to 2012.

The Commission also recommended that the automatic adjustment of benefits
based on the Consumer Price Index (CPI) be modified if over a 2-year period,
the average increase in the CPI exceeds the average increase in wages, and if
the increase in the CPI applicable to the current year is at least 5 percent.
During this period, the increase should be limited to the increase in the CPI
for the past year, reduced by the excess of the 2-year average annual rise in
CPI over that in wages. There would be a retroactive “catch up” in future
years, if wages rise more rapidly than the CPL

In addition, the Commission recommended that social security coverage should
be extended in 1982 to all State and local employees not under a retirement
system and to employees of nonprofit organizations. Social secqrity coverage
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should be extended to all government employees—including Federal employees,
and State and local employees under a retirement system—hired after 1984.

X. PRESIDENT’S COMMISSION ON PENSION POLICY

The President’s Commission on Pension Policy, established by Executive Order
in July 1978, to examine pension systems around the country in an effort to
develop national policies for retirement, survivor, and disability programs that
could serve as a guide for public and private programs, submitted its final
report to the President on February 26, 1981. The Commission had issued interim
reports in May 1980 and November 1980.

The Commission recommended providing for retirement years through a
balanced program of employee pensions, social security and individual effort with
the social security system providing a minimum floor of protection for the aged.
The major recommendations of the Commission are to:

__Bstablish & minimum universal pension system covering all workers.

—_Raise the minimum eligibility age for unreduced social security benefits by

8 years, phased in beginning in 1990.

—Mandate universal social security coverage.

—Tax social security benefits, coupled with tax deductions/credits for payroll

contributions and phasing out the earnings test.

—Allow refundable tax credits for retirement savings.

—Provide a separate cost-of-living index for the retired.

—Change to once-a-year cost-of-living adjustments for Federal retirees.

—Raise SSI benefits to the poverty line.

XI. PRECEDENT-SETTING COURT DECISIONS THAT AFFECT THE ELDERLY MADE DURING
FISCAL YEAR 1981 OR STILL PENDING .

Yamasaki—Title II—Personal Conferences

In June 1979, the U.S. Supreme Court ruled in Yamasaki that SSA must pro-
vide a title IT beneficiary with an opportunity for a prerecoupment personal
conference before a request for waiver of an outstanding overpayment can be
denied. SSA and plaintiffs’ attorneys differ in the interpretatioh of the Supreme
Court’s decision. SSA has-interpreted the court decision as requiring SSA to
provide an individual an opportunity for a personal conference. The plaintiffs’
aftorneys view Yamasaki as requiring SSA to automatically schedule a personal
conference in every case. Recently, two district courts have ruled in favor of the
plaintiffs’ interpretation of Yamasaki. At the direction of the court, procedures
implementing antomatic scheduling of conference have been ordered in the State
of Hawaii. It is expected that the other district court that controls the nation-
wide class on this issue will order implementation of automatic scheduling
shortly. It has been estimated that implementation of the plaintiffs’ interpretation
of Yamasaeki will cost approximatelv $10 million. SSA has recommended that
these adverse decisions be appealed to the circuit court.

Government Pension Offset

There has been considerable litigation this past year involving the operation
 of the Government pension offset. Basically the nension offset provides that an

individual’s social security spouse’s Lenefits (including surviving spouse’s bene-
fits) are reduced by the amount of any pension the spouse may receive based
on his or her own work in governmental employment not covered by social
security. Congress, in enacting the Government pension offset in 1977, provided
a 5-vear exemption from the offset for those individuals who could meet the
requirements for entitlement to spouse’s benefits under the provisions of the
Social Securitv Act as of January 1977. The dependency requirement for hus-
band’s and widower’s benefits was held unconstitutional by the Supreme Court in
March 1977. Since the statute required a dependency test before benefits could be
awarded in January 1977, the effect of the pension offset is that men who are
entitled to hushand’s and widower’s benefits are generally excluded from the
5-vear pension offset excention.

The challenges to the Government pension offset have been basically twofold :
(1) The plaintiffs allege the offset deprives them of due process and equal pro-
tection, and (2) the offset perpetuates the same gender-based classification struck
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down by the Supreme’ Court when it ruled the dependency requirement
unconstitutional.

The courts have generally upheld the pension offset provision in the past. How-
ever, in Webb v. Harris the U.S: District Court for the Northern District of Cali-
fornia held that husbands and widowers do not have to meet the one-half support
test in order to avoid the offset; the Government has appealed.

v

Dockstader—Electronic Funds Transfer

In Dockstader on July 22, 1981, the district court enteéred a judgment in favor
of the Government and held that payments made after a beneficiary’s death by
direct deposit via electronic funds transfer (EFT) are not overpayments which
are subject to normal SSA overpayment recovery procedures. In accordance with
SSA policy and Treasury regulations payments made after an individual's death
and converted for the use of a joint bank account holder (e.g., the spouse of the
deceased beneficiary) are subject to reclamation by Treasury. That is, the Treas-
ury immediately requests thé bank to debit the incorrect moneys paid from an
individual’s bank account and a refund, if a balance is still outstanding, is re-
quested from the account holder. There are currently pending several other cases
in various jurisdictions in the country involving this issue. '

Kimmes—SSI In-Kind Income—Private Rental Subsidy

On October 13, 1981, the U.S. Supreme Court denied the plaintiff’s petition for
a writ of certiorari. Plaintiff had sought Supreme Court review of the Tenth
Circuit’s April 22, 1981, decision upholding the Secretary’s interpretation of the
meaning of unearned income found in section 1612(a) (2) (A) of the act. The
circuit court affirmed the Secretary’s determination that the difference between
the expenses incurred by the plaintiff in connection with her. rent-free use of a
trailer and the market rental value of the trailer constituted in-kind income.
The Sixth Circuit ruled that the economic benefit of rent-free housing constitutes
actually available in-kind unearned income and that it is “of no moment” that the
economic benefit is not a cash benefit.

XTY. SUMMARY OF LEGISLATION ENACTED IN FISCAL YEAR 1981 THAT SIGNIFICANTLY
AFFECTS S8BA

Public Law 96-4038 (H.R. 7670), Reallocation of OASI and DI tazes—Signed on
October 9, 1980 : '
Reallocates OASDI taxes to shift income from the DI trust fund to the OASI
trust fund for calendar year 1980 and calendar year 1981.

Public Law 96-422 (H.R. 1859), Refugee Education Assistance Act—Signed on
October 10, 1980
Title V of this law: . :

Mandates Federal reimbursement of expenses (including, by interpreta-
tion, State supplementary payments under the SSI program and the State
share of AFDC payments) to State and local governments for services pro-
vided in resettlement of Cuban/Haitian entrants. It is the intent that Cuban/
Haitian refugees be treated as other refugees are under the Refugee Act of
1980. Moneys authorized under the supplemental appropriations act for fiscal
year 1980 will be made available for carrying out this intent. :

Gives the President discretionary authority to provide to Cuban/Haitian
entrants any other benefits which are granted to refugees under existing law.

Permits Federal reimbursement for services provided by State and local
governments any time after the arrival of the Cuban/Haitian entrants in
the United States, including perfods prior to October 10, 1980.

I?eﬂnes a Cuban/Haitian entrant for purposes of the foregoing provisions
to include, in addition to those granted the special parole status, any other
Cuban or Haitian national whose immigration status as a permanent resi-
dent is unsettled.

Pubdlic Law 96-473 (H.R. 5295), Social Security Earnings Test. Separate Entitle-
mt to Medicare, and Suspension of Disability Benefits ‘to Prisoners—
Signed on October 19, 1980

Th_is law restores the use of the monthly earnings test for certain benéﬁcinries K
provides for separate entitlement to cash henefits and medicare ; excludes from
the earnings test self-employment income which was earned prior to, but received
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after, entitlement ; and restricts the payment of social security disability benefits

to certain convicted felons. -

Public Law 96-481 (H.R. 5612), Amendments to Small Business Act—Signed on
October 21, 1980 :

Title II of this law provides that the prevailing parties in proceedings for or
against the United States may be awarded attorneys’ fees and other costs related
to the proceedings, unless the Government can show its position was substantially
justified or that special circumstances make an award unjust. The provision ap-

* plies to social security cases at the court level.
Public Law 96-499 (H.R. 7765) Omnibus Reconciliation Act of 1980—Signed on
December 571980

This 1aw contains social security-related provisions to limit benefit retroactivity
to 6 months, except for disability claims (which could still have 12-month retro-
activity) ; include in wages the employee social security taxes paid by an em-
ployer (except for domestic and agricultural employees), but the provision would
not apply, until 1984, for State and local employers who were paying a substantial
portion of the employee’s taxes as of October 1, 1980; delay implementation of
Federal child day care regulations to July 1, 1981; and provide for demonstra-
tion projects in up to 12 States to train and employ AFDC recipients as home
health sides. i

Public Law 96-538 (H.R. 6942), International Security and Development Co-
operation Act of 1980—=Signed on December 16, 1980
Includes provisions for granting fiscal relief for States and local subdivisions
which bear a disproportionate share of the costs of absorbing and resettling the
recent Cuban and Haitian emigrees. ’

Public Law 96-541 (H.R. 6975), Hardwood Veneer Tariffs—Signed on Decem-
ber 17, 1980 .

Includes a provision that extends (for January 1, 1981 through June 30,
1982) the period of interim relief from certain employment tax lability (pro-
vided by the Congress in Public Law 96-167) to businesses that have been treat-
ing workers as independent contractors rather than as employces. To be eligible
for relief, a business must have a reasonable basis for treating a worker as an
independent contractor and must not have treated such a worker as an employee
for tax purposes during specified periods.

Public Law 96-598 (H.R. 3317), An Act for the Refund of Excise Tazes on Cer-
tain Uses of Tread Rubber—Signed on December 24, 1980

Contains a private relief provision deeming the Bonners Ferry (Idaho) Com-
munity Restorium not to meet the definition of “public institution” in the SSI
law. The effect of the provision is to make eligible for SSI benefits residents of
the Restorium who now meet all requirements for SSI except for their residence
in a “public institution.” (SSA had been paying SSI benefits to 11 residents of
the Restorium under court order.)

Pudlic Law 96-605 (H.R. 7956), Miscellaneous Revenue Act of 1980—Signed on
December 28, 1980

Includes a provision introduced on behalf of the Manhattan Bowery Corp. to
excuse nonprofit corporations which meet certain requirements from liability for
social security employee taxes due on wages of certain employees for the period
January 1, 1973 through June 30, 1977, and from paying interest and penalties
on the taxes due. The wages in question would be credited to the employees for
purposes of determining their entitlement to social security benefits and the
amount of those benefits.

Public Law 96-611 (H.R. 8406), Pneumococcal Vaccine Act of 1980—~Signed on
December 28, 1980
Among other provisions, limits SSI and medicaid eligibility in cases where
applicants dispose of assets for less than fair market value.

Public Law 97-35 (H.R. 39-82), Omnibus Budget Reconciliation Act of 1981—
Signed on August 13, 1981
Makes the following changes in old age, survivors, and disability insurance
(OASDI) and supplemental security income (‘SSI), and establishes a block grant
for low-income and home energy assistance (LIHPAP) :
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OASDI provisions .

Minimum benefit.—Eliminates the regular minimum benefit for months after
October 1981 for all beneficiaries who initially become eligible for benefits after
that date. The minimum benefit is eliminated for benefits payable for months
after February 1982 for all other beneficiaries. Provides that recipients age 60
through 64 who get their minimum benefits reduced under this provision, and
who would be eligible for SSI benefits under present law if they were age 65,
can receive an SSI payment in an amount not to exceed the difference between
their newly reduced social security benefit and the amount which they had been
receiving under prior law. This special-SSI payment will not be adjusted for
changes in the cost of living, nor will the recipient be entitled to State supple-
mentary payments or to other benefits such as food stamps or medicaid as a
result of receiving the special SSI payment.?

Student’s benefits.—Eliminates benefits to new postsecondary students age
18 to 21 who are full-time students at institutions of higher education or other
postsecondary schools and allows benefits to elementary or secondary students
only up to age 19, effective with benefits payable for August 1982. Certain stu-
dents who begin postsecondary school before May 1982 may continue to receive
benefits up until age 22; however, these benefits will be reduced 25 percent each
year, and no cost-of-living adjustments or summer-month benefits will be paid.

Disability offset.—Extends the workers compensation (WC) offset concept by
providing for a disability offset (the so-called meagcap) under which a worker’s
social security disability benefits are reduced (if necessary) so that the sum
of disability benefits payable under Federal, State, and local public programs
(with certain exceptions such as Veterans Administration benefits) will not
exceed the higher of 80 percent of the worker’s “average current earnings” or
the disabled-worker family’s total social security benefits.

Also modifies the prior WC offset by extending the disability offset to dis-
abled workers age 62 to 64, and by making the offset effective with the month
of the individual's first concurrent entitlement to social security disability bene-
fits and other disability benefits, instead of the month of application for social
security disability benefits or, if later, the month in which the Secretary is -
notified of such other entitlement. In addition, the prior restriction against the
offset when a State plan calls for reducing State WC benefits because of receipt
of social security disability benefits, is limited to those States having such a
plan in effect on February 18, 1981.

Terminates mother’s and father's benefits when child attains age 16.—Bnds en-
titlement for the mother or father caring for a child who receives child’s benefits
when the child reaches age 16 (rather than age 18, as under prior law).

Payment of benefits in month of entitlement.—Provides that workers and their
spouses (including divorced spouses) may not receive old-age benefits for a month
unless they meet the requirements for entitlements throughout that month. The
major effect, in the vast majority of cases, is to postpone entitlement to old-age
benefits for persons who claim benefits in the month in which they reach age 62
to the next month.

Lump-sum death payment—Provides that effective for insured workers who
die after August 1981, the $255 lump-sum death payment may be paid only to the
spouse living with the worker at the time of death or to a spouse (excluding a
divorced spouse) who is eligible for widow’s or widower’s benefits for the month
in which the worker died. If there is no spouse eligible for the payment, it will
be made-to children who are eligible for monthly benefits in the month of death.

Rounding benefits.—Provides that ASDI benefit amounts will be rounded to
the next lower 10 cents at every step of the benefit calculation and then to

- the next lower dollar (after deducting any SMI premium) at the final step.

Retain social security earnings test exempt age at 72 through 1982.—Retains,
through 1982, age 72 as the upper age limit at which the earnings test no longer
applies; beginning in 1983, the limit will be age 70. (Under prior law, the upper
age limit at which the earnings test no longer applies woild have been lowered
from 72 to 70 beginning in 1982.)

1 H.R. 4331, which was passed by the Senate on December 15, 1981, and the House on
December 16, 1981, would restore the minimum benefit for all people who are eligible for
benefits before January 1982, or whose benefits are based on a worker's eligibility or death
before January 1982. For members of religious orders who have taken a vow of poverty
and who were first covered under social security prior to enactment of H.R. 4331, the
minimum benefit would be eliminated for those who become eligible for benefits after

December_1991. The special-SSI payment Included in Public Law 97-35 would be re-
pealed by H.R. 4331.
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Reimbursement of States for successful rehabilitation services.—Provides that
the cost of vocational rehabilitation (VR) services provided by the States to
social security disability beneficiaries will be reimbursed from the trust funds
only if the disabled beneficiaries successfully engage in substantial gainful ac-
tivity (SGA) for 9 continuous months and if the VR services contributed to the
successful return to SGA.

Pension information reimbursement.—Authorizes the Secretary to charge re-
questors the full cost of furnishing detailed earnings information to enable an
employee benefit plan to comply with the Employee Retirement Income Security
Act or for any other purpose not directly related to the administration of the
programs under the Social Security Act.

SSI provisions :

Special SSI benefits for people 60 through 64 years old.—See earlier summary
of social security minimum benefit provision.

Uncashed SSI checks—Establishes a process for crediting a State for which
SSA is making State supplementary payments with its share of SSI checks that
remain unnegotiated for 180 days after the date of issue. An SSI check that is
presented for payment after the State has been credited with its share of the
payment will be honored. In these cases, the State will be recharged for its share
of the amount of the paid check. )

The Treasury Department is required to notify SSA monthly of outstanding
uncashed checks and SSA will credit States for their shares of that amount. SSA
is required to investigate the reason the checks have not been cashed.

Food stamp cash-out.—Changes the criteria for determining whether a State is
providing cash in lieu of food stamps to its SST recipients and, therefore, whether
SSI recipients in that State may receive food stamps. Effective July 1, 1981, at
the State’s request the Secretary will find that the State is cashing out food
stamps for SSI recipients by including the value of food stamps in its State sup-
plementary payment levels if the State had cash-out status in December 1980
and continues without interruption to pass though cost-of-living increases in
Federal SSI benefits to persons receiving State supplementary payments. Thus,
the law permits California, Massachusetts, and Wisconsin, the only States that
had cash-out status in December 1980, to continue to provide cash in place of
food stamps for their SSI recipients, so long as they.meet the passthrough re-
quirements.

Funding of rehabilitation services for SSI recipients.—Similar in effect to the
reimbursement conditions provided for VR to social security disability benefi-
ciaries except that the cost of VR services provided by the States to blind or dis-
abled SSI recipients will be reimbursed from general revenues. SSA is still re-
quired to refer blind or disabled SSI recipients age 16 or older for VR services,
and blind and disabled SSI recipients will continue to be required to accept VR
services as a condition of SSI eligibility.

Health services for SSI children.—Retains the mandatory referral of disabled
or blind children under the age of 16 for medical, educational, and social services -
but deletes the funding authority to provide reimbursement to States that provide
such services to SSI recipients who are under age 16.

Monthly retrospective accounting.—Changes the method of computing the SSI
benefit to one under which the benefit amount is computed on a monthly basis
and is based on income, living arrangements and other conditions in the previous
(or second previous) month, Eligibility, however, will be determined based on
the current month’s circumstances, and both eligibility and the amount of the
benefit will be determined based on the current month’s circumstances for those
applying for the first time and for those for whom benefits are being reinstated
following a period of ineligibility. . .

The provision also gives the Secretary authority to waive the restrictions on
eligibility for people in certain public institutions or the $25 limit on the payment
amount applicable for people in medicaid certified facilities if waiving such
restrictions will facilitate the individual's release from the institution. This will
permit the Secretary to pay benefits, in the month an individual leaves an in-
stitution, in an amount appropriate to his or her new living arrangement.

LIHEAP provigions

Appropriations and allocation of funds.—Repeals the “Home Energy Assistance
Act of 1980" effective October 1, 1981, and replaces it with the “Low-Income Home
Energy Assistance Act of 1981.” Authorizes $1.875 billion for each of the next
3 fiscal years (fiscal years 1982, 1983, and 1984). Between 0.1 percent and 0.5 per-
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cent of these funds must be used for energy assistance in the territories and the
remainder is to be allocated to States and the District of Columbia. Each State
receives the same proportion of Federal funds appropriated under this act as it
received during fiscal year 1981 in connection with the repealed act. No State
match is required. Indian tribal organizations may receive a pro rata share of
a State’s allocation by submitting an appropriate plan directly to the-Secretary.

State requirements.—Although LIHEAP is authorized as a block grant, States
must submit an annual application for funds under this program, and that appli-
cation must contain assurances that all requirements in the act will be met.
Specifically, States may serve only beneficiaries of certain Government programs
and other low-income households. They must initiate an outreach program and,
by the second year, conduct public hearings. They must also maintain adequate
controls and undertake periodic audits, provide fair hearings and not-
discriminate. ’

Use of funds.—States are permitted to use up to 10 percent of their allocations
for administrative costs with any additional administrative costs being met by
States. They may use no more than 15 percent of these funds for weatherization
and they must reserve a reasonable amount for weather-related and/or supply-
shortage emergencies.

States may direct up to 10 percent of their allocations to certain other federally
assisted programs (i.e., community or social services) and carry over into the
following fiscal year up to 25 percent of these funds. Benefits under this program
may be paid to eligible households or to energy suppliers.

HEALTH CARE FINANCING ADMINISTRATION
LoNG-TERM CARE RESEARCH AND DEMONSTRATIONS

INTRODUCTION

Because the Health Care Financing Administration (HCFA) is the primary
source of funding for long-term care services in the United States, it has an
inherent interest in seeking alternative approaches to the delivery and financing
of this care. The medicaid program is the principal payor of long-term care serv-
ices, with Federal and State payments in fiscal year 1979 of approximately $7.1
billion for skilled nursing and intermediate care facility services and an estimated
$263.5 million for home health services. That same year, the medicare program
spent approximately $358 million for skilled nursing facility services and $624
million for home health services.! o

The population at risk of long-term care services is small but growing. In 1980,
about one out of nine persons was 65 and over. However, in the next 50 years,
nearly one in five persons will be elderly. Expressed in absolute terms, the 25.5

- million elderly in 1980 will become 55 million in 2030.> Data also indicate that
currently three-fourths of all nursing home residents are 75 and over, and more
than one-third are 85 years and older.* However, the aged are only one segment of
the long-term care population.

The adult disabled constitute a substantial element of the population with long-
term care needs. Approximately 23 percent of the population over the age of 18
have at least some limitation in their physical functioning.*

Data have also been reported which indicate that the number of adult disabled
under age 65 who have severe impairments is equal to the number of impaired
persons over 65 years of age.® . .

Still another segment of the long-term care population are the mentally re-
tarded and developmentally disabled. Developmental disabilities are defined as

1 Budget of the U.S. Government, fiscal year 1981 : Appendix, U.S. Goverﬁment Printing
Office, Washington, D.C.. 1980. Health ‘Care Financing Administration, “National Annual
?st)aétle Medicaid Statistical Report,” U.S. Government Printing Office, Washington, D.C.

2U.S. Bureau of the Census, Current Population Reports, Series P-20. No. 363, ‘Popula-
tion Profile of the United States: 1980.” U.S. Government Printing Office, Washington,
D.C., 1981. U.8. Bureau of the Census. ‘Current Populatiorn Reports. Series P—-25, No. 704.
“Projections of the Population of the United States: 1977 to 2050,” U.S. Government
Printing Office, Washington, D.C., 1977. ) .

3 Btatistical Reports on Older Americans. “Some Prospects for the Future Elderly
Popnlation,” Administration on Aging, January 1978.

4 National Long-Term Care Project: Final Rerort, University of Chicago Center for the
Study of Welfare Policy. Angust 1980. : .

5 Budget Issne Paner, “Long-Term Care for the Elderly and -Disabled,” Congressional
Budget Office, February 1977. R )
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those conditions attributable to mental retardation, cerebral palsy, epilepsy, or
other related conditions. Mental retardation is defined on the basis of IQ as well
as adaptive behavior. Recent estimates set the number of mentally retarded
persons of all ages in the United States at 6 million, of whom 670,000 are diag-
nosed as severely handicapped. Of the remaining developmentally disabled
population, 580,000 are estimated to have cerebral palsy, 208,000 are epileptics,
and 600,000 have other neurological disorders including muscular dystrophy and
speech and hearing disorders.® Within this segment of the long-term care popula-
tion alone, there are several levels of impairment, from the profoundly retarded
who require total and constant care, to the moderately retarded who might be
ablé to manage some personal tasks with supervision, to the mildly retarded,
who are often able to care for themselves and hold jobs. This latter subgroup
are often able to live in a sheltered environment or alone.” i

The adult chronically mentally ill make up another growing portion of the
long-term care population. Mental disorders affect up to 15 percent of the popu-
lation in the United States during any given year.® The President’s Commission
on Mental Health reports that the direct cost of mental health services in the
midseventies exceeded $17 billion per year representing 12 percent of total na-
tional health care expenditures. In addition, the mentally ill have higher than
average rates of physical illness, using medical services at almost twice the rate .
of the nonmentally ill population.” Primary diagnosis data from 1976 and 1977
reveal that 800,000 mentally ill people were residents in nursing homes during
that time. This accounts for upwards of two-thirds of the total nursing home
population.

The terminally ill who require care for an extended period of time, such as
persons suffering from certain terminal forms of cancer, also fall within the
long-term care population.

It is generally agreed that there is some overlap between these groups in terins
of their long-term care needs but little is known about their characteristics and
how their needs intersect or how they might be unique. This raises the issue that
is at the core of the policymaking dilemma in long-term care : the lack of a precise
definition of long-term care in terms of the nature of what constitutes such care
and who should receive it.

The distinguishing feature of the long-term care population has been described
as their inability to carry out certain routine daily tasks. Under the current
service delivery system, the severity of the condition, combined with personal
characteristics such as age, income, living arrangements, and availability of an
informal support system, are the factors which often arbitrarily provide answers
to questions about the type of care received and who should receive it. However,
it has become increasingly evident to all levels of government and to consumers,
that these factors are interrelated. No single aspect—diagnoses, age, income,
ete.—can easily be used to determine the need for one type of care or treatment
over another. .

A good deal of interest has recently been directed at the financial and human
implications of an inadequate service delivery system and the resulting place-
ment of patients in inappropriate levels of care, especially those who have been
inappropriately placed in institutional settings. Various studies have indicated
that anywhere from 15 to 50 percent of institutional residents could be better
served at a lower level of care. ! However, because of the multifaceted nature of
the long-term care populations, as noted earlier, levels of care cannot be easily
quantified or determined, regardless of whether the care is provided in an institu-
tional setting or in the patient’s home. The challenge has been to develop a
delivery system that has the capacity to strike a balance between meeting de-
pendency needs of the long-term care patient, while simultaneously avoiding
cutting off opportunities for rehabilitation and independent living.*

During the past several years, public opinion and professional concern has
been focused on the availability and appropriateness of community-based long-

8 LaVor, Judith, “Long-Term Care: A Challenge to Service Systems,” Long-Term Care,
Praeger, 1979. E

7 LaPorte and Rubin, “Long-Term Care,” Praeger, 1979.

8 Archives of General Psychiatry, Volume 35, June 1978.

® Analytical Review of the Literature, Mental Disorder and Primary Medical Care,
Services D. No. 5. National Institutes of Mental Health, 1974. . .

10 Wallack, Stanley, “Services for the Chronically Mentally TI1: The Implications of
Financing,” Frandels University Health Policy Consortium, 1979. X

1 For a discussion of these studies, see General Accounting Office, “Entering a Nursing
Home : Costly Implications for Medicaid and the Elderly,” report to the Congress of the

ited States, 1879.
Unﬂ University of Chicago Center for the Study of Welfare Policy, 1980.
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term care. Specific efforts have been directed at the organization and delivery of
community-based long-term care services, their financing and reimbursement,
control of quality and abuse, the definition of eligibility, and coordination of
services.

A major generating force behind the increasing governmental interest in

community-based care is the desire for a means of controlling escalating long-
term care costs. Community-based care has been advanced as an economy
measure ; however, the cost effectiveness of community “alternatives to institu-
tionalization” have not yet been proven in the aggregate. True costs of delivering
long-term care in the community have been difficult to measure or predict.®
The costs per unit of service are only now becoming available, but from a public
policy perspective, it may be equally important to learn the total ( system) cost
of caring for a given individual with certain characteristics over a period of
time.
"~ In determining the appropriate type and level of care for an individual,
various value considerations come into play, not all of which are mutually
compatible. For example, independence, self-determination, individualization
and normalization may clesh with the goals of equity, economy, right to treat-
ment, protection from harm and the protection of society.’* None of these factors
are easily measured but from the consumer’s and the general pub'ic’s perception,
they are the key determinants of whether or not long-term care is effective or
responsive to their needs. In the final analvsis, these factors may be as important
as cost in developing a comprehensive long-term care strategy.:

In summary, the major debates in the field of long-term care resolve around
the following three policy and analytical issues: (1) The long-term care popula-
tion especially the group at risk of institutionalization. will continue to grow ;
(2) publicly supported costs of long-term care are growing rapidly and currently
represent a response only to institutional long-term care needs; and, (3) the
current mix of long-term care services and financing is either the most efficient
nor the most responsive to the needs of the groups that comprise the long-term
care population.

Many groups bhoth in the private and public sector are investizgating the impli-
cations of these issues for society and the health care system. HCFA’s research
and demonstration activities in leng-term care ex=mine several aspects of these
issues as they relate to the medicare and medicaid programs.

HCFA RESEARCH AND DEMONSTRATION EFFORTS

HCFA’s Office of Research, Demonstrations, and Statistics (ORDS) conducts
a program of research, demonstrations, and evaluations in long-term carve, partic-
ularly as long-term care relates to the populations and services covered hv medi-
care and medicaid. Within ORDS, both the Office of Research and the Office of
Demonstrations and Evaluations are involved in the area of long-term care. In
general. long-term care research activities involve the use and analvsis of existing
data, either collected by survey or abstracted from other data sources. Long-term
care research has focused primarily on describing and explaining the demand for
long-term care and the basic economic undervinnings of the long-term care in-
dustry. In addition, considerabe effort has been given to the develo~ment of a
methodology to measure the quality of long-term care provided in different set-
tings. The purpose of this research is to develop an understanding of long-term
health care delivery, reimbursement and financing systems in order to provide
some direction for private and public policymaking and to identify promising
areas for demonstration activities.

ORDS’ long-term care demonstration (exveriments) require the develonment
of a rigorous research design and, within the design, a specific intervention is
introdured into a live situation with subse~uent observation of the outcomes.
Evaluation findings form the basis for future policy recommendations regarding
the medicare and medicaid programs,

LONG-TERM CARE RESEARCH—OVERVIF'V

The role of the ORDS long-term care research program is to povide vital in-
formation relating to current and anticipated policy issues related to the goals of
the Department of Health and Human Services. Most critical are those areas

18 Thid.
4 Tbid.
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which will provide information about how to contain costs while inereasing the
efficiency and rationality of the long-term care system. 'The research program
includes congressionally mandated studies and research on fundamental issues
which underlie a multiplicity of current and prospective policy questions.

The long-term care research program consists of both intramural and extra-
mural dimensions. which are intended to be complementary. On the intra-
mural research side, for example, we have recently reviewed several major issues
of direct and basie importance to the long-term care syster in the United States.
The results of this study have recently heen compiled acd produced in a book
entitled “Long Term Care: Some Perspectives from Research and Demoustra-
tions.” This report is in the process of being printed.

Our extramural research program is similarly oriented to provide policymakers
the necessary data for enhancing policy formulation and orogram develonment
Four project areas are discussed below :

I. Determinants of demand for long-term care.
II. Policy effects on long -term care utilization and costr.

IIT. Nursing home costs, quality, and reimbursements.

IV. Mental retardation/developmentally disabled.

1. Determinants of Demand for Long-Term Care

Research activities are heing supported to exnlore determinants of the demand
for long-term care services. The seven studies in this group includeé research on:
(1) The demographic and epidemiological factors affecting long-term care, (2)
interrelationships amnng the elderly, their families, and other informal supports
and demand for long-term care services, and (3) interactions between noninstitu-
tional and institutional long-term care services.

In the first area. Duke University is studving the health status of the U.S.
population using a model of the natural history of important chronic diseases.
This model. which integrates evidence from several sources (vital statistics,
epidemiological studies, clinical fundings, and physiological models) will be used
to produce distributions of chronic diseases. With more accurate estimates of
the prevalence and incidence of chronic diseases, better estimates of health care
costs, particularly those for long-term care services, can be derived. Results of
this project are available on a continuing basis as projections of different chronic
diseases are developed.

In the second area. there are five projects which are investigating the inter-
relationships among the elderly. their families, and demand for long-term care
services. A study conducted by the University of Michigan identified relationships
between certain characteristics known at the time clients enter home health care
and their utilization patterns and status of discharge. One finding was that char-
acteristics of a personal and familial nature had a weaker relationship to inten-
sity of service than payvment characteristics. The study was completed in early
1981 and the final report is available. .

A study by Hunter College is examining the family care-giving systems of the
frail elderly. Tt will document the types of services they provide and the social
and economic impacts they experience in doing so. It will identify factors that
strengthen or weaken the family system in providing care to the elderly and rec-
ommend methods of enhancing the family care-giving system which would sustain
the elderly in the community and avoid more costly alternatives. Results of the
study will be available in mid-1982.

A study being conducted by the Community Service Society is examining the
effects of providinng snbstantial ongoinng home service programs to functionally
disabled low-income adults. Tssues being explored include:

(1) Whether those using home services will experience better solutions to
problems of daily living.

(2) Whether availability of home services will diminish use of in-patient
hospital services and long-term care institutions : and

(3) Whether home services will reduce but not eliminate family participa-
tion in care.

This study will be completed by mid-1983. .

Virginia Commonwealth University is conducting a study to followup individ-
uals admitted to nursing homes in Virginia who had been assessed by the pre-
admission screening program. This group will be compared with: (1) Those who
were screened but not admitted to nursing homes, (2) those in nursing homes who
were not screened. and (3) individuals in the community who are at a high risk
of institutionalization. This project will provide information ahout what services
and supports the elderly need to remain in the community, including services

89-645 0 - 82 - 8
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provided by families and other informal supports. In addition, costs will be com-
pared of alternative.health and social services for community and institutional
and rural and urban settings. The study will be completed in late 1982.

A study by Community Research Applications examined black, white, Puerto
Rican, and Mexican American consumers’ information about and attitudes to-
ward various types of long-term care services including community alternatives
and institutional care. This study was completed in early 1981.

The third area consists of a study conducted by the American Association of
Homes for the Aged. This grant is examining what factors influence the provision
of noninstitutional care by home for the aging. Data are being gathered on:
(1) Community characteristics of the homes, (2) recipient characteristics, (3)
outreach program description, and -(4) funding characteristics. The project will
address the issue of how to provide support for noninstitutional long-term care
without large increases in medicare and medicaid program outlays.

The results of the study will be available in December 1981.

II1. Policy Eﬁecis on Long-Term Care Utilization and Costs

Research activities are being supported to clarify the relationships between
policies and the utilization and costs of long-term care. The broad focus of 4 of
the 10 studies in this group is on the effects of existing policies on the distribution
and composition of long-term care patients and providers. In addition, some of
these also assess the impact of policies on costs of care. The remaining six studies
in this group are directed toward developing a better understanding of the com-
ponents of costs for long-term care for the purpose of enhancing future policy
deliberations.

In the first group of studies, three projects are 1nvest1gat1ng the impact of State
and Federal policies on long-term care utilization. The University of California,
San Francisco is examining the impact of State discretionary policies on the
availability and utilization of long-term care, as well as the policy effects on the
total cost and distribution of Federal, State, and local expenditures. This project
will be completed in late 1983. A second study by the University of Texas, Dallas,

. investigated, on a statewide basis, the impact of publie expenditures for a variety
of noninstitutional long-term.care alternatives on the pattern of nursing home
utilization. The third study is examining the impact of a statewide patient review
system on utilization. This study by Rhode Island Health Services Research
will study the effectiveness of an ongoing utilization review in nursing homes on
patient placement, eligibility, and quality of care. Results from this 1-year study
will be available in mid-1982.

The last study in this group is the examination of the behavior of physicians in
long-term care. The Center for Health Economics Research will analyze the fac-
tors that influence phys1c1an willingness to make nursing home visits. In parti-
cular, the study will examine the respective roles of medicare reimbursement
rates and medicare disallowaces on physician long-term care practices. This
project was recently funded. Results will be available in mid-1983."

In the second group of studies, two grantees, the University of Colorado and
Yale University, are examining the relationship of case mix, quality, and costs of
nursing home care. The Colorado study is in the final year of 3 years and findings
will be available by mid-1982. Preliminary findings from this study indicate that
groups of diagnoses and long-term care problems cluster together by facility, sug-
gesting that there are very likely specific facility groupings which emphasize
care for similar types of patients. In addition, this study has found that certain
case mix measures appear to vary in accord with specific facility characteristics.
For example, residents of hospital-based facilities are generally older and more
functionally dependent than residents of freestanding facilities. Findings from the
final analyses of this project are directed toward reimbursement and regulation
policies at both the Federal and State levels. The Yale study is a 1-year project
whose objective is to develop a patient classification typology according to re-
source utilization groups. Final results from this project will be available in
September 1982. In addition to the broad utility of the results of the Colorado
and Yale studies in enhancing our understanding of the generic relationships be-
tween case mix, cost, and quality in nursing homes, they will be directly appli-
cable to specxﬂc policy related analyses, as discussed underxnursmg home costs,
quality, and reimbursement.

On the basis of the findings from the nursing home sprvey and the data col-
lection instruments derived for it, the ‘University of Cg)lorado is conducting a
second study. In this 4-year project, it will evaluate n\ursmg home and home
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health care providers in both freestanding and hospital—bas_ed settings. Both
cost and quality of care will be assessed under four organizational arrange-
ments. Since this project is in the first year, preliminary results are not cur-
rently available. Policy issues to be addressed will include the following: Do the
higher costs of hospital-based facilities justify different treatment from free-
standing units for reimbursement and regulatory purposes? Is home l.lealth
care a cost effective substitute for mursing home care for certain types of patients?

A fourth project in this group will collect and disseminate data on %ong—?erm
care residential facilities for physically disabled individuals. While primarily a
data collection effort, the products of this project will provide a wealth o.f in-
formation for further analysis. This project is being undertaken by the Uplver-
sity of Minnesota and will gather information on long-term care pu'bllc.re-
sidential facilities for physically disabled individuals (e.g., geographic location,
number, size, expenditures, rate of admission), demographic characteristics
of residents, and services provided. Aside from the data, the project will report
on the policy implications of the data ecollected for planning, evaluation, and
improvement of long-term care facilities. The expected completion data for this
project is mid-1982.

The two remaining studies in this group are more specific in terms of their
focus on specific subsets of long-term care problems and providers. One project
is being conducted by the University of Washington and has the primary objec-
tive of determining the impact of cost containment efforts by nursing home ad-
ministrators on the cost and quality of care. A second objective is to study the
impact of contextual variables (facilitv size and external pressures) on admin-
istrators’ programs to contain costs. This 2-year project will conclude late in
1981. The final study in this group is being conducted by Peter Brigham Hospital
in Boston and is intended to devise innovative methods for pricing ambulatory
care treatment for patients with hypertension. Reimbursement methods for the
medicare and medicaid program will be derived that encourage the most eco-
nomical and effective long-term management of hypertension. In order to develop
these techniques, this project will study the experience of the clinical centers
that participated recently in the 5-year hypertension detection and followup pro-
gram (HCFP). The study will construct profiles of the estimated care required
for the effective treatment of hypertension, stratified by age, race, sex. and stage
of the disease. To estimate the cost of providing such services under medicare
and medicaid, the project will vary assumptions concerning the presence of hyp-
ertension and reimbursement mechanisms that might be used.

III. Nursing Home Costs, Quality, and Reimbursement

Research in this area has focused on the following issues: (1) The deter-
minants of nursing home’s costs, (2) the effect of State regulations on the
supply of nursing home beds, and (3) the effect of reimbursement methods on
home’s willingness to admit “costly” patients. .

This research has shown that in order to make valid cost comparisons among
nursing homes, it is necessary to be able to compare the types of patients they
treat (case mix) and the quality of care they provide. Hospital research based
on diagnosis measures is of limited applicability to nursing homes because of
nursing home patient’s high frequency of multiple diagnoses and the importance
of assistance in activities of daily living. Consequently. basic research is being
.conducted on methods of measuring case mix and quality of care in ways that
can be applied to nursing home policies. Research on two policy issues is discussed
in greater detail below.

8. 223 COST LIMITS FOR SKILLED NURSING FACILITIES

Currently medicare sets higher cost limited for hospital-based than for free-
standing skilled nursing facilities. Are the large cost differences that we observe
between these two types of facilities justified by differences in the costliness of
their case mixes? Or do hospital-based facilities just employ a more expensive
mix of personnel to treat similar patients? The University of Colorado (grant
No. 18-P-97145) and Yale University (grant No. 18-P-97757) are investigating
alternative approaches to case mix measurement that will hopefully be useful
in explaining differences in nursing home costs. Colorado combines measures of
activities of daily living with measures of medical and psychosocial problem
severity in making case mix assessments. They also take account of the impact
on costs of differences in the quality of care. Their final report is due in May 1982,
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Yale is conducting a pilot study to determine the feasibility of defining a patient
classification or grouping system related to nursing home resource consumption
and costs. Their final report is expected by July 1982.

Another University of Colorado grant (No. 18-P-97712) will apply the measures
developed in grant No. 97145 specifically to the question of hospital-based versus
freestanding facilities’ costs. (This grant will also compare the cost effectiveness
of hospital-based and freestanding facilities in providing nursing home and home
health care). Preliminary results from this grant will be available by December
1983. The final report is due in February 1985,

DUAL PARTICIPATION BY SKILLED NURSING FACILITIES

Skilled nursing facility services are provided under both the medicare and
medicaid programs. In 1980 Congress asked us to investigate why only two-thirds
of the skilled nursing facilities that participate in medicaid also participate in
medicare. In particular, we were asked to study the impact of laws and regula-
tions in discouraging facilities’ participation in both programs and to assess
the desirability of requiring dual participation. Research for much of the report
was conducted by the Urban Institute under grant No. 18-P-97727.

The research found that many States provide broader, longer term medicaid
benefits than does medicare. Medicare covers only a small part of the nursing
home population for very short-term convalescent care. Administrative differ.
ences between the programs, especially in reimbursement methods, also discour-
age facilities’ participation in medicare. The report, scheduled for delivery to
Congress by January 1982, attempts to both acknowledge the critical differences
between the programs and to make them more compatible where that is feasible.

IV. Mental Retardation/Developmentally Disabled (MR/DD)

Expenditures for services provided in intermediate care facilities for the
mentally retarded (ICF/MR) are growing rapidly under the medicaid program.
While the mentally retarded and developmentally disabled population has re-
mained relatively stable, expenditures for this group have grown by approxi-
mately 800 percent over the past few years to an estimated $2.1 billion in fiscal
year 1980. Information about coverage, eligibility, cost, and utilization of services
by the MR/DD population under medicaid is required so that we can understand
the réasons for the phenomenal growth of the cost of this care and design
medicaid policies in the future which provide appropriate care to those who need
it while containing costs. It is also important to assess the effects of deinstitu-
tionalization of the MR/DD population particularly with respect to medicaid
and to determine the role medicaid plays in the overall system of care for the
MR/DD population.

A grant to the University of Minnesota’s psychoeducational studies unit en-
titled “Collection and Dissemination of Nationwide Data on Long-Term Care
Residential Services for Developmentally Disabled People, 1981-1984" fits in this
area. This project will update a national information system on long-term care
services for the MR/DD population. Included in the system will be information
on licensed long-term care facilities, including certified ICF/MR facilities. Na-
tional surveys of residential facilities and ‘State statistical offices will also be
conducted to monitor trends in the deinstitutionalization of this population group.
Data will be gathered on the size, number, geographic location, ownership, and
costs of care. Resident admission, readmission, and discharge data will also be
compiled. A significant part of this project will be policy studies which address
issues directly related to medicaid coverage, costs, eligibility, and utilization.
Results are due in early 1984, although various policy studies will be completed
before that time.

Also, a survey of State medicaid officials’ policies regarding ICF’s/MR is being
conducted as part of an ongoing HCFA grant to the intergovernmental health
policy project at George Washington University. Previously this group surveyed
State mental retardation/developmental disabilities officials and other knowl-
edgeable State officials about ICF's/MR. The results of this new information
gathering effort are due early in 1982. This will provide some general information
on States’ activities during 1981 useful for policy formulation.

LONG-TERM CARE DEMONSTRATIONS—OVERVIEW

Our current demonstration aectivities are focused in four major areas of inves-
tigation—management of the mix of long-term care services provided ; the types
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of services provided ; reimbursement for gervices; and, streamlining the survey
and certification process. Although many of our projects address more than one
area, the following examples of each area are categorized according to their pri-
mary focus. For a more complete description of our demonstration activities,
project summaries, and current findings follow this section.

I. Management

The coordination and management of an appropriate mix of health and social
services directed at individual client needs is hypothesized to reduce institution-
alization and costs without sacrificing quality of care.

HOFA funds a number of community care projects (Mt. Zion, ACCESS, On-Lok,
ete.) which include such common elements as case assessment, care planning, and
case management. Evaluations of these projects are providing preliminary data
regarding the impact of these management technigques on client characteristics,
costs and utilization of services, and client outcomes.

In September 1980, the Department announced implementation of the national

" long-term care demonstration program. Program responsibility for this effort is
shared by ASPE, HCFA, and AOA. Twelve States were awarded contracts to
conduct ‘“channeling” demonstrations—experiments involving assessment and
case management.

These projects utilize a common assessment instrument and evaluation design
and provide payment for a few additional services beyond those currently avail-
able under Federal programs. - )

II. Types of Services

Medicare and medicaid coverage of long-term care services is restricted to
services primarily medical in nature and is restricted to provision of such services
in specific settings. It is hypothesized that payment for certain quasimedical
services, or changes in the location of services, can reduce the overall costs of
long-term care.

During fiscal year 1980, HCFA implemented the hospice demonstration project
which permits the waiver of certain statutory and regulatory requirements in
order to allow coverage of hospice services provided to medicare beneficiaries and
medicaid recipients. Participating hospices may be reimbursed under the demon-
stration for a number of items and services not currently covered by medicare
and medicaid. Examples include: Outpatient prescription drugs, institutional
respite and home respite services (primary care giver relief), visits by dieticians
and homemakers, supportive and counseling visits to hospice patients during oc-
casional hospital stays, continuous care (by nurses, home health aides, or home-
makers) on a shift basis in the home, certain self-help devices, inpatient hospice
care, and bereavement services to family members.

Twenty-six organizations have been selected for participation in the project,
based on the need for evaluation data that would reflect urban and rural differ-
ences and variations in hospice provider types. .

The Departments of Housing and Urban Development (HUD) and HHS are
jointly funding a demonstration to test whether the chronically mentally ill can
‘be deinstitutionalized and integrated into the community by providing housing
support and medicaid coverage of services 'such as life skills, transportation, and
supervision. :

’ III. Reimbursement

Innovative reimbursement methods, including competition-based models, are
being tested to determine whether they reduce costs without adversely affecting
patient outcomes. .

In the Social HMO project, the concept of providing a continuum of medical
and health services to an elderly population, within an HMO context, is being
tested by Brandeis University. The activities that will take place in this 3-year
project are the development of a demonstration and evaluation protocol for the
Social HMO concept, the selection of and developmental assistance to three sites,
and the implementation of the Social HMO demonstration.

IV. SBurvey and Certification

Scarce surveyor time is being reallocated to test the impact of changes in the
current survey and certification methods for determining quality of care in long-
term care institutional settings.
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Projects in Wisconsin, Massachusetts, and New York, are currently underway
which streamline the nursing home survey and certification process. .

In Wisconsin and New York, the goal is to move from a single “paper review”
of patient care and a facility’s ability to meet Federal/State standards to a
screening approach which focuses surveyor time on the actual care provided to
patients and the facility’s ability to provide that care.

While the Massachusetts project does not change the current medical review
(MR) /independent professional review (IPR) requirements, it does concentrate
surveyor time on identifying nursing homes which have had difficulty complying
with Federal/State conditions of participation.

It is anticipated that findings from these three projects will be instrumental
in the development of more- effective nursing home survey and certification.
methods in which surveyor time is better utilized.

LONG-TERM CARE DEMONSTRATION PROJECT SUMMARIES
Coordination and Management

Triage (Connecticut).

Cost-effective alternatives to nursing home institutionalization (Georgia).

“Monroe County demonstration of a communitywide alternative to long-term
care/medicaid (New York).

A continued demonstration of the community long-term care center through
inclusion and expansion of title XVIII (New York).

Delivery of medical and social services to the homebound elderly: A demon-
gtration of intersystem coordination (New York City).

Evaluation of New York State’s long-term home health eare program.

Multipurpose senior services project (California).

Long-term care demonstration design and development. Mr. Zion (California).

Long-term care project of north San Diego County (California).

FIG waiver continuum of care project for the elderly (Oregon).

South Carolina—community LTC project : Demonstration to direct State pohcy
- for long-term care.

Ancillary community care services: A health care system for. chronically im-
paired elderly persons (Florida).

Modification of the Texas system for care for the elderly: Alternatlves to the
institutionalized aged.

Colorado medicaid physxclan nursing home project. .

National long-term care demonstration: Pennsylvania, Texas, Hawaii. Maine,
Kentucky, and Maryland.

Medicare and Medicaid Coverage

Mediﬂire and medicaid hospice demonstration.

HUD/HHS demonstration for deinstitutionalization of the chronically men-
tally ill.

Experiment to waiver the 3-day prior hospitalization requirement for medi-
care coverage in skilled nursing facilities (Massachusetts and Oregon).

Innovative Reimbdbursement Methods

A socxal/HMO program for long-term care.

On Lok senior health services: A community care organizatlon for dependent
adults (California).

California skilled nursing pbharmacy serv1ces—capitated reimbursement ex-
periment.

West Virginia standard appraisal value nursing home reimbursement demon-
stration.
" California nursing home incentives project.

Survey and Certification A

Service-hy-exception (Massachusetts).
Improving New York State’s nursing home quality assurance program.
Wisconsin quality assurance project. .

Connecticut, Triage: Comprehensive, Coordinated Care of the Elderly

The Triage model is based upon a single entry access point to the health deliv-
ery system for elderly persons. The demonstration project tests the feasibility
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and effectiveness of service coordination for elderly and disabled individuals liv-
ing in a seven-town area in central Connecticut. The project is designed to build
an appropnate interface between client and multiple service agenaes whereby
care is organized around the client and the available resources.

Triage was initiated by the State of Connecticut in 1974, with State funding
and a grant from the Administration on Aging and in 1975 received section 222
medicare waivers together with funding from the National Center for Health
Services Research, Public Health Service, for the research component of the
project. These initial years of the project are referred to as Triage I.

On April 1, 1979, HCFA approved a 2-year project utilizing the same demonstra-
tion and research design in order to obtain needed longitudinal data regarding
the utilization and cost of services provided to this group of patients from the
ineception of the project. This 2-year project is known as Triage IT..

The project is targeted at an eligible population of 19,526 people, 65 years and
over who are entitled to medicare parts A and B. The service delivery system has
been developed around individual needs rather than tailoring the care to existing
reimbursable sources. The delivery model includes the following features : Patient
assessment and individualized plans of care; coordination of all available health
related services; creation of new services in the demonstration area ; monitoring
of the plans of care; and evaluation of pertinent data in accordance with a
research design so that patient outcomes and costs of serv1ces can be available for
study by health care planners.

The project serves a caseload of 1,500 partticipants.

The objectives of the project are:

(a) To increase effectiveness of health services.

(b) To develop necessary preventive and supportive services and demonstrate
their value to target population. . ]

(e) To provide single entry assessment mechanism to coordinate delivery of
institutional, ambulatory, and in-home services which will result in cost contain-
ment. ’

(d) To demonstrate the effectiveness of coordinated care, including: (a) Care
to prevent illness, compensate for disability and support independent living at
home; (b) care prescnbed appropriate to need rather than according to third-
party payer service restrictions; and (c¢) use of professional nurse-clinician/
social service coordinator teams to assess needs of individuals, arrange for appro-
priate services and provide case management services. :

(e) To reduce expenditures for health care delivered to target population.

The Triage model operates through a clinical process of care developed and
monitored by mterdlsclplmary teams, each of which consists of a nurse-clinician
and a social service coordinator (socia] worker). The clinical process of care
includes the following four stages:

(a) Referral—Most frequent sources of referral have been self-referral,
family, friends, visiting nurses, hospital discharge planners, physicians, and
social workers. .

(b) Assessment.—The nurse-clinician/social service coordinator team jointly
visits the client’s home to fully assess client needs, using a comprehensive assess-
ment form. This form was developed and refined by project clinical staff, the
project research team, and a geriatric physician consultant. The assessment
consists of a modified physical examination, and an extensive interview. The
interview includes a complete health history, information on client funectional
status, nutrition. physical environment and informal support system. Functional
status is assessed by the use of three standardized instruments—the Activities of
Daily Living (Katz, et al.), the Instrumental Activities of Daily Living (Lawton
and Brody) and the Mental Status Questionnaire (Goldfarb, Kahn, et al). This
process provides the data base upon which the plan of care is developed for each
client.

(¢) Coordinating the care plan.—Based on the assessment data, a plan of care
is developed The Triage team works with the client and his or her family to
select services appropriate to the client’s needs and the providers that will be
asked to deliver the authorized services.

(d) Monitoring.—After-service delivery commences, the Triage team main-
tains ongoing contact with the client to assure that services continue to be
consistent with the care plan, in terms of quality and quantity. In addition, the
team consults frequently with providers and meets on :a monthly basis with
heme health agencies in the region and other providers as needen. A medical-
dental advisory committee is available to Triage staff for consultation and review
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of client status. The committee consists of five physicians (with different special-
ties), two dentists, a podiatrist, and a pharmacist.

The section 222 medicare waivers have made it possible for Triage to authorize
payment for many ancillary and supportive services not traditionally covered
by medicare, and to waive specific medicare requirements such as coinsurance
and deductibles and restrictions on home health care.

The following table identifies the services available to Triage clients, including
waivered services and traditional medicare services.

Service category Traditional medicare services Waivered services.
Institutional ... _________. Hospital, skilled nursing facility___________ Intermediate care facility, home for the
. i aged, day care.
Home care..._ ---- Visiting nurse, home health aide H ker, chore, panion, meals and
. ) . meal delive:‘y.
Ambulatory_..____.__....__ Physician, outpatient service diagnostic Optometrist, dentist (routine and preven-
services (X-ray and laboratory), therapies  tive), podiatrist (routine and preventive)
éspeech, physical, occupational), dentist  mental health counseling.
selected medical conditions), podiatrist .
(selected medical conditions).
Products. ... ___._.___._. Medical equipment, supplies__..__________ Pharmaceuticals, hearing aids, glasses.
Transportation___.__________ Ambulance. . ______.___ ... __________ Chair car, taxi

Traditional medicare services are reimbursed according to the procedures and
rates of that program. For other services not normally included under medicare,
the method of reimbursement varies according to service type. Homemaker and
ICF’s for example, are reimbursed on a cost-reporting basis ; pharmaceuticals and
optical care are reimbursed using medicaid rates established by the State De-
partment of Social Services. For other services, Triage obtained schedules from
government and industry sources (e.g., Connecticut Public Utilities Commission
rates used for transportation). Rates were negotiated with each provider for
services and as meals and meal delivery, companions, and chore service.

Triage has provided training opportunities for providers and students in
health professions programs throughout the life of the project.

Data from Triage I are currently being analyzed by NCHSR. Findings from
the initial years of the project, funded under the auspices of PHS, should be
available in fiscal year 1981. Preliminary data from Triage I indicate that: 72
percent of participants improved or maintained their ADI, (activity of daily
living) and MSQ (mental status) scores. However, the overall performance of
the participant group on assessment scores decreases with advancing age. The
total cost per participant for 1978 was $3,620 or an average per diem cost of $12.63
per day. Data from Triage II is not available, as the project will not terminate
until the end of fiscal year 1981. : .

Triage II was terminated at the end of fiscal year 1981, however waivers and
grant funds are to be continued until December 31, 1981, to allow the project to
complete the termination phase of the project.

Georgia, Alternative Health Services

In July 1976, under the authority of section 1115 of the Social Security ‘Act, the
Georgia Department of Medical Assistance embarked on a demonstration project
in 2 of the 10 districts designated by the Georgia Department of Human Resources
(covering 17 counties). The project offers alternative services to nursing home
care for persons who would otherwise be placed in institutions. The model is
built on a centralized single point of entry into all service systems. In addition to
regular medicaid financed health services, the demonstration offers three alterna-
tive services; adult day rehabilitation, home-delivered services and alternative
living services (e.g., personal care, adult foster care, boarding services, and
congregate living arrangements). By the end of June 1980, intake for the research
and demonstration was completed. The program had assigned 1,229 clients to the
experimental group and 384 clients to the control group. The active caseload
included 566 experimental clients. Following this period, control clients were al-
lowed to become program participants and by June 1981 there were 630 active
clients receiving program services. L

All potential alternative health services (AHS) clients receive a health and
social needs assessment prior to enrollment. Along with self-referrals, the project
receives referrals from hospitals, the County Department of Family and Children
Services and the Georgia Medical Care Foundation, the project’s independent
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utilization review contractor. Clients who appear to be eligible for services are
interviewed by designated caseworkers from the county who administer the
client assessment interview which collects health and social information on the
client. Following the interview. the caseworker obtains the relevant medical data
from' client’s physicians and additionally significant social information on family
and support systems. The information gathered by the caseworker is reviewed
at a team conference consisting of an AHS nurse and social worker and desig-
nated caseworker. The team uses the State maximum units of service guidelines
to identify patiepts who require more intensive care than the project can pro-
vide. After the conference, the caseworker notifies the client of service recom-
mendation or control assignments. (Three out of every four clients determined
appropriate for the project are randomly assigned to AHS service groups with
the fourth assigned to a control group. Clients in both groups are tracked for the
duration of the project.)

Once a patient is accepted to participate in the project he or she is referred to
appropriate providers. A face-to-face interview is conducted by the provider who
notifies the team within 5 days whether or not the services recommended are
adequate for the client. The provider then indicates the services to be offered,
the frequency .of services and provides a justification for not provid‘ng services
recommended by the assessment team. Any changes in the cl’ent’s care plan must
be approved by the team. Once services are initiated. both a case manager and
case coordinator work to assure the continued provision of services which are
appropriate to meet the client’s needs.

Standard contracts have been negotiated with a large number of alternatlve
gervices providers which include: (1) Prior agreement on specific expenditures
and cost allocations: (2) a line item budget which the provider cannot exceed;
and (8) a system which allows a provider to retain unexpended funds for use in
program expansion.

The following highlights some of the preliminary cost and utilization findings
from the first operational year. Analysis of data from subsequent years may
change these findings:

Total medicaid mean monthly costs for the experimental groun are 76 percent
higher than for the control group. Medicaid costs exclusive of AHS costs for the
experimental group. however, are 9.4 percent less than for the control group. The
most significant differences by category of expenditure are for nursmg home,
inpatient hospital and physician costs.

—Medicaid nursing home costs are on the average $15.94 per month or 38

percent higher for the control group than for the experimental group.

—Physicians costs reimbursed by medicaid are 141 percent higher for the con-
trol group than for the experimental group.

—Mean medicaid inpatient hospital costs for the experimental group are 49
percent higher than for the control group. These cost figures are consistent
with the finding that individuals in the experimental group utilized an a ver-
age of 5.4 hospital days during first yvear of enrollment as compared with
clients in the control group who used 4.1 hospital days on the average. This
ﬁnding may be attributed to the professionals who nrovide AHS services and
recognize the need for hospltahzatlon before it might otherwise be recognized
by the client or the famlly

The utilization and service cost figures indicate that 42.6 percent of the clients
have received home-delivered services, 14.7 percent have received adult rehabhilita-
tion services, and 2.8 percent have received alternative living services. The mean
monthly project service costs per person of home-delivered services was $129,
adult day rehabilitation $216, and alternative living services $212.

The final project report is expected November 1981,

During the 1980 Georgia General Assembly session. the Department of Medi-
cal Assistance was granted the anthority to expand the AHS program so that
it may be adopted statewide. AHS program services will he phased into new
areas of Georgia through a 3-year statewide expansion process. The State ex-
pects the program to be fully operational by 1984. For the demonstration phase,
the project had operated in two of the State’s area agencies on aging districts.
As part of a competitive bidding process, five additional agencies have heen
selected to expand the delivery of services. In preparation for statewide imple-
mentation. the program is establishing ongoing linkages with providers and
agencies. The project has been streamlining its systems hy developing a com-
puterized system for prior authorization, modifying AHS provider manuals,
developing new invoicing procedures, and revising forms.
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Evaluation.—An evaluation of the projeet is being undertaken by Medicus
Systems Corp. under contract to the grantee. Medicus has participated in and
reviewed all aspects of the project including the technical research aspects and
the management system. In particular, the evaluation will focus on costs, utili-
zation, health impact, and effectiveness. This evaluation will be included in the
final project report. Berkeley Planning Associates will conduct a secondary
evaluation of this project as part of the HCFA crosscutting evaluation.

"New York, Monroe County I

The New York State Department of Social Services is conducting a demon-
stration project under the authority of section 1115 of the Social Security Act,
through the Monroe County Long-Term Care Program, Inc., (MCLTCP). The
purpose of this project is to demonstrate alternative approaches to delivering
and financing long term care to the adult disabled and elderly medicaid popu-
lation of the county.

The project has developed the assessment for community care services
(ACCESS) model as a centralized unit responsible for all aspects of long-term
care for Monroe County residents, 18 years of age or older, who have long-term
health care needs, and who are eligible for medicaid benefits. Program responsi-
bilities include developing and coordinating community services, administering
long-term care funds, approving all public payments for institutional and com-
munity  long-term care services, and collecting program data. ACCESS staff
provides each client with a comprehensive needs assessment, assistance in plan-
ning and obtaining community or institutional services, and ongoing monitoring
of the appropriateness of the services. All long-term care services provided under
medicaid in the county must be coordinated with the ACCESS unit in order for
the provider to be reimbursed. Private pay patients may voluntarily use ACCESS
services.

ACCESS assessment activity varies based on client location (e.g., acute care
facility or in the community). However, actual assessments are all carried out by
using the preadmission assessment form (PAF) developed by the project to im-
prove upon previously utilized State forms which attempted to document patient
condition. The principal focus of the PAF is to determine client’s capacity for
self-care and to determine specific service needs necessary for the patient to
remain at home, if at all possible. Assessments are carried out by Community
Health Nurses (CHN) from the County Health Department or the Visiting Nurse
Service of Rochester (VNS).

Once a patient’s needs have been determined, the assessor completes an alter-
nate care plan (ACP) form which provides a detailed home care package, includ-
ing identification of service, personnel needed, and equipment necessary for home
care. On the basis of the ACP, ACCESS determines the cost and practicality of
home care for the patient. If the patent and family agree to the service plan, steps
are taken to initiate services for the client (whether it involves home care or
admission to a long-term care facility). As part of its contract with the County
Division of Social Services, ACCESS may only approve home services for medicaid
clients who can be assisted in home care for less than 75 percent of the cost of a
comparable level of care in a long-term care facility. If costs exceed 75 percent,
ACCESS must make a special request to the DSS to allow home services. Non-
medicaid patients (e.g., private pay voluntary participants) must arrange for
payment of their services on their own, although ACCESS will assist and advise
them in these arrangements.

ACCESS provides followup to its client population by a home review system.
Home review visits are made three times a year for medicaid clients and where
necessary and agreed to by nonmedicaid clients.

Utilization review forms are routinely shared with ACCESS by three church-
sponsored nursing homes and one public faecility in the county for all required
review periods (i.e., 30-, 60-, and 90-day review) which determine whether the
patient is at the appropriate level of care. If the UR form indicates a change may
be necessary, the Genesee Valley Medical Foundation (which conducts the utiliza-
tion reviews) transmits the form to ACCESS for review and resolution.

Section 1115 .medicaid waivers permit the project to include the following
services : Friendly visiting, housing improvement, hnme maintenance/heavy chore
services, housing assistance, transportation, moving assistance, and respite care.

The project has the authority to contract with providers for the delivery of
certain services. After bills are submitted to the project by providers, their claims
based on State medicaid reimbursement schedules are forwarded by the project
to the State medicaid office for payment.
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Objectives

The objectives of the project are:

—To provide long-term care services which are appropriate, cost-effective, and
acceptable to the client.

—To provide coordination and continuity of case management for long-term
care clients.

—To improve long-term care assessment and review procedures.

—To collect data about needs, service utilization, and appropriateness of
placement of persons requiring long-term care,

—To reduce the number of county residents who are in acute hospitals and
long-term care institutions.

—To reduce per person rate of increase of medicaid expenditures for in-
dividuals needing long-term care below the rate that would have occurred
had the project never existed.

In the initial 32 months of ACCESS activity, 8,862 referrals were received ;
4,766 from hospitals and 4,096 from community sources. The community refer-
rals came from home health agencies (33 percent), clients and/or families (28
percent), long-term care facilities (10 percent),-local human services agencies
(4 percent), and physicians (5 percent).

The percentage of community medicaid patients resolved at home has increased
over the life of the program. During the first year of operation, 88 percent of the
medicaid patients referred from the community were resolved at home, but in
1980 (through July) 96 percent of community medicaid patients were resolved
at home. Increases have also been dramatic for nonmedicaid community patients
who, in 1978, had only 75 percent home resolutions, increasing to 88 percent in
1980. Similarly, more hospital patients have been resolved to home care since the
start.of the program. During the first year, 35 percent of the medicaid patients
referred from the hospital were resolved at home. In 1980 (through July) 54
percent were resolved at home. For nonmedicaid patients in 1978, 18 percent were
resolved at home while in 1980, 25 percent had home resolutions.

Medicaid costs for all direct, noninstitutional services for the 1,123 skilled-
level patients who were assessed at home under the ACCESS system, are esti-
mated to be $25.12 per day, or 52 percent of the comparable medicaid institutional
rate (at $50 per day). The medicaid costs for health related and proprietary
home level service packages are also reported to be less than half of the com-
parable institutional rate.

Preliminary data show that home care costs for long-term care patients under
the demonstration are from 30 to 50 percent of the county’s comparable institu-
tional costs. Skilled nursing services provided in the home through the project
were estimated to be $22.22 per day compared to $50 per day for equivalent in-
stitutional care. For health-related services (equivalent to ICF care), the costs
were $9.29 for home care as compared to $30 for institutional care. At the domi-
ciliary care level, the costs were $3.74 compared to $16 at the institutional level.

The project has been continued for a seventh year as a waiver only, primarily
to test the effectiveness of a single organizational management structure for both
medicaid and medicare participants (see Monroe II for description of 222 pro-
ject).

Berkeley Planning Associates will conduct a primary evaluation as part of the
HCFA crosscutting evaluation.

New York, Monroe County IT

The delivery model used for the section 1115 Monroe County long-term care
medicaid project (Monroe County I) will be expanded under the authority of
section 222 of the Social Security Act to include care management and patient
assessment services for the county’s medicare population in need of long-term
care. This demonstration shares the purposes and goals of the section 1115 medi-
caid project. The addition of this project to the Monroe County program will
enable the county to work toward an integration of medicare and medicaid long-
term care services in the county and to simplify program administration.

In addition to the ACCESS process described for the Monroe County I project,
gection 222 medicare waivers will enable this project, approved in July 1980, to
implement a utilization review component whereby once a client has entered a
facility or has been approved for home care, a set review schedule will be used.
Medicare-entitled clients will be reviewed in a skilled nursing facility every 14
days by a utilization review nurse from the Genesee Valley Medical Foundation.
Medicare-entitled clients at home will be reviewed by a nurse from a certified
home health agency every 28 days. In addition, the section 222 medicare waivers
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will permit ACCESS to certify a client’s need for skilled nursing services for up
to 14 consecutive days in a skilled nursing facility, and up to 28 days for the
provision of home care services, if approved by the client’s private physician.

The waivered medicare services under this demonstration include: Client
intake and assessment; noninstitutional skilled nursing facility services; fi-
nancial counseling; in-home architectural review; and transportation services.
Extended care services will be furnished to participating skilled nursing faecili-
ties (SNF's) if the patient requires daily skilled nursing or other skilled re-
habilitation services which can only be provided in a SNF on an inpatient basis.
The “posthospital” medicare requirements for SNF care and part A home health
care are also waived in order to implement this project.

This project is scheduled to begin operations in March 1982,

Berkeley Planning Associates will conduct a primary evaluation as part of the
HCFA crosscutting evaluation.

New York City, Delivery of Medical and Social Services to the Homebound
Elderly

The New York City Department for the Aging is conducting a 8-year medicare
demonstration of the delivery of medical and social services to the homebound
elderly, under section 222 of the Social Security Act. A separate grant from
the Administration on Aging is supporting certain administrative activities and
supplemental service delivery costs for the project.

The purpose of the demonstration is to test a community-based methcdology
-which will provide a spectrum of medical and social services, directly and by
linkage and coordination, to a homebound chronically ill population. Specifically,
the project is targeted to persons aged 65 and over entitled to medicare part B
who suffer from chronie illness, functional or mental impairment, and who are
unable to visit a physician without assistance or have no access to medieal care.

Four sites have been developed, each serving 100 individuals (totaling 400
participants for the project) with a comparison group of 200 for research pur-
poses. The project’s major objectives are threefold :

(1) Identify characteristics of this population, needed levels of care, costs
of delivering such care, and the effect of care delivery. :

(2) Demonstrate the process of coordination, and identify mechanisms
and strategies effective in achieving coordination ; and

(3) Develop a cost-effective model of coordinated service delivery to be
incorporated into the city’s system. ’ ’

A coordinating model has been established to carry out the project, com-
posed of separate organizational components, each with specific responsibilities
related to coordination and service delivery. These components include a project
advisory committee which is comprised of relevant city departments and four
neighborhood-based service delivery sites. The project advisory committee re-
views policy, selects sites, and establishes criteria for clients and services, The
committee is also responsible for facilitating agreements between service pro-
viders. The neighborhood-based sites conduct centralized intake, assessment,
care planning, reassessment and monitoring, conducted by an interdisciplinary
team (e.g., nurse and social worker.)

Community-based physicians provide medical consultation to the sites on care
planning and signoff on care plans for those clients who do not have their own
private physicians. Bach consulting physician will spend 1 full day each week
at the respective site and will be available for special assessments.

The project has developed the four sites incrementally ; two became operational
in December 1980, and the other became operational in June 1981. The four sites
are:

—Sunset Park Family Health Center (Brooklyn) which is part of Lutheran

Medieal Center (but functions as a freestanding clinic).

~—Community Agency for Senior Citizens which is sponsored by the Staten
Island Home Care Integration Service Coalition and funded under Older
Americans Act, title ITI-B.

—Jamaica Service Program for Older Adults. (Queens) which is a voluntary
social service agency providing a broad range of services to the elderly in
ithis er%ugh, including services funded under title ITI-B of the Older Amer-
cans Act.

—The Comprehensive Family Care Center (Bronx) which is sponsored by the
Albert Einstein College of Medicine. )

The four sites may provide services directly, contract for, or arrange for other

services in their respective catchment areas. '
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Services provided through the medicare waivers are the core around which
other community services will be obtained for project clients. These services are:
Homemaker, personal care services, transportation and escort services, and drugs
and biologicals.

The assessment instrument is based for the most part on the Georgia Alterna-
tive Health Services “client assessment interview” together with the New York
State DMS-1 medicaid preadmission instrument.

EBvaluation—The project is included in the HCFA crosscutting evaluation
which is being conducted by the Berkeley Planning Associates. .

New York State, Long-Term Carc Home Health Care Program—Nursing Home
Without Walls

The New York State Long-Term Home Health Care Program (LTHHCP), also
known as the “nursing home without walls” program, was established by the
State legislature to become effective April 1, 1978. The program provides an
alternative to institutionalization for medicaid clients who meet the medical
criteria for skilled nursing facilities (SNE’s) or intermedizte care facilities
(ICF's). A maximum expenditure for home care has been set at 75 percent of
the going rate in a locale for SNF or ICF levels of care for which the client is
eligible. !

The New York State Department of Social Services received medicaid waivers
in September 1978, under section 1115 of the Social Secuirty Act to assist in a
3-year demonstration of the gradual implementation of the program.

The purpose of the program is to reduce fragmentation in the provision of
home care services to the aged and disabled through a single entry system which
coordinates and provides these services in (currently) 11 sites throughout the
State. The sites are based on a single entry system which coordinates and pro-
vides all of the services. The objectives of the project include: (1) Maximizing
the use of available resources; (2) determining whether various types of pro-
viders are differentially successful in providing these services: (3) comparing
the effectiveness of long-term care programs in different geographical areas; (4)
comparing the program with traditional home health care provided by certified
agencies; and (5) promoting cost containment.

As illustrated below, each of the 11 active sites show a different pattern in
development of their respective patient caseloads.

Operaticnal Current

Sites Date caseload ! Capacity
Bronx: Montefiore Hospital —--- Avgust1979________ 101 100
New York City: St. Vincent's Hosputal.. _- September 1979, 49 80
Queens: Visiting Nurse Service -- May 1980___ 80 75
Brooklyn: Metropolitan Jewish Geriatric Ce -- May 1979___. - 159 150
Buffalo: 24 Rhode Island St. Nursing Home.__ - November 1978__.__ 52 S0
Buffalo: Erie County Department of Health. _______._._____ September 1979 100 100
Syracuse: Visiting Nurse Assaciation of Central New York. .. March 1979 §2 100
Syracuse: Onondaga County Department of Health, _ _ March 1979 95 125
Olean: Cattaraugus County Department of Health_ 1 25

. Troy-Eddy Memorial Foundation_ ... _._._________ 16 25
New York City: Jewish Home and Hospital for the Aged - September 1981 1 100

1 Current caseload as of Sept. 28, 1981. New York State regulations allow sites a 10-percent allowance factor to the ap-
proved capacity rate for hospital patlents who will return to the program.

Under the LTHHCP, all patients must be medically eligible for placement ina
residential health care facility. For all potential program users, a medical assess-
ment abstract must be completed which produces a predictor score. referred to as
the DMS-1 score. The DMS-1 assessment instrument is used in New York State
as a tool to determine the appropriate placement of patients in long-term ecare
facilities. When patlents are determined to be eligible for the LTHHCP program
an in-home assessment is completed by a LTHHCP nurse and a caseworker from
the local social service district. Following completion of the assessment. a plan of
care is developed and a budget review is initiated by the caseworker. This budget
review determines whether the total projected costs are within 75 percent of the
monthly average medicaid costs of the going rate for SNF or ICF levels of care
for which the client is eligible. A reassessment is conducted every 120 days and
a physician review of patient care needs is renewed every 60 days.

The coordination of the services and the case management functions are shared
by the LTHHCP coordinator and caseworker. Professional support must be avail-
able to patients through an emergency on-call system 24-hours a day.
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In the initial startup phases, the State Department of Social Services and
Health Systems Management, together with State Senator Lombardi (the author
of the LTHHCP legislation), met with local commissioners in each district site
to familiarize them with the program and facilitate program implementation. In
addition, the State met with hospital discharge planners to make them aware of
the program and worked with the local social service districts to train staff and
provide technical assistance to the LTHHCP staffs. However, the project ex-
perienced some difficulties in becoming fully operational. Startup was delayed as
a result of staff turnover, problems in coordination, and site difficulties in obtain-
ing referrals. There was also a’'delay in the enactment of State legislation author-
izing financial participation for reimbursement of the seven waivered services
under the section 1115 demonstration authority. The implementation guidelines
for paying these waivered services became effective in September 1980. The waiv-
ered services are: Home majntenance, nutrition counseling/educational services,
respiratory therapy, respite care, social day care, transportation, congregate meal
services, moving assistance, housing improvement services, and medical-social
services. The rates for the waivered services were approved on June 1, 1981.

The project has acted to resolve some of its earlier problems with three addi-
tional State monitoring staff positions to provide site assistance and to work with
the evaluator in coordinating and developing the data collection strategy. Be-
" cause there have been delays in the joint assessment process to determine patient

eligibility, an “alternative entry procedure” was established which allows the pro-
vider to begin service to the patient immediately based on their own initial assess-
ment of the patient. A joint assessment is then conducted with the local social
service district. )

In the New York City area, where there are four sites, a long-term care task
force was established in 1979 with. participation from the sites and the New York
City Human Resources Administration to facilitate communication and coordi-
nation of efforts in program implementation.

The following legislative modifications passed by the State legislature in
June 1980 enabled the program to expand its client population and improve
operations: (1) Reallocation of slots among nine sites; (2) passage of a senate
bill to annualize the 75-pércent cap so that if it is reasonably anticipated that
average expenditures for a year’s time will not exceed the cap, the patient can
be admitted to the program.

In 1980, the New York State Department of Social Services received supple-
mental funding to support the collection of primary data on comparison patients.
This data will be analyzed and used in the HCFA project evaluation conducted
by Abt Associates, Inc. The State appointed a data coordinator and hired and
trained 31 data collectors. The State has also finalized agreements with facilities
to participate in data activities. The data collection began in April 1981. To
facilitate the collection of data, the State has recruited additional data collectors.
The data coordinator is working with Abt Associates to make necessary revisions
in the data collection instruments. .

By September 28, 1981, the State approved eight additional long-term home
health care programs. These additional programs result in a total of 19
LTMMCP’s with an approved capacity of 1,500. Six of the already operational -
sites have applied or are considering applying for an increase in their approved
capacity rates. The rates for the varied services were . approved in June 1981,
All of the operational sites are providing or establishing a mechanism to imple-
ment the services.

In August 1981, New York State passed legislation to allow proprietary hospi-
tals and nursing homes to apply to -become long-term home health care programs.
An amendment was also passed to permit providers to bill at the medicare rate
for.private pay patients- for all services. Previously, all services for private pay
clients were billed at the medicaid rate. -

Evaluation.—Abt Associates is conducting the primary evaluation of the pro- -
gram. This evaluation consists of two major components: A descriptive analysis
of the development, organization, administration and impacts of the LTHHCP,
‘and a comparative analysis of the LTHHCP with traditional home care to
determine cost, utilization, and patient outcomes of the LTHHCP. The evalua-
tion of the program will focus on the initial nine program sites. Berkeley Plan-
ning Associates will conduct a secondary evaluation as part of the HCFA cross-
cutting evaluation.
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California, Multipurpose Senior Services Project (MSSP)

In September 1977, the State legislature enacted AB998, which required the
State Health and Welfare Agency to establish MSSP across the State that would
test single entry access to the health and social services system through case
management, care planning, and needs assessment. In October 1979, the State
Health and Welfare Agency received a “waiver-only” grant under section 1115
of the Social Security Act to implement the State-mandated MSSP demonstra-
tion over a 4-year period.

The demonstration is being implemented in eight sites across the State. Some
of the sites provide services directly while others are limited to case management
and purchase of service functions. All sites have the authority to contract for
services with local providers. :

The target population for this project is persons aged 65 and over who are
considered at risk of institutionalization and who meet the State eligibility
requirements for Medi-Cal (medicaid). There are 1,900 participants in the
MSSP; 2,300 comprise the comparison group sample. The project caseload is
drawn from Medi-Cal eligibles from the community, acute care hospitals, and
from skilled nursing facilities (SNF's). )

The project has received medicaid waivers to provide certain health-related
and social services which are not otherwise provided under the State Medi-Cal
program. These include: (1) Adult social care; (2) housing assistance; (3)in-
home supportive services; (4) legal services; (5) nonmedical respite care;
(8) nonmedical transportation; (7) meal services; (8) protective services; (9)
specialized communication; and (10 preventive health care.

Other services are being provided from existing State funds under titles XIX
and XX of the Social Security Act and title III of the Older Americans Act,
as well as the State general fund. '

The demonstration has both comparative and operational objectives. The
comparative objectives are: To reduce client’s number of hospital days, to reduce
client’s number of SNF days, to reduce total expenditures of social and health
gervices for clients, and to improve/maintain client functional abilities.

The operational objectives are: To estimate effectiveness of existing services,
to estimate and compare among sites the most effective mix of LTC services, to
estimate optimal expenditure for client care while reducing SNF and hospital
patient days, and to estimate optimal expenditure for client care while improving
or maintaining client’s functional abilities.

Individual sites were required to meet specific State MSSP prescribed criteria
before becoming operational. As of September 1, all eight sites were operational.
(The State project became operational in March 1979.) The sites have phased-in
caseloads and staffing at a MSSP prescribed pace. The project had reached full
caseload by April 1981. The eight sites are:

—Jewish Family Services, Los Angeles.

—East Los Angeles Health Task Force.

—Senior Care Action Network, Long Beach.

—Mount/ Zion Hospital and Medical Center, San Francisco.

—City of Oakland.

—Greater Ukiah Senior Citizens Center.

—County of Santa Cruz.

—~San Diego County Area Agency on Aging.

During the first developmental and preoperational year several major tasks
were carried out. A public relations campaign was launched to inform key State
and local officials and agencies about MSSP. Comprehensive planning was con-
ducted at the site level with State MSSP involvement. Staff for the State and
each site were hired, and during the months of March, June, and August all
gites were trained by the State on all aspects of local MSSP operations. A com-
prehensive traininig protocol was prepared for this activity.

A uniform patient assessment instrument has been developed and pretested,
and finalized for use at all eight sites. This comprehensive assessment instru-
ment is conducted in two parts—social assessment and medical assessment. It
is administered by a nurse practitioner and a social case worker, respectively.
The instrument iS currently being refined further based on experience at the
gites to date. .

MSSP has developed the data collection procedures for the pariicipant’s in-
formation, designed a system to analyze the effectiveness of the program, and
designed a computerized management information system. The computerized
MIS will be operational by April 1981. Project data that has been processed
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manually (since becoming operational) will be transferred to the computerized
system in April. - . )

During the 02 project year, the sites completed staffing and caseload acquisi-
tion at a MSSP prescribed pace. All sites were at full caseload by April 1981.
Progress during the second year has been excellent. -

Evaluation.—During year 02, MSSP engaged in intensive startup and imple-
mentation activities related to the evaluation of the project. .Progress to date
has been excellent. By the end of year 02, all of the necessary research com-
ponents will be in place and operational. These components include a com-
puterized management information system with all sites equipped with interactive
terminals for. local data entry and printers for programmatic and administra-
tive Teports, an analytic group staffed at the University of California, Berkeley,
and a survey team with 90 percent of the control sample acquired. In addition,
Berkeley Planning Associates will conduct an evaluation as part of the HCFA
crosscutting evaluation. .

San Francisco, Mt. Zion Hospital Long-Term Care Demonstration Design and
Development :

" The Mt. Zion Hospital and Medical Center is conducting a medicare demonstra-
tion under section 222 of the Social Security Act to implement a hospital-based
long-term care services delivery system in a designated service area. This model
builds upon ecomponents of Mt. Zion's existing geriatric services, including acute
care, emergency health services, outpatient services, home care and information
and referral. A consortium of five service providers under the direction of Mt.
Zion will cooperate to provide a range of health and social services to the frail
elderly in the designated catchment area. The demonstration was originally
scheduled to last for 3 years. A fourth year, from June 30, 1981 through June
29, 1982, was recently approved to give the project an additional year to derive
research findings, - :

The project is providing centralized intake and case management, including
assessment, care planning, and case monitoring. It is designed to test the ability
of a consortium of service providers to provide more accessible, appropriate, and
cost-éffective care.

The project has received waivers to provide certain health-related and social
services which are not otherwise provided under medicare. These include: Day
care services; homemaker services; chore services ; home-delivered meals ; inter-
preter services; respite care; discharge assistance; drugs and biologicals ; audi-
ology services, including hearing aids; optometry services, including eyeglasses
and contact lenses; podiatry services, including orthopedic footwear and other
supportive devices; dental care, including prosthodontics ; adaptive and assistive
equipment; transportation of patients by specialty vehicles, cabs, and other
private and public means; ecase management services; mental health counseling ;
and prosthetic and orthotic appliances.

The basic assessment instrument used by the project is the patient status
assessment instrument, which was used for the Public Health Service section 222
experiments on adult day health care and homemaker services. This instrument
has been expanded to jnclude items which are necessary for care planning and
determination of appropriate patient placement. Material from the Monroe
County, N.Y. (ACCESS) instrument was used in the revisions. The resulting
instrument has been fleld-tested extensively, further revised, and validated.

The project developed a formal training program for project staff in assess-
ment, care planning, and case management functions. In addition, Mount Zion
has established a seminar program to provide project staff as well as consortium
members and other hospital personnel an opportunity to increase knowledge
regarding long term care. Knowledgeable individuals froin Mount Zion Medical
Center and the community are leading the seminars.

In August 1980, the project became operational. As of August 1981, the project
had reached its projected caseload of 200 experimentals and 100 controls,

Evaluation.—The project research director is responsible for a detailed evalua-
tion of project. Berkéley Planning Associates will include this project’s data in
its HCFA crosscutting evaluation.

San Diégo, North San Diego County, Long-Term Care Project .
The purpose of this demonstration is to compare client benefits and costs of care
between existing long-term care services and those provided under the project.

The project will provide a comprehensive, coordinated system of long-term care
for medicare beneficiaries aged 65 and over. The hypothesis to be tested is that a
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coordinated system of long-term care service delivery for medicare beneficiaries
65 and over, providing continuity of care with a wide array of in-home, commu-
nity-based, and institutional resources, stressing client education for self-care and
client participation in care plan development, will result in clients achieving and
maintaining optimal health status and functional independence and will assist in
containing the overall costs of health care.

In designing the demonstration, the project established broad goals: (1) To
demonstrate that a medicare-certified provider of home health services with a
range of supplementary in-home supportive services, and an established system of
community-wide linkages, is an appropriate and cost-effective resource for the
administration of a long-term care system; (2) to assist the frail elderly, chroni-
cally ill, and disabled persons 65 and over to acheve and maintain an optimum
level of health, self-care and functional independence in their own homes and cul-

. tural environment; (3) to assure appropriate and acceptable out-of-home place-
ment only after a thorough exploration of personal and community resources
demonstrates that needs cannot be met at home.

The project builds upon the existing scope of medicare-covered home health
services provided by the Allied Home Health Association and the Visiting Nurse
Association. Through this delivery model the project links an existing information
and referral network with a centralized single entry system. The project services
include : professional assessment of client needs, client participation in care plan
formulation, and case management. The project contracts with providers for deliv-
ery of services.

The project will provide the following services under the section 222 waiver
authority : Adult day health care, home-delivered meals, homemaker services,
escorted transportation, and patient educational services to enable the patient to
follow the physician’s instruction for self-care.

Approximately 500 experimental and 250 control participants will be random-
ized into the project sample.

During the first developmental year a patient assessment instrument which has
been used by the Allied Home Health Association since 1977 was revised for use
by this project to include items of broader scope. The instrument provides four
levels of information: (1) Patient assessment needs; (2) services of existing
community providers; (3) services provided by the patient’s informal support
system ; and (4) medicare-waivered services specific to the long-term care project.

The project has trained the initial assessment teams. In addition, special train-
ing has been provided for project nurses and social workers in the area of care
planning and case management.

The project has obtained the commitment of local service providers and referral
sources.

The project became operational in January when referrals were accepted for
assessment and case planning. As of August 31, 1981, the project was experiencing
difficulty in reaching the projected intake goals on schedule. The delay of the
approval of waivers until April 1, 1981, has affected the project’s intake and has
shortened the amount of time which was originally intended for intake. However,
the project still intends to attempt to bring on a full population of 750.

Berkeley Planning Associates will evaluate the project along with internal on-
going evaluation by staff and consultants for management decisions.

Oregon, FIG Waiver Continuum of Care Project for the Elderly

The Oregon Department of Human Resources was awarded a grant in Septem-
ber 1979, to test the provision of alternative community-based services to the
elderly in a five county area in the southwestern part of the State. This demon-
stration was funded for the first year of a 3-year project under the authority
of section 1115 of the Social Security Act. The project has also received a grant
from the Administration on Aging to support administration costs and an evalua-
tion component for the project. The HCFA project became operational in
January 1980.

The two components of the project—FIG (flexible intergovernment grant)
and the section 1i15 waivers share the same objective: To serve the elderly
more appropriately and contain medicaid costs. It was expected that each -
component utilized separately would impact both problems to some extent;
however, it was anticipated that use of both of the components together in
one of the five counties would maximize that impact on deficiencies in the
current system.

The FIG component most directly addresses service delivery deficiencies due
to .uncoordinated, unintegrated service delivery by diverse agencies serving

89-6u5 0 - 82 -~ 9
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the elderly. It has been designed to address the problems involved with a
multiple agency, multiple entry service delivery system without increasing the
available fiscal resources, and without initially changing any agenecy’s internal
structure. It has the following characteristics:

(1) It depends on a local policy committee (with representatives from all
of the agencies which serve the elderly) for local accountability and decision-
making.

(2) It makes available to each agency a profile of all other agencies in the
local area which serve the elderly, for information and referral services.

(3) It utilizes a common functional assessment tool to assist decisionmakers
in standardizing placement choices.

(4) It utilizes a common data base which returns to each agency an internal
report on its own operation, and an external report on how that agency fits
into the total system.

The waiver component addresses fiscal imbalance in the serv1ce system due
to Federal funding patterns which encourage maximum utilization of medicaid
institutionalization. This is to be accomplished through the State guaranteeing
as a condition to the waiver that no additional medicaid funds, above projected
expenditures, will be spent. In fact, no medicaid funds will be available for
alternative services each month until it can be shown that a reduction .in
projected expenditure levels has been realized, and that 90 percent of the title
XX funds available for these alternatives have been encumbered.

The five sites and their respective research conditions are:

—Josephine County (FIG only).

—Jackson County (FIG and waiver).

—Co08/Curry Counties (waiver only).

—Douglas County (comparison).

"Each site is conducting assessment and reassessment care planning and case
management with followup by currently employed county personnel. The project
is targeted to individuals 65 years or older who are eligible for medicaid and
title XX benefits and have been assessed as eligible for in-home services instead
of nursing home placement.

Certain health-related and social services which are not otherwise provided
under title XIX are provided under waiver authority in the two waivered counties
only. These include: Homemaking and housekeeping services, chore services,
home-delivered meals, adult foster home services, adult residential services, and
limited transportation services.

The specific objectives of F1IG/waiver project are:

—To overcome flscal imbalance and service delivery deficiencies in current

title XIX program.

—To achieve cost contamment

—To provide alternative community-based service to elderly persons to delay
or prevent institutional placement.

—To provide more appropriate in-home health services without increasing
current fiscal resotirces allotted to institutional and in-home titles XIX and
program components.

The basic patient assessment instrument utilized by the project is known as
the placement information base (PIB), which was developed by the State prior
to the current demonstration. Although shorter than most instruments currently
being used in demonstration projects, the PIB contains the important items that
provide information on which a decision to maintain a person in his own heme
can be made. The items are organized to obtain pertinent information regarding
an individual’s ability to communicate, to ambulate, to manage his living en-
vironment, to perform both activities of daily living and insirumental activities,
and to handle financial affairs. The instrument is currently being used statewide
for adult services. This instrument is used by county agency personnel, by pro-
viders (for referrals made to the project) and by project staff. A trading program
has been developed for all project staff to assure uniform application of the ex-
panded assessment instrument in the five-county area.

Results to Date by County

Josephine County (FIG only).—Since project implementation, nursing home
expenditures and caseloads have been well below predicted levels. Community-
based care expenditures and caseload have been consistently higher than the
predicted levels mainly due the FIG component, in addition to increased utiliza-
tion of housekeeper and personal care services, home-delivered meals, and resi-
dential care facilities. (All of which are part of the current Oregon State plan.)



125

Jackson County (FIG and waiver).—Since project implementation, community-
based caseloads and expenditures have been considerably above predicted levels.
Nursing home caseloads and expenditures have been well below predicted levels.

Coos/Curry Counties (Waiver only).—Experience in the first three-quarters
of the project show that the nursing home caseload has increased substantially
compared to the predicted caseload with or without project intervention. Nursing
home expenditures have increased less but still more than that predicted with
project intervention.

Utilization of community-based services has increased along with expenditures,
well above the levels predicted without the project. Efforts to increase utilization
of community-based services, and to expand the target population receiving those
services, have proven ineffectual to date, and have not decreased the nursing
home caseload. Utilization of waivers only, or increases in the amount of funding
for community-based services without local cooperation and planning, have not
resolved problems in the delivery of services.

Douglas County (comparison).—Caseloads and expenditures for the nursing
home program continue as expected. Both community-based care caseloads and
expenditures remain above predicted levels in this county. However, the increase
in utilization of community-based servecices has had no significant impact to date
on nursing home growth.

The project results to date in the FIG only and the FIG/waiver counties are
similar. Both counties have shown consistent reductions in expenditures of medic-
aid funds for nursing home care. It appears that the FIG component continues
to have significant impact on the long-term care system in both counties. Results
in the waiver only and the comparison counties tend to reinforce the tentative
conclusion that local agency cooperation and planning toward the goal of pre-
venting or delaying nursing home placement are vital to impacting nursing home
utilization.

The provision of additional financial resources (e.g., waivers) without other
intervention (e.g., FIG component) has not significantly impacted nursing home
growth in the five counties involved in the project.

The State did not request a third year of funding for this waiver-only medicaid
demonstration.

The State has begun to phase down project operations and client and fiscal
data tracking were terminated June 30. The final 3 months of the project will
be devoted to analyses of the data base and preparation of the final project
report to be submitted to HCFA in October 1981.

The State has noted that it has been very satisfied with project results and
will attempt to implement the effective components of the demonstration on a
statewide basis. The FIG-only component has proved to be the most effective in
meeting the project’s objectives. Therefore, the State legislature recently passed
SB 955 creating a Senior Services Division under the State Department of Hu-
man Resources to administer a statewide program based on the FIG component
of the project.

SB 955 provides local governments with a choice of continuing the present local
organizational structure in which the area agency on aging manages title III and
the Oregon project independence in-home care program, the State manages
title XX in-home care, substitute homes and title XIX nursing home care; or the
local government may elect to manage all of these programs under the local area
agency on aging.
 Evaluation—The State will conduct its own evaluation report due in October
1981, and Berkeley Planning Associates will conduct an evaluation as part of
the HCFA crosscutting evaluation.

South Carolina, Community Long-Term Care Project

The South Carolina Department of Social Services is conducting a 3-year
demonstration to test community-based client assessment, services -coordination,
and provision of alternative services. The project has also received funds from
the Appalachian Regional Commission to pay part of the administration costs
of the pro;ect A major goal of this project is to establish a community network
of services that support the efforts of disabled and elderly individuals to remain
in their communities. The network will have a self-sustaining community struc-
ture without a separate coordinating agency, thereby developing an integrated
model for long-term care services. The project’s catchment area covers these coun-
tries: Spartanburg, Cherokee, and Union. Each of the counties has established
community advisory groups to discuss {he project’s activities and progress in
implementing the program.



126

Key operational components of the project include: Community-based client
assessment ; reassessment ; and service cecordination toward provision of services
which are alternatives to institutionalization. The population to be served are
medicaid-eligible elderly individuals with functional disability who are at risk of
nursing home placement. Two thousand individuals are expected to enroll in the
project over the 3-year demonstration period (55 percent of caseload from the
community ; 45 percent from nursing homes). The experimental research design
(with random assignment of clients to experimental and control groups) was
implemented at the time the project became operational in July 1980.

The project provides waivers for health-related and social services which are
not otherwise covered under medicaid. The services include personal care, medi-
cal day care, respite care, home-delivered meals, transportation, medical social
services, physical, occupational and speech therapies, mental health counseling,
medical equipment, eyeglasses, dentures and dental services. The project limits
the cost of the waived services to no more than 75 percent of the medicaid cost
for institutional care. In addition, as a measure to control medicaid service costs,
the program emphasizes the utilization of existing public resources, e.g., medic-
aid, and title XX services and private resources prior to making a referral for
the waived community services.

A standardized asscssment instrument administered by county caseworkers is
used for all prospective clients. The assessment instrument was based closely on
the instrument developed by the Monroe County, N.Y. ACCESS project. The South
Carolina instrument has undergone a number of revisions to meet the unique
needs of this primarily rural population. The assessment is required as part of
the title XIX nursing home application process. A service management team per-
forms all of the case management funcrions. Clients are reassessed at 80 days,
180 days, and every 6 months thereafter.

The major problems encountered with implementation in the first project
year focused on operational and admin/strative issues. The attrition rate was
higher than the project anticipated. The major reasons for the attrition were
persons not consenting to participate, death, persons inappropriate for the pro-
gram, and ineligibility for medicaid. Difficulties in developing service providers
in this initial startup phase also had an impact on service utilization. More units
of service were authorized than utilized for each expanded service, partly be-
cause providers were not available or had staffing difficulties. With the ex-
pansion of services and an increased number of providers the project anticipates
that these problems will be minimized.

During the first year of operational activities there were 1,669 referrals and
1,271 assessments. The project randomly assigned 556 clients to the experi-
mental group and 600 clients to the control group. By the end of July 1981, 363
experimental clients and 358 control clients remained. Personal eare was the
most utilized waived service followed by medical day care, meals, and medical
sccial services.

Assessment and operational data have been maintained by project staff. The
installation of a computer terminal and printer have facilitated data analysis
and the establishment of an on-line operational data system. Project staff have
been working closely with the State MMIS so that claims data can be processed.

On September 30, 1981, section 222 waivers were approved to address the
needs of project clients who are eligible for both title XVIII and title XIX
benefits. With removal of the restrictive policies of the home health section of
medicare through use of waivers, the South Carolina Department of Social
Services proposes to increase the utilization of home care services and thereby
reduce reliance on acute care settings. It was also anticipated that these changes
would reduce the incidence of conversion to medicaid in nursing homes in the
project area. -

Since the South Carolina PSRO will terminate their involvement in preadmis-
sion screening and utilization control in long-term care facilities by the end
of the year, the State has approved positions to implement mandatory preadmis-
sion screening statewide beginning on January 1, 1982. Because of the State's
intex:est; in the South Carolina project, it is reviewing options to phase in the
service management program statewide.

'Evaluation.——The evaluation of the project will include an internal evalua-
txon_ of the research hypotheses by the State and a secondary review of the
project by Berkeley Planning Associates. The goals of the internal evaluation are
to deterpline the total utilization of services and costs for clients in the project
and to identify the impact of waived community services on utilization and
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costs. Data will be collected from the assessment and reassessment instruments
for client characteristics, and service utilization and cost information will be
collected from the assessment teams, the State MMIS, medicare, and the title
XX agency.

Florida, Ancillary Community Care Services

The Florida Department of Health and Rehabilitative Services is conducting
a 3-year “waiver only” demonstration project under section 1115 of the Social
Security Act, to develop and test ancillary community care services for the
chronically impaired elderly.

The purpose of the project is to establish in five Florida counties (Broward,
Orange, Duval, Pinellas, and Polk) a model of preventive, maintenance ang res-
torative health care systems for medicaid eligibles, who are noninstitutionalized,
functionally impaired persons aged 60 and over. The project’s goals include the
following: (a) To assist persons 60 years of age and older identified as “at
risk” of institutionalization to remain in the community by helping them main-
tain a level of self-sufficiency through provision of health and related services
not provided under the State’s medicaid programs; (b) to conduct a study of
individuals receiving ancillary community care services to determine the effec-
tiveness of community-based sociomedical services; (¢) to evaluate the organi-
zational structures and costs related to each site, including but not limited to—
client impact, staffing, annual budgets, urban/rural orientation, service cost,
referral networks, and incidence of undetected health problems.

Each of the five county agencies will be responsible for the development of

_individual care plans, case management, and contracting for services with local
providers. The demonstration project consists of three major components:

(1) A comprehensive medical—social assessment (CMA) designed to: (a)
Provide a comprehensive health examination and a functional assessment; and
(b) to collect information about the general health, mental health, physical im-
pairments, availability of social resources, unmet needs, and living conditions
of older persons.

(2) A case management system ; and

(3) Six ancillary community care (waivered) services, including—personal
care seryices; specialized home management services ; medical therapeutic serv-
ices; respite services; day treatment services; and medical transportation
services.

During the first developmental year of the project, the following tasks were
completed : :

(1) Key staff including the project director, deputy director, and data special-
ist have been recruited and oriented. :

(2) A protocol manual for project implementation has been developed.

(3) A training program for the five sites has been developed, with plans to
use the first site to train and orient site personnel from other sites.

(4) Contractural arrangements have been established with physicians and a
management firm to help with training and administrative protocol manuals.

(5) The project has initiated working relationships with the State medicaid
program.

(6) The existing State MIS has-been modified to track all project expendi-
tures; and the project has arranged with Blue Cross to perform a similar service
in relation to medicare services and costs.

.Operational Phase

The first site, Duvall County, becamé fully operational in March 1981.

Sites 2 and 3, Polk and Pinellas Counties, became operational in April, and
gites 4 and 5, Orange and Broward Counties, began providing services in June.

As of August 7, 1981, the sites had enrolled 360 participants.

Contracts have been negotiated for the six waivered services at each site.
Reimbursement is based on a fixed price for each unit of service provided to a
participant.

A protocol manual was published in May 1981, which was designed to assist
the project site staff at the sites to provide service as efficiently and effectively
as possible. It also insures as much standardization as possible between sites
for comparative purposes.

A cost information’ system to account for the types of services, the number
of units, and the funding sources with client identifiers has been completed and
tested. A preliminary computer run will become available on October 30, 1981.
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Technical assistance has been provided by the project’s (State) evaluation
staff to the sites to help them understand the data collection requirements.

Orange County was substituted for Dade County when a channeling contract
was awarded to the Miami Jewish Home and Hospital for the Aged.

The State legislature has appropriated the matching funds nedessary for the
third project year. :

State staff has visited each site monthly since January to assist with
preoperational activities, monitor operations and provide onsite technical
consultation.

Texas, “Modification of the Texas System of Care for the Elderly: Alternatives
to the Institutionalized Aged”

The Texas Department of Human Resources (DHR), is conducting a 3-year
“waijver-only” demonstration project under section 1115 of the Social Security
Act to develop and test a comprehensive continuum of care for the aged that is
appropriate in terms of quality of care, preferences of recipients, and costs.

This demonstration was initiated as a result of a State legislative mandate
to eliminate unnecessary and inappropriate utilization of nursing home services.
The mandate requires DHR to eliminate one of the two medicaid ICF levels
of care (ICF-II and ICF-III) and to provide community-based services to pa-
tients who can be deinstitutionalized. A State appropriation was voted to carry-
out the intent of the legislation. .

As of March 1980, the distinction between ICF-II and ICF-III was eliminated
so that only a single ICF program (in conformity with Federal regulations)
now exists below the SNF level. Some of the individuals who were receiving
benefits in ICF-II are being deinstitutionalized to community-based settings and
provided with alternative health-related services. The remaining individuals
will be “grandfathered” into the single ICKF program.

Under this project a 5-percent sample of the 18,000 institutionalized patients
in level II ICF’s will be assessed to determine their discharge potential. For
those who are deinstitutionalized a care plan will be developed and arrangement
for in-home services through community service providers will be made. In addi-
tion, the project will conduct case management, monitoring, and followup activ-
ities for project participants. .

The following services will be provided : Medicaid home care benefits, medicaid
personal care benefits, title XX adult in-home services, and section 1115 waivered
community-based in-home supportive services.

The objectives of the project are: :

—To create a single ICF level of care (by eliminating level II).

—To increase the availability of alternative care services in communities.

—To develop a new State assessment instrument that is appropriate for insti-

tutional discharge planning. :

—To assure appropriate continuing care for current level IT ICF patients.

As of March 1980, the State had terminated all new admissions to level II
ICF. Standards for SNF’s and ICF nursing homes have been revised and new
criteria for ICF’s have been established. In addition, a plan for monitoring long-
term care facility admissions has been developed.

The project became operational on March 1, 1981.

Evaluation.—An ongoing project evaluation will be done by the State planning
and evaluation unit located within the State Office of Management Services. It
will consist of documentation of the system developed to meet and test objectives
and evaluation of outcomes. In addition, Berkeley Planning Associates will in-
clude the project in their crosscutting evaluation.

Colorado: Medicaid Physician Nursing Home Visitation Project

The primary objective of this project is to determine whether the elimina-
tion of existing regulations which regiment the frequency and intervals of phy-
sician visits to nursing home residents will improve physician involvement in
nursing home care, improve the quality of physician-patient interaction and there-
by improve the quality of medical care. -

The State Department of Social Services plans to contract with the Colorado
Foundation for Medical Care for planning and implementation activities.

The foundation is the Colorado Professional Standards Review Organization.
Currently, the State Department of Social Services through its Division -of Med-
ical Assistance, has a formal relationship with the foundation.

The project will be carried out in four phases—developmental, pilot, implemen-
tation, and evaluation. : ’
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During the 3-year demonstration period, the following activities will receive
emphasis:

(1) Development of the research design and demonstration methodology.

(2) Development of the necessary criteria and standards for the project.

(8) Education of physicians and nursing home personnel.

(4) Assessment and monitoring of patient care planning efforts and physician
performance.

(5) Analysis of research results and evaluation of the extent to which the
research hypotheses were supported by the data.

Four hypotheses have been identified to prove or disapprove the primary objeec-
tive that elimination of the regulations that mandate the frequency and interval
of physician visits to nursing home residents will improve physician involvement
in nursing home care and also improve the quality of care. The four major
hypotheses are:

(1) A flexible framework of physwlan-patxent encounters for long-term care
residents, based on patient need, coupled with physician-patient care planning
and supported by a prospective planning system in the facility will change the
distribution of patient-physician encounters.

(2) . A flexible framework of physician-patient encounters coupled with patient
care planning will improve quality of patient-physician interaction.

(3) A flexible framework of physician-patient encounters by itself will change
the distribution of patient-physician encounters and will not negatively affect the
quality of patient care.

(4) The costs of care will continue at the current level in a system where
physician-patient encounters occur based on patient need rather than regulation.

The project participants will be divided into three groups—an experimental, a
semiexperimental, and a control.

The experimental group will consist of facilities in which existing regulations
for physician visitation will be waived. The physician will, instead, develop a
patient care plan in which he will specify the frequency of physician-patient
encounters required by the patient’s condition. The physician will be supported
by a system of prospective patient care planning in the facility, i.e., facility staff
will be trained to operate such a system.

The semiexperimental group- will consist of facilities in which existing regula-
tions for physician visitation will be waived. However, there will be no instruc-
tion to the physician or the facility with regard to patient care planning.

The control group will consist of facilities which will continue to operate under
existing regulations and the existing methods and approaches for enforcing those
regulations.

A total of 9 to 15 long-term care facilities will be selected to participate in this
project. Hopefully, 3 to 5 facilities will be assigned to each of the three study
groups.

The following data will be collected at specific time frames from each group of
participating nursing homes in order to measure: (1) Physician involvement in
long-term care; (2) physician-patient interaction; (3) quality of care; (4) hos-
pital admission ; and (5) costs of care.

The implementation of a monitoring/intervention system will be measured
using the management information system of the PSRO.

The research design will be a pretest and posttest control group design sub-
jected to a six-way analysis related to each of the three treatment groups prior to
and during the project.

Four waivers will be granted under the authority of section 1115 of the Social
Security Act to enable the State to implement the project. These are:

(1) Statewideness, 1902(a) (1) : To permit the project to be conducted in a
sample of experimental facilities in the State.

(2) Administration of the State plan, 1902(a) (5) and medical review and
periodic inspections, 1902(a) (26): To waive current State and Federal require-
ment for extended stay review.

(8) Amount, duration, and scope of services, 1902(a) (10): To permit phy-
sicians to develop their own visitation schedule according to plans of care based
on individual patient needs in intermediate care facilities and skilled nursing
facilities; and

(4) Independent medicare eévaluations in skilled nursing facilities (SNF),
1902 (a) (28) : To permit the State to develop the project research, demonstration,
and evaluation methodology in the SNF's.
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The project was approved on February 25, 1981. However, certain questions
were raised to clarify the demonstration and research designs and these must
be satisfactorily answered before project implementation can be undertaken.

Evaluation.—The State Department of Social Services intends to contract
with the Colorado Foundation for medical care for the evaluation, once inde-
pendent funding is obtained. :

NATIONAL LONG-TERM CARE CHANNELING DEMONSTRATION PROGRAM

The national long-term care demonstration program supports the develop-
ment and implementation of community-based projects to coordinate, manage,
and arrange for the provision of appropriate and efficient long-term care services
for the functionally impaired elderly. This program is an intradepartmental
effort which includes the close cooperation of HCFA, the Administration on
Aging (AoA), and the Office of the Assistant Secretary for Planning and Evalu-
ation (ASPE) which was designated as the lead agency for the effort. The
program was initiated in October 1980, and it is expected t6 continue through
September 1984. The term ‘“channeling” refers to the organizational structures
and operating system required in a coinmunity to make sure a client receives
needed long-term care services. The primary elements of this concept are: Out-
reach/case finding; screening; comprehensive client assessment; and ‘case
management. Case management is viewed as the element of the project which
provides the most important means for channeling the delivery of services to
clients according to their individual needs. Case management functions include :
Case planning; arranging for services; and monitoring and reassessment.

The program includes the following four components:’

1. CHANNELING DEMONSTRATION

Twelve States were originally awarded contracts to conduet Channeling demon-
strations. These States were: Maryland, Maine, Pennsylvania, Texas, Kentucky,
Hawalii, Florida, Massachusetts, Missouri, New Jersey, New York, and Ohio.
However, budget reductions incurred by HCFA and AoA have necessitated scaling
back the size of the program to a maximum of 10 States. Therefore, Hawaii and
Missouri will not be funded beginning in October 1982. Of the remaining 10 States,
five (Maryland, Maine, Texas, Kentucky, and New Jersey) will remain basic
model States; i.e., they will provide only the primary elements described above.
The other five (Pennsylvania, Ohio, Florida, Massachusetts, and New York) will
be complex models; i.e,, they may apply for waivers to expand services and test
alternative reimbursement mechanisms. Seven of the States were also awarded
service expansion funds to allow them to expand service availability to channeling
clients. The purpose of the additional funding is to fill gaps in the service package
available to the community, including the development of new services.

The project is currently in the preoperational planning phase. The basic model
programs will become operational in February 1982, and the complex model pro-
grams will become operational in April 1982,

Channeling expects to serve a total of 6,800 clients. These clients will be ran-
domly assigned to experimental and control groups of roughly equal size.

As part of the demonstration program, the State projects are required to estab-
lish an interagency long-term care planning group to prepare a State long-term
care plan. Members of the planning group are designated by the Governor of each
State. .

2. EVALUATION CONTRACT

A contract was awarded to Mathematics Policy Research, Inc., to conduct the
evaluation. Mathematics will collect uniform data on client characteristics, out-
comes, and costs. In addition, the evaluator will assist the project in utilizing
procedures for randomizing the potential client population into experimental and
control groups.

3. TECHNICAL ASSISTANCE CONTRACT

A technieal assisfance contract has been awarded to Temple University Insti-
tute of Gerontology to provide support to the demonstration projects in developing
uniform assessment and data collection procedures.

4. STATH SYSTEM DEVELOPMENT GRANTS

Fifteen States received 1-year system development grants. This grant program,
which is intended to help States build their capacity to plan, coordinate, and -



131

manage the allocation of long-term care resources, terminated at the end of fiscal
year 1981. The system development program parallels task I of the State long-
term care channeling demonstration contracts.

The system development grants were monitored by AoA. The evaluation and

. technical assistance contracts are jointly monitored by teams comprised of repre-
sentatives from ASPE, HCFA, and AoA.,

Monitoring respongibilities: Of the 12 current channeling demonstrations, 6 are
being monitored by HCFA (Maryland, Maine, Pennsylvania, Kentucky, Texas,
and Hawaii) and 6 are being monitored by the Administration on Aging (Florida,
Massachusetts, Missouri, New Jersey, New York, and Ohio).

Pennsylvania: Long-Term Demonsiration Project

State Contractor

A contract was awarded to the Pennsylvania Department of Public Welfare
(DPW) to conduct a demonstration under the national long-term care demonstra-
tion program. The channeling project is located in .the DPW Office of Policy,
Planning and Evaluation, Bureau of Research, Evaluation and Information
Systems. The Office of Policy, Planning and Evaluation is directly responsible -
to the Secretary of the Department to provide overall direction and coordination
for the many program offices within the department. .

Two additional cabinet-level departments participated in the development of
the proposal and have committed their continued involvement and support to-
ward the implementation of the project. They are: department of aging and the
department of health. ]

Prior to submitting a proposal to the Department of Health and Human Serv-
ices, the three departments formed an interdepartmental work group and de-
veloped a memorandum of understanding (MOU) which set forth the roles and
responsibilities of the group in planning the project, delegated the Department
of Public Welfare (DPW) to be the lead agency, and recommended that DPW
have responsibility for administering the project, if approved for funding.

A long-term care planning group, including the original interdepartmental
work group members, will be responsible for preparing a State long-term care
plan. A working subcommittee, comprised of senior staff representatives, will
assist the planning group in its tasks. In addition, provision will be made to ob-
tain community-level, consumer and provider input into the planning process.

The Department of Public Welfare has subcontracted with the Philadelphia
Corp. for Aging (PCA), a nonprofit corporation, which is the designated area
agency on aging for the city of Philadelphia to conduct the channeling demonstra-
tion. Philadelphia is the catchment area.

Channeling Project Organization

The local project under the direction of the project director is an administra-
tively distinct unit under the Philadelphia Corp. for Aging’s Office of the assist-
ant director for operations. The project director will be assisted by a staff which
includes—a service management supervisor, two caseworker supervisors, a nurse
practitioner, two intake workers, and 12 caseworkers.

Channeling Functions

Outreach/Case Finding.—The project will engage in a series of efforts to
educate agencies about the project and to develop relationships with potential
referral sources. Referral protocols will be developed along with public informa-
tion materials.

Screening :

The screening function will be carried out initially by two intake screening
workers under the direct supervision of the project director. As caseloads begin
to approach capacity, however, one of the intake and screening workers will
be moved to a caseworker position and the screening process will be continued
by a single worker.

Assessment

Assessments will be administered by bachelor degree-level or master’s degree-
level caseworkers. These caseworkers will be employed by the PCA and will be
supervised by two masters degree-level caseworker supervisors. All assessments
will be reviewed by a casework supervisor and the nurse practitioner. When
further health care assessment is required, the nurse practitioner may visit
the client with the caseworker or recommend an appropriate resource for special-
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ized assessment. Consultant assessment will be arranged through the service
management supervisor.

Case Management

Case Management will be carried out by 12 caseworkers who will be respon-
sible for the face-to-face client assessment. Actual development of a proposed
care plan will take place following the assessment and following contacts with
all client collaterals, previous service providers, if any, and/or others who
might offer useful information for care planning (assuming client consent is
obtained for the above). ’

The care plan will be reviewed by the worker’s supervisor and the nurse
practitioner prior to the worker’s discussing the care plan with the client,
obtaining client consent, and initiating service arrangements.

The caseworker will be responsible for monitoring the execution of the care
plan with service providers, the client, and family members or informal resource
networks. A process for service provider feedback to the case worker following
the initiation of service will be developed.

Monitoring and Reassessment

Caseworkers will monitor the progress of clients in their caseload, contacting
the client at least once each month. Six months’ reassessments will be carried out
by caseworkers and will undergo a similar review process as the intitial assess-
ments. There will be occasions, however, for conducting a full reassessment ahead
of the 6-month period.

Services Audit and Program Review
The service audit and program review function will be carried out by the
Philadelphia Health Management Corp.

Client Caseload

The project expects to serve a caseload of between 720 and 780 clients for which
the ratio of clients per worker is expected to range between 60:1 and 65 :1.

Evaluation

The project will be evaluated by Mathematica Policy Research, Inc.

Texas: Long-Term Care Demonstration Project

State Contractor

Through the passage of legislation in 1979, the State has promoted new
alternate care services and made a fiscal commitment to community-based pro-
grams. In response to this legislative commitment, the Texas Department of
Human Resources and the Governor’s Committee on Aging and other State
agencies working in the long-term care network are increasing their interaction
and their efforts to bring about recommended changes in the delivery system.
The Texas Long-Term Care Channeling Demonstration Project awarded to the
Texas Department of Human Resources in 1980 represents an important step
by the State toward making effective changes in the long-term care delivery
system.

Long-Term Care Planning Group

The State long-term care planning group is an active and committed body
which is composed of agency commissioners or lead executives, a representative
from the Governor’s office £nd State Legislature and citizens knowledgeable in the
field of long-term care. The planning group has established smaller working
groups with staff assistance and technical guidance from the State contractor
and a working group representing State agencies involved in long-term care.
Data collection and analysis for the plan have been completed and the first draft
of the plan has been presented for review by the relevant State agencies. The
planning group is holding nine public forums across the State in October and
Novmber to review and comment on the proposed plan.

Demonstration Site

Houston was selected as the site in Texas to demonstrate channeling. The
administering agency is the Texas Research Institute of Mental Sciences Geron-
tology Center (TRIMS). TRIMS is a research, training, and service facility of
the Texas Department of Mental Health and Mental Retardation. TRIMS is
located in the Texas Medical Center. The channeling project’s catchment area
includes the Houston central business district and communities to-the west, north,
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and south of the business district. The area includes the incorporated community
of Jacinto City. Drawing from this catchment area, TRIMS expects to have a
caseload of 400 by the end of the first year.

Project Organization .

The Texas channeling site staff consists of 15 staff members. While the site will
directly employ 13 staff members, subcontracts will be developed to hire an
experienced case manager from She'tering Arms, a United Way agency, and a
case manager from the Houston Department of Human Resources Regional
Office. The case managers hired under subcontract will be located with the staff
at the channeling site.

Since implementation of the project will depend upon interagency collabora-
tion, TRIMS has established a channeling advisory council composed of com-
munity providers. This council has established four eommittees to facilitate site
development: (1) Outreach/case finding; (2) screening; (3) case management;
and (4) informal support systems. Once the site becomes operational in Febru-
ary 1982, it expects to establish a channeling operations group composed of repre-
sentatives from the provider agencies serving 50 or more project clients to review
care plans and complex cases.

Channeling Functions

Outreach/Case Finding.—The project will seek to conduct case finding and
outreach activities to identify a broad spectrum of potential clients, reflecting the
diverse population of the catchment area. Referral agreements with community
agencies will establish multiple access points for identification of potential
clients. In addition, the project will establish linkages with police, medical prac-
titioners, hospitals, voluntary, religious, and business organizations. The site has
proposed a full-time community outreach and development specialist who will be
involved in the informal community network both to identify clients and to
mobilize volunteer and informal resources.

Screening

Because of the importance of the screening function to the client and overall
project, two staff members will devote full-time effort to intake and screening
activities. These individuals will be located at TRIMS which will serve as the
sereening and entry point. The intake and screening specialist will receive incom-
ing referrals of potential clients: gather and record background information on
each client using the screening instrument ; and refer the clients appropriately to
the project or to other community agencies. These screeners will be supervised by
the site director.

Assessment

The assessment will be comp'eted by one case manager or a supervisor on the
channeling staff. However, in a small percentage of cases, two channeling staff
members will be involved in the assessment of a particular case. Situations that
might warrant this include cases where a married couple is involved, where the
client’s environment is potentially unsafe, or where specialized consultations are
necessary. Clients will be assigned to case managers based on the client’s geo-
graphical residence and the need to assign a bilingual case manager.

Using the preseribed assessment instrument, each case manager will conduct
at least one home visit or in-person visit to complete the initial assessment. They
will also utilize telephone and face-to-face contacts to obtain more detailed
information needed to complete the assessment. Signed releases of information
will be utilized to obtain any appropriate written records from sources of medical
and/or psychiatric treatment. During supervisory conferences, each case manager
will review new assessments with his/her supervisor who is responsible for
assuring the assessment procedures are adhered to with uniformity.

Case Management

The six case managers will function in two teams (one nurse and two social
caseworkers on each team) for purposes of case conferences and team super-
vision. Once a client is assigned to a case manager for assessment. the case
manager will follow through on the case management functions for the client.
This approach assures continuity in planning and coordinating client care and
service needs. For care planning, the project expects to conduct case conferences
and build on the expertise of the assessments by the medical and legal consultants.
In addition, interagency staff representing major providers will have the re-
sponsibility for review of complex cases and participation in care planning.
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Monitoring and Reas;sesament

Monitoring of service delivery and changing circumstances of clients will be
carried out by the responsible case manager. Some cases will require more
intensive followup particularly as services are first initiated or are being changed
for any particular reasons. It is anticipated clients with no functioning informal
support system will need more routine followup. Reassessment will be done
routinely on all project clients at least every 6 months. The timing of individual
reassessments will be based on the individual’s functional status or significant
change in the environment.

Client Cageload

The project expects to serve a caseload of about 460 clients for which the ratio
of clients per worker is expected to average 67:1.

Evaluation
- The project will be evaluated by Mathematica Policy Research, Inc.

Hawaii: Long-Term Care Demonstration Project

State Contractor

The Governor of the State of Hawali designated the State Department of Social
Services and Housing as the lead agency for the national long-term care demon-
stration project. Within the department, the public welfare division has leader-
ship responsibility for the project. The public welfare division provides two major
types of services: (1) Income maintenance, and economic and medical assist-
ance (among the programs covered under this division are title XIX and food
stamps) ; and 2) social services programs which include title XX and State-
funded service programs.

At the State level, the staff includes a project administrator and planner in
addition to support by the assistant public welfare administrator. The State staff
will provide assistance to the State long-term care planning group.

Long-Term Care Planning Group

The State has established a planning group composed of key officials from the
State agencies concerned with long-term care, a representative from the Gov-
ernor’s office and budget offices. In preparation for a preliminary draft plan, the
State contractor has collected data regarding services and the demographic com-
position of the elderly Hawaiian population. This plan has undergone substantial
review and comment by the planning group, State and local government and com-
munity providers. The final draft is currently under review. .

Demonstration Site

The Oahu branch, Department of Social Services and Housing located in
Honolulu, has the responsibility for administering and implementing the com-
munity-based project. The State has titled the project, Project Malama. Malama
is a Hawalian word meaning to care for, to keep, to preserve, and to observe.
The Oahu branch has units in the catchment area which processes applications for
money payments, food stamps, and medicaid, and provides services to recipients.

Since Hawali will have the opportunity to complete phase I activities but will
not receive additional Federal support for phase II, the State is reviewing the
organization, structure and operations for the channeling project. At a minimum
the State must meet the requirements of the tasks delineated in the RFP. The
site is not required to meet the research and evaluation requirements. Therefore,
the State staff and site director is in the process of preparing an implementation
plan which fulfills the RFP requirements and specifically relates to the long-term
care needs of the Hawaii elderly population.

Evaluation
The project will be evaluated by Mathematica Policy Research, Inc.

Maine: Long-Term Care Demonstration Project .
State Coniractor

The Maine Department of Human Services was awarded the contract for the
national long-term care channeling demonstration. This department is the State’s
major umbrella agency for health and social service programs with responsibility
for administering the titles XXX and XX programs of the Social Security Act,
and title III of the Older Americans Act.



135

The Bureau of Maine’s Elderly, the State agency on aging was designated by
the Department of Human Resources as the lead agency for planning and im-
plementation at the State level. The director of the Bureau of Maine's Elderly
has the overall responsibility for contract management. The State-level project
staff consists of a program manager, project officer, and research associate.

Long-Term Care Planning Group :

The State has established two distinct, although related, planning groups.
The state long-term care planning group consists of bureau directors from the
Department of Human Services and the Department of Mental Heatlh and Cor-
rections. The composition of the group is consistent with the planning and deci-
sionmaking structure of the department and represents a concerted effort to
integrate long-range planning for long-term care services into the main stream
of current activities. A second group, which is coordinated with the first, is focus-
ing on the operational aspects of the long-term care channeling contract. This
group is chaired by the director of the Bureau of Maine’s Elderly. Members of
this group will also include bureau directors, representatives of community agen-
cies, and other units of State government.

. The project officer and research associate provide staff support to the planning
group. Currently, a draft plan is being reviewed by the planning groups. The
project anticipates holding public forums on the completed long-term care plan
in two areas of the State in December.

Demonstration Site

The local community demonstration site will be administered under a sub-
contract with Southern Maine Senior Citizens, Inc., an area agency on aging
in Portland. This agency is a voluntary, nonprofit agency administered by a citi-
zen bhoard of directors. The catchment area for the project covers Cumberland
and York Counties which represents an urban., suburban, and rural mix. The
caseload is expected to be approximately 300 clients.

Project Organization

The director and planner of Southern Maine Senior Citizens. Inc.. will pro-
vide information and support to the site. The site. however. will be directed by
a project site director. who will be accountable to the project officer in the Bureau
of Maine’s Elderly. The site director will be responsible for community education,
general public relations, the establishment and monitoring of service linkages
with providers and the supervision of the community services coordinator and
screeners. The coordinator’s responsibilities include participating in the develop-
ment- and implementation of policies and procedures for coordinating service
delivery, and supervising individual service coordinators. The six individual
service coordinators will represent an interdisciplinary team with backgrounds in
nursing, social work, and physical or occupational therapy.

Site-level activities will also receive input from a community-based advisory
committee, elderly-at-risk, which represents more than 30 provider and planning
agencies, as well as older persons from the region. This committee has already
been established and meets on a recgular basis to provide community input into
the development and operation of the project. The site director provides staff
assistance to the committee.

Channeling Functions

Outreach/Case Finding.—The project has identified several community agen-
cies, hospitals, nursing homes, housing authorities, senior citizen centers, and
churches as potential sources of referrals. These community agencies will be
encouraged to refer potentially eligible clients to the project. In addition, to
insure that the population with French as a first language has familiarity with
the project, bilingual flyers will be distributed through the referral network and
into community social clubs to reach potential clients and their families.

Screening

The project proposes to hire two part-time screeners working a total of 40
hours a week. The screeners will be located at the channeling site but they will
be physically and administratively separate from the case managers. The site
director will monitor and supervise the screeners. For those clients appropriate
for the project the screener will make the referral to the site; inappropriate
potential clients will be referfed to the existing community network of service
providers.
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Assessment .

The community service coordinator will assign clients to individual service co-
ordinators for assessment, care planning, and all other aspects of case manage-
ment. The individual service coordinators will use the standardized assessment
instrument to assess channeling clients. Additional specialized assessments by
professionals who are not a part of the interdisciplinary team may be conducted
in preparation for care planning. The assignment of cases to case managers will
be based on geographical residence and bilingual needs of clients.

Case Management

Case conferences will be held by the community service coordinators and in-
dividual service coordinators to discuss and review the client's assessment, serv-
ice needs and frequency and duration of service provision. The project expects to
work with providers in preparation of the care plan. Goals will be developed and
the prescribed services identified. The frequency and duration of these services
will be discussed and agreed upon and the expected participation of family
members will be clearly delineated. .

Monitoring and Reasscssment

The individual service coordinators will maintain periodic contacts with clients
and with involved provider agencies. The agencies will reevaluate and renegotiate
services depending upon the goal achievement and changing client functional
needs and home environment. Formal reassessments will be conducted by indi-
vidual service coordinators every 6 months. The need for additional individual
reassessments will be based on the client’s functional status or significant change
in the environment. )

Client Caseload

The project expects to serve a caseload of about 300 clients. The project _expect's
the client per case manager ratio to be about 50 :1.

Evaluation
The project will be evaluated by Mathematica Policy Research, Inc.

Kentucky: Long-Term Care Demonstration Project .

The Kentucky Department for Human Resources has been awarded a contract
to conduct a demonstration under the national long-term care demonstration
program. This department, an umbrella agency responsible for all human serv-
ices throughout the State, is mandated by Kentucky revised statutes to develop,
implement, regulate, and administer Kentucky’s long-term care program. In
this regard, the Department delegates long-term care functions to its various
bureaus and offices. -

The channeling project has a strong commitment from the secretary for human
resources for full financial and administrative support. The State project director
also serves as the director of planning within the office of the secretary of the De-
partment for Human Resources and therefore, reports directly to the secretary.
The channeling ageney is a special unit of State government made up of staff
directly employed by the bureau for social services, bureau for social insurance,
and bureau for health services. For the purposes of the demonstration, this unit
and its personnel will be directly responsible to the State project director.

The channeling unit, with staff representatives from the three bureaus, will
pool the combined resources and experiences of the State service agencies. The

" bureaus for social services and health services have statutory responsibilities for
. providing social services and health services to the State's citizens. A registered
nurse will provide needed expertise for comprehensive patient assessments. The
bureau for social insurance will provide an eligibility worker who will insure the
technical expertise necessary for eligibility determinations. A further indication
of State commitment is that the bureau for social services is committed to match
the $250,000 in services expansion funds which the local site will receive under the
demonstration. :

Bastern Kentucky, consisting of eight counties, is the location of the local dem-
onstration site. These counties are: Jackson, Laurel, Clay, Harlan, Leslie, Perry,
Knot, and Letcher Counties.

Long-Term Care Planning Group

The State long-term care planning group, which consists of 20 members, is made
up of key State policymakers and is chaired by the secretary of the department
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for human resources. Several subcommittees have been established to work with
project and department staff in the preparation of reports for the planning group.
The reports are designed to be the building blocks of the State plan. The planning
group is expected to continue as an advisory group to the secretary for human
resources and as long-term care advocates beyond the completion of the State
long-term ecare plan.

Local Project

The local project, located in eastern Kentucky, is administered by a site director
who will be directly accountable for the performance of all channeling functions
and will be responsible to the State project director. The site director, assistant
director, and core channeling team are centrally located for the convenience of
the eight counties.

A long-term care advisory council will be established to assist the local site.
This council will consist of service providers, provider agency board members,
service recipients, and related sources which are representative of the geographi-
cal areas served. The chairperson of the council will serve on the State L'TC plan-
ning group in order to provide an appropriate link of communication with the
State planning effort.

Channeling Functions

-Screening.—The project is planning to subcontract the demonstration’s screen-
ing component to the two area agencies on aging in the catchment area. There
would -be one B.S. level screener placed in each location. Subcontracting the
screening function to the AAA’s will give channeling high visibility in the catch-
ment area. It will also involve the AAA’s more closely in the channeling demon-
stration.

Screeners will be employed 1 month prior to the beginning of caseload develop-
ment. In addition to eduecating providers in their assigned four county areas,
workers will be responsible for designing and carrying out a media campaign
concerning the screening component of the demonstration.

Assessment

The channeling unit will consist of two components: A core team, including
a registered nurse and an eligibility worker (from the bureau for social insur-
ance) ; and eight county-based caseworkers (one in each county).

Upon receipt of the intake screening document, the caseworker will contact
the client to schedule a face-to-face meeting to discuss the purpose of .the
project. If the client agrees to participate, a consent form will be signed by
the client allowing the caseworker to obtain and share specific information with
service provider agencies. The caseworker will complete the standard assess-
ment instrument and any add-on assessment information which is approved by
the Department of Health and Human Services (HHS). The caseworker will
interview family members or service provider agencies if appropriate.

Upon completion of the assessment, the instrument will be transmitted to
the core channeling unit via telecopier. The nurse will review the client assess-
ment for health needs and participate with the caseworker in care planning
to assure that health and social needs are considered. The eligibility worker will
review and assist the assessment effort by determining if the individual is in
need of and eligible for public benefit programs.

The assistant director will be responsible for the supervision of the assess-
ment function.

Case Management Function

The case management function will be the responsibility of the county case-
worker. However, the core team will provide direct assistance and, in some
instances, will be the key broker for specific service needs.

The caseworker, in concert with the client or responsible person, will review
the service plan. An agreement, signed by the caseworker and the client, will
be negotiated. Based upon that agreement, the case manager will implement
the service plan.

A system of county case conferences will be scheduled when multiple services
needs are identified. These conferences will assist the case manager in imple-
menting the plan. Multiagency case conferences and individual agency confer-
ences will be utilized throughout the case management function.

County caseworkers who will complete the assessment and provide the case
management function will be bachelor degree or masters degree social workers
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with community-based experience. Both the channeling assessment and case
management functions will be decentralized. Case managers will be located in
each county bureau for social services office in order to be accessible to the target
population. To facilitate communications, telecopiers will be used to transmit
information to and from caseworkers and the central location.

Reassessment and Monitoring

The monitoring function as it relates to monitoring the status of the client
and the effectiveness of the care plan will be addressed in detail in a manual
of operation. Reassessments will be completed at least every 6 months by the
caseworker in conjunction with the core channeling team. Criteria will be
developed to determine when a client needs to be reassessed prior to the 6-month
mandatory interval.

Service Audit and Program Review

The Kentucky peer review organization (KPRO) will conduct the external
service audit and program review.

Project implementation subgroup, composed of representatives from the
State’s division for field services, will develop a manual of operation which
will provide direct assistance to the State and the site director in developing
policies and procedures for project implementation.

Cascload

The Kentucky Department for Human Resources expects that a caseload of
G600 clients will be served through this demonstration project and that the
ratio of case manager to client will be 75:1.

Evaluation
The project will be evaluated by Mathematica Policy Research, Inc.

Maryland: Long-Term Care Demonsiration Project

State Contractor

A contract was awarded to the Maryland Office on Aging to conduct a demon-
stration under the national long-term care demonstration program. A five-mem-
ber State long-term care planning group has been established to serve as the
major policymaking group for Maryland’s channeling project. In this regard,
the planning group, which meets on a monthly basis, will develop the State
long-term care plan.

The planning group, chaired by the director of the office on aging, consists
of high level State policy makers from the Departments of health and mental
hygiene ; human resources; budget and fiscal planning ; and the Governor’s office.

A project manager, planner, and community liaison comprise the staff at the
State level. In addition, a State advisory group has been proposed which would
be composed of representatives from both private and public agencies througk-
out the State as well as consumers.

The office on aging is subcontracting with the Baltimore City Commission on
Aging and Retirement Education (C.A.R.E) to implement the demonstration
at the local level. C.A.R.E., an umbrella agency, has given the responsibility of
administering the project to the Baltimore Area Agency on Aging (AAA), which
is the planning and coordinating arm .of C.A.R.E. The selected site location is
the city of Baltimore.

Channeling Project Organization

The channeling prOJect director and the assistant director will share admin-

istrative funections in this manner:

—The director will be responsible for overzll supervision of the project, and
will directly supervise the screening personnel, clerical staff, and assistant
director.

—The assistant director, who can also function as an assessor, will be admin-
istratively responsible for the assessment and case management functions
of the project, will supervise the other three assessors, and will act as super-
visor for the three senior case managers at the three subcontracting agencies.

The channeling project director will report directly to the area agency director.

Channeling unit staff will include—four screeners, two nurses, and two social

workers. The case management functions will be decentralized to be provided
by three agencies under contract with the area agency.
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An existing advisory committee will be expanded to become the channeling
agency advisory body. The advisory body will be coinposed of agency directors,
provider staff, community leaders, and consumers.

Channeling Functions

Outreach/Case Finding.—The project wi'l Jaunch an intensive effort to in-
form the Baltimore community about the channeling project in order to receive
appropriate referrals. Such efforts will include meeting with individual interest
groups, making use of the media, and keeping the local decision makers informed
of the project’s progress.

Screening

Screening will be conducted by two intake workers who will work directly
for the channeling demonstration and be supervised by the site director.

Assessment

The assessment will be administered by either a nurse or social worker in the
home of the client. Upon completion of the assessment instrument, it will be re-
viewed by the opposite member of the nurse/social worker team. If additional
consultant expertise is needed, it will be obtained. The assessor will also be re-
sponsible for developing the care plan and obtaining the client’s signature of
consent.

Case Management

After the assessment is completed, those individuals accepted for channeling
services will be assigned to one of eight case managers. The decentralized case
management functions will be provided by one of three agencies—the Baltimore
City Department of Social Services (local department of the State agency re-
sponsible for title XX funds), Visiting Nurse Association (VNA), and the Balti-
more Jewish Family and Children’s Society. These agencies are well established
professional agencies of both social/health and public/private persuasions.

Case managers will be hired and housed by these three agencies although ad-
ministrative accountability of case management staff ‘will be to the channeling
director and advisory body. Channeling case managers will also be physically
separate from the other case managers of the subcontracting agencies. Case man-
agers will be either nurses or social workers and they will serve only channeling
clients with no other client workload.

Monitoring and Reassessment

Case managers are expected to continually monitor the services and client re-
sponse. Reassessments will be conducted at least every 6 months. Criteria for
conducting reassessments prior to the 6-month required interval include:

—Client’s needs are multiple, but one or more may be of short duration.

~Client is identified as being in a state of deterioration.

—Provider agency recommends reassessment, and possible revision of care plan.

—Client’s services are altered due to change in situation.

Bervices Audit and Program Review

The University of Maryland’s department of epidemiology and preventive
medicine will conduct an external- service audit and program review.

Client Caseload

It is expected that an active caseload of 400 clients will be served through this
project. The ratio of clients per case manager will be 50:1
Evaluation )

The project will be evaluated by Mathematica Policy Research, Inc.

MEDICARE/MEDICAID HOSPICE DEMONSTRATION

BACKGROUND

The growth of hospice care in the United States is a relatively recent phenom-
enon aimed at helping terminally ill patients live with maximum comfort and
minimal disruption to routine activity. Hospices emphasize palliative care for
the control of pain and other symptoms of terminal illness. In addition, the
hospice concept views the patient and family as a single unit of care. Many
patients are able to remain at home with their families while continuing to
receive hospice services. Hospices employ a broad spectrum of professional and

89-645 0 - 82 - 10
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voluntary care givers who use a multidisciplinary approach to deliver social,
psychological, medical, and spiritual services.

The medicare and medicaid programs do not currently recognize hospice as a
separate provider category. Under present law, the extent of title XVIII and
title XIX coverage is based on the level of care a beneficiary needs rather than
on a particular diagnosis or prognosis. This means medicare or medicaid will
pay the lower of reasonable cost or charges for services provided to terminally
ill beneficiaries who require inpatient acute care, skilled nursing facility care, or
home health services for the treatment of their conditions. Therefore, some
hospice organizations are participating in these programs within the existing
provider classifications. Some hospice services, such as drugs used in the home
and bereavement -visits to the patient’s family, are not reimbursable under
medicare. State medicaid programs have differing coverage of hospital, nursing
home, and home health services, and many States do not cover certain services
integral to hospice care. .

PROJECT DESCRIPTION

On October 1, 1980, HCFA implemented a 2-year demonstration project to
gather data on the cost, use, and quality of care provided by hospice organizations.
This project was developed to help define the scope of Federal involvement in
the growing hospice movement. The 26 hospices selected to participate in this
study have been granted waivers of the medicare/medicaid regulations which
currently limit reimbursement for hospice services.

Waiver of these statutory requirements has permitted an expanded coverage
of hospice services for beneficiaries and recipients who have agreed to take part
in the demonstration. In addition to the project’s 24-month experimental phase,
there will be a 6-month wind-down period to allow the continuation of the
special hospice coverage for those patients who become participants at the end
of the active enrollment segment of the demonstration.

In order to be eligible to take part in the program, a patient must have: (1)
A life expectancy of 6 months or less, (2) a primary care giver, such as a relative,
friend, or paid attendant who is available to provide simple personal care and
emotional support on an around-the-clock basis, and (3) entitlement to hospital
insurance benefits (medicare part A) and supplementary medical insurance
benefits (medicare part B) and/or eligibility under medicaid.

The decision to choose 26 organizations was based on the need for evaluation
data which would reflect urban and rural differences, and variations in hospice
provider types (12 are hnspital-based, 10 are home health agency-based. and
4 are freestanding). Each grantee is either a certified home health agency
(HHA) or has a contractual agreement with a certified HHA to provide home
health services. There is at least one demonstration site in each of the 10
Department of Health and Human Service regions. For 24 of these hospices,
medicaid State agencies have also agred to participate in the project and reim-
burse for services to medicaid recipients. )

Participating hospices have been reimbursed under the demonstration for a
number of items and services not currently covered by medicare and medicaid.
Eaxmples include—outpatient prescription drugs (currently covered by medic-
aid), institutional respite and home respite services (primary care giver relief),
visits by dieticians, and homemakers, supportive and counseling visits to hospice
patients during occasional hospital stays, continuous care (by nurses, home
health aides, or homemakers) on a shift basis in the home, certain self-help
devices, inpatient hospice care, and bereavement services to family memlers.

The project evaluation is being jointly supported by HCFA, the Robert Wood
Johnson Foundation, and the John A. Hartford Foundation. HCFA has con-
tracted with Brown University to conduct an independent study of the project
in terms of cost, use, and quality of care provided to hospice patients and their
families. To more clearly understand the effects of hospice care and of reim-
bursement for hospice care, HCFA and Brown University will also gather in-
formation on other groups of terminally ill patients, including a selected
comparison group of patients served by hospices outside the demonstration and
another selected comparison group of patients served by hospitals and cancer
centers which provide conventional medical care.

The evaluation will focus on: (1) Identification of the types of hospice serv-
ices provided to terminally ill medicare and medicaid beneficiaries and a deter-
mination of the cost of providing these services; (2) identification of the types
of services provided to terminally ill patients by conventional modes of care and
a determination of the cost of providing those services; (3) comparison and
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analysis of the cost of services provided in-home and in inpatient settings by
the demonstration hospices and conventional modes; and (4) assessment of the
adequacy of the care received. The patient data collection phase of the evaluation
began August 3, 1981.

The Office of Direct Reimbursement (ODR), Bureau of Support Services,
HCFA, will serve as the fiscal intermediary to process all medicare claims sub-
mitted by participating hospices. Medicaid hospice claims from the participating
States will either be processed by their own fiscal intermediaries or by ODR.
For demonstration services provided to medicare beneficiarcies, ODR will reim-
burse the hospices on the basis of reasonable cost subject to retrospective cost
reimbursement.
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NOSPICLE DEMONSTRATION SITES

BELLIN MEMORIAIL IOSPITAL - Green Bay, Wisconsin
BETUESDA LUTIIERAN MEDICAL CENTER - St. Paul, Minnecsota
DBOULDER COUNTY 1lOSPICE, INC. - Boulder, Colorado
CABRINI MOSPICE - New York, New York
COMMUNITY IOME IIEALTI CARE - Scﬁttle, Washington
CONNECTLCUT HOSPICE, INC. - Brenford; Connectlicut
GENESEE REGION HOME CARE ASSOCIATION - Rochester, New York
HOSPICE CARE, INC. - Seminole, Florida
"HOSPICE OF MARIN - San Rafael, California
noséicr:, INC. - Miami, Florida
NIOSPICE OF NORTHERN VIRGINIA, INC. - Arlington, Virginia
IIOSPICE OF TRE GOOD SIIEPUERD, INC. —.ﬁabun, Massachueetts

MOSPITAL HOME HEALTIl CARE - Albuquerque, Ngw”ye;lco

NHOSPITAL MNOME HEALTH CARE AGENCY OF CALIFORNIA — Torrance, California

LUTIIERAN MEDICAL CENTER - St. Louls, Missouri
MEDICAL COLLEGE OF VIRGINIA - Richmond, Virginia

OVERLOOK HOSPITAL - Summit, New Jersey

District

13

10

12

(474!



Ron Wyden (D) . E PROVIDENCE MEDICAL CENTER - Portland, Oregon

F. james Sensernbrenner, Jr. (R) ROGERS MEMORIAL NOSPLTAL, INC. - Oconomowoc, Wisconsin

Bill Lowery (R) SAN DIEGO ¢OUNTY HOSPICE CORPORATION - San Diego, California
Gl;nn M. Anderson (D) SAN PEDRO PENINSULA HOSPITAL - San Pedro, California

Kobert'J. Lagomarsino (R) SANTA BARBARA VISITING NURSE ASSOCIATION - Santa Barbara, California
llency B. Gonzalez (D) ST. BENEDICT HOSPITAL AND NURSING HdME - San Antonio, Texas

Joseph D. Early (D) UNIVERSITY OF MASSACHUSETTS MEDICAIL. CENTER, PALLIATIVE CARE SERVICE, INC.

Z Worcester, Massachusetts
James M. Collins (R) THE, VISITING NURSE ASSOCIATION OF DALLAS - Dallas, Texas

James M. Jeffords (R) VISITING NURSE ASSOCIATION, INC. - Burlington, Vermont
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Medicaid State Agencies — Hospice Demomstration

-California

Colorado
Connecticut
Florida

Massachusetts

Minnesota

New Jersey

New Mexico

New York

Texas

Vermont

Virginia

Washington

Wisconsin

Representative c.D.¢:
Robert T. Hatsui((D) 3
Patricia Schroeder.(y) 1.
Villiam R. COtt;r @ 10
S , ' .

Don Fuqua (D) 2
John Joseph Moakley (D) 9
Brﬁce F. Vento (D) 4
Christopher H. Smith (R) &
Manuel Lujan, Jr. (R) 1
Samuel S. Strattom (D) 28
J. ;. Pickle (D) 10

| large

James M. Jeffords (R) at

Thomas J. Bliley, Jr. (R) 3

Dou Bonker (D)

Robert W. Kastenmeier (D) 2

Senators:

Alan Cranston (D)
S.1. Bayakawa (R)

Gary Bart (D)
William L. Armstrong (R

Christopher J. Dodd (D)
Lowell Weicker, Jr. (R)

: Lawton Chiles (D)
‘Paula Hawkins (R)

Edvard M. Kennedy (D)
Paul E. Tsongas (D)

David F. Durenberger (¥
Rudy Boschwitz (R)

Harrison A. Williams, .
Bill Bradley (D)

Pete V. Domenici (R)
Barrison H. Schmitt (R

Alphonse M. D'Amato (R
Daniel P. Moynihan (D)

- John G. Tower (R)

Lloyd M. Bentsen (D)

Patrick J. Leahy (D)
Robert T. Stafford (R)

Harry F. Byrd, Jr. (1)
John W. Warmer (R)

Benry M. Jackson (D)
Slade Gorton (R)

William Proxmire (D)
Robert W. Kasten, Jr.

States have hospice projects without State Medicaid agency participation:

Missouri

Oregon

William Clay (D)

Ron Wyden (D)

1

Thonas F. Eagleton (D)
John C. Danforth (R)

Bob Packwood (R)
Mark O. Hatfield (R)
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HUD/HHS DEMONSTRATION PROGRAM FOR DEINSTITUTIONALIZATION OF THE
CHRONICALLY MENTALLY ILL

The Department of Housing and Urban Development (HUD) and HHS are
jointly funding this demonstration to do the following: (1) Integrate the chroni-
cally mentally ill into the community and improve the quality of their lives by
providing housing linked to supportive and rehabilitative services; (2) provide
an environment that protects the privacy and perscnal dignity of the chronically
mentally ill and at the same time offers incentives and encourages them to as-
sume increasing responsibility and control over their own lives; and (3) en-
courage and assist States in providing housing and comprehensive health/social
services for the chronically mentally ill. ’

For this demonstration, the chronically mentally ill are defined as “any adult,
age 18 or older, with a severe and persistent mental or emotional disorder that
seriously limits his or her functional capacities relative to primary aspects of
daily living such as personal relations, living arrangements work, recreation, ete.,,
and whose disability could be improved by more suitable housing conditions.”
(Aleoholism and drug abuse are not included in this definition.)

The following three categories of individuals may be served : Chronically men-
tally ill individuals currently residing in institutions but capable of more in-
dependent living ; chronically mentally ill individuals at risk of being reinstitu-
tionalized ; and chronically mentally ill individuals with no prior institutionaliza-
tion who are at risk, but for whom housing linked to services would provide an
alternative to institutionalization.

Under this demonstration, provision of the following services is required : Case
management and program planning, house and milien management, life skill
development, medical and physical health care, and crisis stabilization.

Additional services that are recommended but not required are: Vocational
development, education development, family relations planning, recreational/avo-
cational activity planning, psychotherapy, and advocacy/legal assistance.

Under the authority of section 202 of the Housing Act of 1959, as amended by
Public Law 86-372, HUD is providing 40-year direct Federal loans to assist pri-
vate, nonprofit corporations in the development of new or substantially rehabili-
tated housing. Over a 3-year period, HUD has set aside approximately $69 mil-
lion in loan reservations for 229 sites in 39 States, including the District of
Columbia and Puerto Rico. These sites will house from 8,500 to 4,000 residents. In
addition, HUD will provide section 8 rental assistance for all of the units.

This community-based residential housing (group homes and independent living
complexes) will allow chronically mentally ill persons to live more independently
in the community. A group home is defined as a small living arrangement for
not more than 12 persons with a homelike environment for those who require
a planned program of continual supportive services and/or supervision but do
not require continual nursing, medical, or psychiatric care. An independent living
complex is defined as an arrangement of 6 to 10 individual apartment units that
are supervised by professional or paraprofessional staff living in a separate or
adjacent apartment or living off the grounds of the facility. The complex may
house no more than 20 individuals with a maximum of two persons per bedroom.

Through a cooperative arrangement with HUD, HHS (HCFA, NIMH, and
ASPE) will assure that the residents of the demonstration will receive an ap-
propriate service package and reimbursement for selected services. A steering
committee comprised of staff from each agency provides review and input in each
phase of the program. ASPE has had the HHS coordination role, NIMH provides
the guidance, direction, and review of the service component, and HCFA fis
committed to the approval of section 1115 waivers to provide medicated reim-
bursement for services that the States are unable to pay for under current fund-
ing programs. This reimbursement mechanism is considered to be transitional
in that it allows a State time to secure funding for these services and thus fulfill
its commitment to HUD. Each site within a State is to be covered by waivers to
be approved for 3 years.

Up to 26 States are expected to submit section 1115 waiver-only grant applica-
tions to HCFA. In addition to waiving specific sections of the statutory require-
ments for the medicaid State plan, the grants will authorize Federal matching
funds for such services as case management, supervision, training in life skills,
and transportation. : .

To date, five States (Minnesota, Georgia, Tennessee, Vermont, and the District
of Columbia) have received approval of their section 1115 waiver-only grant.
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applications. Five more States (Oregon, New Jersey, New Hampshire, Rhode
Island, and Arkansas) have submitted applications and will receive formal ap-
proval when they have sites that are ready to begin providing services. Currently,
there are 24 sites (with 192 residents) in operation, 9 in the States with section
1115 waivers and 15 in other States.

HHS, with ASPE in the lead role, is currently conducting an evaluability
assessment to clarify policy, management, and evaluation issues and to provide
the optimal approach to the continuation and evaluation of the demonstration.

WAIVER OF PRIOR HOSPITALIZATION REQUIREMENTS FOR MEDICARE SNF COVERAGE

HCFA provided medicare waivers and contracted with Blue Cross of Oregon
and Blue Cross of Massachusetts in 1977 to conduct demonstrations in eliminating
the 3-day prior hospitalization requirement for SNT coverage. The purpose was to
determine whether a waiver of the 3-day requirement would lower overall costs
for both the patient and the medicare program. In addition, the contractors will
determine if the 3-day requirement ordinarily imposes a burden on medicare
patients who may need SNF care but not hospital care.

The SNF benefit is included in medicare part A to provide a lower cost alterna-
tive to extended hospitalization. The requirement of a 3-day hospitalization prior
to admission to an SNF is imposed by the statute to limit SNF benefits to persons
who need continuing care after hospital treatment. The requirement also insures
that medical conditions and needs of medicare patients admitted to SNF’s have
been given adequate medical appraisal prior to admission. The Senate Finance
Committee recommended that the Secretary of HHS conduct experiments to deter-
mine the effects of eliminating or reducing the requirement. .

The experimental phase of the projects, which ended in 1980. tested the hypoth-
esis that the 3-day prior hospitalization requirement has resulted in unnecessary
hospital stays for medicare beneficiaries who could effectively use less costly SNF
care without hospitalization. The contractors are also studying nursing -home
utilization and quality of care. Under the projects, approximately 28 facilities in
each State have participated in the experimental part of the demonstrations.
admitting a total of 970 patients during the first 2 years. During the experiment.
all other eriteria involved in the medicare SNF level of care decisions remained
unchanged. :

Use of the waiver option in Massachusetts and Oregon was low compared to the
HCFA Office of the Actuary’s national estimate of a 25-percent increment in SNF
utilization. The Oregon waiver project accounted for 9 percent of the medicare
SNF utilization in the 28 participating facilities during the demonstration period;
for Massachusetts. it was 11.5 percent. Because some patients involved would have
gone to the hospital and then transferred to SN¥ care afterward, the actual incre-
ment in nursing home utilization due to the waiver is somewhat less than these
figures. The utilization rates for the two States were 19.2 and 11.8 waiver admis-
sions per 100 beds in Oregon and Massachusetts, respectively: the number of
waiver admissions per 1,000 medicare enrollees was 0.34 in Oregon and 0.75 in
Massachusetts. Both States had similar experiences with respéct to the length of
stay. In Oregon. 79 percent of medicare-covered stays were less than 31 days in
Massachusetts, 69 percent were less than 31 davs. The average covered days under
the demonstration varied between the two States: 26.1 days for Massachusetts
and 23.8 days in Oregon. :

The two States differed in sources of admission and patient diagnostic char-
acteristics. In Massachusetts, 68.6 percent of all waiver admissions were internal
transfers from a lower level within the institutions. Direct admissions from
home represented another 23.9 percent, transfers from other nursing homes were
4.5 percent, and hospital transfers accounted for 3 percent. The composition of
admissions differed in Oregon; only transfers from other nursing homes (6.4
percent) were close to the percentage found in Massachusetts. Home admissioons
represented 36.2 percent of all admissions, 46.4 percent of admissions were
internal transfers, and 11 percent were from hospitals.

Patient diagnostic categories differed for the two States. While fractures and
amputations accounted for 26 percent of all admissions in Massachusetts, Oregon
patients accounted for onlv 5 percent of admissions in these categories. This
difference can be explained partly by the three chronic rehahilitation hospitals
in the Massachusetts demonstration, two of ‘which were entirely rehabilitative
in their orientation: there were no facilities of this type in Oregon, which is
_more typical of the Nation.! The home admissions in Massachusetts occurred

10f the 68 chronic rehabilitation hospitals in the Nation, 6 are in Massachusetts.
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primarily in these rehabilitative facilities (73 percent of all home admissions),
and the remaining home admissions were dispersed throughout the freestanding
SNF’s. Excluding the rehabilitation hospital cases, home admissions accounted
for only 6 percent of all admissions. This difference was largely attributed to
the better awareness of the demonstration by Oregon physicians and their more
favorable attitude toward nursing homes.

The most important aspect of these data is that the number of demonstration
admissions over the 3-year experimental period are small in both States, 700 in
Massachusetts and 648 in Oregon-—11.5 and 7.4 percent of medicare SNF utiliza-
tion, in the experimental facilities. These rates raise a key issue for evaluation:
Can the same moderate level of utilization be expected if the program is ex-
panded nationally, or is it a result of either the peculiar environment of each
State or the way in which the demonstrations were implemented?

BEach demonstration has been explored preliminarily in terms of its environ-
ment and special characteristics to identify specific factors that distinguish the
two demonstrations and account for the utilization experience that was lower
than expected. The low overall utilization can be attributed to the medicare SNF
admission criteria, the physicians’ practice patterns, and bed shortages. The
major factor that would increase utilization of the medicare SNF benefit in a
nondemonstration setting is a reduction in the strictness of the medicare SNF
criteria themselves, or in their enforcement by intermediaries or PSROQ’s. This
reduction, however, would affect direct entry and prior hospital stay entry
equally.

Finally, not all increases in medicare SNF utilization led to reductions in
hospital utilization. Evaluation interviews suggested that between 35 and 67
percent of the waiver patients probably would have entered a hospital if the
waiver option had not been available. Thus, it appears that the waiver option
will result in some increases in medicare 'SNF costs, but the degree to which
these will be offset by reduced hospital stays is not clear and requires further
analysis. The cost analyses will assess the cost of the waiver with respect to
medicare reimbursement for SNF care and will estimate the potential hospital
savings to assess the net cost of the waiver of the 3-day hospitalization stay prior
to SNF admission requirement.

The evaluation contract was awarded to Abt Associates in September 1979.
Final reports from the demonstrations will be available by the end of 1981.

THE SOCIAL/HEALTH MAINTENANCE ORGANIZATION CONCEPT

ORDS awarded a 3-year planning grant to the university health policy con-
sortium at Brandeis University in spring of 1980 to develop a concept of a social/
lhealth maintenance organization for leng-term care. The social/health main-
tenance organization is a capitation financed delivery approach to meet the needs
of the disabled and/or elderly. It is designed to address two of the most pressing
problems in long-term care: (1) The fragmentation of services, and (2) the frag-
mentation of funding sources. The concept promises to integrate health and social
services as well as acute care services.

The objectives of the planning grant are multifaceted and include the follow-
ing: (1) To provide technical assistance to several possible demonstration sites;
(2) to develop the methodology for estimating utilization rates and for calculat-
ing costs and capitation rates; (3) to coordinate development of the data system
and evaluation plans to insure maximum test results; (4) to develop criteria for
selection of the demonstration sites; and (5) to link the evaluation of social/
health maintenance organizations to other long-term care demonstrations.

A social/health maintenance organization (S/HMO) is an approach to the
organization of health and social services in which an elderly population, which
include those at high risk of instituticnalization is voluntarily enrolled by a
managing providers into an integrated service system. All basic acute hospital,
nursing home, and ambulatory medical care and personal care support service
including homemaker, home health, and chore services would be provided by or
through the S/HMO at a fixed annual prepaid capitation sum. Other offered serv-
ices would include emergency psychiatric, meals (home delivered and/or con-
gregate), counseling, transportation, information, and referral. The provider
may either employ staff or establish contracts with other providers for the serv-
ices. In the S/HMO model, financial, programmatic, case decisionmaking and
management responsihility rests with the provider entity. The S/HMO provider
will share risk for service expenditures and will act as broker for other needed
noncovered services which are available from other community providers. Finan-
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cial risk is defined as absorption of agreed-upon costs which exceed a capitation
agreement. )

In comparison with other models, the S/HMO integrates health and social
services under the direct financial management of the provider at the point of
services delivery. The success of conventional HMO’s with medicare contracts
and of other managed systems of care (e.g., Triage and Monroe County models) -
has suggested the possibility of expansion to an S/HMO system model.

In the proposed demonstration, the S/HMO will serve persons from a targeted
elderly population ranging from the ambulatory, nonimpaired aged to those who
are extremely impaired. Inclusion of the well-ambulatory permits preventive ac-
tivities for a population which feeds both hospital and nursing home utilization.
Early management is expected to result in a delay or reduction in nursing home
care. For such a population, survey data indicate that approximately 55 percent
are ambulatory and well, 25 percent are ambulatory with modest home care needs,
15 percent are living at home with severe impairments, and 5 percent are very
impaired, whether housebound or in nursing homes. While the S/HMO is expected
to represent all four groups, the proportion enrolled will depend upon the attrac-
tiveness of the program to different groups and the intake procedures established
by the S/HMO.

Financing for the 8/HMO will flow from some combination of public funds
(e.g., medicare, medicaid, and title XX), as well as from private payments,
deductibles, and potential, private, third-party payers. Reimbursement would be
on the basis of prepaid capitation.

The S/7HMO will offer incentives to all involved parties. Incentives to the
provider organization, for example, include improved cash flow, reduction in
the cost of administering third-party billing mechanisms, flexibility in program
innovation, financial incentives through negotiated rate ceilings and flexible sav-
ings arrangements, greater organizational stability, and growth potential in the
long-term care marketplace. Public authorities will gain by harnessing HMO
control methodologies to long-term care. The uncontrolled, or diffuse, long-term
care costs can be addressed systematically through an integrated financing plan
with provider risk-sharing and reduced administrative complexity. Consumers
will benefit by having a single entry access to a wider range of services. These
services will be provided in an integrated manner, thus reducing the need and
costs of “shopping around.” Paperwork usually associated with wnedicare will
be eliminated.

1t is hypothesized that the S/HMO will reduce the number of expensive in-
stitutional days for enrollees as well as encourage significant changes in utiliza-
tion patterns.

Three S/7HMO demonstration sites, to be selected, will provide a strong com-
parative evaluation of different S/HMO modes of organization. They will use
common assessment instruments, comparable experiment populations, compatible
management information systems, and a common evaluation strategy. The dem-
onstrations will provide answers to questions about cost/benefit effects of a
S/HMO, the effects of integrated care on the elderly and on service costs, the
administrative feasibility of the S/HMO model compared with the fee-for-service
model, and the effects on quality of care.

ON LOK COMMUNITY CARE ORGANIZATION FOR DEPENDENT ADULTS

The On Lok Community Care Organization for Dependent Adults (CCODA)
is a community-based demonstration providing long-term health and healti-
related service to functionally disabled elderly in the Chinatown-North Beach
area of San Francisco who meet the State's eligibility criteria for 24-hour skilled
nursing or intermediate care, and who are medicare-entitled. A multidisciplinary
team comprehensively assesses and reassesses the needs and strengths of each
CCODA participant and develops a service plan to meet the individual’'s needs.
The On Lok program delivers all services that are required either by their own
staff or providers under contract. Single source reimbursement is provided under
HCFA'’s title XVIII waiver approval. The Division of Health Services Studies,
Office of Direct Reimbursement, provides the fiscal intermediary function for
the project. A research and development grant (No. 18-P-00156) is concurrently
funded by the Administration on Aging (AoA).

The objectives of this demonstration are: To develop and operate a centrally
funded and administered community care system; to measure the impact of
capitated funding on utilization, quality, and cost of services; to contrast the
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management efficiencies of the model with those of other systems; and to develop
actuarially sound budgeting methods for medical and social needs.

The demonstration is now in its third of 4 years. During the first year, On Lok
established the outpatient service delivery and reimbursement phase of the dem-
instration. This entailed a complete reorganization existing staff and their func-
tions, hiring and orientation of additional staff, changes in procedures, changes
in clinical and fiscal recordkeeping, validation of assessment instruments, further
development of the research protocol and the establishment of data collection and
analysis techniques. In addition. the transfer of the participanis from the pre-
vious On Lok program to the CCODA reguired extensive time and effort due to
the age and ethnic background of the population. The inpatient phase of the
project was begun on February 1, 1980, with services provided through negoti-
ated contracts with two hospitals and several skil'led nursing facilities in the
area. By February 1981, the CCODA program had essentially completed its
developmental phase and entered a stage of normal operation.

On Lok currently serves approximately 20 participants who have an average
age of over 78, who are mostly of Chinese descent, with slightly more males
than females, just over one-half living alone, and with 87 percent having monthly
incomes under $500. The current per capita cost is $31.30, with $939 as the aver-
age cost per user per month. These costs include outpatient services (day health,
transportation, primary medical care, drugs, medical specialty services, home
health, ete.) and institutional (hospital and skilled nursing facility) care.

The research component of On Lok funded by AoA has a program-based policy-
oriented perspective with the primary objective of assessing the impact of the
CCODA program on the quality and cost of long-term care. The research (1) in-
cludes process evaluation, that describes and interprets issues and problems in
program development and operation; (2) has developed and continues to refine,
a computerized information management system that (a) is used in program
operation; (b) monitors information on a ‘regular basis for program administra-
tion and development; and (c) establishes a real-world-relevant data base for
research analysis; (3) has established and maintains a comparison group study,
identifying a sample of similar elderly in the traditional long-term care system
and tracking them over time, gathering information comparable to that in the
information system to assess relative program impact. This study has a sample
size of 160. Cost analysis is a specific area of focus in the current year with par-
ticipant-based predictors of the cost rate (e.g., functional level, physical and
social characteristics, biographical data, etc.) being identified, and the propor-
tion of monthly CCODA costs that would be reimbursable under existing pro-
grams (e.g., titles XVIII, XIX, XX) being determined.

HCFA is evaluating the On Lok CCODA through the crosscutting evaluation
of its long-term care demonstrations. This evaluation contract was awarded to
Berkeley Planning Associates in September 1980.

SKILLED NURSING PHARMACY SERVICES—CAPITATED REIMBURSEMENT

ORDS awarded a grant in 1979 to the California Department of Health Services
to conduct a pilot project on capitated reimbursement of drugs for medicaid pa-
isters a program of medical assistance under title XIX of the Social Security Act.
The objective was to improve the drug regimen of medicaid SNF patients, which
in turn should improve the overall quality of care and reduce costs.

The California State Department of Health Services (DHS) currently admin-
isters a program of medical assistance under title XIX of the Social Security Act.
The program provides a broad range of medical services to a beneficiary popula-
tion that is predominantly categorically linked. Medicaid usually pays for these
services on a fee-for-service basis. Approximately 2.5 percent, or 67,500, of the
nearly 3 million beneficiaries receive their care in skilled nursing facilities
(SNF's). Medicajd payment for health care for these beneficiaries is made to the
individual provider of service, e.g., SNF, physician, dentist, physical therapist,
pharmacist. To control utilization of pharmacy services, medicaid has employed
a closed formulary, that is, a specific list of covered drugs, with prior authoriza-
tion required for unlisted therapeutic agents. Current costs of pharmacy services
for SNF inpatients average approximately $26 per patient per month. To deter-
mine if there are ways that the current expenditures for drugs for SNF patients
in the medicaid program can be reduced, the California State Legislature enacted
Assembly bill 1395. The legislation authorized a pilot project in which pharma-
cists would be reimbursed on a capitated basis for pharmacy services provided in
SNF's.
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The project proposed to establish capitation rates for 30 selected SNF’s based
on 25 pharmacies’ experiences with those facilities. The monthly capitation rate
would be calculated for each facility and would be paid to the pharmacy in ad-
vance for each medicaid patient served by that pharmacy in the following month.
In addition, pharmacists who participated would be granted the authority to ap-
prove nonformulary drugs necessary for the treatment of the patients.

Participants were to be selected to reflect the geographic and bed size dis-
tribution of nursing homes in the State. Contracts were prepared to establish
project requirements with the participating pharmacies. A group of pharmacies
and SNF’s was selected for comparison purposes. The project was planned
to be a 3-year effort with a 1-year, precapitation period for selection participants,
collecting baseline data, determining rates, and developing the evaluation
methodology.

The project would have allowed the pharmacist to bypass the usual utilization
controls of the medicaid program and to exert his or her professional judgment
to a maximum degree, consistent with a high quality of care. Minimum quantity
requirements, prescription audits, and diagnosis restrictions would have all to be
waived for the patients served under this project. In the summer of 1981, the
legislature passed a law eliminating the closed formulary.

A two-part evaluation of the project results was planned. The State will evalu-
ate the changes in costs and utilization of services which result, if any. An out-
side contractor second evaluation, using a multidisciplinary team of physicians,
pharmacists, pharmacologists, and nurses to evaluate the professional decisions
involved in the treatment authorization request (TAR) approval process as well
as the overall quality of care received by the patients.

Several methods of setting capitation rates were tried. None was suceessful in
convineing pharmacists that they would not lose money over a fee-for-service
method. The one upon which the State and State Pharmacists Association agreed
attracted only six pharmacists to the project. It had been determined that at
least 20 would be required to carry out the project. Therefore, the State requested
termination of the project in the fall of 1981.

A final report detailing the methodology, various capitation ratesetting meth-
ods, the evaluation process and the problems encountered will be available in
spring 1982.

CAPITAL INVESTMENT IN NURSING HOMES

In August 1980, ORDS awarded the West Virginia Department of Welfare a
section 1115 grant. This allowed waiver of the current methodology for determin-
ing capital costs included in the medicaid reimhursement of skilled nursing faecili-
ties and intermediate care facilities. The basic objective of this demonstration is
twofold :

—To determine whether the proposed reimbursement system produces satis-

factory patient care within the operating cost standards; and

—To determine whether the proposed system results in lower reimbursement
rates when compared with a system of reimbursement based on historical
costs for all service factors (for example, a medicare formula).

There is reason to believe that controlling cost-by-cost center is preferable to
an aggregate operating cost cap, but the data required to evaluate this hypothesis
are not currently available. This project will, therefore, focus upon the invest-
ment component and the total reimbursement rate under the following opera-
tional assumptions:

—Functional and physical variances from the model facility standard result
in operational and nursing services deficiencies, inefficiencies, and disecon-
omies.

—Quality of care is insured and verified through review of the monthly long-
term-care services invoices and quarterly nursing services audits.

—Both the rates of reimbursement and the manner in which they are deter-
mined significantly affect investor confidence in the industry and the quality
of services provided.

Given these assumptions, West Virginia has implemented two parts of a three
component reimbursement system. The nursing services compnnent is compen-
sated on the basis of actual nursing services reqmred by and delivered to indi-
vidual patients. The operating costs component is compensated by cost center
and facility class. Caps on operating costs will be derived from industry experi-
ence within the State. Incentives for efficiency and economy will be introduced
through the operating cost component by encouraging costs less than the cost
caps, with quality of care assured and verified. As a management incentive, the
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State will share with the facility any savings when actual costs fall below estab-
lished caps. That incentive will consist of a percentage of the difference between
actual facility cost and the established cost caps, provided such facilities meet
all certification and quality patient care standards.

The investment component of the new reimbursement system (which is being
implemented under this demonstration) should allow for the reasonable costs
of investments in long-term care facilities, including a reasonable return on the
investment. A unique aspect of this system is the method for determining the al-
lowance for value of the investment component (land, building, and equipment)
of the reimbursement rate.

The standard appraised value (SAV) method establishes the value of the
fixed assets as @ long-term care center, thereby discouraging features which de-
tract from or do not contribute to that function and encouraging functional
utility. The model facility standard is drawn from Federal and State regulations
and guidelines and from accepted industry practice and offsets the fundamental
difficulty of the reproduction cost approach by providing a stable base for deriv-
ing consistent appraisals of long-term care properties.

The tasks completed in the first year inclnded the design and implementation
of uniform accounting and reporting procedures. definition of the model facility
standards, initial appraisals of all facilities, the evaluation of the appraisals and
the establishment of a rate of return. In designing the reimbursement formula, the
State based the rate of return on the yield generated by the Federal National
Mortgage Association’s (FNMA) conventional mortgages. It is felt that this
yield will allow enough flexibility to keep current with the recent volatility in
the mortgage market. Implementation on a statewide basis was affected in
April 1981. Since this project has just begun, no findings are available at this
time. It is hoped that this different method of reimbursing capital costs will
discourage rapid turnover in facility ownership and encourage greater stability.

INCENTIVE PAYMENT GRANT

“Encouraging Appropriate Care for the Chronically IIl Elderly”; Grant
awarded to the State Department of Health, Sacramento, Calif.

Early in 1981, approval was given for a section 1115 waiver grant to the
Department of Health Services in Sacramento, Calif. The purposes of this 2-year
grant are to improve appropriateness of care and encourage more efficient use
of resources through: (1) Encouraging nursing homes to admit sicker patients
who require more care and who might otherwise remain inappropriately hospi-
talized ; thus encouraging unnecessarily high costs for care; (2) improving resi-
dent’s outcomes through improved quality care facilitated by resident-specific
goal setting and care planning; and (3) encouraging discharges of certain kinds
of residents who might be served more appropriately by noninstitutionalized
services thus making room for more severely dependent patients.

The total costs (estimated at $3 million) of the project will be paid through
contract No. 233-79-3019 between the National Center for Health Services
Research (NCHSR) and Applied Management Sciences, Inc., dated September 29,
1972. The contractor will reimburse participating facilities for data collection
and incentive payments earned under the study protocol. The contractor will
pay for all other data collection and data processing activities, including data
supplied by the California Department of Health Services. Analysis of the data
and final reports will be completed by the NCHSR.

Methodology

Thirty-six proprietary nursing homes in the San Diego SMSA, having between
50 and 200 beds, with at least 50 percent normally available to Medi-Cal residents
will participate in the study. The homes were randomly assigned to treatment or
control groups. It is estimated that 8,472 residents will participate in the demon-
stration, one-half in the experimental and one-half in the control homes. The
demonstration will attempt to encourage long-term care facilities to admit and
provide quality care to severely dependent residents, and to discharge less
dependent residents into lower levels of care or to provide continuity of care
for discharged residents.

—Nursing homes will be paid an incentive payment for admitting severely

dependent residents.

—OQutecome incentive payments will be paid for achieving specified outeome

goals in selected patients who require special care to improve or maintain
their functional health status.
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—Incentive payments will be paid for discharging residents who should be
discharged (must be kept at a lower level of care or in the community for
at least 3 months).

—No incentives will be paid for residents who should not have been admitted
or for those expected to have a stay of less than 90 days.

Data will be collected by Applied Management Sciences and analyzed by

NCHSR staff. Final reports should be available early in 1984.

QUALITY ASSURANCE

SURVEY-BY-EXCEPTION (SBE)

In July 1980, a section 1115, waiver-only, quality assurance grant was awarded
to the Massachusetts Department of Public Welfare. The purposes of this 18-
month project are to reallocate surveyor time so that facilities with the greatest
certification compliance problems can receive additional consultation and tech-
nical assistance by the surveyors and to improve the guality of care in skilled
nursing facilities (SNF’s) and intermediate care facilities (ICF’s).

This project will test an experimental facility survey process in medicaid and
medicare facilities. The medical review (MR) and independent professional re-
view (IPR) patient surveys will be performed as usual. Massachusetts has
developed a facility screening instrument which it will be pretested for reliability
and validity before using it in the demonstration.

Methodology

The facility survey is a modification of the screening survey developed by
the Wisconsin quality assurance project. The design for the demonstration classi-
fies facilities into three groups, based upon their performance on annual surveys
for the preceding 3 years.

The Massachusetts long-term care information system (LTCIS), a manage-
ment information system containing the results of all facility surveys since 1976,
aggregates survey results at the facility level so they can be compared across
facilities. The criteria for facility classification are as follows:

—Screening survey group-—compliance scores of 93 or above on annual inspec-
tions for 3 calendar years prior to the inspection date (classified as out-
standing).

—Abbreviated survey group—compliance scores 85 or above for the past 3
calendar years (classified as acceptable).

—TFull survey group—compliance scores below 85 for the past 3 calendar years
(classified as unacceptable).

The demonstration is planned as a 2X2 experimental design with test faecil-
ities in outstanding and acceptable groups assigned randomly to the traditional
method of survey and the SBE method.

The design calls for 120 of the 160 facilities in two geographic areas, the
northwest and southeast sections of the State, to be assigned to the four cells
of the design; 60 will be eligible for SBE and 60 will receive the traditional
survey. .

Hypotheses to be tested include the following:

—~Quality of care in the screening and abbreviated survey facilities in the
experimental groups will increase or remain constant relative to screening
survey and abbreviated survey facilities in the control group.

—Quality of care will improve in the full survey facilities.

—Time spent on certification visits will decrease in facilities in the abbreviated
and screening .survey groups.

—Time spent on certification visits will increase or remain constant in the poor
performance group.

—The number of interim visits, followup visits, and consultation visits, and
the time spent on such visits will increase in each of the three groups.

—Provider attitudes toward the State survey agency will be more favorable
in facilities participating in SBE.

The demonstration was initiated October 1. 1980, following completion of pre-

testing and compliance with conditions attached with the notice of grant award.

In October 1981, the demonstration was expanded statewide. Outstanding facili-
ties, 146 in number, will receive a quality of patient care screening survey involv-
ing 64 areas of concern. Satisfactory facilities (293 in number). will receive an
abbreviated survey covering 54 “core” regulations and traditional survey of any
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area where a definciency is found, such as.the dietary department. The original
control group and all other facilities will get a traditional survey.

This demonstration will be evaluated by a contractor chosen by HCFA to
evaluate all of the survey/certification-related demonstrations.

Findings to date:

—SBE decreases the amount of time spent on certification visits.

—Surveyors spend more time on consultation and followup visits.

—The number of “trivial” deficicncies declined with SBE.

IMPROVING NEW YORK STATE'S NURSING HOME QUALITY ASSURANCE PROGRAM

The New York State Department of Health was awarded a section 1115 waiver-
only grant, effective September 2, 1980. This 3-year demonstration is part of an
overall effort by the State to improve the quality of care provided in residential
health care facilities (RHCF’s), which include both skilled nursing facilities
(SNF's) and intermediate care facilities (ICFs).

DESCRIPTION

The objectives of this project are to simplify and streamline the medical review
(MR) and independent professional review (IPR) for all RHCF’s in New York
State. The current system is described as very cumbersome, particularly when
8,000 reviews are processed per week. The new system will use a screening survey
(based upon the screening survey developed for the Wisconsin quality of care
project). It will combine a form to be filled out by the facility with a relatively
brief form to be filled out by the reviewers when they visit the facility. This latter
form would reduce the number of items for the SNF survey from 1,285 to 241
and the ICF requirement from 780 to 223. MR and IPR will be combined into a
single process. The first stage will be an outcome-oriented system which will look
at sentinel health events (SHE”s). These are defined as untoward events whose
presence represents a potential failure in the care system. Examples include the
presence of these events exceeds a threshold (to be established on the basis of
the patient mix and the facility), then the second stage of the process will be
initiated. In the second stage, a more detailed investigation of the process of care
for a sample of patients having the untoward events will be undertaken using
specifically designed protocols for each SHE. .

The research design assesses three things: (1) Review of the 20 percent of
facilities requiring intensive surveys, (2) the validity of the outcome-based
screening and the process-based followup, and (3) the causes of deficiencies
in the new process. Finally, it will apply various statistical measures to test the
increased efficiency of the new system over the old one.

Hypotheses to be tested include:

—The survey emphasis on the structural measures of quahty of care will
complement the outcomes/process measures of the MR/IRP to more clearly
define the causes of lack of facility compliance with State and Federal
regulations. Corollaries of this hypothesis are: The deficiencies in the new
process will be traced to underlying causes rather than symptoms to a
greater extent in the new system than in the old; and the plan of correction
filed by the facilities will treat underlying causes rather than symptoms to a
greater extent in the new system.

—Each SHE is a reliable measure.

—The SHE’s will point to areas of poor quality care.

—Different reviewers will reach the same decision as to whether a stage II
review is needed.

—Stage II review reliably and efficiently documents poor quality care when
compared to the present system.

—The new system will document more problems associated with direct patient
care rather than indirect factors related to patient care.

Work accomplished to date: (1) HCFA attached several conditions to the
grant award and these were all satisfactory completed; (2) two field tests of the
SHE’s have been completed which resulted in revisions of the definitions and
protocols for measuring the SHE's; (3) an educational curriculum for surveyors
has been developed and training programs have been evaluated in the State; {4)
300 State agency personnel and 500 provider representatives have been educated
regarding the new methodology.

The project was implemented in the upstate New York areas of Albany, Buffalo,
Rochester, and Syracuse in July 1981; the downstate areas of White Plains and
New York City followed in October 1981.
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The project will be evaluated by an independent evaluator chosen by HCFA.
QUALITY ASSURANCE

NURSING HOME QUALITY ASSURANCE PROJECT (QAP)

The Wisconsin Department of Health and Social Services is in the last.year of
a 4-year, section 1115, waiver, only project to improve the quality of care in nurs-
ing homes using an experimental survey and certification methodology. This dem-
onstration is based on the premlse that the State should reallocate surveyor time
so that more time is spent in nursing homes that are cited as havmg deficiencies
and less time in nursing homes providing good care.

Project Objectives

The primary goal of the project is to improve the quality of care in nursing
homes in the demonstration areas using cost-effective techniques which reallocate
the State’s resources.

To increase the efficiency and effectivness of the facility review proecss, QAP
does the following :

—Uses a screening technique which allows teams to separate homes into three
categories—homes performing well; homes with minor problems likely tn he
resolved with consultation; and homes with one or more serious problems
requiring detailed analysis for possible negative action.

—Omits the full facility survey except where indicated by a history of problems
or after using the new facility screening technique.

—Involves nursing home administrators and rehabilitation specialists in the
facility survey to provide a broader base nf knowledge for the evaluation.

—Trains survey staff to collect data which will hold up in court when negative
action is indicated.

—Schedules survey visits at less predictable and more frequent intervals to
collect more accurate data.

To increase the efficiency and effectiveness of the medical review (MR) and

independent professional review (IPR) of patient care. QAP :

—TUses a statistical quality control methodology to choose a stratified sample of
patients for intensive review. rather than performing a cursory review of all
patients currently in the home.

—Reallocates staff time to comprehensively evaluate the home’s syetem for
identifying and meeting patient needs.

—Omits the full MR and IPR survey except where indicated by a history of
patient care problems or after using the new patient sampling technique.

—Provides feedback to the facility survey by citing deficiencies and document-
ing cases of poor patient care for court use.

To improve the guality of nursing home care by resolving the prohlems dicrov-

ered through the facility survev and patient review. QAP has done the following :

—Developed criteria for qulckly choosing corrective actions from a list ranked
by severity.

—Added new obtions to the list of correction/enforcement actiors. in-
cludinng consulting with survey team members and contracting for technical
assistance,

—Provided more immediate feedback to homes detailing deficient areak of
patient or institutional management, especially for homes evaluated as need-
ing enforcement action.

Since these last three elements are considered essential in anv quality assur--
ance system, they are used in both control and experiment sites. The experimental
design separates the effect of these changes from those caused by the experi-
mental facility and patient review processes.

Methodology

The bureau of quality compliance, Wiseonsin Division of Health. is demon-
strating two new apnroaches to the control of quality in nursing homes. These
approaches deviate from traditional State and Federal requirements. The first
requirement is that a nursing home be evaluated for compliance with applicable
State and Federal regulations at least annnally. The second requirement is that
every medical assistance nursing home resident be evaluated at least annually
for appropriateness of placement and level of care.
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Facility Screening

In place of existing requirements for annual surveys of nursing homes, a
screening survey to quickly identify problems in critical areas is being tested.
Further action, ranging from informal consultation to decertification is taken
on problems found during screening. The time saved through -this screening
process is allocated to more rigorously pursue enforcement in homes that are
endangering the health of their residents.

Sampling Patient Review

In place of existing requirements for reviewing medical assistance recipients
in nursing homes, a scientifically chosen, 10 percent sample is taken of all patients
in the home. As in the facility screening, decisions for further action are based
on problems found during the careful review of this sample. State surveyor time
saved by not examining all patients is devoted to more extensive consultation
and enforcement.

In July 1978, during the first phase of the demonstration, Wisconsin studied
122 facilities (SNF's and ICF’s) in a rural area using a 2x2 factorial design of
the treatments, facility survey, and patient evaluation. The two options for faeil-
ity “treatment” are the old full survey and the new screening survey; the two
options for the patient ‘“‘treatment” are the old 100 percent medical review and
the new patient sampling technique. .

In the second phase of the project, Wisconsin added 40 more homes in a large
urban area to the demonstration. In half of these nursing homes, the sereening
survey and patient sampling techniques were used, and in the remaining 20, the
old full survey and 100 percent medical review were carried out. In addition,
another 20 homes were selected as control homes in the urban area.

Two additional changes were made in the second year which affected the
demonstration methodology. First, HCFA approved a waiver of the life safety
code, so that a screening survey instrument could be used by the engineer/
architect. Second, the health standards and quality bureau approved receiving
less than the full report for title XVIII certified facilities which resulted in the
inclusion of these facilities in the demonstration. )

In the last phase of the demonstration, 40 additional facilities were added to
the sample. These facilities are located in a mixed rural/urban area of the State.
The methodology has been slightly changed in the last phase to further eliminate
the possiiblity of surveyor bias. In these areas, separate survey teams have been
assigned to each treatment cell. One team uses the screening survey and patient
sampling methodology and the other, the full survey and 100 percent patient
sampling.

With this last expansion, the demonstration project includes 31,000 resident/
patients and 281 (59 percent) of the State’s nursing homes.

Findings to date include the following :

—The total time for survey and certification visits using the sereening survey
and 10 percent sampling of patients for MR/IPR is 2 days in homes of 100
beds or less, while the traditional methods in homes of the same size require
15 working days. .

—The State survey staff and nursing home administrators and staff have posi-
tive attitudes about the screening survey and sampling technique.

—The number of nursing home administrators serving on the screening surveys
has increased but has not yet reached 100 percent.

—Surveyors are making increased use of the option to switch from the screen-
ing survey to the traditional method. The most common reasons cited are a
poor survey record, a new administrator, or a new director of nursing.

—Surveyors in the rural districts make more frequent surprise visits than those
in the urban areas.

—Surveyors using the new methods $pend proportionately more time on facil-
ity assessment than when using the traditional method, less time on resident
assessment, and only a slightly greater proportion of time on followup.

—When the new methods of survey and certification are used, slightly more
class A violations (probably of death or injury to a patient) and slightly
fewer class B (direct threat to health and safety) and class C (does not
threaten health and safety) violations were found.

—Surveyors using the new methods make more frequent use of a variety of
State followup actions, that is, consultation, special advisor, and return to
followup. .

89-645 0 - 82 - 11
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—There is a lower percentage of patients observed to be at an incorrect level
of care using the sampling methodology. However, after reviewing the his-
tory of facilities in the study, the QAP findings reflect preexisting differences
in these homes.

A grant for an independent evaluation of the demonstration to the University

of Wisconsin has been underway since July 1980 to the University of Wisconsin.

PUBLIC HEALTH SERVICE
ALCOHOL, DRUG ABUSE, AND MENTAL HEALTH ADMINISTRATION
NATIONAL INSTITUTE ON ALCOHOL ABUSE AND ALcoHOLISM (NIAAA)

INTRODUCTION

Alcoholism is a serious health problem among the elderly. A recent NTAAA
report, “Alcohol and Health,” indicates that a significant number of people 60
years old and over have problems with alcohol. Loneliness, loss of spouse, physical
or emotional separation from children, ill health, or lack of purposeful employ-
ment can precipitate alcohol problems in the elderly. Estimates of the number of
elderly alcoholics range from 1 to 2.7 million.

An analysis of national surveys on alcoholism among the elderly indicates that
the significance of this problem has only recently been appreciated. The majority
of the problem drinkers aged 65 and over are unidentified, overlooked, and un-
treated. It has been estimated that about 85 percent of all elderly problem drink-
ers are not receiving any type of service related to their alcohol problems. One
of the major barriers to treatment of alcoholic senior citizens is the failure to con-
sider alcoholism as a possible diagnosis. What is perceived as frailty, senility,
or s1mp1y the unsteadiness of old age may in fact be alcoholism. Relatives, friends,
and service professionals working with the elderly may be reluctant to acknowl-
edge the need for alcoholism treatment. In addition, social agencies for the aged
usually are poorly equipped to treat alcohol problems, and many alcohol treat-
nient centers are geared to a younger clientele.

Restricted medicare coverage is an additional stumbling block to the treatment
of aleohol-related problems among the elderly. Almost all of the elderly depend
to some extent on medicare to pay for health services. Medicare is, however, a
health insurance program designed to pay for inpatient eare and physician serv-
ices. Most of the nonphysician health and social services that are part of com-
prehensive alcohol treatment programs are not covered by medicare.

NTAAA hsas a legislative mandate to enrourage and give special consideration
to the submission of project grants and contracts for the prevention and treat-
ment of alcohol abuse and alcoholism among the elderly under section II of Public
Law 96-180. In response to the recognized needs of the elderly and the legislative
mandate, NIAAA has initiated a number of special activities targeted to this
population. These activities are deseribed in the following narrative.

INTERAGENCY ACTIVITIES

NIAAA, in cooperation with the Health Care Financing Administration, has
undertaken a major demonstration program to improve medicare and medicaid
coverage for alcoholism treatment services. NTAAA provided $1.1 million in fiscal
year 1981 to fund demonstration grants for the purpose of demonstrating the
feasibility and cost effectiveness of providing alcoholism treatment services in
freestanding residential and outpatient settings, including halfway houses, as
alternatives to services currently covered by medicare and medicaid.

Other interagency activities initiated in fiscal year 1981 include:

—Participation in the White House Conference on Aging to highlight the

alcohol-related problems of the elderly and to stimulate social concern in
this area.

—Participation on the National Council on Alcoholism Blue Ribbon Commit-

tee on Aging and Alcohol.

—Dialog with the Administration on Aging to explore cooperatlve activities.

TREATMENT

The elderly are réceiving aleoholism treatment services throughout the country
through most of the programs currently funded by NIAAA, with the exception of
programs specifically designed for youth. These programs offer such services
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as gutreach, referral, counseling, detoxification and other forms of treatment on
an inpatient, outpatient or day care basis.

In addition, NIAAA presently funds one program specifically designed to meet
the needs of the elderly who are experiencing difficulties with alcoholism or
other alcohol related-problems. NIAAA provides approximately $237,128 per year
for this program. The program is located in Vancouver, Wash.

The Vancouver senior alecohol services project is administered by the Health
and Welfare Planning Council of Clark County, Wash. The program is targeted
for both men and women 60 years of age or older who live in Clark County
and who have a problem with their use of alcohol. The program is also avail-
able to provide services to the drinking person’s relatives or friends who are
concerned with and/or affected by that person’s misuses of alcohol. The pro-
gram meets needs beyond alcohol treatment in such areas as nutrition, health,
transportation, and other daily living activities. The program provides training
in alcoholism and gerontology and evaluates the treatment and training efforts.
In addition, research is being conducted on the drinking patterns of both alcoholic

and nonalcoholic elderly persons. .
RESEARCH

During fiscal year 1981, the NIAAA Division of Extramural Research granted
a time extension to a funded pilot study in Los Angeles, Calif., to investigate
alcohol drinking practices among the aging. The survey study will investigate
the alcohol drinking practices in a sample of elderly community residents in Los
Angeles County. Status changes which may be related to drinking patterns in
this population will be examined in six life areas—work, family, social networks,
economics, age, and health. Social annd psychnlogical correlates of drinking pat-
terns will also be assessed. These include life satisfaction, personal control or
mastery, and tendencies to “give up” in dealing with problems.

During fiscal year 1982, the NTAAA Division of Extramural Research is plan-
ning to support a workshop on alcohol abuse among the aging, in collaboration
with the National Institute on Aging. The workshop will enable investigators
who are concerned with aleohol-related problems of the elderly to exchange
information, serve as a forum for evaluation of ongoing research and provide
future research directions. The proceedings and recommendations of the work-
shop will be published in the NIAAA alcohol research monograph series.

RESEARCH TRAINING

During fiscal year 1981, Division of Extramural Research funded one predoc-
toral fellow for training in the study of geriatric alcohol use.

Subsequently another fellowship application from a postdoctoral candidate
who express interest in gerontology has been received and is in process of review.

CLINICAL TRAINING

During calendar year 1981, the NIAAA Human Resources Branch had two
active training programs one of which was funded for $137,464 to train alcohol-
ism service providers for the elderly.

One grant was awarded to the Mental Health Institute of Independence,
Iowa, to improve the quality of service available to the elderly who have prob-
lems with alcohol. The program will provide training for health and social wel-
fare personnel, and attempt to develop a training model for use by other pro-
grams. Specialized training in the alcohol problems of the elderly will be offered
to such service providers as policemen, firemen, AA members, volunteer workers,
health and social welfare personnel, and alcohol counselors.

The second grant was awarded to the School of Social Work of Adelphi Uni-
versity in Garden City, N.Y. The purpose of the grant is to train social work
students in serving alcoholics residing in single room occupancy hotels located
in the Upper West Side of Manhattan, N.Y. This project will put special emphasis
on developing training approaches for intervention with the aging and aged
alcoholics.

The Human Resources Branch continued its focus on the development of pro-
grammatic activities for primary care physicians. The elderly population is a
component of this set of activities. .

Through its contractor, the National Center for Alcohol Education, NIAAA
is developing prevention education materials for the elderly. The matrrials will
be produced in a handbook format with a companion curriculum guide in fiseal
year 1982. The will contain information about the effects of aleohol on the body,
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psychologically and physiologically ; the influence of the aging process on con-
sumption, the impact of changes in lifestyle on customary drinkirfg hehavior;
for example, retirement, change of geographic area, and loss of companionship.
These materials will be targeted to staff of residencies for the elderly, senior
neighborhood centers, and nursing homes. This project will be coordinated with
Elder-Ed, an audiovisual training program developed by the National Institute
on Drug Abuse, which presents material on the use of alcohol with prescrip-
tion drugs.
. NATIONAL INSTITUTE ON DRUG ABUSE (NIDA)

One of NIDA’s primary objectives in fiscal year 1981 was to gain a clear under-
standing of the nature of the drug problem among the elderly. Programmatic
efforts in this area were directed toward that end. The Institute’s management
system reported little illicit drug abuse among older Americans. In fact, the
client-oriented data acquisition process (CODAP) showed that only 0.3 percent
of all clients admitted to federally funded clinics were 65 years of age. or older
in 1980. This confirmed a trend observed over the past few yéars.

On the other hand, data collected from a variety of other sources strongly
suggested that the elderly’s drug problem stems less from substance abuse, than
from drug misuse involving the inappropriate consumption of an assortment of
prescription and over-the-counter preparations. Clearly, the elderly’s higher func-
tional disability and their social isolation put them to great risk to use medica-
tions for reducing the critical stresses of their advancing years. The Institute
views the potential dangers as very real

The aging are a rapidly growing population. Americans 65 or over now number
more than 26 million and constitute an important national resource. Demographic
projections indicate that individuals in the 65 and over group will increase to
32 million by the end of this century and by the year 2030 will number 56 million
or almost 18 percent of the U.S. population. Although they presently comprise
only 11 percent of the populace, they consume about one-fourth of all preseription
medicines.

In fiscal year 1981, NIDA supported various projects targeted wholly or in
part toward the aged. An estimated $489,000 was expended on research, preven-
tion, training, treatment, and interagency activities in this area.

RESEARCH

During the past year, the Division of Research began preparing a research
monograph tentatively entitled “Drug Use, Misuse, and Abuse Among the
Elderly.” The volume will contain three sections—a bib'iography of 500 to 600
major articles relevant to this area; one-page abstracts of perhaps 100 of the
most important of these articles; and a synthesis or summary chapter written
by various authorities in the field.

A completed study of a NIDA-sponsored survey of noninstitutionalized elderly
persons, age 55 years or older, was recently received by the Treatment Research
and Assessment Branch. Of 1,101 persons surveyed in Houston, Tex., i7.6 percent
were using prescribed psychotoropic drugs at the time of the interview. About
6.9 percent of the total sample were found to deviate from their treatment
schedules. Over four-fifths of these deviators took less medication than prescribed
but only 13.2 percent of this group exceeded their prescription dosages. Finally,
only 1.9 percent of the entire sample reported ever having used an illicit sub-
stance. Based upon this analysis, the authors concluded that the misuse of
psychotropic drugs by elderly populations is not a significant drug abuse con-
cern. It should be noted that earlier studies yielded varied conclusions.

PREVENTION/TRAINING

NIDA’s prevention programs for older persons are primarily educational in
nature and are directed toward the appropriate use of prescription drugs. One
such program, “Elder-Ed: Wise Use of Drugs for Older Americans,” is designed
to assist the elderly in making the best use of their medicines. A film and two
hooklets make up an attractive prevention kit. The film deals with the doctor-
patient relationship and with the common problems associated with the use
of medication. The two booklets sum up the information given in the film and
provide space to list medicines and emergency medical information for the
family physician.

Wide dissemination of Elder-Ed by NIDA has produced some satisfying results.
For example, a consortium of six States has developed a task force called “Keys
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to Help the Aging.” These States are: Alaska, Arizona, Idaho, Nevada, Utah,
and Wyoming. The aim of the task force is to promote healthy lifestyles for the
elderly by mobilizing their interest in workshops and networking. When in full
operation, it will train well-adjusted seniors to work with less-adjusted seniors to
help ameliorate those feelings of isolation and diminished self-worth which often
lead to emotional reliance on drugs. Tenna Kirsher, the State prevention co-
ordinator of Idaho, is the spokesperson for the group. Some of the expenses as-
sociated with the early development of the task force were absorhed by the
regional support centers of NTDA’s division of training. Technical assistance was
provided by the prevention branch’s pyramid project.

TREATMENT

Slightly fewer than 700 persons aged 65 or older were admitted to NIDA-sup-
ported drug abuse treatment centers last year. Although the figure is quite low,
the total indicates that at least a small portion of the elderly does engage in
the more familiar forms of drug abuse. How large the undetected population may
be is difficult to assess.

INTERAGENCY ACTIVITIES

In fiscal year 1981, the Institute signed an interagency agreement with the
National Institute of Mental Health (NIMH) to analyze the latter’s epidemio-
lozic catchment area program data and determine drug consumption and abuse/
misuse by the elderly. $60,000 were transferred to NIMH for that purpose to
cover 1 year. In addition, NIDA also engages in the exchange of information
with such agencies as the National Institute on Alcohol Ahuse and Alcoholism,
the Administration on Aging, the National Institute on Aging, and is presently
providing expertise on drug abuse to the White House Conference on Aging.

NATIONAL INSTITUTE OF MENTAL HeEaLtH (NIMH)
INTRODUCTION

Five percent of the Nation’s aged live in institutions. Of these 5 percent, about
12 percent are in mental hospitals and the remainder in nursing and other
types of homes for the aged and chroniecally ill. The elderly comprise 6 percent
of admissions to State and county mental hospitals and 29 percent of the resident
patients. Approximately 80 percent of those 65 years of age »nd older who live in
nursing and personal care homes have some degree of mental impairment. Only
3.8 percent of outpatient psychiatric service admissions are aged 65 and over. An
estimated 10 to 25 percent of the aged in the community have some degree of
mental impairment. The death rate for suicide is highest at age 55 and over (18.5
per 100.000 #s compared with 12.6 ner 100.000 for all ages). Approximately 46
percent of all male admissions aged 55 and over to inpatient services of State and
county mental hospitals had a primary diagnosis of aleohol disorders.

MENTAL HEALTH SERVICES FOR THE ELDERLY

In October 1980, Congress enacted the Mental Health Systems Act. In doing so,
it noted that, despite the significant progress since the original community mental
health centers legislation was enacted in 1963. there remained unserved and un-
derserved populations within the mental health serbice system. Those populations
included the chronically mentally ill, children and youth, and the elderly. For
this reason, the Mental Health Systems Act directed specific attention to these
groups. In four of its programmatic sections, there were key provisions for mental
health services to the elderly.

The President’s economic recovery program replaced the Mental Health Sys-
tems Act with a block grant program that provides flexibility to the States in
administering Federal funds. In enacting the alcohol, drug abuse, and mental
health services block grant, Congress continued the commitment to the unserved
and underserved populations, including the elderly. The mental health portion of
.the block grant is to be used by States to fund community mental health center
programs which provide the following services: (1) Outpatient services, includ-
ing specialized services for the elderly, children, and chronically mentally ill;
(2) 24-hour emergency care; (3) day treatment or partial hospitalization; (4)
assistance to courts and public agencies in screening persons being referred to
State mental health facilities; and (5) consultation and education services. In
addition, a community mental health center providing the above services may
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receive funds from the State block grant for the identification, assessment, and
provision of mental health services for the elderly.

The goal of the alcohol, drug abuse, and mental health services block grant is
to place decisionmaking at the State level. The States will be able to use the
Federal funds with greater flexibility in areas of greatest need.

CENTER FOR STUDIES OF THE MENTAL HEALTH OF THE AGING

Aging, though long a program area of the National Institute of Mental Health
(NIMH), had received only limited support. This has changed in recent years,
and the program has become nationally and internationally prominent.

Recent significant developments in the NIMH aging program are listed below
in chronological sequence :

(1) 1975—establishment of the Center for Studies of the Mental Health of
the Aging to coordinate Institute activities in aging.

(2) 1975-T6—organization of three national planning conferences related to
mental health and aging. These conferences helped establish the agenda for the
Center. They dealt with research training and services.

(8) 1977—provision of $2 million in the supplemental appropriation for fiscal
year 1977 to support research in mental health and aging.

(4) 1978—transmission to Congress of the report of the HEW Secretary’s
Committee on the Mental Health and Illness of the EKlderly, as mandated in
Public Law 94-63.

(5) 1978—issuance of the report of the President’s Commission on Mental
Health. In the report, the elderly were identified as a major underserved
population.

(6) 1978—elevation of the Center for Studies of the Mental Health of the Aging
from a coordinating unit to a fully operational entity with responsibility for ad-
ministering research and training grants.

(7) 1979—identification of the aging as a priority target population for clinical
training initiatives. This action was taken in accordance with the recommenda-
tions of the President’s Commission on Mental Health.

The Center for Studies of the Mental Health of the Aging (CSMHA) is the
focal point for aging programs in the Institute. The major role of CSMHA is to
stimulate, coordinate and support research, training and technical assistance
efforts relating to aging and mental health. The Center staff consists of eight
professional and four support staff members and one visiting scientist.

3 Documentation of the progress made by the Center in the development of its
program is provided below. Activities of the Center fall into four categories:
research, research training, clinical/services training, and nursing home im-
provement.
1. Resgearch

The Center supports those studies which have a primary focus on the mental
health and illness implications of the aging process and of old age. A wide-rang-
ing, multidisciplinary set of theoretical, applied and policy studies is funded. Al-
most all of the Institute’s research support programs are involved in this NIMH/
ADAMHA-wide, coordinated effort. In this way, NIMH has not only mounted
a targeted effort in aging through its Aging Center, but has a'so brought the
strengths of all its generic programs to bear on mental health and aging pro-
grams. In addition, the Center has been active in stimulating collaborative
efforts between different Federal programs and agencies. Diverse strengths and
limited funds are brought together through the program coordination plan de-
veloped by the NIMH Center for Studies of the Mental Health of the Aging. The
Center’s research program includes the following subjects:

—Causes, treatment, and prevention of Alzheimer’'s disease, senile dementia
and related disorders (with attention to differential diagnosis and memory-
enhancing agents).

—Causes, treatment, and prevention of depression in older persons (includ-
ing investigations of the relationship of depression to suicide, alcoholism,
medical disease, and other behavioral disorders)

—Psychoparmacology and polypharmacy.

—Behavioral medicine and the interface of physical illness and mental dis-
order in later life.

—Chronirally mentallv ill elderly.

——’ét‘lx('ieaiment intervention, clinical trials, and service delivery models for the

erly.
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—Effects of families, support systems, and self-help groups on the care of

older persons with significant mental disorders.

—Prevention of pathology among elderly at risk for mental il'ness.

In August 1981, the National Institute of Mental Health issued a new announce-
ment of its research programs. Interest in aging is evident throughout this
announcement :

“NIMH research support programs are to increase knowledge and improve
research methods on mental and behavioral disorders: to generate information
regarding basic biological and behavioral processes underiying these disorders
and the maintenance of mental health; and to improve mental health services.
Research supported by the Institute may employ theoretical, laboratory, clinical,
methodological, and field studies, any of which may involve clinical, subclinical,
and normal subjects and populations of all age ranges, as well as animal models

~appropriate to the system being investigated and the state of the field. Areas
eligible for support are—neurosciences, behavioral sciences, epidemiology,
clinical assessment and etiological studies, treatment, prevention, and services
research.”

A list of research grants funded by the Center is included as appendix A of
this report.

2. Research Training

National research service awards, including individual fellowships and institu-
tional awards at the predoctoral or postdoctoral levels, provile support for the
training of research scientists in the area of mental health and aging. Research
training is just beginning as a Center program. As the research program of the
Center gains strength and visibility, however, additional research training pro-
grams are likely to be initiated.

The current, agencywide announcement on research training programs
(issued in August 1981) reflected a strong interest in aging.

8. Clinical/Services Training

- The Center’s program in mental health manpower development and training
has focused on training efforts designed to improve mental bealth and related
services to the aging within both the established mental health service delivery
system (e.g., State mental hospitals, community mental health centers, etc.)
and the mental health-related support svstems (e.g., senior centers, long-term
care facilities, etc.). Grants have been made available in three major categories—
mental health services manpower education/training, mental health services
manpower research and demonstration, and faculty development in geriatric
mental health. In addition, the NIMH Division of Manpower and Training
identified aging as a prioritv area in funding its training programs in the core
mental health specialty disciplines (psvchiatry, nursing, sorial work, psychology)
and at the paraprofessional level. In fiscal yvear 1981, NIMH supported a total
of 44 training programs, providing basic professional, graduate, postgraduate,
and continuing edncation in mental health of the aging.

As part of the President’s program for economic recovery, some programs are
being prorosed for phaseout. A’l mental bealth clinical training programs are
included in this category and, consequently, are to be phased out by the end
of fiscal vear 1982. To imp’ement this nhaseout. the President proposed a rescis-
sion of the fiscal year 1981 budget. The rescission was to have eliminated all
remaining funds for new =snd comnetine renewal awards as of March 10.
Congress restered £2.9 million of these funds but specified thot awards be re-
stricted to competing renewals 2nd he applied to certain targeted groups. Among
these groups were disadvantaged and minoritv students. personnel in under-
served arevs, and specialists, including gerontological/geriatric mental health
specialists. considered to he in critica’ly short surply. In fiscal year 1981, no
new awards were made for clinical training programs. The proposed faculty
deve'opment aw-rd program, described in the NIMH 1980 Senate report, “De-
velopments in Aging,” was not implemented due to the prohibition against new
grant awards in fiscal year 1981.

4. Nursing Home Improvement Program

Through its nursing home improvement program (NHIP), NIMH has ad-
dressed for several years the quality of long-term care. Following a Presidential
support statement on nursing homes in August 1971, NIMH staff began to develop
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short-term mental health training programs for staff of the Nation’s nursing
homes. The programs were developed in apprepriate educational institutions, pro-
fessional organizations, and service agencies working under contract. This was
the first time that nursing homes were the focus of a specific mental health train-
ing program. Because of limited resources, the immediate concern was to develop
a program that could have maximum impact on as large a segment of the popula-
tion as possible in a relatively short period of time. The program was intended to
assure a sound basis for long-term planning, It was decided that the concern
should not be as much with development of training materials or curricula as
with the development of mechanisms for transmitting knowledge of principles
and methods of practice which would promote the mental health of patients (and
personnel) in nursing homes and minimize impairment of function caused by
mental disorder. To achieve maximum efficiency and impact, it was necessary to
use available resources rather than attempt to develop new ones. As a result, the
program drew on existing organizations and established “models” of collabora-
tion which could be tested, modified, and then put into operation throughout the
country.

During 1980 the NHIP was placed within the Center for Studies of the Mental
Health of the- Aging. This provided an opportunity for closer coordination of
research and training activities in the aging and nursing home programs. Re-
gional NHIP .staff members were closely involved in managing the grant to the
American College of Nursing Home Administrators (ACNHA). ACNHA, in col-
laboration with the National Council of Community- Mental Health Centers,
developed cooperative programs between community mental health centers and
nursing homes. These programs were based on a continuing education model and
dealt with provision of mental health services, case consultation, inservice train-
ing of nursing home personnel, and program development. This project is national
in scope. The training is being conducted on a regional basis during fiscal year
1981. : .

: ACCOMPLISHMENTS

1. Cofunding With Various NIMH, PHS, HHS, and Other Federal Programs

Not all research in mental health and aging can or should be supported or
administered by the Aging Center. In fields with strong and well-established
technologies, such as psycopharmacology and epidemiology, specialized expertise
already exists in other programs. Similarly, certain research issues are best con-
ceptualized as life-course or adulthood issues in which the elderly represent only
a part of the study. In these types of circumstances, the Aging Center has estab-
lished mechanisms for joint funding. Projects have been cofunded with other
components of NIMH ; the National Institute on Aging; the National Institute of
Neurological and Communicative Disorders and Stroke; the National Heart,
Lung, and Blood Institute; the Administration on Aging; and the National Insti-
tute of Handicapped Research of the Department of Education. In this way the
total aging effort of the institute is expanded and multiplied. :

2. Interagency Collaboration

There are many Federal agencies with programmatic responsibility for the
aged. Consequently, many mechanisms, both formal and informal, were estab-
lished for coordination and joint program development. These mechanisms in-
clude: Long-Term Care Task Force; Information and Reférral Work Group; .
Senile Dementia Initiative; Committee on the Retirement Age of Airline Pilots;
Rural Services Task Force; and the Intergovernmental Science, Engineering,
and Technology Advisory Panel.

Among the many specific examples of collaborative projects, two are espe-
cially notable. First, in the area of senile dementia, the NIMH Aging Center,
together with two NIH institutes (the National Institute on Aging and the
National Institute of Neurological and Communicative Disorders and Stroke),
sponsored two international conferences on Alzheimer’s disease/senile dementia.
These conferences helped establish the state of the art in research, treatment,
services, and policy related to this disease. Second, a regional training confer-
ence cosponsored by the Administration on Aging and the National Institute of
Mental Health (NIMH) was held as the first formal step toward establishing
local-level collaborative aging and mental health services. Two more such con-
ferences will be held in fiscal year 1981.
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3. Relationships with the National Institute on Aging (NIA)

The mandate given to NIMH by the Congress is to conduct a program of re-
search, training, and services for the prevention and treatment of mental illness
and for the maintenance and improvement of the mental health of the Nation.
Since persons 65 years of age and older now constitute approximately 11 percent
of the population and display the highest incidence of new cases and psycho-
pathology, a significant portion of the NIMH effort should be directed toward
the mental heualth problems and needs of. this age group. The basic focus of
NIMH efforts must be on mental health. The essential considerations are the
manner in which aging affects mental health and the influence of mental health
upon aging.

In this context, NIA’s interest starts with the aging process itself, whereas
NIMH’s approach begins from the perspective of the mental health and illness
of older people. NIA examines biomedical, social, and behavioral aspects of
aging; NIMH studies adaptive and aberrant psychosocial functioning of the
elderly and emphasizes etiology, prevention, treatment, and service delivery.
The two Institutes also differ in a fundamental structural sense. NIA’s focus
is restricited to research and research training, while NIMH's Aging Center
program encompasses services and clinical training in addition to research and
research training efforts.

Since 1974, staff members of the NIMH Center for Studies of the Mental
Health of the Aging have served on the Interagency Committee on Research in
Aging. This committee is chaired by the Director of NIA. The committee, in con-
junction with the National Advisory Council on Aging, helped define the research
goals of the NIA and now meets regularly for purposes of coordination and
consultation.

The staff of the Center, together with NTA staff, serve on the Interdepartmental
Committee on Aging, which is advisory to the Commissioner on Aging and is
functioning under the auspices of the Administration on Aging (AoA).

A considerable array of formal and informal relationships exists between the
NIMH Center for Studies of the Mental Health of the Aging and the National
Institute on Aging. Research applications of interest to both organizations are
assigned to both for review. On occasion, dual projects which are approved but
unfunded by the primary institute have been transferred for funding considera-
tion to the secondary institute.

4. Publications

Results of research and training projects are usually published by the investi-
gator in the technical literature of a field. In addition, the Center devotes consid-
erable resources to the translation of research findings into materials for practice
or training, and to the transmission of this information to interested individuals
and groups. Materials aimed at the public and researchers are also developed by
the Center. .

FOOD AND DRUG ADMINISTRATION

Laws enforced bthhe Food and Drug Administration (FDA) are designed to
protect the health, safety, and pocketbooks of all consumers regardless of age.
This protection, however, is particularly important to the elderly consumer, and
many of FDA’s actions are of special interest to this age group.

PATIENT PACKAGE INSERTS

- In April 1981, the implementation of a 3-year pilot program requiring patient
package inserts for 10 drugs was stayed, to permit the agency to gather additional
information about the cost and effectiveness of the planned program. Public hear-
ings were held on September 30 and October 1, 1981, to solicit public comment for
the reevaluation; additional written comments were accepted until October 15,
1981.

As of this date, no final decision has been made as to the status of the regulation
publlshed September 1980 nor of the draft guidelines for the 10 drugs to be studied
}111] the pilot program. We expect a decision to be forthcoming in the very near

ture.

The FDA still encourages the testing of alternative methods of distributing
written information to consumers and the use of voluntarily generated patient
information as is currently being done by several drug manufacturers.
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Several staff members of the agency are dctively participating in the review
of patient labeling prepared by the American Association of Retired Persons
(AARP) for use by their prescription mail-in pharmacy service. Information
about use of the drugs in the elderly is being supplied by outside medical and
pharmacy consultants to the AARP. It is anticipated that the labeling will be in
use in the very near future.

OTC (OVER-THE-COUNTER)} DRUG REVIEW

In 1972, FDA established the OTC drug evaluation project to establish safety
and efficacy standards in the form of monographs. The standards will insure that
the drugs in the OTC marketplace are sate and effective for their labeled uses.
The elderly will benefit from these standards as they will be able to make com-
parative cost decisions between brands of products with the assurance that all
are safe and effective.

Seventeen advisory review panels were formed to assist in the review of 27
drug categories. All panels have completed their reviews. The review has grown
from the original prediction of 27 drug categories to approximately 60 drug
categories.

Final monographs have been published for the following drug categories—
antacid, antiflatulent, daytime sedative, and sweet spirits of nitre. There are 28
proposals, 55 tentative finals, and 60 final monographs remaining to be published.

DRUG EXPERIMENTATION IN THE ELDERLY

In the past, comparatively less clinical research has been performed upon the
elderly than other age groups. However, drug research for this segment of the
population is extremely important because of the particular health needs of the
aged, and because biological responses to drugs may not parallel those seen in
other age groups.

In 1981, FDA strengthened existing regulations pertaining to informed con-
sent and institutional review boards which govern the review and conduct of all
human research involving FDA regulated products, regardless of whether the
human subjects are institutionalized or are outpatients. IRB's are appointed by
the institutions or facilities in which the research in conducted to assure that
due consideration is given to local community interests. Their review of research
protoco!s and informed consent processes must include the determination that
adequate protection is afforded to all subjects particularly in the case of vulner-
able groups in which category the elderly may often fall.

Each year FDA conducts approximately 400 inspections of IRB’s to determine
the adequacy of their procedures and informed consent reviews. FDA provides
guidance and education to IRB’s to assist them in carrying out their vital obliga-
tions to assure that the rights and welfare of all research subjects are adequately
protected. Particular attention is given to assure that research subjects fully
understand the implications of their participation in the research and to assure
that their consents are freely given.

Additionally, routine audits are made of certain pivotal studies in pending
NDA’s and IND’s. These may include studies conducted in -elderly subjects,
particularly the institutionalized elderly. These audits determine not only pro-
tection afforded the subjects but also integrity of data for which claims of safety
and efficacy in elderly patients may be based.

DRUG EFFICACY STUDY IMPLEMENTATION (DESI) DRUGS

At the end of fiscal year 1981, the Bureau of Drugs had removed 897 prescription
drug products which were initially approved for safety only through the new drug
application (NDA) process from 1938 to 1962, and an additional number of related
drug products, totaling 7,504 drug products removed. Reviews for these products
concluded that they lacked substantial evidence of effectiveness. 2,184 drug
products have been approved for safety and effectiveness of their clajms.

This program will assure that consumers purchase only those drug products
and their counterparts initially marketed from 1938 to 1962 which will effectively
treat the conditions for which they are indicated. Because the elderly comprise
approximately 11 percent of the population, but use approximately 28 percent



165

of prescription drug products, this program will benefit them more than it does the
general population.

THE MAXIMUM ALLOWABLE COST (MAC) PROGRAM

FDA is assisting the Departmentwide MAC program which is aimed at reduc-
ing health care costs through the increased use of lower cost generic drugs which
are determined to be medically equivalent. FDA advises the MAC board of
generic drug preducts which are medically equivalent to brand name products.

The MAC program is conducted to prevent medicare and medicaid (tax-sup-
ported programs) from paying premium prices for brand name drugs when
lower cost, medically equivalent generic versions are available. The MAC pro-
gram adopts those products evaluated by FDA as medlcally equivalent. The
e'derly are benefited by having the assurance that the generic drugs they receive
under medicaid programs are medically equivalent to brand name products.

PROFESSIONAL DRUG LABELING

The agency is giving increasing attention to the elderly in our programs which
relate to the professional labeling of prescription drugs. We are increasingly
aware of the effects of age on the metabolism, disposition, and adverse reactions,
ete, of drugs. Under the labeling revision program, whereby drug labeling for
products in the marketplace are being revised by manufacturers to meet regula-
tions published in the Federal Register in June 1979, information pertinent to the
elderly is being highlighted especially warnings, precautions, and dosage and
administration. As the revision program progresses, we will have a good idea of
the number and types of drugs in the marketplace that will be carrying specific
messages for use of the drug in the elderly. This information will be incorporated
into the class labeling for the particular drug group. The class label is intended
to present information for individual drugs that are closely related in chemical
structure, pharmacology, therapeutic activity, and adverse reactions in a manner
that will permit comparison of the relative benefit-to-risk aspect of the drugs in
the class.

OTHER PHS PROGRAMS

Several years ago, a liaison was formed between the Bureau of Drugs and
the National Institute of Aging—National Institutes of Health. This effort is for
document exchange, communications on drug research relating to the elderly
and to provide expertise in the review of drug labeling information for geriatric
use (modifications of dosage and for the addition of high priority warnings for
this age group). Efforts will he increased as more information becomes available
as to specific changes that are necessary for the elderly. Participation on the
Ad Hoc Interagency Committee on Research on Aging and the National Advisory
Council on Aging provides a direct link with the biological research, medical com-
munity, and consumer interests in the field of aging for the FDA. These efforts
will continue to expand as the needs of this segment of the population grow.

MEDICAL X-RAY GUIDANCE AND EDUCATION EFFORTS STEPPED UP

Of the approximately 270 million megdical X-ray examinations conducted in
the United States annually, a substantial proportion are performed on elderly
patients. It is generally acknowledged that a significant number of X-ray proce-
dures may not be medically needed; factors which contribute to X-ray overuse
include the patient’s desire for reassurance, medical malpractice concerns on
the part of physicians, and a lack of clear-cut criteria as to when certain X-ray
procedures are indicated and when they are not.

FDA is seeking to address these problems with two programs, one addressed
to physicians and the other to patients. To provide better guidance for physicians
on the indications for certain X-ray examinations, the agency is convening expert -
panels of physicians to develop what it calls “X-ray referral criteria”’—recom-
mendations on which signs, symptoms, and/or patient history warrant the use of
X-rays in a particular clinical circumstance. As they are developed, these recom-
mendations are publicized to the medical community through professional jour-
nals, editorials, etc.

In a parallel program to educate consumers about medical X-rays, FDA is
engaged in a nationwide public information campaign that, among other things,
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cautions consumers not to insist on X-rays, advises that they discuss with their
doctors the need for an X-ray examination if one is being considered, and that
they keep a record of previous examinations in an effort to avoid needless
‘“repeats.” .

FRAUDULENT AND QUACK DEVICES

The Bureau of Medical Devices continues to support the House Select Com-
mittee on Aging in their investigation of medical and economic fraud that affects
the elderly. Expert witnesses, data, publications, audiovisuals, and samples of
fake and fraudulent devices are provided upon request. .

Tthe BMD’s device quackery education program has been reissued for fiscal
year 1982 and will be incorporated into an FDA-wide program sometime in fiscal
year 1982. The BMD staff have participated in two audiovisuals on the subject
of quackery in general, with special emphasis on medical device quackery, and
these tapes were made available to CAO’s implementing the education program
in the field. Current examples of devices that make false and misleading claims
include arthritis and pain relievers, figure enhancers, sex aids, hair growth and
removal devices, and weight reducing devices.

The booklet entitled **I'he Big Quack Attack : Medical Devices” continues to be
popular and is distributed free upon individual request. The booklet contains
information on device fraud and informs consumers of the steps they should take
to protect themselves from device quackery. Included in the booklet are the names
of devices ahd device manufacturers that the FDA or the U.S. Postal Service
have acted against for false and misleading clalms in their respective labeling
and advertisements.

HEARING AID DEVICES

An attachment to BMD’s general medical devices consumer education program
addresses the subject of hearing aids. Since, of the more than 15 million Amer-
icans suffering from hearing loss, approximately 5 million persons or more are
5 years of age or older, this education program affects the elderly. The objectives
of the program are to: (1) Provide consumers with specific information on hear-
ing aids so that they are better able to assume a primary role in maintaining
proper hearing health care; (2) inform consumers about the existence of the
1977 FDA regulation on hearing aid professional and patient labeling and con-
ditions for sale; and (3) gather consumer input on the concerns and/or prob-
lems consumers might experience with regard to the FDA regulation on the
labeling and condition of sale of hearing aids. The focus of the program is on the
requirements for dispensing a hearing aid device as stated in the regulation,
promulgated after nearly 3 years of study and concentrated development. As an
adjunct to this program, written materials are being distributed including the
NBS/FDA booklet entitled “Facts About Hearing and Hearing Aids” and an
FDA Consumer article entitled “Tuning In On Hearing Aids,” both of which are
free to individuals upon request. In addition, the BMD is developing a slide/
sound show on the subject which is planned for completion in fiscal year 1982 and
to be piloted by the National Retired Teachers Association/American Asscciation
of Retired Persons (NRTA/AARP). The pilot should reach approximately 15,000
elderly persons in NRTA/AARP’s region I. The CAO’s will also use the slide/
sound show in conjunction with the consumer education program sponsored by
BMD. With the completion of the slide/sound show, the hearing aid education/
audiovisual package is completed.

INTRAOCULAR LENS INVESTIGATIONS

The clinical investigations by several sponsors of many models of intraocular”
lenses (IOL’s) are being concluded and the data regarding the safety and ef-
fectiveness of these lenses are being assessed by the Bureau of Medical Devices
and the ophthalmic device section of the ophthalmic; ear, nose, throat; and den-
tal devices panel. This section is an advisory group composed of experts in oph-
thalmology and optometry. The investigations began in 1978 and the sponsors
(IOL manufacturers) have collected data on approximately 500,000 patients who
have had one of a few hundred different IOL’s implanted since that time.

The assessment of the data submitted by several sponsors is progressing fol-
lowing the conclusion of a review of the general study by a group of biostatis-
ticians. This group concluded that while there were problems with the general
design, the data within individual applications could be assessed. The group also
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provided some general suggestions regarding the methods that could be used in
the assessment.

In October 1981, the section recommended approval of lenses of three sponsors.
Efforts are underway to complete work on these three applications. -

On Qecember 1, 1981, FDA granted its first approval of an intraocular lens—
a plastic lens for surgical implantation after removal of the natural lens. This
approval marks the first time FDA has determined that a particular brand and
style of lens is safe and effective. The styles approved are chamber lenses which
are implanted in the anterior chamber in front of the iris of the eye.

This approval is a major milestone in the clinical history of IOL’s. It shows
that the lenses can be an alternative to eyeglasses and contact lenses for some
people whose natural lenses have teen removed. The lenses can be particularly
helpful to elderly persons who cannot see well with glasses alone and who have
difficulty handling contact lenses. The approved lenses are labeled for use in per-
sons 60 years of age or older, based on tests done with this age group.

Several PMA’s are in various stages of assessment and additional PMA's are
being submitted. The section and the FDA are committed to completing the
assessments of these PMA’s.

SODIUM LABELING INITIATIVES

As part of a five point program to lower the level of sodium in the American
diet the agency will publish in early 1982, a proposal to amend current regula-
tions to require sodium content information as part of nutrition labeling. when-
ever nutrition labeling is required or is provided voluntarily. The agency is also
seeking industry cooperation to lower the level of sodium in processed foods to
the lowest extent possible.

As many as 60 million Americans may be potential victims of hypertension.
Hypertension is especially prevalent and intensifies in the elderly. One part of
the treatment for hypertension is the reduction in sodium intake. By encouraging
manufacturers to lower the sodium content of processed foods and label foods
with sodium content information consumers will find it easier to moderate
sodium intake.

CHOLESTEROL CONTENT LABELING

FDA is currently reviewing a draft Federal Register proposal that would
amend current regulations to require cholesterol and fatty acid content of foods
to be included as part of nutrition labeling when claims about these substances
are made. FDA expects this proposal to publish in the Federal Register in 1982.
Most consumers, but especially the elderly are vulnerable to misleading claims
about the value of particular foods in preventing or treating heart and artery
disease. Cholesterol and fatty acid claims have the potential to be misleading in
this regard. Nutrition information about cholesterol and fatty acid content on
the food label would minimize the potential for deception and aid individuals on
fat-modified diets.

TOTAL DIET STUDIES

FDA’s revised total diet study program, which begins in February 1982, will
involve the yearly collection and analyses of 234 foods from four locations of the
United States. These 234 foods will be analyzed individually for 11 essential die-
tary minerals and over 120 chemical contaminants including industrial chexpicals,
heavy metals, and pesticide residues. The daily intake of these essential minerals
and contaminants will be estimated for eight age-sex groups. Included among
these eight groups are two which pertain to the elderly, 60 to 65 year old men and
60 to 65 year old women. Estimates of mineral and contaminant intakes are based
on the usual calorie intakes and food preferences of these age-sex groups as de-
termined from data of two national food consumption surveys (USDA’s nation-
wide food consumption survey of 1977-78 and NCHS’s national health and
nutrition examination survey of 1976-80). The total diet study will thus allow
yearly data as well as year-by-year trend data on the adequacy of dietary con-
taminants for the elderly.

FOOD FORTIFICATION POLICY

The FDA is initiating a review of the current food fortification policy to deter-
mine if modifications are appropriate. The primary focus is on basic staples. Par-
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ticular attention is being given to meeting nutrient needs of the elderly as well
as other particularly nutritionally vulnerable groups (e.g., infants, toddlers, older
children, and women during the childbearing years). Much of the work involves
detailed analysis of the data from the most recent health and nutrition examina-
tion survey (HANES 11). Particular attention will be devoted to iron, zine. folic
acid, and calcium. Current evidence suggests deficits of these nutrieuts in sig-
nificant portions of the elderly population. To expedite HANES 11 data analysis,

- FDA has taken the initiative to organize an informal consortium from industry,
academia, and sister Government agencies specifically involved in HANES 11
data analysis. The first meeting of this consortium is scheduled for November 30,
1981. Given the enormous amount of data to be interpreted, the primary purposes
are to develop useful methods for precessing the data. to minimize duplication
of effort, and to establish communication mechanisms between the data users. A .
central point of concern will he meeting nutrient needs of the elderly in the
presence of relatively low total food intakes.

FOOD SERVICE

The Bureau’s Division of Retail Food Protection (DRFP) and the field’s food
service specialists furnish the Federal Administration on Aging (AoA), the
State agencies on aging, and the providers of nutrition services to older Ameri-
cansg with:

—TIniform food protection criteria. including code interpretations.

—Expertise in identifying and solving problems associated with the prepara-

tion, handling, transportation. and serving of food for the elderly.

—Recommendations on mobile food-related equipment and practices.

—Training on food protection. through the workshop mechanism.

—Information on food-borne illness outhreaks among older Americans.

Additionally, DRFP is currently assisting ADA in the establishment of a
nationwide management training and certification program. It is designed to
assure that the people who provide food under ADA confracts. as well as area
agency employees. are knowledgeable about food protection and the risk associ-
ated with food provision,

The above mentioned services are rendered to assist three ADA initiatives:
Congregate meals (title ITI), meals-on-wheels (title IIT), and nutrition services
for older Indians (title IV).

These programs cover over 1.100 nutrition service providers and nearly 12,000
congregate meal sites. About 600.000 meals are served dailv to older Americans
under ADA auspices, about 20 percent of which are home-delivered.

HEALTH RESOURCES ADMINISTRATION

PRrRoGRAMS THAT IMPACT ON THE ELDERLY

The several missions of the Health Resources Administration include: to
identify health care resource needs through a careful assessment of the health
care system: to recommend changes to improve access to health care. improve
continuity of health care, assure equal access to health education, and enhance
the Federal, State, local. and private partnership: and, through program action,
to improve both the health care svstem and individual health status. HRA focuses
on a variety of program efforts that impact on the elderly, particularly through
its Bureau of Health Professions and Bureau of Health Planning.

BUREAU OF HEALTH PROFESSIONS (BHPR)

The Bureau of Health Professions provides national leadership in coordinating,
evaluating, and supporting the development and utilization of U.S. health nerson-
nel. It assesses the supnlv and requirements of the Nation’s health professions
and develops and administers programs to meet those requirements; collects and
analyzes data and disseminates information on the characteristics and capacities
of health professions production systems: and develops. tests. and demonstrates
new and improved approaches to the development and utilization of health
personnel within various patterns of health care delivery and financing systems.
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The Bureau provides financial support to institutions and individuals for health
education programs, administers Federal programs for targeted health personnel
development and utilization, and provides technical assistance to national, State,
and local agencies, organizations, and institutions for the development, produc-
tion, utilization, and evaluation of health personnel. -

Fiscal year 1981 program efforts directed toward the development of human
resources needed to provide health care to the aged are summarized below for
each of the four program divisions of the Bureau.

DIVISION OF MEDICINE

Grant program support under title VII of the Public Health Service Act
included geriatric activities. Under section 781, 11 medical school awardees
received a total of $353,354 for geratric medical training, impacting an estimated
8,039 individuals. The largest recipient was the University of Maryland which
received $278,551 to continue its development of an area health education center
(AHEC) program which includes graduate and undergraduate medical train-
ing in an urban geriatric setting. Six of the eleven awardees indicated they
would be providing continuing education opportunities to health care providers
within the AHEC service delivery area. Awards for continuing education activi-
ties ranged from $300 to $52,000 in fiscal year 1981.

Twenty-three grants ($347,370) were awarded under section 786(a) for
graduate training in family medicine to support specific geriatric activities.
Support for activities ranged from elective courses in geriatrics to salaries for
geriatric consultants and instructors. Awards ranged from $7,732 to $86,000 for
these activities.

Also under section 786(a), faculty development in family medicine, one medi-
cal school grantee indicated an intent to develop a geriatric center and two
indicated they would hold discussion series for teaching faculty in family
medicine on the treatment issues in geriatric health care delivery.

Additionally, in predoctoral training in family medicine (section 786(a)),
21 grantees indicated an intent to provide curriculum content in geriatrics and
gerontology to undergraduate medical students. One of the grantees, Jefferson
Medical College, received $6,500 to remunerate 10 geriatric preceptors.

A number of activities occurred under section 783 which had a direct or indireect
impact on the elderly. Seven physician assistant programs indicated that students
would be exposed to clinical medicine lectures, geriatiric health fairs and
gerontological preceptorships as a part of their training. An additional three
programs received a total of $7,650 to support geriatric courses and workshops.

Under section 780, a total of $14,1i3 was awarded to 13 department of family
medicine grantees to strengthen the geriatric components in these administra-
tive units. About 281 students are expected to be impacted by these awards.

The general internal medicine and general pediatries residency program
(section 784) had 30 grantees in fiscal year 1981 which indicated that residents
would have exposure to the aged through electives and/or optional rotations.

DIVISION OF NURSING

Special emphasis was given in the Nurse Training Act of 1975 to the problems
and health care of the aging. Grants and contracts were authorized for special
projects to improve curricula in schools of nursing for geriatric courses and
to assist in meeting the costs of developing short-term inservice training pro-
grams for nurses aides and nursing home orderlies. The latter programs em-
phasized the special problems of geriatric patients and included training for
monitoring the well-being, feeding, and cleaning of nursing home patients,
emergency procedures, drug properties and interactions, and fire safety
techniques.

Under section 822 of the Public Health Service Act (PHS Act), nurse practi-
tioner grants and contracts were authorized in fiscal year 1981 to educate nurses
in the provision of primary health care to the elderly. The following active
projects support nurse practitioner training programs which have as their major
focus primary health care of the geriatric client, or have a distinct track for
this .purpose within a multiple-track project:
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. Fiscal year
Applicant Title 1981 sup‘{)ort
California State University, Long Beach, Geriatric nurse practitioner program (master's degree). - $136, 744
alif,
Hunter-Bellevue, City University of New York, —._..do___ . 228,576
Metfoﬁolitan State College, Denver, Colo..___ Adult/aging, family nurse practitioner program (BSN— 82,998
. completion program).
State University of New York, Buffalo, N.Y____ Prfparadhon of)nurse practitioners in geriatric care (mas- 149, 149
er’s degree), i
Hampton Institute, Hampton, Va__.__________ Gr?duat; Ievel)geriahic nurse practitioner program (mas- 155, 636
er's degree). .
University of Colorado, Denver, Colo______.__ Pediatric, family, adult/aging nurse practitioner program 391, 404
. (certificate program).
University of Pittsburgh, Pittsburgh, Pa.____ Adult,‘familyi' ge)riatric nurse practitioner (certificate, 142, 353
master'soption).
State University of New York, Upstate Medi- Pediatric, family, geriatric nurse practitioner (certificate 246,777
cal Center, Syracuse, N.Y. program).
University of Miemi, Coral Gables, Fla______._ Gerontological nurse practitioner (master’s program), 139, 001
Cornell University, New York Hospital, New Training program to prepare geriatric nurse practitioners 128,222
York, N.Y, X (certificate program).
University of Wisconsin, Madison, Wis._.. ... Pediatric and geriatric nurse practitioner training (certifi- 227,197
cate, master's option).
Seton Fall University, South Orange, N.J_____ Gerontological nurse practitioner program (master’s de- 68, 442
gree).
Columbia University, New York, N.Y.._.____ Development of leadership programs in primary care 218, 488
(pediatric, adult, geriatric) (master’s degree).
University of Lowell, Lowell, Mass______.._ Graduate program—gerontological nurse practitioner 147,697
: . (master’ sdegree).
Boston University, Beston, Mass..___._._.__ Nurse practitioner/clinician gerontological nursing pro- 149, 999
i gram (master’s degree).
University of Utah, Salt Lake City, Utah__.___ Fatrnny,‘ger?)ntological nurse practitioner program (mas- 261, 862
er’s fevel),
Total e e e 2, 874, 505

Special project grants activities in 1981 under section 820 of the PHS Act have
supported grants targeted toward curriculum revision, with a major focus on
gerontological nursing, continuing and inservice education activities to upgrade
and maintain competency and skills of practicing nursing personnel which in-
clude, but are not limited to, gerontological or geriatric content. A total of $544,-
250 was allocated in fiscal year 1981 to the following special project activities:

A. CURRICULUM REVISION GRANTS WITH A GERONTOLOGICAL/GERIATRICS FOCUS

. Fiscal year
Applicant Title 1981 support
Augustana College, Sioux F'a||s. S.-Dak -- Gerontological integration and practicum in nursing major_ $39, 262
Niagara University, Niagara, N.Y________ _- Gerontological concepts in nursing practice.____________ , 81
University of Tennessee, Memphis, Tenn_____ Primary care of the aged in the baccalaureate curriculum _ 77,752
University of Maryland, Baltimore, Md_______ Gerontology training program for nurse educators_______ 5
University of Miami, Miami, Fla_____._______ Enhancement of a nursing curriculum to address heaith 63,720
. manpower needs,
Wilkes College, Wilkes-Barre, Pa.___________ Expansion of geriatric component of curriculum. ... _.__ 60, 323
Total e e e 364,219
B. CONTINUING EDUCATION GRANTS WHICH INCLUDE GERONTOLOGICAL NURSING CONTENT
01d Dominion University, Norfolk, Va________ Continuing education for nurses in Virginia HSA-V.._.__ 48,334
Ho;pita‘l G;_neral de Castaner, Inc., Castaner, Continuing education for nurses in rural areas__.___.... 63,998
uerto Rico,
Mi(c)lﬁgel J. Owens Technical College, Toledo, Program for continuing education for nurses_________.__ 34,133
io. )
] 146, 465

C. INSERVICE EDUCATION WITH A GERONTOLOGICAL/GERIATRIC FOCUS TO UPGRADE SKILLS OF LICENSED
PRACTICAL NURSES, NURSING ASSISTANTS, AND OTHER PARAPROFESSIONAL PERSONNEL

Westbrook College, Portland, Maine._.__.__. Geriatric nurse assistant._____________________________ 33,566
Total.._. e e o e e e mm e m mm i e i mm mm i e 33,566
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The following 19 advanced nurse training active projects under section 821 of
the PHS Act provide support for the preparation of nurses in gerontological
nursing at the graduate level :

. . Fiscal year

Applicant Title 1981 support

San Jose State College, San Jose, Calif__._... Gerontological nurse specialist program_ ... .__.______ $91,138
University of Kansas, Kansas City. Kans_____ Training of gerontological clinical nurse specialists 116, 829
University of California, San Francisco, San Graduate piogram in long-term/getontological nursing.._. 167, 146

Francisco, Calif. .
University of Pennsylvania, Philadelphia, Pa_. Gerontological nurse clinician. ... .o oo . 80, 463
University of Michigan, Ann Arbor, Mich_____ Ph. D. p:ogtam in nursing. 95, 616
George Mason University, Fairfax, Va_______. Master of science in nursing_.....___ - 71,314
Ca(s)%Westem Reserve University, Cleveland, Post baccalaureate progiam in geiontological nursing__._ 119, 671
io. -
Montana State University, Bozeman, Mont._.. Nursing specialists for underserved rural areas___....._. 24,476
University of Maryland, Baltimore, Md_______ Dectoral education for scholaily nursing leadership. - , 758
University of Wisconsin, Milwaukee, Wis__ A ptogram in community/gerontological nursing. - 35, 381
Georgetown University, Washington, D.C_.___ Graduate nursing progiam.. . _._____..__ - 111,792
Sytacuse University, Syracuse, N.Y.__ - Preparation for nursing of the rural aging.___ - 73,049
Murray State University, Murray, Ky_ - Preparing rural clinician focus on aging and child.. - 82,204
University of Rochester, Rochester, N.Y. - Gerontological nursing—major and minor emphasis. - 115, 500
University of Oregon, Portland, Oreg. _ Medical-surgical nursing—a gerontological focus. . - 92,907
Duke Univessity, Durham, N.C______________ Advanced training for leadership in nursing_.__.. - 56, 858
State University of New York, Binghamton, Master of science clinical nurse specialist program_______ 149, 055
Binghamton, N.Y, .

Michigan State University, East Lansing, Mich_ Gerontological clinical nurse specialist____.__._..._.____ 93,930
] O 1, 608, 087

Under authorization of section 301 of the Public Health Service Act, nursing
research grants in fiscal year 1981 supported the following studies pertinent to
aging:

Fiscal {ear
i g 981
Applicant Title support
University of California, Los Angeles, Calif___ Elderly women’s evaluation of nurse practitioner's care. _ $36,103
George Mason University, Fairfax, Va___ - Functional capacity of Hispanic elderly__._.__ [ 97,79
University of Arizona, Tucson, Ariz_._ -.. Teaching caregivers—patient outcomes in nursing homes_ 26,185
University of Minnesota, Minneapolis. Minn_ . Menopausal hot flash_ ____ . __ . - 74,109
University of Wisconsin, Madison, Wis__.____ Acute confusional states in elderly patients____ - 109, 475
University of Pennsylvania, Philadelphia, Pa._ Attributional analysis of chronic illness outcomes.__..... 34,137
COMPONENT STUDIES OF MULTIPLE—PROJECT RESEARCH GRANTS
Chio State University, Columbus, Chio_...___ Fhysical exercise—meno/postmenopausal symptoms.____ 34,000
University of Arizona, Tucson, Ariz_.____..._ 1. Nurse-client (elderly person) encounter in an ambula- 30, 0600
tory health care setting. X .
2. The nature and treatment of depression in noninstitu-
tionalized elderly. i i
University of Wisconsin, Madison, Wis...____ Patient seif-disclosure in adults with specific chronic 18,000
illnesses and in elderly persons living alone.
University of Utah, Salt Lake City, Utah___.__ Social support, stress, and adaptaiion to forced res- 20, 000
. - identizl relocation in an elderly population.
Wayne State University, Detroit, Mich__._____ 1. Devledloplment of a social network instrument for the 40, 500
elderly.
2. Suicide among the aged—exploring the proklem,
3. A nursing assessment of patients with Alzheimers
disease.
1 R, e eemmmam e a—ae 520, 301

Under authority of section 472 of the Public Health Service Act as amended
(42 U.S.C. 2891-1), national research service awards (NRSA) were made to
five graduate nurses for support of their doctoral study in the field of geron-
tological nursing. The support totaled $40,200 ($5,040 student support, $3,000
institutional support).

Titles of the NRSA dissertations related to aging are: Staff care in chronie
illness; aging and psychosocial factors affecting women’s health; health care
services: continuity of care, elderly; type A/type B behavior and retirement;
and alteration of health behavior through education.

89-6u5 0 - 82 - 12
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The division of nursing awarded two contracts in fiscal year 1981, related to
aging. They are: Development, implementation, and evaluation of a nursing
center (period of performance: May 28, 1981 to February 28, 1984)—$399,998.
The development and implementation of a geriatric educational program for
nurses (period of performance: June 24, 1981 to December 24, 1982)-—$197,626.
Total of two contracts—$597,624.

DIVISION OF DENTISTRY

The provision of adequately trained professional available to deliver primary
dental care services to the geriatric patient is a major target area. Traditional
delivery methods do not always provide access to dental care for many of these
individuals both in terms of availability and costs. Under current authority,
training support is available through general praetice residency programs,
which predominantly are sponsored by hospitals and provide comprehensive
dental services to the elderly.

~ As part of an effort to promote further organized ard coordinated education
in geriatrics in dental schools, the division is supporting a project to evaluate
current resources in geriatric dentistry education. The results of the evaluation
will aid educational planners to determire the characteristics of geriatric dental
curricula and their influences on students and dental practice. This will help
dental educators to evaluate the strengths and weaknesses of their own pro-
grams, and improve their programs as necessary.

The division is also supporting a study of the characteristics of dental hygiene
practice in nontraditional settings, such as nursing homes, hospitals, and day
care centers for the elderly. The increased utilization of hygienists in this man-
ner provides a promising approach to increasing oral health care for the elderly,
as well as other special populations. To date, there are no systematic data re-
garding the extent and characteristics of these practices. This information will
aid both the public and private sectors in determining appropriate, further
implementation and desirable expansion of such dental hygienists roles. The
data will also assist dental hygiene educators in developing curricula that
prepare hygienists to provide services in nontraditional settings.

DIVISION OF ASSOCIATED HEALTH PROFESSIONS

Based on grants received the previous year. health professions schools con-
tinued projects designed to improve the knowledge, skills, and practices of health
professionals in assessing nutrition status in health and disease and advising and
instructing patients abont diet and nutrition. The grant program impacts on all
types of patients, including the aged, and emphasizes interdisciplinary team
training which must include medical students and at least two other professions
which typically are dietitians/nutritionists, nurse/nurse practitioners and physi-
cian assistants.

A contract effort ($261,458) was completed with the ELM Institute for the
development of a model training program for hospice staff. The focus of these five
training manuals is on humanistic patient care and interdisciplinary team func-
tioning in a hospice setting. The majority of patients in hospice settings are
elderly. )

A conference was held dealing with disease prevention and health promotion
goals and objectives. One section of this activity, based on the Surgeon General’s
Report (Healthy People: The Surgeon General’s Report on Health Promotion
and Disease Prevention 1979), dealt directly with healthy older adults. Several
other issues including high blood pressure control, nutrition, physical fitness and
exercise, and accident prevention and injury control also relate to concerns of the
elderly. h ’

HeArTH PLANNING

Under the provisions of the National Health Planning and Resources Develop-
ment Act, enacted in 1975, a network of State and local health planning agencies
has been established throughout the country. At each agency, volunteer consumer
and provider board members-—more than 30,000 nationwide—work in a public
forum to plan for area health needs, moderate health care costs, and improve
the availability of health care services.

Although the health planning law contains no specific priority referring to plan-
ning for the health care needs of the elderly, there is a substantial amount of
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activity going on throughout the country based on agency identification of serious
problems and local needs in this area. In an effort to learn what activities are
being carried out by the State health planning and development gencies (SHP-
DA’s) and health system agencies (HSA’s), the Bureau of Health Planning
surveyed State and local agencies in mid-1981. The study found that approxi-
mately 90 percent of the agencies had developed goals and objectives addressing
the supply of skilled nursing and extended care facility (SNF/ECF) beds in their
areas and the development of alternatives to institutional long-term care, in
particular the establishment or expansion of home health care services.

Agencies reported a wide range of activities to insure the appropriate supply
of SNF/ICF beds including project review, developing bed need assessment
methodologies, and obtaining consumer involvement. Most agencies have been in-
volved in efforts to increase the supply of SNF/ICF beds while many others were
taking actions to either reduce or redistribuite nursing home beds. For example :

The Western Colorado Health Systems Agency in Grand Junction helped
prevent closure of the only nursing home in the six-county area surround-
ing Steamboat Springs. Because the agency’s health systems plan had docu-
mented a need for long-term beds in the region, the agency took steps to
save the nursing home when it became apparent it would close. This would
have forced the relocation of patients to institutions over 200 miles away
and left the area’s 10,000 elderly residents without a long-term care facility.
The agency, working with the State department of health. secured a 60-day
extension of the closure order. This was intended to allow time for the
community to find a buyer or raise funds for a direct purchase. Efforts of
local groups were coordinated by the agency in an attempt to arrange financ-
ing. Because of the agency’s action, the community was able to raise enough
money ($250,000) to allow the local hospital to buy the facility, make
needed renovations, and convert it from a profit to a nonprofit corporation.

Both HSA’s and SHPDA’s reported activities to increase alternatives to
institutional long-term care services. Most efforts to increase home health care
services involved activities in public education, building coalitions of consumers
and providers to improve service delivery, and advocating changes in reimburse-
ment policies for coverage of home health care services. The following example
is typical of current agency activities in the area of home health services:

The Agassiz Health Systems Agency in Grand Forks. N, Dak., has coordi-
nated and assisted in several efforts leading to the development of home
health programs in five counties—a goal identified in the health systems
plan as a top priority. The agency held public meetings to inform citizens
about the need and benefits of such services. Working with local govern-
ment, health officials, providers, and community groups, the agency helped
to arrange sponsoring agencies in each county. As a result, home health
programs began operating in all five counties during 1980. Services are now
offered in 16 of the 22 counties making up the health service area. The
agency currently’ is working in four of the six remaining counties to start
similar home health programs.

Besides working for the development of home health care services, planning
agencies are involved in activities to develop other alternatives to institutional
care. For example:

The health systems agency in Flint, Mich., having identified in its health
systems plan a local need for continuing day care to serve the elderly, helped
establish a community day care center for senior citizens as an alternative ta
nursing home care. The agency helped secure a grant from a private founda-
tion to plan for the center. Because of the action, the Center for Independent
Living is now serving about 40 people each day. By providing a supervised
living setting, many of the center’s clients are able to live independently and
not in a costly and restrictive institutional setting. :

Based on a State health plan priority, the New York State Health Planning
Development Agency has worked to establish new alternatives to institutional
care. The agency helped create an innovative “nursing home without walls”
program which now provides aged and disabled persons with home health,
support, and medical services. The agency also assisted in developing an

. “enriched housing program” in which elderly residents live together in small

groups with support services provided. The services include housekeeping,
meal preparation, shopping assistance, personal care and 24-hour emergency
coverage.
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HEALTH SERVICES ADMINISTRATION

I. INTRODUCTION

The Health Services Administration (HSA) continued its support for a variety
of health care programs which were widely used by older Americans in fiseal year
1981. About 356,000 people 65 years of age or older were among the 4.8 million
people treated in the 878 community health centers CHC’s) and 128 migrant
health centers (MHC’s) which were funded by the HSA’s Bureau of Community
Health Services (BCHS). In fiscal year 1981, the HSA’s new Bureau of Health
Personnel Development and Service placed 1,926 National Health Service Corps
(NHSC) professionals in health manpower shortage areas. These NHSC profes-
sionals served nearly 1.3 million people which included 130.000 individuals 65
years of age or older. The HSA’s Indian Health Service (IHS) continued to focus
attention on the special health needs of older American Indians and Alaska Na-
tives through interagency linkages and health care programs. Finally, the Bureau
of Medical Services (BMS) delivered a broad range of inpatient and ambulatory
health care services to older Americans through the nine Public Health Service
(PHS) hospitals and freestanding outpatient clinics which were operating in
fiscal year 1981. As described below, the health care programs and services offered
by the HSA were used by older Americans who are among the medically under-
served and statutorily defined beneficiary population groups served by the HSA.

II. HEALTH SERVICES ADMINISTRATION PROGRAMS
A. COMMUNITY HEALTH CENTERS

In fiscal year 1981, a total of 872 CHC’s located in medically underserved areas
provided a range of preventive, curative, and rehabilitative services to 4.2
million persons. About 7.7 percent of those served were age 65 or older. Formal
and informal linkages existed between some center grantees, the U.S. Department

- of Agriculture (USDA), and the Administration on Aging (AoA) to augment
the number of social and nutritional programs available. These include the food
stamp program, the meals-on-wheels projects. and programs in which the CHC's
provide service to seniors in congregate housing and sponsor muitiphasic screen-
ing clinics in senior citizen centers and recreational areas. Other linkages in-
clude transportation arrangements with long-term care institutions and individ-
ual service arrangements with nonprofit senior centers and home health agencies.
Special efforts have been made to integrate home health services into an overall
health care package as evidenced by the certification of several CHC’s as medi-
care home health providers.

B. MIGRANT HEALTH

The MHC program provides health care services for migrant and seasonal
farmworkers and their families. Migrants live and work in predominantly rural
areas where health resources are frequently scarce. The elderly migrant, beset
by increasing health problems, is placed in a vulnerable position—faced with
inadequate health resources and manpower, and language and cultural barriers.
The MHC program authority, section 329 of the PHS Act, as amended Novem-
ber 1978, includes language that broadens eligibility to include a significant
number of elderly and disabled. With that legislative authority, the MHC pro-
gram can serve “individuals who have previously been agricultural workers but
can no longer (be employed as migrant farmworkers) because of age or dis-
ability, and members of their families within the area it serves.” In fiscal year
1981, services were provided to 581,000 migrant and seasonal farmworkers
through 128 projects. Approximately 5.5 percent of those served were 65 or older.

C. HYPERTENSION

The hypertension program was established as a formula grant program pro-
viding funds for screening, detection, diagnosis, prevention, and referral for
treatment of hypertension. In fiscal year 1981, the program continued to expand
its focus on this condition which affects a significant proportion of the aging
population. Key clinical indicators were used for assessing the effectiveness and
quality of care in primary care centers. One of these requires that blood pressure
measurements be done regularly on patients age 10 and over. The centers were
held responsible for making sure that all patients with elevated blood pressure
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received followup services. It is estimated that screening services were provided
to 9.3 million persons (among whom were a significant number of elderly).

D. HOME HEALTH

The home health services grant program, designed to increase the Nation’s ca-
pacity to provide high quality home health services to the ill, aged, and disabled,
completed its mission at the close of fiscal year 1980. Funds for the award of
grants were rescinded from the budget and no grants were awarded in fiscal year
1981. During its operation, grants were made to initiate 85 agencies and to ex-
pant 260. As a result of these activities awards were made available in 175
counties where they were not previously available and availability and acces-
sibility of services were greatly expanded in 550 counties. The home health serv-
ices program was included in the Administration’s preventive block grant pro-
gram <o that in States where there was need for additional home health services,
such services could be developed in partnership with private and local resources.

E. THE INDIAN HEALTH SERVICE

The Indian health program provides health services to approximately 795,000
American Indians and Alaska Natives, many of whom reside on 250 reservations
and Indian communities in 28 States and hundreds of villages in Alaska. It is
estimated that 6 percent (48,000) of the American Indian and Alaska Native
population is 65 and over. There is a preponderance of younger persons in the
IHS population; the Indian and Alaska Native median age is 184 which is
lower than the median age of 28.1 of all races in the United States. However,
attention is being focused on the needs of the elderly primarily as a consequence
of both the 1978 Indian Conference on Health of the Elderly conducted by the
National Indian Council on Aging and titles IIT and VI of the Older Americans
Act.

Specific services and interagency linkages have been geared to serve the special
health needs of the elderly. Services offered in conjunction with the AoA include
congregate meals. meals-on-wheels, minor home repair, shopping assistance,
transportation. health surveillance, outreach. part-time employment, and inserv-
ice training for titles I1T and VI personnel. Other linkages include the THS med-
ical and social service surveillance for nursing home and extended medical care
patienty, and assistance in obtaining services under medicare, medicaid, the
USDA-administered food assistance program, Veterans Administration, and
other Federal and State programs.

F. THE NATIONAL HEALTH SERVICE CORPS

The mission of the NHSC is to provide health manpower to American com-
munities and population groups whose health needs are not otherwise fully met.
The NHSC places physicians, dentists, nurse practitioners, and other health pro-
fessionals in areas that have health manpower shortages. One of the factors
used to designate these areas is the percentage of the population that is 65 or
older. Since older people usually have special health needs and reduced mobility,
the presence of health personnel in their communities is especially important.
The Corps works closely with the CHC and MHC programs and provides assist-
ance in recruiting health manpower for these programs.

In fiscal year 1981, the NHSC affirmed its commitment of health care to the
elderly by maintaining its provider and budget expenditure levels for geriatric
care. The Corps focused on geriatric medicine and other gerontological issues at
the NHSC regional inservice conferences for providers and emphasized geriatric
health concepts. Through various programs in communities, Corps assignees
reach the elderly with programs such as nutrition counseling, high blood pressure
screenings, physical therapy, and stroke prevention.

G. PUBLIC HEALTH SERVICE HOSPITAL CARE

A broad range of both inpatient and outpatient care was offered through the
nine PHS hospitals (eight general medical-surgical (GMS) and one specialty
hospital for the treatment of Hansen’s Disease) and 27 freestanding outpatient
clinics operated by the BMS. The 8 GMS hospitals and 27 freestanding outpatient
clinies. which were closed at the end of this past fiscal year, were utilized by a
variety of congressionally defined beneficiary groups including seafarers, mili-
tary, and Coast Guard personnel and military dependents. Nearly 20 percent
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(5,416) of the total PHS hospital discharges (27,637) recorded by the end of the
third quarter of fiscal year 1981 was attributed to beneficiary individuals 65
years of age or older. The hospital at the National Hansen’s Disease Center also
reported that all of their 150 long-term residents of the center were over 60 years
of age.

I1I. THE HEALTH SERVICES ADMINISTRATION/ADMINISTRATION ON AGING
DEMONSTRATION PROGRAM

The HSA completed its interagency agreement with the AoA at the close of
fiscal year 1981. The HSA provided support for special demonstration projects
through the CHCs program, the PHS hospital program and the IHS.

A. COMMUNITY HEALTH CENTERS

Three CHC’s served as model projects under the joint HSA/AoA demonstration
initiative to provide information as to how its primary care centers may better
serve the elderly and the chronically impaired older person. The projects were
designed to identify the components of a program necessary to provide services
adequate to meet the plan of care for each individual in the target population.
Such components included outreach to potential recipients of services, health
education and screening, nutrition education and counseling, treatment (preven-
tive, diagnostic, and therapeutic), home care, and transportation. Each project
was required to provide such services either directly or through linkages with the
area agency and community providers.

One such project was the San Ysidro CHC demonstration in the South Bay area
of San Diego. This project was concerned, in particular, with providing com-
munity outreach and health education services for a target population largely of
Hispanic elderly who often do not use the health care services available to them
as a consequence of real and perceived cultural barriers. A multidisciplinary
team comprised of health educators, physicians, social workers, community health
assistants, and health aides bring a full range of coordinated health and social
services to the elderly in that area. .

Linkages have been established with the three senior citizen centers and two
nutrition centers in order to introduce and engage the elderly in the area into
the service network.

The Providence Ambulatory Health Care Foundation, which maintains seven
CHCs in Providence and a geriatric health care clinic, set out to improve the
health care for the elderly population living in designated census tracts by estab-
lishing linkages with other elderly serving agencies such as the Visiting Nurse
Association of Providence, the Rhode Island Department of Elderly Affairs, the
Providence Mental Health Center, Project Hope, and the Volunteers Intervening
for Equity. Participating agencies cooperate through establishment of reimburse-
ment agreements, utilization of common referral forms, placement of all service
information on the applicant agency’s case record, and the monitoring of all care
or services provided by the case manager from the applicant agency.

The Neighborhood Health Center, Inc.. St. Louis, Mo., has developed a neigh-
borhood-based case management system to provide outreach, assessment plan of
care, linkages, monintring, advocacy, and evaluation/reassessment to frail and
semifrail elderly. It links and interfaces a variety of health related services into a
continuum of care network. Thus, 75 percent of the elderly in select neighbor-
hoods can be identified and contacted. A continuum of services are heing devel-
oped through the reconfirming of existing and establishment of new interagency
linkages. Individualized service plans are implemented for about 250 at-risk
elderly neighbors. Gaps in services can be identified and solutions investigated.

B. PHS HOSPITALB AND CLINICS

The BMS projects involved the funding of demonstration projects which
focused on the elderly residing in the immediate geographic area served by three
PHS hospitals. The demonstration projects share the.common goals of improving
availability and the accessibility of services for the chronically impaired and
frail adult.

The PHS hospital in Baltimore, Md., established a geriatric health service
that provided a comprehensive set of medical-psychological services for a defined
population of elderly persons. The project developed several points of entry into
the system by locating in existing community organizations, such as the Action
in Maturity and the Northwest Senior Centers; developed a network of service
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provider points such as hospitals, CHC's, and private practitioners; developed
an integrated system of referrals to already existing psychosocial services; and
arranged for the transportation and tracking of elderly clients through the sys-
tem. The staffing of the geriatric health unit consisted of a full-time nurse prac-
titioner, social worker, secretary, and part-time health educator and physician.

‘'The goal was to maintain and/or improve the functional ability of noninstitu-
tionalized residents of Baltimore over the age of 60 through:

—Detection of disease and psychosocial problems in the elderly ;

-—Provision of limited primary health and social services.

—Providing a referral mechanism for appropriate medical treatment and

psychosocial assistance; and :

—Conduction of health education programs.

This project concentrated on meeting the health and psychological needs iden-
tified by community surveys in the Hampden-Woodberry-Remington area, the
needs assessment of the area agency on aging and those problems identified by
case management at the participating senior centers. '

The PHS hospital in Boston, Mass., is located in the Allston-Brighton area
which has a population of approximately 12,000 elderly aged 60 and over. Al-
though social services are available for the elderly in the area, certain social
needs continue to be identified, such as transportation, some housekeeping, and
crime protection. Further, the supply of primary care in the area is inadequate.
Between 1,000 and 2,000 elderly have reported problems with health status. Five
percent of Allston-Brighton elderly are homebound. In 1978, a survey conducted
by the Boston Commission on Affairs of the Elderly reported that about 17 per-
cent or 2,000 of the population 60 years and older living in the Allston-Brighton
area had no contact with a physician during that year. Further, half of the eight
census tracts are identified as either medically underserved areas or health man-
power shortage areas. The PHS intends to mobilize its resources in order to help
alleviate problems of availability and accessibility of primary care. To carry out
this purpose, the PHS developed a primary care program aimed specifically at
the elderly in Allston-Brighton. It utilized physicians, nurse practitioners, case
aides, and other specialty services in order to provide health treatment, educa-
tion, nutrition counseling, health detection, and other services. In order to provide
a comprehensive package of services to the elderly, the PHS developed model
linkages to the social services/health care system. The PHS offered its services
regimen at the hospital ambulatory unit, at the home site, through mobile clinics
in the community, and at the PHS nutrition program currently in operation.

The AoA funds were requested jointly by the PHS hospital in Seattle, Wash.,
and the central Seattle CHC, a BCHS grantee, to link primary care services with
senior center activities, home health care, and chore services. Medical backup for
outpatient, inpatient, and rehabilitative services was included. Participating
agencies are the PHS hospital, Pike Market Community Clinic, Market Senior
Center, neighborhood health centers, Seattle-King County Health Department,
Visiting Nurse Service, Harborview Medical Center, Virginia Mason Hospital,
Homemakers Upjohn, and Seattle-King County Division on Aging.

There was a phased approach focusing on downtown Seattle in fiscal year
1981, developing additional projects in south Seattle in years two and three.
The overall goals were to create a citywide system of coordinated elderly services
helping older adults remain independent active members of their communities
with decreased reliance on high-cost health care. Project objectives include—the
development of a well-coordinated rackage of health and social services empha-
sizing independence, self-esteem, and dignity ; and the improvement of coordina-
tion between health and human service agencies serving the elderly by maximiz-
ing the use of home health services to replace short- or long-term care, To accom-
plish these objectives, the AoA funds supported a nurse practitioner, outreach
worker, social service advocate, public health nurse, health aide, and patient
advocate. These individuals provided primary geriatric health care; outreach
services, including casefinding, patient education, referrals; patient advocacy for
legal, housing, employment, food, and other social services; health screening;
home visits; footcare; and patient advocacy in hospital settings. Project coordi-
nation in fiscal year 1981 was the responsibility of the Pike Market Community
Clinic, a member of the central Seattle consortium.

C. INDIAN TRIBAL ORGANIZATIONS

The Yakima Indian Nation, in conjunction with the THS and its area agency
on aging, propose to supplement preventive health care, develop coordination
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methods for social and health services to the Indian elderly, and establish a cer-
tified in-home health program on the Yakima Indian Reservation. Professionals
in the program, or through other coordinating offices, work with the client and
his family to develop an individual care plan promoting a maximum level of
health and activity independence. The demonstration projects provides for a com-
munity health nurse, part-time licensed physical therapist, three homemakers,
and three home health aides. These staff members work solely for the Indian
elderly, age 60 years and over. In fiscal year 1981, the Yakima Nation in-home
health care program continued to coordinate its gerlatnc health program with
the IHS, Toppenish, Wash. This grant was awarded in the amount of $80,000
for fiscal year 1981.

The geriatric health program, developed by the Cherokee Natlon provided
preventive health care services to Cherokee elders by the establishment of pro-
grammatic linkages with existing health care and human services agencies in
the Cherokee Nation, the provision of extensive community and individual
counseling, increased involvement of the Cherokee elder in community activities,
and an emphasis on preventing and promptly treating illness. The geriatric
health program plan for fiscal year 1981 was changed to reflect the need for more
assistance in health matters through the addition of nursing staff and the forma-
tion of a home health agency. The staff of the geriatric health program, which
consists of a director, two bilingual geriatric specialists, two elderly health
aides, and one licensed practical nurse, coordinate the efforts to improve the
health status of the Indian elder in the Cherokee Nation. This grant was
awarded in the amount of $96,637 for fiscal year 1981.

The intent of the Navajo Nation project is to demonstrate the use of geriatrie
nurse specialists to-increase the access of high-risk elderly to primary ‘health-
related services in the Navajo Nation. The principal aims of the project are:
To assist in the identification of Navajo elderly at risk of being institutionalized ;
to increase the access of this group to health care of all types; and assess and
eventually improve existing systems of referral, followup. and case coordination.
Involved in this demonstration project was the Department of the Divisions of
Health Improvement Services and Social Welfare, the community health nursing
program and various agencies within the Office of Direct Care Services of the
Navajo area. The IHS was involved, as was the Navajo Area Bureau of Indian
Affairs Branch of 'Social Services. Finally, involvement also extended to pro-
grams of the Office of Navajo Economic Opportunity, such as those funded by
ACTION and title V of the Older Americans Act. This grant was awarded in
the amount of $84,096 for fiscal year 1981.

IV. CASE PROFILES—DOCUMENTATION

Over the long run, collaborative efforts between the AoA and the HSA will
build on the demonstration projects and evaluation findings with the goal being
to develop methods of linking AocA/HSA resources with other health care and
social services resources so as to insure the availability and accessibility of com-
prehensive health care to the unserved and underserved elderly. Through the
implementation of these projects, the AoA and the HSA aimed to foster the
development, testing, and adoption of models which would improve the existing
system of health and ‘social services and enhance the well-being of socially and
economically deprived older persons. Each funded project should be the fore-
runner which other agencies and organizations can adopt or adapt to their use.
Projects are expected to incorporate the best of current knowledge and practice
by demonstrating more effective, more acceptable, more efficient, and more
economical ways of serving older persons.

A two-volume study (contract No. HSA 240-80-0016) on the 11 demonstra-
tion projects was completed in fiscal year 1981. The study, conducted by an
outside contractor, identifies, describes, and compares the methods and ap-
proaches used in delivering health and social services to the unserved and under-
served elderly at the 11 demonstration sites. The study not only contains com-
plete profile descriptions on the demonstration projects. including major social,
demographic, and project characteristics, but also details how each project ad-
dresses program requirements imposed upon the HSA/AoA grantees.
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NATIONAL INSTITUTES OF HEALTH
NATIONAL INSTITUTE ON AGING

INTRODUCTION

In 1981, the National Institute on Aging (NTA) continued its exploration of a
wide range of medical and psychosocial issues affecting the Nation’s growing older
population. The conclusion of much of the research supported and conducted by
the Institute is that disease and disability, not aging, take the greatest toll on
heatlh in later life. For example, findings described in this report indicate that
aging does not impair the heart muscle, intelligence can sometimes improve with
age, and certain immune processes may compensate for age-related declines else-
where in the immune system.

Many scientists are now investigating how aging processes and a variety of
other factors increase susceptibility to the diseases and disabilities that cause
illness and dependence among the elderly. The research programs of the NIA span
a wide range of disciplines, from cell to society. The results of this research
should contribute to a healthier, more independent, and more productive old age.

ProGRAM HIGHLIGHTS

In addition to its research programs, the NIA is involved in a number of special
initiatives. These range from a study of the medical aspects of mandatory retire-
ment of airline pilots to efforts to establish teaching nursing homes similar to
the teaching hospitals affiliated with many medical schools.

Highlights of new NIA projects, conferences, and program initiatives include
the following:

TEACHING NURSING HOME

In April 1981 the NIA proposed the creation of teaching nursing homes to help
the Nation gear its biomedical and other research and training capacities to the
long-term care needs of its elderly population. The NIA recommended that the
public and private sectors form a partnership to develop teaching nursing homes
in affiliation with universities, especially their medical, nursing, and social service
schools. .

The Nation’s expenditures for nursing homes are nearing $22 billion a year and
probably will quadruple by 1990. These high costs are in part the reflection of a
lack of knowledge about effective and cost-saving methods of prevention, diag-
nosis, and treatment regimens to bring older people back to health.

The teaching nursing home would focus on such research topics as senile demen-
tia, fecal and urinary incontinence, gait disorders, management of bedsores and
pain, nutritional problems in healing and rehabilitation, behavioral and organi-
zational interventions designed to improve patient functioning, and drug inter-
actions. In addition to conducting research, the model facility would be a place
for training professionals for careers in research and service. Doctors, nurses,
pharmacists, behavioral scientists, social workers, nurse aides, and physical,
occupational, and speech therapists would have opportunities to work and learn
collaboratively. ¢

In November 1981, the Institute published a program aunnouncement on the
establishment of teaching nursing homes in conjunction with university medical
schools or medical centers. The first awards are scheduled to be made in Sep-
tember 1982. '

AIRLINE PILOTS STUDY

In 1979 Congress mandated a study of.the effects of aging on airline pilot
health and performance as a means of determining if mandatory retirement
at age 60 is medically warranted. The Experienced Pilots Act requested that
the National Institutes of Health (NTH), in conjunction with the Department of
Transportation, undertake a study of the “age 60 rule” and the adequacy cf medi-
cal certification procedures and examinations for commercial and.airline trans-
port pilots and submit a report of its findings to Congress. The NIA was the
lead NIH component in this activity.
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The NIA contracted with the Institute of Medicine (IOM) of the National
Academy of Sciences to obtain an objective review, summary, and assessment
of existing scientific knowledge relevant to the questions posed in the legisla-
tion. A panel of experts was then formed to examine the IOM report, review
public comments, and assist the NIH in preparing its response to Congress.

The report was sent to Congress on October 2, 1981. Citing the absence of
medical appraisal systems that can predict individual pilot health and perform-
ance, the panel recommended that the present age limit be retained. However,
it proposed an approach that requires a program of medical and performance ap-
praisal that could be applied on an individual basis to permit some pilots to con-
tinue flying to age 65. ’

The panel concluded that there is “no special medical significance to age 60—
or to any other specific age—for mandatory retirement of airline pilots. Yet it
found that “age-related changes in health and performance influence adversely
the ability of increasing numbers of individuals to perform as pilots with the
highest level of safety.”

The panel recommended “that the Federal Aviation Administration or some
other appropriate Federal agency be requested to engage in a systematic pro-
gram to collect the medical and performance data necessary to consider relaxa-

tion of the current age 60 rule.”
~ It also récommended “that, in view of the growing importance of com-
muter air carriers, the present age limit be extended to cover all pilots engaged
in carrying passengers for hire” in order to provide a level of safety equivalent to
that of commercial air carrier operations. -

WHITE HOUSE CONFERENCE ON AGING

The NIA assisted in the planning and operation of the White House Conference
on Aging, which was held from November 29 to December 3, 1981. In addition,
the Institute commissioned 86 scientific papers on various health topics for the
conference, and NIA staff members prepared lay summaries of a number of these
papers for distribution to conference delegates. The NTA displaced its own ex-
hibit at the conference and helped coordinate an NIH-wide Health-Research
Fair.

The NTA also prepared two progress reports—one on senile dementia of the
Alzheimer’s type (SDAT) and the other on geriatric medicine—as well as two
Medicine?” for distribution at the conference.
shorter brochures entitled “What Is Aging Research?’ and “What Is Geriatric

A series of mini-White House Conferences were held prior to the November
meeting, three of which-—on oral health care, impaired hearing, and low vision—
were supported by the NTA. Along with the National Institute of Neurological
and Communicative Disorders and Stroke, the ‘National Institute of Mental
Health, and the Alzheimer’s Disease and Related Disorders Association. the NIA
also sponsored a mini-conference on Alzheimer’s disease and related disorders.
This meeting explored biochemical and pharmaecological issues, risk factors, and
social and psychological aspects of Alzheimer’s disease.

TRAINING PROGRAM DEVELOPMENTS

Among the programs that the NIA has initiated to encourage scientists to
pursue aging research are the Geriatric Medicine Academic Award, the Geriatric
Dentistry Academic Award, and the NIA Academic Award Program. The first
award is designed to stimulate faculty and curriculum development in geriatrics
at medical schools and other institutions; the second is intended to foster currie-
ulum development and to encourage research and careers in geriatric dentistry;
and the third aids in recruiting and preparing future academic investigators for
careers in research and teaching with special emphasis on geriatric medicine and
related clinical disciplines. .

Established in 1978, the Geriatric Medicine Academic Award program is well
underway and 22 grants have been made. A second annual meeting of the
awardees was held on June 29-30, 1981 in Bethesda, Maryland. It provided a
useful forum for the grantees to discuss their accomplishments and recent pro-
gram developments at their respective medical schools. The meeting highlighted
the development of a model geriatric curriculum in medical school undergraduate
primary care education. It also included a report from the Veterans Administra-
tion on the use of a urinary incontinence teaching module suitable for under-
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graduate medical student instruction. Members of the NIA staff introduced the
new Teaching Nursing Home Award.

The Geriatric Dentistry Academic Award program was started in 1979 In
cooperation with the National Institute of Dental Research. Six awards have
been made and the projects are now fully operational.

The biomedical community has enthusiastically endorsed the new NIA Aca-
demic Award Program, introduced this year. Professionals in the field view it
as a valuable adjunct to academic development in the Nation’s medical schools.
Applications are being received and the first awards will be made early in 1982.

‘WORKSHOPS AND CONFERENCES

WORKSHOP ON UBRINARY INCONTINENCE

In November 1980, the NIA brought together a small group of medical
specialists and private sector representatives to discuss urinary incontinence
in the elderly. The purpose of the workshop was to define the incidence, causes,
diagnosis, and treatments of this widespread problem, and to make recommenda-
tions for future studies.

Incontinence is not a disease, but a physxca] sign of an underlymg medxcal or
psychological problem. In this country, urinary incontinence is both under-
diagnosed and undertreated, and is largely a “hidden” condition. Too often,
health care providers (family members, nurses, or other nursing home personnel)
view urinary incontinence as an unpleasant and demanding sanitation problem,
" while among the sufferers themselves the overriding emotional responses are
frustration, embarrassment, and fear.

Among the elderly, urinary incontinence is one of the most common causes for
admission to hospitals. In addition, up to 50 percent of those in skilled nursing
homes probably suffer from some degree of urinary incontinence.

The workshop generated a sense of the priorities in research on incontinence,
giving those present a better sense of what types of studies are feasible and de-
sirable. Also emphasized was the need to promote better research on the associa-
tion of incontinence with specific diseases and the degree of incontinence that
cannot be traced to any specific disease process.

A technical paper based on the proceedings of this workshop has been prepared
and will be submitted for publication this year.

NONLETHAL BIOLOGICAL MARKERS OF PHYSIOLOGICAL AGING

As a first step toward assessing interventions—dietary, exercise, and other
manipulations—that might alter the rate of human aging, the NIA held a con-
ference in June 1981 to evaluate the biological markers of aging. “Biomarkers”
of aging are those physical and behavioral changes occurring at predictable times
during the aging process. If a specific intervention proves to delay the onset
or progression of a biomarker, that manipulation may be a potential tool for
extending the healthy years of life.

Thus far, dietary restrictior is the only intervention which repeatedly alters
the rate of aging in mammals. Other methods of intervention have been tested,
including exercise and manipulations of the immune system.

Conferees discussed more than 20 possible biomarkers in animals and humans.’
In rats, one reliable marker is the tail tendon, which shows specific biological
alterations that correlate with the animal’s age. Certain age-related changes in
the cardiovascular system, such as left ventricular hypertrophy (an enlargement
of the left side of the heart), are also seen with regularity in rats. Other ex-
amples are a measurable decline in immune function correlating with the animal’s
age and a loss of memory function as evidenced by passive shock avoidance trials.

In humans, some predictable aging markers include specific hearing, vision,
and cardiovascular changes; bone loss; sleep variations; and alterations in
glucose tolerance and immune function. A marker which could be especially
useful in human studies is forced vital capacity, a measurement of lung capacity
and chest wall musculature. Senile miosis, a reduction in pupil size with increas-
ing age, appears to be another reliable marker in humans.

These and other markers discussed at the conference were found to be
good indicators of aging. as well as practical for use 1n intervention studies.
Conference proceedings will soon be published.
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INTERNATIONAL DEVELOPMENTS IN AGING

In conjunction with its regular meeting in May 1981, the National Advisory
Council on Aging held a symposium on International Developments in Aging.
Included for discussion were the designation of the NIA as a World Health
Organization Collaborating Centre for Joint Cooperation on Research on the
Care of the Aged, and the 1982 United Nations World Assembly on Aging. The
purpose of the symposium was to inform participants of the actlvxtles in aging
currently being conducted throughout the world.

PLANNING WORKSHOP ON THE NEUROCHEMISTRY OF ALZHEIMER'S DISEASE

At this NIA workshop held in August 1981, government scientists and repre-
sentatives from several leading research institutions discussed a wide range of
issues including: the causes and development of Alzheimer’s disease; brain
chemistry ; the effect of drugs on the brain; diagnosis; and scientific and orga-
nizational issues influencing research on Alzhelmers dlsease

PERSPECTIVES ON PREVENTION AND TREATMENT OF CANCER IN THE ELD/ERLY

The second in a series of working conferences on aging and cancer was held
in September 1981. It was jointly sponsored by the NIA and the National Cancer
Institute. Among the topics discussed were: the physiological and surgical con-
- siderations in caring for the elderly cancer patient; site-specific treatment per-
spectives (breast, colorectal, prostate, and skin cancer) ; psychosocial factors
in cancer over the life course; and screening, early detection, and diagnosis.
A major conference goal was the recommendation of research efforts in selected
areas where knowledge is unavailable or ambiguous, and intervention ‘techniques
which merit additional exploration and development

RESEARCH ADVANCES

CELL BIOLOGY STUDIES HAVE MANY APPLICATIONS

To learn more about age-related changes in patterns of cell growth, develop-
ment, and function, new techniques have heen developed to study human cells
in the laboratory, Richard Ham at the University of Colorado in Boulder, for
example, has developed methods to obtain relatively pure populations of human
epidermal keratinocytes (cells in the outer layer of the skin that synthesize the
protein keratin), to store these cells for use in a series of experiments, and to
cause the keratinocyte population to differentiate (develop specialized functions)
at will. Studies conducted with these cells should contribute to our understand-
ing of how cellular growth and specialization are regulated. Such information
might ultimately lead to ways of preventing or curing cancer and degenerative
changes associated with aging.

In another NIA-supported project, James R. Smith and Peter DelVecchio at
the W. Alton Jones Cell Science Center in Lake Placid used cultures of cells that
line the pulmonary (lung) arteries of oxen to study an enzyme that is important
in stabilizing blood pressure. They have found that as these cells age in culture,
there is a considerable decrease in the activity of the angiotensin converting
enzyme. This enzyme both activates angiotensin, a substance which stimulates
contraction of the capillaries and arteries. and inactivates bradykinin, which
lowers the blood pressure. Therefore, the angiotensin converting enzyme plays
a major role in blood pressure regulation. The knowledge that this enzyme is less
active in aging cells may be useful in future studies of blood pressure problems
in the elderly.

GENETIC STUDIES PROVIDE CLUES TO AGING

Before we can fully understand why organisms grow old and die, further knowl-
edge of the relationship of geneties to aging and longevity is needed. Studies con-
ducted and funded by the NIA use a variety of systems, from cells to human
populations, to investigate the genetic bases of aging and longevity.

One way to examine the molecular, cellular and genetic aspects of human aging
is to analyze human chromosomal disorders that result in premature aging, such
as Down’s and Werner’s syndromes. Recent research funded by the NIA has firmly
established that Werner’s syndrome is a chromosomal instability disorder. George
Martin and Darrell Salk at the University of Washington have demonstrated
characteristic “hot spots” of such instability within the cellular DNA. Another
study, by W. Ted Brown at the New York State Institute for Basic Research in
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Mental Retardation, is seeking to identify proteins that are coded for by chromo-
some 21 and are expressed in excess amounts in Down’s syndrome, a disorder
caused by an abnormality in chromosome 21. Brown has identified five proteins
coded for by chromosome 21, including the enzyme superoxide dismutase, which
io expressed in excess in Down’s syndrome cells.

Fundamental knowledge about the events leading to aging in animals such as
primates, rodents, roundworms, and fruit flies helps to formulate theories and
guide experiments in human aging. In studies using animals, it is important that
aging be measured by a variety of parameters (characteristic elements) that
.change with age, rather than by the sole criterion of lifespan. Richard Russell at
the University of Pittsburgh has been developing an index of age-dependent
parameters for C. elegans, a parasitic roundworm. He has identified both non-
destructive parameters, such as movement and defacation frequencies, and de-
structive parameters, such as an increase in three lysosomal enzymes, which indi-
cates cell damage. Such a complex index of aging is needed to determine whether
experimental treatments or genetic alterations that affect lifespan change the
aging process or simply accelerate or postpone mortality by affecting some specific
disease state.

Ronald Konopka at the California Institute of Technology has been studying
the effect of altered daily rhythms on longevity in Drosophila (fruit flies). He
has found that the longetvity of several strains of Drosophila is not altered when
they are subjected to environmental light cycles with periods greatly different
from their genetically determined rhythms. However, a mutant that has irregular

“rhythms has a strikingly increased longevity under all the environmental con-

- ditions tested. Konopka’s research is yielding information about the interaction
between genetically determined rhythms and environmental ones, and the effects
these cycles have on longevity.

Behavior Genetics.—Behavior genetics is emerging as an important aspect of
the NIA’s behavioral sciences research program. Studies in this field are of value
because they address the degree to which genetic factors predispose the individual
to specific behavioral patterns in later life, and because they investigate the
relationship of inherited diseases to changes in behavior with aging (for ex-
ample, the role of genetic factors in SDAT). These studies also have high potential
for increasing our understanding of the relative contributions of heredity and
environment to the aging process.

In one study that has behavioral genetic aspects, David Wolfe at the University
of Kentucky is examining long-term, in-depth genealogical and historieal informa-
tion about the Scots-Irish of northeastern Kentucky. Although analysis of the
data is just beginning, some interesting information has emerged. Two goals of
the Wolfe study are to characterize the Scots-Irish gene pool and to collect data
that will permit an estimate of the degree to which longevity can be inherited.
Toward these ends, biochemical data for 317 individuals have been collected.
Comparative biochemical data for 320 documented long-lived individuals from
Soviet Georgia (Abkhasians) have been partially analyzed. It appears that, as
initially hypothesized, individuals who live longer have unusual blood serum and
red cell surface proteins which, in conjunction with trace elements, result in in-
creased oxygen transport and metabolic efficiency. This findings suggests a direct
link between the geneties of longevity and nutrients in the culturally determined
diet.

RESEARCH FINDS EVIDENCE OF GROWTH IN THE AGING BRAIN

Traditionally, the process of aging in the cerebral cortex (the outer layer of the
brain) has been viewed as a relentless deterioration. Several scientific studies
have shown that there is a 1oss of neurons (nerve cells) with age as well as de-
generative changes in the dendrites of nerve cells. Dendrites are the branchlike
extensions of the cell body through which it receives virtually all messages which
come from cells in other parts of the body.

At the University of Rochester, NIA grantee Paul Coleman and his colleagues
recently questioned previous studies with their finding that, in the absence of
disease, dendrites in at least part of the cortex continue to grow well into old age.

Coleman and his colleagues examined the brains at autopsy of 15 individuals:
five normal elderly people (ranging in age from 68 to 92 years), five normal
younger adults (ranging in age from 44 to 35 years), and five aged individuals
who had died having senile dementia of the Alzheimer’s type (ranging in age
from 70 to 81 years). While the dendrites of some cells seemed to have shrunk,
the normal aged brains had longer and more extensive dendritic “trees” than
either of the two other groups.
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Dendrites in the brains of SDAT victims had either stopped growin or de-
generated_—the longer the history of the disease, the less egggnsié:?e thegpatteri
-of de:ndrltes. This is especially significant because the dendrites Coleman
examined were in that part of the cortex which provides information to the
hippocampus, an area of the brain that is crucial for memory and learning.

queman’s is one of the first studies to indicate that there is a greater degree
of g_rowth_ than there is degeneration in the normal aging brain. Although his
findings may represent one aspect of a lifelong process of growth in the human
brain, Coleman speculates that the brain may be compensating for the loss of
some of its cells over time. Perhaps at some point the brain cells that are
regressing and dying begin to outnumber the cells that are surviving and grow-
ing, but Coleman was not able to find the age at which that might happen—and
the oldest brain he studied was 92 years old !

BRAIN STIMULATION RETARDS AGING

For decades, scientists have been observing, studying and attempting to
describe age-related changes that normally occeur in the human brain. Their
interest stems from the fact that the brains of normal, healthy elderly individ-
uals frequently show a variety of changes—but it may be that when carried to
the extreme, these changes result in such debilitating diseases as senile demen-
tia of the Alzheimer’s type. Now, research is beginning to find evidence that by
manipulating hormone levels in the brain, medical science may someday be able
to combat or delay some of the most harmful aspects of brain aging.

Several years ago, the Special Report on Aging highlighted the speculation
of NIA grantee Philip Landfield that hormones related to stress might be respon-
sible for some of the gradual changes in the brain during aging. To test this
hypothesis, Landfield sought to retard brain aging by surgically removing the
source of many stress hormones, the adrenal glands, of experimental rats. After
surgery, these rats showed fewer signs of brain aging than control (intact)
animals of the same age.

One of the major consequences of removing the adrenal gland is an elevation
in adrenocorticotropic hormone (ACTH), a hormone secreted by the pituitary
gland which has been shown to exert direct influence on both brain activity
and behavoir.' In their most recent research, Landfield and his colleagues at
the Bowman Gray School of Medicine injected experimental animals with a
low to moderate dose of a compound similar to ACTH that has an effect on
behavior. They found that long-term treatment with this peptide (a class of
chemicals known to stimulate brain activity) or with the brain stimulant
pentylenetetrazole (PTZ) was able to slow such physical changes as brain cell
loss as well as improve aging animals’ ability to function on some psychological

These latest tests corifirm the results of Landfield’s early work, lend support
to the suggestion that substances such as peptides can influence the rate of brain
aging, and suggest that stimulation may play an important role in the process.

The evidence that brain aging is not immutably fixed and that drug therapy
might modulate the rate of change may soon have implications for healthy
aging. :

IMMUNOLOGICAL DEFICIENCIES INVESTIGATED AS KEY TO DISEASE IN THE ELDERLY

Understanding why certain diseases seem to be more common and more
severe in older people is a primary goal of immunological research. What is
commonly thought of as “aging” may be better described as a decline in the
efficient functioning of the immune system, the body’s protection against infec-
tion and disease.

Lymphocytes (white blood cells) are the primary cells of the immune system.
There are two major subgroups of lymphocytes—T-cells and B-cells. Both types
originate in the bone marrow, with the T-cells passing through and being pro-
cessed by the thymus, an important organ in the immune system, before going
on to perform their functions. One result of B-cell activity is the production of
antibodies, proteins that neutralize foreign substances in the body known as
antigens and thus render the body safe from attack by these substances.
Examples of antigens are viruses, bacteria, and possible cancer cells. Various
kinds of T-cells act as regulators of B-cell function while other types act directly
on antigens by destroying them through a process known as lysis. Research
supported by the NIA has been directed at understanding the age-related
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changes in these cells which might result in an increased incidence of certain
diseases in later life.

For example, studies by Norman Klinman and colleagues at the Scripps Clinie
and Research Foundation in La Jolla, California have shown that transplanting
T-cells from the spleen and bone marrow of old mice to young mice caused
increased immunosuppression (reduced defense against attack by certain anti-
gens) in the young animals. It is not yet clear whether this enhanced immuno-
suppression—which is characteristic of the aged immune system—is the result
of reduced formation of antibodies, formation of antibodies that are not func-
tionally competent, or formation of functionally competent T-suppressor cells
which themselves act to stop the formation of antibodies. Klinman’s reseaich
also showed that the decline in T-cell efficiency in old animals occurred rather
precipitously between the 18th and 21st months of life. This decreased respon-
siveness was apparent not only when the immune system was challenged with
dinitrophenyl, an antigen commonly used in immunology research, but also with
the environmentally abundant antigen phosphorylcholine. Thus, it appears that
the effects of a challenge to the immune system are more serious in older
individuals. .

Parsottam Patel of the Trudeau Institute at Saranac Lake, New York, has
shown that the diminished ability of aged mice to resist infection from the
bacterium Listeria appears to be due to an impaired capacity of these mice to
generate effective antibacterial-specific immune mechanisms (T-cells). Studies
done in Patel’s laboratory have shown that even though there are no age-related
differences between young and old animals in the number of T-cells that are
present, immune spleen cells from young animals transferred at least a thousand
times more protection from a challenge by Listeria than did similar cells from
old animals.

Another important characteristic of the aging immunological system is the in-
creased incidence of autoimmune disease. In autoimmunity, substances in the
body which were once recognized as “self,” and therefore not rejected by the
immune system, become antigenic—they are no longer tolerated and are attacked
by (and bonded with) so-called autoantibodies. This bonding between autoanti-
bodies and the newly recognized antigens results in the formation of immune
complexes. These complexes are then deposited in body tissues and organs, caus-
ing inflammation and disease. Examples of autoimmune diseases are rheumatoid
arthritis and systemic lupus erythematosus, a chronic inflammatory disease
affecting the skin, joints, kidneys, and often other organs.

NIA grantee Sherman Fong, also at the Scripps Clinic and Research Founda-
tion, is one of several investigators studying autoimmunity in ‘humans. He has
found that rheumatoid autoantibodies increase in numbers between birth and
young adulthood. In addition, Fong and coworkers have shown that the relative
avidity—or firmness of bonding between autoantibodies and their antigens—of
the rheumatoid autoantibodies is higher in elderly adults than in young adults.
Increased avidity means that the bond forming the immune complex is stronger
and less likely to be broken in the elderly. The result may be that there is a
potential for deposition of immune complexes leading to an increased likelihood
of inflammatory disease.

Findings from these and other studies may contribute to the early detection of
individuals prone to age-associated autoimmune disease, and could make possible
the elimination of factors which initiate autoantibody production in humans.

SOME IMMUNE PROCESSES MAY COMPENSATE FOR AGE-RELATED DECLINES
IN OTHERS

As described above, the immune system—the body’s protection against disease
and infection—appears to function less efficiently with age. Neither the impact of
this decline on health and longevity nor the exact mechanisms that control it are
fully understood as yet.

Investigators at the University of New Mexico are beginning to learn about the
special compensating abilities of certain T-cells in older individuals. These
T-cells (known as helper T-cells) act to regulate B-cells, which produce anti-
bodies. '

James Goodwin and coworkers are examining the production of rheumatoid
autoantibodies in young and old subjects. Goodwin found that blood serum sam-
ples from healthy individuals over 70 years old had significantly higher levels
of rheumatoid autoantibodies than did samples from young individuals. He then
went on to show that this higher autoantibody level was the result of an inter-
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esting phenomenon whereby helper T-cell activity in old individuals appears to
compensate for the reduced efficiency of.old B-cells.

This preliminary finding may mean that there is not an inevitable or total de-
cline in the aging immune system. By isolating specific immune components that
either enhance or compensate for age-related changes in immunocompetence. sci-
entists are beginning to solve some of the mysteries surrounding this complex
process. .

NIA RESEARCHERS LOOK AT TREATMENT OF SDAT

Investigators from at least five different scientific fields are intensively study-
ing the possible cause or causes of senile dementia of the Alzheimer’s type. At
universities, hospitals and research centers around the country, scientists are
looking at changes in brain chemistry, as well as the possible roles of slow viruses,
immunological and genetic factors, and toxic metals. The results of this work are
starting to look promising: although we still do not know the primary cause of
SDAT, we may be closer to finding a cure.

In the past decade, the most consistent findings in studies of SDAT have pointed
to a decrease in the activity of certain chemicals in the brain which comprise
what is known as the cholinergic system. For some time it has been known that
the cholinergic system is involved in both memory and learning. If, as is indi-
cated by most recent work, there is a malfunction in the complex chemical inter-
action which converts choline in the brain to the neurotransmitter acetylcholine,
then attempts to stimulate or revitalize the cholinergic system may at least alle-
viate the debilitating symptoms of SDAT. .

NIA grantee Kenneth Davis is approaching this possibility of treatment by
injecting patients with physostigmine, a drug which prevents the otherwise fast
breakdown of acetylcholine. Based on nearly 200 infusions of the drug, Davis and
his colleagues at the Mount Sinai School of Medicine find that physostigmine can
improve both memory and learning in SDAT victims.

Davis is the first to admit, however, that physostigmine is not the answer to his
patients’ problems. The drug’s effects last only 30 minutes ; long-term use can ad-
versely affect both heart and lung function: and the successes to date have heen
based on frequent injection of the drug, which is hardly a practical method for
treatment of elderly patients. For these reasons, Davis is one of several scientists
looking for a safer, longer-acting drug which will influence the activity of the
cholinergic system. .

Investigators who believe we are close to finding a treatment for SDAT are also
exploring sevéral other strategies for stimulating the cholinergic svstem. Perhaps
the most work involves the use of “precursors,” in which the brain is supplied
with an overload of one of the principal ingredients needed for the chemical
synthesis of acetylcholine. In tests of drugs and dietary supplements, researchers’
have attempted to increase the amount of choline in the brain with disappointing
results. :

As Davis’ research progresses, he hopes to study another intriguing theory, If,
as is now suggested, the utility of precursors depends on the level of activity in
intact cholinergic neurons, then future studies might combine choline or its
dietary source with druegs that enhance the “firing” of nenrons.

Despite major advances in our understanding of SDAT, there is sti'l a need
for additional basic research before we can hope to treat the symptoms of SDAT
victims with consistent success.

PHARMACOLOGICAL APPROACH TO SDAT CHARTED

Based on evidence relating losses of certain enzvmes and nerve cells in the
brain to SDAT, Edythe London and colleagues in the Laboratory of Neurosciences
at the NTA’s Gerontology Resear~h Center (GRC) are exploring a novel pharma-
cologic approach to the disease. Rather than attempting to stimulate the neurons
which produce acetvlcholine or attempting to block degradation of the neuro-
transmitter, the GRC investigators are focusing on the acetylcholine receptor.
Studies in rats indicate that this approach may be productive, since stimulation
of the receptors by an outside agent may mimic natural stimulation by
acetylchloline. . :

In an experiment that supports the possibility of such a pharmacologic ap-
proach to SDAT. a radioactive compound similar in structure to glucose was
injected into live rats. Since the brain depends on glucose for energy, the activity
of different regions of the brain can be assessed by measuring neuronal uptake
of the compound. Brain areas that are activated take up more of the compound
and show more radioactivity than quiet areas.
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London found that oxotremarine, a drug that interacts with acetylcholine re-
ceptors, stimulates activity in regions of the rat brain which are important to
performance in tests of memory. Especially noteworthy is the fact that oxotre-
marine stimulates gluclose utilization of the cerebral cortex where the major
projections of acetylcholine-synthesizing neurons terminate. In SDAT, these
projections degenerate, but the receptors remain relatively unaffected. Thus, local
function in critical brain regions may be enhanced by direct receptor stimulants
despite cell, enzyme, and neuro-transmitter losses.

Under the direction of Stanley Rapoport, the NIA laboratory is documenting
the metabolic pictures characteristic of healthy o'd and young adults and SDAT
patients. These studies will provide baselines against which to measure future
clinical trials of anti-SDAT drugs.

TAMOXIFEN TREATMENT BENEFITS RABBITS WITH OSTEOARTHRITIS

Osteoarthritis, a degenerative joint disorder, afflicts 40 million Americans, most
of whom are over 50. Its cause has not been pinpointed, nor has a specific treat-
ment been found. However, an encouraging study was reported recently by in-
vestigators receiving grant support from the NIA and the National Institute of
Arthritis, Diabetes and Digestive and Kidney Diseases. Itzhak Rosner, Roland
Moskowitz, and associates at Case Western Reserve University have found that
tamoxifen, an anti-estrogen drug used in breast cancer treatment, has a beneficial
effect in rabbits with experimentally-induced osteoarthritis. According to the
scientists, tamoxifen treatment results in a marked, statistically significant de-
crease in the amount of joint damage.

Clinicians have noted that the symptoms of osteoarthritis become worse in
women past the menopause, so it has been suspected that sex hormones play a
role in cartilage metabolism and the development of this disease. Various hor-
mones have been tested, however, and found to be of no value in treating this
disorder. In fact, in earlier studies by Rosner and Moskowitz, the female hormone
estrogen worsened the disease. The researchers also had found that drugs used in
arthritis treatment, including aspirin, corticosteroids, and the antimalarial drug
Chloroquin, did not alter the disease process.

Because estrogen increased joint damage in their studies, the investigators
tested the estrogen-blocking drug tamoxifen and found it significantly reduced the
number of bone ulcers and the severity of “pitting” of joint cartilage caused by
osteoarthritis. It is not yet known whether tamoxifen’s beneficial effect is due to
its anti-estrogen activity or to some other mechanism. Studies will continue to
determine the drug’s method of action and to assess its ability to retard the dis-
ease process and to repair already established osteoarthritic damage.

CLUE FOUND TO MANIPULATING LIFESPAN THROUGH DIET

The only scientifically confirmed method of extending lifespan in mammals
appears to involve manipulation of the diet. Scientists demonstrated this more
than 40 years ago in rodents. They lived longer when “underfed” in comparison
with rodents allowed to eat at will in their laboratory cages.

For the first time, an effect of dietary manipulation has been found at the cellu-
lar level in the brains of aged rates on restricted diets. They have a higher density
of receptors for the neurotransmitter dopamine in the corpus straitum of their
brains than do rats of comparable age fed at will.

This finding is considered provocative since the corpus straitum is involved in
sleeping, eating, and other kinds of motor behavior ; since the receptors are cellu-
lar structures necessary for reactions to hormones and related chemicals, such as

~dopamine; and since loss of certain types of dopamine receptors seems to occur in
human beings who have Parkinson’s disease. :

In the GRC experiments conducted by George Roth and colleagues, some rats
were fed only on alternate days while their age peers were allowed to eat anytime.
At 24 months of age, considered later life for the rat, the restricted animals
showed a 40 percent loss in weight but had 50 percent greater concentrations of
dopamine receptors. These concentrations were the same as those in rats aged 3 to
6 months that ate at will. Ultimately, the restricted rats had a lifespan 40 percent
greater than the rats fed unlimited quantities. '

The question remains whether rats fed at will die earlier from “overfeeding” or
restricted rats die later from “underfeeding.” Further studies of the relationship
of diet to longevity may shed light on this issue.

89-645 0 - 82 - 13
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MANIPULATING THﬁ BIOLOGICAL CLOCK MAY IMPROVE HEALTH AND LONGEVITY

Scientists have known for many years that when animals are fed low-calorie
diets, their lifespan is extended and tumor incidence reduced. Franz Halberg at
the University of Minnesota has previous!y shown that dietary restriction pro-
duces variations in the animals’ cireadian rhythms. Circadian rhythms are cyclic
changes in many bodily functions—such as temperature and hormone concentra-
tions-——that occur approximately every 24 hours in human beings and many other
animals. These rhythms have a profound effect upon the efficient operation of
many bodily functions, such as the immune system. In addition. Halbert and co-
workers have recently demonstrated that more than 12 human rhythmic variables
as well as circ-annual (about yearly) rhythms undergo important changes with
age.

These investigators, with international collaboration, are now studying the
extent to which the manipulation of circadian and circ-annual rhythms by meal
timing (both with and without caloric restriction) affects health and longevity.
Their findings mirror the results of standard dietary-restriction studies. But by
also measuring changes in circadian and circ-annual rhythsm, the researchers are
shedding new light on the mechanisms controlling increased lifespan and reduced
tumor incidence in diet-restricted animals. )

These results indicate that it may be possible to develop cost-effective regimens
for improving the lives of the elderly if a rescheduling of rhythms could achieve .
in human beings what has heen achieved in experimental animals using caloric
restriction. Knowledge in this area would also be useful in determining the opti-
mal timing of drug administration, improving productivity of shift workers, and
increasing resistance to toxic agents.

ARGININE AND GVYCINE AID WOUND HEALING

Elderly people usually recover from surgery and from injuries such as fractures
and burns more slowly than young people do. One reason may be that older bodies
are less able to cope with the protein losses that accompany severe trauma.
A study by NIA grantees Paul Griminger and Hans Fisher at Rutgers University
offers hope that a specific type of dietary supplementation might aid wound heal-
ing in older people.

Griminger supplemented the diets of young and old rats with glyvcine and
arginine, two amino acids that are essential components of protein, and then
compared their recuperative processes with those of animals whose diets had not
been supplemented. He found that wound healing was improved in both young
and old animals that had received the special diet, and that this effect was espe-
cially notable in the older rats. Improvement was determined by measuring the
amounts of collagen deposited at the wound sites. Collagen is a main supportive
protein of skin, tendon. bone. cartilage. and connective tissue; the more collagen
found. the greater the healing that has taken place.

Although both young and old rats benefited from the arginine and glycine sup-
plements, less collagen was deposited at the wound sites in old rats receiving the
amino acids than in young ones during the healing process. This indicates that
supplementation is especially important for older animals.

Further research is planned to investigate the possible role of other amino acids
in wound healing. Eventually, the findings may lead to better ways of treating
older people when trauma occurs. The study also points to the need for further
research into the specific nutritional requirements of the elderly, whose needs, in
health and illness, may differ from those of the young.

BODY COMPOSITION BASELINES ESTABLISHED FOR HEALTHY PEOPLE
AT DIFFERENT AGES

Using newly developed. sophisticated measuring techniques, Stanton Cohn and
associates at the Brookhaven National T.aboratory in Upton, New York. have
made precise determinations of the amounts of muscle tissne. non-muscle lean
tissue, skeletal mass, and hodyv fat in 135 healthy people aged 20 to 80 years. The
measurements reveal significant differences in hody composition between the
sexes and notable age-related changes in the four hody components. The data will
help to establish baselines that can he used in stndies of metabolic disorders and
wasting diseases such as cancer, which alter body composition. They should also
betuseﬁul in investigating the nutritional requirements of healthy people at differ-
ent ages.
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Cohn, who is receiving grant support from the NIA and the National Cancer
Ins}:itute, used a newly developed procedure known as the prompt gamma neutron-
activation technique to measure body nitrogen, and a sophisticated whole-body
counter to measure potassivm. Before this study, techniques to make these meas-
urements were not available. From the two measurements it was possible to
detern}ine accurately the mass and protein content of both muscle and non-muscle
lean tissue in the human body. (Non-muscle lean tissue includes the internal
organs, blood, brain, and extracellular fluid.) A third component, the skeleton,
was measured by neutron-activation analysis of total body ealcium. The differ-
ence between the sum of the muscle, non-muscle, and skeletal components and
the total body weight yielded the fourth component, body fat.

The data collected were grouped and analyzed according to the sex and age
o_f the volunteer. In the 73 males whose body composition was analyzed, muscle
tissue decreased 45 percent from age 20 to 79. In contrast, non-muscle mass did
not change significantly with age. Similarly, the protein content of muscle fell
oft sharply, but the protein content of non-muscle tissue decreased little, if at
;{(1)1.t S;gniﬁcanly, the total body protein content fell only 14 percent from age

0 79,

The 62 women studied had an average of 50 percent less muscle mass than
the men, and their non-muscle tissue was 14 to 29 percent lower. However, the
percentage of body fat in women was twice that of men. These differences
became greater with age. Skeletal mass decreased with age in both men and
women, with a greater rate of decline in women beginning at about age 50, due
in large part to the loss of calcium after menopause.

The measurement techniques and information on body composition described
in this study can be used as the basis for a broad range of research including
that on nutrition and exercise, as well as on research involving diseases affect-
ing the elderly. For example, the finding that there is a relatively slow loss of
total body protein emphasizes the potential importance of this nutrient through-
out life. Similarly, the knowledge that muscle is especially vulnerable to the
aging process suggests that older persons may need to increase their physical
activity to offset this decline. The data collected may also be helpful in exploring
the causes of and improving treatment for disorders such as osteoporosis, a bone-
thinning condition which affects many elderly people.

AGING DOES NOT IMPAIR THE HEART MUSBCLE

If it is free of disease, the heart of an old person pumnips about as well as that
of a young adult. Thus, any problems related to the older heart’s ability to move
blood must be considered the effect of disease, not aging.

This striking conclusion, reached recently by seientists involved in the NIA's
Baltimore Longitudinal Study of Aging (BLSA), conflicts with common notions
that uncomfortable and activity-limiting cardiovascular symptoms are inevi-
table in old age.

Collaborating in the studies were scientists at the GRC and The Johns Hop-
king Medical Institutions. The Johns Hopkins scientists include Myron Weis-
feldt and Gary Gerstenblith, both GRC alumni. Among the NIA staff scientists
in the study were Edward Lakatta, Jerome Fleg, and Reubin Andres.

Although the sturdiness of the healthy heart in old age may be reassuring, the
investigators point out that coronary artery disease (CAD) is probably tw.vice as
prevalent among older men as previously documented. Nearly all major epidemio-
logic (population-based) studies may therefore be in error because attempts were
not made to measure latent (hidden) CAD.

To reach their conclusions, the investigators used highly sophisticated meth_ods
for detecting any significant narrowing of the coronary arteries in community-
living volunteers who had no cardiovascular symptoms. Traditioqal methodg of
screening for CAD miss many individuals with significant art_erlal narrowing,
s0 the prevalence rates based on these methods may be misleadmg. .

Conventional investigations employ electrocardiograms taken with the subject
at rest. They show that 20 to 30 percent of older people have CAD. However, post
mortem examinations disclose a 50 to 60 percent rate. The NIA studies help to
resolve this discrepancy by using a method that detects CAD accuratgly in the
living person without the need for painful diagnostic procedures. Indiv1dua1_s ex-
ercise vigorously while an electrocardiogram is made. During the exercise—
walking “uphill” on a treadmill—a solution of a radioactive form of the eleme_nt
thallium is infused through a catheter (tube) into a vein. The amount_of radia-
tion exposure is considered safe, less than an individual would receive for a
series of gastrointestinal X-rays to diagnose an ulcer.
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‘When the thallium has reached the heart, a gamma-ray scanner is placed over
the research subject’s chest to detect the radiation. The scanner in conjunction
with a computer produces an image that shows how well the heart muscle has
been perfused with blood containing the thallium. A reduction in blood flow due
to narrowed arteries causes a “hole” to appear on the scan.

Stress/thallium tests of the heart were performed on 233 BLSA volunteers
and the results were compared with their health histories and resting electro-
cardiograms. The stress/thallium tests showed CAD occurring twice as often as
had been indicated by the conventional tests. For example, while the latter
showed 22 percent of individuals in their seventies to have CAD, the addition
of thallium scanning showed 56 percent with CAD.

These findings caused the investigators to wonder how the older heart performs
in the absence of latent CAD. Many researchers have reported deteriorated pump
function with age in human subjects. However, these studies genera'ly did not
rule out latent CAD.

To get at this issue, the investigators did a second study in which 3% volunteers
who had been found free of CAD on stress/thallium tests were examined with
another scanning technique. Using technetium 99n, a radioactive element that
stays in circulation rather than dispersing into muscle tissue, the scientists ob-
tained scans of the volunteers during maximal exercise on a stationary bicycle.
The scans allowed measurement of the quantity of blood ejected with each stroke
of the heart.

Traditional data suggested that cardiac output declined with age, so that a
90-vear-old person’s heart would pnmp at half the capacity of a 20-vear-o'd’s. The
NIA examination, however, showed no age-associated reduction in pumping. Thus,
reduction indicates disease, not aging.

This study also demonstrated how the aging heart compensates for an inabil-
ity to achieve as high a rate of pumping as the younger heart. The older heart
muscle compensates by enlarging, thus increasing its eapacity to eject blood with
each stroke.

By identifying individuvals in the BT.SA who have latent CAD, the GRC scien-
tists hone to answer a variety of clinically important questions :

—Are the risk factors for developing latent CAD the same as those for overt

CAD?

—Why does age appear to be the most important risk factor for the develop-

ment of CAD?

~~How good are stress tests of heart function as predictors of subsequent coro-

nary events. such as angina (severe chest pain), myocardial infarction (heart
attack), and sudden death?

INVESTIGATOR FINDS MODEL FOR HUMAN PRESBYCUSIS

Fifty percent of the 25 million Americans over the age of 65 suffer from some
form of hearing impairment. The most prominent cause of this hearing loss is
presbycusis, which is a gradual decline in hearing ability, especially for high-
pitched sounds.

Like “senility,” presbycusis is a term whirch is applied to a set of symptoms
that may be cause by a variety of factors. Untike “senility.” it is still thought
by many to be a normal consequence of aging rather than a disease. Investigators
have little understanding of the mechanisms causing the form of hearing loss
that is attributable to old age alone.

At the Boston University School of Medicine. Martin Feldman has deve‘oped
an experimental model to study the onset and deve'opment of presbycusis as
well as the factors which influence the degree of severity of hearing problems.
Feldman’s work involves the study of age-related changes in the rat cochlea,
that part of the inner ear equipped with anditory nerve cells which transiate
sound into messages sent to the brain. Each of these tiny specialized cells is
lined with microscopic hairs which are stimulated by sound. Jn the rats he has
observed. as.in human presbycusis, Feldman finds that there is a progressive
loss of these tiny hairs over time.

Feldman’s research may eventually lead to a better understanding and manage-
ment of hearing impairment in the aged.

NIA GRANTEE EXPLORES SLEEP AND SLEEPINESS

It is not unusval to hear of elderly people complaining abhont the amount of
sleep they do-—or do not-—get. It has been known for over a decade that night-
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time wakefulness and the number of awakenings increase as a person ages.
What causes older people to experience disrupted, fragmented sleep during the
night? Do people need less sleep as they age? What effects do sleep and wake-
fulness have on a person’s ability to function during the day? And why is it
that some older people don’t seem to have any complaints about their sleep?

With support from the NIA, William Dement is conducting a detailed explora-
tion of sleep and wakefulness in older people at the Stanford University Sleep
Research Center. What he finds is that the ability—rather than the need—to
sleep decreases over time. Furthermore, nearly all older people awaken frequently
during the night, including those who feel that they are getting “a good night's
sleep.”

In the initial stages of their study, Dement and his colleagues selected and
examined as many as 100 healthy individuals between the ages of 62 and 86
who had no specific complaints related to sleeplessness or sleepiness. In order
to obtain information on nighttime sleep and to evaluate daytime alertness, the
researchers monitored bodily and brain functions around-the-clock for 48 hours.

The most notable finding in the early part of this project was that more than
35 percent of the elderly volunteers experienced numerous episodes of respira-
tory disturbance while asleep. From several score to several hundred times per
hour, these subjects would stop breathing, awaken briefly during the period of
stalled breathing, and resume normal respiration without ever being aware
of the problem. Those subjects whose sleep was most radically disturbed by
these episodes of “sleep apnea” were also the sleepiest during the daytime.

Dement’s initial observations suggest that old people are frequently the
victims of sleep apnea syndrome and that they suffer considerable daytime
consequences. In fact, Dement speculates that the decrease in daytime alert-
ness associated with sleep-related respiratory disturbance may lead to increased
risk of accidents among the elderly, and may even be mislabeled as “senility” in
extreme cases. There is also some suggestion that disturbed breathing may lead
to other physical problems. Epidemiological evidence from Italy has shown a
highly significant association between heavy snoring (which is the primary
characteristic of one type of sleep apnea) and cardiovascular diseases. More-
over, prescribing sleeping pills to the elderly might further depress breathing
and heighten the risk of sudden death during sleep.

Clearly, future work from the Sleep Research Center will take on mcreasmg
clinical significance as Dement and his colleagues explore the relationships
among sleep/wake patterns, health and longevity.

INTELLIGENCE CAN IMPROVE WITH AGE

The idea that certain changes in cognition can be expected as part of the
normal aging process is widespread. People who study human development
have long believed that the functioning of the human mind levels off and even-
tually declines throughout the adult years. Today, the growing number of
healthy, active adults surviving into their seventies and beyond challenges this
negative sterotype of old age—so, too, do longitudinal research studies that
have been tracing changes in the same people as they age.

K. Warner Schaie, Director of the Gerontology Research Institute at the
University of Southern California, recently completed a 21-year study of in-
tellectual performance in aging adults. This research received support in its
final years from the NTA. During the course of the study, Schaie and his col-
leagues examined several thousand healthy, community-living volunteers rang-
ing in age from 22 to 81 years. Subjects were called back at 7-year intervals for
retesting. The most positive and provocative finding of this work is that at all
ages the majority of people studied maintained their levels of intellectual com-
petence—or actually improved-—as they grew older.

Between the ages of 60 and 67, less than 30 percent of the subjects showed
a dropoff in mental and psychological nerformance. Amonge the older age groups—
subjects who moved from their eighth decade to their ninth decade during the
course of the study—between 35 and 44 percent showed some decline. Interest-
ingly enough, there was a significant minority in each age range who continued
to improve. Even between the ages of 74 and 81, almost 10 percent of the people
tested performed better than they had at younger ages. Schaie’s findings come
a long way from the previously-held belief that intelligence peaks at age 16 and
then declines because of aging!

Schaie’s analysis of his data by sex, cohort (groups of people born around
the same time), and ability to perform on selected tests (such as verbal meaning,
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spatial orientation, inductive reasoning, mathematical ability, and word fluency)
show no single uniform pattern across the adult lifespan. There are vast differ-
ences in intellectual change as people age, yet Schaie’s work has begun to shed
some light on what factors might be implicated in individuval variations. First of
all, it appears that such physical conditions as cardiovascular disease can
undermine cognitive function (see Special Report on Aging: 1979). Secondly, it
is clear that people who are raised in advantaged socio-economic environments
are more apt to attain high levels of intellectual functioning and to maintain such
function into old age. Thirdly, it appears that middle-aged people whose life-
styles and attitudes are flexible are likely to maintain their intellectual abilities
later in life. The evidence that changes in the environment and in education can
affect intelligence in old age is of extreme interest to the scientific community
and a source of hope for future generations.

RESEARCH APPROACHES A MORE ACCURATE DIAGNOSIS OF DEMENTIA

‘What happens when an old person starts to show signs of “senility”? With
luck, someone-—perhaps a relative—will realize the importance of going to a
physician to find out what is causing the problem, if it is curable and, if it is
not, what can be done to help.

The first health professional the victim contacts is likely to be an internist, a
geriatrician, or a general practitioner. Because of the variety of conditions that
can cause what is medically known as senile dementia—and also because of the
wide range of symptoms—the patient may eventually consult or be examined
by a neurologist, a psychiatrist, a psychologist, a radiologist and/or a soecial
worker. Before the family is satisfied that the examination has. been complete,
they might be exposed to the terminology used by various specialists: senile de-
mentia, Alzheimer’s disease, organic brain syndrome, brain failure and senile
psvchosis. The accurate diagnosis of “senility,” by whateve~ name, is clearly a
challenge for physicians. But are health professionals from various disciplines
using the same guidelines to examine patients, make diagnoses, and develop
courses of treatment?

According to a study at the Philadelphia Geriatric Center, professionals from
different clinical discinlines generally agree in the diagnosis of senile dementia.
NIA grantee Samuel Granick has found that despite their dependence cn the
tools of their individual specialties. almost all of the clinicians involved in his
research felt that severe memory loss, disorientation and a decline in mental
functions are the most distinctive svmptoms of senile dementia. The physicians
studied conducted extensive medical, social and behavioral evaluations of 111
elderly volunteers.

Ag part of their research, Granick and his colleagues also developed a list of
141 medical and psychological factors which can be used to detect senile dementia
in its earliest stages. This list included a few purely medical variables, such as
a history of heart problems, which might distinguish individuals with moderate
to severe forms of dementia from nondemented subjects. None of these medical
factors were sensitive enough to detect mild forms of dementia. On the other
hand. tests which measured aspects of psychological function showed the exten-
sive #nd seriously deteriorative effects of senile dementia. Combining psychologi-
cal tests made it possible to single out patients who were only mildly demented.
According to Granick, performance on hehavioral or psyvchological tests would
appear to be more useful than the standard medical and biochemical measures
currently used in the diagnosis of senile dementia.

Granick further refined his list of factors and came up with 15 variables—
most of which deal with the quality of intellectual function—which together can
serve as a basis for the diagnosis of senile dementia. Using a step-by-step process
to measure such functions as mental status and memory. Granick accurately
classified 93 percent of a smaller group of volunteers in the study as either mildly
demented. suffering from moderate to severe dementia. or nondemented.

Since there has never been a single reliable and valid test to diagnose senile
dementia in its earliest stages, Granick’s work may prove extremely useful to
physicians.

STRESS IS VIEWED FROM A NEW PERSPECTIVE

Scientific research has traditionally suggested that stress associated with such
major life events as marriage, childbirth. or the death of a loved one can affect
gener~l he~lth. NTA grantee Richard S. Lazarus. working at the University
of California, Berkeley, finds that it may not he the events themselves which
produce stress, but how the individual evaluates and copes with them.
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Lazarus and bis colleagues assessed some of the emotional responses of 100
men and women 45 to 64 vears of age to daily stresses as well as major life events.
Subjects kept a daily log and responded to questionnaires and interviews ahout
sources of stress. from minor annevanees to major problems, and how they felt—
happy. excited. guilty. or fearful, for example.

Lazarus found that the frequency of the irritations of everyday life—such as
traffic jams, broken appointments., or not having enough time—as well as the
uplifts, were more powerfnl predietors of psychological and physical health and
morale than were major life events.

A subject’s view of a problem had an important impact on coping. Participants
who felt they could change a situation tended to use problem-solving approaches,
rather than emotion-focused responses such as seeking sympathy, feeling bad, or
blaming themselves. .

Counter to some long-held theories that individuals have set patterns of coping,
the study participants varied greatly in their coning techniques. They used hoth
problem-solving techniques and emotion-regulating responses (such as positive
thinking, denial, avoidance. and humor) in virtually every stressful encounter.
In general, age or sex did not affect coping behavior.

Depressed persons in this study faced the same types of problems as nonde-
pressed persons. but tended to require more information before they could act.
They employed fewer problem-solving techniques. sought more emontional support
at work, and engaged in more wishful thinking and self-blame at home.

By examining coping and stress and how ways of coping might affect—or be
affected by—general health. the researchers hope to lay a foundation of knowl-
edge useful in teaching coping skills in later life.

COPING BEHAVIOR RELATES MORE TO KIND OF STRESSES ENCOUNTERED THAN TO AGING

Another NIA study on stress has examined whether older people tend to use
escapist fantasy, hostile reactions, denial, and withdrawal in dealing with life
stresses. :

The notion that they use such primitive and passive mechanisms of coping is
common. But scientists in the GRC Stress and Coping Section find that middle-
aged and older adutls in the BI.SA tend to resort somewhat less often than young
adults do to escapist fantasy, wishful thinking, and hostile reactions in dealing
with stresses.

One reason why erroneous notions about old age arise is that the stresses in
this phase of life are different from or occur with greater frequency than those in
younger adulthood. Therefore, coping responses in this period may not be charac-
teristic of old age but of the type of stress older people encounter, according to
Robert M. McCrae and Paul Costa.

To test this theory, McCrae and Costa established three categories of life
stress: (1) threats—events that involve a present or future danger, such as
chronic illness, being sued, and problems in finding a job; (2) losses-—events that
require adaptation to some harm that has already occurred, such as the death of
a parent, marital separation, or robbery; and (3) challenges—events that open
up favorable but taxing opportunities, such as a new career, pregnancy, or elec-
tion to office. .

Participating in the study were 154 men and 101 women divided into thrge age
groups: 24 to 49, 50 to 64, and 65 to 91. Participants completed a checklist of
recent events in their lives. From each completed list, the investigators chose a
particular event. A list of ways of coping was presented and pax:ticipants were
asked to indicate if they had ever used one or another of the coping methods to
deal with the selected life event.

The results showed a number of ways in which individuals in the three age
groups coped differently. For example, older participants teqded to use less posi-
tive thinking, self-blame, and humor than did younger participants. The elderly
were more likely to take things one step at a time. .

However, although the use of coping mechanisms was different in the three
age groups, age itself was not responsible for most of the results: Instead,.the
findings reflect the fact that individuals of different ages face different kinds
of stress. . .

The data indicated that the older age group experienced fewer challenges and
more threats than the younger groups did. Losses occurred with about equal fre-

ncy at all ages.
qu’i‘hfzyBLSA gata also show that the type of stress influences the selection. of
coping mechanism. For example, coping by taking rational action or by using
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_ humor is more frequent when the stress is a challenge than when it.is a loss.
Faith is a more common choice when the stress is a threat. - | :
When these factors are taken into account, most of the age variations in coping
disappear. Coping seems to differ by age group because of differences in the
stresses encountered. .

THE DEATH OF A SPOUSE CAN AFFECT LONGEVITY

Social scientists have long speculated that the grief which follows the death
of a spouse causes as much, if not more, stress than any other event in a person’s
life. In fact, the suggestion has been made that such stress can lead to the pre-
mature death of the survivor.

In a recent study by The Johns Hopkins University, NTA grantee Knud Helsing
expended the scope of previous studies and took a closer look at the effect of
bereavement on mortality. According to Helsing. the death of a spouse can take
as great a toll on the survivor as social scientists have always suspected, but
only on men.

Comparing more than 4,000 widowed people between the ages of 18 and 64 to
married people of the same age, Helsing found that widowed men were more
likely to die prematurely. The same did not hold true for the widowed women in
the study.

Helsing’s work also debunks certain myths about bereavement. The first 6
months after the death of a spouse—perhaps the most intense period of grief—
did not show a significant increase in mortality among either men or women.
The death rate for widowed males remained higher than in the married popula-
tion during the 12 years that Helsing followed them.

Helsing and his colleagues also took a closer look at the lifestyles of the people
they studied. When there was some social support during the period of grieving
and beyond, there were fewer deaths. Social support could mean anything from
remarrying to living with a relative or friend or going to church regularly.

Numerous scientific studies have attempted to determine why a women’s life
expectancy at birth is greater than a man’s. Perhaps further studies will find
out why this advantage women seem to enjoy extends even to periods of
bereavement. - .

WOMEN’S RETIREMENT DECISIONS STUDIED

‘With the long-term trend toward increased labor force participation by women,
questions about women’s retirement are pressing. What, for instance, are the
implications of a woman’s work history pattern, and how does her pattern relate
to that of her hushand? - .

NIA grantee Angela M. O’'Rand, working at Duke Universify. analyzed findings
from the Social Security Administration’s "Longitudinal Retirement History
Studv on retirement patterns of husbands and wives as well as individuals. She
found that joint retirement is common among couples in which both the husband
and wife have worked extensivelv. In addition. couples in this sample were found
to retire largely in response to the age. health status. pension coverage, or other
characteristic of the husband rather than the wife. When men and women were
compared as individuals, economic factors tended to influence men’s retirement
decisions while status factors, such as occupational prestige, tended to influence
women, coe :

Current studies are tracking a different generation of women who, despite
family responsibilities, are staying in the work force longer. An understanding
of work and retirement patterns may help pension policies adapt to social,
economic, and population changes.

A LARGE FAMILY MAY MEAN MORE ATTENTION FOR AGING PARENTS

Do large families provide more emotional and physical support than small
families do for parents as they grow older? NIA grantees Joan Aldous and David
Klein recently examined the relationship between family size and the frequency
and quality of contacts between parents and their adult children who have left
home. At the University of Notre Dame. Aldous and Klein surveyed 124 families
drawn from a sample of the University's graduates. Most of the parents were in
their sixties. The families ranged in size from 1 to 11 children, some of whom
still lived at home.

Aldous and Klein found that physical sunport per child was greater in the
larger families. Of the children who had left home, those from larger families
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were more likely to help with shopping, transportation and housework. In all of
the families surveyed, the parents were more apt to receive than give comfort,
sympathy, and advice, although one-third of the parents felt that their adult
children should discuss important decisions with them.

In all of the families, many of the children who left home remained close; half
lived within an hour’s drive of their parents. Those parents who had more fre-
guent contacts with their own parents and siblings during the child-rearing
years more often expressed disappointment in the quality of contact with their
children, possibly because their expectations were higher. However, those same
parents also tended to report greater contact with their children who had left
home. Two-fifths of all the parents said they would like more contacts with their
children.

With the decline in family size, the growing proportion of women in the work
force full-time, and the increase in divorce and remarriage, it is of great impor-
tance to learn more about the effect of family relationships on the health and
well-being of older people.

NIA DEVELOPS COMPUTER MODEL OF THE ECONOMY

The long-term nature of a social security system’s processes and commitments
make it extremely sensitive to economiec and population changes. For example,
the retirement income system will have to adapt to changing fertility rates and
life expectancy in the coming years. In considering alternative approaches, it is
important to have a means of predicting the impact of various social and eco-
nomic factors on the retirement income system. The NIA Epidemiology, Demog-
raphy, and Biometry Program has therefore funded the development of an exten-
sive computer model that can simulate the behavior of the economy given various
sets of assumptions. This Demographic Macroeconomic Model, as it is called, has
the capacity for projecting shifts in economic growth, the labor market, and the
major components of the retirement income system. The model also allows an

" examination of the interrelationship between the Social Security system and
private pension plans.

FUNDS FOR PROGRAMS ON AGING
[in thousands of dollars}

1982
1978 1979 1980 1981  estimate

Public Health Service: National Institutes of Health: National
Institute on Aging_ - e 35,057 56,472 69,725 75,649 134,186

R

1 Based on the President’s original to Congress; a current proposal for a 12-percent reduction is being con-
sidered, which, if implemented, would change this figure to $74,084.

NATIONAL INSTITUTE OF ARTHRITIS, DIABETES, AND DI(?;ESTIVE
AND KIDNEY DISEASES

The programs of the National Institute of Arthritis, Diabetes, and Digestive
and Kidney Diseases (NIADDK) encompass a wide range of common and impor-
tant chronic diseases, which affect millions of Americans and exact a devastating
toll of chronic disability, pain, financial loss and premature death, particularly
. from the aged. It is the Institute’s major mission to promote and conduct research
on the etiology, diagnosis and treatment of these diseases. Of particular interest
to the aging population, NIADDK funds research in the areas of arthritis, matu-
rity-onset (type II) diabetes, benign prostatic hyperplasia, and nutrition. In addi-
tion, the Institute’s Multipurpose Arthritis Centers and Diabetes Research and
Training Centers have educational and community demonstration programs
aimed at increasing public awareness of these diseases and their treatments.

One of the goals in the area of arthritis is to gain a better understanding of the
etiology of osteoarthritis and related joint diseases and to develop means for pre-
vention and Letter treatment. Studies are underway to develop or improve proce-
dures for repair or replacement of injured or diseased joints. Osteoporosis (loss
of bone mineral) is a condition to which aging women are particularly prone. It
results in pain, and predisposes to fractures primarily of the hip, wrist and verte-
brae, and loss of height and spinal deformity. Research is aimed toward under-
standing how factors such as postmenopausal hormone decline, lack of exercise,
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and reduced calcium levels influence the incid
disease. )

Maturity-onset diabetes tends to develop in late middle or old age. Patients
with this disease are presumed to have an inherited predisposition to this condi-
tion ; however, evidence suggests that in many individuals the clinical symptoms
of this disease can be delayed, controlled or prevented through weight control,
proper diet and exercise. New insights into these factors may aid in reducing the
numbers of persons developing this type of diabetes and may produce a better
means of control for those who do.

Studies are being conducted to determine the cause of benign prostatic hyper-
plasia (BPH), a major medical problem affecting more than 50 percent of men
by age 5C, and 90 percent by age 80. This disorder is an eventual lead-in to more
serious problems, such as chronic urinary tract obstruction and infection, kidney
disease and possibly prostatic cancer. Surgical removal of the prostate gland is
an effective treatment ; however, many aging men are poor surgical risks. Preven-
tive measures and alternate treatment methods are being sought in hopes of
reducing the incidence of BPH and its consequences.

NTADDK support in the area of nutrition research is vital. Obesity has become
a major health problem in the United States because of its direct and indirect
effects on the health of the individual. Obesity may aggravate hyptertension
and increase the risk of cardiovascular disease; it facilitates osteoarthritis of the
weight-bearing joints; and promotes the emergence of maturity-onset diabetes.
One of the goals of the NIADDK’s programs in the area of nutrition is to provide
dietary guidance to the various subgroups of the population, including the aged,
to aid in the prevention of dietary deficiencies or detrimental excesses that may
lead to various disorders. )

As the U.S. population ages, the number of people at risk for the chronic,
disabling diseases studied with NTADDK funds is expected to increase sharply.
The Institute is committed to fostering fundamental and clinical research toward
improving the Nation’s means of coping with these diseases. NTADDK funds a
varying number of grants in the disease categories mentioned. Because research
activities which specifically address the aging process are assigned to the
National Institute on Aging, NIADDK has few projects in this category. These
are listed below :

ence of problems caused by this

Fiscal year

Project No. Project title 1981 funding

5 RO1 AMI3710-4B Metabolism of testosterone (Androgens) inman_________________________ $52, 621
5 RO1 AM21190-09_ - Lifestyles and bone densities of the aged__.__ [ —— 180, 360
2 RO1 AM07912-09 Longitudinal study of pre-osteoporosis population (women). _ 156, 64n
5 RO1 AM10202-08________ Nutritional requirements of aging humans_________________ - 689, 487
5 RO1 AM28176-3B_______ Age and liver adrenergic receptor systems.....___.______________________ 63, 646
Tobal e 1,142,754

NATIONAL CANCER INSTITUTE

While the primary focus of research supported through the National Cancer
Institute does not deal specifically with aging or the elderly, this area is an
integral part of the study of cancer. It is thought, for instance, that the aging
and carcinogenic processes may be directly related. Cancer, moreover, can occur
at any age, but some cancers seem to strike particularly heavily at certain age
groups. The study of certain cancers, therefore, may result in particular interest
in the over-65 age group.

Investigation of the relationship between aging and cancer, as well as the
study of cancers of the elderly is, like all biomedical research, a slow and pain-
staking process and does not change dramatically from year to year.

DrvisioN oF CANCER BIOLOGY AND DrIAGNOSIS

Research in the Division of Cancer Biology and Diagnosis (DCBD) has been
concerned primarily with studies of abnormal, accelerated aging phenomena in
humans who have diseases characterized by inherited defects in mechanisms
which repair damaged DNA. Since DNA is the important chemical of human
chromosomes which directs the metabolism of the cells, it is crucially important
that it be maintained in an undamaged condition. The principal organs we have
been interested in are the skin and the central nervous system. One feature of
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sun-exposed aged skin in the elderly is the development of skin cancers. From
our studies of the disease xeroderma pigmentosum (XP) we have learned a great
deal about the role of DNA repair processes in the development of sunlight-
induced skin cancers. We have also learned from studies of XP that DNA
repair processes protect all normal human beings from premature death of nerve
cells. These studies zre shedding light on possible pathogenetic mechanisms re-
sponsible for the premature deaths of neurons in certain degenerative disorders
of the nervous system, e.g., Huntington’s disease. It is possible that information
gained from studies of these degenerative diseases of the nervous system may
elucidate mechanism involved in normal, as we!l as abnormal, aging of the
human brain.

There follows kelow an introduction to these topics from relevant publications:
(Robbins, J. H. and Moshell, A. N., Journal of Investigative Dermatology, volume
73, pages 102-107, 1979) (references have been deleted) :

“Xeroderma pigmentosum (XP) is an autosomal recessive disease in which
patients exposed to small amounts of sunlight rapidly manifest skin changes
resembling the chromic solar damage that occurs in normal persons who have
received excessive sun exposure over many years. Such cutaneous damage com-
prises degenerative changes, including atrophy of the epidermis; ‘“solar de-
generation” of the dermis; and development of pigmentation abnormalities; tel-
angiectases, actinic keratoses, and cutaneous malignancies. The primary patho-
genic abnormalities in XP are inherited defects in DNA repair mechanisms.
Even though individuals without XP do not have such inherited defects, it seems
highly probable that at least some of the chronic solar damage to their skin de-
velops through physicochemical pathways similar to, if not identical with, those
producing the damage in the skin of XP patients. Thus information obtained
from studies on XP patients and their cells may elucidate mechanisms resulting
in solar damage in normal persons. .

One aspect of the definition of “aging” expounded by Montagna and Parakkal
is especially pertinent to the premature development of chronic solar damage in
XP patients. “ ‘Aging’ may mean either growing old or maturation. Since (in
the former context) the word usually connotes loss of function, so-called age
changes often apply to degenerative alterations rather than to those that are an
integral part of the normal development of tissues. In this discussion, age
changes encompsass all of these, from embryonic life through senescence.” In
light of this definition, the premature solar skin degeneration in XP-patients
can properly be referred to as an abnormal aging of the skin. Similarly, the
premature death of neurons that results in the neurological abnormalities
present in certain XP patients is also properly considered an abnormal aging
process. The abnormal aging of XP skin and of the XP central nervous system
is the result of inherited defects in the patients’ DNA repair processes. However,
since XP patients differ relevantly from other human beings only by virtue of
their homozygosity for certain mutations in genes controlling DNA repair proc-
esses, we can conclude that certain levels of the functional capacity of these
gene loci are renuired for the nrevention in all normal human beings of the
premature aging that occurs in XP patients.

OFFICE OF THE DIRECTOR
OFFICE OF CANCER COMMUNICATIONS

The Information Projects Branch (TPB) of the Office of Cancer Communica-
tions, eonducts wide-ranging information planning and dissemination programs.
As such, IPB reaches specific target audiences, including the aged, with informa-
tion about cancer.

Two programs have components related to the aged :

(1) The breast cancer education program disseminates current information
ahout breast cancer to women at high risk to the disease, including those at
highest risk—women age 50 and older. Program materials are carefully devel-
oped, based on the needs of this audience. and tested to ensure their appropriate-
ness and comprehension among the target audience. Further, organizations who
have as a constituency older women—such as religious and social groups—have
been involved in helping NCI disseminate breast caneer information to the target
audienres. While this program does not exclusively reach women age 85 and over,
a fiigrln(ilﬂcant portion of the program is designed specifically for women age 50
and older.
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(2) The coping with cancer program disseminates information to patients,
their families and associates, concerning cancer diagnosis, treatment. rehabilita-
tion, continuing care, and how to cope with the disease. As most cancer patients
tend to be older, this program serves to help reach the aged more than other
groups, and often these cancer patients are most in need of supplementary in-
formation. Working with health professionals, the Coping program seeks to
provide help in coping with the disease and its treatments. While there is no
component of this program established specifically for the aged, it does serve
t}_xis population more than others, due to the nature of the disease.

CANCER INFORMATION CLEARINGHOUSE

_Inf.ormayion about cancer educational materials and patient educational mate-
rial is a significant resource to health professionals who deal with cancer and
provide care for patients and families. The Cancer Information Clearinghouse. a
service of the Office of Cancer Communications, collects information on public,
patient and professional educational materials. The Clearinghouse file contains
bibliographic information on 8,000 items useful in cancer education programs.
These citations include pamphlets, brochures, audio/visuals angd other materials
used in developing educational programs.

Health professionals, who serve public audience and patients. can ohtain
needed information on cancer prevention and treatment via published biblio-
graphics, information packages and custom searches of the Clearinghouse com-
puter data base. These services are available at no charge to health agenries and
other groups, such as medical information centers. hospital patient educators and
voluntary heatlh organizations. This approach links organizations to an informa-
tion resource and multiplies the Clearinghouse outreach efficiency while promot-
inz the effectiveness of individual organizations.

Since cancer afflicts many older Americans, educators and communications
professionals dealing with aging populations may use the Clearinghouse to learn
of new materials, keep aware of cancer subject-matter coverage and to research
the need for materials development.

Clearinghouse bibliographic publications with special value to those working
with older Americans include “Nutrition for the Cancer Patient.” “Patient Edu-
cation for Ostomates,” “Patient Rights,” “Screening and Diagnosis.” and “Cancer
Treatment.” Recently the Clearinghonse has, with the cooperation of the Na-
tional Institute on Aging, intensified the collection effort involving program and
other materials that have been specically developed for use with older Americans
with cancer. These materials will add value to the Clearinghouse collection and
will result in the Clearinghouse continuing as a significant information resource
for health professionals working with the aging.

DivisIoON OF RESOURCES, CENTERS, AND COMMUNITY ACTIVITIES
CANCER. CONTROL PROGRAM

On September 21-23, 1981, the National Cancer Institute (NCI) and the
National Institute on Aging (NTA) held a working conference: Perspectives on
Prevention and Treatment of Cancer in the Elderly. The conference was held at
the National Institutes of Health (NIH) Lister Hill Center, Bethesda, Maryland.
Conference goals were to: . L

(1) Identify, organize, and synthesize information from oncology, geriatrics,
gerontology, and relevant fields which is concerned with improving prevention,
early detection, and diagnosis of cancer in older persons, and treatment, care, and
recovery processes of elderly cancer patients.

(2) Disseminate the useful information so as to improve and strength_en prac-
tices in prevention, screening, detection, diagnosis, pretreatment evaluation, and
treatment of cancer for older persons. . .

(8) Recommend research efforts in selected areas where !mowlgd_ge is unavail-
able or ambiguous, and intervention techniques which merit additional explora-
tion and development. .

The conference was a culmination of an initiative begun in late 1979 within
the context of the cancer control mission of NCI's Division of Resources, Centers,
and Community Activities (DRCCA). DRCCA’s cancer control mission includes
the responsibility to identify, field test, evaluate, demonsfrate..nnd prgmgfe the
widespread application of available and new methods for reducing the incidence,
morbidity, and mortality from cancer. .
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The genesis of the conference grew out of a concern that use be made of the
accumulated knowledge existing in the clinical areas of cancer and aging. The
underlying notion for the conference was that the older segment of our popula-
tion requires special attention as a target group. There is ample evidence that
the majority of cancers occur in the age group over 65. More than 70 percent
of all cancer deaths occur after 60 years of age; almost 60 percent of all cancer
deaths ocenr after 65 years of age. It was felt, by NCI staff, that an examination
of the unique problems of the elderly with respect to cancer that physicians in
both fields face could create a useful knowledge base for other practicing health
professionals. NIA was invited to cosponsor the conference.

A group of 38 scientists and practitioners from the fields of oncology, geriatric
medicine, gerontology, epidemiology, and the social sciences convened to discuss
their mutual concerns regarding cancer prevention and treatment in the elderly.
Since the meeting was open to NIH staff, other interested professionals and the
general public, the working group also had the benefit of their contributions to
the dialog. In all, there were approximately 70 persons in attendance throughout
the conference days.

Conference discussion topies centered on (1) health behavior, illness behavior,
and early detection of cancer in the elderly; (2) influence of old age on cancer
patient treatment and care; (3) sensitivities of older cancer patients to conven-
tional forms of diagnosis and treatment; (4) balancing the treatment and care
priorities; and (5) socio-emotional and economic consequences of cancer for the
older person. In addition, the agenda called for addressing four specific cancers—
breast, colo-rectal, prostate, and skin. Prevention topics included monitoring and
screening issues as well as nutrition problems concomitant with both the process
of aging and the disease condition of cancer.

Deliberations in this clinically-focused conference were in the exploratory
mode. A vast range of issues that exist in both fields of cancer and aging were
discussed. The conference raised many questions regarding the current patterns
of care for elderly cancer patients and pointed out that there is a dearth of data
on many issues at the clinical interface of cancer and aging. The conference was
a good beginning to bring together a great deal of information which is con-
tinually being generated in both geriatric medicine and oncology. Research gaps
(e.g., in epidemiological studies, in clinical trials; on tumor behavior as related
to age; on pharmacokinetics and pharmacology, ete.) were identified.

A conference proceedings is being prepared for dissemination to the wider
audience of community physicians and other health care professionals (who are
neither oncologists nor geriatricians), but who have a need and desire to know
about the important medical and social considerations involved in dealing with
the older-aged person regarding cancer prevention and treatment.

NATIONAL ORGAN SITE PROGRAM

The National Organ Site Programs Branch consists of grant supported Na-
tional Projects of targeted cancer research, each project oriented toward cancer
at a specific organ site. Currently, there are National Organ Site Projects con-
cerned with cancers of the urinary bladder, large bowel, pancreas and prostate.
Although the population affected by cancers at these organ sites is broadly
based in terms of age, bladder and prostatic cancers at these organ sites is
broadly based in terms of age. bladder and prostatic cancer tend to be heavily
associated with, but not limited to, the over 65 age group.

Data from the SEER program of the Epidemiology Branch, NCI, indicate
that the median age of men and women at the times of initial diagnosis of
bladder cancer are 69 and 72 years, respectively. There are 24,100 new cases of
bladder cancer in men and 9.300 new cases in women each year. The median
survival after diagnosis is about four years. Research on bladder cancer is
being carried out under the aegis of the National Bladder Cancer Project
(NBCP), one of the NCI Organ Site Programs. Because bladder cancer is a
chronic disease which extends over a long portion of a patient’s life, as long
as 15 years, it is important that basic and clinical research take into_account
the prolonged natural history of the disease.

A close and effective relationship between basic and clinical research workers
is being fostered by the NBCP. An example of this cooperation. and of the benefi-
cial result which it can produce, is the development and use of the drug cis-
platinum in the treatment of advanced and metastatic bladder cancer. This com-
pound was first tested for its efficacy in bladder eancer in an experimental animal
test system developed through the NBCP. Persuaded by its effectiveness in this
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experimental system, the compound was tested through clinical trials, where it
was shown to be effective in patients. The next step was more extensive clinical
trials, and these are now being conducted by a collaborating group, Clinical
Collaborative Group A (CCGA), of several institutions across the country, all
working through the National Bladder Cancer Project. The organization of
CCGA is based upon the concept that bladder cancer is a relatively slow progres-
sive disease and that increased understanding of the progression for various sub-
groups of patients under treatment will contribute to improved therapy through
improved diagnosis and the classification of patients. Consequently, a basic
protocol of this group is a study of the natural history of bladder cancer in all
patients admitted by the participating physicians.

A multidisciplinary research program has been developed by the NBCP to en-
courage collaboration and effective exchange of information between clinical
and laboratory scientists engaged in studies related to bladder cancer. Studies
are supported which seek (1) to identify carcinogenic factors and develop
methods for minimizing their effects ; (2) to identity new high risk human popu-
lations; (3) to increase understanding of bladder carcinogenesis and find methods
for interfering with this process; (4) to increase knowledge of the pathogenesis
of bladder tumors and develop means for interrupting this sequence of events ;
(5) to develop improved methods of detection and diagnosis and to find better
means for matching diagnosed patients with the most effective and specific treat-
ment regimens; and (6) to identify better means for improving the quality of
life as the post-treatment interval is extended.

Information derived from studies on bladder cancer carcinogenesis is providing
a basis for promising new approaches which are being pursued. The demonstra-
tion that carcinogenesis of the urinary bladder is a multistep process, opens many
potentially important areas of research which in the future may provide informa-
tion on which the prevention of bladder cancer can be based. Worthy research
objectives relate to the development of a rapid test for bladder carcinogenesis
based on markers of preneoplastic lesions, further improvements in methods for
identifying known bladder carcinogens and their metabolites in urine, and fur-
ther development of methods of testing in the urine or other body fluids for
metabolites which have been related to bladder cardinogenesis.

The new information from laboratory studies as to the carcinogens involved
in the etiology of bladder cancer has increased the need for epidemologic studies
on varjous population groups. In many instances, relating epidemiologic results
to laboratory results increases the understanding of each. In the rapidly develop-
ing area of bladder carcinogenesis, the formats of some of the epidemiology
studies include several case-control studies in which populations having high
incidence of bladder cancer are compared with populations having low incidence
of this disease.

It is important to determine the role of seeaing from primary tumors in the
reestablishment of superticial carcinoma away from the site of the primary
tumor. The role of cytology in the proper management of spreading superficial
carcinoma of the bladder is so essential that continued efforts are being made to
develop automated procedures for the identification of populations of cancer cells
shed in the urine. Attempts to isolate a tumor-associated antigen from cancer
cells shed in the urine of bladder cancer patients has been encouraging. This
would be a useful indicator of cancer, and support of this area is continuing.

At present, transurethral resection is suitable for removing small to moderate-
sized, localized, superficial cancer lesions. When superficial lesions are numerous
or large, this form of surgery is inadequate and cystectomy is carried out. There
is a need to develop an intravesical or systemic treatment less destructive than
cystectomy. Results to date with the drug thioTEPA injected into the bladder
are encouraging, and other chemotherapeutic agents such as mitomycin are avail-
able and are being tried.

Carcinoma of the prostate is the second most common site of cancer in men,
accounting for 17 percent of malignant tumors occurring in U.S. males. The pros-
tate cancer-related death rate (15 deaths annually for every 100,000 U.S. males)
has not changed significantly over the past thirty years. In 1979 an estimated
64,000 new cases of prostatic cancer were diagnosed and over 21,000 deaths of
American men are expected from this disease. In spite of these figures, prostate
cancer has been the subject of only limited clinical and laboratory researqh
through the early 1970’s. In response to the need for a comprehensive and coordi-
nated research effort, the National Prostatic Cancer Project (NPCP) was acti-
vated in 1973, with headquarters at Roswell Park Memorial Institute, in
accordance with the objectives of the National Organ Site Program. The Project
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has developed a research program that encompasses the areas of Etiology and
Preventiou, Detection and Diagnosis, and Treatwent of prostatic cancer. The pur-
suit of targeted research through investigator-initiated efforts has resulted in
application of a broad spectrum of experimental research disciplines to prostate
cancer, as well as the development and evaluation of single and combination
therapy modalities for local, regional, and metastatic disease.

The focal point toward which the efforts of the National Prostatic Cancer
Project are directed is the prevention and improved treatment ot prostatic cancer.
T'his objective is complemented by immediate Project endeavors aimed at decreas-
ing morbidity and increasing survival time of prostate cancer victims.

The widespread use of endocrine therapy for prostatic carcinoma dates back
to its first introduction in the early 1940’s and continues to result in objective
and subjective responses in the majority of patients. However, since hormonal
therapy was unable to cure metastatic disease, the desirability of studying drugs
which may affect this type of cancer was recognized and led to the July 19:3
initiation of the Cooperative Clinical 'I'rials Program of the National Prostatic
Cancer Project. This was the first national clinical ¢cooperative program on chemo-
therapy of prostate cancer with criteria of patient randomization and clinical
response tailored to the biological characteristics, metastatic behavior, and age
of patients with this disease. Beginning with randomized studies of the effects
of single chemotherapeutic agents on patients who fail to respond or no longer
respond to conventional treatment, the program has expanded to include clinical
trials using both single agents and combinations of agents aimed at patients
with metastatic disease who are stable after previous treatment or who are pre-
viously untreated. Trials have also been initiated to determine the efficacy of
chemotherapy as adjuvants to surgery or definitive radiotherapy in patients
with earlier stages of the disease. Finally, the National Prostatic Cancer Project
supports efforts in the treatment category that are directed towards the synthesis
of compounds with specific prostate cytotoxicity. Agents with potential activity
are screened in animal, cell, and organ culture test systems, which are useful in
selection of those chemotherapeutic agents for use in Phase I and II trials.

In the detection and diagnosis category, a major effort continues to be directed
at developing and testing specific and sensitive immunochemical assays for
prostatic acid prosphatase as diagnostic tools. Identification and development
of other potentially useful biological markers are being tested. This work is sup-
ported by tissue and serum repositories which provide investigators ready access
to cell cultures, tissue samples, and sera samples from men with normal, benign
hypertrophic, and carcinomatous prostates. )

The search for factors associated with prostate cancer and a better under-
standing of the nature and history of the disease continues. Ongoing and new
projects in the Etiology and Prevention category are directed at further charac-
terization of established animal tumor models and development of new animal
models. Complementing these model systems are organ and cell culture studies
of human prostate tissue. The relating of prostatic carcinoma specific antigens
to immune mechanisms continues. To date, virologic studies of prostate cancer
have shown that viral particles do not play a significant oncogenic role in human
prostate cancer. Models of prostate cancer are being studied extensively for risk
factors associated with the development of the disease, and epidemiologic studies
are probing the relation of genealogic dietary, occupational, socioeconomic,
sexual, and medical factors to human prostate cancer.

DivisioN oF CANCER TREATMENT

The Division of Cancer Treatment sponsors research which encompasses all
aspects of the treatment of cancer. The majority of the research protocols include
patients across the age spectrum and patients over age 65 are not separated for
special treatment. However, in selected situations patients over age 65 have been
the focus of a specific research interest and these will be discussed.

The investigators in the Eastern Cooperative Oncology Group have addressed
the question of whether elderly patients experience more frequent or more severe
side effects from anti-cancer treatment. They compared patients under age 65
with patients over age 65 who had received the same chemotherapy program.
Older patients did not experience more frequent or more severe side effects com-
pared with younger patients. This ohservation supports the philosophy of in-
cluding patients in treatment protocols without regard to age if they satisfy
other criteria for receiving the specific treatment.
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In some diseases patients over age 65 have a poorer prognosis than younger

¢ patients. As an example, the Brain Tumor Study Group has documented that

patients with malignant brain tumors who are over age 65 have a shorter sur-

vival than younger patients. The group has noted improvement in survival with

administration of radiation therapy and chemotherapy, but the negative effects

of age persist even in the improved results. This is receiving continuing attention
by this group. .

In a few diseases, older patients may respond differently to therapy than
younger patients. An example is breast cancer where older patients have a more
favorable response to hormone therapy than do younger patients. Three studies
currently in progress demonstrate efforts to capitalize on this principle.

The Eastern Cooperative Oncology Group (ECOG) activated protocol 1178 in
April of 1978. It is a randomized study comparing the antiestrogen, tamoxifen,
to placebo in the surgical adjuvant therapy of patients with lymph node posi-
tive breast cancer who are 65 years of age or older. As of J uly 1981, a total of
165 patients had been entered on this study, 139 of them evaluable at the time
of the update. So far, only 13 patients have reiapsed. The study has not been
followed long enough to permit conclusions. The Group continues to enter patients
into the study.

Dr. Gianni Bonadona in Milan, Italy, under contract with the Division of
Cancer Treatment, is conducting a study in women over age 65 who have under-
gone mastectomy for breast cancer and who have involved axillary lymph nodes.
The randomized trial compares combination chemotherapy consisting of cyelo-
phosphamide, methotrexate, and 5-fluorouracil (CMF) with CMF plus the anti-
estrogen tamoxifen. The study is continuing to accrue patients. Again, the fol-
lowup is too short to allow meaningful analysis of treatment results.

The Carcinogenesis Extramural Program has awarded grants concerned with
the nutritional and metabolic changes responsible for the increased tumor incid-
ence which occurs in advanced age. Studies conducted in animals assess dietary
influence on survival patterns and mortality rates and analyze the mechanisms
by which long term dietary restriction decreases tumor incidence and growth.

The Field Studies and Statistics Program supports epidemiologic research
designated to generate and test ideas concerning the origins of cancer by study-

- Ing environmental and genetic factors that contribute to the oceurrence of the
disease. Studies attempt to identify groups of persons at high risk of cancer and
test hypotheses that relate to specific risk factors. Data are collected and ana-
Iyzed on cancer incidence by geographic location, race, age, economic status and
occupation. These studies are not primarily geared toward aging ; however, they
have shown that the incidence of cancer rises sharply with age. Analysis is
made of age curves for the various cancer sites to provide precise information
on how the risk of cancer varies with advancing age. The Surveillance, Epidemi-
ology and End Results Program (SEER), covering approximately 109, of the
U.8. population has produced data that shows more than one-half of the cancers
occur among persons 65 years of age and older.

Through ecase-control and cohort studies the Field Studies and Statistics Pro-
gram attempts to determine what age groups are especially vulnerable to car-
cinogenic hazards, including chemical agents and ionizing radiation and gain a
better understanding of the mechanism involved in carcinogenesis and how the
aging process may increase the risk of cancer to those exposed to known car-
elnogens. To clarify the mechanisms responsible for the link between cancer and
aging. the Program conducts studies of population groups with conspicuous de-
fects that may be more subtly associated with the aging process.

D1visioN OF CANCER CAUSE AND PREVENTION

Cancer is a disease which increases in frequency with aging and appears to
share characteristics associated with the process of aging, i.e., modifications of
cell regulation. Studies of basic mechanisms involved in the carcinogenic process
conducted by the Lahoratories of the Carcinogenesis Intramural Program can
be expected to provide insight into the aging process, and to lead to better
approaches toward prevention of tumors, particularly those which affect the aged.

The Laboratory of Cellular and Molecular Biology conducts research on tumors
found predominantly in older age groups. The major research goals of this
Laboratory are to determine the etiology of naturally occurring cancers, to
elucidate mechanisms of transformation by carcinogenic agents and environ-

mental influences, and to develop strategies capable of preventing natural and
induced cancers.
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The Laboratory of Viral Carcinogenesis performs studies which produce sig-
nificant by-prdouct data applicable to studies on aging and indirectly to the
diagnosis, prevention, and treatment of cancer which, by its nature, eventually
affects the elderlv population. For example, the examination of the genetic con-
trol of information related to oncogenic retroviruses found in the DNA of
primates, including man, is leading to greater understanding concerning the
etiology of certain cancers, the susceptibility or resistance of hosts to the progres-
sion of cancer, and ultimately to the manner in which nonmalignant alterations
in cellular physiology affect the status of the aging host.

Current studies in the Lahoratory of Experimental Pathology investigate the
synergistic effects of chemical carcinogens and their role in the induction of neo-
plastic transformation. The Laboratory of Comparative Carcinogenesis is con-
ducting studies on the development of cancer in association with age-related
preneoplastic lesions in animals and humans and on chemoprevention of prostate
cancer in an animal model of latent carcinoma. Aging ACI rats, with a high
incidence of latent prostatic cancer and preneopalstic lesions and future elinical
cancer, are being fed diets containing one of three retinoids to determine the
effect of the development of prostatic cancer. The T.ahoratory of Biology is
concerned primarily with modulation of the process leading to malignancy. The
ability to induce neoplastic transformation is being correlated with the age of
the cell culture and uses normal cels derived from individuals of different ages.

Research in the Laboratory of Molecular Carcinegenesis has been concerned
primarily with studies of escape from aging or the senescence phenomena in
neoplastic cells. One important characteristic of tumor cells is their continuous
and unlimited growth, i.e., escape from senescence. All normal human diploid
cells show a limited life span or a limited number of cell generations when propa-
gated in eulture. This phenomena is called senescence or aging of the cells and is
considered analogous to the aging of individuals. This Laboratory has also
studied cells of patients who have zenetic diseases characterized by abnormal,
accelerated aging and a higher incidence of cancer.

The Carcinogenesis Extramural Program has awarded grants concerned with
the nutritional and metabolic changes responsihle for the increased tumor inei-
dence which occurs in advanced age. Studies conducted in animals assess dietary
influence on survival patterns and mortality rates and analyze the mechanisms
by whirh long term dietary restriction decreases tumor incidence and growth.

The Field Studies and Statistics Program supports epidemiologic research
designated to generate and test ideas concerning the origins of cancer by studying
environmental and genetic factors that contribute to the ocurrence of the disease.
Studies attempt to identify groups of persons at high risk of cancer and test
hypotheses that relate to specific risk factors. Data are collected and analyzed
on eancer incidence by geographic location, race, age, economic status and occu-
pation. These studie§ are not primarly geared toward aging; however, they have
shown that the incidence of cancer rises sharply with age. Analysis is made of
age curves for the various cancer sites to provide precise information on how the
risk of cancer varies with advancing age. The Surveillance, Epidemiology and
End Results Program (SEER), covering approximately 10 percent of the United
States population has produced data that shows more than one-half of the cancers
occur among persons 65 years of age and older.

Through case-control and cohort studies the Field Studies and Statistics Pro-
gram attempts to determine what age groups are especially vulnerable to carcino-
genic hazards, including chemical agents and ionizing radiation and gain a better
understanding of the mechanism involved in carcinogenesis and how the aging
process may increase the risk of cancer to those exposed to known carcinogens.
To clarify the mechanisms responsible for the link between cancer and aging, the
Program conducts studies of population groups with conspicuous defects that
may be more subtly associated with the aging process.

NATIONAL CENTER FOR HEALTH STATISTICS
GoALs AND OBJECTIVES

The National Center for Health Statistics collects, analyzes, and disseminates
national health statistics on vital events and health activities, including health
status, morbidity, health resources, and health costs. Although the Center does
not operate collection or analytical programs devoted to aging per se, tl}e.Center
does collect and analyze data on aging as part of its broader responsibility to
produce statistics on the Nation’s health. -

89-645 0 - 82 - 14
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The Center collects health data about the entire population, regardless of age,
and disseminates it through public-use data tapes (where the age of each subject
is available) and reports in the Vital and Health Statistics series (where the
category “age 65 and over” is presented at the minimum). The goals of the
Center’s analytical efforts are varied, ranging from general description, to gen-
erating hypotheses for future study, to testing of specific hypotheses. In view of
the Center’s role as the government’s principal general-purpose health statistics
organization, the majority of its reports fall into the general description category
atlhough some in-depth analyses are conducted. Most of the Center’s collection
and analysis activities include the elderly as one segment of the Nation’s popula-
tion. Analyses which focus solely on the elderly or on health problems most prev-
alent among the elderly (e.g., stroke, osteoporosis) are conducted on an ad hoe
basig. -

PROGRAM ACTIVITIES

The Center’s 1981 program activities specifically related to aging include data
collection and analysis as described below. .

DATA COLLECTION : NHANES I EPIDEMIOLOGIC FOLLOWUP SURVEY

The objective of the NHANES I Epidemiologic Followup Survey is to obtain
longitudinal data on the health of a nationwide sample of persons aged 33 and
over. The data will be collected on a sample of 14,000 examinees who were aged
25-74 when they were respondents to the National Health and Nutrition Exami-
nation Survey (NHANES) conducted by the Center during 1971-74. The Epi-
demiologic Followup Survey will focus on how factors previously measured in
the earlier survey (through extensive physical examination) relate to health
conditions that have developed since that time. Information concerning those
- members of the original survey population who died will be obtained by using
the National Death Index. Data available from the Survey can be used to analvze
long-term outcomes of environment and personal health practices on health
status and use of health services.

The Followup Survey is being funded by the National Institute on Aging (with
additional support from other Institutes of the National Institutes of Health)
and by the Alcohol, Drug Abuse and Mental Health Administration. Activities
in fiscal year 1981 consisted of developing the questionnaires and procedures for
data collection and for tracing the original survey population based on addresses
obtained at the time of the 1971-74 NHANES I Survey. The pretest and national
data collection for the Epidemiologic Followup Survey will be conducted in
1982 ; public-use data tapes should be availablein late 1984.

ANALYSIS (COMPLETED) : CHAIQ:GE IN MORTALITY AMONG THE ELDERLY,
UNITED STATES: 1940-78

The objective of this activity is to analyze changes in mortality among the
elderly by examining age- and sex-specific death rates over the period 1940-78
* and cause-specific rates from 1950-78. This report marks the first time that na-
tional mortality rates for the elderly have been analyzed and published in such
great detail. A summary of this analysis is included in a chapter of the 1981
edition of the Center’s annual report to Congress, Health, United States.

ANALYSIS (COMPLETED) : CHARACTERISTICS OF NURSING HOME RESIDENTS,
HEALTH STATUS, AND CARE RECEIVED

The objective of this activity is to describe the utilization and health status
characteristics of nursing home residents in 1977 by major demographic charac-
teristics, such as age, sex, and race or ethnicity. The data are examined from
two perspectives: the health status of the resident and service characteristics of
the facility.

AY

ANALYSIS (COMPLETED) : DISCHARGES FROM NURSING HOMES

The objective of this activity is to describe the characteristics of persons dis-
charged from nursing homes during 1976. This report marks the first time that
national data on completed episodes of care in nursing homes are available.
Data are presented in terms of discharge status (live or dead) and duration of
stay, according to demographic characteristics, health status, health services
received, and primary source of payment.
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ANALYSIS (COMPLETED) : HEALTH CHARACTERISTICS OF PERSONS WITH
CHRONIC ACTIVITY LIMITATIONS

The objiective of this activity is to describe the demographic and health char-
acteristics of noninstitutionalized persons with chronic activity limitations. It
is based on data from the 1977 National Health Intreview Survey.

ANALYSIS (COMPLETED) : STATE VARIATION IN LONG-TERM CARE FORE THE ELDERLY

The objective of this activity is to deseribe the living arrangements and demo-
graphic and health characteristics of the elderly living in the community in five
States and compare this information to nursing home utilization rates. This
analysis is a chapter in the Center’s 1981 report to Congress, Health, United
States.

ANALYSIS (COMPLETED) : STROKE SURVIVORS AMONG THE NONINSTITUTIONALIZED
POPULATION 20 YEARS OF AGE AND OVER

The general objective of this activity is to present a brief description of the
prevalence of stroke in the United States based on data from the 1977 National
Health Interview Survey. The analysis describes persons who have had stroke-
related symptoms and examines the relationship between selected chronic condi-
tions and stroke.

ANALYSIS (COMPLETED) : USE OF HEALTH SERVICES BY WOMEN 65 YEARS OF AGE
AND OVER

The objective of this activity is to describe the use of office-based physicians,
short-stay hospitals, and nursing homes by elderly women. Patterns of use are
analyzed by demographic characteristics and condition of the patients, services
provided, and outcome.

ANALYSIS (IN PROGRESS) : BASIC ANALYSIS OF COUNTY DATA ON MORTALITY RATES
FOR STROKE AND HEART DISEASE

The objective of this activity is to analyze data at the county level on the
mortality rates of stroke and heart disease to determine whether the decline in
mortality rates for stroke is a decline in actual prevalence or merely in case
fatality.

ANALYSIS (IN PROGRESS) : RELATIONSHIP BETWEEN FLUORIDE AND OSTEOPOROSIS
USING DATA FROM TWO NATIONAL PROBABILITY SURVEYS

The objective of this activity is to examine the hypothesis that fluoridated
water protects against osteoporosis by analyzing national data on persons 40
yvears of age and over from the National Health Interview Survey and the
NHANES.

EXPENDITURES

Expenditures for the NHANES I Epidemiologic Followup Survey in Fiscal
Year 1981 were approximately $950,000. Total cost of the entire data collection
effort is estimated at $4.2 million.

Expenditures for the staff time to conduct the analyses described above were
approximately $134,000 in fiscal year 1981.

NATIONAL EYE INSTITUTE
I. AGENCYWIDE MISSION, GOALS, AND/OR OBJECTIVES

The National Eye Institute (NEI) supports and conducts basic and clinical
research on the causes, diagnosis, and treatment of blinding and disabling eye
disorders. New knowledge about the normal and abnormal structures and func-
tions of the eye and visual system is essential to understanding the causes of
blindness and other visual impairments and disabilities and improving their
prevention, diagnosis, and treatment. Ocular disorders which are common in the
elderly and which are actively being researched by NEI-supported scientists
include senile macular degeneration, cataract, diabetic retinopathy, and
glaucoma.
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II. NEI AGING-RELATED RESEARCH BY PROGRAM
A. RETINAL AND CHOROIDAL DISEASES PROGRAM-—MACULAR DEGENERATION SUBPROGRAM
1. Objectives

Macular degeneration associated with aging accounts for- approximately 13
percent of all new cases of blindness occurring annually. Diseases of the macula
affect the central, high visual acuity area of the retina. The primary objectives
of the Macular Degeneration subprogram are to: (1) determine the causes of
this common and serious disorder; (2) understand the anatomical. physiological,
biochemieal, and nutritive interrelationships among the retina, the choroid, and
other eye tissues in both the normal and abnormal state; (3) improve the diag-
nosis and treatment of the various forms of macular disease. 4

2. Current and Planned Activities

(a) Major activities (fiscal year 1981) have included :

Maculer photocoagulation study.—The objective of this clinical trial is to
determine whether the use of argon laser photocoagulation to obliterate new
blood vessels that develop outside the foveal region is of value in preventing per-
manent loss of central visual function in patients with senile macular degenera-
tion (SMD). Approximately 600 patients with SMD will be followed for up to five
years. This research is being done at 12 clinics located around the United States.
If laser treatment of SMD proves successful this would mean that the retirement
years of millions of Americans might not be hampered by the inability to read or
move about unaided.

Because it is not possible to obtain diseased human retinal tissue by biopsy for
anatomic, physiologic, and biochemical studies, the development of animal models
for macular degeneration would provide new routes of investigation. An experi-
mental model of maculopathy using nonhuman primates is being developed.

To understand the pathological changes which take place in SMD, eclinico-
pathological studies of age-related changes in the neural retina, retinal pigment
epithelium, and choroid are needed. One NEI grantee has access to over 100 aging
rhesus monkeys which are providing a unique opportunity to study the early
changes in SMD. The results of studying the visual function of these animals
while they are alive will be correlated with histologic and electron microscopic
observations of the retina after death.

(b) Major planned activities (fiscal year 1982 and beyond) include:

Efforts to develop a reliable animal model of SMD will be continued. In addi-
tion, attempts will be made to study, using the most advanced biochemical and
physiological techniques, the effects of aging on the retina and choroid. especially
how aging causes new abnormal blood vessels to form. Because attempts at grow-
ing retinal cells in culture are increasingly successful, biological studies of the
pigmented epithelial cells appear more promising.

3. Major Progress Highlights

Initiation of the Macular Photocoagulation Study and the recruitment of eligi-
ble patients for participation in the study.

Longitudinal studies of the clinical, histological and visual acuity changes in
the macula of a large colony of monkeys.

B. CATARACT PROGRAM—SENILE CATARACT SUBPROGRAM
1. Objectives

Senile cataract is the opacification of the human lens that occurs with aging.
The major objectives of this subprogram are (1) to determine the cause(s) and
pathogenesis of senile cataract including its risk factors, and (2) to seek means
to prevent, delay the progress of, or reverse the cataractous process.

2. Current and Planned Activities

(a) Major current activities (fiscal year 1981) have included :

Cooperative Cataract Research Group.—The CCRG is a consortium of 21 cata-
ract research groups that has been formed to facilitate human senile cataract
studies by a uniform classification system, a computerized data base accessible to
all participants, and broadly available lens samples.
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Ext;amura} research support (major topics) :

—Blochemlcal studies of the progressive decrease in soluble proteins with age

in the normal human lens.

—Role of the plasma membrane cytoskeleton in the cataractous process.

—Role of oxidants formed in vivo, such as superoxide anions, hydrogen

pe:‘l(?xi;le, lipid peroxides and hydroperoxides, singlet oxygen, and hydroxyl
radicals. -

—Association between the prevalence of cataract in human populations and

high levels of ultraviolet radiation and sunlight.

(b) Major planned activities (fiscal year 1982 and beyond) dinclude:

The NEI will increase its support of basic and clinical research on the relation-
ship of senile cataract and systemic aging in Loth its intramural and extramural
programs. Topics to receive the highest priority for funding include the
following :

—Study of the natural history of the cataractous process and of risk factors.

—Further study of the molecular architecture, biochemical composition, func-

tion and fate of the plasma membrane of normal and cataractous human
lens fiber cells, and of the interaction between the plasma membrane and the
cytoskeletal and soluble lens proteins. .
—~Composition and three-dimensional organization of the fiber cell
cytoskeleton. . .

—Characterization of the light scattering entities of the cataractous lens using

noninvasive techniques.

—Study of the antioxidant defense mechanisms of the lens, including relevant

enzyme kinetics.

—Role of environmental factors such as ultraviolet light and nutrients.

—Development of an in vitro culture system for the human lens.

—Systems for better classifying cataractous lenses.

3. Major Progress Highlights

The establishment of the Cooperative Cataract Research Group has stimulated
collaborative research on senile cataract and greatly facilitated studies on the
human lens. Improved systems for classification of lens opacities developed by the
CCRG have permitted a more accurate correlation between specific kinds of
cataract and their structural and chemical characteristies.

The development of a slit-lamp camera densitometric apparatus is a major
advance in cataract research. This instrument allows the clinician and scientist
to localize the lens opactity accurately in vivo, determine its dimensions, and
follow the progress of the cataract over time.

Identification of a progressive decrease in soluble protein and in increase in
the amount of insoluble protein with aging of the normal human lens.

Induction of cataracts by exposing animals to ultraviolet light and demonstra-
tion that sunlight causes a yellowing of the human lens in the presence of added
tryptophan.

C. CATARACT PROGRAM——DIABETIC AND METABOLIC CATARACT SUBPROGRAM

1. Objectives

The overall objectives of research in diabetic and metabolic cataracts are to
understand and identify the factors involved in the development of these cata-
racts and devise means of delaying and preventing their formation. Specific
objectives of this subprogram include the following :

—To develop effective drugs which will slow or block the development of

diabetic cataracts in humans.

—To evaluate the safety and efficacy of drugs used in delaying or preventing

diabetic cataracts. .

—To establish cell lines in tissue culture from cataracts of different etiology.

—To elucidate further that diabetes can hasten the development of senile

cataracts. '

—To establish the role of nutrition in human senile cataracts through epide-

miological studies.

—To develop additional animal models in the study of diabetic and metabolic

cataracts.
2. Current and Planned Activities

(a) Major current activities (fiscal year 1981) have included :
Support of intramural and extramural research on sugar cataracts either pro-
duced experimentally or in some animal models with congenital diabetes.
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Assessment of the importance of aldose reductase and development and evalua-
tion of the efficiency of aldose reductase inhibitors in delaying sugar cataracts.

(b) Major planned activities (fiscal year 1982 and beyond) include:

Studies of enzymology, blood chemistry, lens swelling, toxicology, and bio-
chemistry will be extended and intensified to define further the etiology and
pathogenesis of diabetic and metabolic cataract. These studies will involve cel-
lular and animal models. Epidemiologic studies and efforts to improve diagnosis,
treatment, and management will be initiated.

3. Major Progress Highlights

Cell lines from different types of cataractous lenses have been established by
means of tissue culture techniques. Such an approach will permit biochemical
characterization of the disease process not only in animal models but in human
genetic cataracts which are infrequently available for laboratory study.

Two recent studies showed a marked excessive prevalence of senile cataracts
occurring in diabetics compared to nondiabeties up to age 64. In persons under
age 65, the prevalence was three to four times higher among diabetics than
‘nondiabetics.

A large number and variety of aldose reductase inhibitors have been shown to
be effective in retarding cataract formation in diabetic and galactosemic rats.

In human lenses, increased levels of sorbltol have been correlated with
inereased blood sugar levels.

The onset of cataracts in streptozotocin-induced diabetic rats has been indefi-
nitely delayed upon treatment with a powerful aldose reductase inhibitor.

NATIONAL HEART, LUNG, AND BLOOD INSTITUTE

In fiseal year 1981, the NHLBI supported 27 projects directly related to aging
at a funding level of $2,027,731. The NHLBI continues to support a very large
program of research in arteriosclerosis, a significant problem among the aging
population. In fiscal year 1981, this program included 358 projects at a total
funding level of $98,518,140.

NHLBI PROGRAMS ON AGING

L Fiscal year
Project No. Project title 1981 amount

1 RO1 HL23913-02___.____ Systolic hypertension in the elderly (Human). - $317, 537

1 RO1 HL23917-02 do. - 3
1 RO1 HL23919-02 (s IO, 558, 284

......... do._. — P 88, 0
N T SO - 1253, 500
_do__ - 1322, 472
doo . - 1288, 888
_Biogenic-mechanical factors in microcirculation (rats, gerbils)._ - 24, 521
Aging erythrocytes—bio-recognition and elimination (monkeys).. - 70,617
-~ Influence of aging and hypertension on the myocardium (rats).__._.._______ 55, 945
Age re)lated changes in cardiac autonomic interactions (dogs, rabbits, 140 719
mice).
Prostaglandin synthesis and function in adult cardiac cells (rats). 48, 262
Cerebrovascular changes in age and hypertension (rats)_ 79,958
Plasma activators of human pancreatic proelastase 2 (dog 38,218
8uaht of life and health status of former athletes_ _____ 45,353
-Elood pressure-precursors and consequences. . - 17,484
_- Effect of dietary modification on blood pressure control. 73,527
3 RO1 H124998-01__. .. __ Control of hypertension by nonpharmacologic means__.. 524
5 RO1 HL24998-02____ do___.._. - PO - 9, 354
3RO1 HL24999-01_____________ 0 e - 1,299
5 ROY HL24999-02_ ____________ do___________ - —- —— 10,997
1 RO1 HL25876-01__ - 24-hr blood pressure in adolescents_______ 11,291
1 RO1 HL26235-01 . _ _- Type A behavior pattern: CHD and Non-CHD outcomes_ ... . _________ 6, 350
1 K04 HL00853-01_ -~ Cardiac electrophysiology and adrenergic receptors. .. 4,106
1 RO1 HL24423-01__ _- Alcoho! and other risk factors for myocardial infarction_ 21, 951
1 NO1 HV12910-00 - Study records related to arteriosclerosis_._._____________________ 28,213
1 NO1 HV12911-00_ 19, 081
3 RO1 HL25523-01._ Commumty preventlon program  for cardi 350
5 RO1 HL25523-02_____.______. do - 140, 314
1 P50 HL2545]1-01, Hypertension specialized center of research; mechanisms of systolic hy- 71,538
roject 0009, pertension in elderly pe J]

5 RO1 HL23385-03__.___.. Excercise intervention in older men—lo-yr followup. . i.. 37,275
Total . e e - 2,027,731

1 Funded by the National Institute on Aging.
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NATIONAL INSTITUTE OF NEUROLOGICAL AND COMMUNICATIVE
DISORDERS AND STROKE

I. AGENCYWIDE MISSION, GOALS AND/OR OBJECTIVES

The mission of the National Institute of Neurological and Communicative Dis-
orders and Stroke (NINCDS) is to conduct and support research and research
training on the causes, prevention. diagnosis, and treatment of neurological and
communicative disorders and stroke. Many of the disorders of aging are a con-
sequence of the degeneration of the nervous system. The NINCDS supports re-
search on Alzheimer’s disease, seni’e dementia, and other dementias of aging. The
major research effort is to define etiology and pathogenesis and provide a scien-
tific base for programs of prevention. The Institute conducts clinical research
projects assaying neurotransmitters and their metabolites; therapeutic trials of
promising pharmacologic agents; epidemiologic studies of well-defined popula-
tions to determine prevalence, incidence, and associated risk factors; investiga-
tion of the role of “slow virsuses” in chronic dementias by development of in
vitro methods of diagnosis and major epidemiologic studies to determine a possi-
ble viral etiology. The NINCDS supports: research in neurochemistry, neural
membranes, neurotransmitters and the putative role of slow viruses; with the
National Institute of Mental Health, two tissue banks provide an adeauate sup-
ply of Alzheimer’s tissue for future research; research training; and has ini-
tiated the National Institutes of Health Program on Positron Emission Tomo-
graphy (PETT) scanning, a new in vivo method to study brain metabolism in
man.

II. AGENCY ACTIVITIES BY PROGRAM AREA

A. NEUROLOGICAL DISORDERS PROGRAM

1. Objectives

The mission of the Neurological Disorders Program (NDP) is to promote and
support research in six areas: disorders of early life. disorders of adnlt life,
demye'inating and sclerosing disorders, convulsive and paroxysmal disorders,
neuromuscular disorders, and infectious diseases. The major portion of the re-
search on aging falls within the area of disorders of adult life. This subprogram
is presently called the Neurological Disorders of Aging and is composed of five
sections: Parkinson's disease, Huntington’s disease. Alzheimer’s disease and
other disorders of aging, General Studies, and Related Disorders. In Parkinson’s
disease there is a strong emphasis on pharmacological experimentation. Many of
the grants on Parkinson’s disease focus on the biochemistry of the illness and

-the wavs in which neurotransmitter system transit messages in the brain areas
most affected.

Congress established a Commission for the Control of Huntington’s Disease
and Its Consequences whose report in 1977 outlined major recommendations for
research. care, and treatment of Huntington’s disease patients and families. The
Commission emphasized the need for expanded basic and clinical research in
genetics and neurobiology, as did the NINCDS Panel on inflammatory, Degen-
erative, and Demyelinating Diseases and voluntary public health organizations
participating in the present planning effort. Specifice NINCDS research activities
in Huntington’s disease include biochemical and pharmarological studies focused
on specific transmitters. enzyvmes, and enzyme deactivators in the brain and in
peripheral tissues: genetic studies: exploration of membrane alterations in red

* blood cel's: and investigation of the immune response which has produced some
evidence of a viral or autoimmune process. .

Specific resesrch activities in Alzheimer's disease and related disorders include
histochemical, ultrastructural. immunological. and biophysical investigations of
the pathological changes in neurofilament proteins (including the neurofibrillary
tangles characteristic of Alzheimer's disease) and investigation of the effects of
trace meta's, such as aluminum, and environmental toxins in the etiology of
Alzheimer’s disease.

General studies are also being nursued on brain changes with age. including
altered membrane transport. the development and composition of senile plaques,
the biochemistry and histology of the aging brain., and immunological changes
dependent on the aging process. Several studies are exploring changes in neuro-
endocrine function and behavior with age; studies continue on long-term memory
and age effects.
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2. Current and Planned Activities

a. Major current activities

NINCDS has awarded a contract for the development of a Huntington’s Roster
to the University of Indiana. The Roster can match together family members
with different names and from disparate states, thus creating much larger pedi-
grees. Investigators also have need for different types of research subjects. The
Roster can select families needed for particular research projects and-serve as an
totermediary between the scientist and the subject.

During the past year two grants were awarded to establish “Centers Without
Walls.” Each Center supports clinical and basic research aimed at uncovering
the etiology and pathogenesis of Huntington’s disease and developing new phy-
siological and sociopsychological treatments for the disorder.

The NDP continues to issue Program Announcements on Research Grants
related to movement disorders and Alzheimer’s Disease.

b. Major planned activities

A unique concentration of Huntington’s disease families live in small villages
surrounding Lake Maracaibo in Venezuela. The NINCDS will continue to work
with investigators at the University of Zulia to study these families. In response
to the Secretary’s DHHS initiative, a Program Announcement requesting re-
search grants in Alzheimer’s Disease and the Dementias of Aging will be issued
jointly with the National Institute on Aging (NIA).

3. Major Program Highlights

Two apomorphine derived drugs have shown definite promise as clinically use-
ful anti-Parkinsonian agents. .

Investigators sponsored by NINCDS have pharmacological evidence of three
types of dopamine receptors i1 the brain.

A contract for the estabiishment of a Huntington’s Disease Roster was
awarded to the University of Indiana. .

Two grants were awarded to establish “Centers Without Walls” as recom-
mended by the Congressionally mandated Commission for the Control of Hunt-
ington’s Disease and its Consequences.

A large research project on “Senile Dementia: Alzheimer and Vascular Dis-
orders” was partially funded by NINCDS and partially by NIA.-

In Alzheimer’s patients, one NINCDS grantee, has shown no major decrement
of cortical neurons occurs relative to age-matched controls. but that a 75-90 per-
cent loss of cortical choline acetyltransferase is seen in these patients. Another
NINCDS grantee has recently shown a specific degeneration of the neurons com-
prising the nucleus basalis of Meynert.

B. INTRAMURAL RESEARCH PROGRAM

The NINCDS Intramural Research Program (IRP) conducts basic and clinieal
research in neurological and communicative disorders and relevant disciplines.
This program comprises some 17 laboratories and branches, with some 140
projects currently under way. .

1. Objectives

The IRP is currently conducting several projects directly related to aging
research. One involves a longitudinal, prospective study of dementia on Guam,
while the rest are located on the NITH campus.

2. Current and Planned Activities

In the Guam study an attempt will be made to correlate age-disease associated
changes in specific cognitive and motor functions with selected neuropathologic
and biochemical indices of neuronal damage. During a three-year period approxi-
mately 2000 native born Guamanians are being randomly selected for study.
Medical, neurologic, clinical chemistry, and electroencephalographic examina-
tions together with a specially designed psychological test battery are being
applied to each patient on admission to the study and thereafter at three-vear
intervals. In addition, some individuals may receive a CAT scan of the head. This
investigation addresses not only the specific direase of Gramanian parkinsonian
type of dementia, but also all other types of dementing illnesses which oceur in
an aging population. An autopsy, in addition to routine neuropathologic evalua-
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tion, all brains will receive detailed morphometric studies (to include I:egional
cell and lesion counts), special cell and tract degeneration studies (using the
Golgi and Marchi techniques), virologic and immunologic evaluations (Gajdusek,
et al.). electron probe snd neutron capture analysis for heavy metal accumula-
tions, neurofibrous protein characterization, and regional transmmitter synthesiz-
ing enzyme activities and receptor binding affinities.

In Bethesda, IRP is currently conducting radiologic, biochemical, pharmaco-
logic and virologic studies of Alzheimer’s disease and related dementing disorders.
The PETT research involves use of the 18-fluorodeoxyglucose method to search
for localized areas of neuronal dysfunction, in the hope of focusing future bio-
chemical probes of pathogenetic mechanisms. These studies are carried out under
basal conditions and during psychological and pharmacologic activation pro-
cedures. Biochemical studies currently involve attempts to link specific aspects
of cognitive function with alterations in lumbar spinal fluid levels of particular
transmitter substances including monoamines (by means of the oxygen-1§ turn-
over method), vasopressin, and vasoactive intestinal peptide. Pharmacologic
trials of various drugs are currently being conducted including arecoline (a
potent muscarinic agonist), and two vasopressin derivatives (lysine vasopressin
and desglycinamide arginine vasopressin). Finally, attempts to isolate a trans-
missible agent in patients with Alzheimer’s disease continue.

3. Major Progress Highlights

An NINCDS sponsored Workshop on Dementia and the subsequent multi-
discinlinary study of Dementia on Guam.
A PETT research laboratory has become fully functional.

C. COMMUNICATIVE DISORDERS PROGRAM, NINCDS

1. Objectives

The objectives of the Communicative Disorders Program are to determine the
effects of aging on functions by which human beings communicate with each
other (speech. language and hearing) or with their environment (balance, taste
and smell). The objectives with regard to the effects of aging on hearing include
improvement of diagnostic procedures to identify presbycusis (hearing impair-
ment due to aging) and differentiate it from impairments due to noise-exposure
and ototoxic drugs ; improvement of treatment and management of hearing loss in
the aged; and, increased understanding of the aging process in the auditory
system.

The objectives with regard to the effects of aging on speech and language in-
clude: the determination of how speech production, speech perception and langu-
age encoding and decoding functions are affected by the aging process; the deter-
mination of the relationship between aging effects on verbal memory, and word
retrieval and speech comprehension deficits in aging; and. the effects of aging
on the motor skills involved in speech production, and how such changes affect
speech intelligibility, fluency and phonatory control.

2. Current and Planned Activities

Several laboratories are currently investigating temporal bones of aged hu-
mans and monkevs; research in the speech perception ability of older adults
with and without wearing a hearing aid ; and. auditory evoked potentials in older
individuals to document changes in the brainstem that may be related to aging -
of that portion of the auditory mechanism.

Psycholinguistic studies are ongoing to examine word retrieval deficits on a
naming test in various forms of dementia and to determine how these deficits
differ from errors made by aphasic adults and normally aging adults.

Speech production changes associated with aging are being contrasted with
those found in neurological diseases to determine the similarities and dissimilari-
ties between aging and disorders of the basal ganglia.

Planned activities addressing the hearing problems of the aging population
include the determination of whirh individuals will use a hearing aid success-
fully; the development of “intelligent” hearing aids that can be programmed
for each individual; encouragement of basic research into the phenomenon of
tinnitus (rineing in the ears which often accompanies hearing loss in aging) ;
and, continued support of research to document changes in the auditory system
due to aging.
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Planned activities addressing the speech and 1
include: studies of the breakdown of discourse in
the psycholinguistic functions contributing to
parisons of the precise timing of the various speec
and older speakers to identify how speech motor

anguage disorders of the aged
the aged and determination of
such disturbances; and, com-
h articulators between younger
control is affected by aging.

3. Major Progress Highlights

hyptertension and the loss of inner ear AC cochlear potentials.

Documentation of extent of cochlear degeneration due to aging to determine -
the feasibility of cochlear implants for aging persons.

Determination that semantic Drocesses in language encoding and decoding are ..
disturbed in aging while syntactic Drocesses remain relatively intact.

Determination that communicative 8kill decreases to a significant degree in-
normally aging adutls past the age of 65.

Determination that severity of aphasia ( language) impairment following
stroke increases with increased age at the time of the stroke. The detrimental
effects of aging on aphasia rehabilitation are greatest in institutionalized
populations.

D. STROKE AND TRAUMA PROGRAM
1. Objectives

A major part of the research emphasis in the Stroke and Trauma Program is
on cerebrovascular disease and stroke. In an aging population the large number of
strokes and their sequelae are becoming more apparent.

The primary goals of the stroke program are:

(1) Continued and expanded efforts in basic research on cerebrovascular phy-
siology and function.

(2) Additional epidemiologic studies of risk factors in order to improve means
of stroke prevention. .

(3) Prospective studies to document, in human beings, the various factors con-
cerning the characteristics of natural growth, regression, and behavior of athero-
sclerotic plaques in cerebral blocd vessels in order to develop better means of both
primary and secondary prevention.

(4) Stimulation and support of research on the role of the hypothalamus and
other CNS structures in controlling the level of blood pressure and in the cause of
hypertension.

(5) Continued assessment of the need for and, where appropriate, continued
support of clinical trials to evaluate new and existing techniques for stroke pre-
vention, diagnosis, treatment and rehabilitation.

(6) Application of emerging technologies to study, analyze, diagnose, and treat
cerebrovascular disease.

(7) Continued and expanded efforts in basic research concerning improved
methods for measuring cerebral blood flow and cerebral metabolism.

2. Current and Planned Activities

(a) Major current activities have included.:

Basic laboratory studies on cerebral hypoxia and platelet aggregation, clinical
investigations of drug effectiveness, improvement of diagnostic devices and tech-
niques, and improvement of surgical and medical procedures.

(b) Major planned activities include:

(1) Continued support of research on cerebral ecirculation and cerebral
hypoxia. .

(2) Initiation of a Stroke Clinical Research Program to determine the avail-
ability and efficacy of advanced care and treatment of stroke patients through
controlled clinical research.

(3) Evaluation of noninvasive diagnostic techniques in stroke.

3. Major Program Highlights

Extensive baseline patient data was collected in regional comprehensjve stroke
centers for the purpose of determining the effectiveness of community stroke
programs.
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. A nationwide program of research using Positron Emission Tomography was
;)nlt}ated to provide a better understanding of stroke and other disorders of the
rain.
Considerable patient data was accumulated in an international cooperative
study to evaluate a surgical bypass procedure for prevention impending stroke.
'1(‘1h§3 pathogenesis of cerebrovascular disease was investigated in .animal
models.

OFFICE OF THE INSPECTOR GENERAL
INTRODUCTION

The mission of the Inspector General is to prevent and detect fraud and abuse
in the Department of Health and Human Services (HHS) programs and to pro-
mote economy and efficiency in its operations. It is the Inspector General's
responsibility to report to the Secretary and to the Congress any deficiencies or
problems related to HHS programs and to recommend c¢orrective actions.

The HHS Inspector General’s Office is the first statutory position of its kind
established in the Federal civil government. It was created by Public Law 94-505
enacted on October 15, 1976 and was the result of a Congressional initiative,
inspired at least in part of disclosures of fraud, abuse or waste in Federal/State
medical and welfare programs. The legislation places equal emphasis on the
Inspector General's obligation to prevent or detect wrongdoing and his obligation
to make recommendations for program improvements in HHS.

A basic philosophy of the Office of Inspector General (OIG) is to workin a coor-
dinative and cooperative way with other organizations to accomplish its mission
except when such a relationship would compromise the OIG independence. Close
working relationships have been with the Health Care Financing Administration
(HCFA), the Social Security Administration (SSA), and other major compo-
nents of the Department in order to maximize resources devoted to common
problems.

The Inspector General’s Office is organized as follows:

The Assistant Inspector General for Auditing directs the HHS OIG Audit
Agency which prepares or reviews more than 5,000 audits of HHS and its con-
tractors and grantees annually.

The Assistant Inspector General for Investigations directs a staff that investi-
gates activity of a potentially criminal nature against HHS programs.

The Division of State Fraud Conirol has a primary responsibility of working
with the States to improve the detection and elimination of fraud against HHS
programs and is the OIG manager of the State Medicaid Fraud Control Unit
(SMFCU) program.

The Assistant Inspector General for Health Care and Systems Review directs
a small staff of senior analysts with specialized experience across the range of
HHS activities. This office also manages the Service Delivery Assessment (SDA)
staff function for the Secretary.

The Ezecutive Assistunt Inspector General is responsible for management and
legislative functions of the Office of Inspector General.

The Audit Agency and Office of Investigations have regional and branch offices.
Each has 10 regional offices. The Audit Agency has 51 branch offices and OI has
18 branch offices.

The OIG has a number of current projects which have an impact on programs
for the aging. The following are examples: :

—Project 90+.—An Office of Inspector General match of 24,000 RSDI bene-
ficiaries (over age 90) in metropolitan Chicago against Illinois death tapes
yielded 25 unreported deaths. Current efforts are aimed at such matching for
beneficiaries in the whole State.

—Project spectre.—In attempting to derive a profile for potential unreported
deaths based on Medicare records, OIG found that HCFA computer files have
death reports (from health providers) that SSA’s computer system did not
process to RSDI records. A match of HCFA’s records of deceased Medicare
patients against SA’'s RSDI master file found 8,518 active RSDI records
and an estimated (based on sample projections) $60 million in accumulated
overpayments. .

—A8S8TI death match.—An OIG 1979 match of SSI records against death records -
in California. Colorado. and South Carolina yielded 113 cases with total over-
pavments of $243,568 due to unreported death. .

—Project payment process.—OIG will redevelop 109,000 RSDI benefit payment
records from Treasury, including face-to-face interviews with a sample of
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beneficiaries in Los Angeles and Chicago. Unreported deaths, as well as €rrors
in award and payment processes, should be uncovered.

—Black lung review.—This audit of Black Lung widows and spouses in Luzerne
County, Pennsylvania screened sample beneficiaries against death records
and now projects $5 million in annual overpayments due to unreported
deaths.

—Review of death terminations.—OQOIG surveyed the death termination proc-
ess and existing studies and interviewed key officials in SSA, General Aec-
counting Office (GAO), Office of General Counsel, National Center for Health
Statistics, Treasury Department and States to determine the scope of the
problem of untimely death terminations and potential solutions.

—Keys amendment.—This OIG study is addressing the major problems found
in boarding homes, the history of the Keys Amendment (Section 1616(E)
of the Social Security Act), and current Departmental and State responses.
This study includes data pertaining to the Best Practices of States on
licensing and enforcement standards.

Numerous audits on programs affecting the elderly were conducted by the
OIG Audit Agency during the past year. Eleven audit reports directly related to
Title 111 of the Older Americans Act were issued in fiscal year 19581. A number
of other reports were issued on programs affecting the elderly such as Supple-
mental Seeurity Income, Retirement, Survivors and Disability Insurance, Medi-
care and Medicaid.

In the investigative area, the Inspector General's Office caseload is heavily
dominated by health care cases, primarily Medicare and Medicaid. The Oftice of
Investigations opened approximately 162 health care cases during fiscal year
1981. In addition, over 55 percent of the investigative workload involves SSA
administered programs/operation.

Numerous Congressional hearings and General Accounting Office reports have
indicated serious problems and vulnerability to traud and abuse in programs for
the elderly. ‘The findings of these heariugs are being consolidated in order to
determine whether Congressional and GAO recommendations have been
implemented.

Some examples are :

—Home health agencies.—Abuses of start-up and contractual arrangements
(including consultant costs, fee for accounting and computer services, and
management agreements) ; salaries and fringe benefits; and of patient
solicitation have been identified. Recommendations have been made for
changes in program administration by the various entities.

—Durable medical equipment.—Medicare pays more than may be necessary or
appropriate ; confusing and inadequate regulations and practices are some of
the causes. Recommendations for improvements have been made in these
areas.

—Direct check deposit review.—SSA will continue a plan for direct deposit
(Electronic Fund Transfer) delivery for the SSI program. Recommenda-
tions to place this delivery method on a faster track in order to curtail lost
and stolen checks were made in two sets of hearings held by the House Sub-
committee on Intergovernmental Relations and Human Resources Subcom-
mittee in fiscal year 1981.

OFFICE OF THE GENERAL COUNSEL
A. HEALTH CARE FINANCING ADMINISTRATION

L. Erika, Inc. v. United States, 634 F.2d 580 (Ct. Cl., 1980)

In this case, the Court of Claims held that it had jurisdiction to hear Medicare
Part B cases (Supplementary Medical Insurance, including physicians’ services)
under the Tucker Act, 28 U.S.C. § 1491, notwithstanding the express preclusion of
Jjurisdiction under the Medicare Act, 42 U.S.C. § 405 (h). The district courts have
refused jurisdiction over the Part B claims, either dismissing suits brought by
Part B beneficiaries or transferring them to the Court of Claims.

On May 18, 1981, the United States Supreme Court granted the Department’s
petition for certiorari in this case. Meanwhile, the Court of Claims has stayed the
remaining Part B cases.

2. Estate of Picard (S.D.N.Y., 1980)

The district court in this case ruled that for purposes of receiving Medicare
benefits, the conclusion of a beneficiary’s “spell of illness” is determined by the
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type of care the beneficiary receives rather than the type of institution in which
the beneficiary resides.

Under § 1912(a) (1) of the Social Security Act, benefits inure for a limited
mu_nber of days during each “spell of illness.” Section 1861(a) of the Act pre-
scr1bgs that a “spell of illness” begins on the first day “on which an individual is
furnished inpatient hospital or extended care services” and ends “with the close
of t.he flI:St period of 60 consecutive days thereafter on each of which he is neither
an inpatient of a hospital nor an inpatient of a skilled nursing facility.” The court
held that a beneficiary was not an “inpatient” of a hospital or skilled nursing
facility (SNF') if he received custodial but not hospital or SNF care during the
60-day period, and on that basis could end his “spell of illness.”

3. Gray Panthers v. Harrig, 652 F.2d 146 (D.C. Cir., 1981)

In this case, the Court of Appeals for the District of Columbia Circuit which
had previously granted the Department’s motiont for rehearing, vacated its
opinion filed in October 1980, and substituted an entirely new opinion..

The new decision reversed the lower court holding that the reconsideration
procedures afforded to Medicare beneficiaries with claims of under $100 (which
is a statutory prerequisite to the availability of an oral evidentiary hearing)
satisfy the requirements of due process. Although the court did not find that Con-
gress’ elimination of formal hearing rights for disputes involving Medicare bene-
fits of less than $100 renders the Medicare Act, itself, unconstitutional, the court
held that the Secretary’s interpretation of the Act presently provides insufficient
protection of plaintiffs’ due process rights. The court found that where elderly
participants in a federally supported insurance program are permanently denied
statutory benefits, due process mandates that they receive more protection than
the present system allows. The court suggests that at a minimum the notice
should specify with more precision and detail the basis for the denial, that claim-
ant should be informed of or have access to the evidence on which the carrier
relied in reaching its initial decision to deny the claim and, within a reasonable
time thereafter, should have an opportunity to present evidence in support of his
or her position. The case was remanded to the district court for a determination
of the precise nature of the changes to be required in current procedures.

4. McClure v. Harris, 503 F. Supp. 409 (N.D. Cal. 1980)

The district court in this decision declared unconstitutional the use of carrier
hearing officers to make final Medicare Part B (Supplemental Medical Insurance)
hearing decisions. The court ordered that effective May 1, 1981, all claimants
receiving adverse Part B decisions be offered the opportunity for a de novo
evidentiary hearing before an administrative law judge.

The district court order has been stayed pending review by the United States
Supreme Court. 101 S. Ct. 2298 (1981).

5. Monmouth Medical Center v. Harrig (3rd Cir., 1981)

The court of appeals in this case affirmed the district court’s decision favorable
to the Department. Because of an acute shortage of nursing home beds, Medicare
patients ne~ding intermediate care facility (ICF) beds had been kept in hospitals
while awaiting vacant ICF beds. The court ruled that the cost of hospital care
for the hospital patients was to be disallowed starting from the time it was no
longer necessary for the patients to remain in the hospital for medical reasons.

6. Presbyterian Hospital of Dallas v. Harris, 638 F.2d 1100 (5th Cir., 1981)

In this decision, the Fifth Circuit Court of Appeals held that neither the Medi-
care Act nor the First Amendment to the United States Constitution requires
Medicare to pay hospital costs for patient telephones and televisions. The court
ruled that while patients may have a constitutional right to communicate, they
have no right to have the government fund those communications.

In addition, the court held that the hospital was entitled to be reimbursed for
its costs incurred in rendering free care to patients unable to pay, which it was
required to do as a condition of its Hill-Burfon (42 U.S.C. § 291) loans. The court
conceded that none of the Hill-Burton patients were Medicare patients, but noted
that the lower interest rate the hospital paid under Hill-Burton was a benefit
that affected all hospital patients, including Medicare patients.
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7. Schweiker v. Gray Panthers, 101 S.Ct. 2633 (1981)

In this decision, the United States Supreme Court held that Medicaid’s 1977
deeming regulations did not violate the statute. The challenged regulations per-
mitted states exercising their statutory option under § 1902(f) of the Social
Security Act not to cover under Medicaid all aged, blind and disabled persons
receiving Supplemental Security Income (SSI), and to deem ‘‘excess” income
of one spouse to an institutionalized spouse up to the amount and up to the period
permitted in their 1972 Medicaid plans for purposes of determining Medicaid
eligibility and amount of assistance of the institutionalized spouse.

The Supreme Court held that the court of appeals erred in 1nvahdatmg the
regulations on the ground that the Secretary bad not considered all the relevant
factors. According to the Court, Congress had already considered the relevant
factors when it enacted the Medicaid program and permitted States to take into
account financial responsibility of spouses for each other. Moreover. since the
statute specifically delegated to the Secretary the responsibility of defining what
constituted ‘“available” income, the Secretary’s decision in this regard was
entitled to legislative effect, and not mere deference.

B. SocIAL SECURITY ADMINISTRATION

1. Blankenship v. Secretary of Health and Human Services (W.D. Ky., 1981)

In this case, the district court, on remand from the United States Court of
Appeals for the Sixth Circuit. in examining the issue of nationwide regulatory
time frames in providing hearings and Appeals Council review in Social Security
and Supplemental Securitv Income benefit claims. The court of appeals, in No-
vember, 1978. ordered the Secretary to submit for district court review proposed
regulations which set time frames for the hearing process. A Notice of Proposed
Rulemaking, approved by .the court in January. 1980, and publiched in the Fed-
eral Register, provided a limit of 90 dars to hold a hearing and 30 days to issue a
decision, subject to extensions for various circumstances. A final draft regula-
tion, as submitted to the court in August. 1980. was changed in two major re-
spects : the separate limits for hearing and decision were merged into one over-
all limit to maximize flexibility for the administrative law judges. and the time
limit was expanded to 165 dayvs because of vastly increased caseloads.

The final version of the regulation was “apnroved” by the district court in
April, 1981 ; however. the court ordered that the Secretarv design and submit
a regulatory “sanction” proposal for dealing with those situations where the
time frames were not met. Three “sanction” initiatives designed to address the
court’s concerns were submitted to the court in June; in conjunction with these
proposals, the Department also requested leave to revise the regulatory time
frames to provide generally a 180-day overall time frame for the hearing process.

While this submission was under court consideration, plaintiffs moved for an
injunetion requiring implementation of the 165-day time frame. On September 17,
the conrt ruled that the “sanction” proposals were inadecuate and eranted the
injunction. which the Social Security Administration’s Office of Hearings and
Appeals has implemented in Kentucky. The court also ordered further briefing
on the 180-day proposal.

The Office of Hearings and Appeals has re-examined the entire auestion of
time frame regulations and has concluded that no time limits regulations are rea-
sonable in light of current workloads. Following the Secretary’s de-~ision that
the Department seek relief from the court’s orders reguiring time frame regula-
tions. motions and a memorandum were submitted which renuested that the
district.court vacate its orders requiring regulations. on the grounds that cur-
rent and projected increases in the hearings caseload (to over 415000 hearing
requests projected for fiscal vear 1983) make a regulation establishing time
frames unworkable. As of December 1, 1981, the issue remams unresolved by
the court.

2. Bufiington, et al. v. Schweiker (W.D. Wash., 1981)

The district court in this case ruled that a personal conference is automatically
required under §204(b) of the Social Security Act before recovery of a benefici-
ary’s overnaid benefits can begin.

In the 1979 decision of Califano v. Yamasaki, the United States Supreme Court
had determined that when a beneficiary has been overpaid benefits, and has
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sought waiver of recovery, § 204(b) of the Social Security Act requires the
Secretary to provide him or her an opportunity for a personal (oral) conference
before recovery can begin. Upon remand, the district court held that once an in-
dividual requests waiver a personal conference must be automatically scheduled
if waiver cannot be granted on the basis of the individual’s written request.

8. Benson v. Harris; Clark v. Harris; Doss v. Harrig (5th Cir., 1981)

Plaintiffs in these companion cases had appealed the respective district court
decisions which, in upholding the Secretary’s denial of benefits, had held that
the Secretary’s notice of claimant’s right to counsel had heen adequate.

The Fifth Circuit reversed the district court decisions, holding that when there
is no waiver of right to counsel, the administrative law judge assumes a special
duty to develop a full and fair record. Most significantly, in Clark, this meant
that when the right to counsel at the administrative hearing has not been waived
(because of inadequate notice) the claimant need not show that the presence
of counsel would necessarily have resulted in any specific benefits in the handling
of the case before the administrative law judge.

4, Dwyer v. Califano (3rd Cir., 1980)

In this case, the Third Circuit Court of Appeals reversed a decision of the
district court which had required the Secretary to pay “deemed” widow’s bene-
fits to the plaintiff even though she did not qualify for benefits under the Social
Security Act.

Section 216(h) (1) (B) of the Act permits, under specified conditions, a
“deemed” spouse to qualify for benefits, if he or she in good faith married a
wage earner but the marriage was invalid. However, the statute also provides
that if the “legal” spouse is, or was, entitled to a Social Security benefit on the
wage earner’s account, the “deemed’” spouse is disqualified from receiving bene-
fits. The plaintiff participated in a marriage ceremony with the wage earner
believing he had never been married. In fact, he was presently married. Plain-
tiff’s benefits were terminated when the “legal” wife became entitled.

5. Lamb v. Conneclicut General Life Insurance Co. (3rd Cir., 1980)

The court in this case determined that § 207 of the Social Security Act did not
prohibit an insurance company which was paying disability payments under a
private insurance policy from reducing the amounts payable as the insured’s
Social Security benefits increased due to annual cost-of-living increases.

The appellant’s employer had contracted for an “integrated’” group disability
annuity policy, the provisions of which required any disability benefits payable
under the policy to either a primary beneficiary or dependents to be reduced by
“other income benefits” payable. She filed for and was awarded Social Security
disability benefits and benefits under the private plan. The court of appeals
rejected the appellant’s argument that § 207 of the Act precluded the reduction
under the private policy insofar as the statute prevents assignment or attachment
of future Social Security benefits. The court reasoned that the reduction in the
amounts payable under the private disability policy did not violate § 207, since it
did not prevent the appellant or her dependents from receiving their full Social
Security disability benefits.

8. Martin v. Harris (10th Cir., 1981)

The Tenth Circuit Court of Appeals in this decision sustained the Secretary’s
finding that plaintiff was not the “deemed” widow of the wage earner within the
meaning of § 216(h) (1) (B) of the Social Security Act.

The statute provides that an applicant who is not the widow of a wage earner
under applicable State law may nevertheless be entitled on his account as a
“deemed” widow if she went through a marriage ceremony in good faith without
knowledge of a legal impediment to the marriage. The statute further provides
that the applicant is not entitled to benefits as a “deemed’ widow if another
individual “is or has been entitled” on the wage earner’s account as a widow
whose marriage was valid under applicable state law.

Plaintiff had participated in a marriage ceremony with the deceased wage
earner resulting in an invalid marriage because, unknown to her, the wage earner
had previously married another individual and had never divorced her. After the



218

wage earner’s death, the “legal” widow applied for and was found entitled to
widow’s insurance benefits on his account. These benefits were terminated when
she remarried. Plaintiff then applied for widow’s benefits as the wage earner’s
“deemed” widow. The application was denied because the “legal” widow had been
entitled on the wage earner’s account. Plaintiff challenged the denial arguing that
there was no “legal” widow of the wage earner when plaintiff applied because the
‘wage earner’s former wife was married to another individual at that time. She
also contended that § 216 (h) (1) (B) of the Act violated the Fifth Amendment to
the United States Constitution by giving priority to “legal” widows. Rejecting
these arguments, the court affirmed the Secretary’s reading of the statute as pre-
cluding the entitlement of a “deemed” widow where a “legal” widow has been
entitled on the earnings record or the wage earner, even where the “legal” widow
is not entitled at the time the “deemed” widow applies for benefits. The court
further stated that the statute did not discriminate against “deemed” widows.

7. Schweiker v. Hansen, 101 S, Ct. 1468 (1981)

The United States Supreme Court in this case decided whether a claimant is
entitled to an extra year of retroactivity on a written application for Social
Security benefits beyond the one year period set out in the Social Security Act.

Due to erroneous information provided her by a Social Security Administration
(SSA) employee, the claimant did not file for benefits when she was first eligible.
The Second Circuit Court of Appeals held that SSA was estopped from denying
her the additional benefits because of the misinformation provided by the SSA
emplovee. The Supreme Court. while not deciding what tvpe of conduct by a gov-
ernment employee will estop the government, reversed the court of appeals deci-
sion and held that under the circumstances in Hansen estoppel would not lie. The
Court restated “the duty of all courts to observe the conditions defined by Con-
gress for charging the public treasury.” and held that the employee’s conduct in
this case (less than “affirmative misconduct”) did not justify ‘“the abnegation
of that duty.” In so holding, the Court upheld the validity of the Secretary’s
regulation requiring that application for Social Security benefits be in writing,
and noted that a court is no more authorized to overlook such a valid regulation
“than it is to overlook any other valid requirement for the receipt of. benefits.”

8. Tornow v. Schweiker (C.D. Ill., 1981)

In this decision, the district court upheld the constitutionality .of § 202(k) of
the Social Security Act, which provides for the reduction of widow’s benefits on
her deceased husband’s account by the amount of the widow’s retirement benefit
on her account. :

Plaintiff had attacked the offset provision as being a denial of due process and
equal protection on three grounds: (1) it allegedly denies a deceased covered con-
tributor with a surviving contributing spouse the same benefits as one with a
surviving non-contributing spouse; (2) it allezedly denies a covered contributing
surviving spouse entitled to her own benefits the same derivative benefits as a
non-covered. non-contributing spouse; and (3) since women survive their hus-
bands in more cases, it allegedly results in gender-based discrimination. -

The district court found that it is constitutionally permicsible to set a maxi-
mum survivor’s benefit by providing a reduction as a reasonable means to increase
funding for the whole program. Furthermore. the court found that. as to the
first point, plaintiff lacked standing to represent her deceased husband. Finally,
the court found that since § 202(k) treats men and women equally, there was
no gender-based classification which violated plaintiff’s constitutional rights.

ITEM 7. DEPARTMENT OF HOUSING AND URBAN DEVELOPMENT

DECEMBER 18, 1981.
DeAR M. CHAIRMAN : Per your request of September 10, 1981, I have enclosed
a copy of the U.S. Department of Housing and Urban Development’s 1981
annual report to the U.S. Senate Special Committee on Aging.
Very sincerely yours,
SamvueL R. P1ERcE, Jr., Secretary.
Enclosure. :
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1981 ANNUAL REPORT TO THE SENATE SPECIAL COMMITTEE ON AGING

INTRODUCTION

The Department of Housing and Urban Development’s efforts to serve the
elderly are characterized by concern to maintain and focus housing and services
while achieving necessary budget savings. Under Secretary Pierce, HUD has
acted to assert administrative responsiveness and direction, to insure housing
production, to provide opportunities for necessary auxiliary services, to protect
the elderly it serves, and to pursue extensive research aimed at improving the
quality of life of aging Americans,

This report to the Special Committee on Aging of the U.S. Senate is orga-
nized to show the pattern of HUD service, and the sections of the report are
ordered to give a comprehensive view of HUD policy and programs. Coordina-
tion of services for the aging has been given administrative priority by being
located in the Office of the Secretary, under the direct supervision of the Deputy
Under Secretary for Intergovernmental Relations. Programs of direct loans and
loan guarantees to provide adequate production of housing for the elderly are
being maintained, and various offices of HUD are exploring methods of pro-
tection and service to the elderly we house. HUD encourages use of community
development funds to complement HUD services through State and local dis-
cretion; this report describes some of the ways this is already being accom-
plished. Finally, there is a presentation of current and projected research, and
interagency agreements aimed at discovering useful ways of improving housing
and services for the elderly.

The Department of Housing and Urban Development enters this period of
fiscal restraint and recognition of the limits of Government spending, confident
that its program for the elderly and willingness to respond to their needs will
provide the flexibility and level of support necessary to meet the requirements
of the 1980’s for decency in housing for older Americans.

I. OFFICE OF THE DEPUTY UNDER SECRETARY FOR INTERGOVERNMENTAL
REGULATIONS

In March 1981, Secretary Pierce of the U.S. Department of Housing and
Urban Development (HUD) established the Office of the Deputy Under Secre-
tary for Intergovernmental Relations as a new organization within the Office of
the Secretary. This office serves as the focal point for secretarial dealings with
the White House, with the other Federal agencies, with State and local officials,
and with public interest groups on intergovernmental policy matters.

In May 1981, Secretary Pierce transferred the responsibility for policy recom-
mendation ‘and program coordination of functions relating to the elderly to
the Office of the Deputy Under Secretary for Intergovernmental Relations.
The positivn of Special Adviser for the Elderly was transferred to this office.

The responsibilities of the Office of the Deputy Under Secretary for Inter-
governmenta] Relations include maintaining contact with public interest groups
representing the elderly and responding to their concerns about Department
programs, working with the White House and HUD program offices to insure
specific attention to the elderly population’s concerns, and handling casework
problems involving elderly populations. This office also works with the White
House Conference on Aging, American Association of Retired Persons, National
Association of Area Agencies on Aging, Urban Elderly Coalition, National
Council of Health Centers, the Senate Special Committee on Aging, the Ad-
ministration on Aging (HHS), the Information and Referraj Task Force (Inter-
agency), the White House Conference on Independent Living for Elderly
Consumers, and the President’s Committee on Physical Fitness.

. HOUSING
A. Section 202—Direct Loans for Housing for the Elderly or Handicapped

The section 202 program was first enacted as a part of the Housing Act of
1959 to provide direct Federal long-term loans for the construction of housing for
the elderly or handicaped. The program was intended to serve elderly persons
whose income was above public housing levels but still insufficient to obtain
adequate housing on the private market. The section 202 program was amended

89-645 0 - 82 - 15
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by the Housing and Community Development Act of 1974 to change the method
of determining the interest rate (which had been set .at 3 percent statutory
maximum in 1965) and to permit the use of section 8 housing assistance pay-
ments for projects constructed or substantially rehabilitated under the pro-
gram. In fiscal year 1981, the interest rate was 934 percent. In fiscal year 1982,
the interest rate will be 1134 percent.

Since reactivation of the program in 1974, nearly $5 billion has been reserved,
representing 1,992 projects and 130,728 units. At the end of fiscal year 1981,
295 projects with 14,728 units had received fund reservations for $698.3 million.
Approximately $850 million (estimated to finance the development of 17,000
units) will be available for fund reservation in fiscal year 1982.

B. Section 231—Mortgage Insurance for Elderly Housing

_Section 231 of the National Housing Act, as amended, authorizes HUD to
insure lenders against losses on mortgages used for construction or rehabilitation
of rental accommodations for older persons (aged 62 years or older—whether
married or single). |

Section 231 is HUD’s principal program designed solely for unsubsidized rental
housing for the elderly. Nonprofit as well as profit-motivated sponsors are eligible
under the program, and section 8 housing assistance payments can be made avail-
able on a competitive basis. Section 231 permits congregate housing projects to
be built.

During fiseal year 1981, the Department insured five projects consisting of 967
units, bringing the total number of projects currently insured under the section
231 program to 495 projects consisting of 66,285 units.

C. Section 221(d) (3) and (4) of the National Housing Act—Mortgage Insurance
Programs for Multifamily Housing

While these programs are not specifically for the elderly, they are available to
sponsors as alternatives to the section 231 program.

Section 221(d) (3) and (4) authorized the Department to provide insurance
to finance the construction or rehabilitation of rental or cooperative structures.
Special projects for the elderly are provided under these programs.

In fiscal year 1981, 826 projects containing 72.263 units were insured nnder these
programs. Since their inception, these programs have insured 8,771 projects
containing 937,414 units. More than 10 percent, or 97,663 units, are for the elderly.

D. Section 223(f)—Mortgage Insurance for the Purpose of Refinancing Existing
Multifamily Housing Projects

This program offers mortgage insurance for existing facilities. including
housing for the elderly, where repair needs do not warrant substantial rehabili-
tation. The program can be used-either in connection with the purchase of a
project, or for refinancing only. To the extent that real cstate liquidity is en-
hanced, the availability of section 223(f) encourages investment in residential
real estate of all kinds. Prior to its being added to the Natinnal Housing Act
in August 1974, project mortgage insurance could be provided only for sub-
stantial rehabilitation or new construction.

E. Section 232—Mortgage Insurance for Nursing H omes/Intermedwte
Care Facilities

~ The primary objective of the section 232 program is to assist and promote the
construction and rehabilitation of long-term care facilities. The vast majority of
the residents of nursing homes are elderly.

Since the program’s enactment in 1959, the Department has insured 1,326
facilities, providing 152,255 beds, totaling $1.7 -billion. In fiscal year 1981, the
Department insured mortgages on 31 new projects with 3,809 beds, with a value
of $110 million.

F. Section 8 Rental Assistance

Legislation requires that section 8 projects serve lower income and very low- -
income families. Further, some projects are developed with a mix of assisted
families. No family assisted under section 8 may pay more than 25 percent of its
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income for rent. The rental payment may be as low as 15 percent, however, de-
pending on family income, size, and medical or other unusual expenses.’

Current statistics. As of August 31, 1981, of the total of 1,278,754 living units
which have been added to the housing stock for “section 8” certification, including
existing units, 539,934 were for the elderly—this is more than 40 percent. Average
housing assistance payments for fiscal year 1981 were as follows : New construe-
tion $3,653; substantial rehabilitation $4,071; and existing housing $1,928.

It is expected that field offices will have only very limited section 8 contract
authority in fiscal year 1982. New projects, and many projects currently in pro-
cessing, will be subject to cost-containment measures already promulgated or
under review.

G. Public Housing

Public housing was created by the United States Housing Act of 1937 and has
-always included the elderly as eligible residents. In 1956, public housing espe-
cially designed for the elderly, incorporating safety and security features, was
authorized by the Congress. Handicapped persons of all ages with low incomes
are statutorily included. Public housing agencies (PHA) develop and operate
the housing, financed through direct HUD loans and the sale of bonds and other
obligations. The Federal Government assists with annual contributions to repay
the PHA borrowings and, with operating subsidies, assures that low rents and
adequate services are available.

In 1970, legislation was enacted encouraging PHA’s to develop congregate
rental housing for the elderly and handicapped. “Congregate housing” differs
from the usual multiunit housing in that the living units may or may not have
individual kitchens but must have a central kitchen and dining facility to make
possible the serving of communal meals. Supportive services may be provided by
the PHA but most are provided by local social services agencies funded by the
Older Americans Act and titles XIX and XX of the Social Security Act.

In overall production of housing for the elderly and handicapped, fiscal year
1981 showed completion of 7,953 living units. Of these a total of 6,437 were new
construction; 1,508 were substantial rehabilitation; and 8 were acquired units
of existing housing. Public housing construction starts for the “elderly” to-
taled 12,062, of which 10,932 were new units and 1,130 were substantial re-
habilitation. This amounts to 34 percent of the total construction starts. Sec-
tion 8 units are not included in these figures. Production of congregate housing
has been relatively limited.

H. Indion Housing

The Department provides housing assistance for elderly Indians and Alaska
Natives pursuant to the U.S. Housing Act of 1937, as amended. The Indian
housing program is similar to the public housing program. Indian housing au-
thorities operate rental and homeownership programs on reservations.

As of October 1, 1981, there were almost 170 Indian housing authorities oper-
ating approximately 41,400 units of Indian housing of which approximately 2,500
units specifically house elderly families. Approximately 15,290 units are in the
development pipeline and will be available for occupancy within the next 3 years;
of these units in development, about 10 percent are for the elderly.

The Indian Housing Office is implementing a special group homes project, the
Menninger Project, jointly financed by HUD and Health and Human Services.
Group homes are being constructed which will serve the handicapped and dis-
abled, including elderly individuals. All of the homes will be operated by the
IHA’s as low-income housing projects; rents will be based upon the tenants’
available income. This program will enable the tribal agency to spend its funds
on support services rather than for housing. Some of the tribal agencies have
service programs in operation and have already received commitments for funds
to operate the group homes.

I. Congregate Housing Services Program

The congregate housing services program is a demonstration designed to test
the cost-effectiveness of this type program for the elderly and handicapped. Under

1 NorE.—These statements, while correct for fiscal year 1981. are being changed to reflect
the Honsing and Community Develonment Amendments of 1981 incorporated in the Omnt-
bus Budget Reconciliation Act of 1981 (Public Law 97-35).
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this program HUD extends multiyear grants (3 to 5 years) to eligible public hous-
ing authorities and nonprofit section 202 borrowers for meals and other supportlve
services to frail elderly and nonelderly handicapped residents to help them remain
independent.

As of 1981, all fiscal year 1979 moneys had been committed to grantees, except
for some $400,000 that was legislatively required to be held back to cover the
cost of inflation and other adjustments. Thirty-one of these grants are in opera- .

tion serving approximately 1.600 residents. Grants for six new construction proj- -

ects will not be negotiated until initial occupancy in 1982.

$10 million was available in fiscal year 1980 for grantees. Of this amount, $6
million was committed to the grantees. These grants were for 5 years. They serve
approximately 800 residents a year in 18 projects. Fourteen are now éperational.
The remainder are in the process of final contract negotiations.

The $3 million of fiscal vear 1980 funds reserved for new construction projects
will be allocated by competitive selection in fiscal year 1982.

J. Interstate Land Sales ’ /

Congress passed the Interstate Land Sales Full Disclosure Act in 1968 to give
the public a.measure of protection against fraudulent and deceptive land sales
operations. The act is administered through HUD’s Office of Interstate Land Sales -
Registration. Although the act is intended to provide protection for all consumers,
it is evident that a greater number of potential vietims of fraudulent land sales
could be the elderly.

The property report is the key to the protection available to consumers under
the act, since developers are required by law to give the prospective purchaser a
property report prior to or at the time of signing a contract. In the last few years
allegations of overregulation by the land development industry and increased
congressional interest resulted in extensive amendments to the act in December
1979. These amendments. which became effective in June 1980, created new ex-
emptions from the act’s reglstratlon requirements in certain cases where lack of
disclosure to purchasers is deemed not to have an adverse effect. Also, as provided
for in the recent statutory changes the Department has conducted negotiations
with several States concerning the certification of their land sales efforts as.
equivalent to protections provided by Federal law. Thus far, the States of Cali-
fornia and Minnesota have been certified. which will effectively reduce the Fed-
eral presence in those States. The act’s antlfraud and antimisrepresentation
provisions still apply.

III. COMMUNITY PLANNING AND DEVELOPMENT
A. Community Development and Blocl: Grants (CDBG)

. The community development block grant (CDBG) program is a major funding
source for cities to conduct a wide range of community development programs.
It makes available approximately $3.5 billion annually to communities. of which
approximately $2.5 billion goes to 650 cities and urban countries by entitlement—
with the amounts determined by formula. $1 billion goes to approximately 2.000
small cities under 50,000 population which compete through States and HUD area
offices. Block grants must be expended to help low- and moderate-income house-
holds. to eliminate slums and blight. or to meet urgent community development
needs. The primary objective of the legislation is the development of viable urhan
communities by providing decent housing. a suitable living environment, with ex-
panding economic opportunities—principally for persons of low- and moderate
income.

Those cities entitled to block zrant funds have directed about 57 percent of
their funds (close to $1 billion) in each of the past 3 years to areas in which at
least 10 nercent of the pnpulation was 65 or more years of age, In 1978 and 1979.
about $260 million of those funds were used for rehabilitation or code enforce-
ment. proiects designed to improve the quality of housing. Tt is estimated that in
1980. funding for housing improvement projects for those areas with a high pro-
portion of elderly residents was over $300 million,

Areas with a verv high concentration of elderly persons (i.e., those in which at
least 20 percent of the population was 65 or more years of age) received. on
average, $31.5 million annually from 1978 to 1980 for housing improvement pro-
grams.



223

Some of the more popular CDBG home improvement projects intended for
elderly persons have involved lowering the interest rates of conventional home
improvement loans, deferring repayments of loans from the local government for
a specified period of time, approving home improvement grants for elderly home-
owners, and improving and weatherizing the homes of elderly citizens. .

Block grant entitlement communities are also required to develop housing as-
sistance plans (HAP's). Following the guidelines established by HUD, entitle-
‘ment block grant applicants plan their housing assistance in proportion to the
need of each type of household in their community (e.g., elderly/handicapped,
small family, and large family). While cities have the latitude to adjust their
housing goals either to correct past imbalances in goals or due to local circum-
stances, in general, communities receiving CDBG entitlement funds have in-
dicated that about 15 percent of the housing assistance needs of elderly/handi-
capped households in their communities will be addressed over the next 3 years.

B. Urban Development Action Grants

The urban development action grant (UDAG) program provides grants to cities
and urban counties which meet minimum standards of physical and economic
distress. The purpose of the program is to improve the economic base of those
cities and provide permanent jobs, especially for low- and moderate-income per-
sons. The program seeks to attract private investment to distressed localities;
no grants are approved unless there are firm commitments of private funds to
carry out project development. Preliminary approvals of action grants are based
upon nationwide competition on a series of factors including the relative distress
of the city, how much private money is attracted by the UDAG grant, the number
of jobs created, the seriousness of the economic problems of the locality, and
other factors. In 1979, a “pockets of poverty” provision was added to the program,
permitting localities which are not distressed to apply for grants to assist areas
of the city which have many low-income households.

Since 1978, 63 projects in 26 States and Puerto Rico have been awarded funds
which help to meet the needs of the elderly. Listed below are projects approved
during 1981 which directly benefit elderly households.

Wilmington, Ohio__.___________ Develop affordable elderly rental housing.

Corvallis, Oreg_ . Rehabilitate a historic building for affordable
elderly rental housing.

Pittsburgh, Pa____ . ___________ Construct a minority owned and oriented nurs-
ing home and outreach center.

VegaBaja,PR________.______. Construet a hospital in an area lacking ade-
quate medicare certified health facilities.

Durand, Wis__________________ Extend utilities and provide site improvements
for a 30-bed hospital and a 60-bed nursing
home.

Toledo, Ohio_ . _______________ Construct living care center and doctor’s office
adjacent to an existing hospital.

Willow Springs, Mo___________. Provide water services to a new 60-bed nursing
home.

C. Section 312

The section 312 rehabilitation loan program, as established by the Housing Act
of 1964, provides direct, low-interest lnans to eligible property owners to enable
then: to finance the rehabilitation of their properties. The properties, in general,
must be located in specific Hud-assisted areas, the most common of which are
community development block grant activity areas. The Congress has directed
that priority be given to low- and moderate-income occupants.

Loans may be made on most kinds of properties (single family residential,
multifamily residential, nonresidential, homesteading), but most section 312
funding has gone for single family loans, including homesteading. In addition,
1980 legislative amendments clarified the authority of localities to make loans
to properties containing congregate housing dwelling units and to single room
occupaficy properties. Rehabilitation loans have traditionally been made at a
3-perdent interest rate, but legislative authority exists to make loans to borrowers
whose incomes exceed 80 percent of the median income for the area at increased
interest rates, up to the current average market yield of Treasury securities of
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comparable terms, adjusted to the nearest one-eighth of 1 percent. The term of
the loan is the shortest reasonable term consistent with the borrower’s ability
to pay ; but, in no instance, is the term more than 20 years.

In fiscal year 1980, 16.6 percent of section 312 rehabilitation loans were made
to persons who were 62 years of age or older. These loans accounted for 11.8
percent of the total section 312 funds available for that fiscal year.

The fact that the percentage of section 312 “funding” is lower than the per-
centage of “loans” indicates that elderly borrowers tend to use section 312 loans
to do basic repairs to their homes, rather than to undertake major rehabilitation
projects. In addition, 8 percent of the tenants in multifamily structures assisted
by section 312 funding are rented to elderly persons.

IV. ASSBISTANT TO THE SECRETARY FOR LABOR RELATIONS

While this office does not have programmatic responsibilities per se for
“elderly” housing, it has a substantial impact because labor costs are 25 per-
cent of housing construction and 50 percent of public housing maintenance.
These costs obviously affect housing for the elderly. Perhaps more than any
other factor the Davis-Bacon prevailing wage statute has adversely impacted
housing for.the elderly. HUD has worked with the Department of Labor on
proposed regulatory reform and is optimistic that much of the present estimated
costs of the statute, $2.8 billion, can be saved, and thus make more money
available for housing for the elderly. . )

The Labor Relations Office coordinates the anticrime program. This office
works with local housing authorities to continue the programs from other
funding sources. The resident caretaker program has been one of the most
effective programs in reducing crime in improving maintenance at public
housing projects. )

V. POLICY DEVELOPMENT AND RESEARCH

Title V of the Housing and Urban Development Act of 1970 authorizes and
directs the Secretary to undertake programs of research, studies, testing, and
demonstrations relating to the mission and programs of the Department. Sec-
tion 815 of the Housing and Community Development Act of 1974 strengthened
the role of HUD research in the areas of elderly and handicapped by specifically
encouraging demonstrations related to the housing problems of members of
special user groups.

The focus on research related to the problems of the elderly and handicapped
is in HUD’s program of special user research, although other program areas
also support research which has an impact on the elderly and handicapped.

The mission of the special user group research program is to design, conduct,
and support research and demonstration projects whose results will improve
housing conditions and related housing and community services for the elderly,
the handicapped, and other members of identifiable special user groups.

A, Current Special User Research’

The Office of Policy Development. and Research has recently completed or is
currently sponsoring several projects related to the housing problems of the
elderly ; work will continue in 1982. The following list demonstrates the scope
of these recently completed and ongoing projects:

—One initiative which began in 1978 and continued through 1981 was an
evaluation of Baltimore’s experimental home maintenance program. The
program’s objective is to help eligible households living within the target
area with minor maintenance and repair problems.

—Persons living in the area who are either 55 years of age or older, physi-
cally bhandicapped, or single parent householders, are eligible for the pro-
gram. Early evaluation results of this two-stage study form the basis for
a multicity demonstration of the home maintenance and repair program
concept. The demonstration continued its operation through 1981 and the
evaluation work was ended.

~—1981 saw the first year of operation of the seven-city elderly home mainte-
nance demonstration. Enrollment targets of 125 clients per city were met,
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and inspection and repair services delivered on target. Administrative sup-
port was provided to the sites and the baseline data needed for evaluation
was collected. Preliminary indications are that the demonstration is pro-
viding a much needed service. The demonstration will continue through 1982,

—The Gerontological Society completed development of a research agenda for
HUD on issues related to the housing needs of the elderly. The agenda will
guide our program over the next several years.

—A companion to the book, “Low Rise Housing for the Older People” was com-
pleted. Its focus is on the special design problems of providing mid-rise and
high-rise elevator buildings to meet the social needs of the elderly.

—During fiseal year 1981, P.D. & R.’s evaluation of the congregate housing
services program (CHSP) produced a preliminary report on the planning
and implementation processes for the fiscal year 1979 grantees and descrip-
tive information on service availability at randomly selected nongrantee
projects. Baseline data collection on individual participants and residents
at randomly selected “control” projects began. This data will be used to
provide premeasures of CHSP program impacts on rates of institutionali-
zation, hospitalization, mortality, physical functioning/health status meas-
ures, life satisfaction measures, whether the services are substituting for
privately (i.e., family, friends) provided supportive services, and whether
the services were being targeted to the most needy. In 1982, the data col-
lection effort will be repeated to obtain post-measures of impact on the
above variables. Preliminary analyses of targeting and resident profiles will
commence after baseline data collection is completed; however, the com-
plete impact analysis and evaluation results will not be available until mid-
1984,

The second major focus of the special user research program is on the handi-

capped ; much of that research has major implications for the elderly.

—An evaluation of the demonstration for housing the chronically mentally ill,
including the elderly, was conducted. Phase 1. which examined the problems
of implementing such a program, was compieted. Phase II, which will exam-
ine the costs and benefits of such housing, will be sponsored by the Health
Care Financing Administration of Department of HHS.

-—A cost study of the implications of section 504 for the retrofitting of public
housing, combined with a similar analysis of the cost of retrofitting for
energy conservation and modernization, was completed.

VI. OFFICE OF FAIR HOUSING AND EQUAL OPPORTUNITY
A. The Age Discrimination Act

Congress passed the Age Diserimination Act in 1975 to prohibit diserimination
on the basis of age in programs or activities receiving Federal financial assist-
ance. The Department of Health and Human Services (HHS) is the agency
responsible for coordinating the governmentwide implementation of the Age
Discrimination Act.

Under HHS’ governmentwide implementation plan, each Federal agency was
asked to publish a proposed regulation defining Ace Discrimination Act policies
and procedures which apply to recipients of Federal financial assistance. HUD
prepublished a proposed regulation in the Federal Register on November 4, 1980.
No further action has been taken on this proposed regulation pending an agree-
ment between HHS and OMB on the self-evaluation process.

B. Section 8 Minority Business Enterprise Demonstration Program

The section 8 minority business enterprise (MBE) demonstration program is
designed to help minority-owned businesses gain a greater share of the housing
industry. In fiscal year 1981, this program allocated almost $10.2 million in con-
tract authority to fund 1,877 units of section 8 housing in 27 projects located
in 19 States, the District of Columbia, and Puerto Rico. More than one-third of
the units funded will be exclusively for the elderly.
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VII. GOVERNMENTAL NATIONAL MORTGAGE ASSOCIATION

The Government National Mortgage Association (GNMA) onerates two major
programs. Under its mortgage-backed securities program, GNMA guarantees
the timely payment of principal and interest on securities issued by private
financial institutions and backed by Gonvernment-underwritten mortgages. This
program is designed to provide a mechanism through which residential mortgages
and other loans can ohtain funding through access to the overall resources of the
Nation’s capital markets.

Among the various types of mortgages which are eligible to collateralize a
GNMA security, are FHA-insured section 232 nursing homes. During fiseal
year 1981, a total of 32 nursing home projects with an aggregate mortgage
amount of $92,691,200 were financed through the GNMA-guaranteed mortgage-
backed securities program. In addition to those elderly persons that are housed
through the financing of nursing homes, senior citizens also benefit from GNMA'’s
mortgage-backed securities program since it provides the majority of funds used
to finance the purchase and sale of new and existing FHA-insured and VA-
guaranteed home mortgages.

Under GNMA's other major program, the mortgage purchase or so-called
tandem program, GNMA provides helow-market interest rate permanent financing
for certain types of eligible FHA-insured multifamilv nrojects. During fiscal
year 1981, a total of $27.4 million was committed to refinance and rehabilitate
28 projects under a demonstration program onrerated in conjunction with HUD’s
section 223(f) insurance program. These buildings house elderly citizens in
New York, Columbus, and Indianarolis, as well as in other communities. In
addition, GNMA also nrovided $1.5 billion in commitments to purchase mortgages
on section 8 projects throughout the Nation. A portion of this housing will also be
used to meet the housing needs of the elderly.

VIII. INTERAGENCY AGREEMENTS
A. Alcoholism w/HHS

A HUD-HHS agreement was formulated and signed to organize and present
a series of alcoholism outreach programs at selected PHA’s across the country.
The alcoholism programs were designed to deal with the problems of alcoholism
as it affects family life, especially the lives of youth and the elderly. Attention
was also given to the interaction of alcoholism and housing management.

B. White House Conference on Aging

HUD cooperated with White House staff and D/HHS on preparation of
materials and logistic details for the White House Conference on Aging. For the
Housing Committee of the WHCoA. HUD prepared summaries of issues in hous-
ing. Staff served as facilitators and resource persons during the Conference.

C. Title III-C Nutrition Program w/HHS (Ao04)

Agreements in effect between HUD and the Administration on Aging on
nutritional and social services for the elderly in HUD-assisted housing con-
tinue to produce programs and services. For example, as reported last year,
over 1,500 local housing authorities and section 202 sponsors provide onsite
facilities for the AoA title ITI-C nutrition program under an agreement between
HUD and AoA. We estimate these sites serve at least 25,000 elderly.

ITEM 8. DEPARTMENT OF THE INTERIOR

DECEMBER 1, 1981.

DeAR MR. CHAIRMAN : Secretary Watt has asked me to respond to your Sep-
tember 10, 1981, request concerning the 1981 annual report of the Senate Special
Committee on Aging entitled. “Developments in Aging.” We appreciate the op-
portunity to submit information from this Department for the report.

Our bureaus and offices~have been surveyed on the developments in aging in
their programs and services, and we are pleased to submit their reports in line
with guidance received by contact with your communications director. The at-
tached reports demonstrate Department policy on equal opportunity for the aging
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in our personnel practices and in our programs and services to constituent§. Tl_le
reports demonstrate efforts to insure nondiscrimination against the aging in
employment opportunities and progress in making our programs, services, and
facilities more accessible to senior citizens. These concepts are supported with
more detail in the reports from our personnel and equal opportunity offices, the
National Park Service, and other bureaus. We reccgnize, and strive to be respon-
give to the complexities of the issues of gerontology.

Again, we thank you for the chance to contribute to your annual report, and
we commend the activities of the Special Committee in addressing the problems
and expanding the opportunities of older people.

Sincerely,
J. RoBINSON WEST,
Assistant Secretary for Policy,
Budget and Administration.
Enclosures.

OFFICE OF PorLicY, BUDGET AND ADMINISTRATION

In the Department we announce all positions, except firefighters and law en-
forcement positions, as open to all applicants regardless of age. In the Depart-
ment we have 311 employees on the rolls who were 70 or over as of October 1,
1981. There are 10 employees in their eighties still on the rol's. The 311 persons
are employed at all grade levels from GS-1 through GS8-15. The type of appoint-
ments include career, career conditional, wage grade, wage board, foreign, and
temporary.

Public Law 95-437, the Federal Employees Part-time Career Employment Act
of 1978, provides career part-time employment opportunities in positions through
GS-15 (or equivalent) subject to agency resources and mission requirements.
This program is attractive to older persons with the skills, experience, and quali-
fications to reenter the job market on a part-time basis.

We are implementing revised/new OPM initiatives. As a result of the decision
in Moysey v. Andrus, the regulation on medical reexamination of annuitants who
are age 60 and over has been revised. Under the revised regulations, any annui-
tant who is age 60 or over may now request medical reexamination to determine
if he or she has recovered from the disabling condition on which his/her annuity
is based. :

In the recent disability retirement study conducted by OPM, it was deter-
mined that OPM policy discouraged the reemployment of disability annuitants
by limiting such employment to temporary appointments of less than 1 year.
This policy resulted in many annuitants being retained on disability retire-
ment longer than was necessary. The revised disability retirement regulations
now permit a disability annuitant to be reemployed in any position for which
he/she is qualified, with the kind of appointment otherwise appropriate under
the circumstances. The reemployed annuitant will have his/her pay offset by
the amount of annuity allocable to the period of reemployment. A disability an-
nuitant so employed may request to be found recovered at any time, and when
the nature of the appointment is such that it would otherwise be subject to
retirement deductions, OPM will terminate the annuity as of the date of its
administrative finding of recovery and the agency shall commence retirement
deductions as of the same date. These revised procedures will encourage reem-
ployment among the employable disability annuitants while protecting the right
to future benefits of those not fully recovered.

OFFICE OF THE SECRETARY, EQUAL OPPORTUNITY OFFICER

During 1981:

(1) BEO policy statement issued by the Principal Deputy Assistant Secretary
for Policy, Budget and Administration, updating and strengthening previous
statements, sent to all OS/0DO office heads and to BEEQ coordinators for their
distribution to employees in their organizations. The statement covers age as
one of the protected classes and requires fair and equitable treatment in all
persoianel management matters.

(2) 0S/Equal Opportunity Office continues to process complaints of discrimi-
nation based on age and with the cooperation of various offices, is successful in
resolving or preventing many complaints at the lowest possible level.

(3) Selections of FEO coordinators and counselors, as well as other 0S/0DO
appointments, reflects responsiveness on the basis of age.
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(4) Monthly meetings with HEO coordinators and EEO counselors have in-
cluded special forums on the need for sensitivity, responsiveness, and effective
communications pursuant to age. . C . . .

(5) The OS/EEO Advisory Council includes age discrimination as a prohi-
bitive factor in its planning and deliberations.

(6) Personnel/EEQ update, a series of special seminars targeted to manag-
ers, supervisors, EEQ coordinators, EBO counselors, as well as all 0S/0DO
employees, during the week of November 16, 1981, will include discussions on
age. .

(7) Community relations activities include meetings, forums, lectures, and
organizational activities to help sensitize attitudes and treatment on the basis
of age.

EEO POLICY STATEMENT

Equality of opportunity is a high priority responsibility in the Department
of the Interior. It helps the Department to accomplish its mission through more
efficient and effective management and in equitable policies and fairer treatment
for all employees. .

The Equal Employment Act of 1972 (Public Law 92-261) outlaws discrimina-
tion in Federal agencies in any personnel action on the basis of race, color, reli-
gion, sex, and national origin, and requires Federal agencies to submit regional
and national affirmative action plans.

The Civil Service Reform Act of 1978 (Public Law 95-454) requires:

—Fair and equitable treatment in all personnel management matters, without.

regard to politics, race, color, religion, national origin, sex, martial status,
age, or handicapping condition, and with proper regard for individual pri-
vacy and constitutional rights. '

—High standards of integrity, conduct, and concern for the public interest.

—Development of Federal equal opportunity recruitment programs (FEORP)

to recruit minorities and women as a remedy to underrepresentation.

—Success in meeting affirmative action goals as one of the evaluative criteria

for retention in the Senior Executive Service.

Such requirements shall be integrated into daily management decisions and in-
stitutionalized into long-range planning toward successful accomplishment of
the Department’s mission.

In pursuance of such objectives, and in our efforts to reduce the possibility
of waste and mismanagement, wherever there are problem areas in employ-
ment profiles, managers shall take necessary action such as transfer, detail,
training, job restructuring, upward mobility, or other legal and regulatory
actions to correct them.

The attached bottom line is suggested for use by managers and supervisors
as a results-oriented checklist.

THE BOTTOM LINE: A RESULTS-ORIENTED EEO CHECKLIST FOR MANAGERS (FOR USE IN
INTEGRATING EEO INTO DAILY MANAGEMENT DECISIONS AND IN INSTITUTIONALIZING
I? INTO LONG-RANGE PLANNING)

1. Organization and resources.

2. Supervisory and management awareness and commitment.

3. Affirmative action plans/FEORP : Fiscal year goals.

4. Underrepresentation.

5. Underutilization/concentration.

6. Plans for filling actual and projected vacancies.

7. Recruitment/advertising/readvertising.

8. Integration of AA, removal of barriers in budget and other managerial
processes.

9. Vacancy announcement and request for personnel action (form 52).

10. Applicant referral file.

11. Data collection, e.g., minority group designations.

12. Selection procedures.

13. Task analysis/job restructuring/crossover/skills upgrade/bridge methods.

14. Reorganization : Impact on EEO.

15. Co-op program, e.g., junior fellowship, baccalaureate, graduate.

16. Summer employment. )

17. Special emphasis programs, e.g., Hispanic employment program, Federal
women’s program, and others. ’

18. Special appointing authorities, e.g., veterans employment program, selec-
tive placement program.

19. Intergovernmental Personnel Act (IPA) assignments.
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20. Hires.

21. Assignments/transfers/reassignments/details.

22. Promotions.

23. Separations/reductions-in-force.

24. Senior Executive Service.

25. Feeder group 1.

26. Executive and management development program (feeder group II).

27. Selection for appointments to committees, councils, commissions, boards,
task forces, ete.

28. Full utilization of skills and training, including upward mobility.

29, Departmental projects, conferences, observances, e.g., Federal women’s
week.

30. Peformance appraisal/standards.

31. Communications, e.g., staff meetings.

32. Community outreach/public relations.

33. Awards/bonuses/commendations.

34. Discrimination complaints/counseling : Timely cooperation in resolution at
lowest possible level.

35. Contracts with minority and women’s businesses (monitored by Office of
Small and Disadvantaged Business Utilization).

36. Title VI programs (monitored by Office for Equal Opportunity).

37. Accomplishments : Reports.

38. Assessments: EEO statistics of minority groups, sex, handicapped occupa-
tional series, grades (on hiring, promotion, training, and other personnel
actions) as compared with totals and with previous years.

AGE DISCRIMINATION ACT OF 1975

Below is a chronology of the actions taken by this office regarding publication
of the Department’s final rule for enforcement of the Age