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COVID–19 ONE YEAR LATER: ADDRESSING 

HEALTH CARE NEEDS FOR AT-RISK 
AMERICANS 

THURSDAY, MARCH 18, 2021 

U.S. SENATE, 
SPECIAL COMMITTEE ON AGING, 

Washington, DC. 

The Committee met, pursuant to notice, at 9:32 a.m., via Webex, 
Hon. Robert P. Casey, Jr., Chairman of the Committee, presiding. 

Present: Senators Casey, Gillibrand, Blumenthal, Warren, Rosen, 
Kelly, Warnock, Tim Scott, Braun, and Lee. 

OPENING STATEMENT OF SENATOR ROBERT P. CASEY, JR., 
CHAIRMAN 

The CHAIRMAN. The Senate Special Committee on Aging will 
come to order. Good morning to everyone. I want to welcome both 
new and returning members to the first hearing of this Committee 
for the 117th Congress. I am delighted that Senator Tim Scott of 
South Carolina will serve as the Committee’s new Ranking Mem-
ber. Senator Scott has been an active member of this Committee, 
and I look forward to working with him closely during this Con-
gress. 

I particularly want to welcome the new members of the Com-
mittee. We have three: Senator Mark Kelly of Arizona, Senator 
Raphael Warnock of Georgia, and Senator Mike Lee of Utah. I look 
forward to all of our contributions over the next two years. We 
know that the Aging Committee has historically been a committee 
that fosters both bipartisanship and collaboration. As Chairman, I 
hope to adopt that same spirit of bipartisanship and advance an 
agenda to build health and economic security for seniors, people 
with disabilities, and their families. 

Today’s hearing will focus on the continuing and grave threat to 
those Americans, and our Nation as a whole, the COVID–19 pan-
demic, and the effects it has had on the health of people most at 
risk due to the virus. We have lost more than 24,600 Pennsylva-
nians to this pandemic. These were our mothers, fathers, grand-
mothers, grandfathers, sisters, brothers, neighbors, and friends. 

We all know that older adults have suffered the brunt of this 
pandemic, accounting for 81 percent of all deaths. A tragedy within 
the broader tragedy of this pandemic has taken place in our Na-
tion’s long-term care setting, where more than 178,000—more than 
178,000—residents and workers combined have died from COVID– 
19. 
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Our witnesses today will help us better understand where we are 
one year into the pandemic. This is an important conversation, and 
it comes just one week after President Biden signed the American 
Rescue Plan into law. This historical legislation advances a bold vi-
sion to defeat the virus and begin to rebuild our economy. The 
American Rescue Plan, working families will have more money in 
their pockets, our children will return to school safely, and every-
one who wants to, can be vaccinated. This bill ensures that home 
and community-based services are available for seniors and people 
with disabilities, and further will help put food on their tables. The 
bill strengthens our long-term care workforce, provides resources to 
ensure the heroes on the front lines have personal protective equip-
ment, testing supplies, and even premium pay. 

The bright light at the end of this dark tunnel are, of course, vac-
cines. Distribution and administration of the vaccine is one of the 
greatest challenges the Nation has faced in our lifetimes. Getting 
the vaccine into people’s arms has been a huge undertaking. Local 
churches, senior service agencies, and many other members of our 
communities met this challenge head-on, helping seniors and driv-
ing people to appointments. 

This bill gives states and communities the funding they need to 
further this important work and vaccinate those who need it the 
most. The plan will help us rise to the occasion and build on the 
progress President Biden and his administration have made in the 
last two months. 

The actions we are taking now are only the beginning. Our work 
is not done. The pandemic has highlighted long-standing injustices 
facing many Americans. 

We must enact policies to address the injustices that have 
plagued communities of color, people with disabilities, and older 
adults for far too long. 

The conversation we are having today is just the beginning of a 
much longer and critically important dialog for this Committee. I 
look forward to the work of the Committee on these important 
issues and hearing from our witnesses today. 

Just a few brief comments before I turn the microphone over to 
Ranking Member Scott. I wanted to remind Committee members 
and witnesses to please keep remarks and questions to five min-
utes. The countdown timer, otherwise known as a clock, can be 
viewed alongside the other participant windows on Webex. On 
mine it is in the upper right-hand corner. 

Following opening remarks, Senators will ask their questions 
based on seniority, and I will ask that members have their cameras 
turned on at least five minutes prior to their questions, so that we 
know they will be prepared to ask a question in line. 

With those final logistical notes, Ranking Member Scott, I am 
pleased to turn it over to you for your opening remarks. 

OPENING STATEMENT OF SENATOR TIM SCOTT, 
RANKING MEMBER 

Senator TIM SCOTT. Thank you, Chairman Casey, and congratu-
lations on your new chairmanship, and I look forward to continuing 
the long tradition of having the Aging Committee be the most bi-
partisan committee in the United States Senate and hopefully all 
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of Congress. It is certainly a wonderful opportunity for me, as the 
Ranking Member, to have an opportunity to lead our side in the 
conversation, the discussion around issues of the aging community. 

I think back to my own life and my mother, Frances Scott, who 
was a nurse’s assistant. Many of the folks who are on the front 
lines are CNAs in nursing homes, certified nursing assistants, and 
having been raised by a single mother who spent 16 hours a day 
working in hospitals, and really doing the entry-level jobs at the 
hospital, I thank God for someone who instilled in me the dignity 
of work, the hard work, focus, and going the extra mile for those 
who cannot do it for themselves. That is something that I hope that 
we, as a committee, focus on. I do want to welcome all of the new 
Committee members to this Committee. 

Interestingly enough, by the year 2034, the seniors in America 
will, for the first time, outnumber the children in America. That 
means we are literally sitting on the type of transformation in our 
country that requires complete and total focus on improving the 
quality of the outcome of our aging population. Unlike Bob, who 
seems to not have aged at all, I am aware of the fact that I con-
tinue to age myself. 

Nearly 18 percent of South Carolina’s population, 900,000 people 
in South Carolina, are over the age of 65. The demographic shift 
highlights the importance of the Aging Committee and the work 
that we will have to do in the years to come. 

I will certainly champion, every single day, the priorities of those 
folks who continue to age, including issues of financial security and 
health care. These are two pillars that must be our focus on the 
Aging Committee. 

I also want to extend my gratitude to the entire health care com-
munity as they confronted COVID–19 in a way that brought tears 
to our eyes, a lump in our throats, as well as warmth in our hearts. 
We were heartened by those who were literally going into dan-
gerous places because of this COVID–19, nurses and doctors trav-
eling across the country to the hotspots. I once again focus on those 
CNAs who are working in nursing homes, where we have seen 
nearly 40 percent of all deaths in America come out of nursing 
home facilities. That means that so many folks who are on the 
front line trying their best to save a life, and so many of those 
folks, 60, 70 percent of those folks who are CNAs are African 
Americans, and about 80 percent of those folks are women. 

We cannot say it often enough. I certainly cannot say it often 
enough, thank you. Thank you for your willingness to be the dif-
ference for so many people, who were trapped without their loved 
ones, isolated and scared. You were the loved ones. You were the 
extended family. For that, our Nation will always be grateful. 

When this Committee held its first hearing on COVID last May, 
the idea that we would find a way to a vaccine quickly was, accord-
ing to NBC News, impossible. It would take a miracle, they said, 
and thank God for miracles. 

Operation Warp Speed was that miracle, and in historic fashion, 
President Trump’s administration, partnering with the private sec-
tor, found a way to bring a vaccine to the market so that in Decem-
ber, less than nine months or so after it started, about nine months 
after the virus started, in earnest, thinking back on our first vote 
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in March—obviously it started before March—but nine months 
after we started focusing our attention on the virus we had a vac-
cine being shot into arms. He also purchased 300 million doses 
from three different companies, which allowed us to see the type 
of revolutionary start that we have seen. 

I am also thankful and welcome President Biden’s declaration 
that by the middle of May, every single American adult will have 
an opportunity to be vaccinated if they want to. Now this is a very 
important point, because as we watch the rollout today, the num-
bers in the African American community and the Hispanic commu-
nity are lower than we would want them to be. We are going to 
have to shore up vaccine confidence and availability. 

Our rural communities suffer the same fate in so many ways. 
They, too, need easier access to the vaccine, and we need to do a 
better job of making sure that our seniors and all of our Americans 
in our rural landscape understand the importance of getting the 
vaccine and participating in this process. South Carolina has cer-
tainly been a model of transparency throughout the pandemic. I 
look at the fact that 40 percent of the deaths nationwide come out 
of nursing homes, and our State of South Carolina it has been 
around 20 percent. I think what we want to see nationwide is a 
real focus on helping us improve the outcomes in nursing homes 
throughout this Nation, and specifically for our senior population 
throughout this Nation. To me, this is common sense. 

I am not exactly sure where the timer is, Chairman Casey, but 
I hope I have a few minutes, one more minute to finish up. Sounds 
good. Thank you, sir. 

Increasing funding for the production of the distribution of the 
COVID–19 vaccine is incredibly important. For us to focus our at-
tention on the logistics right now is necessary. 

The one thing I will say about the COVID relief package that 
was disappointing is that only one percent of the resources went 
for more vaccinations, went toward vaccination production, and 
only nine percent focused specifically on health care issues around 
the vaccine. This is one of the reasons why many of us on the right 
had troubles with this package, because too few dollars actually fo-
cused on the COVID–19 challenge that we have before us, and too 
many dollars focused on a progressive policy position that is not 
supported by the right. 

We loved the day in 2020, when we were all voting. Ninety-plus 
Senators voted for five different packages. I certainly hope we find 
ourselves back letting the Aging Committee lead the rest of the 
Senators in a bipartisan fashion, presenting solutions to the Amer-
ican people that we can all be proud of. 

Thank you all to the witnesses for being here with us today, and 
I look forward to the meaningful dialog that we will have about the 
way forward. Thank you, Chairman Casey. 

The CHAIRMAN. Ranking Member Scott, thank you very much. As 
someone who has served, as I did, as the Ranking Member, I al-
ways want to give the Ranking Member any additional time he 
might need. 

Senator TIM SCOTT. Thank you, sir. 
The CHAIRMAN. Let me just turn now to our witness introduction, 

and just for the witnesses’ benefit, what we will do is introduce 



5 

each witness one after another, and then after all witnesses are in-
troduced that is when we will turn to the testimony, just so folks 
know the order of things. 

Let me start with our first witness. I am pleased to introduce Dr. 
Anand Iyer. Dr. Iyer is from Birmingham, Alabama. Dr. Iyer is a 
pulmonologist working in the intensive care unit at the University 
of Alabama at Birmingham. He also runs the local pulmonary clinic 
for underserved residents of Jefferson County, Alabama. Over the 
last year, Dr. Iyer has been on the front lines of the pandemic, car-
ing for the critically ill in the ICU. 

He will share his experiences caring for a primarily rural African 
American patient population in Alabama. He will also discuss bar-
riers to access, the access to care experienced by his patients, and 
the work he and his colleagues are doing to decrease vaccine hesi-
tancy. 

Dr. Iyer, thank you for being with us today and for sharing your 
work with the Committee. 

Second, I want to introduce another doctor, Dr. Amy Houtrow. 
Dr. Houtrow is from my home State of Pennsylvania. In fact, she 
is from Pittsburgh, Pennsylvania, in the southwestern corner of our 
state. She is a physical and medical director of the Rehabilitation 
Institute at Children’s Hospital of Pittsburgh. She is also a PhD 
public health researcher, examining models of health care delivery, 
and as a person with a disability she has multiple perspectives on 
disability, health care, and the pandemic we have been experi-
encing this past year. 

I want to thank Dr. Houtrow for being with us today and for 
sharing your expertise with the Committee. 

Third, Sandra Harris. I am pleased to introduce her. She is a 
Massachusetts resident. I know Senator Warren is pleased to have 
her with us today. Senator Warren will be joining us later in the 
hearing for questions. 

Ms. Harris is the Volunteer State President of AARP Massachu-
setts and serves as the chairwoman of the AARP Massachusetts 
Executive Council. She has a long history as an advocate for older 
Americans. She will speak to the health care needs of older adults 
during the pandemic, with a focus on long-term care residents as 
well as seniors living in the community. She will also discuss the 
importance of vaccinations and access to nutrition and supportive 
services. 

Ms. Harris, thank you for being with us today and for sharing 
your work with the Committee. 

I will now turn to Ranking Member Scott to introduce our wit-
ness from South Carolina. 

Senator TIM SCOTT. Thank you, Chairman Casey. I am pleased 
to introduce my good friend from the Palmetto State, Anthony 
Jackson. Anthony is a leader in the competitive hospital industry 
in South Carolina. Anthony’s testimony today is based on his ex-
tensive work in South Carolina’s private and nonprofit health care 
systems, and I know that this is a personal passion for him, as it 
is for me. 

Anthony was named the Senior Vice President and Chief Oper-
ating Officer of Roper Saint Francis Hospitals in the spring of 
2019. His historic hiring happened about 50 years after Roper Hos-
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pital was first required to admit Black patients, and Anthony be-
came Roper’s first African American CEO. He has come a long way, 
starting out his careers as a radiology tech at Roper Hospital, and 
now, after more than 20 years of executive experience, he is one of 
the top leaders in the health care industry. 

Thank you, Mr. Jackson, for being with us here today, and I look 
forward to hearing your testimony. 

The CHAIRMAN. Thank you, Ranking Member Scott. Now we will 
turn to our witnesses for their statements. We will begin with Dr. 
Iyer. 

Dr. Iyer, you may begin. 

STATEMENT OF ANAND IYER, MD, MSPH, ASSISTANT PRO-
FESSOR, DIVISION OF PULMONARY, ALLERGY AND CRITICAL 
CARE MEDICINE, UNIVERSITY OF ALABAMA AT BIR-
MINGHAM, BIRMINGHAM, ALABAMA 

Dr. IYER. Good morning. My name is Anand Iyer. I am a 
pulmonologist and geriatric and palliative care researcher at the 
University of Alabama Birmingham School of Medicine. I serve in 
the ICU and founded a pulmonary clinic down the street from our 
medical center that provides care for hundreds of underserved citi-
zens. In my clinic, 80 percent of patients are black, 20 percent are 
over 65, and most are uninsured. These are the people at highest 
risk for poor outcomes due to COVID–19 and are now the ones hav-
ing the most difficulty accessing vaccines. 

One of my patients is a woman in her 70’s with COPD, who lives 
alone in public housing. She requires oxygen and has no Internet 
and no transportation. Every trip outside her home is a huge or-
deal. It is against this backdrop of caring for people like her that 
I entered the pandemic. A year ago, we admitted the first people 
with COVID–19 to our ICU. Since then, over 10,363 of my fellow 
Alabamians have died. We stared directly down their vocal cords 
to place them on ventilators while their families anxiously waited 
at home. All along, we were terrified of bringing this virus home 
to our own families. Though the physical scars of wearing N–95 
masks for our entire shifts fade, the emotional scars will not. While 
caring for people in the ICU at UAB I was keenly aware of the 
struggles my colleagues faced at smaller rural facilities across Ala-
bama. Telehealth improved outcomes and offered an innovative 
way to safely reach out to people isolated in their homes during the 
pandemic. However, barriers to equitable broadband access created 
a hurdle for many. The Telehealth Modernization Act continues 
many of the emergency provisions enacted during the pandemic 
that must carry forward, and support for the Accessible Affordable 
Internet for All Act improves critical broadband access to close the 
digital divide. 

The long year finally gave rise to hope in December when the 
vaccines appeared. I have spent every clinic visit since then encour-
aging my patients to get vaccinated. I describe my own vaccine ex-
perience and respond to their questions about side effects. The 
problem for most of my patients is not vaccine hesitancy. Many 
want one when it is their turn. Rather, the biggest issue for most 
is vaccine access. Attributing the low vaccination rates among mi-
nority populations only to vaccine hesitancy fails to acknowledge 
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real racial and socioeconomic disparities in vaccine access that re-
quire urgent solutions. 

COVID–19 also exposed significant geographic disparities in ac-
cess, especially in the rural South. When I was young, I joined my 
father, a family physician, on house calls to farms in northeast Ala-
bama. He listened to his patients’ lungs and I brought home bas-
kets of tomatoes. I witnessed early on their isolation and the strug-
gles they faced accessing care in rural Alabama. 

Rural Americans have a 13 percent higher risk of death due to 
COVID–19. More and more are dying from chronic health condi-
tions like COPD, and 17 rural hospitals have closed in my state in 
the past decade. Expansion of Medicaid could improve access to 
comprehensive care for rural Americans and stem the tide of rural 
hospital closures so people can seek help when they need it. 

Our country has made great strides vaccinating older Americans. 
However, millions are at risk for missing their shot. This gap will 
widen as eligibility expands and the most vulnerable are unable to 
compete for spots. One in five seniors could be at risk for missing 
their vaccine due to age-related barriers like limited mobility, lack 
of transportation, no caregiver support, functional and cognitive 
impairments, and digital and social isolation. 

The American Rescue Plan makes essential investments to im-
prove vaccine outreach to these populations. Here are three ideas 
that could help these efforts succeed and dismantle access barriers 
for vulnerable populations. 

First, create a centralized system that identifies those most at 
risk for missing the vaccine and partner with area Agencies on 
Aging and others to fill the data gap. 

Second, simplify the process. Use telephone registration and ex-
pand proactive outreach through programs like Senior Buddies and 
Vaccine Community Connecters, who are going door to door to 
schedule vaccinations and arrange transportation. 

Third, get the vaccine out to where people live. Expand mobile 
vaccination programs, get COVID vaccines to people in their 
homes, set up vaccination sites in the hardest hit communities, and 
build relationships with trusted community partners. 

Leaders at UAB prioritized vaccine equity from the beginning 
and partnered with the city to set up vaccination sites in under-
served areas around Birmingham. These efforts helped vaccinate 
minority communities locally at four times the state and national 
averages. 

The COVID pandemic exposed significant disparities and divides 
in our health care system, especially among older and at-risk 
Americans. Accessible vaccines will urgently save their lives, and 
what we learn from the process will have long-lasting, positive im-
pacts on our health care system. 

I am honored to be here today to reflect on the past year and to 
bring a voice to the challenge that my patients face. The most vul-
nerable will not be able to raise their hand and tell us they need 
help. We must reach out to them. 

Thank you. 
The CHAIRMAN. Dr. Iyer, thank you very much. Dr. Houtrow. 
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STATEMENT OF AMY HOUTROW, MD, Ph.D., PROFESSOR AND 
VICE CHAIR, DEPARTMENT OF PHYSICAL MEDICINE AND 
REHABILITATION FOR PEDIATRIC REHABILITATION MEDI-
CINE, UNIVERSITY OF PITTSBURGH SCHOOL OF MEDICINE, 
PITTSBURGH, PENNSYLVANIA 

Dr. HOUTROW. Chairman Casey, Ranking Member Scott, and 
honorable Committee members, thank you for inviting me to speak 
today. My name is Amy Houtrow. I am the chief of rehabilitation 
medicine at UPMC Children’s Hospital of Pittsburgh and professor 
and endowed chair at the University of Pittsburgh. 

I am approaching my testimony from the perspective of a person 
with disabilities, a physician who cares for people with disabilities, 
as an advocate for health equity, and as an academic with training 
and research expertise in health services and policy. As they say, 
we are all weathering the storm together, but we are not all in the 
same boat. 

My boat is small and scarred. I was born with an exceptionally 
rare genetic condition that shaped my body in dysmorphic atypical 
ways and has shaped me into the person I am today. I know of lim-
itations; I live with them. I also know of perseverance and cir-
cumstance. In late February 2020, before most of Americans knew 
what was happening, I was preparing to isolate myself. My spine 
is twisted, my lungs crammed, the lower lobe of my right lung al-
ways vulnerable to infection because of the deformities of my chest. 
I take immunosuppressive medications. I knew right away that 
COVID–19 could easily kill me. I am an at-risk American. 

My work here on this planet is not done, so I set about protecting 
myself and all of my patients. I am lucky that I could move the en-
tirety of my work to the virtual space, all of my meetings, all of 
the planning we were doing for our pandemic response, all of my 
research, and yes, all of my patient care went virtual. Thankfully, 
with emergency waivers, we have been able to successfully deliver 
telehealth care, and recent telehealth innovations and expansions 
have benefited many patients with disabilities during the pandemic 
and will beyond if they are promoted and supported. 

For the past year, we all watched, in horror and with sadness, 
as COVID–19 ravaged congregate care facilities. For every dark 
cloud, we must find the silver lining. As we plan for the future we 
must assure the health and the safety of people living in con-
gregate care settings, but we also should develop and promote 
strategies to keep older adults and people with disabilities living in 
their homes with the supports and services they need. To do this 
we need to strengthen the home and community-based services and 
develop a robust home care workforce. It behooves us to do so, be-
cause most people desire staying in their homes, and according to 
CMS, home care is less costly than residential care. The $12.7 bil-
lion fought for by Senator Casey in the American Rescue Plan for 
expansion of Medicaid home and community-based services is an 
excellent step forward to realizing the promise of Olmstead. 

Perhaps the biggest triumph of this pandemic has been the speed 
at which vaccines were developed. Unfortunately, equitable dis-
tribution of the vaccines has proven challenging. As a starting 
point, vaccine registration systems and administration sites must 
meet the standards of the ADA and Section 504 of the Rehabilita-
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tion Act. Moneys in the American Rescue Plan are much needed to 
address this urgent problem. 

Active outreach in communities is also necessary to help reduce 
existing disparities in vaccine access that exist right now, today. 
Strategies to reach those in need such as mobile vaccination units 
that can administer vaccines inside people’s homes should be ex-
panded to vaccinate semi- or completely homebound individuals 
and people for whom home administration would be safer and easi-
er than administration at vaccination sites. We should empower 
trusted community leaders to help reach people, whether through 
churches or in barber shops, to improve the vaccine distribution to 
those hardest hit by disparities. We need this now, and we need 
to have plans put in place for the next pandemic. 

This pandemic is an inflection point for the United States. Do not 
let it go to waste. We need to address the structural problems that 
make certain members of our communities more vulnerable to 
COVID–19 and other diseases. We need to make changes to our 
public health infrastructure and health care systems so that we are 
better prepared for the next crisis. We need to make it possible for 
all of us to thrive—today, tomorrow, and beyond. 

Thank you for the opportunity to present to the Committee and 
I would be pleased to answer your questions. As I close my oral tes-
timony, I offer you this quote from Maya Angelou: ‘‘Do the best you 
can until you know better. Then, when you know better, do better.’’ 

The CHAIRMAN. Dr. Houtrow, thank you very much. I want to 
turn the microphone over to Mr. Jackson for his remarks. 

STATEMENT OF ANTHONY JACKSON, MBA, SENIOR VICE 
PRESIDENT AND CHIEF OPERATING OFFICER, ROPER SAINT 
FRANCIS HEALTHCARE, CHARLESTON, SOUTH CAROLINA 

Mr. JACKSON. Chairman Casey, Ranking Member Scott, and 
members of the Committee, thank you for inviting me to testify 
today. My name is Anthony Jackson and I am the Senior Vice 
President and Chief Operating Officer of Roper St. Francis 
Healthcare here in Charleston, South Carolina. Roper St. Francis 
is the only private, not-for-profit, faith-based health care system in 
Charleston. We have four hospitals with 657 beds across five coun-
ties. We are the region’s largest private employer, with more than 
6,000 employees, and we have more than 1,000 doctors on our med-
ical staff. 

The impact of COVID–19 on Roper St. Francis Healthcare has 
been dramatic. Since the start of 2020, there have been 455,495 
confirmed cases of COVID in South Carolina. This pandemic has 
disproportionately affected older Americans, and that was espe-
cially true at Roper St. Francis Healthcare. Over this past year we 
experienced many difficult moments as our doctors and nurses 
bravely and tirelessly worked to treat COVID patients. This in-
cludes patients such as Lethia Moore, a 78-year-old great-great- 
grandmother who was admitted to Roper St. Francis Healthcare on 
April 3rd, and sadly passed away on April 12th, comforted by a 
nurse who refused to leave her side. 

As COVID continued to spread, our hospital system adapted. 
While we already had a platform in place for telehealth, the 
COVID pandemic required us to scale up quickly. Telehealth has 
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proven so valuable that we intend to continue it in the long-run. 
We have set a goal of maintaining 20 percent of all visits via tele-
health, which opens doors for many vulnerable older Americans, 
particularly those who are homebound, those living with disabil-
ities, and those who live in rural areas. 

We are hopeful that this pandemic will be brought to an end this 
year with the advent of the COVID–19 vaccine. Roper St. Francis 
Healthcare is working closely with the State of South Carolina to 
administer COVID vaccinations. We received our first batch of vac-
cine in December and began administering them to our health care 
workers on December 15. In January, we opened a COVID vaccina-
tion drive-thru for patients in the parking lot of the North Charles-
ton Coliseum, a site that is used to accommodating crowds of more 
than 13,000 for events. We have the capacity to vaccinate up to 
1,500 residents per day. 

Additionally, this week, we launched a pop-up drive thru location 
in Berkeley County for residents 55 and older. This is important 
because about three-quarters of Berkeley County’s 65-and-older 
population has yet to be vaccinated. Vaccine drive-thru centers can 
play an integral role in expanding our vaccination campaign be-
yond urban areas to reach a population that is often left behind. 
Communities and states must be proactive and creative to reach 
residents who cannot get vaccinated through more traditional visits 
to hospitals and doctors’ offices. Our drive-thru vaccination sites 
would be a great model for others to follow. 

The pandemic and vaccine rollout also have shown the impor-
tance of treating seniors across all facets of the health care con-
tinuum. Whether it is hospitals, community health centers, or 
nursing homes, we all have a role to play. Why is that? We know 
that when we consider social environmental factors such as social 
mobility, work, retirement, education, income, and wealth, caring 
for our seniors becomes even more complex. 

Health care for seniors is dynamic and multidimensional, and to 
address them adequately, the pandemic has taught us that in the 
community we have to be collaborative, innovative, intentional, and 
equitable. Roper St. Francis is proud of the thousands of hours of 
community care that we provide in Charleston and the surrounding 
communities alongside our community partners and volunteers. 

As a former licensed nursing home provider, I understand the 
value of senior-care communities. Our patients have turned to us 
for guidance over this past year, and we cannot and will not lose 
their trust. We need to continue to have transparency and account-
ability, and I am proud of the work that all the staff at Roper St. 
Francis has done and will continue to do as the pandemic is not 
over. 

Ensuring healthcare providers have a sufficient and dependable 
supply of COVID–19 vaccine is central to our ability to successfully 
plan and operate vaccination events, so thank you for your contin-
ued efforts around this issue. I am thankful to every member of the 
Committee for their work to ensure that our hospitals have the re-
sources they needed to fight the pandemic, and I am looking for-
ward to continuing to serve our patients in the Lowcountry. Thank 
you. 

The CHAIRMAN. Mr. Jackson, thanks for your remarks. 
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We will turn finally now to Ms. Harris. 

STATEMENT OF SANDRA HARRIS, VOLUNTEER STATE PRESI-
DENT, AARP MASSACHUSETTS, BOSTON, MASSACHUSETTS 

Ms. HARRIS. Chairman Casey, Ranking Member Scott, and mem-
bers of the Committee, thank you for inviting AARP to testify 
today. My name is Sandra Harris and I am the volunteer State 
President for AARP Massachusetts. On behalf of our 38 million 
members, including 776,506 in Massachusetts, and all older Ameri-
cans nationwide, AARP appreciates the opportunity to provide tes-
timony at today’s hearing. 

COVID–19 has been particularly hard on Americans over the age 
of 50 and people of color. Since the start of the pandemic, nearly 
95 percent of the deaths have been among people age 50 and older. 
Additionally, millions of Americans, older adults, have been alone 
and spending precious time away from loved one. I have not seen 
my five and eight year-old grandsons in almost 16 months. Can you 
imagine how much I have missed in their lives? 

We have heard from so many other grandmothers and grand-
fathers. We are all eager to see our grandchildren and visit our 
parents and loved ones in their nursing homes. 

Since the beginning of this pandemic, over 178,000 long-term 
care facilities residents and staff have died, including over 8,600 in 
Massachusetts, representing about 35 percent of deaths nationwide 
and over 50 percent of deaths in Massachusetts, despite the fact 
that nursing home residents comprise less than one percent of the 
U.S. population. 

While there may be a sense of relief with the vaccine rollout and 
the cases and deaths in nursing homes are finally declining, the 
situation in our Nation’s nursing homes and other long-term care 
facilities remain dire. In my written testimony, I have highlighted 
AARP’s five-point plans, which include ensuring access to PPE, in-
creasing transparency, allowing for safe in-person visitation, ade-
quate staffing, and rejecting immunity for long-term care facilities. 

We are encouraged by the progress being made in distributing 
the vaccines to Americans. However, with low or no connectivity, 
lack of access or devices, I just do not know how far too many older 
Americans are struggling to access an online, biased appointment 
system. For those who do gain access, long waits and appointment 
queues, Web site crashes, and finding that ‘‘no appointment avail-
able message,’’ these are all frustrating. 

I have personally stayed online for over two hours before getting 
that much dreaded ‘‘no appointment available’’ message. We urge 
the Federal Government to work with states to develop 1–800 num-
bers for scheduling appointments. 

Another concern to AARP, and of grave personal concern to me, 
is the wide disparities in accessing the vaccine. According to the 
CDC, of people who are fully vaccinated, almost 69 percent are 
white, only seven percent are Hispanic, and almost seven percent 
are Black. AARP is committed to reducing this gap and has re-
cently partnered with five of the Nation’s largest nonprofit organi-
zations to launch the COVID Vaccine Equity and Education Initia-
tive. We have heard from many individuals who are homebound, 
who cannot leave their homes due to medical or other reasons. We 
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are pleased to see the CDC addressing these issues and funding 
from FEMA to work with states in developing mobile clinics and 
getting vaccines to those homebound individuals. 

In addition to improving the health and safety of nursing home 
residents, Congress must take a look, longer term, to give older 
adults and people with disabilities more options to receive care at 
home, and to provide support for family caregivers. I wish I had 
the time to share with you the emotional and financial burdens my 
siblings and I are experiencing caring for our 92-year-old mother 
who is living at home with dementia. 

Finally, it is heartbreaking to see people waiting in long lines for 
basic necessities like food. More than 20 percent of people age 50 
to 59, and 14 percent of Americans age 60 and older are struggling 
to just put food on the table, with Black and Hispanic older adults 
reporting even higher rates of food insecurity. We are so thankful 
for SNAP, which has been a much-needed lifeline for so many. 

Americans over the age of 50 continue to struggle with the im-
pacts of this pandemic, and we will do so for some time. We are 
thankful that some relief has arrived, but we must do more to pro-
tect the health and safety of America’s most vulnerable, our sen-
iors. We can, and we must do better. 

The CHAIRMAN. Ms. Harris, thanks very much for your state-
ment. I want to thank all of our witnesses for their statements. 
Now we will move to a round of questions. I will start with one of 
our doctors, Dr. Houtrow, to ask you one basic question about some 
of the fundamentals that we are facing. 

As I said in my opening statement, as you pointed out, older 
adults and people with disabilities have been disproportionately 
impacted by the pandemic. People with disabilities are three— 
three times more likely to die from COVID–19 as the general popu-
lation. Over a third of the COVID–19 deaths that have occurred 
today have been in congregate settings, as I mentioned earlier, ei-
ther residents or workers. 

There are over four million people in the United States with dis-
abilities, or older adults, who now receive, right now, home and 
community-based services through Medicaid. These services make 
it possible to reduce the risk of contracting the virus by keeping 
people in their homes and supporting them in their own commu-
nities. The American Rescue Plan provides, as you mentioned ear-
lier in your testimony, $12.7 billion in new funding—new funding— 
for home and community-based services for next year, including in 
my home State of Pennsylvania an estimated $730 million for those 
services. 

Doctor, your unique set of experiences include clinical care, pub-
lic health knowledge, health care systems approaches, and, your-
self, have a disability. Speaking from those multiple perspectives, 
can you look ahead and talk about the importance of establishing 
and maintaining a strong home and community-based services net-
work and workforce into the future? 

Dr. HOUTROW. Thank you, Chairman Casey. Your question is 
particularly insightful because you asked about establishing and 
maintaining a strong network and workforce. We do not have a 
strong workforce now, we did not before the pandemic, but I appre-
ciate all of your efforts to help us create one. 
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In Allegheny County, Pennsylvania, where I live, the hourly 
wage for a direct service worker is $12.41 an hour. This is far from 
a living wage, which is nearly $34 an hour for a single mom in 
Pittsburgh who is raising two children. If you cannot support your 
family, you look for other employment. Direct service workers 
should be paid a living wage. 

To do this, we need Medicaid restructure reform. This will help 
bring down our turnover, a chronic problem with the direct service 
workforce. We need to provide this workforce with good benefits, 
including access to accurate PPE and sick leave. Transportation to 
work is often a barrier, so assuring that the workforce has trans-
portation is essential. We have a huge, informal, which is code for 
‘‘unpaid’’ caregiving workforce that should be paid as direct service 
workers. 

The CHAIRMAN. Well, I want to thank you for that response be-
cause as I made reference to, and Ranking Member Scott did as 
well, most of the people doing this work all across America, the 
high percentage are women and women in communities of color. If 
we are going to continue to have a system where they are not paid 
and have the appropriate benefits, we are not going to have the 
quality care that we all claim that we want to create in those set-
tings. I appreciate you speaking directly to the need for home and 
community-based services and the support for the workforce. 

My last question, and I have a little over a minute to go, but I 
will direct my attention to Ms. Harris for this question. The crisis 
in nursing homes by the COVID–19 pandemic required a response 
equal to that of the crisis at hand. The Rescue Plan included $500 
million in dedicated money for strike teams, $200 million for tech-
nical assistance to nursing homes, and that is to promote infection 
control protocols and help with the vaccination process. 

I have done a good bit of work on this with a number of my col-
leagues, including, most recently, partnering with Senator Toomey, 
my colleague from Pennsylvania, on a bipartisan Nursing Home 
Reform Modernization bill. 

Ms. Harris, beyond the COVID–19 pandemic, what steps can we 
take to improve nursing home quality? 

Ms. HARRIS. Thank you for the question, Senator, and also thank 
you for your leadership and the new bill, the modernization bill. 
AARP certainly supports it and we look forward to working with 
you in any way that we can. 

One of the things that has truly happened is that this pandemic 
has highlighted the real issues, systemic issues in our long-term 
care nursing. I think one of the most critical things is that we need 
to have nursing home care reform. I think that we need to begin 
to look long-term as really where the issues are, because this is 
going on for much too long. I think in terms of that we need to 
make sure that we have adequate staffing and have programs for 
recruiting, retaining, training, and career ladders, with enough 
funds and benefits. I think it is really critical that we really need 
to address infection control, staffing, and making sure that our 
residents and frail elderly in these nursing homes are safe. 

The CHAIRMAN. Thank you very much. Ranking Member Scott. 
Senator TIM SCOTT. Thank you, Mr. Chairman, and thank you, 

Ms. Harris, for your last answer to the question about nursing 
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home safety. It is really an issue that we should all take very seri-
ously. It is one issue that I tried to address during the COVID 
markup, offering a couple of amendments around the issue of nurs-
ing home safety, and frankly, getting accurate information from 
states. It was very hard to watch when New York was not forth-
coming with all the information, and I think that we have to make 
sure that we have all the information in order to assess the chal-
lenges in nursing homes. 

Mr. Jackson, as a health care expert I know that you have spent 
30 years or so in the industry. Do you think we need to redirect 
or direct more resources into nursing homes, as Ms. Harris and 
Chairman Casey have both alluded to and specifically stated? 
Many of the workers in the nursing home communities are African 
American females—80 percent are females, 60 to 70 percent Afri-
can Americans. 

We see that we have a real challenge nationwide in our nursing 
home facilities. The real question is not based on race or income 
but based on the necessity of resourcing the most vulnerable popu-
lation, where the vast majority of the deaths have come from, age- 
wise, and then 40 percent of the deaths specifically from nursing 
homes. 

Do we need more resources there or am I missing something 
there, Mr. Jackson? 

Mr. JACKSON. No, I would agree that we do. I think the answer, 
while complex, really is twofold. I think one speaks to regulatory 
requirements for nursing homes, especially in South Carolina, cou-
pled with the pressures of reimbursement for staffing. When you 
only have to have as a requirement one RN per shift, and the phy-
sician is not required to see patients each day, when you look at 
the viability of a nursing home, they start to move away from the 
responsibility for which they exist, which is to take care of patients 
from a long-term perspective where they have moved more to tak-
ing care of short-term types of disease, which provides for quicker 
turnover and a better reimbursement. Certainly when you look at 
the way nursing homes are staff, there is no way they could ever 
be prepared to handle what took place with respect to this pan-
demic. 

Senator TIM SCOTT. Thank you, sir. Now another question for 
you, Mr. Jackson. At home in South Carolina, as you are well 
aware—frankly, let me just say thank you for your continued ef-
forts around making sure that the vaccination is something that is 
available—I should say the vaccine is something that is available, 
in rural South Carolina, the inner cities, urban South Carolina, 
bedroom communities. You have been a force to reckon with as re-
lates to getting the vaccine everywhere you possibly can and in as 
many arms as you possibly can. 

The good news is that Governor McMaster has unveiled a plan 
that puts our state in a position where, frankly, everybody 55 and 
up can get access to the vaccine. Phase 1b has started in South 
Carolina, and, frankly, by May 2nd my understanding is his plan 
is to have everyone 16 years and older who wants the vaccine get-
ting the shot. 

Given your experience in the health care industry, can you talk 
about the enormous progress being made in South Carolina in the 
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last recent months and perhaps speak about the factors specifically 
that has led to that type of progress? 

Mr. JACKSON. I think one of the things that we recognized early 
on, obviously this pandemic took us all by surprise. We recognized 
very quickly for the need for collaboration and to work together, 
and this became less about competition and more about commu-
nity. We worked very hard with our other market hospitals and 
providers, not just acute cares but skilled facilities, assisted living 
facilities, working with DHC, you know, in and around, finding and 
garnering the resources and support to be able to address those 
issues as it related to the health and well-being of our community. 

I think the work with the South Carolina Hospital Association, 
the clarity and attempt at transparency in terms of gaps, mistakes, 
equipment, supplies, when you create an environment of culture 
where you can have those conversations, where everyone is truly 
focused on what is best for the community, you tend to have the 
success that we have seen in South Carolina. Not only did we get 
support from our state and local leaders, you know, having access 
to be able to reach out to your office and have them respond the 
way that they did, in terms of connecting us directly with manufac-
turers, to have conversations about the need in South Carolina, 
and being able to partner and knowing that we were all on the 
same page, with the same goal of making sure we take of those 
who are most vulnerable. 

Senator TIM SCOTT. Thank you, Mr. Jackson. I know my time is 
about up so I will just say this in my parting comment. I think Dr. 
Iyer hit the nail on the head as it relates to the importance of tele-
medicine being a permanent feature or characteristic in our health 
care system going forward. If I had more time I would spend more 
time on the issue of telemedicine with you, Mr. Jackson, and Dr. 
Iyer. I may ask questions for the record and look for your wisdom 
and expertise on how we continue unfolding telemedicine through-
out this Nation, especially in rural America. 

Mr. JACKSON. Absolutely. Thank you. 
The CHAIRMAN. I think we are trying to get our lineup here. We 

have got some Senators in the queue. 
I wanted to just take a moment, as an interlude here, to ask a 

question of Dr. Iyer. Dr. Iyer, we know the importance of getting 
the vaccine into all throughout the Nation, especially vulnerable 
populations. We also know that people across the country face bar-
riers to the vaccine. One of the barriers, not only with regard to 
the vaccine but generally, is the lack of broadband access or famili-
arity with technology. That means that people cannot use online 
vaccination registration systems. 

Some systems may not have their registration information in 
plain, easily accessible language. If you do not have family or 
friends to advocate for you, these barriers often can become insur-
mountable. 

For those who are able to get the vaccine appointment, lack of 
transportation to a vaccine site or inability to stand in line and 
wait can be difficult and put them at risk. The Rescue Plan in-
cluded funding to support vaccine outreach and education, includ-
ing organizations like Area Agencies on Aging. 
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Dr. Iyer, the question I have is in your experience, how can sup-
port from trusted community partners help both seniors and people 
with disabilities, and especially those in minority communities, 
help to get vaccinated? 

Dr. IYER. Thank you for that question, Senator Casey. Trusted 
community partners can make all the difference in this process. As 
I mentioned, UAB has spent decades building relationships with 
communities around Birmingham, and this kind of trust and 
partnering with city leaders, the neighborhoods, the vaccination 
sites in underserved areas help us to deliver vaccine to minority 
communities at four times the state and national average. That has 
also happened in places like Chicago and elsewhere around the 
country, that are focusing those efforts to hardest hit areas. 

Trust starts from those one-on-one conversations like I have with 
my patients every week, trying to build that trust, answer ques-
tions, get at those concerns, but also the pillars of the community 
and talk about neighborhood leaders, pastors, barbers, that Meals 
on Wheels delivery driver that is coming to bring the meals to 
someone’s home, the leaders at the senior centers. If they get on 
board you can see the people, they see representation, and they see 
that this could be a real way to get out of the pandemic. 

You know, I am from Alabama, and that is the home state of the 
infamous Tuskegee Syphilis Study. I even cared for a relative of a 
study participant during my training. When, again, it comes to 
mistrust and building trust, we definitely get it. We know how to 
build trust. It is much more nuanced. It really comes down to ac-
cess as well as disparities in access. We have got to build the trust, 
we have got to engage those communities, and expand the access 
as well, and this will help for minority seniors especially. 

The CHAIRMAN. I know we want to see if Senator Warnock—I 
think we are seeing if Senator Warnock or Senator Blumenthal 
might be on? 

Senator BLUMENTHAL. I am ready to go, Senator Casey, if you 
want to—— 

The CHAIRMAN. Senator Blumenthal. 
Senator BLUMENTHAL. Thank you, Senator Casey. First, let me 

thank Bob Casey of Pennsylvania for being such a steadfast cham-
pion of our seniors, of our vulnerable, and underserved population, 
and thank you, Senator Casey, for carrying on that work in this 
hearing and in so many other areas. Thank you to all who are at-
tending today, particularly our witnesses. This topic is so central 
to the effort to conquer the pandemic. President Biden has led this 
effort with courage and strength, and the American Rescue Plan 
has $20 billion for vaccination efforts, distribution, training, admin-
istration, and I am excited to see this funding at work. 

In fact, I did, over just this past weekend, when I visited the Fair 
Haven Community Health Clinic, I actually went with members of 
the community out onto the streets, into homes, knocking on doors, 
seeking to recruit people who may not have known, may not have 
been able to gain access to vaccines, and overcome some of the hes-
itancy, reluctance, resistance that indeed can be overcome. It is on 
us. It is our obligation to overcome those kinds of hesitancies. 

These grassroots efforts, as you mentioned, Dr. Iyer, are so crit-
ical to ensuring that underserved populations are able to get vac-



17 

cinated, and the practical outreach is so important. It has been a 
priority of mine in Connecticut, when I visited clinics, urging them 
to do it, more than 20 clinics that I visited. 

I like to ask you, Dr. Iyer, can you speak a little bit more about 
the impact of programs like Vaccinate New Haven or Vaccinate 
Fair Haven can have on both the individuals who have vaccine con-
cerns and those who are ready for vaccine but simply do not know 
how to access them? 

Dr. IYER. Thank you, Senator. Those are important points, and 
they come across as the practical aspects of this vaccine rollout 
that we need to really iron out, especially for our vulnerable sen-
iors. You know, half do not have Internet access, or like Ms. Harris 
said, do not know how to log on to systems, and these complex and 
long forms. I know that exact situation you are describing, Ms. 
Harris, about feeling just upset about, man, this thing has been 
going on for two hours and I cannot get the vaccine. I cannot imag-
ine seniors doing this who are isolated in their homes and do not 
have a caregiver for support. 

Programs like you mentioned are critical, because you are going 
door to door, you are getting out the registration to the people 
where they live, and if you talk to geriatricians who are doing this 
around the country they are actually getting the shots in arms in 
the home, and these are the programs we need to replicate and 
learn from, because they know where their patients are. If we can 
build a listserv or kind of dataset about who are these people, 
where are the ones with limited mobility, who do not have Internet 
access, I think we can go a long way. 

We have got to make this process simple, or simpler, and use 
those models like you described. That can have a real impact, espe-
cially places like rural Alabama, where you have got to drive 40 
miles to the nearest vaccine site. That is not going to work. It is 
not going to work at all. That is already a barrier right there, with 
someone who might be hesitant. 

You know, the tides are shifting in hesitancy rates. They are 
coming down in Black and minority populations. They want it but 
they do not know how to get it. That is what I talk to my patients 
about every week. ‘‘How can I get this, Doctor? Where can I get it 
from?’’ I will work with you and I will figure out some places, but 
we just need more help down the road. 

Senator BLUMENTHAL. That is a great answer. Thank you. 
Let me ask Dr. Jackson, very quickly. The community health 

centers, federally qualified community health centers, in my view 
are the unsung heroes of this effort, and I would like to ask you 
for your perspective on how they are positioned to provide the kind 
of access that Dr. Iyer was just discussing. 

Mr. JACKSON. I certainly agree with you. Those facilities are key, 
because they are actually in communities where there is a tremen-
dous need, and oftentimes they are the only access points for peo-
ple to get access to care and those relevant treatments that are 
needed, from a community health perspective. 

We have worked very hard, as I shared earlier, to really collabo-
rate with each provider in each market, and we go actually to 
where the need is. As we set up, certainly, a centralized location 
for vaccinations we also set up areas where we can go and educate, 
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where we can communicate and understand that there are limita-
tions in terms of broadband and things of that nature. We broke 
it down to the basics in terms of flyers, talking to pastors, going 
and having conversations and asking for a little bit of time as they 
are doing their virtual sermons on Sunday morning, giving us an 
opportunity to have those conversations. 

Again, from a total community perspective, we speak broadly, 
utilizing every opportunity for us to engage the community in this 
way, to get this vaccine out. 

Senator BLUMENTHAL. Thank you so much. Thanks, Mr. Chair-
man. Thanks, Senator Casey, for your leadership, and thanks for 
those excellent answers. 

The CHAIRMAN. Thank you very much, Senator Blumenthal. I 
think the lineup we have now is Senator Lee and then Senator 
Warren. 

Senator LEE. Great. Thanks so much, Mr. Chairman. 
Mr. Jackson, the COVID–19 pandemic forced our whole country 

to move toward a much more virtual setting. The fact that we are 
able to do this really shows the resiliency of our networks, and one 
area that has received prominent attention during the pandemic 
involved the use telehealth. We have had great success with tele-
health in Utah, as its advancements provide better opportunities 
for great success in this area, and we have seen it providing better 
opportunities for our Nation’s seniors, to communicate with their 
doctors, within the privacy of their own homes, in a more risk-free 
environment. 

There is always room for improvement, and I think there are 
things that we can look to from the pandemic to help us under-
stand how best to proceed. What lessons do you think we learned 
from the use of telehealth during the pandemic, as we more fully 
incorporate telehealth into our health care system? 

Mr. JACKSON. I think that we learned, our physicians learned, es-
pecially those that were concerned about not being able to assess 
patients in their office, to see, feel, and touch them, we learned 
that we were able to be effective in terms of evaluation and treat-
ment from a telemedicine perspective. 

Two years ago we began working toward this process as a part 
of our population health strategy, and quite frankly, there were pa-
tients that were concerned too, because they wanted to go to their 
physician’s office, sit in their physician’s office, be able to talk with 
them directly and see them and feel the energy of that connection. 
I think we learned, as a system, just how effective it can be. Cer-
tainly there are certain annual wellness checks and things of that 
nature that you want to have someone present for, but in terms of 
reviewing labs, ET cetera, and being able to help diagnose certain 
issues, we learned that we can do that effective via telemedicine. 

Again, we are a system that sees anywhere from 300,000 to 
400,000 visits in our primary care offices, and we expect, as we go 
forward, to continue, at a tip of around 20 percent with budgeting, 
as we go forward. I think the community and our physicians are 
now prepared and have the confidence that is needed that this can 
be a vehicle that will allow us to continue to treat the communities 
we serve. 
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Senator LEE. Are there rules and regulatory changes that the 
Federal Government did well at adopting in the telehealth space 
that we should now look to make permanent? 

Mr. JACKSON. I think if you look around the spectrum, I think 
the concern around reimbursement, because of overhead that hos-
pitals face, and physicians, and the pressures in and around profit-
ability, because it takes that to be able to provide care in the com-
munity. Some of the initiatives put into place, we hope that will 
continue. I think that will further provide the impetus or motiva-
tion that will allow us to even tag into this rural communities 
where there are certain subspecialists that is not available. We 
have been able to carry that to those communities now because 
there is that confidence. 

I think being able to support these initiatives financially is right 
now the biggest opportunity for us, is to continue that, even post- 
COVID. 

Senator LEE. That is well said. Thank you. The Joint Economic 
Committee recently published a report regarding the emotional and 
social health of seniors during the pandemic, and according to the 
report, quote, ‘‘Most seniors seem to be managing well emotionally 
last year. Despite concern of the pandemic, only six percent said 
that they had often felt emotionally overwhelmed since the pan-
demic began, and only nine percent said that they have often felt 
stressed,’’ close quote. 

It is more important, I think, than ever for seniors to feel con-
nected with their loved ones and with other members of their com-
munity. Are you seeing seniors spending more time caring for their 
grandchildren during the pandemic due to day care and school clo-
sures, and also as a result of more parents needing to work from 
home? 

Mr. JACKSON. Absolutely, we are seeing that. To your point ear-
lier, what we have seen in Charleston, we do employ psychologists 
on our staff. We have seen a tremendous ramp-up in calls for con-
sultation. In having conversations, as we have been able to round 
a bit more in our hospitals, since we are beginning to see the num-
bers begin to decrease, the conversations with the elderly in the 
hospitals and in the community, as those who are coming for vac-
cination, you know, they speak about the social isolation and the 
issue with, you know, they did not want us to feel like because 
someone can come to a door and wave, or a window and wave, that 
would suffice and make up for true interaction and human contact. 

Dr. Iyer mentioned earlier, or someone mentioned about, you 
know, Meals on Wheels coming by, the mailman. Quite frankly, I 
have got aunts and uncles who look forward, because they live in 
rural areas and sometimes those are the only people they will see, 
due to their limitations from a transportation perspective. It is 
their only time to really engage. 

We are preparing for community initiative where we are taking 
our positions out into the community again. We are using tele-
health to make sure we have offerings, and we are letting the com-
munity know via TV, newspapers, and flyers, and again, leveraging 
the relationships with churches as well, to make sure there is an 
understanding that there is this offering. 
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Senator LEE. While these data are encouraging, it is obviously 
still important for seniors who have felt isolated and experience 
greater emotional struggles to receive help while staying at home. 
I know I am out of time, but I would be curious if we have more 
time later to hear, drawing on your experience previously as a 
nursing home provider, what some of the ways are that community 
members and nursing home facilities could step in to offer more re-
sources, and help those seniors feel better connected. 

Mr. JACKSON. Absolutely. 
The CHAIRMAN. Senator Lee, thank you very much. Senator War-

ren. 
Senator WARREN. Thank you, Mr. Chairman, and thank you for 

holding this hearing. 
Seniors who choose to live in nursing homes deserve the highest 

quality care, and the administration must strengthen nursing 
home standards in the wake of this pandemic. The coronavirus has 
also highlighted the critical importance of providing care safely in 
homes and communities, particularly through Medicaid’s home and 
community-based service programs. 

HCBS programs have a simple premise: provide long-term care 
at individual’s homes or in their communities instead of institu-
tional settings like nursing homes. HCBS services include things 
like supported employment, medical equipment, home health aides. 
These services are cheaper to provide, and they provide a lifeline 
for millions of Americans, especially people with disabilities and 
the elderly. 

Here is the problem. Millions of Americans cannot access long- 
term care services at home. Ms. Harris, HCBS is provided through 
Medicaid, and every state in this country participates in Medicaid. 
Now I am looking at it this way. We do not have waiting lists for 
kids on Medicaid to get their flu shot or for a mom on Medicaid 
to get a Pap smear. Why is it so hard for seniors and people with 
disabilities to access at-home care in their communities, or at-home 
or care in their communities? 

Ms. HARRIS. Thank you, Senator. It is so good to see you. 
Senator WARREN. Good to see you. 
Ms. HARRIS. The problem is Medicaid is administered by states, 

who set the regulations and the eligibility. The only thing that 
Medicaid is mandatory to cover is nursing home care, and home 
health is an option, so it is not required. If you are fortunate 
enough to live in a state where they do offer home health then you 
are lucky. In those states where it is not offered as an option, then 
there is actually no help for you. 

Senator WARREN. Well, that is a really important point, that 
HCBS looks different depending on where you live, and the access 
is limited. This means hundreds of thousands of Americans are on 
HCBS waiting lists right now. They need help and cannot get it. 

Let’s move on to Medicare and private insurance. Ms. Harris, do 
those typically cover long-term home and community-based care, 
like adult day care centers or helping with dressing and bathing? 

Ms. HARRIS. No. Medicare covers limited home health care, for 
example, part-time school nursing and therapy–physical therapy, 
occupational therapy, whatever. That is the limit. It does not pro-
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vide services that address the activities of daily living, like eating 
or bathing or dressing, and that is the problem. 

Senator WARREN. Yes. If you are not well off and able to pay out 
of your own pocket for everything you need to live at home, or if 
you do not have a family member who can drop everything to help, 
you are pretty much on your own here. 

Dr. Houtrow, let me just ask, what happens when people with 
disabilities and seniors cannot access HCBS services, both in nor-
mal times and during the pandemic? 

Dr. HOUTROW. Thank you, Senator Warren, for that question. 
You are highlighting an all too common problem. 

When services cannot be accessed people with disabilities and 
seniors become more limited in their activities. They are more like-
ly to be depressed. Their risk of hospitalizations goes up. Their 
families feel the physical strain of doing more hands-on care, the 
emotional strain of trying to juggle the household’s needs, and the 
financial strain of having to cut back or stop working. Anxiety and 
exhaustion are common, as is guilt. The weight of not getting serv-
ices can result in the breaking point that we never want to hap-
pen—placement in a facility. 

Here, during the pandemic, you asked how it has changed. I have 
a single word to add: fear. 

Senator WARREN. Wow. Thank you very much. It is so important 
what you are covering here and the work you are doing. HCBS 
services have been a matter of life and death during this pandemic. 
President Biden has made a commitment to investing in our 
caregiving economy. The American Rescue package made impor-
tant investments in home and community-based care. Congress 
must do more. It must do much more. We must make HCBS a 
mandatory benefit in Medicaid and expand Medicare to cover more 
at-home, long-term care services. We should force private insurers 
to commit some of their billions of dollars in profits to covering 
long-term care. Health care including access to long-term care pro-
vided to people in their homes and communities should be a right, 
not a privilege. 

Thank you very much, and thank you, Mr. Chairman. 
The CHAIRMAN. Thank you, Senator Warren. I wanted to give 

folks a state of play. I think the Ranking Member wanted to ask 
a question, I am told, and then after the Ranking Member we 
would have, in this order, Senator Rosen, and then we will see who 
comes after that. 

Ranking Member Scott, did you have a question? 
Senator TIM SCOTT. Well, thank you, Chairman, and it has been 

covered a couple of times already since I made the requisition. I 
will say this. Dr. Iyer, Mr. Jackson, I think Ms. Harris has made 
a very good point on the importance of coupling or fusing together 
our conversation around telemedicine, broadband access, two very 
critical pieces of creating access to specialists in rural America. 

If you all have any additional comments on the topic, I would 
love to hear really just short comments on the importance of Con-
gress addressing the issue of broadband in order to have a spring-
board to a real telemedicine national conversation that leads to ef-
fectiveness in the delivery system, not just making it available but 
making it available in the homes that do not have broadband. 
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Dr. IYER. Thank you, Senator Scott. I mean, telehealth can im-
prove outcomes and outreach, as long as that digital divide is 
closed, so legislation like the Accessible, Affordable Internet for All 
Act could help improve broadband access across the country. That 
is step one. The Telehealth Modernization Act is the big next legis-
lation that could be supported to improve and continue those emer-
gency provisions, like the geographic access, rural and urban areas, 
audio and video visits, and those in-home visits. 

I mean, as a pulmonary person I was able to deliver telehealth 
pulmonary and palliative care to a woman in her 80’s from 
Tuskegee, Alabama, and with help from a caregiver we were able 
to set up those video visits and kept her safe and kept her quality 
of life up in the home. We even did that with our ICU services. I 
mean, imagine getting somebody off the ventilator 100 miles away, 
in Selma, Alabama. We were able to do that, and he was able to 
give me a thumbs-up virtually. 

It is credible as long as digital divide is closed, because you are 
going to leave a lot of people behind if you do not have adequate 
broadband access first. 

Senator TIM SCOTT. Thank you. Mr. Jackson, I will get your an-
swer later. 

Chairman, I know we have people waiting and I do not want to 
have a second turn before folks have had their first, so I am happy 
to suspend my question on telemedicine and the broadband connec-
tion if it is okay with you. We could go to the next person or I could 
continue, but I do not want to get in the way of other members. 

The CHAIRMAN. Well, I want to thank the Ranking Member. If 
it is okay with him, maybe we will move to this order. 

Senator TIM SCOTT. Yes, sir. 
The CHAIRMAN. Far we have Senator Rosen, then Senator Braun, 

then Senator Kelly. 
Senator ROSEN. Thank you, Mr. Chair, and thank you Ranking 

Member Scott. I appreciate that. Thank you for having this hear-
ing, and everyone for your work in this area. 

You know, I took care of my parents and in-laws as they aged 
so I know all too well the challenges that families face, the choices 
and challenges that they face every day when they are going 
through some of these things. 

I really want to talk about seniors and social isolation, because 
now we are well over a year into COVID–19 and we know that sen-
iors have been disproportionately affected by the virus. They are at 
the highest risk for severe illness and death, and the isolation that 
is required to stave off the infection has been devastating. In Ne-
vada, over 25 percent of seniors live alone. 

Thankfully, the University of Nevada’s Sanford Center of the 
Aging, they really stepped up in a big way. In addition to general 
outreach to check on general well-being, public health information, 
they have helped facilitate more than 13,000 telehealth appoint-
ments since last March, and in Nevada Ensure Support Together, 
or NEST collective, has facilitated over 3,000 hours of virtual serv-
ices and programming for Nevada seniors during the same time. 

Ms. Harris, I want to ask a multi-part question. What program 
service and models have worked well in your experience, and I can 
tell you that at the Sanford Center they are using the creative re-
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verse telehealth model for seniors who may not be able to use tech-
nology. Instead, they come to a senior center and see their provider 
virtually from there, with help from someone at the senior center, 
and that has been great. How can we integrate these kinds of mod-
els into our broader senior support systems now and going for-
ward? 

Ms. HARRIS. Thank you, Senator. I guess the first thing I would 
like to say is long before the pandemic we had a loneliness and so-
cial isolation epidemic, and the convergence of the epidemic with 
this pandemic has certainly just worsened the situation. Now that 
there is heightened awareness of what it feels like to be alone, we 
must address this issue. 

One of the things that we have done in Massachusetts is we have 
created the Massachusetts Task Force to End Loneliness and Build 
Community. Our goal is to go out and make sure, ensure that all 
older adults have connections to the community and feel a sense 
of social well-being. We are partnered with the University of Mas-
sachusetts Boston as well as organizations, probably about 15 or 16 
at this point. We have started a campaign, Reach Out MA, where 
we are encouraging all Bay Staters to really renew their social con-
tracts, to remember what it means to be a good neighbor, and to 
stop and wave to your neighbor, send a card, pick up a telephone. 
That is one of the things that we are doing. 

We have had community conversations. We did have to pivot and 
do them virtually. We went to the communities and talked to them 
about what are the issues that you are finding; to the community 
leaders, first responders, postmen, what are you finding? What are 
the challenges? What are the things that you are doing that are 
working for you? We were able to develop an online resource and 
share with the entire state, what are the resources that commu-
nities are using that are making a difference in addressing this 
issue. 

We have created a Subcommittee on Technology, looking at the 
digital divide. It is a serious thing it addresses, and it makes all 
the difference in the world. Telehealth, as has been said earlier, if 
you do not have the connectivity it is a problem. It does really help. 

We have created a public awareness campaign, just letting peo-
ple know that it is okay to say that you are lonely. There is a stig-
ma associated with being lonely. We have created an intergenera-
tional committee where we are adding intergenerational lens to all 
of the work that we are doing, and inviting young people, because 
when you look at the research, millennials, young people are re-
porting as being just as depressed and isolated. 

We think that we have an opportunity to work with these two 
individuals and let them help each other. It needs to be a reciprocal 
thing where the younger people help the older adults, but as well, 
the older adults, with all of the wisdom and everything that they 
have, are helping the younger people as well. 

Those are the things that we are seeing working for us. 
Senator ROSEN. I appreciate that. I take my next question off the 

record, but Dr. Iyer, I am Chair of the Comprehensive Care Cau-
cus, which focuses on palliative care. I am really glad you brought 
that up for seniors, and so we will submit that for the record about 
how telehealth and what we are doing can really increase access 
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to palliative care, how important it is, not just for seniors but 
across the board, and I look forward to speaking with you about 
that offline. 

Thank you all again for the work you do. I yield back. 
The CHAIRMAN. Senator Rosen, thank you very much. We will 

next turn now to Senator Braun. 
Senator BRAUN. Thank you, Chairman Casey. This whole saga of 

trying to navigate through the COVID crisis was so disturbing, to 
see how disproportionately nursing homes were hit, I think maybe 
due to the three major predispositions, which would be age, diabe-
tes, and maybe weight issues. 

I would like to ask Ms. Harris a couple of questions. What have 
you found—I know that you are in Massachusetts, volunteer State 
President with the AARP. I communicate with them back in Indi-
ana at least once or twice a year, and one of the times would be 
through kind of a live Q&A. I have not been able to do that other 
than early on, when we did not know a lot about COVID. 

Being so heavily predisposed to COVID with devastating con-
sequences, where are we in kind of the best practices, with the vac-
cinations that have been administered? I just read the other day 
where some of the experts are saying that we might have some-
where between four and five times as many cases of COVID that 
have not been tested. How are we converging on, especially related 
to nursing homes, when we can say that we have got some idea 
when that can get back to a more normal framework? I know that 
is a lot there to digest, but I want to give you the remaining time 
I have, which is probably three minutes or so, so weigh in. 

Ms. HARRIS. Okay. Thank you, Senator. We know that one of the 
problems in nursing homes, and it has been a problem for some 
time, has been that of infection control and adequate staffing. We 
feel that there are a number of things that need to happen, and 
certainly the lack of PPEs. 

In terms of trying to really address this problem and to begin to 
alleviate the problem we need to make sure that we have the PPE 
on hand and enough to cover not only the faculty staff but visitors 
and others who come to the facility. 

It is critical that we have regular and ongoing testing. It is crit-
ical that we have adequate staffing—that is very, very, very impor-
tant. We also have to have transparency. We have to have trans-
parency and the data, the demographical data of what is happening 
on the infection rates, broken down by age, ethnicity, and things 
like that. 

We need to make sure that we have transparency in how mil-
lions of federal dollars that are going to these nursing homes are 
being spent and making sure that they are being spent for the wel-
fare of the residents versus going to the bottom line. 

We need to hold nursing homes and long-term cares accountable. 
When there is harm done because of substandard care, dangerous 
care, then they need to be held responsible for that. 

Senator BRAUN. That makes sense, transparency, making sure 
you are fully enabled to do the job right. I want you to zero in on 
this, because a lot of that still will need to be in place, but you can 
rest a little more easily when we reach herd immunity, through 
vaccinations and through acquiring, you know, the disease itself 
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and getting through it. How close do you think we are, in the most 
vulnerable category, nursing homes, which has been given the at-
tention of transparency, PPE. 

I think we all know that until we get to true herd immunity— 
and to me it looks like that is a confluence of getting anybody in 
a nursing home or working for it, vaccinated, along with the cases 
where you have had survival—where are you at, in your own mind, 
to where we are going to get there? I know you need to do all the 
other stuff, but what you gauging is that point in time? If it is not 
soon, we need to put more resources there. 

Ms. HARRIS. Well, sir, we think one of the most important things 
is making sure that we have the transparency. We need to see 
what is happening, and I think CDC is getting the information out 
on a weekly basis. It needs to be more than that. We need to see 
this data almost daily, if possible. It will allow us to see what is 
happening, and to be able to focus in the specific area, identify 
what is it that is causing these, what are the problems, is there 
a certain thing about age, is this about activities? By having the 
data in hand, we can very quickly address the problems. 

I think a large portion of it, in my mind, is just knowing what 
is going on and having the information as quickly and as fre-
quently as possible. That is going to be key. 

Additionally, the testing. It is very, very critical, we have to have 
them tested on an ongoing basis. 

Senator BRAUN. Thank you. I think my time is up and I agree 
with all that, but at some point, not only for nursing homes but for 
the rest of America, we are going to need some idea of when the 
true remedy for everything you are talking about is the fact that 
we do not need as much of that anymore because we have con-
quered the disease through vaccination, acquiring herd immunity. 
It sounds like that point in time remains to be seen. 

Thank you so much. I appreciate it. 
The CHAIRMAN. Thank you, Senator Braun. Senator Kelly. 
Senator KELLY. Thank you, Mr. Chairman. 
Ms. Harris, so this year many people in our country became care-

givers for the very first time, and existing caregivers are spending 
more time providing care, an average, from what I understand, 
about 7.5 more hours each week since the pandemic began. Some 
of these are family members. Some are friends, or neighbors, and 
some are paid service providers. It is hard to hire caregivers, and 
it is hard to retain them. There is also not enough support for folks 
who care for their family members. 

In Arizona, there are 870,000 family caregivers who provide 
$10.6 billion worth of unpaid care every year. The Continued Fund-
ing for Senior Services During COVID–19 Act passed through the 
American Rescue Plan, which included $145 million for caregiver 
support services. 

Ms. Harris, this question is for you. What are the needs that you 
see these funds being able to address, and how can we better sup-
port those who are supporting others? 

Ms. HARRIS. Thank you, Senator, for that question. We think it 
is important that, number one, there is support for the caregivers, 
support, including respite care, counseling, being able to provide 
opportunities for just generally—I will share with you my own per-
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sonal situation, as we are caring for our mom. We have made a de-
cision that we are going to keep our mom at home. One of the 
things that we are doing is, one of my sisters had to give up her 
work, give up her job. She is no longer working. She has sacrificed 
her profession to be at home. We do have some level of home 
health care, but it is not enough. It does not provide enough care 
coverage. She is there 24 hours a day. 

Being able to make sure that she has respite, being able to pro-
vide some levels of, for example, assistance with food preparation, 
assistance with counseling, and even online training, where she 
can begin to understand and go to sites to understand better how 
to deal with the issues that we are finding. 

There are a number of things that we can do and can be doing, 
and even modifying, coming up with innovative ways of making 
sure that the caregivers get the respite, the breaks, that have the 
information, understand the best practices for dealing with what-
ever the medical diagnosis is. Those are the kinds of things that 
I think that additional funding will help to take care of. 

Senator KELLY. Well, that would be a really positive outcome, as 
some of these funds can be used to provide that respite you talk 
about for caregivers, because they are incredibly stressed right 
now. 

I think I have a couple of minutes. I actually do not see the timer 
on the Cisco Webex window. This next question is for Dr. Iyer. 

I know you are based in Alabama, but you mentioned the tre-
mendous impact that COVID–19 has had on communities of color, 
and that is something we are seeing in Arizona as well. Native 
Americans are 70 percent more likely, and Latinos 30 percent more 
likely to contract COVID–19. Arizona is the home of 22 tribes and 
is about 30 percent Latinos. 

You know, many of us now are heeding the guidance to shop 
using, you know, curbside, to limit trips to the store, to stay in 
touch via Zoom, but in some tribal communities, you know, nearby 
stores do not offer curbside pickup, a lack of a street address 
means you cannot get packages delivered or groceries, multiple 
generations live in one household, and there is not adequate 
broadband infrastructure. Or sometimes you cannot even get cell 
reception. I have experienced that. This is true in many rural, non- 
tribal communities as well. 

Dr. Iyer, could you speak to how these disparities affect access 
to health care in rural communities and how we can address them 
here in Congress? 

Dr. IYER. Thank you, Senator Kelly. Time is very short so I will 
try to make a brief statement, and can take some more on the 
record later, if we can. 

Senator KELLY. Thank you. 
Dr. IYER. I appreciate you bringing up the issues that Latino and 

tribal communities are facing and what rural communities are fac-
ing. It really is infrastructure and disparities and practical applica-
tions of this. I think expanding broadband, supporting legislation 
for that is going to be key, expanding telehealth and the Mod-
ernization Act, so we can continue those emergency pandemic pro-
visions. Medicaid expansion in the states that have not done it, so 
if Senate could support those states, and then getting the care out 
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to the rural communities is going to be key through like federally 
qualified health centers, recruiting and retaining rural health 
workers who want to leave and need to stay in those rural commu-
nities, getting out these vaccines and getting out help, in general, 
to the rural communities is going to be key. 

Senator KELLY. Thank you, Dr. Iyer. I appreciate that. 
The CHAIRMAN. Thank you, Senator Kelly. We will turn next to 

Senator Warnock. 
Senator WARNOCK. Thank you so very much, Mr. Chairman. It 

is wonderful to be here at my first Aging Committee hearing, and 
I really look forward to working with you and also the Ranking 
Member as we try to support aging Americans in Georgia, and for 
that matter, all across the country. 

The American Rescue Plan included funds to expand Medicaid. 
We were pushing hard for this. Senator Ossoff and I hail from the 
State of Georgia, a state that has yet to expand Medicaid. Dr. Iyer, 
I know you work in Alabama in the health field, and Alabama, un-
fortunately, is a state like Georgia that has yet to expand Med-
icaid. We have got nearly 500,000 people in the Medicaid gap in 
Georgia. In the American Rescue Plan, there are $2 billion that we 
have made available just for Georgia, to finally expand Medicaid. 

Can you talk about what it would mean for underserved and 
rural communities in states like Georgia and Alabama, to finally 
expand Medicaid? 

Dr. IYER. Thank you, Senator Warnock. I mean, this is an impor-
tant question for both our states, you know, us being neighbors. It 
would mean a lot for my patients and my clinic, my pulmonary 
clinic for the underserved. Like Georgia, Alabama would see a tre-
mendous decrease in the number of uninsured. That is about 
300,000 estimated in Alabama—close to what your numbers are. 

I mean, we come from states that are overwhelming rural, and 
access is just plain tough here. You know this very well. I mean, 
getting to the clinic, getting to hospitals, I mean, in Alabama, 17 
rural hospitals have closed in the past decade, and a dozen more 
are on the docket. As an ICU physician, that is incredibly fright-
ening, for people not to have a place to go when they get sick. It 
happened during the pandemic, and I do not want to see that kind 
of stuff happen again. 

The American Rescue Plan provides that rare opportunity to get 
this done so we can stem those rural hospital closures and provide 
people the access to mental health care, prescription drugs, and 
you name it, so we can care for them better. 

Senator WARNOCK. Did you say 17 hospitals have closed in Ala-
bama? 

Dr. IYER. In the past, rural hospitals have closed in the past dec-
ade. 

Senator WARNOCK. Yes, we have seen this impact is dispropor-
tionately impacting the rural communities. I think we have seen 
about a dozen hospitals in Georgia close over the last 10 years. 

Would you say, in your opinion as a medical professional, that 
to expand Medicaid in states like Georgia and Alabama, is it an 
over statement to say that it would literally save lives and that we 
are losing lives because we refuse to expand Medicaid? Is that an 
over statement? 
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Dr. IYER. No, it is not an over statement. I think it could save 
lives. 

Senator WARNOCK. Thank you so much. 
Dr. IYER. Thank you. 
The CHAIRMAN. Senator Warnock, thank you very much. Senator 

Gillibrand. 
Senator GILLIBRAND. Thank you, Mr. Chairman. In my state we 

have seen challenges where the number of people who have passed 
in nursing homes was substantially underreported. In fact, we have 
seen that according to the recent working paper published by the 
National Bureau of Economic Research from private equity firms 
that acquired nursing homes, patients start to die more often, and 
taxpayers start paying more too. Total private equity in nursing 
homes has exploded in the last 20 years, going from $5 billion in 
2000 to more than $100 billion in 2018. 

To Ms. Harris, what do you think about private equity and the 
aggressive acquisition of nursing homes, and how is this impacting 
the longer-term care industry at large? 

Ms. HARRIS. Thank you, Senator. Generally we have found, or I 
have personally seen that not-for-profits do a much better job in 
caring and providing the quality of care and safety required for our 
elderly, where their interest and the focus emphasis not necessarily 
on the bottom line. That is just the limit of my experience of the 
situation. I am sure that we can have our staff take a look at this 
and get back to you with some information. 

Senator GILLIBRAND. Okay. Dr. Iyer, let me ask you a similar 
question. We saw patient outcomes suffer and affordability become 
more difficult with the surprise billing situation that many experts 
claim was fueled and exacerbated by private equity’s acquisition of 
hospitals and urgent care facilities. Could we expect similar out-
comes with private equity and nursing homes, and what does that 
acquisition on so many nursing homes mean for patients? 

Dr. IYER. Thank you, Senator Gillibrand. This may be out of my 
scope of expertise, so I would love the opportunity to get back with 
you afterwards, after I do my research on this and get a better an-
swer for you. Is that okay? 

Senator GILLIBRAND. Okay. Yep. Then Dr. Harris, or Ms. Harris, 
so in New York State, as of the last reporting, more than 170,000 
Americans, including residents and workers, have died from 
COVID–19 in nursing homes and other long-term care facilities, 
and we know that on top of the Trump administration’s failures to 
adequately respond to the pandemic his administration also let our 
nursing homes and long-term care facilities down. 

Ms. Harris, you are familiar with the under-reporting of the 
number of COVID deaths in nursing homes during the pandemic, 
and in New York State specifically the Attorney General confirmed 
an additional 3,800 nursing home residents died in hospitals than 
originally reported. 

I co-sponsored legislation by Senator Casey, the COVID–19 Nurs-
ing Home Protection Act, that would require nursing homes to sub-
mit this data so that it could be commonly available on Nursing 
Home Compare Web sites. Should Congress prioritize this policy to 
address this underreporting issue, and are there other ways to fix 
it? 
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Ms. HARRIS. Thank you, Senator. I think you said that the 
175,000 deaths were in Massachusetts? 

Senator GILLIBRAND. No. That was 178,000 Americans overall, in 
the whole country. 

Ms. HARRIS. Okay. I am sorry. I thought you said in Massachu-
setts. We have enough and we do not need more. 

Well, first of all, we certainly do, AARP certainly does support 
the bill, the Casey and Toomey bill, which is looking at expressly 
those nursing homes that have a history of violations and bringing 
that to attention. That is very, very important. It goes back to the 
whole thought and conversation, talking points that I have about 
making sure that we have the transparency necessary in these 
nursing homes. 

I do not know that without making sure that we have the trans-
parency, the reports, and holding them accountable, and I think 
that the Modernization Act, bill, if enacted, will provide a lot of in-
formation that we need to make sure that we are holding these fa-
cilities accountable. 

Senator GILLIBRAND. The last question. The COVID–19 Nursing 
Home Protection Act also included $500 million for states to oper-
ate nursing home strike teams to manage COVID–19 outbreaks, 
and another $200 million for technical assistance on infection con-
trol and vaccinations. This funding was eventually included in the 
ARP and is making a difference. Can you talk about the impact 
this would have at large? 

Ms. HARRIS. A tremendous impact, because we know that the 
biggest issues are in infection control and staffing. What this fund-
ing will do is allow strike teams—and I call them SWAT teams— 
to go in when they are really, really needed, when they are much 
more needed, to not only help with staffing but also to help with 
infection control. It is funding that will bring help when it is need-
ed the most, when there are outbreaks. 

Senator GILLIBRAND. Thank you. Thank you, Mr. Chairman. 
The CHAIRMAN. Thank you, Senator Gillibrand. Before we move 

to closing, I want to make sure the Ranking Member does not have 
an additional question. Otherwise, we will move to close. 

Senator TIM SCOTT. Closing is great, sir. Thank you. 
The CHAIRMAN. Thanks very much. Well, I want to thank every-

one for today’s hearing. I want to start with the Ranking Member 
for his work in helping us with this hearing and for all of us to 
have this opportunity to get together to talk about these important 
issues. Obviously, one hearing will not be enough, but we have cov-
ered a lot of ground today. 

I want to thank our witnesses, Dr. Houtrow, Dr. Iyer, Mr. Jack-
son, and Ms. Harris, for taking the time to lend us your expertise, 
your experience, and your passion to help so many vulnerable 
Americans, especially at this time. 

We know that there is no state in our Nation, no county, no city, 
no community, no town that has been spared from the terrible dev-
astation of this virus and the pandemic that resulted. That devas-
tation has been borne especially by seniors, people with disabilities, 
and most of all, by communities of color. 

We are a great Nation, and a great Nation must take care of its 
people. The American Rescue Plan will help us begin to provide 
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more of the care that is needed. It will help us begin to heal our 
country by defeating the virus and helping our economy recovery. 
To do this kind of healing, pandemic protections, in my judgment, 
have to include supports that affect health outcomes, and that also 
includes funding for transportation, for housing, for food. 

To address the disproportionate adverse impact of this virus, we 
need to address the needs of families, and we cannot ignore those 
living in poverty or those living in rural communities. The Rescue 
Plan addresses these basic needs and makes it possible for families 
to protect themselves against the virus. 

On top of all that, we have got to continue to do our part individ-
ually. We have got to continue to wear masks, we have got to con-
tinue to social distance, and we also must keep encouraging people 
to get the COVID–19 vaccine when it is their opportunity. 

We have much more to do, and I look forward to working with 
this Committee on these and other challenges. 

Now I will turn to Ranking Member Scott for his closing re-
marks. 

Senator TIM SCOTT. Thank you, Chairman Casey, and good job 
on your first hearing. This has been a very strong, I think, inform-
ative hearing. Your job has been well done. Thank you to your staff 
and your team for their hard work in preparing all of us to have 
an effective hearing. 

I also want to, once again, reinforce my appreciation and our 
gratitude as a Nation to the health care workers who have been 
on the front line, and particularly to the CNAs, the certified nurs-
ing assistants, and all those in the nursing homes, that so often we 
hear so much negativity heaped upon the nursing home commu-
nity, as if they are to blame for the deaths. What we are looking 
for are solutions and not blame, and I thank each and every person 
who have provided care to our seniors across this country. 

To the witnesses, thank you very much. I must concede that I 
leave this hearing excited and energized about the synergy from 
the witness testimonies, the answers to so many of the questions, 
that reinforces the importance of the American tradition of looking 
for ways to help the most vulnerable in our society. 

I will say, however, to some of the comments that we have heard, 
especially toward the end of the hearing, that there is a real con-
cern. I think we should all be very interested and concerned about 
the number of hospitals that have closed in rural parts of the coun-
try, and specifically in the South. There is no question that if you 
look back on the last 10 years, the one thing that has changed in 
the last 10 years is the ACA is front and center. 

Study after study shows that the price of being in business has 
gone up, not down, and that has caused consolidation in the hos-
pital space, which has raised prices and left so many Americans 
without care. Thank God for the qualified health centers through-
out the country that are trying to fill that gap. That bridge, of 
course, is heavy, and we need to provide more resources to those 
folks in the rural communities. That is why telemedicine is criti-
cally important. 

Let me finally say to the Nation, and specifically to our seniors 
who have gone through so much for so long, isolated, depressed, 
good news is coming, and Chairman Casey has been providing that 
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good news in this hearing. I am thankful that we have heard a lot 
of good news about the vaccine delivery, about the numbers who 
have been vaccinated, about the importance of telemedicine. This 
is the kind of hearing that all Americans can be proud of. 

Thank you, Chairman, and I look forward to our next hearing to-
gether. 

The CHAIRMAN. Same here. I want to thank the Ranking Member 
for his good work and for working with us today on this, our first 
hearing. I will return the compliment—he did a really good job 
today as Ranking Member, and I am grateful for his work on these 
issues. 

I also again want to thank our witnesses for contributing their 
time and their expertise. Just for Senators to know, if any Senator 
has additional questions for the record for witnesses, or statements 
to be added, the hearing record will be kept open for seven days, 
until next Thursday, March 25th. 

Thank you all for participating in today’s hearing. 
This concludes the hearing. 
[Whereupon, at 11:18 a.m., the Committee was adjourned.] 
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Chairman Casey, Ranking Member Scott, and Distinguished Members of the 
Committee, thank you for the opportunity to speak with you today. 

I am honored to share my personal reflections on the past year of the COVID– 
19 pandemic as a pulmonologist and geriatrics-palliative care researcher in the 
Deep South. I want to bear witness to the challenges my patients face and discuss 
ways to improve vaccine access for them. The views today are my own. 

My name is Anand Iyer. I am a pulmonologist and junior faculty in the University 
of Alabama at Birmingham School of Medicine. I care for people in the intensive 
care unit (ICU) and founded a pulmonary clinic at Cooper Green Mercy Health 
Services Authority, an ambulatory facility down the street from our academic med-
ical center that provides care for hundreds of underserved Jefferson County citizens. 
There I care for people living with debilitating lung diseases like chronic obstructive 
pulmonary disease (COPD), the third leading cause of death among older Ameri-
cans. I also research ways to integrate geriatrics and palliative care for this popu-
lation supported by the National Institute on Aging of the National Institutes of 
Health. 

People in my clinic are at highest risk for poor outcomes due to COVID–19 and 
are now facing immense barriers to COVID vaccine access. Eighty percent are 
Black, twenty percent are older than 65, and most are uninsured. One of my pa-
tients is a woman in her 70’s with COPD. She lives alone in public housing, requires 
supplemental oxygen, has very limited mobility, and has no Internet, no family care-
givers, and no transportation. Every trip outside her home is a huge ordeal. 

It is against this backdrop of caring for people like her in Alabama that I entered 
the COVID–19 pandemic. A year ago, we saw the first people admitted to our ICU 
due to severe COVID–19. Since then, over 10,000 Alabamians have died, and count-
less family members are grieving the loss of their loved ones. 

As each surge arrived last year, we worked as teams of physicians, nurse practi-
tioners, physician assistants, nurses, and respiratory therapists to save lives. Cov-
ered head-to-toe in personal protective equipment, we placed hundreds of Alabam-
ians on ventilators while their families anxiously waited at home. 

Though the physical scars of wearing N95 masks for entire shifts fade, the emo-
tional scars do not. 

I witnessed the devastating impact of COVID–19 on older Americans firsthand. 
Older adults have the highest risk for dying from COVID–19, especially those who 
are frail and have cognitive and physical impairments.1 The pandemic highlighted 
how so many of them desperately needed better access to proactive palliative care. 
The ‘‘Palliative Care and Hospice Education and Training Act (H.R. 647 & S. 2080)’’ 
could improve its access for a growing number of older Americans living with seri-
ous illnesses who require proactive advance care planning and much more family 
caregiver support. 

While caring for people in the ICU at UAB, I was keenly aware of the struggles 
faced by colleagues at small, rural facilities. Our telehealth ICU services improved 
outcomes at these hospitals, and telehealth ambulatory care improved outreach 
across the state. Early on in the pandemic, I brought telehealth pulmonary and pal-
liative care from UAB to a woman in her 80’s who lived miles away from Bir-
mingham and was isolated due to debilitating COPD. The ‘‘Telehealth Moderniza-
tion Act (S. 368)’’ continues many of the emergency provisions enacted during the 
pandemic to support in-home visits, reimburse audio and video visits, and cover peo-
ple from both rural and urban areas. The pandemic accelerated the need for innova-
tive ways to safely improve healthcare outreach, and telehealth offered a solution. 
Still, barriers to equitable broadband access created a hurdle for many. 

The long year finally gave rise to hope in December when the COVID vaccines 
appeared. The anxiety we felt as healthcare workers fighting a disease with few 
treatment options shifted to relief that we could serve on the frontlines with better 
armor. Many of us shed tears of joy when we scheduled our vaccination appoint-
ments. 
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Since then, I have spent every clinic visit encouraging my patients to get vac-
cinated. I describe my own vaccine experience and directly respond to their concerns 
about side effects. They have legitimate questions, yet most want a vaccine when 
it’s their turn. The problem for most of my patients is not vaccine hesitancy. It’s 
vaccine access. 

Alabama is the home state of the infamous Tuskegee Syphilis study. I have even 
cared for a relative of a study participant during my training, so the concept of hesi-
tancy is very real here. However, stating that the low COVID vaccination rates 
among minority populations are only due to vaccine hesitancy fails to acknowledge 
real racial and socioeconomic disparities in care and barriers to vaccine access that 
require urgent solutions. 

COVID–19 also exposed significant geographic disparities in access to healthcare, 
especially in the rural South. When I was young I joined my father, a family physi-
cian, on house calls to farms in northeast Alabama. He listened to his patients’ 
lungs, and I brought home baskets of tomatoes that his patients gave to us. I wit-
nessed early on the isolation they experienced, the struggles they faced accessing 
care in rural Alabama, and the ways that our visits lifted their spirits. 

Rural Americans have a 13% higher risk of death due to COVID–19 than people 
in urban areas,2 and my research demonstrates that more and more rural Ameri-
cans are dying due to chronic diseases like COPD.3 Broadband is scarce, many rural 
counties lack a retail pharmacy to deliver the COVID vaccine, people live miles 
away from a potential community vaccination site, and rural hospitals are closing 
at alarming rates—as many as 17 in Alabama in the past decade.4 5 Support for 
the ‘‘Accessible, Affordable Internet for All Act (S. 4131)’’ could improve critical 
broadband access to close the digital divide in these areas, while expansion of Med-
icaid could improve essential healthcare and medication access and stem the tide 
of rural hospital closures. 

Our country has made great strides vaccinating older Americans. However, mil-
lions are at risk for missing a shot. Gaps will widen as eligibility expands, and the 
most vulnerable are unable to compete for vaccination spots. I estimate that one in 
five community dwelling older adults could be at risk for missing a COVID vaccine 
due to aging-related barriers like limited mobility, lack of transportation, no care-
giver support, digital and social isolation, and functional and cognitive impairments. 
These are the same issues that make it difficult for them to access care in the first 
place. The numbers quickly add up: at least two million adults 65 years and older 
are homebound or semi-homebound; a quarter live alone; approximately half are 
digitally isolated due to lack of Internet access; and, millions are socially isolated 
due to debilitating medical conditions.6 7 

The American Rescue Plan makes many essential investments to improve vaccine 
outreach to these populations, including $20 billion toward vaccine administration 
and distribution. A few pragmatic recommendations could make these efforts more 
successful and dismantle access barriers for vulnerable populations. 

First, create a centralized data system that partners with Area Agencies on 
Aging, churches, and home-based care programs to identify those most at risk for 
missing a vaccine. 

Second, simplify vaccine registration and administration processes and make 
them much more age-and disability-friendly. Many registration systems are inter-
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net-based and have used lengthy and complicated online forms that are impractical 
for older Americans who have no internet access, no e-mail accounts, and low digital 
literacy. Instead, use telephone-based registration and proactively reach out to peo-
ple through programs like the ‘‘Senior Buddies’’ in Washington, DC, and the pilot 
‘‘Vaccine Community Connecters’’ going door-to-door to schedule vaccinations and 
arrange transportation. 

Third, continue to increase the supply of vaccines to states and centralize vaccine 
distribution efforts. We are grateful for the increasing number of vaccine doses 
going out to states each week. However, some clinics in my state that care for un-
derserved populations still haven’t received their first doses of the vaccine, and 
patchwork distribution complicates vaccine delivery. 

Finally, get the vaccine out to where people live. Federally supported mass vac-
cination sites will help to increase overall vaccination numbers. However, equity 
must be ensured by setting up vaccination sites directly in the hardest hit commu-
nities. Leaders at UAB prioritized vaccine equity from the beginning of the planning 
process and partnered with the city to set up a vaccination site in an underserved 
area of Birmingham. These efforts helped deliver vaccines to local minority commu-
nities at four times the state and national averages.8 Getting the vaccine out also 
involves more mobile vaccination programs and vaccinating people in their homes. 
Geriatricians are doing this across the country for those who are homebound. We 
should learn how they are succeeding and replicate their efforts. 

The COVID–19 pandemic exposed significant disparities and divides in our 
healthcare system, especially among older and at-risk Americans. We must ensure 
that vaccines are easily accessible to them and that the distribution process is equi-
table, not only to urgently save lives but also to have a long-lasting positive impact 
on our healthcare system going forward. 

I thank the Chairman and the members of this committee for holding this hearing 
to focus on issues that directly impact the people for whom I care. 

Many of the most vulnerable will not be able to raise their hands and tell us they 
need help. 

We must reach out and support them. 
Thank you. 
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The charge of the Special Committee on Aging is to study matters pertaining to problems and 

opportunities of older people including maintaining health, assuring adequate income, finding 

employment, engaging in productive and rewarding activity, securing proper housing and 
obtaining care or assistance. We should note that older Americans are not living their lives in a 

vacuum, although this past year, many have been living in isolation . Experiences over one's life 

affect the ability to address challenges as one ages. The life course health development model 

demonstrates how early events and circumstances shape our futures. The health that an older 
American experiences today is the result of their health trajectory- the product of cumulative 

risk and protective factors, the multiple determinants that interact over time throughout their 
life .1 Further, many of the issues faced by seniors in the pandemic are also experienced by 

people with disabilities and the solutions are often similar or at least complementary. It is 
fitting then, that the Special Committee take up the issue of addressing the health care needs 

for at-risk Americans; those who are older and those with disabilities. 

Life-Course Health Equity 
My written testimony is framed with a life-course health equity lens. The poor health status of 

the US population compared to other high-income countries, the existence of avoidable health 
inequalities, and the policy-driven changes in social conditions underscore the importance of 
enacting policies addressing social and political determinants of health.2 We know that 
socioeconomic conditions underlie many health inequities, therefore we should be compelled 
to find policy solutions to improve health across the life span. A good example is the child tax 
credit that was part of the recent American Rescue Plan (see below). Lifting hundreds of 
thousands of children out of poverty will have long-term benefits, including better physical and 
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emotional health throughout their lives. It is a game changer when it comes to the well-being of 

children and will be a game changer when they are seniors. 

The pandemic has accelerated inequities already pervasive in health care. 3 Older adults and 

people with disabilities have been hardest hit by the pandemic. People with disabilities who are 
poor and/or minorities have been even harder hit by COVID-19,4 as have minorities in general 
(especially Blacks) .5 Early in the pandemic, it was clear that individuals with intellectual and 

developmental disabilities (IDD) living in residential group homes were more likely to die if they 
were infected than the general population (15% case fatality rate for New Yorkers with IDD 
versus 7.9% for the general New York population) .6 Using a large private health insurance 

claims database which included 467,773 individuals with COVID-19 between April 1, 2020 and 
August 31, 2020, researchers found that across all age groups, patients with developmental 
disorders had the highest odds of dying from COVID-19. Similarly, older Americans aged 70+ 

were at high risk accounted for 42.4% of deaths in the cohort . 

These terrible statistics come as no surprise to those of us familiar with the impacts of racism, 
classism and ableism on health outcomes. 

The Health Resources and Services Administration (HRSA) defines health equity as "the absence 

of disparities or avoidable differences among socioeconomic and demographic groups or 
geographical areas in health status and health outcomes such as disease, disability, or 
mortality." In this definition, health equity is an outcome that will be achieved when disparities 

based on membership of a disadvantaged group or under-resourced group are eliminated . The 
process to achieve health equity requires the removal of obstacles and barriers to health which 
includes transforming the structures, policies and beliefs that systematically benefit certain 

groups of people over others. The basic tenet of health equity is that all people, regardless of 
their circumstances, have a fair and just opportunity to be as healthy as possible. The life course 

health equity frame places emphasis on how systems, policies, programs, services and practices 
enable people to be healthy throughout their lives. The opposite side of that coin is how these 

systems, policies, program, services and practices do not enable or restrict individuals' ability to 
be as healthy as possible and how health disparities are created and perpetuated . 

"Structural inequities encompass policy, law, governance, and culture and refer to race, 
ethnicity, gender or gender identity, class, sexual orientation, and other domains. These 
inequities produce systematic disadvantages, which lead to inequitable experiences of the 
social determinants of health ... and ultimately shape health outcomes." 7 To dismantle these 

structural inequities, we must first acknowledge that they exist. For example, people with 
disabilities face systemic long-standing barriers to equitable health care .8 A third of working-age 

adults with disabilities do not have a usual health care provider and a third have unmet health 
care needs. It should go without saying, the lives of people with disabilities are equally valuable 
to people without disabilities and people with disabilities are equally deserving of health care. 
Yet unequitable treatment is pervasive and worsened in times of crises (see below).9 
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According to the CDC, 26% of adults have a disability of some type. The experience of disability 
is more common among blacks and native adults, furthermore, disability is highly correlated 
with age as well as socioeconomic disadvantages. 10 Disability is a part of the human experience, 

but disability is disproportionately experienced by individuals living in or near poverty, 

minorities, those with lower educational attainment and individuals living in rural areas.1'·12 

Children with disabilities are also more likely to be minorities and live in poverty.13 Disability is 
both a cause and result of poverty. As such, people with disabilities frequently have intersecting 

identities of categorical disadvantage.14•15 

The United States has been plagued by widening income inequality for decades, fueled by tax 

cuts for the wealthy and the false belief that trickle-down economics meaningfully impact 
employment or economic growth . After visiting the United States in 2017, Phillip Alston 

provided numerous recommendations in his Report of the Special Rapporteur on extreme 

poverty and human rights on his mission to the United States of America . Specifically, he 
recommended the decriminalization of being poor, acknowledging the damaging consequences 

of extreme inequality, recognize a right to health care, and to 'get real about taxes.' The 
changes to the Child Tax Credit and the Earned Income Tax Credit in the American Rescue Plan 

Act which will cut child poverty by an estimated 40% are an important step in addressing equity 
for all Americans. This change in policy will provide much needed support for millions of low­

income Americans. There are additional opportunities to reduce child poverty as detailed in 6 
Roadmap to Reducing Child Poverty including making the tax credits permanent. Recognizing 
the long-term health benefit of poverty reduction for children, Congress should consider these 

options. Additionally, revamping Medicaid to cover all children and fully funding it federally (as 
Medicare is) are options for Congress to consider. 16 Efforts to advance health equity in 
childhood have long-lasting societal benefits .17 

Racial and other forms of discrimination are major drivers of health inequities.7 Groups 

traditionally discriminated against face major barriers to accessing the upstream resources that 
positively influence health and well-being such as good jobs with fair pay, stable, safe and 

affordable housing and quality education.18 Discrimination in policing and the criminal justice 
system further limit future opportunities racial minorities. Racial discrimination is both a direct 

and indirect (such as through wealth and resource inequality) cause of poor health outcomes. 19 

Therefore, Congress should work to dismantle the legalization of racial discrimination to 
support the health and well-being of those affected by racism. 

A Year of the Pandemic 
On March 11, 2020 the World Health Organization officially identified the COVID-19 outbreak 

as a global pandemic. On that same day, the National Basketball Association's commissioner, 

Adam Silver, suspended the season . I distinctly remember hearing that announcement. I was in 
my kitchen and took a moment to be grateful that the leader of an association that would lose 

millions of dollars by canceling games recognized that saving lives was more important than 
profits. His announcement was the followed by many others: Broadway, the National Hockey 

League and Major League Basebal l. These announcements, followed by stay-at-home orders, 
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alerted Americans to the seriousness of the pandemic. Exactly one year later the US reported 
542,191 deaths and 29,862,124 cases of COVID-19; more than any other country. This 

translates to approximately 160 individuals dying of COVID-19 per 100.000 people in the US. 

In the spring of 2020, I, like most Americans, watched in horror as the virus spread and people 
died. I spoke with friends and colleagues about the case doubling rate and how easily the virus 

seemed to spread undetected. We saw what was happening in Italy as the virus swept through 
and overwhelmed their medical system. We knew the same problem would soon reach our 

shores. We got on planning calls, shared information, hoped for the best and prepared for it not 
to be the case. We saw our own hospitals and health systems stressed and strained, some 
beyond the breaking point. Hospitals counted the amount of PPE they had on hand in hours and 

minutes. There wasn't enough, in some places there still isn't. We saw the deceased, our loved 

ones, our friends, our colleagues, our community members, stored in refrigerated trucks 
because the morgues were full. States were outbidding neighboring states for supplies. We 

tracked the availability of ventilators. Medical care providers, my friends and colleagues, 

pushed past fear and fatigue to provide care and innovate to save lives. I worked with other 
leaders in my organization to quickly change how we delivered health care. Health systems, 

state and local governments, territories, public health authorities and communities scrambled 
to figure out what to do. We were building the plane as it was flying and it felt like we didn't 
have the right tools. We needed a coordinated organized response based on science, guided by 

public health goals. We needed the Federal Government to lead instead of impede. 

Pandemic simulations take into account a number of factors such as how easily the virus 
spreads, how quickly governments respond and the resources available in the short, medium 
and long-term to manage the pandemic. In 2019, the United States was rated at the top of the 

Global Health Security Index with a score of 83.5 . Despite our strengths, the US was noted to 

have weaknesses, such as systemic deficiencies in the public health infrastructure, indicating a 
clear need for improvements. The basic tenets of public health strategies to control virus 

spread failed us early. Severe shortages in the supply of PPE were worsened by the lack of 

action by the federal government to maintain and distribute supplies.2° Contract tracing was 
inadequate. 21 Reliable and accurate testing was in short supply. 22 Mask wearing, which has 
been demonstrated to substantially reduce SARS-CoV-2 transmission by limiting both exhaled 
virus reaching others and by limiting virus inhalation,23 has been met with substantial societal 

resistance. Mandating masking in public was shown to be associated with declines in COVID-19 
infection growth rates .24 Modeling on data from earlier in the pandemic, researchers estimated 

that between September 22, 2020 and February 28, 2021129,574 lives could have been saved 
if the US had achieved 95% mask use in public. 25 Unfortunately, those lives were not saved . 
Engaging science and reputable research is to our advantage in future pandemics. 

But from our failures, we see more clearly our opportunities. States should be incentivized to 
coalesce around proven public health strategies, funding should be appropriated to build our 

public health infrastructure at the state, tribal and local levels with an adequate workforce to 
test, trace and vaccinate.' We have the opportunity to rethink our health care delivery and 
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payment systems to better align with the goals of health equity. As described above, we have 
opportunity to address structural barriers to equity. 

Disability from "Long" COVID-19 
Post-infection syndromes occur with a number of viruses, SARS-CoV-2 among them. The 

symptoms can include fatigue, ongoing shortness of breath, brain fog, sleep difficulties, fevers, 

abdominal symptoms, depression, anxiety, decreased endurance, weakness, muscle aches, and 
pain. These symptoms can persist for weeks to at least months and may last much longer.26 For 

some people the symptoms are quite debilitating. Some people with post-acute sequelae of 
COVID-19 (PASC) have new disabilities, some with a history of limitations are now even more 
limited. " Long-haulers" can be any age and the severity of the original COVID-19 disease 

doesn't necessarily predict if the person will have long-term symptoms. The NIH has a large 
initiative to study "long COVID" and clinicians and hospitals are trying to figure out how to 

provide the best care for individuals with PASC. The constellation of symptoms and our current 
lack of understanding how to treat PASC have been a source of frustration for patients and 

physicians alike. A potential bright spot are the new multidisciplinary clinics that bring together 

physicians from multiple specialties as well as psychologists, physical therapists and others. 
While these types of clinics are relatively common in pediatrics (such as for sickle cell disease, 
spina bifida and cerebral palsy), they are rare in adult settings. Physiatrists, physicians who are 

trained in the interdisciplinary leadership and management of disability, are helping spearhead 
the efforts to organize long-hauler clinics mostly at major academic medical centers. We are 

finding that some of these 'long-haulers' may end up qualifying for SSDI and need supports and 
services that they didn't require before . This means that federal agencies need to be prepared 
for this portion of the population of ' long-haulers.' As a society, we need to be prepared for the 

workforce to be partially depleted . In general, we should expect a rise in disability from COVID-

19. 

Ableism and Crisis Standards of Care 
Throughout the pandemic, those of us in the disability community have been concerned about 

discrimination against people with disabilities. Our concerns were warranted as news 

organizations reported how ableist quality of life assessments were influencing care decisions.27 

Biases and inappropriate assumptions about the quality of life of people with disabilities are 

pervasive and can result in the devaluation and disparate assessments and subsequent 
treatment of people with disabilities. 28•29 Health care providers are not exempt from deficit­
based perspectives about people with disabilities, 29 and when health care providers make 
critical care decisions, the results can be a deadly form of discrimination. 28 Although implicit 

biases are underrecognized they are well documented . Many physicians misperceive quality of 
life for people with disabilities and medical judgments can be biased accordingly.28· 31 Value 
judgments are routinely being made about what it means to have quality of life, which in 

emergency pandemic situations can translate into -a life worth saving.32 Consequently, 
necessary care can be withheld or withdrawn inappropriately from people with disabilities.28 

Numerous organizations have filed complaints with states and the US Department of Health 

and Human Services over the crisis triage protocols in several states that discriminated against 
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people with disabilities.33 A real concern was that biases against people with disabilities will 

lead to under treatment of people with disabilities during this crisis. Several states created 
policies that would do just that, according to the Disability Rights Education & Defense Fund . In 

response to widespread concerns, the Health and Human Services Office for Civil Rights in 
Action released a bulletin which stated, in part, "In this time of emergency, the laudable goal of 
providing care quickly and efficiently must be guided by the fundamental principles of fairness, 

equality, and compassion that animate our civil rights laws. This is particularly true with respect 

to the treatment of persons with disabilities during medical emergencies as they possess the 
same dignity and worth as everyone else." Yet resource allocation protocols that several states 

utilized during the early months of the pandemic have explicit disability-based distinctions 
which have been identified as in violation of the law.32 The three major federal statutes that 

prohibit disability discrimination in medical treatment are the Americans with Disabilities Act, 

Section 504 of the Rehabilitation Act, and Section 1557 of the Affordable Care Act. 32 Using the 
presence of a disability to assign a person with a disability a lower relative priority score in 

accessing scarce resources constitutes a clear violation of disability nondiscrimination law.34 

When public health officials and hospitals develop crisis standards of care or triage protocols 
for the allocation of scarce resources (such as ventilators), the risk of ableist discrimination is 
high.a Biases easily permeate triage processes especially when not implemented well.a Even 

when purportedly 'objective' criteria are used to allocate health care resources, subjective 

notions and ideas about the desirability of life with disabilities can play an influential role .35 The 
challenge is to create protocols that minimize instead of magnify the structural discrimination 

and the impacts of implicit biases that already in operation .a Having disability community 

engagement in the creation of these policies is an important step in helping to address 

structural biasesY 

In 2009, the Institute of Medicine published a report with a framework for establishing crisis 

standards of care that ensure that the response results in the best care possible given the 

resources at hand, that decisions are both fair and transparent, that there is consistency within 
and across states for policies and protocols and that citizens and stakeholders are included and 

heard.36 To ensure best possible care, the crisis standards should adhere to fairness; have 
equitable processes oftransparency, consistency, proportionality and accountability; engage 

communities and be legally sound. 36 

Resource allocations should be based on need, prognosis and effectiveness and not based on 
prejudicial criteria. 37 "Any recommendations for training of triage staff should include the 

principles of disability nondiscrimination, the need for accessibility, reasonable 
accommodations, and policy modifications."3a Consistent with the public health norms of using 

the least restrictive policy possible to achieve a fundamental goal and avoiding discrimination 

against persons with disabilities. optimal critical care resource allocation should be achieved 
without using categorical exclusionsY Having a human rights-based strategy in place before 

catastrophic events happen is key for a disability inclusive response.39 The core principles of 
dignity, nondiscrimination, equality of opportunity, and accessibility should be central during 

resource allocation protocol development.35 To create successful disability inclusive 
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community-based responses, administrators and public health planners need to ensure that 
people with disabilities have roles and responsibilities in the design and implementation of the 

responses. 39 While required in the 2019 PAHPA legislation , the National Advisory Committee on 
Individuals with Disabilities and Disasters has not yet been formed. It is my recommendation 
that that committee includes members with disabilities and experts in health equity and 

consider the evaluation framework developed by disability experts. 

The Caregiving Workforce 

In 2008, when the Americans with Disabilities Act was amended, Congress wrote, "historically 
society has tended to isolate and segregate individuals with disabilities and despite some 

improvements such forms of discrimination against individuals with disabilities continue to be a 
serious and pervasive social problem." The issue of isolating and segregating people with 

disabilities should be front and center in our minds as we think how we can prepare for the 
next crisis and how we can better care for older adults and people with disabilities in general. 

We have the opportunity to fund services that help people stay in their homes as they desire, 

an opportunity to realize the full promise of the 1999 Olmstead decision. 

During the pandemic, families have been forced to scramble and scrape together supports for 
their loved ones with disabilities. I share the words of one of my colleagues, a mother of a child 
with severe disabilities who describes how they navigated the early days of the pandemic. 
Written in June by Debbi Harris in the Journal of Pediatric Rehabilitation Medicine : "We have 

two full-time licensed nurses who work in our home - one four days per week and one four 

nights per week. In our area, this is remarkable staffing, given the nursing shortage. Immediate 
and extended family members fill in all other shifts, as our son requires 24-hour awake, hands­
on care. We had just trained in a third nurse who was to start a mixture of day and night shifts 

on March 29, 2020. However, the full-time nurses expressed concern because the new part­
time nurse also worked at a major hospital (with a newly established COVID unit), as well as at a 

long-term care facility. At the last moment, I asked him to hold off on his start date and 
assuaged the situation by paying him a bonus and promising to hold his hours until after the 

apocalypse ... We have already asked all but immediate family to stop coming to the home, so 
my husband is doing about two night shifts a week, and I have about two 12- to 14-hour day 
shifts. We typically have no nursing on the weekends, so those are like marathons. We have 

been told by our DME [durable medical equipment company] that we may receive only 3 boxes 
of gloves per month for 24/7 care -trach, peri care, gastrostomy- everything. The respiratory 

therapist's monthly visit has been replaced by a modem that sends information about vent 

settings to the company. Vent circuitry, tubing, connectors, humidification chambers, and temp 
probes are being rationed. We were told that home care is not a priority. Our home care 

agency has sent us nothing at all in the way of protocols or practical support. There has been no 

information about safety of staff, PPE, or safety for families and instead we have written our 
own COVID support plan." 40 

Having to scramble to meet the needs of a loved one living at home with disabilities is not a 

new phenomenon. Many older individuals and people with disabilities rely on direct services in 

their homes to maintain their health. Prior to the pandemic, there was a critical shortage of 
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direct service workers due to low wages. limited benefits and high turnover. Limited access to 
PPE, risk of exposure to SARS-CoV-2, lack of accessible childcare, long work hours, and limited 
availability of safe transportation have all been identified as reasons why the workforce crisis 
has worsened during the pandemic. Most ofthe funding for direct services is provided by the 
CMS (Medicare Home Health and Medicaid Home and Community-Based Services) and the HHS 
Administration for Community Living, some funding is provided through private insurance, and 
some is out-of-pocket. There are 4.5 million home health clients and a direct and home health 
workforce of nearly 6 million . Over 20% of Americans are caregivers and mostly this work is 
unpaid. Some of the consequences of providing unpaid caregiving include work loss and 
economic instability which contribute to a cycle of poverty for many families .41

•
42 Opportunities 

to improve the lives of families caring for people with disabilities in their homes include paying 
family caregivers, strengthening the Family Medical Leave Act and creating an adequate direct 
service workforce that is better paid with benefits. The RAISE Family Caregiving Act's Advisory 
Council will be developing a national strategy that will hopefully address many of the issues 
family caregivers currently face. 

To address the workforce deficits for direct service providers, it is important to understand the 
lived experience of direct service workers. These individuals provide a vital service to older 
Americans and people with disabilities of all ages . The work they do is hard but rewarding. 
Financially though, they are undercompensated and struggle to make ends meet. Such is the 
tale of Joyce Bumbray-Graves highlighted in a recent NPR story. 

According to the US Bureau of Labor Statistics, in 2019, home health and personal care aides 
earned a median wages of $12.15/hour. This is far from a living wage. In my home county, 
Alleghany, Pennsylvania, a living wage for a single mom of two children is $33 .83/hour. nearly 3 
times as high as Pennsylvania's average wage of $12.41/hour for a home care worker. 
It is no wonder that there is high turnover (26.5% in 2020) for home care aides. If we want to 
realize the goal of having people with disabilities living in their homes, the supports and 
services needed must be available -this means paying a living wage and making systemic 
changes to problems that lead to burnout and turnover. Further, entry into programs to serve 
people with disabilities should be simplified, across sector collaborations should be supported 
and promoted, waiting lists eliminated, and emphasis placed on autonomy and self-direction. 

Vaccine Access 
As mentioned in my oral testimony, there have been substantial problems administering 
vaccines to eligible individuals. While the CDC appropriately prioritized appropriately older 
people living in long-term care facilities for vaccination, older adults and people with disabilities 
who are homebound did not receive the attention they needed to ensure their rapid 
vaccination . Additionally, while direct service providers are considered health care providers in 
some states and essential workers in others, many direct service workers have struggled to 
secure vaccinations. Millions of homebound older adults await vaccinations because there is no 
reasonable way for them to access the vaccines. While the CDC has provided guidance for 
vaccinating homebound individuals, our public health infrastructure and our health care 
delivery systems are ill-equipped to administer vaccines in people's homes. Coordination, 
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training and resources are needed to quickly implement home vaccinations at scale. Rapid 
determination of how FEMA and other governmental agencies can assist in the identification of 
people needing home vaccination and how to operationalize the delivery of home vaccines 

could reduce virus transmission to this vulnerable population and save lives. 

Mass vaccination sites offer a logical solution to address the challenges of vaccinating the 
majority of the population quickly and efficiently.43 As with any effective public health strategy, 

community acceptance, accessibility and equity should be addressed from the outset.43 

Unfortunately, older adults and people with disabilities have found accessibility of vaccination 
sites problematic. Our piecemeal, confusing and malfunctioning distribution strategy is the 

result of inadequate coordination between stakeholders. We must create a comprehensive 
vaccine infrastructure that is truly equitable -we should work to improve our current 

infrastructure and create a strategy for the future based on a frame work of equitable 

distribution .44 This requires human capital, data systems, supply chains and public health 
messaging from trusted reliable sources.3 Publicity campaigns with trust brokers may help 

overcome vaccine hesitancy in higher risk communities.43 Overcoming vaccine hesitancy is 
especially important in the long-term care workforce among whom early vaccine acceptance 

was below 40%.45 

While the CDC has provided prioritization guidance for offering COVID-19 vaccines, states are 

taking different approaches and have had varying success immunizing the population quickly. 
Disability advocates from around the country have helped inform prioritization by highlighting 

data that demonstrate the risk of death from COVID-19 among people with disabilities. People 
with disabilities face an uphill battle qualifying for, signing up for and actually getting a COVID-
19 vaccine. While using existing platforms or building new websites for vaccine sign-up allowed 

for their quick roll-out, seniors and people with disabilities are often frustrated because the 
websites are confusing and inaccessible. Digital literacy varies between individuals, but is 

influenced by age and other sociodemographic factors (older Americans and those with a high 
school degree or less were the most likely to report that they didn't find the internet essential 
during the pandemic).46 Contributors to the 'digital divide' include lack of access to broadband 

internet, overall literacy and digital literacy, lack of access to devices such as computers or 
smart phones, cultural expectations regarding digital use and the physical and cognitive 

capabilities required to navigate the digital space.47 

The challenge of getting vaccinated is heartbreakingly articu lated by Emily Ackermann in a blog 
post for the Disability Visibility Project last week. Ms. Ackermann, a young adult with 
disabilities, states: "While the state of Pennsylvania recognizes my need for early vaccination on 

paper, the effort largely ends there . With no uniformity or accountability, county cl inics have 
tiered phase lA itself, refusing to vaccinate anyone under 65 regardless of high-risk status and 

deva luing the lives of those living with co -morbidities. Appointments at pha rmacies are difficu lt 
to come by, occur at one day's notice (the disabled nightmare: "No time to plan?!") and 
demand constant monitoring combined with a quick draw at entering your information in a 

race against the local contingency of the estimated 3.5-4 million Pennsylvanians elig ible for 

phase lA." Unfortunately, her story is not unique . Seniors and people with disabilities struggle 
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to sign up for a vaccine and once scheduled often experience accessibility barriers at vaccine 

administration sites. These barriers are even more substantial for poor and minor ities with 
disabi lities. 

Telehealth 
Maintaining and expanding telehealth has great promise to improve access to services 
especially for those who struggle with transportation, have difficulty leaving their homes or 

have limited time away from other responsibilities such as work and maintaining the 
household. While many physicians and other health care providers note the limitation of not 
being able to physically examine a patient by the laying on of hands, we should recognize that 

telehealth has great benefits. Certainly, an examination solely conducted by observation is 
different, but in some ways it is better. This is especially true for people with disabilities of all 

ages. I wrote an editorial recently published in Archives of Physical Medicine and Rehabilitation 
regarding my telehealth experiences that I will quote from here: "All ofthe children I care for 

have disabilities, so it is incredibly valuable for me to be able to see them perform activities in 

their own environments.48 1 can actually see the barriers that might be present or how a simple 
adaptation to their kitchen table set up might make things easier for the child .. . l am honored 
that families trust me enough to having me come into their homes on video, especially the ones 

who don't have a lot of resources. Occasionally I see the chaos of a large number of people 
living in a small space. Sometimes it becomes apparent to me that the family is food insecure 

and that I could help by connecting them with resources or prescribing nutritional 
supplementation for their child with a history of dysphagia from their Chiari malformation. 

Seeing children in their homes provides me a window into their lives.49 The children tend to be 
more comfortable than at the clinic so are more participatory, especially the little ones. The 
exam I do fully by observation is not the same as the one I would do if we were conducting the 

visit in person, 50 but in some ways it is better, providing me with different information. As a 
physician who focuses on functioning, being able to evaluate functioning in a child's home, 

even if only by video, is amazing."51 

The Telehealth Modernization Act of 2020 (S. 4375 ). supported by the American Medical 
Association. would remove many regulatory restrictions on telehealth and expand provider 
eligibility. But, telehealth also has the potential to worsen disparities.52 This is especially true 

for seniors because approximately 40% of them do not have home broadband access. The 
Department of Veterans Affairs has been addressing digital access by providing veterans with 

cellular Wi-Fi enabled iPads. This program served over 50,000 veterans prior to the pandemic 
and has been expanded . Moving forward , innovations in delivering telehealth care, assuring 
equitable access and maintaining reimbursement will be necessary to reap the full benefits of 

this technology. 

Conclusion 
As we envision a more equitable future for seniors and people with disabilities where everyone 

has the opportunity to live their lives to the fullest, I remind us of where we've been and 
opportunities before us. I quote our most recent inaugural poet, Amanda Gorman , "There will 

always be light, if only we' re brave enough to see it, if only we' re brave enough to be it ." 



50 

References: 
1. Halton N, Hochstein M. Life course health development: an integrated framework for 

developing health, policy, and research. Milbank Q. 2002;80(3):433-479, iii . 
2. Adler NE, Glymour MM, Fielding J. Addressing Social Determinants of Health and Health 

Inequalities. JAMA. 2016;316(16):1641-1642. 
3. Gostin LO. A 7-Point Action Agenda to End the COVID-19 Pandemic for President-elect 

Biden. JAMA. 2021;325(1):17-18. 
4. Chakraborty J. Social inequities in the distribution of COVID-19: An intra-categorical 

analysis of people with disabilities in the U.S. Disability and health journal. 
2021; 14(1):101007. 

5. Maness SB, Merrell L, Thompson EL, Griner SB, Kline N, Wheldon C. Social Determinants 
of Health and Health Disparities: COVID-19 Exposures and Mortality Among African 
American People in the United States. Public Health Rep. 2021;136(1):18-22 . 

6. Landes SD, Turk MA, Formica MK, McDonald KE, Stevens JD. COVID-19 outcomes among 
people with intellectual and developmental disability living in residential group homes in 
New York State. Disabil Health J. 2020;13(4):100969. 

7. National Academies of Sciences E, Medicine. Communities in Action: Pathways to Health 
Equity. Washington, DC: The National Academies Press; 2017. 

8. Savin K, Guidry-Grimes L. Confronting Disabiity Discrimination During the Pandemic. 
Chronic Conditions and End of Life Care. 2020;Bioethics Forum Essay 
( https://www. thehasti ngsce nte r.org/ confronti ng-d isa bi I ity-d iscri m ination-d uri ng-the-
pa nd emic/?fbcl id =I wAR2ssY8aVhxi5284 prl 9S2WqZU M 3VZvtSzJGQ6DeX4cB FhqmZ7vOv 
90msk):Accessed May 24, 2020. 

9. New York State Task Force on Life and the Law. VENTILATOR ALLOCATION GUIDELINES. 
Letter from the Commissioner of Health. 
2015; https://www.health.ny.gov/regu1ations/task force/reports publications/docs/ven 
tilator guidelines.pdf(Accessed on May 24, 2020). 

10. Okoro CA, Hollis ND, Cyrus AC, Griffin-Blake S. Prevalence of Disabilities and Health Care 
Access by Disability Status and Type Among Adults - United States, 2016. MMWR Morb 
Mortal Wkly Rep. 2018;67(32):882-887. 

11. Zhao G, Okoro CA, Hsia J, Garvin WS, Town M . Prevalence of Disability and Disability 
Types by Urban-Rural County Classification-U.S., 2016. American journal of preventive 
medicine. 2019;57(6):749-756. 

12. National Academies of Sciences E, Medicine . People Living with Disabilities: Health 
Equity, Health Disparities, and Health Literacy: Proceedings ofa Workshop. Washington, 
DC: The National Academies Press; 2018. 

13. Houtrow AJ, Larson K, Olson LM, Newacheck PW, Halton N. Changing trends of 
childhood disability, 2001-2011. Pediatrics. 2014;134(3):530-538. 

14. Maroto M, Pettinicchio D, Patterson AC. Hierarchies of Categorical Disadvantage: 
Economic Insecurity at the Intersection of Disability, Gender, and Race . Gender & 
Society. 2019 ;33(1) :64-93. 

15. Horner-Johnson W. Disability, lntersectionality, and Inequity: Life at the Margins. In : 
Lollar DJ, Horner-Johnson W, Froehlich-Grobe K, eds. Public Health Perspectives on 



51 

Disability: Science, Social Justice, Ethics, and Beyond. New York, NY: Springer US; 
2021:91-105 . 

16. Perrin JM, Kenney GM, Rosenbaum S. Medicaid and Child Health Equity. N Engl J Med. 
2020;383(27) :2595-2598. 

17. Perrin JM, Lu MC, Geller A, DeVoe JE. Vibrant and Healthy Kids: Aligning Science, 
Practice, and Policy to Advance Health Equity. Acad Pediatr. 2020;20(2):160-162. 

18. Braveman P. Health disparities and health equity: concepts and measurement. Annu Rev 
Public Health. 2006;27 :167-194. 

19. Trent M, Dooley DG, Dauge J, Section On Adolescent Health., Council On Community 
Pediatrics., Committee On Adolescence. The Impact of Racism on Child and Adolescent 
Health . Pediatrics. 2019;144(2) :e20191765. 

20. Cohen J, Rodgers YVM . Contributing factors to personal protective equipment shortages 
during the COVID-19 pandemic. Prev Med. 2020;141:106263. 

21. Kuehn BM. More Resources, Community Outreach Needed to Boost Contact Tracing. 
JAMA. 2021;325(10) :925. 

22. Schneider EC. Failing the Test - The Tragic Data Gap Undermining the U.S. Pandemic 
Response. N Engl J Med. 2020;383(4):299-302. 

23. Brooks JT, Butler JC. Effectiveness of Mask Wearing to Control Community Spread of 
SARS-CoV-2. JAMA. 2021;325(10) :998-999. 

24. Lyu W, Wehby GL. Community Use Of Face Masks And COVID-19: Evidence From A 
Natural Experiment Of State Mandates In The US. Health Aff (Millwood}. 
2020;39(8) :1419-1425. 

25 . Reiner RC, Barber RM, Collins JK, et al. Modeling COVID-19 scenarios for the United 
States. Nature Medicine. 2021;27(1):94-105 . 

26. Logue JK, Franko NM, McCulloch DJ, et al. Sequelae in Adults at 6 Months After COVID-
19 Infection. JAMA Netw Open. 2021;4(2) :e210830. 

27. Auriemma CL, Molinero AM, Houtrow AJ, Persad G, White DB, Halpern SD. Eliminating 
Categorical Exclusion Criteria in Crisis Standards of Care Frameworks. Am J Bioeth. 
2020;20(7) :28-36. 

28. 

29. 

30. 

31. 

National Council on Disability. Medical Futility and Disability Bias. Bioethics and 
Disability Series November 19 2019 
https://www.ncd.gov/sites/default/files/NCD Medical Futility Report 508.pdf( Access 
ed May 17, 2020) . 
lezzoni LI , Rao SR, Ressalam J, et al. Physicians' Perceptions Of People With Disability 
And Their Health Care. Health Aff (Millwood}. 2021;40(2):297-306. 
Fayed N, Cohen E, Houtrow A. Quality of life cannot be predicted from a brain scan . Dev 
Med Child Neural. 2020;62(4):412. 
lezzoni L. Stemming the risk of disability bias during the COVID-19 pandemic. In: 
Hamblin A, ed. Center for Health Care Strategies, Inc. https ://www.chcs.org/stemming­
the-risk-of-d isa bi lity-bias-d uri ng-the-covid-19-
pa nd em ic/? utm source=CHCS+Email+Updates&utm campaign=93d6121db2-
Llezzoni+blog+04%2F08%2F20&utm medium=email&utm term=0 bbced451bf-
93d6121d b2-15 71913012020. 



52 

32. Bagenstos SR. May Hospitals Withhold Ventilators from COVID-19 Patients with Pre­
Existing Disabilities? Yale Law Journal Forum. 
2020; 130{ https ://pa pe rs.ssrn.com/so I3/pa pers.cfm ?abstract id =3559926) :Accessed 
May 24, 2020. 

33 . Mello MM, Persad G, White DB. Respecting Disability Rights - Toward Improved Crisis 
Standards of Care. N Engl J Med. 2020. 

34. Disability Rights Education & Defense Fund. Preventing Discrimination in the Treatment 
of COVID-19 Patients: The Illegality of Medical Rationing on the Basis of Disability 
DR EDF. 2020; March 25{ https :// d redf.org/wp-conte nt/ u ploads/2020/03/DR EDF-Pol icy­
State me nt-o n-COVI D-19-and-Med ica I-Rationing-3-25-2020.pdf) :1-11 Accessed April 25, 

2020. 
35. Auriemma CL, Molinere AM, Houtrow AJ, Persad G, White DB, Halpern SD. Eliminating 

Categorical Exclusion Criteria in Crisis Standards of Care Frameworks. Am J Bioeth. 
2020:1-9. 

36. In: Altevogt BM, Stroud C, Hanson SL, Hanfling D, Gostin LO, eds. Guidance for 
Establishing Crisis Standards of Care for Use in Disaster Situations: A Letter Report. 
Washington {DC)2009. 

37 . American College of Physicians. Non-Discrimination in the Stewardship and Allocation of 
Resources During 

Health System Catastrophes Including COVID-19 . Approved by the Executive Committee of the 
Board of Regents. 
2020; https://www.acponline.org/acp policy/policies/acp policy on non­
discrimination in the stewardship of healthcare resources in health system catastr 
ophes including covid-19 2020.pdf(Accessed May 22, 2020). 

38. Disability Rights Education & Defense Fund. Letter From DREDF and Additional 
Organizations Opposing California's Health Care Rationing Guidelines. 
https:1/dredforg/letter-opposinq-californias-health-care-rationinq-guidelines/. 
2020;Accessed May 20, 2020. 

39 . Schiariti V. The human rights of children with disabilities during health emergencies: the 
challenge of COVID-19. Dev Med Child Neural. 2020;62{6) :661. 

40. Houtrow A, Harris D, Molinere A, Levin-Decanini T, Robichaud C. Children with 
disabilities in the United States and the COVID-19 pandemic. J Pediatr Rehabil Med. 
2020; 13(3):415-424. 

41 . Okumura MJ, Van Cleave J, Gnanasekaran S, Houtrow A. Understanding factors 
associated with work loss for families caring for CSHCN. Pediatrics. 2009;124 Suppl 
4:S392-398. 

42 . Houtrow AJ, Carle A, Perrin JM, Stein REK. Children With Special Health Care Needs on 
Supplemental Security Income for Disability Have More Health Impacts and Needs Than 
Other Children With Special Health Care Needs on Medicaid. Acad Pediatr. 
2020;20(2) :258-266. 

43. Goralnick E, Kaufmann C, Gawande AA. Mass-Vaccination Sites -An Essential Innovation 
to Curb the Covid-19 Pandemic. N Engl J Med. 2021. 

44 . Bollyky TJ, Gostin LO, Hamburg MA. The Equitable Distribution of COVID-19 
Therapeutics and Vaccines. JAMA. 2020;323{24) :2462-2463 . 



53 

45. Gharpure R, Guo A, Bishnoi CK, et al. Early COVID-19 First-Dose Vaccination Coverage 
Among Residents and Staff Members of Skilled Nursing Facilities Participating in the 
Pharmacy Partnership for Long-Term Care Program - United States, December 2020-
January 2021. MMWR Morb Mortal Wkly Rep. 2021;70(5):178-182. 

46. Tirado-Morueta R, Aguaded-G6mez JI, Hernando-Gomez A. The socio-demographic 
divide in Internet usage moderated by digital literacy support. Technology in Society. 
2018;55:47-55. 

47. Ramsetty A, Adams C. Impact of the digital divide in the age of COVID-19. Journal of the 
American Medical Informatics Association. 2020;27(7):1147-1148. 

48. Rabatin AE, Lynch ME, Severson MC, Brandenburg JE, Driscoll SW. Pediatric 
telerehabilitation medicine: Making your virtual visits efficient, effective and fun. J 
Pediatr Rehabil Med. 2020;13(3):355-370. 

49. Rosenbaum PL, Silva M, Camden C. Let's not go back to 'normal'! lessons from COVID-19 
for professionals working in childhood disability. Disabil Rehabil. 2020:1-7. 

50. Laskowski ER, Johnson SE, Shelerud RA, et al. The Telemedicine Musculoskeletal 
Examination. Mayo Clin Proc. 2020;95(8):1715-1731. 

51. Houtrow A. Virtual Dr Amy Goes to Clinic. Arch Phys Med Rehobil. 2021. 
52. Samuels-Ka low M, Jaffe T, Zachrison K. Digital disparities: designing telemedicine 

systems with a health equity aim. Emergency Medicine Journal. 2021:emermed-2020-
210896. 



54 

Prepared Statement of Anthony Jackson, Senior Vice President and Chief 
Operating Officer, Roper Saint Francis Healthcare, 

Charleston, South Carolina 

Chairman Casey, Ranking Member Scott, and members of the committee, thank 
you for inviting me to testify today. My name is Anthony Jackson and I am the Sen-
ior Vice President and Chief Operating Officer of Roper St. Francis Healthcare in 
Charleston, South Carolina. Roper St. Francis is the only private, not-for-profit, 
faith-based health care system in Charleston. We have four hospitals with 657 beds 
across five counties. We are the region’s largest private employer 6,000 employees, 
and we have more than 1,000 doctors on our medical staff. 

The impact of COVID–19 on Roper St. Francis Healthcare has been dramatic. 
Since the start of 2020, there have been 455,495 confirmed cases of COVID in South 
Carolina. This pandemic has disproportionately affected older Americans, and that 
was especially true at Roper St. Francis Healthcare. Over the past year, we experi-
enced many difficult moments as our doctors and nurses worked bravely and tire-
lessly to treat COVID patients. This includes patients such as Lethia Moore, a 78- 
year-old great-great-grandmother who was admitted to Roper St. Francis Healthcare 
on April 3, and sadly passed away on April 12, comforted by a nurse who refused 
to leave her side. 

As COVID continued to spread, our hospital system adapted. While we already 
had a platform in place for telehealth, the COVID pandemic required us to scale 
up quickly. Telehealth has proven so valuable that we intend to continue it in the 
long run. We have set a goal of maintaining 20 percent of all visits via telehealth, 
which opens doors for many vulnerable older Americans, particularly those who are 
homebound, those living with disabilities, and those who live in rural areas. 

We’re hopeful that this pandemic will be brought to an end this year with the 
advent of the COVID–19 vaccine. Roper St. Francis Healthcare is working closely 
with the State of South Carolina to administer COVID vaccinations. We received 
our first batch of vaccine in December and began administering them to our health 
care workers on December 15. In January, we opened a COVID vaccination drive- 
thru for patients in the parking lot of the North Charleston Coliseum, a site that 
is used to accommodating crowds of more than 13,000 for events. We have the ca-
pacity to vaccinate up to 1,500 residents per day. 

Additionally, this week, we launched a pop-up drive thru location in Berkeley 
County for residents 55 and older. This is important because about three-quarters 
of Berkeley County’s 65 and older population has yet to be vaccinated. Vaccine 
drive-thru centers can play an integral role in expanding our vaccination campaign 
beyond urban areas to reach a population that is often left behind. Communities 
and states must be proactive and creative to reach residents who cannot get vac-
cinated through more traditional visits to hospitals and doctors’ offices, and our 
drive-thru vaccination site would be a great model for others to follow. 

The pandemic and vaccine rollout also have shown the importance of treating sen-
iors across all facets of the health care system. Whether its hospitals, community 
health centers, or nursing homes, we all have a role to play. Why? We know that 
when we consider social environmental factors such as social mobility, work, retire-
ment, education, income, and wealth, caring for our seniors becomes even more com-
plex. Healthcare for seniors is dynamic and multidimensional; and to address them 
adequately, the pandemic has taught us that care in the community has to be col-
laborative, innovative, intentional and equitable. Roper St. Francis is proud of the 
thousands of hours of community care that we provide in Charleston and the sur-
rounding counties alongside our community partners and volunteers. 

As a former licensed nursing home provider, I understand the value of senior-care 
communities. Our patients have turned to us for guidance over the past year, and 
we cannot lose this trust. We need to continue to have transparency and account-
ability, and I am proud of the work that all the staff at Roper St. Francis has done 
and will continue to do as the pandemic is not over. Ensuring healthcare providers 
have a sufficient and dependable supply of COVID–19 vaccine is central to our abil-
ity to successfully plan and operate vaccination events, so thank you for your contin-
ued efforts on this issue. I am thankful to every member of the committee for their 
work to ensure that our hospitals had the resources they needed to fight the pan-
demic, and I’m looking forward to continuing to serve our patients in the 
Lowcountry. 
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Prepared Statement of Sandra Harris, Volunteer State President, AARP 
Massachusetts, Boston, Massachusetts 

Chairman Casey, Ranking Member Scott, and members of the committee, thank 
you for inviting AARP to testify today. My name is Sandra Harris and I am the 
volunteer State President for AARP Massachusetts. On behalf of our 38 million 
members, including 776,506 in Massachusetts, and all older Americans nationwide, 
AARP appreciates the opportunity to provide testimony at today’s hearing. 

COVID–19 has been particularly hard on Americans over the age of 50 and people 
of color. Since the start of the pandemic, nearly 95 percent of the deaths from 
COVID–19 have been among people age 50 and older. The situation in America’s 
nursing homes is particularly dire. Over 175,000 long-term care facility residents 
and staff have died—including over 8,600 in Massachusetts due to COVID–19, rep-
resenting about 35 percent of the deaths nationwide and over 50 percent of deaths 
in Massachusetts, despite the fact that nursing home residents comprise less than 
one percent of the U.S. population. Further, nursing homes with more residents of 
color have reported triple the number of COVID–19 deaths. Moreover, millions of 
older Americans have been socially isolated, spending holidays and birthdays away 
from loved ones, for a year now. AARP members are eager to see their grand-
children again, or visit their parents in a nursing home for the first time in a long 
time. I am one such person—I have not seen my grandchildren in over a year and 
I am very much looking forward to reuniting with them. 

Thankfully, safe and effective vaccines to combat COVID–19 have provided new 
hope to Americans over the age of 50. We cannot stress enough how eager many 
are to receive a vaccine, which offers so much promise for a return to normalcy. We 
have heard many questions from AARP members about when and how they can ex-
pect to be vaccinated, who will notify them, what information they will need to pro-
vide, and where they can sign up. We are encouraged by the progress being made, 
with over twenty-one million Americans over the age of 50 fully vaccinated. We are 
also very pleased with the progress that has been made in providing vaccines to 
residents and staff of long-term care facilities (LTCFs), including the Long-Term 
Care Partnership that has fully vaccinated 2.7 million LTCF residents and staff. In 
Massachusetts, approximately 84 percent of all nursing home residents and 71 per-
cent of staff have received both doses. 

However, we continue to hear from Americans over the age of 50 who are having 
difficulty accessing COVID–19 vaccines, and in many states, demand continues to 
outstrip supply. In addition, there has been wide disparities in access to these vac-
cines, with the Centers for Disease Control and Prevention reporting that of those 
who have received both vaccine doses, 67 percent are White. AARP is committed to 
reducing this gap and ensuring all those who want a COVID–19 vaccine can access 
it. AARP recently joined with five of the Nation’s largest nongovernmental, non-
profit membership organizations—which combined, reach more than 60 million 
Americans—to launch a COVID vaccine equity and education initiative. The effort 
includes the American Diabetes Association, the American Psychological Associa-
tion, the International City/County Management Association, the National League 
of Cities, and the YMCA. It aims to ensure that accurate and transparent informa-
tion about the COVID–19 vaccine is available to Black Americans to help them 
make informed personal decisions about vaccination. 

Accessing the vaccine continues to be a challenge for many older adults who are 
struggling to make appointments, including those who do not have access to the 
Internet or do not regularly use the Internet. The appointment process varies state 
to state, or even county by county. Many Americans over the age of 50 are unsure 
how to make or confirm their appointment and are deeply frustrated and increas-
ingly desperate. Furthermore, many do not have access to the Internet or do not 
have experience using online appointment systems. I consider myself a fairly tech-
nology-savvy individual, and yet I had significant difficulties in getting an appoint-
ment through Massachusetts’s vaccine appointment Web site. In addition, some 
states require individuals to visit multiple Web sites just to monitor vaccine ap-
pointment availability. States like Massachusetts have moved to a pre-registration 
system for vaccine appointments at the state’s seven mass vaccination sites, which 
we hope will help ease the stress of competing for vaccine appointments. We also 
urge the Federal Government to work with states to develop 1–800 numbers for 
scheduling vaccine appointments that are centralized, well-staffed, and offer cul-
turally competent customer service in several languages. states and counties should 
also set aside a specific number of vaccine appointments for these call centers so 
these individuals are not competing with those going online to schedule appoint-
ments. 
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We are pleased that the CDC has launched an online tool that will allow them 
to use their ZIP code to search for where they can get a vaccine. We encourage the 
CDC to build on this tool and work with states to allow consumers to easily book 
a vaccine appointment after finding available vaccines in their area. AARP has also 
been particularly focused on ensuring vaccines are reaching homebound individuals. 
Many older Americans do not have access to transportation or cannot leave their 
home due to medical reasons. Others are unable to stand for long periods of time, 
as is required at many vaccination sites. It is critical that states and counties utilize 
mobile clinics and other solutions to administer COVID–19 vaccines to this popu-
lation. The CDC released helpful guidance on vaccinating homebound individuals, 
and the Federal Emergency Management Agency has made funding available to 
states for the creation of mobile clinics. In addition, new funding provided by the 
American Rescue Plan Act to the CDC allows them to provide technical assistance 
to states as they set up mobile clinics. 

While there may be a sense of relief with vaccines rolling out, and cases and 
deaths in long-term care facilities finally declining, policymakers and facilities are 
not relieved of their responsibility to protect nursing home residents. AARP has 
heard from thousands of people all across the country whose loved ones lost their 
lives in nursing homes, and throughout the pandemic, we remain steadfast in advo-
cating for the health, safety, and well-being of residents and staff. 

We recognize that that nursing home problems are not new. Even before the pan-
demic, many long-term care facilities struggled with basic infection control and ade-
quate staffing. It is not a could act or should act situation, it is a must act situation. 
AARP has urged action on a five-point plan to slow the spread and save lives: 
1. Ensure facilities have adequate personal protective equipment (PPE) for
residents, staff, visitors, and others as needed, and prioritize regular and
ongoing testing.

Even with vaccines, we know that PPE and regular testing are still needed to stop 
the spread of coronavirus and other pathogens. AARP supports the funding in the 
American Rescue Plan Act for infection control and vaccine uptake support provided 
by quality improvement organizations to skilled nursing facilities. 
2. Improve transparency on COVID–19 and demographic data, vaccination
rates of residents and staff by facility, and accountability for taxpayer dol-
lars going to facilities.

AARP has called for increased transparency of COVID–19 cases, deaths, and vac-
cination rates in long-term care facilities, including demographic data. Better data 
is important for families and will help us effectively understand and respond to the 
crisis in a timely and focused way so that we can minimize the spread of the virus, 
disrupt disparities, and improve health outcomes now and into the future. 

We also believe there needs to be greater transparency around how the billions 
of dollars in taxpayer money that has gone to facilities was spent from the Provider 
Relief Fund. We have urged that any federal funding should be used for the health, 
safety, and well-being of residents and staff. 
3. Ensure access to in-person visitation following federal and state guide-
lines for safety, and require continued access to facilitated virtual visita-
tion for all residents.

We were pleased that CMS issued updated nursing home visitation guidance on 
March 10, providing welcome news for families and nursing home residents who 
want and need to visit with their loved ones, while also continuing to emphasize 
that nursing homes, visitors, and others follow infection prevention and control 
practices. The guidance will enable more residents and their loved ones to visit more 
easily and safely in-person. For many Americans living in nursing homes and other 
facilities, their friends and family serve as a source of comfort and an important 
safety check. 
4. Ensure quality care for residents through adequate staffing, oversight,
and in-person access to long-term care ombudsman.

We are deeply concerned about staffing shortages at residential care facilities. 
AARP’s Nursing Home Dashboard has consistently found over 25 percent of nursing 
homes nationally reporting a shortage of direct care workers since June 2020, and 
in fact, many facilities had inadequate staffing prior to the pandemic. This is an on-
going concern, as higher staffing levels are associated with fewer deaths and 
COVID–19 cases in nursing homes. AARP supports funding in the American Rescue 
Plan Act for state strike teams in nursing homes with COVID–19 cases. AARP fur-
ther urges Congress to take action to ensure that staffing levels in long-term care 
facilities are adequate, such as through pay and other compensation, paid leave, re-
cruitment, training, and retention. It also remains important for residents to have 
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in-person access to long-term care ombudsmen, who play an important role in advo-
cating for residents and their families. 

5. Reject immunity and hold long-term care facilities accountable when
they fail to provide adequate care to residents.

The pandemic has put residents’ lives at unprecedented risk, as reflected by the 
horrific death tolls. We know that staff in many long-term care facilities are doing 
heroic work, putting their own health on the line to care for people in nursing 
homes. Sadly, AARP has heard from thousands of families whose loved ones were 
not treated with the compassion or dignity that every American deserves. AARP 
strongly urges Congress to protect the safety of residents, including by maintaining 
the rights of residents and their families to seek legal redress to hold facilities ac-
countable when residents are harmed, neglected, or abused. 

In addition to reforming our Nation’s long-term care facilities, we need to support 
the ability of people to remain in their homes and communities. Not only will this 
help people to live where they want to be, but also help to alleviate some of the 
challenges we are facing in our Nation’s nursing homes. Enabling people to live in 
their own homes helps save lives in nursing homes. Furthermore, on average, for 
every one person residing in a nursing home, Medicaid can fund three individuals 
receiving community-based long-term care. AARP supports the 10 percent enhanced 
FMAP for Medicaid HCBS included in the American Rescue Plan Act to help enable 
more people to live in their homes and communities. 

Congress must also look longer-term to give older adults and people with disabil-
ities more options to live in their homes and communities, including more options 
to receive care at home, and more support for family caregivers who help make it 
possible. My family has worked to ensure my mother, who has dementia, has the 
care she needs to stay at home through a combination of home care services and 
family caregiving, but it has not been easy. A family caregiver tax credit, as in the 
bipartisan, bicameral Credit for Caring Act, would help provide some financial relief 
to eligible family caregivers. 

Finally, we are seeing large numbers of older adults facing hunger as a result of 
the pandemic. More than 20 percent of people age 50 to 59 and 14 percent of Ameri-
cans age 60 and older are struggling to put food on the table, with Black and His-
panic older adults reporting even higher rates of food insecurity. In 2020, grocery 
store food prices outpaced the historical average by 75 percent. For people living on 
a tight budget, including many older adults on fixed incomes, this can make it much 
harder to buy enough food. We have learned about the real struggle many older 
adults are experiencing during the pandemic—how they are having to rely on their 
kids and grandkids, and how they are having to make difficult decisions between 
paying for rent, food, or essential medicine. 

For older people scrambling to make ends meet, the Supplemental Nutrition As-
sistance Program (SNAP) is a much-needed lifeline. Through improved nutrition 
and decreased financial strain, SNAP participation is associated with better health 
and decreased hospitalization. Further, these benefits can be an important stimulus 
to support local businesses. AARP supports the 15 percent SNAP benefit increase 
through September. We also support the additional resources for state SNAP admin-
istration to continue support for people in need and additional funding to support 
improvements to help people buy groceries online using their SNAP benefits. 

With Older Americans Act (OAA) nutrition services providing more meals to more 
people, AARP supports the emergency funding to help the aging network meet the 
needs of seniors, so they can continue to stay safe and healthy at home. People in 
Massachusetts and across the country are also continuing to turn to food banks as 
a vital lifeline, and in many cases, those people are visiting food banks for the first 
time. 

The uncertain nature of the pandemic introduces challenges to forecasting future 
needs making it essential that we closely monitor food insecurity, especially as crit-
ical benefits expire and as supplemental funding is spent down. We also believe it 
will be important to continue the temporary SNAP boost for the duration of the 
COVID–19 crisis, adjusting the length and amount of the relief based on health and 
economic conditions. 

Americans over the age of 50 continue to struggle with the impacts of this pan-
demic and will continue to for some time. We are thankful that some relief has ar-
rived, but more needs to be done to protect the health and safety of older Ameri-
cans. 
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Questions for the Record To Anand Iyer 

From Senator Rosen 

Palliative Care and Telehealth 

As Chair of the bipartisan Comprehensive Care Caucus, which I launched to raise 
public awareness and promote the availability and benefits of palliative care, I’m 
so pleased to hear about your background and work in this field. 

Question: 

Dr. Iyer, can you tell me more about the work you have been doing throughout 
the pandemic to increase access to palliative care, and how are you delivering this 
care now via telehealth? What more can Congress do to support you and others in 
these efforts? 

Response: 

Dear Senator Rosen, 
Thank you for your question on palliative care and telehealth. I am grateful for 

your leadership on the Comprehensive Care Caucus and for your continued advo-
cacy for palliative care. As a pulmonary-critical care physician, I see firsthand the 
value of palliative care to improve quality of life for people living with serious illness 
in our intensive care unit and at my pulmonary clinic for undeserved citizens in Jef-
ferson County, AL. I advocate for palliative care integration into my field of pul-
monary medicine through multiple national organizations and research innovative 
ways to improve its delivery to people with chronic lung disease. My research, sup-
ported by a 2020 Paul B. Beeson Emerging Leaders Career Development Award 
(K76) from the National Institute on Aging, focuses on implementing geriatrics and 
palliative care in chronic obstructive pulmonary disease (COPD), the third leading 
causes of death among older Americans. We are developing the first geriatrics and 
palliative care framework for clinicians who care for patients with COPD and are 
testing an innovative telephone-based geriatrics and palliative care intervention for 
older adults with COPD and their families. 

Regarding telehealth, leadership at UAB Medicine had the foresight to implement 
telehealth before the pandemic and were primed to scale it last year and meet an 
incredible demand. I was excited to be a part of that revolution in healthcare deliv-
ery. Our division harnessed telehealth to bring subspecialty pulmonary care to Ala-
bamians across the state in areas without routine access to pulmonologists. Given 
my devotion to palliative care, I used every opportunity during each telehealth visit 
to connect patients with my colleagues at the UAB Center for Palliative and Sup-
portive Care, where my mentors and their teams have been working hard to develop 
and research innovative telehealth strategies long before the pandemic. I recall car-
ing for a woman in her 80’s who lives far from Birmingham and was isolated in 
her home due to COPD. I connected her with telehealth palliative care, and as a 
team we were able to improve her quality of life while keeping her safe at home 
and removing a significant barrier to in-person clinic visits: transportation. This out-
reach also extended to patients at my county pulmonary clinic, where I helped a 
gentleman who was suffering with severe breathlessness due to end-stage COPD 
find relief with the help of telehealth palliative care. Finally, our telehealth ICU 
teams safely cared for hundreds of critically ill patients last year at rural facilities 
across Alabama. It was thrilling to help an ICU team 100 miles away get a man 
off the ventilator who had respiratory failure due to COVID–19 and watch him give 
me a thumbs up over the video. Telehealth has immense potential but only if we 
can first expand broadband access to rural and underserved areas and improve dig-
ital literacy among older adults. 

In the next decade, millions of Americans with serious illnesses will grow older, 
and this will further strain our healthcare system. Without a parallel increase in 
the number of specialist palliative care clinicians and geriatricians, there will be a 
deficit of over 1000 clinicians needed who are uniquely trained to care for them. The 
current turnover of trainees in palliative care and geriatrics is insufficient to meet 
that demand, especially when physician training spots across the country are going 
unfilled. This is already creating a huge gap in care that requires urgent solutions. 
One of the most immediate opportunities is to pass the bipartisan ‘‘Palliative Care 
and Hospice Education and Training Act’’ (PCHETA; S. 2080/H.R. 647) that pro-
motes palliative care education, research, and workforce development. Its fate has 
hung in the balance for years, and I hope that 2021 can be the year that it passes. 
There is also the ‘‘Provider Training in Palliative Care Act’’ (S. 1921) proposed by 
you and Senator Murkowski to expand palliative care through the National Health 
Services Corp. Both would expand the palliative care workforce and provide some-
one like me the training in palliative care to deliver it on the frontline for my pa-
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tients and their families. This would go beyond training in communication and plan-
ning about the end of life and extend to broad symptom management and caregiver 
support. Opportunities to expand my training in palliative care are very limited. A 
primary palliative care model, i.e. training frontline clinicians from diverse dis-
ciplines and specialties in palliative care, seems to me to be the most practical and 
actionable solution to grow the palliative care workforce and close the widening gap. 

The pandemic spotlighted the importance of palliative care. As a discipline, it is 
underappreciated and underutilized and we have a lot of work to do to increase 
awareness and acceptance. I would be honored to continue to work with you in the 
future to expand palliative care, to educate the public and my fellow healthcare 
workers, and to develop innovative solutions that bring palliative care to more 
Americans and their families and make it a standard of care for serious illness. 

Sincerely, 

Dr. Anand S. Iyer 
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Meals on Wheels America 

1550 Crystal Drive, Suite 1004, Arlington, VA 22202 
www.mealsonwheelsamerica.org 

Dear Chairman Casey, Ranking Member Scott, and Members of the Committee: 
On behalf of Meals on Wheels America, the national network of community-based 
senior nutrition programs, and the individuals they serve, thank you for holding the 
important hearing, ‘‘COVID–19 One Year Later: Addressing Health Care Needs for 
At-Risk Americans.’’ We are grateful for your leadership and commitment to ad-
dressing the needs of our Nation’s older adults, especially as we pass the difficult 
one-year anniversary of the COVID–19 pandemic, which has disproportionately 
claimed the lives of thousands of older Americans and has harmed the health and 
well-being of millions of others. 

Meals on Wheels America is the national nonprofit organization that supports the 
network of 5,000 community-based senior nutrition programs across the country 
that are dedicated to addressing senior isolation and hunger. With the support of 
committed volunteers and staff members, local Meals on Wheels programs deliver 
nutritious meals in group settings and/or the home, and provide friendly visits and 
social interaction, safety checks, and connections to other social and health services 
to older Americans in virtually every community nationwide. The individuals served 
through the senior nutrition network are among the most vulnerable to experiencing 
severe complications related to COVID–19, as well as challenges accessing nour-
ishing food and social connections. 

For nearly 50 years, community-based senior nutrition providers have been wel-
comed into the homes of our Nation’s seniors with every meal delivery. The person- 
centered services provided by this network are made possible by the federal funding 
and support authorized by the Older Americans Act (OAA) and are designed to spe-
cifically meet the nutritional and social needs of high-risk, underserved seniors. Sen-
ior nutrition programs have long worked on the front lines of combating the harmful 
effects of hunger, social isolation and loneliness in older adults, but their efforts 
have never been as essential as during the pandemic, as they continue to provide 
their communities with nutrition, social connection and most recently, support with 
accessing vaccinations. 

The variety of topics covered at the hearing and diversity of experiences and per-
spectives outlined by the witnesses were informative and encouraging. Well-coordi-
nated mass vaccine distribution plans and outreach, expansion of broadband and 
telehealth, improved caregiver and direct workforce support, and funding for essen-
tial wrap-around aging services are all vital to ensuring the health and well-being 
of older adults. We appreciate the opportunity to submit this written testimony for 
the hearing record and will focus our statement on the senior nutrition network’s 
specific experience—both the successes and challenges—around providing care and 
support to older adults in their homes and communities amid the pandemic. 

Addressing Senior Hunger and Isolation Before 
and During COVID–19 

Senior hunger, social isolation and loneliness are recognized as major threats to 
public health, though the awareness of these issues has grown significantly due to 
the pandemic. Before the COVID–19 crisis, nearly 9.7 million seniors in the United 
States faced the threat of hunger; among those, 5.3 million were food insecure or 
very low food secure.1 One in four older adults reported feeling lonely, and over 17 
million lived alone, putting them at risk of social isolation.2 3 We know that a far 
more significant number of older adults are now experiencing food insecurity, and 
many more are lonelier than before the pandemic. 
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Despite the efforts of dedicated local programs working tirelessly to serve their 
communities with limited resources, the gap between those struggling with hunger 
and those receiving nutritious meals through the OAA continues to widen across the 
country. Even prior to the pandemic, federal funding for aging services, like Meals 
on Wheels, was not keeping pace with increasing demand, rising costs and inflation. 
Consequently, the network served over 17 million fewer OAA meals in 2019 than 
in 2005, and with the onset of the health and economic crises caused by COVID– 
19, the demand for OAA services like Meals on Wheels has soared to unprecedented 
levels.4 With 12,000 individuals turning 60 every day, and the pandemic exacer-
bating existing inequities in food and health access, further federal investment is 
unequivocally needed. 

As we heard from witnesses in the hearing, local community-based programs have 
been critical to our Nation’s pandemic response, and Meals on Wheels programs, in 
particular, have been highly sought out for the trusted nutrition and social connec-
tions they offer. More than a year into this public health crisis, these programs are 
continuing to deliver these life-saving services at sustained high rates. 

Care During Covid: The Meals on Wheels Response and Outlook 

Practically overnight, the Meals on Wheels network faced an unprecedented surge 
in demand as the number of older adults sheltering in place increased and con-
gregate centers shifted ways of operating. Programs quickly adapted their tradition-
ally high-touch service model to continue safely offering their senior clients critical 
person-centered components that go well beyond the meal itself. Most Meals on 
Wheels programs reported being able to not only continue their operations, but also 
to rapidly scale up to serve more older Americans in need because of the hope and 
promise that additional emergency funding would be coming their way. 

The innovative approaches that Meals on Wheels programs have utilized during 
pandemic response include transitioning congregate services to fully home-delivered 
or to grab-and-go and curbside pick-up alternatives that allowed older adults get 
their meals from the safety of their car in senior center parking lots. To address 
social isolation, many programs that were temporarily unable to offer a daily touch 
point with in-person deliveries pivoted to offering virtual socialization alternatives 
and wellness checks over the phone. In light of the challenging circumstances, Meals 
on Wheels programs further established creative community partnerships with food 
banks, restaurants and other local non-profits to meet the needs of the clients they 
serve as well as to reach other higher-risk populations living in rural or unserved 
delivery areas. Local providers are also proving to be critical partners in the na-
tional effort to improve COVID–19 vaccine awareness, access and distribution to 
homebound older adults, including through education and referral information to 
isolated individuals, assisting with vaccine registration, partnering with health de-
partments and pharmacies, coordination of vaccine deployment, and use of con-
gregate sites for vaccine administration. 

Despite the incredible response from the senior nutrition network to quickly scale 
services, challenges remain in addressing the full demand for services. According to 
a survey of Meals on Wheels America membership, nine in 10 local Meals on Wheels 
programs report there is unmet need for home-delivered meals in their community, 
and many report increased numbers of seniors forced to go on waiting lists for serv-
ices. On average, Meals on Wheels programs are serving about 60 percent more 
home-delivered meals than before the onset of COVID–19, and the majority believe 
they will not be able to sustain their current levels of operations without additional 
emergency federal funding.5 

The federal relief packages passed in response to the widespread health and eco-
nomic effects of the pandemic have provided the aging services network with des-
perately needed supplemental funds to continue delivering meals to and maintain-
ing social connections with seniors. The Families First Coronavirus Response Act 
(FFCRA), the Coronavirus Aid, Relief, and Economic Security (CARES) Act of 2020, 
the Continuing Appropriations Act of 2021, and the American Rescue Plan (ARP) 
Act of 2021 delivered a cumulative total of almost $1.7 billion for OAA Congregate, 
Home-Delivered and Native American Nutrition Services and the flexibilities re-
quired to enable this crucial support to local nutrition programs in every state and 
district. However, additional congressional funding and action is necessary to ensure 
the safety and social connectedness of our Nation’s seniors, build the capacity of 
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OAA programs and services to better serve this skyrocketing population, and bridge 
the growing gaps and unmet need for services in communities nationwide. 

Recommendations 

We hope that our insights on the response and experience of the senior nutrition 
network in providing essential services throughout the pandemic are valuable as the 
Committee considers further action to support older adults, their families and care-
givers. There remains a clear need for a strong community-based aging services and 
supports system as the country’s older adult population rapidly grows. It is also es-
sential to prepare for future emergencies and unknowns that may again dispropor-
tionately complicate and harm the lives of seniors. Fortunately, with adequate sup-
port, Congress can strengthen and leverage existing private-public programs like 
Meals on Wheels, which are already reaching and serving the most at-risk and vul-
nerable older adults—and keeping them more healthy, safe and independent at 
home and out of Emergency Rooms, hospitals and long-term care facilities. 

Therefore, we urge Congress to continue its tradition of bipartisan support for this 
network and consider the following recommendations to support local nutrition pro-
viders and the older adults they serve: 

• Increase federal funding for the Older Americans Act (OAA) Nutrition Program
to, at a minimum, a total level of $1,091,753,000 in FY 2022, which is $140 mil-
lion (or 15%) above current levels. This simply reflects the total amount pre-
viously authorized for the program in the Supporting Older Americans Act of
2020 reauthorization legislation.

• Implement the Supporting Older Americans Act of 2020, the law reauthorizing
the OAA as the primary piece of legislation supporting nutrition and social
services for individuals age 60∂ and their caregivers for more than 50 years,
with consideration for the evolving needs of senior nutrition programs due to
pandemic response and recovery.

• Strengthen other federal anti-hunger nutrition programs, like the Supplemental
Nutrition Assistance Program (SNAP) and the Commodity Supplemental Food
Program (CSFP), that provide essential services to older adults and their fami-
lies.

Conclusion 

Thank you again for convening this important hearing and for the opportunity to 
share our unique perspectives and experience on this pressing issue. We would like 
to extend special appreciation to Chairman Casey, Ranking Member Scott and their 
staff for their leadership and commitment to bipartisan work that will benefit the 
health, safety and economic security of older adults. We hope the insights shared 
in this statement are helpful in the Committee’s work to address and implement 
policies that support older Americans, in COVID–19 response and recovery and be-
yond. We look forward to working together to ensure that no senior is left hungry 
and isolated and realize our vision of an America in which all seniors live nourished 
lives with independence and dignity. 

The Healthcare Leadership Council 
Mary R. Grealy, President 

Dear Chairman Casey and Ranking Member Scott: Thank you for holding a hear-
ing, ‘‘COVID–19 One Year Later: Addressing Health Care Needs for At-Risk Ameri-
cans.’’ The Healthcare Leadership Council (HLC) appreciates the opportunity to 
share its thoughts with you on this important issue. 

HLC is a coalition of chief executives from all disciplines within American 
healthcare. It is the exclusive forum for the Nation’s healthcare leaders to jointly 
develop policies, plans, and programs to achieve their vision of a 21st century 
healthcare system that makes affordable high-quality care accessible to all Ameri-
cans. Members of HLC—hospitals, academic health centers, health plans, pharma-
ceutical companies, medical device manufacturers, laboratories, biotech firms, 
health product distributors, post-acute care providers, home care providers, and in-
formation technology companies—advocate for measures to increase the quality and 
efficiency of healthcare through a patient centered approach. 

The COVID–19 health pandemic has been an unprecedented challenge for all 
Americans. Over 28 million Americans have tested positive for COVID–19 and over 
500,000 have tragically lost their lives. Stay-at-home orders have resulted in mil-
lions of job losses. However, due to the outstanding cooperation between the private 
sector and federal, state and local officials, significant progress has been made in 
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confronting the pandemic. The newly enacted American Rescue Plan Act will con-
tinue to strengthen healthcare quality and access during the public health crisis. 
Yet, health inequities from the pandemic continue to exist in this country with re-
gard to health outcomes. Black and Hispanic men and women are more at risk than 
their white counterparts due to longstanding racial health inequities and social de-
terminants of health (SDOH) that leave them more vulnerable. The higher rates of 
infection and fatality in communities of color are linked to existing health inequities 
facing people of color, such as higher rates of diabetes and hypertension, and bar-
riers to care. The importance of SDOH and their impact are more apparent than 
ever. 

According to the Kaiser Family Foundation (KFF), ‘‘SDOH are the conditions in 
which people are born, grow, live, work, and age that shape health.’’ These can in-
clude income, socioeconomic status, education, geographic location, employment, ac-
cess to healthcare, transportation, food and nutrition, social isolation and many 
more broad categories; but can also be specific social, behavioral, and functional lim-
itations such as home-state/home safety, the ability to perform activities of daily liv-
ing, and the level of in-home support available to mitigate these limitations. Ad-
dressing inclusion in the community and employment have a greater impact on pre-
vention of exacerbated health conditions than access to healthcare alone. HLC is 
supportive of providers and payers screening people for social determinants to help 
identify those who are considered at risk and in need of support and services. In-
vestments in social services have been shown to be a stronger predictor of health 
outcomes than healthcare spending, so it’s easy to see that addressing social deter-
minants to improve population health can help slow the healthcare costs growth 
curve and improve overall health for at-risk Americans. 

In addition, HLC urges Congress to pass S. 104, the ‘‘Improving Social Deter-
minants of Health Act.’’ This legislation will provide grants to nonprofit organiza-
tions and institutions of higher education to conduct research on SDOH best prac-
tices, provide technical, training and evaluation assistance and/or disseminate those 
best practices. Recently, HLC developed a SDOH report, ‘‘Care, Context, and Com-
munity: Creative Ways to Address Social Determinants of Health,’’ using the De-
partment of Health & Human Services’s Healthy People 2030 framework to identify 
potential areas of focus for progress, and includes a large number of recommenda-
tions, as well as successful examples to address social determinants. These rec-
ommendations rest on a three-part foundation we believe will help collaborations 
across the country move beyond pilot programs to implement robust interventions 
and achieve significant results. The three-part foundation comprises: 

• Developing a standard set of SDOH definitions using the Healthy People 2030
framework, giving all partners a common starting point and frame of reference.

• Utilizing community-based organizations that are positioned and equipped to
act as true business partners.

• Building a national clearinghouse of program information and best practices.
This national clearinghouse will leverage HLC’s established Redefining American

Healthcare criteria. It will include a dashboard, a set of recommended measure-
ments, descriptions of successful pilot programs, tools and methods for research and 
evaluation, and a compendium of best practices. As this national clearinghouse de-
velops, HLC will share any forthcoming details or information with the committee 
as we believe this work will substantially improve the health of at-risk populations 
within the country. 

Thank you for the Committee’s work on addressing the healthcare needs of at- 
risk Americans. HLC looks forward to continuing to collaborate with you on our 
shared priorities. 

Alzheimer’s Association and Alzheimer’s Impact Movement 

The Alzheimer’s Association and Alzheimer’s Impact Movement (AIM) appreciate 
the opportunity to submit this statement for the record for the Senate Special Com-
mittee on Aging hearing entitled ‘‘COVID–19 One Year Later: Addressing Health 
Care Needs for At-Risk Americans.’’ The Association and AIM thank the Committee 
for its continued leadership on issues important to the millions of people living with 
Alzheimer’s and other dementia and their caregivers. This statement provides an 
overview on the long-term care policy recommendations released by the Association 
and impact COVID–19 has had on persons living with dementia. 

Founded in 1980, the Alzheimer’s Association is the world’s leading voluntary 
health organization in Alzheimer’s care, support, and research. Our mission is to 
eliminate Alzheimer’s and other dementia through the advancement of research; to 
provide and enhance care and support for all affected; and to reduce the risk of de-
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mentia through the promotion of brain health. AIM is the Association’s sister orga-
nization, working in strategic partnership to make Alzheimer’s a national priority. 
Together, the Alzheimer’s Association and AIM advocate for policies to fight Alz-
heimer’s disease, including increased investment in research, improved care and 
support, and development of approaches to reduce the risk of developing dementia. 

The COVID–19 pandemic continues to create additional challenges for people liv-
ing with dementia, their families, and caregivers including compounding the nega-
tive consequences of social isolation that many older adults already experience. So-
cial isolation is an issue within the aging community as a whole, exacerbated due 
to the current public health crisis, and felt particularly hard in the Alzheimer’s and 
dementia community. We were thrilled to see important provisions on long-term 
care strike teams, infection control, vaccine education for older adults, and funding 
for home- and community-based services and elder justice programs included in the 
American Rescue Plan. 

American Rescue Plan and Long-Term Care Provisions 

An estimated 6.2 million Americans age 65 and older are living with Alzheimer’s 
dementia in 2021. Total payments for all individuals with Alzheimer’s or other de-
mentias are estimated at $355 billion (not including unpaid caregiving) in 2021. 
Medicare and Medicaid are expected to cover $239 billion or 67 percent of the total 
health care and long-term care payments for people with Alzheimer’s or other de-
mentias. Total payments for health care, long-term care, and hospice care for people 
with Alzheimer’s and other dementias are projected to increase to more than $1.1 
trillion in 2050. These mounting costs threaten to bankrupt families, businesses, 
and our health care system. 

At age 80, approximately 75 percent of people with Alzheimer’s dementia live in 
a nursing home compared with only 4 percent of the general population at age 80. 
In all, an estimated two-thirds of those who die of dementia do so in nursing homes, 
compared with 20 percent of people with cancer and 28 percent of people dying from 
all other conditions. It is critical that all residents of nursing homes, including those 
in skilled nursing facilities and Medicaid nursing facilities, receive consistent, high- 
quality care, especially as people can live for many years in these settings. 

At least 163,000 residents and employees of nursing homes and other long-term 
care settings have died from COVID–19, representing over 30 percent of the total 
death toll in the United States. These communities are on the frontlines of the 
COVID–19 crisis, where 48 percent of nursing home residents are living with de-
mentia, and 42 percent of residents in residential care facilities have Alzheimer’s 
or another dementia. Residents with dementia are particularly susceptible to 
COVID–19 due to their typical age, their significantly increased likelihood of coex-
isting chronic conditions, and the community nature of long-term care settings. 
Across the country these communities, their staff, and their residents are experi-
encing a crisis due to a lack of transparency, an inability to access the necessary 
testing and personal protective equipment, incomplete reporting, and more. 

To best support individuals living with Alzheimer’s and dementia during the pan-
demic, the Alzheimer’s Association released a comprehensive set of long-term care 
policy recommendations for federal and state lawmakers, Improving the State and 
Federal Response to COVID–19 in Long-Term Care Settings. These recommenda-
tions focus on four areas: (1) rapid point-of-care testing, (2) reporting, (3) surge acti-
vation, and (4) providing support. 

These policies are designed to create a strong and decisive response to the 
COVID–19 crisis in all long-term care settings and we were heartened to see them 
in the American Rescue Plan Act of 2021. We thank you for including these impor-
tant provisions and strongly believe these provisions are critical to our populations 
and represent a significant step forward in improving their care during this pan-
demic and beyond. 

Recent Nursing Home Legislation 

AIM and the Alzheimer’s Association have endorsed Chairman Casey and Sen-
ators Warnock, Whitehouse, Booker and Blumenthal’s COVID–19 Nursing Home 
Protection Act that would provide $750 million in funding to states for the purpose 
of establishing and implementing strike teams to ensure a sufficient number of 
aides, nurses, and other providers are available to care for residents. The bill would 
guarantee that $210 million is available to the Secretary of Health and Human 
Services (HHS) to contract with quality improvement organizations to provide essen-
tial infection control assistance to nursing homes. Last, the bill would require HHS 
to collect and post on the Nursing Home Compare Web site demographic data on 
COVID–19 cases and deaths among nursing home residents and workers, including 
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information on age, race, ethnicity and preferred language. These crucial provisions 
are consistent with the Alzheimer’s Association’s recently released long-term care 
policy recommendations. 

Additionally, AIM and the Alzheimer’s Association have endorsed Chairman 
Casey and Senator Toomey’s Nursing Home Reform Modernization Act which would 
help ensure high-quality care by establishing an Advisory Council on Skilled Nurs-
ing Facility Rankings under Medicare and Nursing Facility Rankings under Med-
icaid at the Department of Health and Human Services (HHS). This new Advisory 
Council would provide HHS with recommendations on how to rank high rated and 
low-rated facilities, with information on those rankings posted publicly to the Nurs-
ing Home Compare Web site. Importantly, the Special Focus Facility Program would 
transition to the low-rated facility program and Quality Improvement Organizations 
would work with those low-rated facilities to improve their quality of care through 
onsite consultation and educational programming. When choosing a facility for 
themselves or their loved ones, families deserve to have all the information available 
in a clear, easily digestible way. We appreciate that this bipartisan bill also directs 
HHS to utilize focus groups and consumer testing to ensure these ratings are easily 
understood by older adults, individuals with disabilities and family caregivers. 

Conclusion 

The Alzheimer’s Association and AIM appreciate the steadfast support of the 
Committee and its continued commitment to advancing policies important to the 
millions of families affected by Alzheimer’s and other dementia. Thank you, Chair-
man Casey and Ranking Member Scott, for your continued commitment to sup-
porting individuals living with Alzheimer’s disease and other dementia, and their 
families. We look forward to working with the Committee in a bipartisan way to 
advance policies that would help this vulnerable population during the COVID–19 
pandemic and beyond. 
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