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HEALTHY ELDERLY AMERICANS: A FEDERAL,
STATE, AND PERSONAL PARTNERSHIP

FRIDAY, OCTOBER 12, 1984

U.S. SENATE,
SpEciAL COMMITTEE ON AGING,
' Albuquerque, NM.

The committee met, pursuant to notice, at 9 a.m., at the Main
Library, Albuquerque, NM, Hon. Jeff Bingaman presiding.

Present: Senator Bingaman.

Also present: Merry Halamandaris, legislative assistant to Sena-
tor Bingaman; and Jane Jeter, minority professional staff member.

OPENING STATEMENT BY SENATOR JEFF BINGAMAN, PRESIDING

Senator BINGAMAN. First of all, I want to welcome everybody to
the hearing and indicate that this is a field hearing under the aus-
pices of the Senate Special Committee on Aging, which is a com-
mittee that I have been assigned to this year for the first time. The
idea of the hearing is somewhat innovative as far as the activities
of the Special Committee on Aging goes. It is a hearing to focus on
the activities that are taking place which promote health and well-
being among our older citizens. Rather than focusing on what can
be done to deal with the problems of sickness once they occur and
the tremendous funding problems in that area, we are trying to
focus instead on the other end of the spectrum and say what can
we do and what is being done to keep these problems from occur-

. ring and to keep people healthy. .

Let me start by thanking the many people who have helped us
put this hearing together—and there are many. Vince Murphy,
who is my coordinator here in the State, has worked hard on this
and has done a terrific job. Jack Waugh, who is head of our press
operation, has done an excellent job in getting the message out
that this hearing would occur. Ed Jayne, who is the director of our
legislative effort in Washington, is here with me today. He has
been very instrumental in getting this hearing organized.

Merry Halamandaris works in our office and particularly focuses
on problems involving aging issues. She is here and has done a tre-
mendous amount of work. Jan Scheutz, who is on sabbatical from
the University of New Mexico and working with us in Washington
this semester, has also done a tremendous amount of work, which I
appreciate.

Liz Gallegos, who heads our office here in Albuquerque, has done
a tremendous job for us. Becky Bustamante in our Santa Fe office,
who does a great deal of work with senior citizens in the State, has

8Y)



2

worked hard on this as well. Lynn Ditto from our Roswell office
has done an excellent job and we appreciate her help.

I particularly appreciate Jane Jeter, who is from Senator Glenn’s
staff, the Democratic staff on the Senate Committee on Aging.

The goal of the hearing is to identify the preventive health op-
portunities that exist for older Americans. Today, as we all know,
there are more and more people who are classified as older Ameri-
cans, and there is a great deal of attention being given to the
health care issues that affects this group. Unfortunately, there has
not been as much attention given to the health promotion efforts,
some of them very impressive, that are going forward to help
senior citizens.

I think the general public has an interest in this hearing today,
for the very simple reason that health care costs have risen dra-
matically over the last decade. They have risen constantly at twice
the rate of inflation, and it is now over $200 billion a year in Gov-
ernment programs alone, not to mention the tremendous cost to in-
dividuals, to families, and to our economy in general.

Obviously, older Americans consume a disproportionate share of
these health care costs. Almost a third of public spending on health
is devoted to servicing the older citizens.

As birth rates decline and life-extending medical technology im-
proves, older people are rapidly becoming a larger share of our pop-
ulation, which is now 11.5 percent, or 1 in every 9 Americans who
- are today over 65. _

Today, we are going to first of all concentrate on the issue of
what is being done in existing programs for health promotion for
older Americans. Second, this panel will concentrate on new strate-
gies for improving and expanding these important public programs.
Our final panel will explore the personal opportunities that exist
forlpeople to build better health through changes in their own life-
styles.

Before I introduce the first panel, I want to acknowledge the
help and the cooperation of Senator John Heinz of Pennsylvania,
who is chairman of the Senate Special Committee on Aging. He
has indicated a strong interest in receiving the report that we are
producing today from this hearing. Additionally, I appreciate the
interest and the help of Senator John Glenn, who is the ranking
minority member of the Special Committee on Aging.

I hope that today’s testimony will help us to realize both the-
needs and the opportunities that exist for improved health opportu-
nities for our senior citizens. This is a subject that is of great inter-
est to me, as I am sure it is one of great interest to you, as wit-
nessed by your presence here. -

In the interest of saving time, I will not read my prepared state-
ment. I will insert it into the record at this time.

[The prepared statement of Senator Bingaman follows:]

PREPARED STATEMENT OF SENATOR JEFF BINGAMAN

Good momh?. My name is Jeff Bingaman and it is my pleasure to welcome all of
you to this field hearing of the Senate Special Committee on Aging. .

Our work this morning focuses on forlg]ing a partnership between people and gov-
ernment—to promote the health and well-being of the Nation’s older citizens.

This goal, to identi.;y preventive health o;;portunities for older Americans, is a
very unusual theme for a public hearing of this type. In fact, according to the
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Senate Committee on Aging, it is the first known of it's kind ever held. Usually we
talk of the health problems of advancing age and the treatments for infirmity.
Today, we are going to explore the promise of growing old, and how to stay well.

So, our underlying understanding today is that growing old is not a disaster, as it
is too often seen by our society, but that aging is the time when for many, life can
be lived to its fullest.

A few days ago, George Burns, who I believe is 87 years old, was on his way to an
appearance on the Johnny Carson show. On his way to the studio, he was waylaid
by a young photographer who wanted to take his picture. While this young man was
getting ready he asked George, “I wonder if I'll be able to take your picture 20 years
from now?” “I don’t see why not,” George said, “you look healthy enough to me.” -

That is our goal today; to make sure we can all have this hearing again 20 years
from now—how older people can live longer, healthier, happier lives.

The general public has an interest in our proceedings here as well. The public
cost of health care has risen dramatically over the past decade, rising constantly at
twice the rate of inflation, and it is now over $200 billion a year just in government
programs, not to mention costs to individuals, familes, and the economy.

Older people consume a disappropriate share -of .these costs, almost a third of
public spending on health, twice their proportion of the general population.

And, as birth rates decline and life-extending medical technology improves, older
people are rapidly becoming a larger share of our. population—now 11.5 percent,
that is one in nine of all Americans are over age 65.

Some people refer to this as the “graying” of America. It makes more sense to
call it the “maturing” of the American population. The perception of our youth-
oriented culture, that growing old is just one big problem, just doesn’t fit the facts.
The truth is, based on research of the National Center for- Health Statistics, that
eight out of every ten people over 65 are healthy enough to live their normal lives
without rsrgadical assistance. And that pleasant statistic includes the 5 million who
are over 80. .

“Oldness” in itself is an individual perception to begin with. Somebody once took
a survey among senior citizens who were between the ages 70 and 79, and many of

. them thought “old” was being in your eighties.

So, the truth is, “we’re as old as we feel.” Today, we will be addressing in this
hearing the opportunities for older people to feel as well as they possibly can.

Of course, many older and younger Americans do require health care which is
often costly. We certainly must do everything we can to prevent escalating health
care costs.

Today, we will review the existing public programs for health promotion for older
people: examine in our second panel, new strategies for improving and expanding
these important public programs; and, then in our last panel, explore the personal
opportunities for people to build better health through changes in their own life-
styles. Then we are all going to take a lap around the building.

We are very fortunate to have a distinguished group of panelists to assist us—
both from here in New Mexico and from around the country—who I will introduce
as we go along.

In his letter authorizing this special hearing, Senator John Heinz of Pennsylva-
nia, chairman of the Senate Special Committee on Aging, indicated his strong inter-
est in receiving the report of our work today. I appreciate his interest, and also
want to extend my thanks to Senator John Glenn, the ranking minority member of
the committee.

I hope what will come out of today’s testimony will be the realization that older
Americans both need and are entitled to, the same opportunities for fitness and
well-being which are extended to all the other age groups in our population.

This is a subject of great interest to me, as I am sure it is to you, and we will
begin with our first panel on what the overall status is today of health promotion
for older citizens. ’

Senator BiNGaMaAN. Our panelists on the first panel today are
Dr. Samuel Lin, who is the Deputy Assistant Secretary of Health,
who has come here from Washington to tell us the position of the
Federal Government on many of these issues and the activities
taking place. He is joined by Stephanie FallCreek, director of the
Institute for Gerontological Research in Las Cruces; by Nina Mer-
vine, New Mexico State director, American Association of Retired
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Persons; and by George Ellis, who is head of the New Mexico State
Agency on Aging. We greatly appreciate their presence here today.

To speed the progress of the hearing, the entire panel will testi-
fy, and then I will ask questions about different statements they
have made. Then, we will continue with our second panel.

So, Dr. Lin, you may begin your testimony. Again, we greatly ap-
preciate your presence here today and we are looking forward to
your testimony.

STATEMENT OF DR. SAMUEL LIN, ASSISTANT SURGEON GENERAL
AND DEPUTY ASSISTANT SECRETARY FOR HEALTH, PUBLIC
HEALTH SERVICE, U.S. DEPARTMENT OF HEALTH AND HUMAN
SERVICE, ACCOMPANIED BY VIRGINIA TANNISCH, HEALTH
CARE FINANCING ADMINISTRATION OFFICE, ALBUQUERQUE,
NM .

Dr. Lin. Thank you and good morning, Senator.

I would also like to introduce, to my right, Virginia Tannisch,
who is our Health Care Financing Administration representative
based here in Albuquerque.

I want to thank you in particular, Senator Bingaman, for invit- -
ing Secretary Heckler to testify at this hearing. I bring you her
personal greetings, as well as an appreciation for your interest and
commitment to improving the quality of life for our senior citizens.
Secretary Heckler regrets that she is unable to be here herself.
However, the statement I will present is her own and details the
range of involvement and commitment of her Department to pro-
mote wellness in our senior populations.

Many of us are aware that the average lifespan of Americans has
significantly increased during the past century. In 1900, only 4 per-
cent of the population was age 65 and older, whereas today 11 per-
cent of the population is 65 years or older. By the year 2030, it is
anticipated that persons in this age group will constitute 21 per-
cent of our population. Clearly, these gains in longevity are impor-
tant. However, we must go beyond this measure of health and con-
sider also the quality of life.

Although most persons age 65 and over consider themselves to be
in good health, approximately 80 percent of them suffer from at
least one chronic condition. These older Americans, on the average,
experience 39 days of restricted activity and 14 days confined to
bed rest each year. Yet, these chronic conditions can often be
avoided or alleviated if a person practices certain health habits.

Health promotion activities can educate people about the associa-
tions between lifestyle and health habits and the leading causes of
death and disability. Programs can assist people in changing be-
- haviors that may lead to illness. While all illness and disease
cannot be eliminated, the well-being of older Americans can be im-
proved through the adoption of good health practices.

Health care costs of the elderly now exceed, as the Senator has
mentioned, $120 billion per year. Efforts aimed at avoiding illness-
es that require costly medical care are desirable to reduce costs in
addition to making life more rewarding for older persons.

My message to you from the Department of Health and Human
Services is that it is not too late to improve the health of older



Americans. Several studies indicate that older people are very con-
cerned about the high costs of health care and maintaining their
functional independence. They are very interested in their health
and indicate a willingness to change their behavior to improve
their health. Some even believe their willingness to adopt healthy
behavior exceeds that of any other age group.

Within the Department of Health and Human Services, several
health promotion efforts for the elderly are now in progress. In the
forefront is the joint Public Health Service and Administration on
Aging health promotion initiative which is drawing attention to
the need for health promotion for older persons and helping Na-
tional, State, and local agencies and organizations create their own
programs.

Initiated by Surgeon General C. Everett Koop and Commissioner
on Aging Dr. Lennie-Marie Tolliver, several HHS agencies are in-
volved in this campaign, and some of their effort will be briefly de-
scribed. First, however, let me provide a brief review of the back-
ground that led to the development of this initiative.

‘“Healthy People: The Surgeon General’s Report on Health Pro-
motion and Disease Prevention,” published in 1979, states that—

The long term goal of health promotion and disease prevention for our older
people must not only be to achieve further increases in longevity, but also allow

each individual to seek an independent and rewarding life in old age, unlimited by
many health problems that are within his or her capacity to control.

A more specific objective concerning the quality of life was also
developed, that being able to—
By 1990, to reduce the average number of days of restricted activity due to acute

and chronic conditions by 20 percent, that is, to fewer than 10 days per year for
people age 65 or older.

In 1983, our National Institute on Aging published a health pro-
motion agenda that had similar goals for the elderly. Though many
activities are underway to achieve these goals, special attention is
currently being given to health promotion. Activities directed
toward this goal include issuing a general prevention-oriented pro-
gram announcement to solicit research designed to specify how psy-
chosocial processes, interacting with biological processes, influence
health and effective functioning in the middle and later years.
More recently, two new programs have been released to further
our knowledge on factor related to health promotion and disease
prevention.

The NIA is calling for research and research training to specify
how particular behaviors and attitudes influence the health of
people as they age, and how particular social conditions affect the
development and potential modification of these behaviors and atti-
tudes. Not only are the health behaviors and attitudes of middle-
aged and older people themselves involved, but also those of formal
health-care providers and of family and friends. These behaviors
and attitudes include medical beliefs about the nature of the aging
processes. They also include behaviors believed by older people to
promote health and functioning, as well as “illness behaviors” that
involve how older individuals monitor their bodily functioning; how
they define and interpret symptoms perceived as abnormal; wheth-
er they take or fail to take remedial action, utilize formal health-
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care systems, comply with prescribed regimens; and how they ap-
proach death. '

Over 30 grants have already been funded in this newly emerging
area which is called behavioral geriatrics research. There is a Spe-
cial Emphasis Career Development Award to provide behavioral
scientists with needed biomedical, clinical, or epidemiological train-
ing to successfully engage in careers in behavioral geriatric re-
search. Additionally, the NIA is encouraging research on social en-
vironments influencing health and effective functioning in the
middle and later years. Research is needed on how the quality of
aging is affected by the subtle and continuing interplay between in-
dividuals growing older and the beneficial or adverse circumstances
in the day-to-day social situations they face in a changing society.

We are also working to find out what activities have the most
potential for improving the health of people in this age group. A
study entitled “ ging and Health Promotion: Market Research for
Public Education” conducted by our Office of Disease Prevention
and Health Promotion, the National Institute of Aging, and the
National Cancer Institute in the Public Health Service and the Ad-
ministration on Aging was undertaken to help provide answers.
This study reviewed the literature on the health problems of older
people and assessed through qualitative research the actual con-
cerns reported by older people. The study also examined the inter-
est of the older people in their health and their ability and desire
the change their behavior. Focus group discussions were held with
older people from different parts of the country to understand their
views and to learn from their insights.

Because this portion of our testimony deals with what our senior
citizens have said, I will take the opportunity to expand on this
issue.

The results revealed that while older persons are very interested
in maintaining and improving their health, knowledge about spe-
cific habits and their association with chronic diseases and condi-
tions was limited. Six primary areas were identified as significantly
related to conditions prevalent in the elderly and having the poten-
tial for change: Fitness and exercise, nutrition, safe and proper use
of medicine, accident prevention, preventive services, and smoking.

We have learned a great deal about how to address these issues.
Physical fitness improves cardiovascular fitness, strength and flexi-
bility, while reducing the risks of heart attack, falls, broken bones,
and lower back pain. Since physical activities make people feel
better in general, people often adopt many other healthful behav-
iors as well. Unfortunately, too few older Americans know about
proper exercise and the accompanying benefits. Fifty-seven percent
of those 65 and older do not exercise on a regular basis according
to national surveys. Some programs have already been developed
that address the exercise needs of older Americans, even for those
who are confined to wheelchairs and beds.

The importance of nutrition in maintaining good health is im;})lor-
tant for all age levels. Recently, many links have been established
between diet and disease; for example, osteoporosis or brittle bones
is associated with a lack of calcium and exercise. Over 30 percent
of cancers have been linked to diet. In the focus groups, it became
evident that many people knew what not to eat, but that they were



7

unable to describe what constituted a balanced diet. Some educa-
tional programs have been created, but there is a need for simple
and well-integrated information on what a healthy diet is, rather
than only what ingredients or foods are to be avoided. We suspect
that this is true for all age groups, not just older people.

Proper use of drugs and alcohol is another crucial factor in the
maintenance of health. Older Americans consume 30 percent of all
prescription drugs and disproportionate amount of over-the-counter
medicines. Several people in the focus groups expressed concern
over the interactive effects of the different drugs they are taking.
They expressed a need for more information and guidance from
health care providers. Efforts should be directed toward the train-
ing and education of health professionals about the special needs of
the elderly. More research is needed that focuses on the effects of
drugs on the elderly, and prescription guidelines need to be devel-
oped. ~

Another major cause of disability and death is accidents, particu-
larly falls and automobile accidents. One of the reasons that the
elderly sustain so many injuries during automobile accidents is
that only 10 percent of them report that they regularly use their
safety belts. While the exact cause of the many falls that result in
or are associated with hip fractures has not been established, falls
are attributable in part to unsafe living environments and poor
physical condition. While there is clearly a need for improvement
in the utilization of seat belts, many older people are aware of the
risk of falling and have taken steps to make their home environ-
ments safe. Community programs should be created to reinforce
this behavior and to provide additional information, especially to
t(:ihose persons who may not be aware of their high risk for acci-

ents.

There are two other areas of importance in health promotion for
older people—preventive services and smoking. Guidelines with re-
spect to screening procedures and tests are developed by various
professional groups. The appropriate application of these recom-
mended procedures should be encouraged. All people should be ad-
vised to stop smoking and never to start the habit at any age. Evi-
dence now suggests that even if people quit smoking at age 50,
their risk for cancer decreases.

Another central purpose of the survey was to determine whether
older people are a suitable audience for health promotion activities.
The focus groups revealed that older persons are very conscious of
their health and that they try to figure out ways to stay healthy.
Other studies also indicate that when educated about health
habits, older persons had higher levels of compliance and behavior-
al change than the other age groups. This leads us to the conclu-
sion that older people are an interested and enthusiastic audience
for health information.

Let me describe, then, some of the special features of our health
promotion initiative for the elderly.

At the Secretary’s request, the Governors of almost every State
have named individuals in their States to coordinate health promo-
tion activities for older people. Generally based in the State health
. department or State office on aging, these individuals will receive
resources to help make programs in their States a reality.
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To provide support and technical assistance to State and local
agencies, the Administration on Aging developed a publication dis-
tribution plan consisting of over 30 publications in the 4 priority
areas of injury control, proper drug use, better nutrition, and im-
groved physical fitness. One document, “A Healthy Old Age: A

ource Book for Health Promotion With Older Adults,” has al-
ready been printed for this initiative. AOA sent over 15,000 copies
to State agencies on aging, community and migrant health centers,
Indian tribes, service units of the Indian Health Service, and to
OASIS projects—which are minisenior centers located in depart-
ment stores.

AOA will develop two other new documents for this initiative—
the first, a process guide for use by State and local health aging
units to set up health coalitions and programs, and the second, an
annotated bibliography on health promotion.

AOQOA sponsors nutrition programs that provide meals to older

ersons. Over 3.5 million persons participated in 1983. The cost was
5381 million. In the same year, AOA served over 9 million older
persons through its programs, many of which include health pro-
motion activities.

In conjunction with several other agencies, the Food and Drug
Administration has created a seminar series addressing the issue of
geriatrics and drugs. Also, a series of articles on the elderly and
nutrition is now appearing in their magazine called the FDA Con-
sumer. Guidelines for geriatric drug testing are under develop-
ment. A coordinated effort to investigate many of the issues related
to geriatric drug use is ongoing. In addition, they are involved in
major consumer education initiatives on sodium labeling, patient
education on prescription medications, and health fraud. The
agency conducted two consumer outreach programs designed to
teach economically disadvantaged black elderly how to reduce
sodium in their diets and to make the rural elderly more aware of
health promotion messages on nutrition, medications, and medical
devices. With regard to health fraud, a special unit is being estab-
lished to address this specific issue in the drug area. FDA’s con-
sumer affairs officers, located throughout the country, continue to
work with State and local organizations to bring priority health
education messages to the elderly.

Accident prevention for older Americans has received attention
also from our centers for disease control. They recently produced
“Prevention of Injury for Older Adults,”’ a selected bibliography
providing an overview of the magnitude of injuries among older
adults. and the types of health education methods and programs
being conducted to reduce them. The CDC has also initiated a
project with the Department of Public Health in Dade County, FL,
to assist the county in designing and conducting an epidemiologic
population-based study of the elderly in order to determine the
causative factors of non-work-related injuries. We believe this
project will develop, implement, and evaluate a model prevention
program designed to reduce the incidence of injuries and their asso-
ciated costs.

As part of this initiative, the department has just awarded over
$1 million in grants to 51 community and migrant health centers
in 29 States for health education projects aimed at the elderly.
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In 1983, Secretary Heckler assembled a special task force to
evaluate the current medical knowledge of Alzheimer’s disease, an
incurable condition that affects approximately 2 million older
Americans. In September of this year a report on the current
knowledge, promising directions and recommendations, was issued.
In conjunction with this departmental effort, AOA has launched a
major campaign for the development of family support groups for
families of older persons with Alzheimer’s disease. The goal of this
effort is to inform the aging network about the nature of Alzhei-
mer’s disease and to encourage the development of support groups
to help families cope with the problems created by the disease. Ad-
ditionally, AOA has developed a four volume technical assistance
handbook on Alzheimer’s disease to provide background materials
and to assist States and local governments, professionals, and fami-
lies in grappling with this problem.

Secretary Heckler is also very pleased to announce that, as a
centerpiece of this initiative, the department will be providing ma-
terials and technical assistance to States to assist them in conduct-
ing public education programs on health promotion for older adults
in their States. Under the direction of the Public Health Service, a
variety of radio, television, and print materials will be produced for
local distribution, including public service announcements and
broadcast materials for talk shows. Print materials will provide in-
depth information on specific health topics and alert the public to
the campaign. Regional workshops will be convened to familiarize
participants with public education materials and to give assistance
on how to work with the media and provide health promotion serv-
ices for older people.

A program of this magnitude is a major undertaklng and one
that we, the Federal Government, cannot conduct alone. We are
very pleased to announce that we have already been joined by a
number of organizations that share our interest in the health pro-
motion needs of older people. The following organizations will par-
ticipate in this effort:

The American Association of Retired Persons [AARP] will
produce the public service announcements in collaboration with us
and distribute them along with HHS-developed materials to the
"State contacts. AARP is working with the ODPHP on all aspects of
materials development for the public education program.

The American Hospital Association will sponsor with us a tele-
conference for health care providers to increase professional atten-
tion given to meet the needs of older Americans. This teleconfer-
ence will follow a series of regional training sessions.

The National Council on Aging and its many member organiza-
_tions have already begun to urge their members to participate ac-
tively in these programs. We believe that this type of support will
be essential to the success of the program.

In our Health Care Financing Administration efforts, the Medi-
care Program has several initiatives underway designed to promote
better health and prevent illness among the elderly. We are pre-
paring to implement a law that fosters greater participation of
health maintenance organizations and competitive medical plans in
the Medicare Program. The structure of HMO's give them incen-
tives to provide comprehensive services and promote healthy life-
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styles. Provision of preventive procedures and education on appro-
priate practices to promote good health assist HMO members in
avoiding expensive hospital stays. We know that health education
of patients is effective in decreasing their use of ambulatory health
care services as well. A recent demonstration conducted by the
Health Care Financing Administration found that health education
provided by an HMO resulted in a significant decrease in total
medical visits and minor illness among the HMO members. We are
convinced that, because of their preventive focus, HMQ’s offer
great potential to the elderly as high quality, cost effective health
care delivery systems. '

Nearly 900,000 Medicare beneficiaries now receive their health
care from HMO’s. The new law will make HMO’s and CMP’s an
even more attractive alternative by allowing them to pass on cost
savings to beneficiaries in the form of increased services or reduced
premiums. When the law goes into effect shortly, we expect a dra-
matic rise in HMO enrollment by Medicare beneficiaries, up by as
many as 600,000 beneficiaries in the next 3 to 4 years, with a 50- to
100-percent increase in the number of contracts between HMO’s
and Medicare. ,

Medicare also has an active program to encourage beneficiaries
to obtain second opinions before undergoing elective surgery.
Avoidance of unnecessary surgery is an important component in
the promotion of good health. Medicare will pay for the opinion of
a second physician to assist beneficiaries in deciding if an operation
is necessary or if it might be avoided in favor of an alternative
medical treatment. HCFA has also encouraged private insurance
companies and State Medicaid Programs to pay for second opinions
for their members. :

If a patient is reluctant to ask his or her physician for a referral
to another physician, we have established a national toll-free

.number to call to help locate in the patient’s area. Medicare benefi-
ciaries may also obtain that information from their local Social Se-
curity office or carrier. Helping people decide whether surgery is
necessary, advisable, or avoidable, will discourage inappropriate
procedures and any needless risks associated with them.

Other recent laws have expanded the Medicare benefit package
to include coverage for pneumococcal and hepatitus B vaccines.
These two vaccines have demonstrated their cost effectiveness and
ability to prevent illness.

We are also funding several other research projects involving
preventive services. We are studying how the opportunity to obtain
preventive services relates to individuals’ decisions to join HMO’s
rather than participating in the traditional fee-for-service system;
the effect of this type of insurance coverage on the amount of pre-
ventive care used; the amounts of preventive care used in prepaid
systems versus fee-for-service settings when there are no out-of-
pocket charges; the responsiveness of consumer demand to changes
in the price of preventive care; and the effects of preventive serv-
ices on the cost of care in the clinic setting.

In conclusion, many health promotion programs for older Ameri-
cans have begun within the Department of Health and Human
Services. Public and private organizations have been very respon-
sive to the aging initiative, and they are continuing to develop new
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programs that serve the needs of the elderly. Continued public-pri-
vate collaboration can ensure that the impact of this initiative is
not short lived. Resources can be directed at the development of
programs at the State and local levels. On a national level, we can
continue to stimulate health promotion activities for older persons.
All of these efforts will contribute to the maintenance and im-
provement of the health of the elderly, enabling them to enjoy
more satisfying lives.

Again, Senator Bingaman, on behalf of Secretary Heckler, whose
testimony I have delivered, thank you for your interest and this op-
portunity.

Senator BincaMAN. Thank you, Dr. Lin. We appreciate your tes-
timony, as I have said before.

Ms. Thannisch, do you wish to make any statement at this time?
We are glad to have you here and would be anxious to hear from
you if you have a statement.

Ms. THANNISCH. Thank you, Senator. I do not have a statement.
Dr. Lin spoke on behalf of the Department.

Senator Bingaman. Thank you very much.

I will have a few questions for you after the other two witnesses
on this panel testify.

Our next witness is George Ellis, who is the director of the New
Mexico State Agency on Aging in Santa Fe. He is coordinator of
the regional offices of Area Agencies on Aging. This year his
agency is involved in promoting health among senior citizens as
part of a nationwide project to encourage older citizens to become
more active and responsible for their own health care. As I under-
stand it, Mr. Ellis, you're going to testify about that initiative.

I want to add that our office in Washington has had excellent
cooperation from Mr. Ellis in working on issues affecting older citi-
zens. We greatly appreciate his cooperation with us on all these
issues and we appreciate your being here today.

You may proceed.

‘STATEMENT OF GEORGE ELLIS, SANTA FE, NM, DIRECTOR, NEW
MEXICO STATE AGENCY ON AGING

Mr. Evuis. Thank you.

Senator Bingaman, staff members of the special commlttee, staff
members of your office, distinguished panelists, senior citizens, and
members of the audience: May I express my appreciation for the
invitation to speak before you today.

Senator, your leadership has been crucial to our State, and your
advocacy for our elderly has been second to none. May I or behalf
of Gov. Toney Anaya, thank you for the assistance you have pro-
vided the State and the aging network during your tenure in the
Senate. Whether fighting unfair disability determination regula-
tions, helping preserve our rural primary health care system,
working for just changes in the reauthorization of the Older Ameri-
cans Act, or arranging for the House Committee on Aging’s hear-
ing under the Chair of the Honorable Claude Pepper, you have
made a permanent difference in the lives of our elderly. We are
grateful for and indebted to your unselfish and effective public
service.
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I am part of a panel giving a general overview of health promo-
tion for the elderly. My viewpoint can best be conveyed by provid-
ing the committee with three documents: Governor Anaya’s testi-
mony ! before Chairman Pepper’s subcommittee in August of 1983;
the Governor’s welcoming speech 2 at our last annual conference
on aging; and the spring 1983 issue of Generations,® the quarterly
journal of the Western Gerontological Society.

Governor Anaya’s testimony and speech represent the official po-
sition of the State of New Mexico on the whole subject of health
care, costs, and financing; long-term care; disease prevention; and
health promotion. This issue of Generations, edited by Dr. Ken
Dychtwald, is perhaps the most concise, yet comprehensive state-
ment on wellness and health promotion for elders in print. These
documents, added to the testimony of the excellent panelists sched-
uled today, far surpass anything I could say on the subject. Still,
there are comments that I would like to share with you and the
audience.

The demographic picture here in New Mexico is both an exciting
and a frightening one. The over-60 population grew by almost 60
percent between 1970 and 1980. If this rate of growth continues—
and there is every reason to believe it will—by the year 2000 there
will be almost one-half million elderly in New Mexico. We are the
sixth fastest growing State in percentage of the population over 60,
and our rate of growth of the over-75 population exceeds the na-
tional average.

The reasons for our rate of growth are our environment and life-
style. Native New Mexicans exceed the national life expectancy in
almost every racial and ethnic category, with Hispanas having a
life expectancy of almost 80 years of age. The flow of elderly into
our State is steadily increasing.

That is the good news. The bad news is that we have neither the
primary- or long-term-care systems in place, nor do we have the
revenue sources to fund such systems, given the current economic
and tax structure. And even if we froze health costs at today’s
rates, if the rate of chronic illness maintains at current levels, it is
doubtful that the State could fund its part of the costs. If the State
is to be rational about its future, then it must undertake health
promotion, disease prevention, and a community and in-home-
based care system.

The medical system we have been blessed with since the late
19th century has done a magnificent job wiping out certain dis-
eases. It has done so by research into the cause and treatment of
disease. Thus, we have had marvelous victories over acute illnesses.
The diseases that plague us today are not caused by outside agents,
such as micro-organisms. These chronic diseases are caused primar-
ily by our lifestyles and our environments. And our medical model
of health care is.inadequate, in and of itself, to cure our behavior
and our environment. ’

In relation to costs, the main difference between our “afflictions
of civilization” and diseases at the turn of the century is that our

1 See app. 1, item 1.
2 See app. 1, item 2.
3 Retained in committee files.
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illnesses kill us gradually rather than quickly. Therefore, the cost
of treating but not curing them is extended over decades. We must
develop a holistic health system to go with our medical system that
will prevent or retard chronic disease to the end of our life expect-
ancy. Fortunately, there is a great consensus as to what this
system should be:

First, it should view aging and dying as natural processes and
not as diseases which are to be avoided or prevented at all costs,
regardless of the quality of life.

Second, it should not spend its resources on extending the life-
span of the human species, but on achieving a vital and vigorous
life throughout our life expectancy.

Third, it should foster individual responsibility for one’s health
from an early age and engender the skills necessary for self-health-
care at every age. '

Fourth, it should promote exercise, proper nutrition, only moder-
ate alcohol use, nonsmoking, stress reduction, and a healthy work
home, and play environment.

Fifth, it should educate and alter the support systems of the el-
derly so that health promotion and disease prevention is seen as a
societal as well as an individual responsibility.

Sixth, it should address the “social carcinogens” of poverty,
racism, sexism, and ageism, as well as environmental carcinogens
and pathogens.

Seventh, it should give equal status to mental and emotional
-health treatment and promotion.

Eighth, it should restructure our entire health financing system,
public and private, so that disease prevention, health promotion,
mental health treatment and promotion, nontraditional medical
systems, in-home and community-based care, case management,
and social services are reimbursed on at least an equal basis with
medical and institutional care.

Ninth, it should conceive health as more than the absence of dis-
ease, but as a state of complete physical, mental, and social well-
being which lets one carry out daily tasks with vigor and alertness
with enough energy left to pursue interests and leisure activities
and to meet life’s emergencies successfully and intact.

Tenth, it should, in the words of Governor Anaya, “achieve a
vision of aging as the crowning achievement of the life process, as
a status that all other generations can look forward to.”

To me, Senator, both as an individual and as a professional, the
great news is that the consensus articulated above is already ramp-
ant in our society. Our laws, regulations, and bureaucracies just
haven’t caught up yet. But with the impetus of leadership such as
yours, they will. Good health among the current generations of el-
derly is possible today. And in your and my lifetime, it will be pos-
sible to live a vigorous, alert, undiminished, unimpaired life right
to the last days of our lifespan, if we and our society start right
now.

We have our own health prevention initiative instituted in 1983
by the State Agency on Aging. I am going to reserve comment on
that because Dr. Stephanie FallCreek has been the project coordi-
nator and will cover that in her remarks.

42-941 0 - 85 - 2
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I am also appreciative of the chance to be the lead agency for the
Administration on Aging’s Health Initiative Program. We think
that program holds great promise. The only problem with the initi-
ative is that it does not have any Federal funds to back it up. But
because of our 1983 appropriation from the State of New Mexico,
we are able to pursue the initiative at a substantial level.

Thank you, Senator.

Senator BINGAMAN. Thank you very much, George. We appreci-
ate your testimony.

The third witness that we have today is Nina Mervine. Mrs. Mer-
vine is the State director of the American Association of Retired
Persons. AARP, of course, has designated 1984 as the year to focus
on health, and they have developed a campaign for their members
to educate, train, and mobilize senior citizens to become more re-
sponsible for their own health and to become more involved at the
community, State, and Federal level with legislation that involves
the health and well-being of senior citizens.

As I understand it Nina, you're going to explain to us exactly
‘what this organization is doing, particularly what you're doing to
promote health among senior citizens.

STATEMENT OF NINA M. MERVINE, DEMING, NM, STATE
DIRECTOR, AMERICAN ASSOCIATION OF RETIRED PERSONS

Mrs. MERVINE. Senator Bingaman, staff members of the commit-
tee, and audience. Thank you for inviting me to testify before this
field hearing on behalf of the American Association of Retired Per-
sons. I am here today to discuss health promotion and wellness for
older adults. AARP is involved in several health education and pro-
motion programs on the National, State, and local levels. These
programs are part of a larger health care campaign that AARP is
undertaking, aimed at saving the Medicare Program from insolven-
cy, and reducing skyrocketing costs of health care.

Our health care system is out of control. Medicare and Medicaid
are in serious financial trouble. Businesses must cope with huge in-
creases in the cost of health insurance benefits for their employees.
Workers and their families are facing cutbacks in their health in-
stf;rf"angeé protection. Health programs for children are running out
of funds.

All Americans should have access to appropriate health care at a
fair price. But unless we work together to bring our health care
system under control, adequate medical care will soon become a
luxury only the wealthy can afford.

That is why AARP has launched a major national campaign to
cut the cost and keep the care in our health care system. This cam-
paifi'n, entitled “Healthy US”, is designed to achieve these general
goals:

To reduce the rate of cost escalation in health care; to preserve
and strengthen the Medicare and Medicaid Programs and to assure
the availability of affordable health care for all citizens; to encour-
age the development of alternative health delivery systems, such as
health maintenance organizations, home health and ambulatory
care services, that can be more responsive to consumer needs and
more efficient in the delivery of services than the current institu-
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tional systems; to provide information to consumers on health care
costs and options; and to encourage Americans of all ages to adopt
and practice more healthful lifestyles.

The immediate priority of the campaign is to preserve Medicare
and Medicaid and other health care programs by reducing the rate
of growth of health care costs. At first, this will require legislative
action.

While the immediate goals focus on Medicare, AARP believes
that encouraging healthy lifestyles is crucial. A great deal of the
illness in this country is a result of personal behavior and environ-
mental conditions. The American Medical Association estimates
that 55 percent of all disease is lifestyle related.

Poor heath habits also affect our financial health. More than 30
million workdays are lost each year due to illnesses caused by high
blood pressure. Lost work days due to alcoholism cost $19 billion a
year.

Health promotion and wellness activities will not save Medicare
or immediately change our health care system; only legislative
action can do that. Good health habits can help to reduce personal
igealth costs, as well as help older adults lead more active and vital
ives.

I would now like to discuss an overview of health promotion for
older adults.

The time is right for a health promotion program with older
people whose numbers are steadily growing. Today there are 26.6
million people aged 65 or older, and by the year 2000 it is estimat-
ed that 20 percent of all Americans will be over age 55. Projections
for the next several decades show that the population 75 years of
age and over is expected to increase four times faster than that of
persons under age 65. The proportion of the elderly who are aged
75 and older is important because the incidence of chronic disease
and impairment and the utilization of medical services tends to in-
crease with age, and increase dramatically after age 75.

The aging of America presents serious questions regarding the
future. Will we remain an active and vital population? What will
be the quality of our lives as individuals in our later years and as
we live longer? Will we be able to contain health care costs? Will
more and more of our national resources need to be directed
:g)w%rd caring for an increasingly infirm or chronically ill popula-

ion?

The answers to these questions are important to the future well-
being of the Nation. Steps to encourage the preservation and main-
tenance of good health among all adults, including older adults, are
important. Millions of lives have been saved from acute heart at-
tacks, strokes, early death from cancer, diabetes, and other acute
conditions. Information exists which can help older persons learn
how to prevent or control disease and to better manage chronic, de-
generative diseases which have tended to become the dominant
pattern of illness. Not only is there a real need for health ﬁromo-
tion among older adults, but many are very interested in health,
have the time to engage in activities that may enhance their
health, and may be particularly responsive to health promotion.

Prevention, health promotion, and early detection of disease in
early, treatable stages can reduce the overall cost of health care,
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which can help individuals keep down out-of-pocket health expendi-
tures, but it will not solve the crisis in Medicare. Appropriate
health education can also help older adults be more independent
?‘?d take control of their lives, contributing to a higher quality of
ife.

During the early months of 1984, research was undertaken by
the Office of Disease Prevention and Health Promotion, the Ad-
ministration on Aging, the National Institute on Aging, and the
National Cancer Institute to determine the interest of older people
in acquiring health information and their ability and desire to
make changes to improve their health. A review of health promo-
tion topics and a series of 15 focus group discussions were conduct-
ed. Across all of the focus groups there was an overwhelmingly
positive response regarding the importance of health and partici-
pants’ interest in issues related to health. A significant concern
and dread over health care costs was expressed as either the first
or second issue in each group conducted. Related to the issue of
hlealth care costs were concerns about being incapacitated and
alone.

In addition to health care costs and independence, the following
issues were stressed repeatedly by participants: Nutrition—includ-
ing diet and overweight—exercise, staying active; high blood pres-
sure and salt intake; cardiovascular health; arthritis and mobility;
vision problems; hearing problems; medication problems; dementias
and Alzheimer’s disease; and diabetes.

The results of this and other studies confirm that older adults
are generally health oriented, seek health information, and are
concerned with the notion of staying well. :

As individuals, older adults can reduce their personal health care
costs with good health habits by developing a healthy exercise rou-
tine, maintaining a well-balanced low-salt and low-fat diet, regular
checking of blood pressure levels, drinking alcohol in moderation,
and stopping cigarette smoking. :

As members of communities, older adults can help to initiate and
attend health promotion events in their area. AARP has several
plans and programs in this area that are going on at the present
time. :

Preventive health services and health promotion programs must
be made available and accessible to older adults in all States of this
country in order to keep the quality in the life of our aging popula-
tion.

There is a need for more emphasis on health promotion for all
ages. Relatively few health dollars are spent on health promotion
in this country. While 97 percent of the health care dollar is spent
on treatment of disease and 2.5 percent is spent on the detection of
disease, only one-half of 1 percent is spent on health promotion.
Moneys to support and expand health promotion programs are des-
perately needed, as well as to support research into this area.
Many myths exist about health promotion and wellness. Research
is needed to establish a scientifically sound data base on which pro-
grams can be developed. ’

There is a need to educate professionals. Few medical and other
professionals receive training in geriatrics in general, and fewer
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still in health promotion for older adults. Moneys are needed to
stimulate the development of professional education programs.

There is a need to educate older adults. Just as health and other
professionals need to be educated about the value of health promo-
tion for older adults, older persons themselves need to be convinced
of its importance. Many individuals past a certain age adopt a too
late attitude about their health and their ability to change.

There is a need for long-range planning. Interest in health pro-
motion, especially for older adults, is a relatively recent phenome-
non. A concrete strategy for continuing emphasis on health promo-
tion for all aged persons should be developed. Health activities and
programs designed specifically for older populations, addressing
lifelong patterns, should be a part of a continuum of services and
programs. Legislation to stimulate the development of health pro-
motion programs for older adults is needed at the National, State,
and local levels. -

There is a need for development and testing of model health pro-
motion programs. Information alone will not bring about behavior
change. Programs must be developed to encourage and support de-
sired health related behaviors.

Coordinated and effective health promotion programs that devel-
op and support healthy lifestyles among older adults are vital to
their quality of life and the well-being of our entire Nation. AARP
congratulates Senator Bingaman on his efforts to explore avenues
of improvement through self-help and legislation for the promotion
of wellness for older adults in New Mexico and the United States.
We offer our congratulations and assistance in this effort.

Thank you very much.

Senator BingaMAN. Thank you very much, Nina. I appreciate
that excellent testimony. - .

I will ask a few questions to different members of the panel. If
any of you want to respond and the question isn’t directed at you,
please feel free to do so.

Dr. Lin, concerning the initiative that Secretary Heckler is
taking, Mr. Ellis was indicating that although the program was
well intentioned, there is no funding for it. Is that because your
agency did not ask for it, or that the Congress didn’t give it to you?

Dr. Lin. Well, may I say that one of our intents was to encourage
the State and local health authorities to also put resources into
their own programs. As Mr. Ellis mentioned, the State of New
Mexico did make the initiative a priority to fund. We are hoping
that that is a means which will cover costs of these types of pro-

ams.

Certainly the costs that we have incurred have had to deal with
both the areas of biomedical research and of information distribu-
ti.(‘)in and technical assistance, which we are always willing to pro-
vide.

Senator BincamaN. Is it your intention not to request Congress
to fund this health promotion effort but instead to depend upon the
States to provide the funding necessary to implement it?

Dr. LiN. Yes, sir. I believe, where possible, with our health pro-
motion/disease prevention activities—and we have some 227 objec-
tives that we are promoting—for improved morbidity and mortali-
ty, improved quality of life, et cetera, by the year 1990, we are
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seeking to conduct these within the context of our current funding
and attempting to carry these on without additional funds at this
point.

Senator BINGAMAN. But are you going to shift any funds from
the existing programs to health promotion? I notice Nina referred
to the fact that—I think the statistic you quoted was that one-half
of 1 percent of the funds that go into health care are spent on
health promotion. I'm just wondering if that is a relationship or
fraction that is intended to change in the coming years, or is the
position of the Secretary that this should be done at the State or
local level?

Dr. LiNn. Well, I think it is expected to be a cooperative effort,
each side—that being the Federal, State, and local bearing its
share of responsibilities and costs. Within our Department, for ex-
ample, as part of the overall initiative in health promotion and dis-
ease prevention, each of our operating divisions, and within those
divisions, agencies, such as the National Institutes of Health, the
Centers for Disease Control, Alcohol, Drug Abuse, and Mental
Health, et cetera, each one of those was directed to create an office,
without additional funding, of health promotion and disease pre-
vention, to provide the agency an overall direction of activities,
whether they be services or research-type projects, toward health
promotion and disease prevention. It's done within the current con-
text of our funding. I believe the circumstances are dynamic
enough that anything is possible in the future.

. At this point we are intending to do it within our given fiscal
imits.

Senator BINGAMAN. Dr. Lin, much of your testimony and much
of what you discuss deals with plans to produce additional educa-
tional materials, plans to produce public service announcements on
radio and television, et cetera. I just wondered if there is a timeta-
ble that you have in mind for the preparation of these types of edu-
cational materials. ,

Is this something that will happen in the 1985 fiscal year, or is it
a long-term plan? What is your understanding?

Dr. LiN. I could answer that generically. If we are following the
“Objectives for the Nation,” the book that I mentioned earlier that
has health status objectives for the year 1990 as a target date, we
are shooting for 1990 as far as accomplishing a number of these ef-
forts relative to different rates of morbidity, mortality, et cetera.

Next year, 1985, is the midpoint between the beginning of this
1990 objective target. We will be reassessing at that point where we
stand, and we also are going to be proposing objectives for the
Nation for the year 2000. So there will be midyear or midstream
modification as we see the data collect.

Senator BINGAMAN. I am still unclear, though, because you state
that radio and television public service announcements will be pre-
pared as part of this program. When would you expect that to
happen? '

Dr. Lin. I expect they will be forthcoming fairly shortly. Now, as
I mentioned, we have a total of 227 objectives under our health
promotion and disease prevention initiative, ranging from health
care for the elderly to improved occupational health, to improved
immunization targets for school age children, et cetera. It is our
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intent to accomplish as many of those at the same level of priority
as best as possible. We are accomplishing this. I cannot tell you ex-
actly when they—the service announcements—will be out on the
market, but I believe they will be forthcoming.

Senator BincamaN. I introduced in the Senate a bill that has al-
ready been passed-out of committee on the House side, to establish
a monitoring system for nutrition, a national monitoring program.
The way we have drafted the bill, it would have a directorate co-
chaired by the Secretaries of Agriculture, Health and Human Serv-
ices, and Defense, and then would establish an executive director
and really put in place a 10-year program to develop a good data
base on what the nutritional situation is with American citizens.

I just wanted to know if this is a piece of legislation that you're
familiar with and, if so, whether you have any thoughts as to
whether this kind of data is needed or useful or if it’s already
available.

Dr. LiN. Sir, I am aware, but not of the specifics. I do not know
what our current position is relative to your bill. I would imagine,
relative to collection of national data in order to improve further
directions relative to policy or programs, we certainly would have
an interest in being a part of the discussion.

Senator BINGAMAN. But is it your view that the data that is pres-
ently available is adequate or inadequate, or do you have any
strong feelings on that? 4

Dr. Lin. I really am not able to comment on that, but we would
be happy to provide a position for the record.

Senator BincaMAN. OK. I would appreciate that.

Let me also ask, you indicate that one part of the initiative is the
awarding of a million dollars in grants to health education pro-
grams aimed at the elderly, and these are going to 51 community
and migrant health centers in 29 States.

Do you know if any of those grants have come to New Mexico?

Dr. LiN. I believe we're in the process of making a distribution
via our regional offices, and I think our regional offices are in the
process of determining awards’ priorities relative to community
health centers. I don’t have the specifics for you because this is
something that the Secretary announced only within the last sever-
al days. Again, we would be happy to provide those for the record.

Senator BINGAMAN. Are those grants that have been made?

Dr. Lin. Not that I'm aware.

Senator BINGAMAN. They have indicated they will make a mil-
lion dollars’ worth of grants. .

If education of the elderly on these health promotion issues is
important, it strikes me that the extent of the distribution of pub-
lished material that you referred to may not be adequate for the
purpose. For example; there have been only 15,000 copies of a pub-
lication called “A Healthy Old Age: A Source Book for Health Pro-
motion.”

Is that a publication? I have not seen that publication. Is it one
that is intended for the use of a senior citizen, or is that intended
more for the use of a person administering a senior citizen facility?
What is the nature of that publication?

Dr. Lin. First, I will personally be sure that you get a copy.

Senator BincamaN. I would appreciate that.
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Dr. LiN. Second, as far as its use, it really is for setting up pro-
grams. What we again hope to do through the initiative, as I men-
tioned initially, is that the first part of the initiative was the Secre-
tary requesting that each Governor designate a pivot person, if you
will, within each State with whom we would be in contact. Mr.
Ellis is the pivot person for the State of New Mexico. We believe
that these folks will help us reach the appropriate clientele within
the States. I don’t think that we ourselves have the capacity to do
it just within the federal system. It has to be done in a cooperative
fashion with the State and local health authorities.

Senator BINGAMAN. Are there any publications that your agency
is producing or has produced which are intended as guides to an
individual citizen who wants to improve his lifestyle as far as
health promotion goes?

Dr. Lin. Yes, sir. Every one of our agencies that has a part in
this initiative, including the National Institutes of Health, and, in
particular, the National Institute on Aging, have publications that
are written for the consumer, for the clientele, if you will. The
Food and Drug Administration has pamphlets that are geared di-
rectly to the consumer. They are available through our public rela-
tions offices of each of our agencies.

Senator BINGaAMAN. Could you try to put together some informa-
tion as to how widely those are distributed, how many copies are
distributed, and through what sources they are distributed? I think
that would be interesting information, just so we know the extent
to which that information is available.

Dr. LiN. I would be happy to do that.

Senator BINGAMAN. Mr. Ellis, you have a very interesting state-
ment, and I would like to have you elaborate about item No. 8 on
page 2 of your testimony. You say one of our priorities should be to
restructure our entire health financing system, public and private,
so that disease prevention, health promotion, mental health treat-
ment and promotion, nontraditional medical systems, in-home and
community-based care, case management, and social services are
;(laimbursed on at least an equal basis with medical and institution-

care.

Could you elaborate on that? That sounds like a fairly tall order.

Mr. ELuss. Senator, it is a very tall order. It relates to the statis-
tics that Nina gave earlier, that 96 percent of our health care dol-
lars are spent on institutional acute disease treatment—the medi-
cal model, as it’s referred to.

What we must do, in my opinion, in everything from Medicare
and Medicaid, to State employee health coverage, to the private
sector, is put wellness and health promotion and community-based
and in-home care on an equal basis with the cure of disease.

Let me give you examples. Medicare will only pay 50 percent, for
example, for mental health treatment, which puts mental health
automatically on a lower pedestal than physical health in our
system. We pay for hospitalization, but we do not pay, either in
public or private financing for in-home care.

We are in the midst of having a Medicare Waiver Conference,
sponsored by the Human Services Department, in Santa Fe right
now. The waiver is a great idea. But it is so restrictive that it is
almost impossible to carry it out and not invoke sanctions. That is
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because as a society we see paying for home care, paying for com-
munity-based care, as exceptions. The fact that it is a waiver to the
Medicaid Program treats it as an exception. We have to treat
health promotion and community-based care as the rule and not as
the exception. In my opinion, we may need to restructure Medicare
and Medicaid to finance two different but equal systems, one an
acute-care system and one a long-term care system.

We need to pay for the detection of diseases, not just their cure.
Our whole system is set up around the disease model and we have
to shift so that community-based, in-home, prevention, and health
promotion models receive equal attention and equal funding.

That is a very tall order, but it is not as tall an order as raising
the revenue to pay for our current model in the year 2000.

Senator BINGAMAN. Are you aware or can any of the panelists
answer this—if you're aware of any system for reimbursement for
health care costs that includes reimbursement for physical exami-
nations on an annual or periodic basis? Is that something which is
built into any of the systems that we have in place?

Dr. Lin. Not in Medicare or Medicaid that we're aware of, no.

Senator BINGAMAN. Is it in any of the Federal programs?

Dr. LiN. No.

Senator BincamMaN. Mr. Ellis, would you indicate how much—if
the Federal Government is putting no money into the initiative
health promotion, how much is the State putting in?

Dr. Eruis. The State legislature in 1983, before the AOA initia-
tive, appropriated $50,000 for us to do a health promotion project.
Dr. FallCreek is, through contract with New Mexico State Univer-
slggé in charge of that project. So we have been underway since

When the AOA initiative came along, we simply took that appro-
priation for this year and directed it toward accomplishing the ob-
jectives in the initiative.

The initiative is an excellent idea. The information that is pub-
lished through the initiative is quality information. In fact, Dr.
FallCreek is responsible for the authorship of a good portion of
that material.

I think the problem that I see in all our efforts is that we tend to
assume, at a bureaucratic level, that publications, PSA’s, and infor-
mation will solve the problem. But bad health is primarily a behav-
ioral problem. What Dr. FallCreek and I have attempted to do,
using some of our title V slots, is to put a role model in each senior
center so that there is a senior citizen who practices health promo-
tion who can teach the active practice of good health to other
senior citizens.

We will not change our lifestyles by information alone. We will
only change it by doing. When senior citizens, at whatever gather-
ing place, become actively engaged in good health practices, then
we start addressing the problem. So long as we keep health promo-
tion at an informational level only, it is not going to change the
health patterns of our senior citizens.

Senator BINGAMAN. I appreciate very much the efforts you have
put into preparing your testimony and your answers to these ques-
tions. .
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Our intention is to have a second panel and then break for about
15 minutes before we go to our third panel. Thank you.

The second panel is going to concentrate on what we have de-
fined as “strategies for health promotion”. We have four members
of the panel.

let me begin first by apologizing to Dr. FallCreek. In my opening
statement that had been handed to me, we indicated that she was
in Roswell. She is not. She is at New Mexico State, which I knew.
She is the director for Institute for Gerontological Research there.

Let us start with Dr. Lamy, who is with the Center for the Study
of Pharmacy and Therapeutics for the Elderly at the University of
Maryland. He has traveled here to be with us today. He is well
known for his expertise in this field and has testified at several
hearings before the Senate and the House.

Dr. Lamy, I should just say as a personal note before you start,
your last name is a very famous name in New Mexico. I don’t
know if you're aware of Archbishop—we refer to him here as
“Lamee”. I don’t know if there is any direct relationship there, but
I think you should definitely claim it. He is a very popular histori-
cz(ail }figure in this State and is very beloved for all that he contribut-
ed here.

We're happy to have you here today. We appreciate you coming.

STATEMENT OF PETER P. LAMY, PH.D., BALTIMORE, MD, DIREC-
TOR, CENTER FOR THE STUDY OF PHARMACY AND THERAPEU-
TICS FOR THE ELDERLY, UNIVERSITY OF MARYLAND AT BAL-
TIMORE

Dr. Lamy. Senator, thank you for inviting me. I will speak to the
area of medicines and medications that the elderly take.

He is 83 years old; he is a veteran; he fought or his country in
two wars and he came to us last week completely confused and de-
pressed. He was on 15 medications. The response of the health care
system was to give him an antidepressant. That’s what we do.

I was delighted to hear Dr. Lin speak on behalf of Secretary
Heckler and say we need to look at the safe and proper use of
medicines. I am delighted because I would state unequivocally that
we need to handle them safely and properly. They are looking for
prescription guidelines for drugs for the elderly. We are still dis-
cussing how drugs should be tested, so that we know how drugs
will act in the elderly. We have no idea. We have tested them for 3
months in young people and we give them for 10 or 15 years to old
people. We don't know what drugs do when given chronically, and
60 percent of all drugs used are given chronically.

We do hear that 50 percent of all medical schools now have a
component in geriatrics, and that is in surveys that are published
and cited most frequently. But if you look, only 2 percent of the
medical students took these courses because they are elective and
not mandatory. v :

After my mother-in-law passed away I tried to find out what hap-
pened. The key, I think—and it was mentioned this morning—was
that she had always said “But my doctor didn’t ask me” and he
afterwards said “‘She didn’t tell me.” We may know a lot, but we're
not using it. It is that behavioral aspect, the lack of communica-
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tion. We have much more content knowledge than we use. The el-
derly may be afraid to ask. We, as health care providers, certainly
do not take the time to ask them. :

We need to make the elderly an active participant in the health
care process and not passive participants. That's important because
while durgs are beneficial to the elderly, they may, indeed, adverse-
ly affect the elderly’s functional status, the elderly’s nutritional
status, the physiologic status, and the mental status. If there is one
thing that is a keystone to wellness and independent living, it is
mental acuity. Drugs that are used incorrectly often impact very
adversely on the mental status of the patient, causing confusion,
depression and drug-induced dementia, known as pseudodementia,
which we then either treat as disease entities or we ascribe to the
symptomatology of old age. We expect the elderly to be confused
and possibly depressed.

We do seem to take two steps forward and, as Dr. Lin reported,
the initiative is exciting. And then we take a step backwards. The
FDA is working on guidelines for drugs and the elderly, and then
they approve a new drug such as Advil, a nonsteroidal, and non-
steroidals are known to cause confusion in the elderly and a whole
host of other things.

But the key is to look at the Advil package. This panel is full of
small writing. I would challenge anybody, if they can read it, to un-
derstand it. I wear trifocals and I can’t read it any more. We pa,
for that, and yet we have new packaging available that State Med-
icaid will not pay for because it's new.

So, quite obviously, we know a lot more about drugs and their
use than is being used in day-to-day prescribing. There is testimony
by the American Society of Clinical Pharmacology and Therapeu-
tics that much of it has to do with nonrecognition of the possible
and potentidl toxicity of drugs by the prescribers, the physicians.
Therefore, about 20 percent of the elderly are thought to be admit-
ted to acute care hospitals because of adverse drug effects, at an
estimated cost of $3 billion a year. '

A major factor still often overlooked in drug action is nutrition.
The elderly may be undernourished, with infection, and have a
mortality rate of 28 percent, whereas well-nourished elderly have a
mortality rate of only 4 percent, a sevenfold difference.

Another factor that is quite often overlooked is the elderly’s abil-
ity to follow directions, or our ability to give directions. We say
“take two drops in each eye twice a day.” Well, let’s think about
an elderly patient with a %arkinsonian tremor and visual impair-
ment. How in Heaven’s name are they ever going to get two drops
in each eye. They’re not going to do that. It’s going to fall all over
their cheeks and the forehead, but certainly not into the eyes.

So this question assumes great importance, that the elderly can
read and understand directions, and that we give directions.

We keep hearing that we need to develop new things. We devel-
oped 8 or 10 years ago a simple medication record that the physi-
cian and the pharmacist and patient would fill out what the pa-
tient is taking at any one time, so at least somebody knows what
they’re taking. Yet they are not often used.

The elderly make major medication errors and we have ad-
dressed that in many of our programs. I am pleased to say that
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Secretary Heckler has given us an award of excellence for commu-
nity-based programs, a program in which we prepare pharmacists,
then students, and training them to talk with the elderly. This is
our elderly program. .

If I may digress for a minute, it’s fun to talk to the elderly, but
you have to know what’s going on. I gave my first talk and I was
very happy and I thought I was very effective. Then everybody got
up and walked out. “General Hospital” came on and I wasn’t
aware of the soaps. So we need to understand the elderly. We go
out and use a whole host of written material, “The Care Giver,”
“Vitamins Are Not Enough,” and others, and have distributed
400,000 across the Nation.

In concert with the concern of the previous panel, we tell the el-
derly not only that they need to know about their diseases and de-
ficiencies. We change their behavior. We get the elderly to ask
questions and demand answers. That’s their right and they're
paying for it.

The second program we have is a visitation program, where we
take our students, incoming pharmacy students. They must select
an elderly in the community. They're telling us it’s not in the cata-
log and why should they do it. We make them do it anyhow. They
learn, No. 1, the aging network, and No. 2, they begin to learn that
not all elderly are sick and sickly, that many are very sweet and
many are very healthy. But some do need help, and students learn
how to respond to that need.

Then we have the Care-Giver Program. I think it is probably the
most important program in view of the developing health care
system. The home health care market is exploding. I don’t think
we really know how to handle it. So what we are doing is we are
sending people into the homes—and they’re not getting paid for it.
There is no Government program that will do that. We're looking
at the medications they take and the nutrition they have or don’t
have, because quite often the elderly must make a decision on
whether to buy a prescription drug or to buy food for nutrition.

We have good data that shows that only about 70 percent of all
prescriptions, indeed, are filled, and 30 percent are not filled. This
is because they bought food that week.

The Care-Giver Program is important, I think, because the care-
giver is changing. There is a perception of the care-giver being a
40-year-old female taking care of a 65-year-old mother, but it may
be 73-year-old son taking care of a 93-year-old father. So what we
are doing, we are teaching the care-giver, so that when they get to
older age they won’t make the mistakes the current generation is
making, and we are helping the elderly.

There are a whole host of .other programs. We are helping indus-
try in developing programs. Parke-Davis developed an Elder-Care
Program which addresses the need of the pharmacist and physician
to talk to the other.

But I am sorry to say that there are problems coming. I feel that
while the FDA is looking at how drugs should be handled by the
elderly, they are also giving out lists of generic equivalents and
State Medicaid programs mandate their dispensing, not taking into
consideration that there are special patients and special diseases
and special drugs. _
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We have heard about mental disease. For psychotropic drugs, the
FDA will accept as an equivalent to the innovator drug, a generic
if in 70 percent of the patients it is 70 percent equivalent. I don’t
think that’s good enough.

We need to look at many things. We need to look at new kinds of
packaging, and we need to reimburse for it so that we can keep the
elderly at home where they want to be and where they would like
to be because they are independent.

I thank you, Senator.

Senator BiNgamMaN. Thank you very much, Doctor. We appreci-
ate that testimony. I will ask you a question or two after the other
panelists have completed their testimony. :

Dr. FallCreek, as I indicated before, is director for the institute
for gerontological research at New Mexico State. She recently au-
thored a book about healthy lifestyle in the elderly. As I under-
stand it, she will focus on some of the same things she discussed in
that book and what they are doing at the institute. '

Please go right ahead. We’re happy to have you here.

STATEMENT OF STEPHANIE FALLCREEK, D.S.W., DIRECTOR, IN-
STITUTE FOR GERONTOLOGICAL RESEARCH, NEW MEXICO
UNIVERSITY, LAS CRUCES, NM

Dr. FALLCREek. I want to thank you, Senator Bingaman, the
Senate Special Committee and your staff, for the opportunity to ad-
dress the committee and also this distinguished audience of older
persons and other interested people.

Physical fitness is a vital ingredient in any prescription for a
healthy old age. Dr. Robert Butler, former director of the National
Institute on Aging, has said, “If exercise could be packaged into a
pill, it would be the single most widely prescribed and beneficial
medicine in the Nation.” Unfortunately, or maybe fortunately, it
can’t be packaged into a pill. It is important to remember that an
“exercise prescription” does not necessarily have longivity as its
goal, rather maximum function and independence throughout life

is the goal.

. Many excellent programs and several good models exist in fit-

ness with elders, in senior centers, in health centers, in churches,

in recreational programs, and in many other settings across the

country. North Carolina, for example, has a statewide fitness pro--
gram called AHOY—Add Health to Our Years. This program,
which is 4 years old, has already trained more than 6,000 older
people in basic physical fitness programs for themselves. New

Mexico’s own health promotion with elders project has 25 older

persons working with their peers in senior centers across the State.

This represents only one of New Mexico’s several activities which

give life to the spirit of the Federal initiative of the Public Health

Service and the Administration on Aging.

Other model programs, such as Senior Olympics, Senior Games,
“body repair shops,” Growing Younger, and Growing Wiser, repre-
sent some of the kinds of activities and programs taking place
across this country. But they are taking place in scattered locations
rather than offering fitness opportunities to all elders. Those who
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may need exercise the most are likely to be neglected in many of
these programs. ‘

Despite the existence of these types of programs, and despite the
evidence in support of the benefits of exercise to elders, evidence
suggests that elders participate in regular exercise less than most
other age groups. In fact, it looks like our youngest citizens and our
oldest citizens are those least likely to engage in physical fitness
programs. ‘A recent study of the President’s Council on Physical
Fitness in Youth, for example, found that youth between the. ages
of 7 and 17 are more overweight than they ever have been in the
history of this Nation. In some respects, that finding is comparable
.to what we have been seeing in terms of physical fitness in older
. persons. I think that we might consider these intergenerational
- issues.as we develop physical fitness programs, in order to develop
fitness strategies which reach across the lifespan.

It -looks like. older women participate in exercise less than even
older men. Low-income older persons and ethnic minorities appear
‘to engage in and experience the benefits of exercise programs even
less frequently.

Why is it that this seems to be the case when the benefits are so
clear? First of all, I think the fact is that in spite of many good
information dissemination efforts, many people are not aware of
the real benefits of exercise to older persons. I therefore will briefly
suggest some of them.

Improved cardiovascular fitness and reduced risk of heart attack.
Research suggests that not only can cardiovascular and muscular
decline be slowed down, but with regular exercise in many cases
oxgen transport and vital capacity can actually be improved. The
process can be slowed down and in some can be reversed.

Second, in the prevention of osteoporiasis fractures, exercises
which involve weight bearing on the muscles and bones of the body
are one good way to reduce calcium loss, particularly among older -
women. Not only does exercise slow down the loss of calcium from
the bones, but it increases muscular strength and serves to protect
the joints and the bones so that when falls do happen, the conse-
quences may be less serious. Exercise which focus on flexibility and
strength minimize the risks of falling in the first place.

Third, reducing the risk and impact of hypertension. Research
suggests that exercise can reduce hypertension, particularly those
with moderately elevated blood pressure and those who have seri-
ous problems with obesity.

Fourth, minimizing the impact of arthritis. Exercise certainly
will not cure arthritis. It is probably the strongest measure that we
have to control the symptoms and to maintain range of motion and
flexibility. Aquatic exercises, for example, which do not place
strain on arthritic joints and tensed muscles, may be particularly
recommended for older persons.

Fifth, coping with insomnia. Older persons have identified diffi-
culty with sleeping and inability to sleep as a major health con-
cern. Exercise has been shown to reduce insomnia and to result in
pfgople going to sleep more easily and sleeping for a longer period
of time.
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Sixth, increased energy. A regular exercise program usually re-
sults in people having more energy to do the things that they want
to do with their lives.

Seventh, reduction and/or control of anxiety and mild depres-
sion. Inc1dentally, that may be particularly significant in a State
like New Mexico, where our problems with alcoholism and suicide
rate are many times the national average. If we can prevent those
1f:‘h1ngs before they become a problem, we will be domg everybody a

avor

Eighth, an improved self-concept or self-image. Mamtammg a
high level of fitness, feeling like one is in control of one’s own body,
contributes greatly to an individual’s sense of independence and
ability to exercise self-responsibility.

Finally, it appears that motivation to improve health behaviors
in other areas such as nutrition, stress management, communica-
tion skills, may be increased with exercise. Therefore, exercise may
be an ideal starting point for a comprehensive personal health pro-
motion program. Often those individuals who undertake an exer-
cise program find themselves almost unconsciously beginning to
make healthful changes in other areas of their life. For example,
people who begin a strenuous walking program, who engage in reg-
ular walking exercises, often find themselves more ready to quit
smoking than if they had not undertaken such a program

A second major reason why we don’t see older persons beginning
to get into exercise programs has to do with attitude, not just the
attitude of elders themselves, but the attitudes of those who work
with elders and those who care for elders.

Most elders in the market study that was mentioned earlier indi-
cated that poor health was the primary reason that they had not
been involved in a regular exercise program. The fact of the matter
is that poor health should be a primary reason for beginning to un-
dertake an exercise program. We are sometimes literally killing
our elders with tender loving care when we do for them what they
could do for themselves, and that applies to very simple things. For
example, when the “Meals on Wheels” volunteer delivers the meal
to that person in their own home, it would have been the tradition
for that person to get up and walk, however haltingly or slowly,
that “Meals on Wheels” delivery person to the door. And what does
the person say? “No, no, Mrs. Jones. I can see myself out,” rather
than allowing that person to do for themselves what they could
and get the exercise benefit of getting up out of that chair and
walking to the door.

Along with those attitudes may be a belief that engaging in phys-
ical exercise is dangerous to the health of older persons. Ninety-
nine percent of the time that is simply not the case. An exercise
program can be developed for and undertaken by someone in any
level of health at any age.

There are certain medical conditions that suggest exercise should
be undertaken under a doctor’s supervision. There are other condi-
tions that suggest that some kind of a physical examination or a
screening should take place before an exercise program is under-
taken. It is important for people to know those conditions; it is also
important for people to be aware that for most persons medical su-
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pervision and medical intervention is not necessary in order to
have a healthy exercise program.

Physician attitudes and level of knowledge about health in elders
may be one of our greatest challenges to getting exercise programs
going for older people. Research suggests that doctors prescribe or
recommend exercise for elders as part of a treatment package less
than for any other age group. In fact, they may actively encourage
elders in reduced levels of health to undertake a more sedentary
lifestyle. :

Again, exercises designed to respond to the needs and abilities of
even severely disabled individuals can be developed. A very signifi-
cant study undertaken in Wisconsin, which institutionalized elder-
ly persons, involved having people do a series of exercises while
they were seated in a chair. These were primarily nonambulatory
nursing home residents. After participation in this program, the
elders who participated had significantly less—approximately 4
percent less calcium loss than those elders who did not participate
in the exercise program. I think you can see the importance of
something like that when it is translated even to those who are al-
ready in an institutional setting.

Numerous projects within the last 5 years have indicated that
not only are older people interested in exercise, but they are will-
ing and able to begin exercise programs. I think that that was
again validated by the market study that was referred to by Dr.
Lin and Mrs. Mervine, which said that older people may even have
a stronger interest in undertaking health promotion behaviors
than people in other age groups.

If we recognize that exercise programs are beneficial to older
people, I think it’s important for us to specify what constitutes a
balanced exercise program; that is, what is an exercise program
that will result in the kinds of benefits that we're talking about.
Basically, an exercise program for elders would include the same
components that an exercise program for younger persons would
include. It would include flexibility exercises, strengthening exer-
cises, endurance building and cardiovascular exercises, and balance
and coordination building exercises.

The benefits that we talked about before are sort of abstract. Im-
proved cardiovascular fitness. What does that mean to an older
person? Well, there are some tangible benefits that aren’t up there
in the realm of the abstract. Flexibility exercises are needed for
maintaining the range of motion needed to dress one’s self, feed
one’s self, reach for objects on shelves and pick up one’s house.
Strength is important to carrying one’s groceries, picking up a
grandchild, maintaining proper posture to avoid backache or
muscle strain. Endurance is required for holding down a part-time
job, keeping up with one’s partner in ceremonial dances, being able
to walk to the grocery store or senior center, and being able to
travel to visit relatives of friends. Balance and coordination are
needed to prevent falls, play sports, and do your favorite dances,
drive a car or board a bus.

I want to emphasize in these comments that it is primarily the
exercise class of life that we'’re talking about, not necessarily some
speciﬁc popular exercise routine or regular costly trips to the
“Skinny Lady Health Spa.”
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No one was ever institutionalized because they couldn’t do jump-
ing jacks and calisthenics. It is the ability to undertake the activi-
ties of daily life that keep an older person independent, dressing
one’s self, feeding one’s self, and taking out the garbage. Inability
to accomplish those activities can in the extreme case lead the indi-
vidual into an institutional care setting. In any case, reduced abili-
ty to engage in these everyday life requirements seriously limits
the individual’s ability to care for him or herself and enjoy life to
the fullest extent possible.

In order for us to begin to make these benefits of exercise pro-
grams available to and experienced by a majority of elders, several
things must occur. First of all, we do need additional dissemination
of information about exercise and aging, including use of commer-
cial media outlets, which focus on the benefits of fitness, common
sense, and low-cost approaches to exercise programs, and the ap-
propriateness and safety of exercise for elders.

Second, we need additional State and federally supported re-
search and demonstration activities to develop a variety of best
practice models for elder fitness programs which respond to the dis-
tinct and different needs, interests and abilities of culturally, ethni-
cally, economically diverse groups of elders in all levels of health.

We need educational programs in fitness and aging for students
preparing for careers in aging.

We need training programs in fitness and aging for professionals,
paraprofessionals, and volunteers who are already working with
elders in a variety of settings.

Finally, we need training and technical assistance as well as fi-
nancial incentives for agencies and organizations who want to initi-
ate or expand fitness activities with elders.

In conclusion, I would like to emphasize three important consid-
erations in supporting health promotion programs with elders.

First, it is important to design and use sound, sensible approach-
es to exercise which have been demonstrated to be effective, safe,
and based on scientific knowledge. It is equally important to realize
that given good training and backup, elders themselves can deliver
safe, successful, and effective physical fitness programs with their
peers in a variety of settings.

Second, interventions and programs to promote health are life-
span strategies. To be most effective, they must cross age categories
and touch people of all ages in different levels of health. Fitness
can be an intergenerational and/or family affair. Although there
may be specific techniques and special emphases which apply to
elders, the underlying principles and benefits of fitness apply to
people throughout the life cycle. Programs which actively involve
elders themselves and their families will promote not only the
health of elders, but also other family members, and the health of
the family unit itself.

Finally, the benefits of a good fitness program with elders are
compounded dramatically when combined with participation and
healthful changes in other health-promoting activities, such as nu-
trition, stress management, communication skills, medication man-
agement, accident prevention, and preventive screening services.
All of these areas are critically important if we are to achieve the
goal of optimum health and maximum independence for older

42-941 0 - 85 - 3
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adults in this country. Many of the programs that are needed in
research, model development, education and training apply equally
to all areas of health promotion. An integrated strategy of encour-
agement and support for these health promotion activities with
older persons will ultimately be the most effective.

Thank you.

Senator BINGaAMAN. Thank you very much. We appreciate that.
Again, I will have a few questions when the other witnesses have
completed their testimony.

Our next witness is Pat Cleaveland, who is with the nutrition di-
vision of the department of health and environment for the State
of New Mexico. She is going to explain the nutritional needs of the
elderly and propose some guidelines about nutrition that will con-
tribute to more healthy lifestyles for senior citizens.

Pat, thank you for being here. We look forward to your testimo-

ny.

STATEMENT OF PAT CLEAVELAND, M.S., SANTA FE, NM, HEAD,
NUTRITION SECTION, HEALTH SERVICES DIVISION, HEALTH
AND ENVIRONMENT DEPARTMENT, STATE OF NEW MEXICO

Ms. CLEAVELAND. Thank you, Senator Bingaman, staff members,
panelists and audience. As the United States and world population
ages, one of the major challenges to the health care professions will
‘;)le fo understand the relationship between nutrition, aging, and

ealth.

Malnutrition may be one of the major health problems of the
aging. Based on major nutrition surveys, it is estimated that half of
the aged consume diets containing less than the recommended
levels of nutrients. The unknown is what effect.inadequate diets
have on the aging process.

Chronic diseases such as coronary heart disease, hypertension,
diabetes, and obesity are recognized to be closely linked to malnu-
trition or chronic overnutrition. Because 85 percent of those per-
sons 65 years of age and older have some form of chronic disease,
many of the nutritional problems of the aged are closely associated
with chronic disease. Inadequate or excessive nutrition contributes
to the development of chronic disease, hastens the development of
degenerative diseases of the aged, and increases susceptibility to
and delaying of recovery from illness. Conversely, changing eating
habits to improve nutrient intake is also looked upon as a possible
means of therapy for some conditions. .

A person’s nutritional status is influenced by numerous factors.
Loneliness, depression and isolation may cause a person to lack the
incentive to prepare meals and may cause a loss of appetite. Lack
of physical activity will reduce a person’s overall sense of well-
being and may reduce the efficiency of the body’s absorption and
metabolism of nutrients. Emotional stress or physical trauma seem
to increase the body’s need for nutrients. Many drugs and medica-
tions interact with nutrients to make them less available to the
body or increase the body’s needs for these nutrients. Inadequate
incomes characteristic of a large number of our older citizens re-
duces the person’s ability to purchase a nutritious variety of foods.
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Food habits learned early in life tend to remain a cherished part of
the person’s life, even though those habits may be inappropriate.

Approximately 80 percent of adults in the United States suffer
from some form of periodontal bone loss. Untreated periodontal dis-
ease leads to dental problems for the elderly person which may
make the foods that the person likes and are affordable difficult to
eat. A reduced sense of taste and smell may further reduce food
intake. Difficulty in getting out to purchase foods may cause inad-
equate food intake for many persons. Americans are bilked of over
half a billion dollars a year by food quackery through appeals to
their fears of illness and ill health. Older persons are especially
vulnerable targets for promoters of expensive miracle foods and
supplements. The result is a further reduction in the person’s abili-
ty to acquire the foods they need.

In spite of all of this information, health care experts don’t
really know about nutritional needs of the elderly. We have recom-
mendations defined for persons 51 years of age and older by the
National Research Council. However, those are based on extrapo-
lated figures from the normal adult, whoever that is. Little is
really known about what is actually needed for the older person.

We do know that, as persons get older, their total calorie intake
tends to decline as their basal metabolic rate declines. But some-
times that decline in food intake isn’t enough, so then we end up
with obesity problems. Conversely, we also have persons whose
energy intake is inadequate to meet their needs, particularly the
person over age 70. As the quantity of food the person takes de-
creases, the nutrient intake also decreases.

What we find happening then is the person obtains enough calo-
ries for their needs, but then doesn’t obtain enough other nutrients
to meet their needs.

Although protein intake is normally adequate in the U.S. popula-
tion, among the older persons who may have a reduced income or
difficulty in chewing, meat consumption may be reduced. So pro-
tein intake may be a problem for those persons.

The average America diet tends to be fairly high in fat. We know
there is a definite relationship between the development of cancer,
heart disease and obesity to high fat intake.

Many studies of the diets of older persons indicate inadequate
intake of B vitamins and vitamins A and C. That is because fruit
and vegetable consumption tends to be lower in older persons be-
cause of food habits, cost, or difficulty in getting to the store fre-
quently. At the same time drugs and medication can increase the
person’s need for vitamins.

Calcium and iron are frequently consumed in inadequate quanti-
ties. Another one of the foods that people frequently don’t use
during the later years is milk. We now have increasing evidence
that osteoporosis is a result of lack of exercise and lack of calcium,
the two together. Iron deficiency anemia is a problem for a signifi-
cant number of older persons, simply related to an inadequate
intake of iron, which frequently is the result of low intakes of
meat, also. On the other hand, sodium is often consumed in larger
quantities than is needed by older persons, especially those whose
sense of taste may be affected by the aging process. For persons
with hypertension, high sodium intake may be harmful.
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There are numerous other vitamins and minerals about which
we have real questions as to whether the normal person is getting
enough. It is clear that poor food habits compounded by over- or
under-nutrition, over-or under-consumption of calories, and difficul-
ties with access to adequate food result in increased susceptibility
to disease, greater debilitation as a result of that disease, and possi-
bly more rapid degeneration as a result of the aging process.

Now, what do we need to do to improve that situation? First, we
recommend that prevention of a problem is always preferable to
dealing with the problem after it occurs. It is clear that a lifetime
of positive food habits is the best preparation for healthy later
years. Nutrition education should be required as a component of all
food and nutrition programs and health programs with adequate
funding to support qualified nutrition educators.

One of my personal gripes is that we often define nutrition serv-
ices as giving food to people, and that is only a small part of it. It
limits the number of people who can receive nutrition services. Nu-
trition education through the person’s lifetime can have a far
greater impact on a person'’s health.

Periods when a person is most receptive to nutrition education
include childhood when food habits are being formed, during preg-
nancy and early parenthood when concern for the child’s health is
a strong motivating factor, and during adulthood and later adult-
hood when health problems or concerns begin to arise. Nutrition
programs should build on these times of interest to encourage im-
proved food habits through nutrition education efforts.

One of the projects of the nutrition section of the health and en-
vironment department in the area of adult nutrition has been the
development of a comprehensive weight management program for
use in public health offices by public health staff to teach the im-
portance of diet and exercise to the adult population. Many people
are concerned about weight. They don't recognize that there is a
relationship between weight and adequate nutrition and exercise.
This is a method then of teaching the importance of nutrition and
exercise while dealing with a problem that is perceived by many
people as a serious one, while it is also a way of helping to prevent
many of those chronic diseases that we’re concerned about in the
older population. This program is now being offered in many
county health offices within the State.

The USDA Nutrition Education and Training Program provides
nutrition education to teachers, school food-service workers and
students. However, funds have been reduced during the 7 years of
the program. A stronger nutrition education component in food
stamp and senior nutrition programs is badly needed to improve
program effectiveness.

Second, in order to better monitor the nutritional status of the
population and to better target food and nutrition programs, an im-
proved system of nutrition monitoring and surveillance is needed.
The system should provide timely data; data from different surveys
should be planned to be compatible so that data can be linked and
compared; data should be available by population subgroups and by
geographic area; the data reported should be accessible, and the
system should identify warning signs to help us recognize at-risk
populations before health problems occur.
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Better information is needed about the nutritional status of the
elderly and the nutritional needs unique to this population. A re-
search program to determine food intake and nutrient needs specif-
ic to the older population, other than a perceived belief about what
people are doing, is needed.

The National Nutrition Monitoring and Related Research Act of
1984, as Senator Bingaman mentioned awhile ago, if enacted, could
significantly improve the -status of nutrition monitoring and re-
s}e:la;'%}:il We certainly appreciate Senator Bingaman’s interest in
this bill.

Third, we must reveiw our programs to assure that limited
income does not result in limited food intake. Food assistance pro-
grams must emphasize outreach and build a more positive image
with the public so that there are no barriers for the needy person
to prevent program participation.

We know that less than half the ‘people who are eligible for food
stamps ever apply, even.

Fourth, for those persons with special dietary needs, information
on nutrient content of foods should be more available. Although
significant advances in food labeling have been made, it is still dif-
ficult for a person to really know what is in the package when
they’re in a grocery store.

Fifth, the importance of the nutritionist/dietitian as part of the
health care team must be recognized. Medicare reimbursement for
nutrition services is limited. Better training in nutrition for all
health care professionals is needed as well.

The nutrition section of the health services division of health and
environment department is committed to providing nutrition infor-
mation to all citizens of New Mexico as a means of preventing
health problems later in life. We appreciate this opportunity to dis-
cuss nutrition problems of the elderly with you.

Thank you.

Senator BINGAMAN. Thank you very much, Pat. I appreciate that
excellent testimony.

Before we go on to a few questions, let’s hear the testimony from
Catherine Salveson, who works for the department of health and
environment for the State of New Mexico. She serves those who
have some type of illness and also particularly focuses on the rural
elderly. As I understand it, she is going to discuss strategies that
can be used to promote health among those in the rural areas of
this State in particular, and we are very happy to have you here,
~ Catherine.

STATEMENT OF CATHERINE SALVESON, R.N,, M.S., SANTA FE, NM,
HEAD, ADULT HEALTH SECTION, HEALTH SERVICES DIVISION,
HEALTH AND ENVIRONMENT DEPARTMENT, STATE OF NEW
MEXICO

Ms. SaLvesoN. Thank you, Senator Bingaman. I, too, appreciate
the opportunity to share our thoughts on strategies for health pro-
motion. My comments are not availabe to you in written form
today because I have spent the last 3 days traveling throughout the
southern part and eastern part of the State meeting with rural pri-
mary care providers of local county health offices, looking to exact-
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ly the issues we’re talking about here today. I have included their
remarks in what I will be sharing with you this morning.

The necessity to pay closer attention to the continuing care
needs of the elderly was documented in the 1980 New Mexico State
Health Plan. The increasing prevalence of chronic and disabling
conditions, coupled with the aging of our population, urged a re-
sponse by health care providers to ensure that persons with such
conditions were able to function at an optimum level for as long as
possible. This is the essence of health promotion.

Today, more Americans are living to age 65 than ever before.
The life expectancy increased from 47 years in 1900 to 73 years in
the late 1970’s. In 1900, 4 percent of the U.S. population was 65
and older, while this group now comprises over 11 percent of our
population.

The health condition of this growing population is not necessari-
ly favorable, as we have heard here today. Based on a 1976 health
interview survey conducted by the U.S. Center for Health Statis-
tics, 45 percent of the people over 65 have more than one chronic
condition that causes some activity or functioning limitation in
their daily lives, and 10 to 20 percent are functionally disabled who
may still be at home. It is these individuals who need the continu-
ing health promotion that we are talking about here today in order
to maintain their independence.

These kinds of services can be provided in a great variety of
ways. The New Mexico Statewide Health Coordinating Council
adopted a definition of continuing care services as those services
which are provided to individuals with persisting physical and
mental ill-health conditions in order to prevent deterioration of the
condition, as well as services provided to individuals in need of as-
sistance in their activities of daily living. This is the promotion of
their present situation.

Unlike young people, who look at health promotion as something
that will make them feel better than they feel today, in many ways
looking at the rural and the frail elderly, health promotion needs
this status quo, to stay where you are now is to promote your
health. Not to have that health promotion is to encourage and fa-
cilitate one's eventual demise.

Now, I wanted to talk specifically about people in rural areas,
which is what I have been doing all week. Here in New Mexico,
which is basically a rural State, we have a great many older people
living in rural areas where it is difficult to get coordinated commu-
nity care. The service are often not there. In 11 counties, we have
over 10 percent of our population over the age of 65. In one county
we have 50 percent of the population over 65 during the winter
months—the snowbirds that come to visit New Mexico.

Other counties have very high rates, and most of these are rural
counties. De Baca County, 18 percent of the population currently;
Union and Harding Counties, over 15 percent of the population is
over the age of 65. I might add that these are counties which in the
last census showed a decline in population, so at a time when we
have more older people living in rural areas, we find that the
young people are moving into urban areas in order to find jobs.
These are the young people who are often the ones who are avail-
able to provide the continuing care that these older people need.
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Of particular concern to us are the frail elderly. These are people
over the age of 75. They are at a time in their life where they are
both experiencing a decline in their health and a decline in their
income. In New Mexico, we have 2.5 percent of our population that
falls within this age range. Only nine counties in the State fall
below this 2.5 percent. And yet, in many rural areas these old, old
people are continuing to maintain themselves independently: 5.2
percent of the population in Colfax County; 4.8 percent in Quay;
and 9.2 percent in Sierra County. These are the folks who need our
adult care services for their health promotion, to maintain the
status quo, to stay in their homes, as we have heard today, is their
wish. We are looking at them as those who need the most support.

Now, I would like to take a few minutes to just look at what are
the realities of health promotion. Current chronic conditions are
the result of a lack of health promotion over the past 50 years.
Health has become very popular in the United States in the last 15
years. Fifty years ago we saw physicians advertising cigarettes in
the Nation’s leading magazines. So the results of health promotion
were not available to many older people who now suffer from
chronic conditions because their health wasn’t promoted. We find,
then, that there are four general factors which affect an individ-
ual’s health status. These have been identified to be their environ-
ment, both social and physical. And I might add that housing has
been identified as a major factor in a person’s health status.

The second is availability of health care resources, and this is
what the majority of my comments are focused toward.

Third is the genetic makeup. If you have diabetes or heart dis-
ease in your family, you are at greater risk.

And fourth is your lifestyle, which both Pat Cleaveland and
Stephanie FallCreek have addressed very specifically, in terms of
what people eat and how much exercise they get.

Of these four factors, the one which makes a significant contribu-
tion to an individual’s well-being or lack of is their lifestyle. This is
also the area over which the individual has the greatest amount of
control. Thus the state of health in which people find themselves
when they become older can be, to a large extent, attributed to
their health habits that they developed and practiced during their
younger years.

In New Mexico, the prevalence of low incomes, rural areas, and
the inability of health care resources throughout our history fur-
ther impacts these older people who live in rural areas. An analy-
sis of the leading causes of death in 1976 in the United States indi-
cated that one-half of the deaths could be attributed to our un-
healthy behavior and lifestyles. According to the 1978 Public
Health Service’s report on disease prevention and health promo-
tion, the incidence of 7 of the. 10 leading causes of death could be
reduced if healthier habits were promoted and practiced.

We talk about the public health revolution. We once had a public
health revolution in this country, which was for the control of con-
tagious disease, so that we could have clean water, control tubercu-
losis, and the flu. Now we are moving into the second public health
revolution where we're talking about this prevention effort, that
our lifestyle is really what we need to change.
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Unfortunately, most of those efforts are aimed at younger people.
As the director of the adult health section in the Health Depart-
ment, I face competition for funding with programs for younger
people. We look to see that 85 percent of our activities in the
Health Department are directed at child health, to provide family
planning to young women who want to control their childbearing,
to provide risk reduction to people in their middle years so that
they don’t face chronic disease. Fifteen percent of our activities are
addressed toward chronic disease and toward adult health promo-
tion, so we are looking at a move in this country where many of
our health-care dollars are directed to prevent disease in the popu-
lation. However, for people who already have those diseases, that
weren’t prevented by our public health departments 40 years ago,
they continue to have to live with as problems.

The next point I would like to make is that the whole concept of
health among older persons is different than it is for a younger
person. For an older person, health often means independence. To
be healthy is not necessarily to get up in the morning and be will-
ing to go out and jog for 2 miles, but to be able to get up in the
morning, fix your breakfast, and visit your friends; to maintain
one’s independence is to be healthy. Therefore, any effort to keep
the person in their home and in their community is health promo-
tion.

We heard spoken of earlier our efforts here in New Mexico
toward a coordinated community care effort. We feel very proud
that over the last 3 years many agencies have gotten together to
face what our future would be in terms of institutionalizing people
for care, and that we need to find ways to keep these people in
their communities.

This New Mexico response is also seen within the State health
department. Our new director, Dr. Fitzhugh Mullan, who recently
came to us from the National Institutes of Health and was prior
director of the National Health Service Corps, is calling for what
he calls a community-oriented primary care system which works
toward a comprehensive care system built on the local level that is
acceptable and accessible to people, culturally, economically, and
geographically that is coordinated between all agencies. We are
currently working, which I have been doing for the last 3 days,
with primary care centers in very rural areas—in Hatch, in
Loving, in Portales—coordinating what’s going on in the county
health office, coordinating them, what's happening with emergency
medical services, with the State agency on aging, with the local
county commission, the extension clubs and church groups.

We find here that $50,000 has been set-aside for these primary
care centers to apply for grants for the specific purpose of showing
a coordinated effort at the local level to provide health promotion
_ irfl‘f tl;eir local communities. I am very happy to be part of that
effort. :

Finally, we are looking at the problems in health promotion that
have to do with reimbursement support. As was already alluded to,
less than one-half of 1 percent of the Medicaid budget has been
going toward the support of home care. We would call for in rural
areas, where we do not have the same kind of providers that are
available in urban areas, that these amounts of funds be expanded,
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zsa{ul)’lme care is the way we will be promoting rural people’s
ealth.

What are the needs of these rural people in their own minds? A
survey was done in Dona Ana County, and when older people were
asked what their biggest worries were, respondents indicated the
following: of course, the first one was money, 25 percent; the
second was health, 20 percent; the next two were families, prob-
lems with their families, 13 percent, and not seeing enough of their
families, 10 percent. And fourth was transportation, almost 9 per-
cent.

Another key factor and the most significant to measure health
status of the elderly is the chronic conditions’ effect on their func-
tioning ability. The major causes of limitation that these people
had included arthritis and rheumatism, which responds to exercise,
heart condition, which responds to both diet and exercise, and
visual impairment, which is certainly a preventive health activity.

For New Mexico, it is estimated that 36 percent of the popula-

tion, age 65 and over, suffer limitations in activities due to the

presence of conditions which could be corrected with preventive
health care.

Looking at the PSRO data, which is our New Mexico Profession-
al Standards Review Organization, we look at our cost of reim-
bursement. They listed what they saw as the major problems of
older people. They came up with diabetes, hypertension, heart dis-
ease, arthritis, respiratory problems, and falls, all of which respond
to preventive health care as we have addressed here today.

Finally, I would like to address access to care. We live in a cul-
tural State. We are rich in both Hispanic tradition and native
American tradition. In rural areas people practice their personal
‘medicine through a variety of providers. We have found that in our
health manpower shortage areas that it is often cost effective to
send in midlevel providers, such as physician assistants and nurse

practitioners. These people often work very closely with the local.

parish priest or the local curandero.

We currently face a problem, where financing for these individ-
uals is being limited and being restricted. We are going to our New
Mexico State Legislature to try to convince the legislators to allow
physicians’ assistants to continue to provide medications in rural
areas. The State pharmacists feel this is not an appropriate activi-
ty. Yet if these medications are not available to be provided by
midlevel providers, an older person in Hatch may have his blood
pressure diagnosed by the clinician and have to drive 45 miles to
pick up his pills. We all know whether or not that will be the life
of those pills being purchased.

We finally look at the area of transportation, in that New
Mexico, being a very large rural State, faces problems in these
rural areas for primary care clinics. If their funding is jeopardized,
people will have to drive from 1% to 2 hours in order to get a phys-
ical assessment. Support for these clinics is definitely needed in
rural areas.

In terms of the availability of services, I would like to just look
at what we currently have. In New Mexico we have 43 ﬁei]d health
offices and our services to older people basically come through the
preventive health block grant. We much appreciate this Federal
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support and look to it increasing in the future, as this is where our
hypertension services, our cancer screening programs are support-
ed. Much of this is used for older people.

Our primary care sites are in jeopardy as we look at health man-
power service areas being redistricted and the National Health
Service Corps having its funding reduced. We need these local clin-
ics in rural areas as the rural areas cannot support themselves.
Federal dollars that put doctors, nurses, pharmacists, and dentists
in rural areas are the key to our health promotion for rural people.

Our visiting nursing and home health care services need to be
given the waivers for Medicare that allow them to make their ex-
tended visits and to bring in occupational therapists to help an el-
derly woman who has had a fall stay in her home. Our senior citi-
zen centers that provide meals need continuing support. Churches
in rural areas need to be eligible to provide these kinds of services
and expand who is able to apply for these moneys. And most im-
portantly, volunteers. Here in New Mexico we place a lot of appre-
ciation and support to volunteers who take blood pressures, deliver
meals, go in and help a person with range of motion, or help some-
one with their activities of daily living.

Finally, through the Department of Labor, through the ACTION
program, through senior visits, it is essential to the health promo-
tion in rural areas. .

In conclusion, I would like to look at what we would request for
our legislative support. We know that financial incentives help.
Could we not provide more to volunteers to use their own cars, per-
haps a tax deduction, as they move throughout their community to
provide health promotion.

Tax incentives for families who are willing to care for an older
person at home, who would otherwise have to be institutionalized.

Matching funds for communities that are willing to build coordi-
nated case management systems to take care of their older people.

Again, the medicaid waivers need to be continued and expanded,
especially in rural areas, and to provide funding for nonparaprofes-
sionals and for midlevel providers who go in and provide the major-
ity of home care in low-income areas.

The creativity on the Federal level, through special incentives
such as health promotion, is the key in New Mexico for the con- -
tinuation of our development of coordinated community care, com-
muniti-oriented primary care, and all of us working together to
keep the older person at home, where they really want to be.

Thank you. :

Senator BINGAMAN. Thank you very much, Catherine, for that
excellent testimony. .

Let me just ask a very few questions here, since we do have one
additional panel. Dr. Lamy, I want you to answer a very general
guestion, and in doing so, to add whatever additional thoughts you

ave.

If you had to identify one thing that the Federal Government
should do, or could do, to help older people to remain healthy,
would you describe what that would be? There are so many aspects
to this problem that it’s difficult for me to focus in and say there is
onle thing that the Federal Government could play a constructive
role in.
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Dr. Lamy. I would be glad to address that issue.

I think over the years we have looked at aging as a medical
issue. We have had enormous amounts of money available to medi-
cal schools, medical merit awards and everything else. Aging is not
a single health profession issue. It is not medicine, and aging is not
a medical issue. We have to have a concentrated and concerted
effort by many of the health professionals that we just heard, and
the same advantages or opportunities that have been given to med-
ical schools ought to be given to the other health professions such
as pharmacists, dietitians, nurses, dentists, and whatever, because
aging needs to be addressed on an interdisciplinary level.

Senator BINGAMAN. Thank you very much.

Dr. FallCreek, could you just tell me that status of the State and
Federal funding that is available to promote the kind of exercise
programs that you're describing and advocating here?

Dr. FALLCREEK. There is a tremendous variance from State to
State, first of all. For example, New Mexico is practically unique
among the 50 States in having appropriated funding specifically for
health promotion for elders, to be administered through the New
Mexico State Unit on Aging.

The State of North Carolina funds a position within their State
Unit on Aging, for a health and recreation specialist, who supports
these kinds of programs both with State and Federal dollars. Most
States do not have any State-supported funds to do that, which
focus on elders.

The Federal Government, through the Older Americans Act, as
the money flows down into the area agencies on aging, provides an
opportunity for area agencies on aging to designate some of their
funding to go towards supporting physical fitness programs. At this
time, however, very little of that money is used within area agen-
cies in this country for physical fitness programming, and that is
primarily because it goes to other services—to transportation serv-
ices, to nutrition services, and to other equally important kinds of
programs.

There is money, bits and pieces of demonstration grant money,
occasionally available through the Federal Government to support
projects in fitness and aging, although I notice in the most recent
solicitation from Health and Human Services, under the discretion-
ary grant program, there was no specific priority assigned to
health promotion or to fitness/nutrition kind of programs with
elders, which I thought was somewhat strange, given the Federal
initiative, which has recently been promoted by that Department.

Senator BINGAMAN. Are you aware of the extent to which these
types of physical fitness programs for older citizens are made avail-
able today in New Mexico? I know when I was in Farmington 6
months ago we saw posters there and discussed with the city the
program that they have there, a physical fitness program for citi-
zens over 50, I believe.

Is that a unique program or is that going on in many places?

Dr. FALLCREEK. It is going on in many places in the State of New
Mexico. Again, I think in some ways that New Mexico can consider
itself a leader in promoting physical fitness programs with elders.

For example, here in Albuquerque there is a very large and a
very well organized aquatic exercise program. I think it serves sev-
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eral thousand senior citizens within the Greater Albuquerque area.
Many small towns throughout the State have fitness programs.
There are still many which do not. My rough guess is—and this is
just a ballpark guess—is that maybe between 20 and 30 percent of
the senior centers in the State have some kind of organized, ongo-
ing fitness program. Again, the project that George Ellis men-
tioned, that we have used State legislative funds to support, has
made an initial step toward addressing this need. We are beginning
to address that deficit by utilizing older persons themselves as the
trainers and providers of fitness programs.

I think there are some important cautions that we need to be
aware of in terms of training and screening, which we will do more
of in the future. I think the peer trainer model may provide one
very cost-effective vehicle for increasing the quantity and market-
ability of elder fitness programs. It also addresses a point that
Catherine brought up, and that is, how do we support volunteers
through stipends or reimbursement of expenses to begin to deliver
for us those services, particularly in rural areas, where we will
never be able to afford the kind of extensive, highly trained ongo-
ing professional involvement in service delivery that we might like
under ideal circumstances.

Senator BINGAMAN. Thank you. Pat Cleaveland, I was interested
in your comment that nutrition promotion or nutrition education
should be part of a nutrition program.

To what extent is that going forward, for example, in senior citi-
zen centers, where they have meals available? Are there efforts in
most senior centers, in this State or nationwide to also provide
some instruction or education to people?

Ms. CLEAVELAND. There’s a wide variety of efforts there. It is not
a mandated part of the program as it is in a few of the other food
and nutrition programs. George Ellis can probably answer this
better than I as far as what’s happening all over the State. My ex-
perience is somewhat limited to the senior areas, the geographic
areas, in which I have worked.

In many cases the services have to be provided through volun-
teer efforts or through a person coming in from another program,
not a regular part of the routine senior nutrition program in that
center. So it varies widely.

I would guess—again, a ballpark guess—that probably 50 percent
of the senior mealsites do provide some form of nutrition educa-
tion, although the great majority of them do so on not a regular
basis. You know, the extension worker is invited to come in, the
district nutritionist may come in from public health, a nurse may
come in, someone from the Diabetes Association may come in, so
tﬁat it tends to be more of a one-shot deal when there is services
there.

However, there is an effort in this State I know—but I don’t
know a great deal of detail about it—to hire nutritionists to work
in geographic areas around the State, so it is something that they
are working toward, the area agencies on aging, within the State.

Senator BINGAMAN. Let me ask one other question along these
same lines.

You also referred in your testimony to the need to put a nutri-
tion education component into the Food Stamp Program. Could you
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be more specific as to what kind of a nutrition education compo-
nent you are talking about and how you believe it should be imple-
mented?

Ms. CLEAVELAND. There has been a lot of pilot projects, kinds of
efforts to look at nutrition education as part of the food stamp pro-
gram, and even before we had the food stamp program and we had
the commodity food distribution program. But again, it tends not to
be a routine part of the program that impacts on large numbers of
people.

The kinds of things that are feasible includes, if the food stamps
are mailed out to people, inserts into the envelope. In many cases
there have been nutrition displays and demonstrations set up
within the sites where persons are certified for food stamps or
when they were coming in and got food stamps, if we were to use
the WIC program as a model for the way to provide nutrition edu-
cation within a food program, then we would plan it so that when
people came in to pick up their food stamps, if that was the way
food stamps were provided, then they would be scheduled for nutri-
tion education at the same time. Their visit would consist of half
an hour, longer than might otherwise be necessary, to sit in on a
small group class, hear a film, hear a program on a distinct topic,
be part of a food demonstration, that sort of thing. It could be done.

But at this point, having a program that organized requires
money and staff.

Senator BINGAMAN. Let me ask Miss Salveson pretty much the
same question that I addressed to Dr. Lamy at the beginning of the
questions. If there was one thing you had to identify that the Fed-
eral Government could do to help in this area of health promotion
for the elderly, what would you say that would be?

Ms. SaLveson. I think that the most important thing, certainly
for the rural elderly, and all the elderly in general, would be to
‘provide funds in a way such that they are accessible to a wide vari-
ety of providers, to a wide variety of communities.

Many times the eligibility criteria to apply for Federal funds are
so limited that there is not really good creativity, where you don’t
have a community center but a church might want to apply, where
you don’t have a home health care agency but you might have a
local nurse working out of a public health agency who would be
willing to provide the service. But the restrictions in the legislation
are that it can only go to an agency.

The need to be creative in small communities cannot be overem-
phasized, and also the importance of funding an appropriate pro-
vider. Most of the services that we talked about today do not re-
quire a physician. A midlevel provider, a physician’s assistant, a
nurse practitioner, a nutritionist, third-party payment and funding
for this level of professional person is often limited unless they are
under the auspices of an agency or physician. The waivers that
have been provided, that allow a greater amount of home care,
that allow other providers such as occupational therapists and
physical therapists to go in over a period of time are very effective
}n terms of maintaining a person and are often much more cost ef-

ective.
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Senator BINGAMAN. OK. Thank you very much. I think that was
excellent testimony from all of you. I greatly appreciate your being
here.

We will take about a 5minute break so that everybody can
stretch or use the restroom or whatever. Then we will have our
third panel.

[Whereupon, a short recess was taken.]

Senator BINGAMAN. Let’s resume our processing.

Before we introduce the next panel or start with their testimony,
I want to recognize several people who are here or have been here
in the audience because of their involvement in these issues, and
because of the great distance some of them have come for this
hearing.

Let me first thank our court reporter, Ms. Hill, who is doing an
excellent job for us. I want to thank State Representative Ed San-
doval, who is chairman of the Health and Aging Committee for the
State Legislature here in New Mexico. I don’t know if Ed is here
right now or not. Ed, stand up. We appreciate your interest. [Ap-
plause.]

All of these commendations you have been hearing, about how
the State of New Mexico is out in front on some of these issues, I
think certainly should be music to your ears.

Let me also indicte that Richard Brusuelas of the New Mexico
Health Systems Agency was here earlier. Although Richard had to
leave, we appreciate his help on these issues and in this hearing.

Elaine Monihan of UNM Hospital is here. Pat Johnson and
Romona Flores Lopez of State HED are here. Winifred Conner
from Clovis is here.

Frank Lopez from Nambé is the AARP State legislative chair-
man, we appreciate you being here. Larry Waterman, who is with
the retired public employees, thank you for being here, Larry. Ray
Batagalini with the American Heart Association, is here and we
appreciate his interest. ‘

Pete Madrid from the Espanola Senior Center is here. And Ersel
Cordelle, who is with the National Association for Retired Federal
Employees. We worked with Ersel on a lot of different projects and
we appreciate his interest and his presence today very much.

Lyn Anher, with the Catholic Social Services, is also here today
with us. We appreciate her presence.

Let me go ahead, then, with the final group of panelists and
their testimony. We will try to finish today by 1 o’clock. Each pan-
elist can present his testimony, and then I will ask a few question
if there is additional time to do that. v

The first witness on this panel is Dr. James Goodwin. Dr. Good-
win is associate professor of medicine and chief of gerontology at
the University of New Mexico Medical Center. He is doing research
on the factors that contribute to wellness in senior citizens, investi-
gating psychological, sociological, and physical traits of senior citi-
flen? 1vlvho consider themselves satisfied with their current state of

ealth.

We are looking forward very much to your testimony, Dr. Good-
win, and we appreciate your being here today.
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STATEMENT OF DR. JAMES S. GOODWIN, ALBUQUERQUE, NM, AS-
SOCIATE PROFESSOR OF MEDICINE AND CHIEF, DIVISION OF
GERONTOLOGY, UNIVERSITY OF NEW MEXICO SCHOOL OF
MEDICINE :

Dr. GoopwIN. Thank you, Senator Bingaman.

I guess I would like to start out by borrowing a line from one of
my brothers. My brother Fred is scientific director of the National
Institutes of Mental Health and he has to do a lot of testifying.
One of the things he always tries to impress upon committees he is
testifying before is that the American medical industry spends less
money as a percent of its total costs in research and development
than any other industry in the country. So that while we are ex-
pending huge amounts to promote health and to treat disease in
this country, we are not spending an adequate amount of money or
a comparable amount of money as do other industries in asking the
questions of “where should our spending go; what health should we
be promoting and how should we do it?’

One way of looking at that is—I have a quibble with Catherine
Salveson who talked earlier about how all the smoking-related
problems today are a result of the failure of health promotion 50
years ago. Well, 50 years ago no one knew that smoking caused dis-
ease. Some people had the opinion that smoking caused disease.
But it is very difficult to set up large-scale programs based on opin-
ion, as many people had the opinion 50 years ago—in fact, more
people had the opinion 50 years ago, a strongly held opinion, that
masturbation caused mental illness. So had there been an alloca-
tion of funds 50 years ago for health promotion, more money would
have been spent perhaps in tucking little boys’ hands behind their
back than in telling people not to smoke. [Laughter.] So I think we
need the knowledge. We know that smoking causes disease now
and we can go out and promote health. ,

I would like to talk about some of the studies we are doing at the
University of New Mexico involved in longitudinal study of healthy
elderly people. This involves 300 people over the age of 70 which
we have been following now since 1978. .

In order to get into this study, they had to say they had no medi-
cal illnesses at all, and they also had to be taking no prescription
medications. It turns out that some of those people, when we did a
comprehensive physical screening on them, turned out to have
chronic illesses and we included more until we could come up to
300 totally healthy people.

The overall question we were asking in this study is what keeps
healthy old people healthy. The best way to do a study like this
would be to take people at birth and follow them, but I didn’t think
I would be able to live long enough to do that type of study. So I
took healthy people, most of them over age 70, and wanted to
follow them at least over a 10-year period to be able to look at the
characteristics of this population when they come into the study, to
see what are the characteristics of some of these people that keeps
them healthy versus characteristics of other of these people that
leads them to go on to develop chronic diseases.

We were looking at many different attributes, and let me just go
over a couple of them.
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The first was what we call the immune function, which is how
the white blood cells in the body work. The reason this became im-
portant is because it has been known for many years that older
people have depressed immune function. The white blood cells in
the body, which are responsible for rejecting infections, rejecting
cancers, they fail as we get old. It turns out that they fail even in
healthy old people. It isn’t because some old people are sick. Even
in healthy old people, some of them have rather terrible white
blood cell function.

Now, my research and the research of many immunologists in
this country over the past 15 years has been directed at the mecha-
nisms of why these white blood cells fail and then what we can do
about it. Several intervention programs have been successfully de-
veloped so that we now have medicines which can successfully
stimulate the white blood cells of older people so that they act
more normal.

The question became, is it important? I mean, we have these
medicines, but should we be giving them? Maybe treating is worse
than not treating. We didn’t know for a fact that having poor
white blood cell function was actually bad for you. So the overall
question we were first asking in this study is, when we take these
300 people, follow them over 10 years, we separate them by a
bunch of immunological tests at the beginning and those with poor
white blood cell function and those with good white blood cell func-
tion and ask the very simple question: Does that matter? The
people with poor white blood cell function, do they, indeed, get
more infections; do they indeed get more cancers? If so, then we
can go back with our intervention program and say, if we inter-
vene with medication in this group to promote their white blood
cell function, does this prevent these infections. But first we have
to know whether they actually are at risk for getting infections.

We are asking a lot of other questions really in an analogous
fashion. They are different questions, but we asked them pretty
much the same way. For example, perhaps the major thrust of our
study now is looking at nutritional function in the elderly. I should
add that these studies are funded by the National Institute on
Aging and also by the AARP-RTA Andrus Foundation and by sev-
eral private contributors. We have a grant now from the National
Cancer Institute also to fund this type of longitudinal study.

We turned in 1979 to begin to address nutritional issues. As Pat
Cleaveland said this morning, there is just not much knowledge
about nutrition. There is a tremendous number of opinions. But
when you come in and try to develop a nutritional intervention
program, a nutritional educational program, you have to have
facts. You can’t tell people your opinions because your opinions
nlllay change. Whereas if you have well-defined facts, they won’t
change.

So it is important to get information. There is very little infor-
mation. We have things called recommended dietary allowances in
this country, the RDA. On the box of Total it tells you that you're
getting your recommended dietary allowance of 17 different vita-
mins and minerals for the day.

Now, many of the studies on nutrition for the elderly talk about
whether older people who are freeliving or who are in nursing
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homes get their recommended dietary allowance, and it turns out
that they, indeed, do not. This is not my work. This is work from
several studies around the country.

Especially people in nursing homes, where I think all of us would
agree that institutionalized people have a real hard time getting
their recommended dietary allowance, even though it’s in their
diet, they don’t eat their diet and they're at great risk for malnu-
trition.

It is somewhat ironic that Medicaid will not pay for multivita-
mins for people in nursing homes because no one has shown them
that that’s an important point, that vitamin supplement is an im-
portant aspect of being in an institution.

In any case, these requirements that we have, these recommend-
ed dietary allowances that we have, are all set on young people.
They are all set on volunteers during World War II, conscientious
objectors in their twenties, young men, also Quaker volunteers
during the 1950’s, where some very helpful and courageous people
volunteered for these studies. But the one thing they all had in
common was that they were all under the age of 30.

Now, the question is, Is any of this data relevant to people over
the age of 70 or 80? That is one of the questions we are trying to
address in our study, in that we are getting comprehensive nutri-
tional information on these people in terms of how much vitamins
and minerals they take in; we're getting blood levels of vitamins
and minerals they take in. ,

We are identifying people who are getting less than their so-
called recomended dietary allowance, which may be set too high or
too low, or it may be just right, depending upon how similar a 70-
year-old is to a 30-year-old in terms of their requirements. But we
are getting all that information and then we are able to ask simi-
lar questions to the questions of white blood cell function. We are
able to ask the question, is someone who is getting half as much
vitamin C as we think they ought to be getting, are they really at
risk for anything. Does getting half as much vitamin C put you at
greater risk for anything.

I can just go over a couple of our findings there. One thing that
startled us somewhat was that we had a well-educated population,
a financially well-off population, a mobile population—this is a
free-living population, where 48 percent are college graduates,
which is very unusual for people in their seventies in this country,
so it is an unusual population. Their nutritional intake would not
be limited by income. In other words, this was not a poverty-strick-
izn population. So they could get as much as they wanted, essential-

Yet we still found some nutrients—for example, folic acid and
pyridoxine, which they weren’t getting enough of. They we asked
the question, does this put them at risk for- anything? Well, an-
other aspect of this study is too look at their memory function,
their intelligence, their abstract thinking ability, many aspects of
what we call their cognitive function. What we found was that,
indeed, when we separated out those people who were in the lowest
5 or 10 percent, in terms of either intake or blood levels for certain
of these nutrients, particularly vitamin C, folic acid and vitamin
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B-12, that these people did significantly worse on these tests of
mental function and tests of memory.

Now that we have that information, we are developing an inter-
vention program where we can ask the question, it we take a
bunch of healthy old people and supplement half of them with mul-
tivitamins, and the other half with a placebo, does this have a sig-
nificant effect on mental function. So, given that information, we
can now ask the more practical question.

We have other findings that I could mention in the last minute
or-so. We found out a very unusual finding, one we totally unex-
pected, which is that our healthy old people are deficient in vita-
min D. Now, vitamin D is supplemented in all dairy products. We
can make vitamin D in our own bodies because of sunlight. We can
cause conversion of cholesterol into vitamin D in the skin, and cer-
tainly New Mexico has a lot of sunlight. So the last thing I would
have expected was to have vitamin D deficiency in our healthy old
people, and yet we found that one-third of them had almost imme-
surable levels of vitamin D intake in their diet, and also levels in
their blood.

It turns out that it is one of the side effects of another nutrition-
al issue, which is that we have been telling people to cut down on
fat and cholesterol in their diets. My people are very health con-
scious and, therefore, they have been avoiding cholesterol like the
plague. They have been avoiding dairy products, which is where vi-
tamin D is fortified. So one of the unwanted and unexpected side
effects of them cutting down on their cholesterol intake—which
has been the message of health intervention studies over the past
30 years—has been that they have cut down on their vitamin D
and also their calcium intake.

Another health intervention project has been to get people to
avoid sunlight so that they won’t develop skin cancer, and that has
the unwanted side effect of them wearing these huge hats and cov-
er_ingDup on the sun so that they don’t even make their own vita-
min D. .

Sometimes when we have very good intentions of health promo-
tion, we have unwanted side effects.

We have also been studying psychological function in these
people. We have been studying patterns of medical care of these
people. I'm just listing these now rather describing them.

I want to finish by just mentioning that the University of New
Mexico really has a variety of projects, not just through me but
through many independent investigators at the university studying
the problems of aging, either at a basic level—the chairmen of two
of our departments, Dr. Bob Anderson of pathology and Dr. Bob
Kelley of anatomy, are both internationally recognized as looking
at aspects of agings. ‘

Then in epidemiology, Dr. John Samuet and I are looking now at
patterns of cancer care in New Mexico in the elderly, because there
is an issue of the fact that sometimes older people with cancer
don’t get the same treatment as younger people because physicians
may be afraid that they might not stand up to the treatment. We
hav;a1 just gotten a grant from the National Cancer Institute to look
at that.
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So there is a lot of ongoing research in aging, both at a basic
level and at a more clinical level at the University of New Mexico.

Thank you.

Senator BingaMaN. Thank you very much, Doctor. I will ask you
a question or two after we hear from the other panelists.

Our next witness is Larry Curley, who is the executive director
for the Laguna Rainbow Nursing Center and the Elderly Care
Center at New Laguna here in New Mexico. Larry has been in-
volved in issues affecting native Americans, Indian elderly, for
many years. We appreciate his being here today and look forward
to your testimony.

STATEMENT OF LARRY CURLEY, EXECUTIVE DIRECTOR,
LAGUNA RAINBOW NURSING CENTER AND ELDERLY CARE
CENTER, NEW LAGUNA, NM

Mr. CurLEY. Good morning, Mr. Chairman, Senator Bingaman. It
is a pleasure to be here. Again, I would like to reiterate that my
name is Larry Curley.

I think, before I go any further, what I would like to do is to in-
troduce to you, Senator Bingaman, my grandmothers and my
- grandfathers from the Pueblo of Laguna who have come up here to
check into what I have to say to you and make sure what I am tell-
ing you is the truth. Could I have the people from Laguna stand
up, please. [Applause.]

Senator BINGAMAN. Let me thank all of them for being here. But
many of these same people from Laguna have been in my office in
Washington on issues affecting the elderly and the Indian citizens
of this country. We are very pleased to see them here again today.

Mr. CurLey. Thank you.

First of all, ] am a member of the Navajo Tribe. I am working for
the Pueblo of Laguna, working for the elderly of the Pueblo of
Laguna, and as you have all heard earlier, I am the executive di-
rector of the Laguna Rainbow Corp. This corporation is an umbrel-
la organization created by the tribal council of the Pueblo of
Laguna to provide comprehensive services to the elderly Pueblo of
Laguna. I think in that respect we have learned a lot in the provid-
ing of services for our elderly people. I am hopeful that we can con-
tinue to look to the Congress of the United States and the various
administrations in the development of what I think is a model pro-
gram for elderly people, specifically Indian elderly people.

It has been the philosophy of the Laguna Rainbow Corp. and the
Pueblo of Laguna that our elderly people are very vital and very
sacred resources in the community and that they need to be pro-
tected. This protection, we believe, is through the provision of serv-
ices that meets their needs. We believe these needs can be met
through the provision of services that meets the continum of care
concept. It's a brandnew concept and this concept envisions the de-
livery of services that meets the whole need of the individual and
not just an isolated fragment of their lives. :

Therefore, the corporation has for the past 2 years been embark-
ing upon the development of programs and services that does meet
the total needs of the elderly community in our area.
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We have, for example, a 25-bed intermediate care facility. We
have a congregate housing project that provides also services to the
elderly who reside within the congregate housing program. We pro-
vide them with meals, transportation, and personal assistance,
with the idea that we will keep them out of the nursing home for
as long as possible.

We are also beneficiaries of a program under the Older Ameri-
cans Act Program called title VI. That particular program has en-
abled us to provide meals on wheels, congregate meals, an ombuds-
man program, transportation programs, for our elderly people in
the community.

We recently received funding from the Department of Health
and Human Services to develop a home health agency within our

- facility. We are currently in the process of implementing those. I
think, for anyone who has ever decided to develop a home health
agency, we all know the kinds of regulations and the various things
that pop up left and right in implementing it.

We have also more recently—and I think this is a concern of not
only the Pueblo of Laguna but of a lot of Indian tribes in the coun-
try today—and that is the development of intergenerational pro-
grams that bring young people and old people together, hoping to
preserve and enhance the culture of that particular community for
at least one more generation.

We have received funding to develop a child day care center
within our nursing home using our elderly people as resources, as
counselors, and hopefully as bearers of the continuation of the his-
tory of that community. ,

There are 109,000 elderly Indians in the United States today.
Ten years ago, that was 64,000. That's an increase of 71 percent.
We anticipate very easily that by 1990 that population will exceed
200,000. Pueblo of Laguna currently has 610, which is approximate-
ly three-tenths of 1 percent of this 109,000.

This hearing is on the promotion of wellness for the elderly
through proper nutrition, and it seems to me that we in the Indian
community need to present to you and the other people out there
our reality, our perspective, on what wellness actually means. We
believe that an Indian person is well when that person has a bal-
anced relationship with the Great Spirit, respect for the environ-
ment and with all humanity. This, we believe, is good health.

Among the Laguna people, to eat and share food is a prayer and
a thanksgiving. Food is used to physically sustain the body and as
a means of relating to the Great Spirit and as a way to provide re-
membrance to those who have journeyed forth to the greater si-
lence. And does it meet one-third of the RDA? [Laughter.]

I would like to think so. In a way, it probably exceeds the re-
quirement because it has a much larger significance.

Over 50 percent of our Indian elderly in the United States today
are living on incomes below the low-income level. Twenty-five per-
cent of our Indian elderly take care of grandchildren in one way or
another. Twenty-five percent of the Indian population age 45 today
will never see their 60th birthday.

As a matter of fact, in a study performed by the National Indian
Council in 1981, that study determined that Indian people, at the
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age of 45, begin to exhibit physical characteristics of non-Indians
age 65-plus. So, in effect, Indian people get older quicker.

Alcoholism is a major source of health problems among our
Indian people. Just as a matter of record, 20 percent of our elderly
people who are residing within the Laguna Rainbow Nursing
Center are there due to the fact that in their younger years there
was a lot of alcohol abuse. Yet, when I look around, I find that pre-
vention efforts are minimal, if at all.

My own people, the ones that just stood up, are very concerned
about the direction our country is embarking upon. A good diet? I
firmly believe that missiles are not good for your health, nor can it
be substituted for food. We need to maintain that relationship with
the Great Spirit and more so to the remembrance for the people
who have gone on before us.

Some of the Indian elderly in this country do not even have den-
tures nor the food processors nor the electricity to run the food
processors to eat the food that they already have. Why? Because it
seems to me that the Indian Health Service and this current ad-
ministration has decided that they don’t need the resources. Funds
are being cut back. The Indian Health Service does not have the

“resources to provide prosthetic devices. Health education is a very
needed program and is done minimally. So it does paint a very
stark picture for the Indian community.

I would like to state that the Indian community is very thankful
for the existence of the title VI program of the Older Americans
Act, all 83 of us out of the 200 tribes and some other tribes don’t
have it. This program, in 1982, met the needs of an estimated
19,000 Indian elderly in the United States. This 19,000 is roughly
20 percent of the 109,000 that I earlier referred to. At Laguna, it
met 25 percent of our elderly population’s needs. Obviously, there
are shortages.

Laguna health, as I indicated earlier, is an all-encompassing
term in the community. Not only is diet a part of this term, but it
also includes good mental well-being, good economic well-being, and
good spiritual well-being. This requires the provision of services de-
signed to meet these needs. We have always believed that the total
person’s needs must be met concurrently. I think the non-Indian
community now refers to it as holistic health.

I am proud of the fact that the Indian people have been very pa-
tient with you all. [Laughter.] Specifically the medical community,
for your enlightenment. We believe that exercise and physical ac-
tivity is also necessary. As a matter of fact, I believe that the State
of New Mexico is the only State in the Union that has an all-
Indian senior olympics. Each year for the past 2 years our Indian
elderly have taken to the ﬁelé, to huff and puff their way to gold
medal glory. In the process, I believe they have learned the value
of physicial activity and promoting healthy well-being.

we try to meet the holistic needs, more aptly we find that our
resources are not enough. I think you will hear that again and
again across the country; that it often falls exceedingly short of the
need. We believe that our treaties with the Federal Government re-
quire their assistance. Most often what happens when we begin to
press those issues, our Federal agencies feign ignorance, nonrespon-
sibility, and a fantastic amount of finger pointing.
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We believe it is time, Mr. Chairman, that the Congress of the
United States develop and implement a national Indian aging
policy. This has been promised to the Indian communities, to the
Indian elderly, in the winter of 1981 when Commissioner Tolliver
indicated that this policy would be on the books by fall of 1982. I
have yet to see that policy, and I think that one of the things that I
have is a tremendous amount of patience. But when my hair starts
turning whiter and whiter, I know I don’t have that much patience
much longer. I think a lot of our elderly here don’t have the luxury
of time. As a result, we have in the past 3 months—representatives
from Arizona and New Mexico and the Navajo Nation—have pro-
ceeded to develop our own national Indian aging policy, and we
should have that process completed by November, next month.

Obviously, you will be one of the first to receive copies of this
policy, to you and your colleagues, and we have every reason to be-
lieve, Mr. Chairman, that by the fall of 1985 this will be a national
policy.

Mr. Chairman, when you do receive the document, please review
it in juxtaposition with what you have heard here.

On behalf of our Indian elderly in the State of New Mexico, and
specifically the Laguna elderly, I would like to thank you for your
efforts in the establishment of an Indian focal point within the Ad-
ministration on Aging during the reauthorization of the Older
Americans Act this past year. Mr. Chairman, we who work for our
Indian elderly know that we do lack much. We lack a lot of serv-
ices that we would like to have. We do need your help.

But I would like to say one 'thing. We are proud of the fact that
we are Indian people. Let us continue to be Indians. We do have
that right, and this country does have that moral responsibility to
ensure that.

Thank you. [Applause.]

Senator BiNnGaMaN. Thank you very much, Larry. I think that
was excellent testimony. We appreciate your participation in the
hearing today. I will also have a question or two when we finish
with the other two witnesses.

Our next witness is Dr. Marjorie Trujillo, who is a psychologist,
who has done research on the mental health of elderly in New
Mexico, focusing particularly on the Hispanic population. She is
going to address issues related to mental health and how this facet
of wellness has been promoted among New Mexico senior citizens.

Thank you very much for being here.

STATEMENT OF DR. MARJORIE TRUJILLO, PSYCHOLOGIST,
SOCORRO, NM

Dr. TrusiLro. Thank you, Senator.

As you have heard many times today, the comprehensive exami-
nation and study of healthy lifestyles of the elderly is long overdue.
Certainly a number of programs on national, State and local levels
address the emotional well-being of the elderly. Unfortunately,
these efforts are often attached to other program endeavors such as
nutrition programs, mental health centers, or nursing homes, and
are offered only as ancillary services.



51

While these services represent a much needed function, it is im-
portant to note that the designated role of these staff members is
within the context of other functions. Because of this, they seldom
receive the administrative support or possess the level of expertise
that the psychoemotional needs of the elderly demand.

In addition, service in any given community may be fragmented
or duplicated. Undoubtedly, the spectrum of social and medical
support services available to the elderly in many of our communi-
ties is often inadequate.

Addressing the issues of healthy lifestyles for elderly can be a
complex matter, as you know. I have grouped the topic into three
basic areas, including, No. 1, the psychological issues and mental
illness issues in late life. No. 2, the effects of physical illness upon
emotional well-being, and No. 3, the effects of social economic fac-
tors upon emotional well-being.

A distinction needs to be made between psychological issues and
mental illness. Psychological issues refer to adjustment problems
and late life changes and stressful life events. These problems are
seen as a function of increased stress that is not medicated by
social supports or effective strategies in coping. While these prob-
lems are typically distressing and even debilitating, they are often
transitional and seldom require psychiatric hospitalization. They
may include concerns such as family dynamics, sexuality, psychoso-
nllaatic disorders, hypochondria, loss of loved ones, and substance
abuse.

Mental illness in late life refers to disorders such as organic
brain disease, schizophrenia, depression, and suicide. The rates of
diverse forms of severe mental illness of the elderly living in com-
munities have been estimated to be between 5 and 10 percent, and
we believe this is a low estimate, with a additional 10 to 40 percent
of the elderly exhibiting milder forms of psychiatric impairment.

It should be noted, however, the percentages of impairment are
much greater for the aged in institutional facilities. In considering
these late life issues, it is important to note that the vast majority
of the elderly are women; hence, special attention must be paid to
the psychological problems unique to elderly women.

Poverty, which is a major risk factor in mental health problems,
is especially prevalent among this group as well. Thus, it stands to
reason that the Hispanic elderly are more likely to be a high-risk
group, experiencing the incidence of mental illness and psychologi-
cal problems.

Psychological problems of the Hispanic elderly are often signifi-
cantly compounded by the physical and socioeconomic factors noted
previously. The idea of retirement may be used as an example. For
many elderly Americans, there is a period of transition into retire-
ment where one may look forward to a slower and more relaxed
pace in life. However, for the Hispanic elderly, there is often no re-
tirement at all because, until recently, Hispanics, especially in the
rural areas, had limited access to jobs which offered retirement
programs, pension plans, or extended insurance policies. Hence, ad-
justment to retirement may not include leisure activities and time
to pursue a favorite interest, but is characterized instead by more
stringent and critical issues of adequate housing, nutrition, and
health maintenance.
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The Hispanic elderly are also affected by events that now affect
the Hispanic population of the Southwest in general, that of rapid
social change. This includes variations in family structure and gen-
eral lifestyles. While the Hispanic family tradition formerly upheld
intergenerational living, one now finds younger Hispanics partici-
pating in ever-increasing numbers, as they should, in the social mo-
bility of the mainstream American population. Thus, as the family
oriented communal pattern of life disintegrated rapidly for Hispan-
ic Americans, so may the financial and emotional security and tra-
dition that the elderly would share in an intimate and instrumen-
tal role in family solidarity.

Programs to deal with the maintenance of healthy lifestyles for
the rural Hispanic elderly need to incorporate a realistic assess-
ment of the poverty in which this group of people exists.

It may be important to designate staff to the specific task of re-
cruiting or identifying elderly persons that qualify for special pro-
gram assistance, such as food stamps, Social Security benefits, et
cetera. Because, as you know, Hispanics tend to underutilize bene-
fit and social service programs in general. We generally feel that
there are two reasons for this. One is that the Hispanic people, like
the Indian people and many Americans, are a very proud and inde-
pendent people. They tend not to ask for assistance and would rely
rather on close family ties for their needs.

Second, we believe that Hispanics cannot often negotiate the bu-
reaucracy in order to receive the benefits that they deserve and are
entitled to. Likewise, appropriate programs need to offer special-
ized services in addressing the needs of the elderly. Of particular
importance here is the utilization of medical and mental health
personnel who possess expertise in geriatric care and can produce
truly therapeutic treatment plans for recovery from mental illness
and psychological problems.

I will emphasize this, in that today we have talked about depres-
sion, we have talked about malnutrition, organic brain disorder,
and there is a difference among these illnesses and what needs to
be done in order to alleviate the distress the elderly suffer from.
This takes very well-framed medical and mental health personnel.
It is unfair of us to delegate these kinds of responsibilities and re-
ferrals to the well-intentioned social workers and nutritional aides
that we now have in the communities. They do their job well, but it
is unfair for us to lay this kind of expertise on them.

Last, I will comment on the need for persons in decisionmaking
positions, Senator, to pursue the issue of Federal policy regarding
the elderly. Toward this end a most urgent need exists, to view
from a very comprehensive perspective the medical, housing, and
social service condition of this group. Programs can no longer be
expected to withstand the pressures of on again/off again funding
and regulation changes that have to date plagued them. This pat-
tern can contribute to only the breakdown of services and ineffi-
. cient use of Federal dollars. Instead, programs need to be designed
in a fashion that can accommodate the compounded needs of per-
sons who may be at higher risk as are rural Hispanics.

Thank you very much.

Senator BiNGaMaN. Thank you very much for that excellent tes-
timony. I will have a question after Dr. Follingstad’s testimony.
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Dr. Follingstad is a practicing physician of internal medicine at
the Lovelace Medical Center, the Senior Services Program there, as
I understand it. He is going to explain some of the activities at the
Lovelace Medical Center, which are designed to promote health
among the elderly.

We appreciate you being here, Dr. Follingstad, and look forward
to your statement.

STATEMENT OF DR. THOMAS H. FOLLINGSTAD, DIRECTOR,
SENIOR SERVICES, LOVELACE MEDICAL CENTER, ALBUQUER-
QUE, NM

Dr. FoLLiNgsTAD. Thank you, Senator, and thank you to this au-
dience which has patiently ignored their lunch and nutritional
needs so far. [Laughter.]

The Lovelace Medical Center is a hospital-based group practice
with a multitude of specialists. We have developed a program,
called the Senior Services Program, and we hope it does just that,
serves our seniors. I would like to tell you about it and, in so doing,
expr(lass our philosophy of health care delivery for this group of
people.

First let me say that the emphasis is on wellness—it would have
to be, of course, at this hearing—and on the delivery of excellent
cost-effective diagnosis and treatment for those elderly who are un-
fortunate enough to be unwell.

First, what is “wellness”? I personally believe it is a state of
mind and body such that an individual is able to function to their
satisfaction in spite of the changes of aging and some chronic dis-
eases. In other words, a wellness approach does not anticipate an
unrealistic return to the full function of youth. This, after all, has
been sought for many centuries and never found. We do wear out.
Our bodies do have a finite end point upon which medical science, I
am sad to say, has had almost no impact.

It is true that modern medicine has done a good job of curing
many acute illnesses and of treating many chronic illnesses. It is
for this reason that the average lifespan has almost doubled in the
last century. Therefore, it stands to reason that we have many
people who are making it into their eighth decade and more. What
has not changed is your expectancy and mine, that we will last
much beyond our 10th decade. In other words, as I said before, we
all wear out. A concept of wellness seems to be a strange thing to
try to fit into this rather grim sequence of aging, but it can, I am
happy to say.

To realistically understand the well senior, we must cease consid-
ering the infirmities of aging as disease. The older individual
whose aging eyes need glasses to read is no more diseased than the
individual whose older joints have developed osteoarthritis through
wear and tear. What we physicians frequently forget is that not ev-
erything we treat in the elderly is disease. This, of course, comes
about because of the basic disease approach to medical training.

What we need is a program to help the elderly to gracefully
progress through their later years with as much dignity and well-
being as possible. I think the key to this is to involve the senior as
much as possible in his or her health maintenance.

42-941 O - 85 - 4
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This is best done, I think, by first assessing the individual’s needs
and health problems. At Lovelace Medical Center we accomplish
this with a health questionnaire and a physical examination which
is done by a physician’s assistant. Following this initial assessment,
the senior may elect to do nothing. We hope, of course, they don’t
do this. Ideally, they will elect a health manager or primary care
physician to continue their health maintenance. We hope that this
establishment of a primary care physician will make the health
care system more ‘“‘user friendly,” if I may use that term from com-
puter science.

If this does not work out, however, to the senior’s satisfaction, we
have a built-in patient advocate to fall back on. In this way, we
hope to make a perfect match between the primary care practition-
er, or health manager and the senior.

I need to add that this primary care practitoner need not be
someone trained in geriatrics, at least in my opinion, as long as he
or she is interested and knowledgeable in that area. Most often, the
senior will find their health manager is a general internist or
family practitioner.

I think the next step in continuing wellness is to further the
health education of the elderly—and that has been discussed a lot
this morning. That there is an interest in education is evidenced by
the large health section in any bookstore. Unfortunately, much of
this information may be too general, or in some cases downright
dangerous. ‘

I also find it sad that—in part due to lack of education—that so
many of our misinformed elderly are spending large sums of their
scarce income on dietary supplements and other gimmicks of ques-
tionable usefulness.

Our answer to this problem at Lovelace is threefold: Education
by the primary care practitioner—the health manager—or educa-
tion in regard to a specific problem by a trained nurse educator or
dietitian, and seminars provided at no charge to the general public.
We are quite proud of these seminars.

The subjects vary from a discussion of diseases and infirmities of
the aging process to more general things like nutrition, exercise,
and safety. Many of these topics have been and will be presented to
various groups in the community also.

Let me go on to something perhaps a little more controversial
and say that emphasizing wellness and health education sound-
very virtuous and very logical. However, you might ask if there is
any proof of effectiveness. The answer, of course, is no. That which
appears to be logical may not be when the variable of human
nature is included in the formula. In fact, a recent article on the
front page of the Albuquerque Journal reported on an article in
the October American Journal of Public Health. This research
shows that changing bad habits after age 65 makes no difference in
longevity. Even though I may believe in this article, I intend to
continue to encourage my senior patients, and the younger ones,
too, to change their bad health habits. It also makes sense to me
that a well-informed senior with or without bad habits should be
able to make better choices as a health care consumer.

Making good decisions in the purchase of health care is difficult
for anyone in this day of modern and complicated medicine. This
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brings us to the important job of the senior services coordinator.
Not everyone who participates in a wellness program remains well.
When sickness strikes, the coordinator is available to guide the pa-
tient through the maze of health care. Hopefully, this leads to
more efficient, cost-effective, and compassionate delivery of that
health care.

Obviously, this role is traditionally played by the primary care
physician or health manager for those patients who have estab-
lished such a relationship. For those who do not have a primary
care physician, and for those who are not established at Lovelace,
the coordinator serves as a patient advocate, who is an R.N., skilled
in dealing with patient problems.

What can we look for in the future? This is my wish list, I guess.
We can hope for an HMO for the elderly sometime in 1985. I think
this is ideal for those on a fixed income as the monthly expense is
constant and frequently less than the expense of doing business in
any other way. By its nature, an HMO emphasizes wellness, and
coordination of efforts for those who are unwell. We would antici-
pate a small enrollment, of course, but hopefully this would grow
considerably over the first few years.

There are other areas that need emphasis also, such as an ex-
panded home health care delivery system at Lovelace Medical
Center for those chronically ill and those recently discharged from
the hospital. This same homebound health care system might also
be utilized for home health assessment for those elderly people who
are too feeble or frightened to leave their home.

Another alternative to bringing health care to the individual
would be to make it easier for that individual to get to their health
care provider. Many of our elderly find transportation to be a
major stumbling block. This is for a variety of reasons, that of fi-
nances, physical impairment to driving, or just plain embarrass-
ment at asking for help from a friend or neighbor. I think it would
be very nice if there could be a small van or bus dedicated to trans-
porting any senior patient for a minimum fee.

I feel that there is a vast number of seniors who are chronically
ill and in need of nursing home or ICF placement who find this to-
tally out of reach financially. There must be a better alternative to
financial ruin for their families who must foot the bill.

Finally, for a long time the medical profession and our seniors
have had a guarded relationship, at best. On one hand, the seniors
are becoming increasingly aware of the benefits of being a health
care consumer—and that's good. However, the physicians are faced
with the continuing goal of helping chronically ill seniors maintain
their health. I hope that with more time and mutual respect, to-
gether we can work it out.

Thank you.

Senator BINGAMAN. Thank you very much, Doctor. I appreciate
your testimony.

I have a few questions before we conclude the hearing.

Dr. Goodwin, the study that you referred to, which I gather is
now complete—it's not complete, but you have some preliminary
findings; is that the situation?

Dr. GoopwIN. The original questions we were asking, in terms of,
say, does white blood cell function matter, does nutritional status
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matter, involved a 10-year followup period looking at morbidity
and mortality, death and disease. So our statisticians tell us that
we can’t anaﬁ'ze the data as we go along because that’s cheating. If
you analyze the data as you go along, your chance of coming up
with something which looks real but isn’t it much higher—in other
words, your chance of coming up with a positive finding saying this
matters when it actually doesn’t because it’s an artificial finding
by chance alone.

So the major questions which we’re asking, which we can only
answer by looking at death and disease development in our popula-
tion, we haven’t yet answered. What we have done is a cross-sec-
tional analyses of saying “do people with low vitamin C intake
tend to do poorer on this other test that we gave them? Do people
with poor hearing tend to be more socially isolated?” In other
words, it is a one-time-only cross-sectional analysis where we have
all the data gathered at one point. But the longitudinal analysis,
which is do people at this point in time, when you divide them up,
do they do poorer over a 10-year followup, that data will not be
available for another 4 years.

Senator BINGAMAN. If there are preliminary findings that you
think are at this stage appropriate for submittal in this committee
report, we would be glad to include them.

Dr. GoopwIN. My preliminary findings, which are important, are
in agreement with the current wisdom of the medical community
in this country now. So I think you could get them not only from
my preliminary findings but from asking any geriatrician.

Three findings I would emphasize. One, I think, is exercise, as
people have been talking about this morning. It is critically impor-
tant in terms of maintaining health. It is not really a medical
issue. It’s bigger than a medical issue. But it is clear that exercise
and promoting exercise is critically important, not only in the
health of the elderly but in the chronically impaired elderly you
can do it. We have a program at the university where we take
chronically impaired people, people who are almost in wheelchairs,
and start putting them on aggressive exercise programs.

Second, from a nutritional point of view, I think people over the
age of 65 probably ought to be taking a one-a-day vitamin. There is
enough data in now—and, once again, I think the overwhelming
majority of geriatricians would agree with me—that a multiple vi-
tamin is a good idea for older people. There is enough data showing
that they may not be getting enough vitamins and minerals. Clear-
ly, anyone in an institution ought to be doing that.

Third, probably the No. 1 nutritional problem of the elderly in
this country is a calcium deficiency in women leading to probably
the No. 1 public health problem in older women, osteoporosis,
which is a thinning of the bones, and breaking their hips. Our data
is in agreement with many, many other studies—once again, this is
not unique—many other studies showing that women just don’t
take in enough calcium in their diets and that this is a major con-
tributor to what people call osteoporosis or thinning of the bone
which leads them to have very, very fragile bones in later life.

Those would be my three.

Senator BINGAMAN. Let me just ask one followup question. You
indicated that one of the surprising things in your study was that
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there is this vitamin D deficiency in a third of the people that you
consider well and who are going through this study.

Have you gone the next step? Do you know what the effect of
that vitamin deficiency is on their ability to function?

Dr. Goopwin. Well, the effect we would predict—I just talked
about calcium deficiency causing osteoporosis. The other major
bone disease which can afflict the elderly is true vitamin D defi-
ciency, where they do not lay down new bone. If you have calcium
deficiency, you don’t put enough calcium in the bone; if you have
vitamin D deficiency, you are .not constantly putting down new
bone, which is what we’re all doing all the time. Really, all the
time our bones are being constantly repaired.

So everyone had thought that the only problem with elderly was
not enough calcium. Everyone assumed that since vitamin D is sup-
plemented in many groups, particularly all the dairy products—
you know, when you go to the supermarket, the milk has vitamin
D on it, the cottage cheese has vitamin D on it—and that there
would not be a problem with vitamin D. But if the vitamin D defi-
* ciency is causing a major problem in old people, it would be con-
tributing to the same type of thing that the low calcium is, making
their bones more fragile, making them more liable to have collapse
of their spinal cord as they get older, and breaking their hips.

Senator BingamMaN. Thank you very much. ,

Larry, your reference to the health education being minimal
with regard to programs particularly affecting elderly Indian
people. Could you just elaborate on that? To what extent in your
program there at Laguna is there a component of health education,
or is that a priority in the way that help is provided to people?

Mr. CurLey. I think, as an indication of where health education
comes in, at the Indian Health Service facility at Laguna, from
which we get a lot of nutritional experts and so forth, there is only
one nutritional expert; there is one dietitian for the entire area of
Laguna. That particular person not only has to deal with develop-
ing the menus in our nursing home, for example, but also has to
deal with developing the menus in the Headstart programs, the
local elementary schools, so that particular individual is stretched
to the limit and cannot give the amount of time necessary to pro-
vide our elderly with the kind of information they need to make
good, sound choices regarding nutrition.

I think, second, the other thing, there used to be a larger pro-
gram called the community health field nurses, which is also under
the auspices of the Indian Health Service. That particular group of
people has dwindled down to, I believe, about four people now to
cover that large area. In addition, the community health represent-
atives program, their priorities are in the area of helping those
who are younger essentially. So a lot of the elderly are missing and
falling through the cracks.

In the area of health nutrition, there is at this particular time—I
am not aware of an Indian person in the country, especially in
New Mexico, who is a trained or registered dietitian. That, in itself,
is I think a major problem.

Senator BINGAMAN. If there is not a single Indian person in this
country who is a trained dietitian, that would be an amazing statis-
tic. I think we should look into that and see if that’s the case.
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Mr. CurLEYy. We onl’y have one Indian person in the country who
is trained at a master’s degree level to be a nursing home adminis-
trator.

Senator BINGAMAN. Who is that?

Mr. CurLEY. You're looking at him. [Laughter.]

Senator BINGaMAN. You're it. You should toot your own horn
here more loudly.

An issue that you referred to in your testimony was fascinating,
and that is the All-Indian Senior Olympics. Could you describe that
a little for us? I'm not—I know of the Senior Olympics Program
here statewide. I did not realize there was a separate one that was
all-Indian.

Mr. CurLEY. What has happened in the past 2 years is that a lot
of the Indian communities, due to the fact there is not enough
money to do the transportation and stuff like this, that a lot of us
thought there might be another alternative, which is let’s get this
senior olympics specifically for Indian elderly people, which would
allow a larger number of the elderly to participate. That particular
activity in the past 2 years has grown from about 100 participants
to this past year I believe it was over 300 participants.

We are finding now, for example, our elderly in the Pueblo of
Laguna comparing themselves to the non-Indian community. In the
non-Indian community you see 70- and 80-year-old people running
in marathons. Our eld}:arly do not want to be outdone, and now they
want to be able to train year round, to begin to compete with the
non-Indian elderly and try to win some of their marathons. So this
is basically where it is now. More Indian elderly are interested in
becoming more involved in these kinds of physical activities. I am
also amazed at the growth of that program.

Senator BINGaAMAN. Thank you very much for your testimony.

Dr. Trujillo, the focus of your testimony and the focus of your
work is with rural Hispanic elderly.

Dr. TruJiLLo. That’s correct.

Senator BINcaAMAN. I would just ask you to what extent there is
any kind of health education effort at any level—Federal, State, or
local—which is directed at this group as you understand the situa-
tion today. ’

Dr. TrRuJsiLLO. Well, sir, there are a number of initiatives. First of
all, you have your State Agency on Aging and other health organi-
zation, such as health and environment, which do provide a lot of
information and quite a bit of service.

It gets lost, however, and what I'm very concerned with is in the
transition to the rural areas. We designate into regions, and then
there is a regional center. Then we have three or four counties
spread out over 200 or 300 miles sometimes from the regional
center. You simply do not have adequate access to that information
for persons trained on the local level.

Mr. Curley talked about the public health nurse and the resource
that that can be. We have one public health nurse in Soporro and
she does outreach work to other counties, for example. She simply
cannot handle things like adequate information about birth con-
trol, nutrition to the elderly, et cetera, et cetera, et cetera. It’s just
not there. It cannot be handled with the limited resources that we
have in the rural areas.
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So it is a multidisciplinary kind of shortage, I would say. And as
I say, through the nutrition centers there is some effort, it's just
not adequate and people can simply not be stretched to that limit.

Senator BiNGaMAaN. I have been at other meetings with you
where I know you are familiar with the meal programs that occur
through the senior centers here in the State.

Is there a component there for providing sufficient vitamins? I
know Dr. Goodwin was saying one of their findings, or one of his
findings and recommendations is that there should be a multivita-
min included in the diet of seniors, at least those in institutions.

Is this something that is included as part of the meals program
at your senior centers?

Dr. TruJiLLo. Not to my knowledge, no.

Senator BiNGamaN. Dr. Follingstad, could you briefly tell me the
extent to which you think the program you have described at Love-
lace, concentrating on health promotion, is unique among hospitals
in this country? Or is it an exception? Is this something that is
being done more and more? Is there anything the Federal Govern-
ment should be doing to provide incentives for this to be done by
hospitals?

Dr. FoLLINGgsTAD. I don’t think what we’re doing is unique. There
are several large clinics that are doing the same things. I think
more and more this sort of thing will happen because we have a
very good health care delivery system if it can be utilized by the
elderly. That's the whole crux of the problem, I believe.

Second, we are looking forward to having an HMO which I think
will increase the accessibility to good health care and education.
19§§‘I>lator BINGAMAN. And you indicated that would happen in

Dr. FoLLiNGsTAD. We hope.

Senator BINGAMAN. There is not an HMO today that is directed
toward elderly in this community?

Dr. FoLLINGSTAD. Only our HMO is available to Federal employ-
ees who retire, and that’s all.

Senator BINGaMAN. I appeciate the testimony. I again want to
thank the witnesses and the many people that have helped to put
this hearing together, all the people on my staff and all the others
who have come just to participate in the hearing and to watch it. I
think it has been very educational to me and I hope it has been
educational to each of you. If you signed a registration form at the
desk, we would be glad to get you a copy of the transcript of the
hearing once it’s complete, and we hope that some of the things
that have come out here can be implemented and can be focused
on for implementation, both in the Congress and in the administra-
tion in Washington.

-Thank you again for coming. We hope also to do some followup
on this hearing. Thank you.

[Whereupon, at 1:20 p.m., the committee was adjourned.]
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APPENDIX 1

MATERIAL SUBMITTED BY WITNESSES

ITEM 1. STATEMENT OF Gov. TONEY ANAYA, STATE OF NEw MEX1CO, BEFORE THE SUB-
coMMITTEE ON HEALTH AND LONG-TERM CARE, SELECT COMMITTEE ON AGING, U.S,
HoUSE oF REPRESENTATIVES, AuGUST 1983, SUBMITTED BY GEORGE ELLIS

Mr. Chairman, Senator Bingaman, Congressman Richardson, and participants in
New Mexico’s Annual Conference on Aging, I feel privileged to have been asked to
testify before this committee on the subject of Medicare, Medicaid, and health costs.
It is a particular privilege, Mr. Chairman, to be able to offer my comments to you,
as the Nation’s foremost expert on these and other issues pertaining to the well
being of our Nation’s older citizens.

Senator Bingaman, I thank you and your staff for arranging this visit by the Hon-
orlalble Claude Pepper. Timing this visit with our statewide aging conference was ex-
cellent.

Congressman Richardson, I thank you for your efforts to address issues important
to our State through hearings, public meetings, and other forums that let the people
speak.

Mr. Chairman, let me tell you something about our State and why the issues
being addressed today are of such vital importance to me and all New Mexicans.

New Mexico is a rural State: Its 1.3 million people inhabit the fifth largest land
mass in the Nation, with over two-thirds of that population residing in communities
of 50,000 or less. We are a poor State economically, ranking 42d in per capita
income. Almost 18 percent of our people live in poverty. With the Reagan adminis-
tration budget cuts and high unemployment, that very well could be 20 percent
today. We have about 165,000 elderly, almost 13 percent of the total population.
Almost 30 percent of our elderly are poor or near poor. Over 10,000 live on SSI pay-
ments. We are the fifth fastest growing State in percentage of the population that is
elderly, and our over age 75 population is growing at twice the national rate. One of
our counties, Sierra County, has an elderly population that is second only to your
Dade County in percentage of the total population.

We have 135,000 citizens on Medicare receiving $134 million in benefits. Our el-
derly and handicapped populations constitute only about 30 percent of our Medicaid
eligible population, yet account for over two-thirds of our total Medicaid expendi-
tures—approximately $85 million, of which about $60 million is Federal. That is, we
estimate that somewhere around $200 million of Federal funds are being spent here
in New Mexico to pay for health care for our elderly citizens.

We are, then, currently spending a tremendous amount of money and the ques-
tion that must be asked is not whether this is too much, but whether by spending
this money on prevention and related services we could both reduce the amount
spent on sickness cure and treatment, but also have a healthier elderly population.

I do not believe that we are necessarily spending too much on health care for our
elderly citizens, but instead that we are spending in ways that do not most benefit
these citizens. In particular I am very concerned about the fact that we spend too
much on the cure and treatment of sickness, and not enough on keeping people
well. I firmly believe that we have come to see the aging process primarily in medi-
cal terms and have as a result inappropriately equated growing old with getting
sick. In my view, most of the problems faced by our elderly citizens are not primari-
ly medical although I certainly do not wish to underemphasize the need to provide
adequate medical care when our Nation’s elderly and poor are indeed sick.

(61)
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Mr. Chairman, from my perspective we must shift our Federal programs away
from the current system which emphasizes sickness cure and treatment to a new
system that promotes wellness among our elderly.

The National Center for Disease Control estimates that 55 percent of our long-
term health is determined by lifestyle: How we eat, drink, exercise, manage stress,
and whether we smoke; 20 percent by environment; housing, offices, factories, heat-
ing, sanitation, safety, air, water, exposure to toxic wastes; 15 percent by genetics;
and only 10 percent by medical treatment: Doctors, drugs, surgery, hospitals. This
‘means that 90 percent of good health is determined by factors other than medical
care. Yet as a nation, we spend only 6 percent of our total health care dollars on the
90 percent that affects good health. And we spend 94 percent of our health care dol-
{lars, ;allmost $240 billion, on medical care that affects only 10 percent of our overall

ealth.

In particular:

—We need more funding for 2176 (Medicaid waiver) type programs, but these
must be extended to cover those individuals needing in-home care who have not
yet deteriorated to the point where they need nursing home care. Under cur-
rent standards we must turn people down who have very real needs, and must
wait for them to become seriously ill before we can serve them through our
waiver program. This has to be changed.

—We need more housing for the elderly.

—We need job training and retraining opportunities for the elderly.

—We need to_support physical.fitness programs for the elderly, including ade-
quate nutrition and exercise programs.

—We need to support lifeline services that give the elderly a sense of security in
their own homes.

—We need to support crime prevention programs so the elderly will not be fearful
of walking in their own neighborhoods.

Mr. Chairman, my list of needs for the elderly could go on but here I wish to em-
phasize that it is my firm belief that if we increased expenditures in these areas
that we could contain our expenditures in the medical arena and the ultimate costs
to society in dollar terms could be less. As a minimum, the ultimate costs to society
in reducing inhumane care would make this course of action wise. '

Mr. Chairman, there is no question that our medical costs are skyrocketing and
that they must be brought under control. I have proposed that by reallocating these
expenditures towards prevention, social services and health promotion that we
would be engaged in true health care cost containment. I believe that the Reagan
administration instead is engaged in a course of blaming the victim and is therefore
trying to curtail health care costs on the backs of the elderly and poor of this coun-
try.

The elderly and the poor are the victims of escalating health care costs, not the
cause. President Reagan insists that the problem has been caused by increased inap-
propriate demand for medical care by the poor and the elderly. This is, in my esti-
mation, backwards. We must address ourselves to the underlying causes of these es-
calating costs which include:

—A marketplace that does not operate effectively, in large measure because of

the Federal reimbursement system.

—Federal programs which treat social problems with expensive medical services.

—Inappropriate concern with consumer behavior rather than with the behavior of
the true decisionmakers in the health care field: Physicians, hospitals, and
nursing homes.

—And, as I have already indicated, because of inadequate emphasis on preven-
tion.

Mr. Chairman, Senator Bingaman, Representative Richardson, let me give you a
concrete example of how backwards President Reagan’s proposals are. He has sug-
gested that copayments for pharmaceuticals be made mandatory. When you go to
the doctor do you write your own prescription? Do you control how many prescrip-
tions you receive and for which drugs? No, doctors write these prescriptions. It is
clear that copayments on pharmaceuticals are a perverse way of punishing the
victim, have no impact on the part of the health care industry that determines how
much is spent on drugs; and are a clear reflection of a refusal on the part of the
Reagan administration either to understand what is causing our increased health
care cost or to address these underlying causes.

Rather, I believe firmly that many of the most troubling problems faced by this
population are social and economic in nature. If we could only provide our elderly
citizens with the financial resources they need, and could provide a host of support-
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ive services to them and their families I am sure we could reduce this population’s
need for acute and long-term medical care.

I was very interested in your statement, Mr. Chairman, that perhaps the most
effective way of keeping our elderly citizens healthy is by providing them with op-
portunities to continue to make constructive contributions to our society, by work-
ing, by teaching, by volunteering and by running for public office. In this way, we
can provide enhanced economic opportunities for our elderly population, enrich our
society through their continued contributions, reduce loneliness and feelings of
being unneeded, and, I suggest, contain our health care costs.

Mr. Chairman, New Mexicans, especially the elderly and poor, face two funda-
mental and worsening health problems.

The primary problem is, of course, the cost of care. . .

The other problem is access to medical care, especially for those most at risk. New
Mezxico is a rural State. President Reagan preaches against overuse while we in
New Mexico are still trying to provide some services—to reach all our citizens with
the basics of primary care. We have New Mexicans who can’t even get in to see a
doctor. Our families, for whom geography, race, poverty, and cultural and language
barriers put them most at risk, are not receiving sufficient care by any standard of
measurement. Yet these families and the rest of our society will bear the long-term
consequences of this neglect.

And what is the President’s answer to our rural health care problems? He would
kill the National Health Service Corps. Not openly, of course, but by policies that
force the rural areas of highest poverty, highest infant mortality rate, lowest physi-
cian-to-population ratio, and greatest need for elderly services to pay back the Fed-
eral Government for service corps physicians. If these areas could have paid for a
physician, it would not have been necessary to send a service corps physician in the
first place. If these policies remain, New Mexico could lose 61 primary health pro-
viders, who now serve through the Rural Health Clinic Program, and we may have
to close 29 primary health care clinics.

I support the legislation introduced by Congressman Richardson that will stop
these outlandish payback proposals. I thank both him and Senator Bingaman for
their recent letter urging Secretary Heckler to stop the paybacks and several other
rural health clinic rules that could kill our Rural Primary Care Program. Mr.
Chairman, I urge you and this committee to strongly support these efforts by Sena-
tor Bingaman and Congressman Richardson.

The nonpartisan Congressional Budget Office study. Released last week, showed
clearly what you have been pointing out to the Nation all along. That the most dis-
advantaged people in this country—the ones we ought to be helping the most—are
the ones that have borne the brunt of Ronald Reagan’s budget. Retirement and dis-
ability benefits; health care programs; income security programs, such as Housing,
Food Stamps, and Energy Assistance; Education and Social Service Programs; and
employment programs have been &slashed indiscriminately. Seventy-percent of all
cuts are borne by families making less than $20,000 a year and most of the cuts are
borne by those earning less than %10,000 a year.

At the same time, President Reagan has given enormous tax cuts to the wealthi-
est in the Nation. Not since the 1920’s have we had a President who did everything
in his power to see that the rich get richer while the poor get poorer. Such budgets
and policies are a national and international disgrace. They attempt to undo the
democratic rule and equal opportunity this Nation has been trying to establish for
over 200 years. They attempt to create a society of two classes, the privileged rich,
and the exploited poor. .

Medicare and Medicaid are excellent programs doing what they were created to
do: Provide acute care to the elderly and poor of this Nation. We do have a problem
of medicare deficits, and we need to ask if we are getting our money’s worth for the
health care we do buy. We need to ask if we are spending our health care dollars in
the right way. ’

1 am not arguing that we spend less on Medicare and Medicaid. I am arguing that
we spend our money in different ways, both in Medicare and Medicaid, and in other
programs as I have earlier testified.

Almost all applicable Federal requirements and State systems are based upon the
medical model, making it easier to pay for doctors, surgery, drugs, and instutiona-
lized care, and more difficult to pay for case management, home care, adult day
care, home visitations, clinic and out patient care, rural care, social services such as
home visitation, homemakers services, home rehabilitation, heat, and weatheriza-
tion; respite care, hospice care, delivered meals, companionship; and for us especial-
ly, transportation. In other words, those factors that the Center for Disease Control



64

tells us affect health the most, are the very ones the Federal and State systems are
most reluctant to pay.

We need a nonmedical model, a social services model for overall care, a noninsti-
tutionalized approach, and some of the funding should probably be provided for by
programs outside Medicare and Medicaid.

But Medicare and Medicaid changes are also necessary to correct biases against
noninstitutional medical care.

And, if a true health care system—rather than just a medical care system—needs
a larger budget, then we should support it and reevaluate our national budget prior-
ities.

This week we observed the 20th anniverary of Martin Luther King’s “I have a
Dream” speech, a speech that is one of the greatest statements in American history.
You, Mr. Chairman, have given us the same inspiration, for your dream gives jus-
tice, dignity, and freedom to the elderly of this Nation, and the world. In my “State
of the State,” address in January, I pledged the following to New Mexico’s elderly:

“We will not treat you as problems, as a nonproductive burden that society has to
bear. You represent the best in our civilization, the highest attainment that our cul-
ture has to offer. And that is how you will be treated. With your help, we will
achieve a vision of aging not as a condition to be dreaded, but as the crowning
achigvement of the life process; as a status that all other generations can look for-
ward to.”

That language is not just a wishful thought. No, it is a dream. One that is attain-
able. Now, you, Mr. Chairman, are living proof that this vision of aging is possible.
My language simply describes your life. You, and the New Mexico elderly here, al-
ready know what the rest of us have yet to imagine. OQur society will be eventually
judged by how it treats its elderly. I, with your help, will do everything in my power
to see that our New Mexican society is judged well. Thank you.

Irem 2. SpeEcH BY Gov. TONEY ANAYA, STATE oF NEw Mexico, BEFORE THE 1984
CONFERENCE ON AGING, GLORIETA, NM, AucusT 28, 1984, SUBMITTED BY GEORGE

I want to welcome all of you to the 1984 New Mexico Conference on Aging. I want
to congratulate the conference planning committee members for the excellent job
they have done.

Since we had the honorable and venerable Claude Pepper here last year, much
has happened. Of all the excellent accomplishments, I am most pleased with the
new role that the elderly play in decisionmaking and advocacy, in the aging net-
work, at the area agency on aging level, in State government, and especially in the
legislative process. Some of the most innovative recommendations for legislation in
the 1985 session of the legislature have come from your membership organizations:
AARP, NRTA, Senior Coalition, PERA, Gray Panthers, Title VI Indian Programs
Coalition, and others. Thank you for those recommendations. They will not be ig-
nored and you will be consulted in how legislation is framed and introduced.

I want to make several important introductions. First, the new policy advisory
council that I have appointed to advise me and the director of the State Agency on
Aging, George Ellis. These PAC members replace pioneers in the field: C. E. “Mike”
Carmichael, Clifford Whiting, Lowell Panteah, Agnes Siedel, and, of course, the late
Dr. Donald MacKay. To these as well as other veteran PAC members, Lee Burns,
Frances Sanchez, and Ramos Sanchez, the State of New Mexico owes a great debt
for their distinguished service.

As I call the names of the new PAC members, will you stand and remain standing
until all are introduced, then we will have applause for all: Dorothy Wade from
Santa Fe, Rev. F. W. Wells from Hobbs, Muggins Burroughs from Albuquerque,
Joseph Abeyta, Sr., from Espanola, Joseph L. Ventura from Santa Fe, Bennie L.
Montoya from Santa Fe, Lou Brooke from Silver City, and Barbara Phelps Ander-
son from Roswell.

These people are experienced in and knowledgeable about the aging process and
programs. Talk to them. Take them information and suggestions as to how we can
do a better job. They are your link to the State Agency on Aging and me. I thank
you all for agreeing to serve the State of New Mexico.

What of the future of the elderly in New Mexico? It can be as bleak or as bright
as one ima%igfs it. If we do nothing, then the bleak future is ours and it is graphi-
cally described by Dr. Robert Morris of Brandeis University: I quote:

“Long-term disability trends, if unattended, constitute a ticking-time-bomb threat
to the health system as now constituted and to responsible public-expenditure policy
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formation. This results because the volume of severe disability will increase due to
basic demographic trends and improvements in human-survival techniques. This in
turn will increase the net volume of demand for both institutional and at-home-care
services. These demands will distort the operation of our current institution orient-
ed health system by inflating costs. Above all current lack of attention to the needs
of less disabled older citizens, whose numbers are rapidly increasing, will produce
an alienation that can lead either to arbitrary reductions in support for health care
or alternatively to exponential increases in expenditures for cost inefficient activi-
ties. It is possible that neglect now could lead us into a serious consideration of eu-
thanasia as a national policy toward the older disabled since it is not clear that, as a
soci;sty, we are ready to pay the price for the kind of life that our technology ex-
tends.”

That is a stark statement. But you know that there are certain thinkers around
proposing what Dr. Morris wants to avoid. We have dedicated ourselves to saving
and preserving life and now some dare speak out saying that the elderly have a
duty to die. That you cost too much and give too little. New Mexico rejects this
bleak view of the future and embraces the bright one.

As with all things in the current administration in Washington, value is meas-
ured by dollars. Well, let me talk about dollars. Let me talk about health cost con-
tainment in four areas: Costs per se, long-term care systems, case management, and
health promotion. These are all essential to containing health costs and achieving a
high qaulity of life for all elderly.

(1) Health cost containment.—You have all heard the staggering numbers. And
you will hear more here in workshops. But we must not let repetition of the num-
bers innure us to their reality. Let me give you a simple illustration from Medicaid
statistics. Between 1972 and 1982, the number of hospital patients increased by 128
percent but the payments by Federal and State government increased by 332 per-
cent. The number of nursing home patients increased by 199 percent but Medicaid
payments increased by 810 percent. Something must be done, not to cut back on
care, but to provide even better care at reasonable cost. As you know, my Cost Con-
tainment Task Force has been in operation over a year and has already shown a
$1.7 million savings in Medicaid. And it is continuing to offer substantive proposals
in several categories. But we must take further steps. One legislative proposal that I
have received from AARP on cost containment is very interesting.

It calls for a permanent cost containment commission that would be independent
of providers’ financial interests; would have power to establish and enforce uniform
rates for all payers; would develop a prospective payment system; would coordinate
with the State’s certificate of need and health planning process; and would require
utilization review programs to ensure that quality of care does not suffer. I con-
gratulate AARP for getting involved in the details of the legislative process. I would
like to hear from other advocacy organizations here through George Ellis or Dan
Weaks as to your thoughts on P’s proposal. And I commit to you that I will
take the steps within my power to control health costs. I will work closely with the
Interim Committee on Health, Human Services, and Aging to address this problem.
The health care system, for whatever reasons, is so out of control that individuals,
young and old, reg'ain from seeking health care because they cannot afford it. That
cannot be allowed to continue. But I will not propose measures like those pro
by the Reagan administration: I will not attempt to control costs by making the el-
derly, handicapped, and poor pay more for their care through increased deductibles,
copayments, and ‘fremiums. Nor will I control costs by permitting cost shifting to
the near poor and lower middle income people, such as senior citizens on fixed in-

comes.

(2) A part of cost control will be redefiring the objectives of medicine. Dr. Alvin
Tarlov in an address before the Massachusetts’ Medical Society suggests a new era
in medicine:

“The central objective of medicine in the coming era will be the maintenance or
improvement of individual patient functioning in the patient’s normal environment
while he or she performs * * * the personal activities of bathing, dressing, and
eating; mobility; physical activity * * * functioning in the role of homemaker,
spouse, parent, employer, supervisor, community participant, or citizen. To optimize
[this t)"Fe] of care will be medicine’s central objective for the period ahead.”

Dr. Tarlov’s statement brings us logically to cost containment through a good
long-term care system. Long-term care is a phrase that has caused problems in in-
terpretation, but I use it because I know it is a phrase you use. It does not mean, as
I heard a former budget analyst define it, creeping socialism. Nor does it just mean
nursing home care. What it means is a network of care which includes all of the
health and social services that are needed to serve the elderly and handicapped,
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whether in institutional, community, or home settings, so that they may lead the
most independent lives possible. Perhaps there are better terms for it. Buf whatever
we call it, it is needed, and it is not yet all in place. Society in the past has placed
the highest value on quality institutional care. Payment and reimbursement 8ys-
tems were set up to cover institutional rather than noninstitutional care. Payment
systems were set up to pay for acute care, not for preventative care and not for ex-
tended care outside of an institution. Thus, the institutional component of long-term
care is in place. And it is very expensive. The parts of the long-term care system
that are not entirely in place are community-based and in-home services, which can
be more cost effective. We have made a start developing these services with medical
home care, congregate and home-delivered meals, and advocacy programs, to name
a few; but other parts are underdeveloped or entirely missing. Adult day care, for
instance, is virtually nonexistent outside of Albuquerque, and yet it is a program
that is sorely needed around the state. Nonmedical home care is underfunded and
inconsistently delivered. And most importantly, the mechanism that makes all the
parts function as a system, the mechanism called case management, is practically
unknown and little understood outside of this room. I will come back to case man-
agement in a moment. This administration took a giant step forward by proposing
and implementing your program, Senate Bill 123, the Coordinated Community In-
Home Care Program. But now we need to take that model, we need to take that
experiment, and modify it to reflect your evaluations. And, in some form, we need
to expand it statewide if we are ever to have a true long-term care system in New
Mexico. Until we have interwoven a range of community-based services with institu-
tional care, we will never be able to control costs. And may I suggest this to you.
Use your power at the national level also. This has to be a partnership and right
now it isn’'t. Because right now, our national policymakers are much more interest-
ed in talking about long-range missiles than long-term care.

(3 1 return now to the key to all of the above: Cost containment as case manage-
ment. Long-term care services existing independently do not constitute a long-term
care system. Case management is what pulls fragmented services together and
makes them work for the elderly consumer and her family. Case management pro-
vides the type of assistance that is needed, at the right time, in the most appropri-
ate setting, and in the amount that strengthens and supports the functioning of the
older person and the family. '

How does case management work? Very simply, it has five parts: assessment, care
planning, arranging for delivery of service, monitoring of services, and periodic reas-
sessment. First a functional assessment is made of the client to determine the level
at which that person is performing tasks of daily living, taking note of existing sup-
port systems already in place. Next, the case manager develops a care plan that
translates client needs into services. Delivery of services is arranged with service
providers such as visiting nurses or meals-on-wheels according to the care plan. It is
the job of the case manager to then monitor the delivery and quality of those serv-
ices and to periodically recheck the client’s functional level in case services need to
be added or discontinued. Case management ensures the coordinated delivery of
g;ltiple services to clients and acts as a watchdog on behalf of the client and the

payer.

In order for case management to be effective, the case manager must function in-
dependently of service providers. This independent role will become more important
as the private home care industry explodes in growth. It is one thing for the state to
protect the right of the institutionalized elderly, for the institutions can be properl
regulated and licensed. But how, outside a complete system of case managers, wi
we ever protect the rights of individuals in their own homes on that day when home
health services are marketed as commonly as life insurance? We can’t. The history
of other States tells us s0. One of the resolutions that the Senior Coalition will be
addressing says it well.

(4) The fourth area is health promotion as cost containment. I don’t want to
preach to the saved on this, but you know the facts. How we live has more to do
with long-term health than any medical system yet devised. What we eat, drink,
think; how we exercise; and what the condition of our dwelling is: these provide the
keys to good health at any age. The greatest cost containment device is to prevent

isease and impairment or to delay them as long as possible.

Yes, we can all afford good health, if we look at the whole picture; if we look at
cost containment, at long-term care, at case management, and prevention. And I
want you to know this: be it resolved that the Anaya administration stands ready to
assist you with the New Mexico Legislature to d‘:) whatever we can at the State
level to bring about real cost containment, not cost shifting. This will be no easy
task. We will need each one of you working every day between now and the ides of
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March. We need to involve the 80,000 members that your advocacy organizations
have in this State. And we will need to reexamine the way in which we operate
existing programs. We will need to discuss the merits of statewide expansion of the

C program as it is, as well as the merits of separating case management from
the Medicaid waiver. We will need to explore the possible consolidation of all social
services to the elderly under one department or agency. We will need to examine
the best way to deliver long-term care in rural areas, as well as what role senior
centers will play in meeting the needs of the frail elderly. We must push our pri-
mary health care system to become a preventer as well as curer of disease. These
and dozens of more questions must be examined. But I am not asking you to wait
for another year. I am asking you to explore these questions now, so that we can
take a cost-effective package into the 1985 session of the legislature. One thing that
the elderly and my term of office have in common, is that neither one can afford to
wait.

I was with you last year. I will be with you again next year. And, in whatever
capacity, I will always share your concerns. Your mission is the greatest and most
hopeful that has ever been conceived. It is to find the quality of life in the immedi-
ate future instead of conceding that it exits only in the distant past. And I wouldn’t
miss that discovery for anything on earth, because you are creating my future, the
future of my wife and my children. I am asking that you use me as your Governor,
and my office and my appointees as the executive office of your State, to use us as
your instruments to help you plan, frame, and carry out your vision. There is no
way we can be defeated; no way we cannot su .

The experts say that the growth of the elderly population through the year 2020
mandates that we must cap costs, have long-term care, provide case management,
and prevent disease and disability, if we are to afford health and social services. The
elderly say that health care is too expensive; that they prefer not to be institutional-
ized but want to stay in their homes and communities with family and friends; that
they need expert guidance in negotiating our complex care system; and that they
want to stay well so they don’t have to be cured. I, like John Kennedy, am often
wary of the experts. But when the intelect of the experts agrees with the intuition
of the elderly, then the world better pay attention. Thank you.

ITEM 3. “STRATEGIES ON HEALTH PROMOTION,” PREPARED AND SUBMITTED BY PETER P.

’

DRUG USE AND THE ELDERLY

Five years ago, 57 percent of all prescriptions filled in pharmacies were for chron-
ic care drugs (duration of use: longer than 2 weeks), this percentage now having
risen to 65 percent.

It is interesting to note that about 80 percent of all antiarthritic drugs and 80
percent of all cardiovascular drugs are prescribed for the elderly.

Thus, with increasing age, not only are elderly receiving more drugs, but more
potentially toxic drugs

Adverse effects

Old age sensitizes people to toxic drug effects and greater number of drugs can
produce a greater number of adverse effects.

The Royal College of Physicians (England) estimates that 20 to 25 percent of all
elderly admitted to a hospital suffer from an adverse drug effect. Comparable U.S.
figures are estimated at 12 to 17 percent, although the argument has been advanced
that the incidence is probably much higher, but adverse effects are simply not rec-
ognized or are ascribed to the “symptomatology of old age”.

A major contributing factor

Estimates on noncompliance of nonadherence to an agreed-upon drug regimen
varg widely. Recently, it was shown that over one-third of elderly do not comply
with their antiarthritic regimen or antlhypertenswe regimen. This is of major con-
cern, since it was always thought that a “‘silent” disease such as hypertension may
induce patients to noncompliance, but that diseases, particularly those presenting
with pain, would induce greater compliance.

A recent report in JAMA indicated that as many as 31 percent of the elderly may
commit drug administration errors of a nature that could lead to serious clinical
consequences. Drug defaulting among the elderly may occur in up to 50 percent,
more and more frequently with antihypertensive medications. Forty percent of the
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elderly receive prescriptions from at least two physicians, and 12 percent take drugs
prescribed for others.

It has been suggested that these factors contribute to the high incidence of ad-
verse drug reactions and, thus, by inference, to the high cost of health care.

Patient needs

In June 1982, the HHS Secretary Schweiker sent the final report of the 1981
White House Conference on Aging to the President and Congress. Based on the 600
recommendations, Schweiker developed a National Policy on Aging. A primary rec-
ommendation in the “health” section of the policy speaks to the need to develop and
disseminate education materials (on diseases and drugs) for the elderly. Further-
more, the elderly should be “further educated in the safe and effective use of non-
prescription drugs,” a recommendation which has assumed greater urgency with the
major emphasis of switching drugs from prescription status to nonprescription
status.

All consumers including the elderly, want and need more information. A recent
poll by the CBS Broadcast Group/CBS Economics entitled “A Study of Attitudes,
Concerns, and Information Needs for Prescription Drugs and Related Illnesses,”
cites that more than two-thirds of those polled considered information on blood pres-
sure, heart problems, and life-threatening diseases as well as on drugs to be highly
important. Yet, slightly more than three-fourths felt only “somewhat informed” or
“not informed at all.”

It is reasonable to conclude that this lack can result in consumer action, albeit
misdirected. Over one-third of the households polled by CBS used the Physicians
Desk Reference as a means to obtain information, probably because that book is
well known and better patient information, such as is not yet as well known. In our
experience in the USPDI dealing with the elderly, we would conservatively estimate
that elderly use the PDR more often than do younger adults. Should they have to
depend on this type of information source?

ONE EFFORT TO MEET PATIENT NEEDS

Five years ago, the School of Pharmacy at the University of Maryland at Balti-
more established the Center for the Study of Pharmacy and Therapeutics for the
Elderly. Concurrently, the Elder-Health Program developed, with its subdivisions of
Elder-Ed, Elder-Visitation Program, and Caregiver Program. Later, the Parke
Davis Center for the Education of the Elderly was established and more recently,
faculty, working in concert with practitioners, have established a home care pro-

gram.

All of these programs have been established on a voluntary basis, through grant
support from AoA, and from support by the pharmaceutical industry, as well as
from alumni of the School of Pharmacy. A very active research program in drugs
and the action of drugs is also taking place. Grants have been received from AoA,
NIA, NIH, and other granting authorities—but more is needed to pursue our goals
on behalf of the elderly.

Faculty has been called to consult on behalf of the U.S. Senate, NIA, NIH, Na-
tional Center for Health Services Research, NIMH, and many others. Faculty is cur-
rently working with the FDA on problems related to drugs and the elderly.

THE CENTER FOR THE STUDY OF PHARMACY AND THERAPEUTICS FOR THE ELDERLY

A research organization of faculty with expertise and interest in problems of
drugs, drug actions, and the elderly. The center has a national advisory board,
chaired by Dr. Arthur Flemming, currently President, the National Council on
Aging. A former president of the American Geriatrics Society is a member, as is the
head of the Center on Aging of the University of Pennsylvania. The Center has also
sponsored many educational programs for health care providers, including physi-
cians, pharmacists, nurses, and social workers.

UNIVERSITY OF MARYLAND AT BALTIMORE, SCHOOL OF PHARMACY PROGRAMS FOR THE -
ELDERLY

The Center for the Study of Pharmacy and Therapeutics for the Elderly

The elder-health program

The program aims at wellness of the elderly, aims to help them to maintain inde-
pendence as long as possible, and aims, most of all, to make the elderly an active
participant in their health care, rather than remaining a passive recipient.



69

The elder-ed program

The Elder-Ed Program was developed in 1978 to assure appropriate drug use by
the elderly. The major objective is to convince the elderly that they must play a
vital and indispensable part in the therapeutic process. Health care must be viewed
as a partnership between the patient and the provider(s). Emphasis is placed on the
need to understand the goal of a particular therapeutic regimen. Facts which argue
for the value of preventive care are stressed. Special attention is given to self-medi-
cation, if performed correctly.

Students and retired pharmacists, who have undergone a special training pro-
gram (appendix A) present discussions in the community on selected topics, such as:
The aging process and how it may affect your response to a medication; the wise use
of medicines; selecting the right, not the wrong, nonprescription medication; nutri-
léix(?‘rll and vitamin needs of older adults; how to select your pharmacy; and generic

gs.

The program has been evaluated and has been shown to raise the awareness of
older adults on the need to actively participate in their health care. The program
utilizes a wide variety of pamphlets, including a medication record card: How to
select your pharmacy/pharmacist; how to take your nitroglycerin, some do’s and
dont’s; you and your medicines; medicines without prescriptions; everything you
ever wanted to know about generic drugs; you and your eyes; skin care; caregivers’
medication guidelines; vitamins are not enough; and personal medication record. -

Over 300,000 pamphlets have been distributed free of charge nationwide. Pro-
grams based on the Elder-Ed Program have been developed in North Carolina, New
Jersey, Pennsylvania, Michigan, Washington State, and many others.

The care-giver program

The Elder-Ed Program can, by definition, only address those older adults who
come to meetings at churches, synagogues, health fairs, senior centers, and other
places. More and more elderly, however, need the help of a caregiver, i.e., family,
friends, or significant others. These persons must learn how to administer medica-
tions, how to act as information source for health care providers by providing feed-
back on a patient’s possible reaction to a particular medication regimen, and must
monitor the patient’s nutritional and mental status. This program currently under
development, addresses the speciasl needs of the caregivers.

The elder-visitation program

Young people must learn that not all elderly are sick and homebound, or reside in
nursing homes. Incoming students at the School of Pharmacy are asked to “find” an
elderly person (this way they learn the aging network) and to arrange periodic
visits. After an initial period of adjustment, students act as a source of information.
Students meet with faculty weekly to report and to validate any information they
may wish to give. Many students have elected to continue their visits throughout
their 3-year stay at the School of Pharmacy.

The home care program

A faculty-based program under development, based on visits to homebound elder-
ly. The number of elderly under home care is going to increase dramatically (in-
creasing numbers of elderly, lack of nursing home beds, cost-containment measures,
adjustment to the wishes of elderly not to be institutionalized, and other reasons). It
is important that a trained person can observe drug effects and report to physicians,
while noting other agents with pharmacologic action (bought in supermarkets and
health food stores, for example) that the patient may use. A major aspect of the pro-
gram is to recommend preventive measures (such as for prevention of pressure .
sores, for example). Students accompany faculty member as a learning experience.

APPENDIX A.—TRAINING MATERIAL

HOW OTHERS DO IT—THE ELDER CARE PROGRAM

Briefly, I would like to note at least one major, nationwide program. It is the
tElolder-gain]re Program of Parke Davis, a division of Warner-Lambert Co. of Morris-

wi,

What it is: Communications catalyst. An information system.

What it'’s for: To motivate patients, particuarly the elders, and pharmacists to
freely discuss prescription and OTC drugs.

at it does: Improve compliance, presents adverse drug interaction, and im-

proves patient wellness.

42-941 0 - 85 - 5
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How it's used: Two targets, pharmacists and patients. In-store announcements and
reminders for patients and pharmacists, i.e., Elder-Care Kit. Pharmacists, education
and motivation programs conducted at the State association level. Communication
program for use by pharmacists, i.e., new slide program. Communication program
for showing to professional and lay audiences, i.e., “The Medicated Generation.” Ad-
vertisements in national and State journals.

In 1982, pharmacists across the Nation were contacted by Parke Davis and were
asked whether they wished to become Elder Care pharmacists. Some 10,000 respond-
ed positively. They received initially an Elder Care Kit. The program was initially
presented in New York City, in the presence and with support of Virginia Knauer
and the Commissioner on Aging, New York City, and sometime later in Chicago, by
the Lieutenant Governor of Illinois, a pharmacist. Elder Care pharmacists were
then provided with background material on geriatric medicine and use of drugs for
geriatric patients. In a little more than a year, the program has been presented to
20 state and local pharmaceutical associations.

Among the organizations which have expressed interest, and which were ad-
dressed are the FDA Commissioner and his staff, the Council on Better Business
Bureau, and the National Council on Patient Information.

Some other concerns

A. Special packaging, to increase compliance and safety

I have already spoken to the possibly increased need of the monitoring of drug use
in home care. Drugs are probably the most cost-effective modality of home health
care. Yet, their benefit-risk ratio changes with patient age, the benefit decreasing,
the risk increasing. Many reasons can be cited for this, including the lack of dosing
guidelines, the nonrecognition of the pharmacodynamic and pharmacokinetic hy-
potheses of altered drug action with age, the lack of a good data base in home
health care, and the very narrow therapeutic index of many drugs used in home
health care. :

One overriding dictum of geriatric drug use is to avoid the reduction of the pa-
tient’s quality of life, and the major component of the quality of life is mental
acuity. Yet drugs are common causes of delirium, depression, confusion, and other
altered mental states, and drug-induced dementia, known as pseudodementia, is a
more common cause of reversible dementia than is depression.

Major reasons for drug-induced depression, confusion or altered mental states, as .
well as many other unexpected side effects, is lack of patient understanding of the
drug regimen and lack of patient compliance.

Some of this can be addressed with special packaging systems. While there is no
“ideal” system, we should ask for one that has the following characteristics:

(1) It should be practical for both patient and caregiver.

(2) It should be easy to use.

(3) It should be easy to audit and, therefore, increase accountability.

(4) If it meets criteria (1), (2), and (3), it would increase compliance and safety,
key provisions looked for by both providers and patients. )

(5) It should be informational.

One such system, approaching the “ideal” requirements, is available from MSI,
Inc., 714 C Street, Suite 2, San Rafael, CA 94901.

B. Limiting the cost of drugs: The use of generics. Are they always “equal’’?

Few issues in health care have aroused more debate than the cost of drugs. Few
doubt the great contribution which drugs have made in the last few decades in the
fight against previously untreatable diseases. Has that “golden age” come to an
abrupt halt in the dispute of costs? :

Can drug costs be reduced and is there a risk to patients?

The American Medical Association House of Delegates, meeting in December 1983
in Los Angeles, accepted a report from the AMA Council on Scientific Affairs con-
taining a number of definitions of terms that had been worked out between the
American Pharmaceutical Association and the AMA. All of these terms, which inci-
dentally differ somewhat from the terms used by the FDA, have been used in efforts
to contain drug costs. The major one, and one that might well cause problems to
elderly patients, is the one denoting generic dispensing.

Although pharmaceuticals represent a relatively small percentage of total health
care expenditures (about 8 percent according to a 1983 Kidder Peabody Research
Report), their costs are highly visible and subject to much criticism. One reason
often cited is the fact that only about 20 percent of drug costs, according to Pharma-
ceutical Data Services, are eligible for reimbursement by most health care insur-
ance programs.
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The cost of drugs may become even more visible due to recent developments. The
1983 Consumer Price Index shows an overall increase of 3.8 percent. The medical
care index rose by 6.4 percent, but prescription drug prices jumped 9.6 percent at
the consumer level.

About 40 percent of the top-selling prescription drugs in the United States are
now generically available and by the end of the decade, nearly all of the current top
50 drugs will be free from patient restrictions. Generics now account for about 20
gerc(ént of all domestic drug sales, and may account for 30 percent by the end of the

ecade.

Currently, most States deal with either a “positive” or “negative” formulary, and
the physician must indicate that a generic can be used or should be used. Patients
can request generic substitutes if they so desire.

This is then essentially a free market approach, an approach to health care that
has been recommended. Quite often, when it comes to decide whether to purchase
either the innovator drug or the generic equivalent, both provider and patient often
lack data to make a rational decision, or often do not look past the price, since price
differential is most often the only clearly stated fact which is easily perceived.

A free market approach may not be the answer to certain patients, prescribed cer-
tain drugs, to treat certain diseases. There are rarely, if ever, knowledgeable buyers.
The sick and their relatives, who also may already have reached an elderly age,
most often are in no shape to deal calmly, logically, or effectively with the complex
and important choices that must be made.

This lack of information on part of the consumer, at least, has recently been high-
lighted by a CBS-sponsored research project. Of all households polled, 75 percent
report that they are “only somewhat informed” or “not informed at all” about pre-
scription drugs or their illnesses.

Conversely, in a survey recently published in the Journal of the American Geriat-
rics Society, most of the respondents agreed that “information to clinicians to assess
the potential problem of therapeutically inequivalent drug products in the aged was
inadequate.”

It is not unreasonable to expect increased governmental efforts to increase the use
of generic drugs in order to reduce drug costs under Medicare and Medicaid. It is
also likely that neither of the current formats, negative or positive formularies, will
be employed but that substitution with the least costly generic will be mandated.

On January 23, 1978, FDA responded to a request from the New York State
Health Department to evaluate their list of drug products for therapeutic equiva-
lence. On May 31, 1978, the Commissioner of FDA informed all States that a list
was to be prepared of all prescription drug products that are approved by FDA for
safety and effectiveness and the agency’s evaluation of their therapeutic equivalence
in case of multisource products that contain the same active ingredient and are
identical in strength and dosage form. The list was published in October 1980 and
has been revised since then. Products considerd to be therapeutically equivalent are
coded “A” but are subdivided into those with no known or suspected bioequivalence
problems and those with actual or potential bioequivalence problems resolved with
adequate in vivo and/or in vitro evidence sup rtgéig_ bioequivalence.

Just recently, a list of drugs for which FDX? s Office of New Drug Evaluation has
already granted paper NDA's, has been published.

It has been suggested that approval Frocess of equivalents often depends on too
few patients. Furthermore, it is strongly suggested that socalled equivalents may
not be equivalent enough:

A requirements for equivalency of phenothiazines (Federal Register, August 26,
1980, p. 56838) are as follows: “The test drug products meets the in vivo portion of
the bioequivalence re?uirement in humans if the following conditions are met: “(
The test drug and reference material do not differ by more than 30 percent . . .”
“(ii) In at least 70 percent of the subjects, the test drug product is at least 70 percent
as bioavailable as the reference materials . . .” :

Stated somewhat differently, an antipsychotic %Silleric is termed bioequivalent
when in 70 percent of the test subjects it falls within plus or minus 30 percent of
the innovator .

What may be the clinical implications when a severely ill elderly patient is
:;vdi;ched from one product to another, if such a wide range of difference is permit-

The very nature of the mental illnesses treated with phenothiazines mandates the
use of bioavailability/bicequivalent drug products. These medically important drugs
are typically used in the treatment of schizophrenia, organic psychosis, and the
manic phase of manic depressive illness. Such patients are often so disabled by the
severity of their illness that they cannot give legal consent. Because of the nature of
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these disorders, toxic effects or lack of efficacy that may be associated with the use
of bioinequivalent phenothiazine drug products may go unrecognized by the physi-
cians. The 1979 final task force report of the American College of Neuropsychophar-
macology (ACNP) points out that “often any aberration in clinical symptoms is as-
cribed to the idiosyncracies of the patient and rarely ascribed to differences in drug
products.” It was the task force’s opinion that bioavailability/bioequivalence and
pharmacokinetics should be of major importance in the clinical use of psychotropics
should be out because of the nature of the patient population, the need for chronic
use of such drugs, and the extensive metabolism of psychotropic agents.

Clearly, one should hesitate and give careful consideration whether a patient par-
ticularly an elderly patient (elderly females, in particular, are much more at risk to
the side effects of phenothiazines which could be increased when a stronger but still
equivalent product is used) should be “switched” from one product to another even
from one generic to another.

A similar potential problem exists with loop diuretics, particularly furosemide. In
this instance, the generic may differ from the innovator drug by as much as plus or
minus 20 percent. A 40 mg tablet, therefore, may have the clinical effect of a 32 mg
tablet or a 48 mg tablet. By itself, that range in potency may be unacceptable in
certain elderly. However, when an elderly patient is also maintained on digoxin
(one of the top nine drugs used for those 85 years and older, as are many diuretics)
and lithium (in which the blood level is critical in the very old), careful consider-
ation again must be allowed before substitution is agreed upon. .

A proposal

It is most difficult to collect clinically valid data on these potential problems.
First, scientific proof, of course, would demand that a patient, maintained satisfacto-
rily on the innovator furosemide and switched, exhibits worsening of control. (This
worsening is easily ascribed to a worsening of the disease.) Secondly, control must
be reestablished by counterswitching, and finally there must be rechallenge. This is,
obviously not going to take place. Clinical proof, as already outlined, is often diffi-
cult since loss of control and worsening of disease state most often present in a simi-
lar manner. .

Thus, a different system ought to be applied. This system would revolve around
the recognition that there are critical patients, critical diseases, and critical drugs
for which generic substitution should never be mandated.

(i) Critical patients: Those 75 years and older, females, living alone, and with
multiple pathology and on multiple drug regimens. .

(i) Critical diseases: Those diseases which are hard to stabilize and in which
it has been shown that concurrent therapy can be a destabilizing factor, such as
depression, asthma, CHF, diabetes, other cardiac problems, and psychoses.

(iii) Critical drugs: In view of the wide range allowed for “equivalancy”, the
antipsychotics and the loop diuretics would be the first drugs so designated.

It is further proposed that the consultant pharmacist following long-term care pa-
tients either in nursing homes or in home care also be extended the professional
privilege to reject generic substitution if that seems indicated.

The pharmacist is proposed as an additional safety measure since the role of the
consultant pharmacist, created by the Federal Government in 1974, has been found
to be effective, both from an economic as well as a clinical point of view, by the
Comptroller General. With the increasing number of elderly, both older and more
seriously ill than the “normal” community-living elderly, in home care, the pharma-
cist may well be the one health care professional most closely familiar with the
elder’s reaction to drugs. -

Needed: A concerted, unified effort

All of the measures outlined, whether individually performed or in combination
with all others, will yield only marginal benefits unless a new and concerted ap-
proach is developed. This would involve and must involve several components of the
health care industry.

Pharmaceutical industry
Those developing drugs must understand the variations in drug action that may
be encountered by elderly patients. If necessary, they must develop new dosage
forms which would address the special needs of elderly patients.
Testing of drugs for the elderly

Dr. Temple, of the FDA, is addressing this issue, although guidelines have not yet
been issued. It is very important that guidelines be issued as soon as possible.
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Labeling of drugs for the elderly

More information must be made available to elderly patients, so that they may
more actively and intelligently participate in their health care. This is especially
important in the area of nonprescription drugs. It is doubtful whether the labeling
on the newly-approved non-prescription ibuprofen is of help to the elderly patient.

The use of drugs

None of these measures, in and of themselves, will be helpful unless those pre-
scribing, dispensing, and administering drugs for elderly patients become much
more familiar with drug action in the elderly. For example, the potentially fatal
interaction of digoxin and quinidine was first described in 1975, yet in practice one
sees this combination still ordered, indicating that the dissemination and acceptance
and use of information available is still sadly lacking. Indeed, much more is known
about drug action in the elderly than is used in everday practice.

New efforts needed

This lack of acceptance and use of information points out strongly that there
needs to be greater emphasis on teaching and continuing education. In order to
achieve that, a more balanced approach needs to be developed. Geriatric care is
interdisciplinary care and can only be successful if an interdisciplinary approach is
used. Thus, overdependence (as is evident from the recent past) on medical schools
will not be the most effective means to alleviate problems and find solutions.

ITEM 4. “STRATEGIES FOR HEALTH PROMOTION: RURAL ELDERLY NEEDS,” PREPARED
AND SUBMITTED BY CATHERINE SALVESON

Senator Bingaman, staff members of the Special Committee, distinguished panel-
ists, senior citizens, and members of the audience. May I express my appreciation
for the opportunity to speak before you today. This hearing is especially timely, as
health providers (both public health and primary care) here in New Mexico are cur-
rently in the process of attending a series of meetings to address our common con-
cerns for the future of rural health care in New Mexico. We seek to create a com-
munity oriented coordinated care system for all citizens. I will limit my remarks to
the special concerns of the rural elderly.

The necessity to pay closer attention to the continuing care needs of the elderly
was documented in the 1980 State health plan. The increased prevalence of chronic
disabling conditions, coupled with the aging of our population urged a response by
health care providers to ensure that persons with such conditions are able to func-
tion at an optimal level for as long as possible. This is the essence of health promo-
tion.

Today, more Americans are living to age 65 and over than ever before. The life
expectancy increased from 47 years in 1900 to 73 years in the late 1970’s. In 1900,
only 4 percent of the U.S. population was age 65 or over, while this group comprised
about 11.3 percent of the U.S. population in 1980. Persons age 65 and over constitute
the fastest growing age group in New Mexico. Between 1970 and 1980, this age
group grew by 64 percent.

The health condition of this growing population is not necessarily favorable.
Based on a 1976 health interview survey, conducted by the U.S. Center for Health
Statistics, 45 percent of persons age 65 and over have one or more chronic condi-
tions which cause some activity/functioning limitation, and 10 to 20 percent are
functionally disabled. It is these individuals who need continuing health services to
promote their independence in their home communities.

These services are provided in a variety of ways. The New Mexico Statewide
Health .Coordinating Council (SHCC) has adopted the definition of “continuing care
services” as those services which are provided to individuals with persisting physi-
cal and mental ill health conditions in order to prevent deterioration of these condi-
tions as well as services provided to individuals in need of assistance in activities of
daily living. The promotion of their ability to take care of themselves keeps them
from having to use more costly and less accessible acute care services.

The elderlidpopulation of specific concern is located in rural areas. Eleven coun-
ties in New Mexico have 10 percent or more of their population in the over 65 age
group. The county with the greatest percentage is Sierra County. It should be noted
that health and other service providers in Sierra County indicate that during the
winter months as much as 50 percent of the residents are over 65. Other counties
with high percentages of elderly include Colfax (12 percent), DeBaca (18.1 percent),
Harding (14.7 percent), Union (15.5 percent), and Catron (12.3 percent). Much of this
is due to the in-migration of seniors from northern States who come for the warmer
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winter weather and settle permanently. These counties are considered rural areas
in health service delivery.

In examining the age distribution of the elderly population much attention has
gone to the proportion who are 75 and over. Indications are that as people reach
and exceed 75 their use of health resources tends to increase due to deteriorating
health. This group are sometimes referred to as the “frail elderly.” At this point in
life people are more likely to require acute care and long-term care if their brittle
health status is not maintained. Based on 1978 population estimates, this group
comprises 2.5 percent of New Mexico’s population. Only 9 of New Mexico's 32 coun-
ties are below this figure. Rural areas with an appreciable proportion of persons 75
and over are Colfax (5.2 percent), Quay (4.8 percent), and Sierra (9.2 percent). These
are geographically isolated areas, sparsely populated, with limited health care re-
sources. Efforts to contain costs and provicf:a0 the appropriate level of care to this
group often involve the use of mid-level providers who are sensitive to the needs of
this group, especially in predominantly minority areas. Health promotion is the
maintenance of one’s status quo as long as possible.

REALITIES OF HEALTH PROMOTION

We are currently involved in the second public health revolution. The first is seen
to be the attack on contagious disease and crisis care. The devastation of uncon-
trolled tuberculosis and flu are now history, although well remembered by many el-
derly people living today. We now make a frontal attack on risk reduction and
health promotion. The national interest in a “smoke free America” and controversy
over the rights of smokers versus nonsmokers did not exist 40 years ago when sen-
iors who are currently suffering from respiratory disease smoked a pack a day.
Recent nutritional research on the role of heavy fats in the development of heart

i and cancer was unknown. Health promotion for persons who now live with
chronic disease is to develop daily health habits that prevent exacerbation of an in-
curable condition. A long walk every day and a nutritious diet are certainly part of
maintenance care, as well as accesss to primary care when needed to monitor a dia-
betic or hypertensive condition.

House Memorial 51 of the New Mexico State Legislature in 1981 looked at long-
term health care needs. Four general factors that affect an individual’s health
status were identified: (1) Environment, both social and physical; (2) availability of
health care resources; (3) genetic makeup; and (4) lifestyle.

Of these four factors, lifestyle was identified as the one making the greatest con-
tribution toward an individual’s well being, or lack thereof. It is also the area where
a person has the greatest amount of control. Research confirms that the state of
health a person finds themselves in when they become aged can to a large extent be
attributed to the health habits they practiced during their younger years. In New
Mezico, the prevalence of low incomes (environment) and limited availability of
health care resources further impacts on the aged’s health status, especially in rural

areas.

A look at the data reveals the importance of healthy lifestyles. An analysis of the
leading causes of death in 1976 in the U.S. indicated that about one-half could be
attributed to unhealthy behavior/lifestyle. According to the 1978 Public Health
Services Report on Disease Prevention and Health Promotion, the incidence of 7 of
10 of the leading causes of death in the United States could be reduced if healthier
habits are promoted and practiced. In 1976, 50 percent of deaths due to coronary

i , 50 percent of male cancer deaths and 83 percent of female cancer deaths
could be linked to poor health practices.

It is within the mission of New Mexico’s Health and Environment Department to
provide access to early detection, education, and with primary care referral, direct
intervention in the development of chronic disease. Approximately 15 percent of
field office activity goes into adult health. Present efforts to develop a community
oriented primary care system are directly applicable to the needs of elderly citizens
requiring diagnosis and treatment that is not available through public health. The
marriage of the prevention and early detection activities of public health with the
access to diagnosis and treatment in the private and community primary care sector
will allow for maximal care of people at all points on the age continuum.

It should be noted that for the average elderly person, health is defined as the
absence of conditions that would cause one to lose their independence. Health pro-
motion becomes health maintenance in the truest sense of the word. Recent changes
in Federal Medicaid regulations both threatened the State’s ability to care for its
elders and stimulated the develc:ﬁment of a coordinated community care program.
The $3.3 billion decrease in funds initiated by the Reagan administration in 1981
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caused a change in focus from institution based to community based long-term care
services. Some positive effects arose out of what was called the “Medicaid crisis.”
Section 2176 of the Omnibus Reconciliation Act of 1981 authorized the Department
of Health and Human Services Secretary to waive Medicaid statutory requirements
in order to enable a State to provide for home and community based care.

This was the key to the implementation of both the New Mexico State Health
Plan and the New Mexico Health Systems Plan goals of stressing community home
based services. Health planners and SHCC members recognized that until the reim-
bursement focus changed, community based services could not be developed. This
change is currently under scrutiny by the Health Care Financing Administration
and its continuation and enlargement is critical if rural elderly people are to receive
cost effective care accessible in their local areas. The funding of mid-level providers
and extension of home health services allows for the maintenance care many elders
need, and does not make reimbursement dependent on admission to an acute care
facility. This is a very positive change that creates a new direction away from the
condition in 1979 when 71 percent of Medicaid monies were spent to support acute
care for 14 percent of Medicaid eligible persons over 65. During the same time
period 0.5 percent was spent on home health care.

The continuation of Medicaid waivers and the development in New Mexico of a
community oriented primary care system will allow elderly persons to receive care
that is comprehensive in scope, accessible locally, culturally acceptable, coordinated
with both private and public medicine, and ultimately accountable, The N.M. State
Legislature allocated over $400,000 in 1984 to support the development of this con-
cept in rural areas. Dr. Fitzhugh Mullan, Health Services Division Director has ini-
tiated a plan to enlarge communication among all participants providing care in
rural areas. Continuation of Federal support to designated health manpower short-
age areas will assist in the development of this incentive and ultimately meet every-
one’s goal of quality cost effective care.

MAJOR NEEDS OF THE RURAL ELDERLY

The realities of the development of a system that addresses the needs of rural
elders in financially and politically complex. Their needs are more straightforward.
A sample household survey of 500 Dona Ana County senior residents in 1980 re-
vealed their biggest worries to be:

Problem area: Percent
Money 24.6
Health 20.2
Family problems 13.4
Not enough family 10.6
Transportation 8.8

New Mexico data on the income of the elderly in New Mexico indicates a lower
standard of living than the rest of the United States. In 1978, per capita income in
New Mexico approximated $6,574; the comparable national figure indicated a level
of $7,836—16 percent higher than New Mexico’s per capita level. This lower stand-
ard of living for the general populace in New Mexico means that the elderly’s situa-
tion cannot be favorable in contrast to their cohort nationwide. This is because na-
tionally the elderly’s income is usually only 50 percent of the 18 to 64 age groups
spendable income. These figures are even less in rural areas.

The reason income is discussed here is because it not only impacts on the amount
and type of health care services an individual can purchase, but it affects the qual-
ity of life the aged person will have. Lower income means less access to any kind of
care. When Dona Ana County seniors were asked to detail what the main problem
in acquiring medical care was, 59 percent indicated cost. When one cannot afford
acute care, there is scant possibility money will be spent on prevention or promotion
services.

In looking at_health worries, data from the New Mexico Professional Standards
Review Organization (PSRO) breaks down to common diagnoses by office visits to
physicians per 1,000 population aged 65 and over. The data is comparable to condi-
tions reported in the Dona Ana survey: diabetes, hypertension, chronic ischemic
?:l?srt disease, arthritis and rheumatism, diseases of the respiratory system, and

While any one of these conditions can progress to a debilitating state requiring
institutionalization of an elderly patient, they all also respond to preventive health
promotion. Diabetes is partially managed by diet and exercise (combined with ongo-
ing medical monitoring). Hypertension likewise is partially controlled by weight
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control and exercise, as is heart disease. Arthritis and rheumatism respond to
gentle exercise. Falls deserve special mention.

Falls are a significant contributor to the decreased mobility of the aged. Elderly
women are more prone than men. The most common cause of falls is vision impair-
ments. Other national surveys indicate that an estimated 88 percent of the 65
through 74 age group have significant eye abnormalities. Of this 88 percent, 43 per-
cent were not receiving treatment. The underlying reason for not receiving the
treatment necessary was level of income. Unfortunately preventive care, for vision
or dental problems, is not covered by third party reimbursement. Clearly a change
in funding availability is needed.

It is important to remember that the provision of an appropriate level of health
care to rural elderly persons cannot be provided in the same way that care is avail-
able in urban areas. At the outset, rural areas cannot support private practice phy-
sicians in the numbers that are needed. The National Health Service Corps has pro-
vided appropriate providers to health manpower shortage areas. Many mid-level
practitioners (i.e., physician assistants and nurse practitioners) enlarge the capabil-
ity of a physician to reach into remote areas to manage a frail elders chronic condi-
tions. In many areas effective management of an elder’s health may include consul-
tation with the local Curandera (Hispanic medicine person).

Many individuals may need to be involved in a care plan. The promotion of health
in rural areas to meet the needs of older persons must be a mix of subsidized profes-
sional care, family support, and community involvement. The commitment is to pro-
vide the simple necessities of nutrition, movement (physical and transportation),
safety, and primary care. There is also a need for professional organizations to be
responsive to the unique needs of rural areas. It is no real service to diagnose an
elder’s hypertension at a local community clinic, and then require him to drive 45
miles to the nearest pharmacy to fill his prescription for the needed drugs. The
move by pharmacists to limit dispensing formulary drugs from rural clinic pharma-
cies by mid-level providers is not in the best interest of the patient; or the communi-
ty at large that ends up subsidizing the Medicaid bill for the institutionalization
that the stroke from unmanaged hypertension necessitated.

CURRENT AVAILABILITY OF SERVICES

Many elders maintain a long-standing relationship with a private physician who
responds to their health needs. They may or may not need other services or the con-
til:mum of care. Others are dependent on public health and community clinics for
their care.

The Health Services Division of the Health and Environment Department oper-
ates 43 field health offices throughout the State. Each office offers a full range of
services meeting needs from womb to tomb. Services for adults include health
screening for chronic conditions, education, referral to primary care for diagnosis
and treatment, and long-term followup. Many of these services are available
through programs funded by the prevention health block grant. Local public health
nurses work closely with their senior citizen community to assist persons needing
care in working their way through the system.

Primary care is available on a sliding fee scale at rural clinic sites throughout
New Mexico. As designated health manpower shortage areas, clinics receive assist-
ance in paying the salaries of their professional staff, thus allowing patient fees to
be as low as possible. Some clinics receive additional support to offset their indigent
care costs. The clinics are critical if the rural elderly are to be able to remain in
their local community and manage their chronic diseases.

Visiting nursing services provide home care under a doctor’s order for a designat-
ed period of time. The previously mentioned medicaid waivers have expanded the
ability of home health nurses and providers to remain involved in an elder’s home
care. This ongoing supervision prevents acute situations from developing and inter-
venes early when they do arise. Unfortunately, home health care is not available in
many rural areas as agencies are limited to a 40 mile range. If waivers were in-
creased, this service could potentially be increased.

The importance of volunteers and community groups such as churches, granges,
and extension clubs cannot be overemphasized as part of the community continuum
of care providers. Emergency medical technicians, who do home safety checks or
take blood pressures after church, are just one example of volunteers who promote
their communities elders’ health. The Governor's Office of Voluntary Citizen Par-
ticipation seeks to promote volunteerism throughout New Mexico. Support to indi-
viduals who do volunteer work should be forthcoming in as many creative ways as
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possible, from recognition, to tax credits, to matching funds to organizations who
train them. The extended family in rural areas is not always one of blood.

In five communities in New Mexico programs of case management to keep a frail
elder from premature institutionalization have been instituted. This is the Coordi-
nated Community In-home Care Program. Operating through the State Human
Services Department and the Agency on Aging it serves eligible seniors by organiza-
ing a variety of services throughout a community. This may include health care,
meals, transportation, friendly visits, or day care. Hopes are to expand the service
throughout New Mexico. Here again, case managers are dependent on medicaid
waivers to pay for many needed services and on local primary care providers who
can accept indigent patients. )

The problems of elderly care are not unique to the United States. Fortunately,
there are models to look to. The Joint Committee on Long Term Care Alternatives,
Austin, TX, reported in 1978 that in Great Britain and a few other western Europe-
an countries, there are comparatively few institutionalized elders. By comparison
the incidence of chronic diseases and disability is similar as are the living arrange-
ments of the ederly.

The difference in institutional care is attributable to the availability of communi-
ty/home based care. They estimated that 25 to 40 percent of patients in U.S. nurs-
ing homes are receiving care in excess of their needs as more appropriate alterna-
tives are not available. _

The Health Care Financing Administration Forum in 1979 reported on the La-
Crosse Center in Wisconsin. It is a project operated by the State which provides a
continuum of services to deinstitutionalize and to prevent institutionalization of the
elderly, blind and disabled. A report at the halfway point of the project indicated
that the quality of services was improved (better results) and that the cost for many
clients was much less than it would have been for institutionalization. New Mexico
is not the only State seeking a more coordinated cost effective elder care system.

Under the system being developed in new Mexico, the care system is one that pro-
vides access through a primary point where people enter and then flow through to
the particularly needed care. At the entry point each person is screened and individ-
ual assessment made of needs for assistance with physical, social, mental, spiritual,
and behavioral problems and of available or needed resources. Referral is made to
appropriate services and providers; reasonable alternative found when services do
not exist. Case management plans are developed with everyone involved. Staff in
the primary entry point are responsible for working with individuals and agencies
and for providing communities an awareness of service gaps.

LEGISLATIVE SUPPORT NEEDED

There is no way to isolate the rural elderly completely. Not providing a system
that meets their health needs merely hastens their entry into the acute care and
institutionalized system of care that has proven to be so costly to every taxpayer
and so unacceptable to the elderly themselves.

Ongoing support to professionals in the National Health Service Corps will allow
rural primary care clinics to continue functioning and meeting the needs of the
rural population. Without such clinics, the barriers of geographic distance and
income prevent many elders from receiving the preventive care that maintains their
independence.

The Medicaid waivers that allow long-term nursing support or care at home by a
physicial therapist, home health aid, or physician’s assistant are crucial to the de-
velpment of community based systems.

Incentives to agencies and families that provide volunteer support to older per-

sons need to be developed. Matching grants to creative community projects or tax
incentives help promote ongoing volunteerism. Recognition of the extensive senior
citizen volunteer programs through minimal financial support has proven very valu-
able (i.e., Senior Vistas through the Department of Labor.)
" 'The preventive health block grant given to States for health promotion efforts is
an effective means of supporting public health programs that reach every communi-
ty in New Mexico through local field health offices. Enlargement of the grant would
increase the capability of public health departments to take a lead role in coordinat-
ing a community’s care for older adults.

Ultimately, the essence of rural health promotion is one of necessary funding and
incentives to eliminate fragmented services. With support from both Federal and
State legislation, and the commitment of communities to work in coordination, we
have the potential to provide the services that are needed.
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LETTERS AND STATEMENTS FROM INDIVIDUALS AND ORGANIZATIONS

ItTem 1. LETTER AND ENCLOSURE FroM J.M. McGinNis, M.D., DEPUTY ASSISTANT SEC-
RETARY FOR HEALTH; DIRECTOR, OFFICE OF DiSEASE PREVENTION AND HEALTH PRO-
MOTION, U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES, T0 SENATOR JEFF
BiNGaMAN, DATED SEPTEMBER 6, 1984

DEAR SENATOR BINGAMAN: I am sorry my travel schedule will not permit me to
testify at the October 12 field hearing on promoting the health of older Americans.
As you may be aware, this office is embarking on a large-scale public education pro-
gram on health promotion for older people. Enclosed for your information is a copy
of the executive summary, Aging and Health Promotion: Market Research for
Public Education. This project, undertaken with several other agencies, provides
background on the health problems experienced by older people, findings from focus
groups with older people which were conducted to determine what actions they were
willing to take to improve their health, and a description of the channels of commu-
nication older people rely on for health information.

If the opportunity to testify arises again, I would be pleased to join you, schedule
permitting. I would also be happy to provide additional information on the activities
of this office in health promotion for older people.

With best personal regards.

Sincerely, :
J.M. McGinnis, M.D.

Enclosure.
AGING AND HEALTH PROMOTION: MARKET RESEARCH FOR PuBLIC EDUCATION

INTRODUCTION

With the publication by the Office of Disease Prevention and Health Promotion of
Healthy People: The Surgeon Generals Report on Disease Prevention and Health
Promotion in 1979, of Promoting Health/Preventing Disease: Objectives for the
Nation in 1980, and the publication of a health promotion agenda ! by the National
Institute on Aging in 1983, the ground work was laid for a collaborative program to
educate the public, particularly the elderly, to the potential gain of controlling per-
sonal health risks.

1t is impossible to escape the demographic information about the population surge
in older groups. It is difficult to go a day without a confrontation with the economic
problems caused by illness. The ethical and social imperatives of the needs of the
fragile and ill elderly are pressing concerns in our contemporary society. One obvi-
ous course is to eliminate all possible illness and injury to the extent possible. The
most evident path is to encourage and educate people of all ages to prepare for a
healthy and active old age.

Any preventable injury with its attendant pain, financial cost and disability is a
sad event. Any disease caused by self-controlled behavior is increasingly unaccept-
able. Any lack of clear communication of the established risks associated with smok-
ing, lack of exercise, misuse of medications, or poor nutrition is a failure that can no
longer be afforded. Once it was reasonable to focus on children and to accept with-
out question that effort extended toward the elderly might be less productive than
was Justified. Once it was unquestioned that the elderly were “set in their ways”
and unlikely to benefit from health advisories. Once it was. agreed that if damage
was done, say from smoking, that it was so well established by the later years that

! “Report of the National Advisory Council on Aging for a National Plan of Research on
Aging’:; %‘1918:)(8 response to “Toward An Independent Old Age: A National Plan for Research on
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ah? gg,ins from cessation would be negligible. Today none of this is possible to
efend.

The myths were cracking when this market research was begun and should be
shattered with the publication of the report of this collaborative research. Studies
show that four out of five older Americans find themelves in comparatively good
health. There should no longer be any doubt that the elderly are as interested in
learning about maintaining and improving their health as any group in our society
and that they are furthermore willing to make changes in lifestyle to be healthier.

RESEARCH OVERVIEW

Research was undertaken by the Office of Disease Prevention and Health Promo-
tion, the Administration on Aging, the National Institute on Aging, and the Nation-
al Cancer Institute to determine the interest of older people in acquiring health in-
formation and their ability and desire to make lifestyle changes, if necessary, to im-
prove their health.

This report provides background information to help plan health promotion pro-
grams for the elderly, and identifies effective ways to communicate information to
older people about maintaining health.

The study consists of three major tasks:

A review of health promotion topics.—Data concerning the health problems of the
elderly, the risk factors associated with those problems and the potential of health
promotion activities in six areas were reviewed. The areas are: Physical fitness and
exermse, nutrition; prevention of accidental injuries; safe use of medications; smok-
ing; and preventive health services.

Focus groups.—A series of 15 focus group dlscusswns were conducted to explore in
‘an indepth fashion and to encourage spontaneous cornment on the health topics cov-
ered in the literature review. The purpose of the focus groups was to develo
greater understanding of the perceptions of older persons regarding health, to iden-
tify important concerns, to explore whether there concerns may vary on the basis of
age, socioeconomic level, retirement status or ethnicity, and to identify areas in
which more information is needed.

A focus group is a qualitative research method. It relies on a unique group discus-

-sion format lead by a moderator. The moderator guides the discussion following a
predetermined topic outline while facilitating interaction among group members.
Focus groups provide a rich source of information for planning public education pro-
grams. However, since this method must rely on small numbers of participants, the
results must be interpreted carefully and plans made only after careful examination
of other sources of data.

Nine of the focus groups were held in five different locations in the Baltimore-
Washington, DC, area. The first six of these groups were exploratory in nature, ex-
amining such topics as major health concerns, health-related activities, exercise, nu-
trition, accidents and safety, and sources of health information. Based on the results
of the groups, the topic outline was modified to probe more deeply into the subjects
of nutrition and exercise and the effects of retirement on health.

The six focus groups that used the first topic guide differed in terms of participant
age and socioeconomic level. Three age categories were used: 58 to 64, 65 to 74, and
over 75. In addition, in four of the groups, the 58 to 64 and 65 to 74 groups were
divided between ‘“higher” and “lower” socioeconomic levels. “Higher” and “lower”
are used here to compare the groups to each other and do not imply extremes of low
and high income.

The second topic guide was used with the remaining three groups in the Washing-
ton, DC area. The structure of two of these groups was based on results from the
first six groups in which it was generally observed that older participants (age 65

. and older) were better adjusted to their life situation than their younger counter-

parts (ages 58 to 64), and that the younger participants appeared to be much more
in transition. Since retirement was viewed as a possible watershed event in this
transition period, it was decided to screen participants for the next two focus groups
on the basis of retirement status rather than age, while retaining the “lower socio-
economic level, nonprofessional” makeup of the group. The third group using the
second topic gulde was recrulted in a Federally subsidized apartment building for
senior citizens.

It should be noted that although participants were not recruited specifically for
race, there were a few nonwhites present in each group.

A parallel project conducted six focus groups in the Los Angeles, California area.

Using the same topic guide, these groups were specifically recruited to examine the

health concerns of low-income black and Hispanic elderly. Two groups of black
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women (ages 58 to 64 and 65 and over), two groups of Hispanic women (ages 58 to 64
and 65 and over), one group of black men ages 58 to 64 and one group of Hispanic
men aged 58 to 64 were convened.

All participants in these groups had less than a high school education and had
incomes ranging from $200 to $1,200 per month. Average income was $438 per
month. It should be noted some participants were “without papers” and therefore
not eligible for any government benefits.

Channels of communication.—A third component of the study reviewed data on
the media habits and the demographic characteristics of older Americans. The
intent of this review provides information about channels of communication that
may be effective in reaching older audiences. This review analyzed data from a na-
tionally representative sample of 19,248 adults interviewed in the 1983 Study of
Media and Markets conducted by Simmons Market Research Bureau, Inc.

THE NEED FOR HEALTH PROMOTION

The time is right for a health promotion program with older people whose num-
bers are steadily growing. Currently, 28 million people, 11 percent of the population,
are 65 or older. This proportion has grown dramatically (only 4 percent of the popu-
lation in 1900 was over 65) and will continue to grow. There will soon be a signifi-
cant change in the age distribution of older persons in the United States. The

- number of people 75 or older will increase 71 percent by the year 2000 (Rice and

Feldman, 1982).

Functional independence.—Health problems, especially chronic illness, frequently
limit the functional independence of older people. Nearly 80 percent of those 65 or
older have at least one chronic condition. The most common problems reported are
arthritis (44 percent), hypertension (39 percent), hearing loss (29 percent), and heart
problems (27 percent) (NCHS, 1982). Noninstitutionalized persons 65 and older re-
ported an average of 39 days during 1980 when their activities were restricted be-
cause of health problems, and 14 days when they were confined to bed—rates that
are more than two and a half times higher than those for individuals 17 to 44
(NCHS, 1982).

Health costs.—While comprising 11 percent of the population, older persons ac-
count for 30 percent of health care spending in the United States. Health care ex-
penditures for the elder%izhexceed $50 billion annually. Such costs place a severe
burden on the economy. They also suggest the potential cost benefits of health pro-
motion with older Americans (Bladeck and Firman, 1983).

Not only is there a real need for health ﬁromotion among the elderly, but many
older people are very interested in health, have the time to engage in healthful ac-
tivities, and may be particularly responsive to health promotion.

National surveys have found that older populations are very interested in health
information (NCI, 1984, Urban Behavioral arch Associates, Inc. 1981). The eval-
uation of the Healthstyle Campaign revealed that older adults expressed significant-
ly greater interest and concern about health issues than did younger groups. This
finding was true among white, black and Hispanic populations (Hersey, Probst, and
Portnoy, 1982). -

An evaluation of California’s “Friends Can Be Good Medicine” public education
campaign found that respondents 65 and older showed greater gains in knowledge
and changes in behavior than did ounfer age groups (Hersey and Klibanoff, 1983).

Studies have shown the potential of older people to change their behaviors to posi-
tively influence their health status. While there is need for caution about
“overpromising” the results of health promotion, the goal of maintaining functional
independence for as long as possible appears obtainable. Just as importantly,
changes in health practices can affect the outlook and quality of life of older people.

HEALTH CONCERNS OF OLDER PEOPLE

Of particular importance to this study was the examination of differences in re-
sponses among the various focus groups that could be attributed to differences in
age or socioeconomic level or ethnicity. Overall, it was found that similarities
among the age groups and socioeconomic levels and black and Hispanic groups were
far more salient than the differences. However, there were a few consistent differ-
ences that should be pointed out: :

—Those in the higher socioeconomic groups tended to have more information re-
lated to health than those in the lower sociceconomic groups. They also tended
to be more vocal about their attempts to consolidate conflicting pieces of infor-
mation. They were the only respondents who complained of an information
overload, with their major difficulty being what to believe.
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—Those who had living parents (either their own or their spouse’s) were more
likely to focus on aging with respect to their parents than with respect to them-
selves. Although having living parents seemed to affect one’s self-image as “not
being old” it did not seem to influence other perceptions or behavior related to
the study topics (e.g., exercise, nutrition, safety).

—While it is difficult to analyze for participant differences within a single focus
group (e.g., men versus women), one characteristic had an obvious influence on
the health-related study topics. Participants who had serious medical problems,
particularly heart attack victims, were much more knowledgeable about health
issues and more likely to be following healthy nutrition and exercise patterns.
If these individuals had been screened out of the groups, the levels of knowledge
would have been significantly lower.

With the exception of the differences noted above, differences among the groups
were minimal. In reading the focus groups findings contained in the following sec-
tions, the reader should assume that there are no distinctions between age catego-
ries or socioeconomic levels or ethnic groups.

Even though concerns among these groups are remarkably similar, special atten-
tion still needs to be given to making educational materials and programs attrac-
tive, credible and relevant to different economic and cultural groups.

Across all of the focus groups there was an overwhelmingly positive response re-
garding the importance of health and participants’ interest in issues related to
health. When asked “What are your most important health concerns?’’ each partici-
pant enumerated a number of personal as well as general concerns. Two concerns
not directly related to health behavior were consistently brought up—health care
costs and maintaining one’s independence.

A gignificant concern and dread over health care costs was expressed as either the
first or second issue in each group conducted. Under the heading of health care
costs, respondents were most vocal about the cost of hospitalization, nursing home
costs, and insurance issues. Also expressed was some concern over the possibility
that Social Security and Medicare payments might soon be either reduced or termi-
nated, further limiting the elderly person’s ability to cope if serious illness strikes.
{)teshfquld be remembered that some group participants were not eligible for these

nefits. .

Related to the issue of health care costs were concerns about being incapacitated
and alone. Participants frequently expressed a concern about maintaining their in-
dependence and not becoming a burden to others.

The following issues, in addition to health care costs and independence, were
stressed repeatedly by participants: Diet/nutrition/overweight; exercise/staying
active; high blood pressure/salt intake; heart condition/heart attacks/cholesterol;
arthritis/mobility; eyesight/cataracts/glaucoma/night driving; loss of hearing; medi-
cation/side effects/lack of information; dementias/Alzheimer’s disease; circulatory
problems/strokes; and diabetes.

Less frequently mentioned health concerns included: Cancer; medical services/
hospital conditions/availability of doctors; digestive problems; deterioration of teeth;
skin c})xanges; sleep problems; lung diseases; and crime-related injuries (low-income
groups).

An overall impression was that older people have a definite orientation toward
staying well anf maintaining good health. This orientation can be attributed, in

art, to their fear of becoming sick and their accompanying concern about rising

ealth care costs and loss of independence. It is important to note that participants
voiced a wide array of concerns related to improving or maintaining their health;
i:hey did not simply use the group forum to talk about their individual health prob-
ems.

Participants were asked to discuss the specific things that they do to stay healthy
or improve their health. Interestingly, the most prominent theme that emerged
dealt with the need to “stay active” and have a “good mental attitude.”

By staying active, participants were more likely to mean staying busy or involved
with ple than physical activity. For example, under the rubric of “staying
active” were such things as sewing, cooking and entertaining, visiting one’s chil-
dren, fishing with one’s grandchildren, singing, doing crossword puzzles and doing
things for others.

Related to staying active was participants’ emphasis on the importance of one’s
outlook or attitude concerning life, incll;t’xding the need to keep interested—to have
one’s brain working, to have a good mental outlet.

The issue of staying active was probed in more detail in relation to retirement
among participants in the two “retired” groups. As with other groups, participants
felt strongly that staying busy was essential. Many felt that they were busier now
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than when they were working. Overall, participants felt that retirement was a posi-
tive experience. Those who faced adjustment problems seemed to overcome them by
increasing their activities through new pursuits or through “semiretiring.”

As a side issue, retired participants were queried as to whether it is important to
maintain a structured lifestyle after retirement. Participants were split on this
issue. Some strongly agreed that a structured routine was necessary while others
were adamant that now was the time to relax.

“Yo‘llx must have a schedule of things to do, or else you get in trouble if you sit
around.”

“That’s the idea of retirement—you do what you want when you want.”

Participants seemed to differ by age on their attitudes toward senior citizens cen-
ters as places to go for organized activity. In general, younger participants were not
attracted to these centers, referring to the atmosphere as “depressing,” while older
participants applauded the social benefits of these centers, viewing them as a kind
of “lifeline.” It should be pointed out, however, that two of the older (75+) groups
were recruited through a retirement center, which may have contributed to their
strong positive viewpoint.

In general, the elderly seemed to be strong subscribers to the philosophy of stay-
ing active, both physically and mentally. Involvement with life was of foremost im-
portance to them.

Besides the firm resolve of participants to stay active and maintain a positive out-
look, two major categories of activities were described as means of staying healthy.
These categories were exercise and nutrition.

Apart from exercise and nutrition, participants remarked upon a few other activi-
ties. These included:

—Monitoring blood pressure—a significant number of respondents mentioned
using free screening programs while others lamented the fact that there was no
inexlpt)ansive means for checking blood pressure (e.g., doctors visits were too
costly).

—Doing things in moderation/self-discipline.

—Regular checkups/doctor’s visits.

—Rest and relaxation.

In conclusion, it was clear from these discussions that the participants were
active, vigorous, and health oriented. Health was a top-of-the-mind issue for them,
as evidenced by their enthusiasm and interest in discussing it. Furthermore, partici-
pants were not just sickness or problem oriented; they were very much concerned
with the notion of staying well. Participants sought information from one another,
asked questions, and requested clarification. As a whole, their receptivity to new or
additional health information appeared to be high.

Given the salience of these concerns, older adults may be one of the groups most
interested in information about health. In contrast to younger age groups, older
people are already seeking health information. Hence, an effort aimed at correcting
misinformation and reconciling confusing advice may be valuable.

A nationwide health promotion campaign for older people should be initiated.
Specific recommendations are provided regarding exercise, nutritior, accident pre-
vention, safe use of medications, smoking, and preventive health services.

) EXERCISE AND PHYSICAL FITNESS

Exercise and physical fitness can play a central role in health promotion efforts
with the elderly. Evidence indicates regular vigorous exercise can reduce the risk of
hea::l disease, improve cardiorespiratory fitness, and improve general health and
morale.

In focus groups, older people were found to be proponents of exercise, with walk-
ing being the most frequent mentioned exercise activity.

While excerise was considered important, there was no consensus on the level or
tyPe of exercise that is appropriate.

‘It’s more important now—we’'re more inactive.”

“At our age, any kind of exercise is good.”

“Older people do not need as much exercise; but they need to make far more
effort, cause the young get it anyway, regardless.”

b‘(;I'm s,till working so I get enough exercise. When I slow down, I'll certainly think
about it.”

“When you been on your feet all your life you don’t go looking for more exercise.”

It is clear from several of the examples given by focus groups participants that for
some, the concepts of “staying active” and “exercise” are interchangeable. Also
worthy of note is the difference in attitude and behavior of heart patients regarding
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exercise. Individuals with heart problems who paticipated in cardiac rehabilitation
programs were more knowledgeable and more adamant about following an exercise
regimen than were individuals without heart problems. These individuals demon-
strate the ability of older people to adopt and maintain a vigorous exercise program.

While older people may be aware of the benefits of exercise, many older individ-
uals fail to exercise regularly. The 1975 Health Interview Survey found that 57 per-
cent of people 65 and older (and 56 percent of people 45 to 64) reported getting no
regular exercise. The frequency of regular exercise was particularly low among
older women, and among low income and minority groups

Although focus group members agreed that there are benefits related to exercis-
ing, they appeared to be conscious of their own limitations as well as other obstacles
to becoming more physically active. These included such things as perceived risks
and environmental factors. In addition, most participants showed a relatively low
level of knowledge about proper exercise which.in itself can be construed as an ob-
stacle. These areas are expanded upon below.

Physical limitations.—Focus groups participants were very open about the physi-
cal changes that they have experienced as they have become older. There was also a
certain sense of acceptance of these changes, particularly among those over 65 years
old. While they talked about the need to realize their limitations, they also stressed
the importance of remaining physically and mentally active.

“You've got to realize your limitations and live with them. Everything wears out
sooner or later.

“I get tired quicker than I used to. It aggravates me that I can’t run a mile in 10
minutes. In your mind you can still do all these things.”

“T've slowed down, don’t have as much energy. I used to dance every dance, now I
sit down after two or three dances.”

“I suppose you're gearing this to the exercise we can do, not stuff we gave up
years ago, like handball.”

Fears and perceived risks.—Accompanying their physical limitations were an as-
sortment of fears and perceived risks. The most frequent fears included “overdoing

it”, broken bones, heart attacks and strokes.

“if you feel yourself under stress don’t (exercise). If you keep going after you get
tired, you can bring your blood pressure up and get a stroke.”

“People are either afraid or lazy. Out of the 25 women that come to the (retire-
ment) center, only 4 go to exercise. They're afraid of hurting themselves.”

“Olt(iier ladies fall and break bones and die within a year because they can’t move
around.”

“Fear of heart attacks, stroke too, blood clots, keeps people from exercising.”

As indicated in several of the comments above, there is some degree of misinfor-
mation among the elderly concerning the actual risks of exercise and particularly
the relationship of exercise to heart attacks. A small number of participants also
voiced the belief that any exercise is risky for an older person.

Environmental factors.—Participants also brought up various factors in the envi-
ronment that affect their ability to remain physically active. These factors include
social support, availability of programs geared to the elderly and proximity of facili-
ties. Each of these factors was mentioned as either an obstacle or a “facilitator” de-

pending upon the individual’s situation. For example, some participants said that
they didn’t exercise because they lacked a companion, while others mentioned that
havmg people to exercise with was a major incentive to exercise.

. “I get up every day now . . . I go out, I walk for two or three hours with friends
of mine . . .

“I have a dog, I take him out walking three times a day in good weather . . .”

“I'll tell you why I quit (playing racquetball). I couldn’t find someone my age to
play with and I'll be damned if I'll play with someone 25 or 30.”

As mentioned, the availability and especially the proximity of facilities were
given as factors contnbutmg to or hmdermg the physical activity of the elderly.

“If Spa Lady wasn’t so close, I wouldn’t do so much.”

“You really don’t get that much opportumty to dance, not that you don't have to
go more than 5 miles or about 15 minutes to get to it.”

“I think that proximity is one of the things that motivates ,you an awful lot. If
you have to go way out of your way, it's not very likely you're going to exercise
frequently.”

Lack of time to exercise was cited by Black and Hispanic women with heavy
family responsibilities.

Aside from exercise facilities, group members discussed the need for programs ad-
justed to the physical limitations of the elderly.
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“There you go again, everyone can't do dance . .. maybe you can’t do Jane
Fonda, but you can still do the stretches.”

“Aerobics can be too strenuous—but there’s a program for people to do it in the
water 8o not to get jarr

Also mentioned was the need to participate with one’s own age group and in
sports where not too much quick physical activity is required.

In addition, several Hispanic women thought some exercise, specifically dancing
for older women, was inappropriate in their culture.

Knowledge of proper exercise.—A conswtent theme running throughout the groups
was the low level of knowledge regarding “proper” exercise programs. Before report-
ing on the focus group findings in this area, it would be useful to review briefly
some of the current facts about exercise, particularly as it relates to cardiovascular

The physical and psychological benefits of exercise have been clearly demonstrat-
ed. As the heart and muscles of the body become “trained” through exercise, blood
pressure is kept at a lower level, and the heart is allowed to beat more slowly while
pumping a larger volume of blood with each beat. As a result of these changes, the
overall demand placed on the heart during activity is decreased. Mentally and emo-
tionally, exercise has been shown to increase energy, combat anxiety and depres-
sion, help in coping with stress, and improve sleep.

In order for exercise to improve the condition of the heart, several criteria must
be met. The exercise must be brisk (raising the heart rate to 60 to 75 percent of its
mazximum capacity), sustained (done at least 15 to 30 minutes without interruption),
and regular (repeated at least three times a week at a comfortable pace). Aerobic
exercise (fast walking, jogging, rowing, bicycling, swimming) is considered more ben-
eficial than other forms of exercise for conditioning the heart.

Although there are risks to exercising, physically active people are not more
likely to have sudden, fatal heart attacks than inactive people. In fact, people who
go through a physical training program after their first heart attack appear less
likely to die of a second heart attack. To establish individual exercise limits, individ-
uals are advised to monitor their pulse rates and not to push themselves beyond the
point where exercise is enjoyable. In addition, it is recommended that they use
common sense by listening to their body for early warning pains and by being
aware of the signs of possible heart problems. Following a gradual and sensible ex-
ercise program is considered the best way to minimize the risks of exercise and
maximize the benefits.

As previously discussed participants in focus groups valued “staying active”
which they equated with a broad array of activities; including crossword puzzles,
crocheting and housework. as well as walking and swimming. People did not seem to
distinguish between different levels of physical activities; for example, bowling and
mopping floors were considered equivalent to exercise classes and swimming.

When probed on whether all forms of exercise are equally good, participants were
basically uninformed. One individual said he thought some activities were probably
better than others. Another man said, “At (our) age, any exercise is good.”

Participants were only somewhat familiar with the term “aerobic.” To them, aer-
obics implied “exercising to music.” As one woman put it, “We can’t do the fast
ones—the Jane Fonda (ones)—but there are some for senior citizens.” Participants
did not spontaneously associate aerobics with increasing oxygen uptake or improv-
ing one’s cardiovascular condition. However, a number of individuals were aware of
the importance of walking “briskly”, compared to just walking.

For the most part, group members were wary of exercises that make the heart
rate mcrease Their general attitude seems to be expressed by one group member
who said, “You shouldn’t do exercises that make the heart go too fast—maybe exer-
cises that make the heart g0, but not too fast.” They also agreed that it was good to
do exercises designed specifically with the intention of not making the heart go fast
(e.g., stretching exercises). Only one man had any idea what his heart rate should
be, and he was a heart attack patient who participates in a formal exercise program
and is monitored twice a week.

“My doctor told me, you need to walk two miles—briskly, at a certain pace. I can
only go (pulse rate of) 135; each individual has his own limit.”

As a whole, partlclpants were not aware that exercise must be sustained (15 to 20
minutes) and done regularly for maximum value. There were, however, some excep-
tions. One individual stated that he exercises at least three times a week and feels
“a heck of a lot better. If you get into a regular routine, then you're into it, you get
addicted to it.” Another woman stated that she walks around the shopping mall and
up and down stairs more than once a week (““I walk at a nice pace, but I don’t run.”)
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Very few participants talked about following a planned exercise program (except
heart patients), building up gradually, warming up (stretching) prior to exercise or
cooling down after exercise. However, group members repeatedly emphasized the
need to seek medical advice prior to embarking upon any strenuous exercise or
physical activity.

These findings provide clear direction to formulating accurate information for
older people regarding how to exercise safely and beneficially.

It will also be useful to emphasize the kinds of exercise that are appropriate for
older age groups (such as brisk walking). In addition, community groups will need to
increase opportunities for exercise and help provide social support for beginning and
maintaining an exercise program.

NUTRITION

The importance of good nutrition in maintaining health is unquestioned and
there is a growing body of epidemiological and clinical evidence suggesting a rela-
tionship between diet and many chronic diseases—heart diseases, stroke, hyperten-
sion, cancer and osteoporosis.

Nutrition, like exercise, was an issue of widespread concern among focus group
participants even before the topic was raised by the moderator. Many individuals
mentioned weight control (the most common manifestation of “nutrition”) as one of
their primary health concerns, and others included eating moderately, watching
their salt, sugar, and cholesterol intake, or maintaining a good diet as one of the
general things they do to stay healthy.

There were, of course, occasional dissenters who offered such observations as “I
don’t watch my weight because I like to eat,” and “Nutrition is what you like.”
There was also the gentleman who ascribed his continued good health to a “bloody
mary before breakfast, a martini before lunch, (and) two martinis before dinner.” In
general, however, most participants who had observations about drinking talked
ab(}ut the need to cut down on alcohol consumption for the purpose of weight con-
trol.

As a whole, the women participants seemed more concerned about nutrition than
the men, at least given their greater propensity to talk about this topic.

Knowledge of nutrition

Despite the general concern expressed by focus group members about nutrition,
actual concrete knowledge of what constitutes “good”’ nutrition or a “balanced” diet
was largely lacking. Although there were the few self-confessed health nuts most of
the individuals in the groups were unable to put forth a comprehensive, detailed
description of what constitutes a balanced diet. Even when specifically queried
about the basic food groups of importance, responses were incomplete and/or incor-
rect

In general, focus group respondents tended to concentrate on individudal compo-
nents of a good diet. Only in the groups where a more detailed description of the
basic food groups was specifically probed for, was the following listing achieved:

—Meats (fish, poultry, pork, beef, nuts, eggs).

—Greens (spinach and yellow and green vegetables).

—CeF reals (bran, dark bread, wheat, oats, rye, rice, pasta).

—PF'ruit.

—Dairy products (cheese, eggs, yogurt, buttermilk, butter, margarine).

—Beer, wine, whiskey.

—Other foods (desserts, sweets, pasta, soda).

As indicated by the inaccurate list which was generated, there was some confu-
sion over the basic issue of whether the food groups are organized by category or by
content. In addition, the location of certain food (eggs, pasta) in the list was in ques-
tion.

It is important to note here that participants displayed a mixed level of knowl-
edge about the elements of a good diet, with contributions to the discussion coming
in a rather piecemeal fashion. While the groups were able to produce a list of food
groups, such as the one above, as part of a group effort, it was clear that very few
individuals had a comprehensive knowledge of what constitutes a good diet, and
none seemed to be “living it.”

Food selection and preparation.—In contrast to their lack of knowledge about
what should be included in a good diet, participants were much more knowledgeable
about what should be avoided or omitted. Prominently mentioned were:

—Lowering cholesterol intake, especially by reducing egg consumption or avoidin|

eggs entirely, and “cutting down” on consumption of “fatty” meats or r
meats.

42-941 0 - 85 - 6
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—Decreasing salt intake.

—Watching sugar and “sweets” consumption.

—Avoiding caffeine.

—Auvoiding junk and convenience (highly processed) food.

—Cutting down in general on the amount eaten.

Also mentioned was the need to avoid eating a lot of fried foods and to obtain
fresh foods (as opposed to canned foods) whenever possible.

It should be noted that there was some confusion among participants over wheth-
er red meats should or should not be included in one’s diet. On the one hand, many
talked about the protein found in red meat; on the other hand, some were concerned
with the excessive amounts of fat/cholesterol in red meat as compared to other pro-
tein sources (poultry and fish).

Suggestions about food selection and preparation revolved mainly around the
desire to preserve the nutritional value of one’s food while reducing cholesterol
intake. Suggestions included the following:

—Broiling foods instead of frying them.

—Selecting fresh vegetables, steaming them and then freezing them if necessary

(‘. . . canned foods may lose nutrients, plus (the{)ul‘lave salt and sugar”).

—Trimming the fat from meat and removing the skin from chicken.

—Substituting herbs for salt in food preparation.

—Substituting poultry and fish for red meats.

—Substituting low fat versions of milk (gkim, 2 percent fat), and using margarine

instead of butter.

—Selecting lean cuts of meat.

These findings parallel changes in food consumption patterns which are evident
from national data. Per capita consumption of red meat dropped 6 percent between
1970 and 1979, while consumption of poultry increased 26 percent; per capita con-
sumption of low-fat milk increased nearly four fold since the 1960’s (USDA, 1981).

Krowledge of nutrients.—Knowledge of specific nutrients was probed in greater
detail with two of the groups. Although most participants seemed to be convinced
that a balanced diet would include all the necessary nutrients/vitamins/minerals,
many admitted that they think about or take supplementary vitamins anyway.

“I take a multivitamin once in a while.”

‘“People who live alone should take vitamin C and vitamin D.”

Then, of course, there were the dissenting opinions:

“I've been to three doctors and not one wanted to give me vitamins.”

“I never took a vitamin in my life.”

Spontaneous discussion of calcium was not especially high.

In contrast to calcium, a number of individuals spontaneously brought up the im-
portance of fiber in one’s diet, although exactly what fiber is was not always agreed
upon.

With the exception of salt and sugar, few individuals expressed concern with addi-
tives in food, although at least some in the two groups where greater detail was
sought said that they read food labels partly to determine whether additives or pre-
servatives are inclu({ed, rather than to determine nutritional content.

“I've been much more conscious in recent years (of harmful things in
food) . . . (it's) diverted my mind from nutrition. I'm so afraid of being poisoned
from additives . . . and cancer . . . botulism . .. EDB .. .”

“I embarrass my wife reading the labels all the time. I look for no sugar, number
one, and as little of the additives as possible . . . nitrites, nitrates, that stuff.”

Weight control

Although many of the issues dealt with above are associated with weight gain/
loss, there are others which are more closely related. In general, cutting down on
the amount of food one eats was stressed by a number of people, as was eliminating
sugar (sweets) and alcohol. Other observations about weight loss and being over-
weight included: - ’

“. . . in order to lose weight, you should stay around 1,000 calories.”

“You have to eat 1,500 to 2,000 calories a day if you want to lose weight.”

“I don’t count calories. I just eat three good meals a day.”

Rigorously counting calories does not seem to be the generally preferred method
of weight control.

Whether or not to drink alcohol (and, if so, how much) constituted the issue with
perhaps the most varied perspectives. There seemed to be no real consensus regard-
ing the value of alcohol, and beliefs ranged from that of the previously-mentioned
man who partly attributed his good health to four drinks a day (spaced properly) to
a number of teetotalers. In one group, moderate alcohol consumption was touted as
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being somewhat beneficial; benefits ranged from improving one’s appetite to being
good for the stomach and helping insomnia.

Obstacles to good nutrition and weight control

Participants were asked to think about those factors which affect their ability to
stay on a healthy diet and maintain good nutrition. A number of barriers or obsta-
cles were identified.

Many of the obstacles identified were psychological in nature and therefore are
difficult to combat. For example, a number of individuals subscnbed to an attitude
best described as complacent; in other words, ‘““do what you're doing as long as it
works.” Other individuals said that being weak-willed or bored made it difficult to
maintain a proper diet, especlally a diet for weight management. In addition, the
need for support from one’s spouse or family was expressed.

- you get 50 bored you want to do something daring, like'eat an egg.”

“T think one of the biggest problems with food is cultural patterns of eatmg It's
very hard for one person in the family to break patterns when the rest don’t really
want to.”

“Wife cooks too good.”

“Sweets is my downfall.”

Another barrier that is difficult to deal with directly is the cost of healthy food,
both in terms of price and of convenience.

“Salary . . . money. The money has got a lot to do with it.”

“Food is going up, up, up, so what do you do, you eat cheaper food, something to
substitute, but it’s not filling your appetite or your desire.”

“"" "I found strawberries at the supermarket a couple of weeks ago (for) $1.79 for
a little carton . . . I ate them all . . . People that are elderly, their life isn’t guaran-
teed. They don’t know when they’re going. So why go away from here hungry?”

In contrast to the barriers cited above, a number of obstacles were identified re-
lating to specific behaviors and to informational needs, both of which may be ame-
nable to intervention. Some specific problem behaviors mentloned included:

—Keeping extra food out of the house.

—Shopping when you're hungry instead of using a shoppmg List.

—Dealing with the ease of use and availability of convenience foods.

—Making and eating too much when one is cooking for one’s self.

—Drinking alcohol.

Informational gaps and the amount of contradictory information in existence pro-
vide a category under which a number of barriers are subsumed. For example, some
people were uncertain about where they could find restaurants serving a nutritious
meal for a reasonable amount of money. This is especially problematic for people
with dietary restrictions and food allergles—two conditions which become more and
more likely with increasing age:

“You find more and more foods you can’t handle . . . so you keep cutting them out
of your diet until you finally get down to where ou're much more restricted .

“I don’t like going out to eat in the restauants, because I can’t get the foods I like
to eat.”

The major problem related to information concerns the degree of confusion re-
garding specific information about nutrition, This confusion incidentially, appeared
to be most acute among the better educated or higher socioeconomic class individ-

uals—those, in fact, who specified that they tried to research the information avail-
able about nutrition.

“But I don’t know, I get confused over all the advertising. They talk about marga-
rine—you should eat low saturated fats—and yet you wonder whether that’s good
for you or isn’t good for you and how much should you eat of it and do you have to
eat it in moderation or can use it like you'd like to use it . . . it’s very confusing.”

. (information about) cholesterol goes up and down too.”

A couple of individuals felt that lack of information was even at the root of the
cost issue. For example:

“It’s not always a question of money. With some people it's a question of proper
selection . . . they’d probably spend the same amount of money for a well selected
diet as they would for a diet that is incomplete. But, here again, it is a matter of
information.”

. a lot of us aren’'t educated to what we should eat . . .” “If people had access
to more information . . . in the long run it would be better for them.”

Authoritative information stated in behavioral terms (do’s and don’ts) would be
apprecmted One older man admonished:

‘What kind of food should you actually eat and how much, how much calories of
each approximately? Be specific when they're telling you what to eat. Instead of
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saying ‘eat carbohydrates,’ tell them what foods carbohydrates are in. Because the’y
say ‘eat protein,’ you say, ‘now what do I get? How do I get protein? You don't
always know what food carry the vitamins you need.”

In order to adequately design nutrition information for older people, a number of
things must be kept in mind. It is important for older adults to have essential nutri-
ents. However, older adults have lower energy requirements and may tend to eat
less or eat foods that do not supply need nutrients. It is more important as one ages
that special care be taken in selecting foods in order to meet nutritional needs. In a
:'lectlent review, Harper (1981) recommended two basic dietary guidelines for the el-

erly:

—The best guide for meeting essential nutrient needs is based on four food
groups: (1) meats, fish, poultry, and beans; (2) milk and dairy products; (3) vege-
tables and fruits; and (4) cereal and grain products, including breads. Daily se-
lection of two servings from the first and second group, and four servings from
the third and fourth groups will provide between 80 and 120 percent of the Rec-
ommended Daily Allowances (RDA) for essential nutrients.

—A second dietary guideline for the elderly is not to allow alcohol and purified
fats and carbohydrates, which are poor sources of essential nutrients, to dis-
place foods in the basic foods from the diet.

In encouraging healthy nutrition, it will be important to recognize the cultural
aspects of food. A campaign that simply emphasizes health benefits may fail to
change eating habits rooted in cultural tradition. To overcome such barriers, it may
be useful to stress the good taste and appeal of desired food alternatives. An empha-
sis on substitutions may be particularly valuable with older adults who may express
a wide range of individual food preferences. Although different groups express the
same concerns, materials will need to be designed in culturally acceptable formats.

Another nutritional problem of aging is obtaining calcium, which can result in
osteoporosis—brittle bones. This disease is believed to precipitate nearly 200,000 hip
fractures a year, primarily in white elderly women, and is a major cause of disabil-
ity in old age. It is also an illness that may be largely preventable. The American
Medical Association (1979) states, “although the precise etiology is unknown, there
is some agreement that adequate calcium intake and continued physical activity are
important in the prevention of osteoporosis.” An NIH Concensus Conference Report
on Osteoporosis (April 2-4, 1984) advised 1000 mg of calcium daily for premenopau-
sal and estrogen-treated women and 1500 mg for postmenopausal women to main-
tain bone strength. The report also stated increased calcium intake may prevent
age-related bone loss in men as well. Only a few participants in the focus groups
were aware of the relationship between calcium and osteoporosis; and awareness of
the relationship between calcium retention and exercise was completely lacking.
Hence, these areas might be particularly fruitful ones for health promotion mes-
sages. Dairy products are a good source of calcium, but may be high in fat. There-
fore, emphasis should be on “low-fat dairy products” to avoid conflict with messages
about reducing fats. Since some older adults have difficulty digesting milk, health
messages should provide information about non-dairy sources of calcium. It will also
be important to stress the role of exercise in the prevention of osteoporosis.

Lack of exercise and low calcium is not simply a problem of old age. The median
calcium intake of American women is 40 percent below recommended levels at
almost all ages (Heaney, 1982), Therefore, while messages for older people regarding
the importance of adequate calcium are important, they would be valuable for other
age groups as well.

In addition, in order to respond to the issues raised by older people nutrition edu-
cation should also.include information on the questions older people frequently
asked. These include clarification of the confusing information about fats, saturated
fats and cholesterol in the diet; the role of fiber and how it is best obtained; weight
control; vitamins; and digestive disorders. :

PREVENTION OF ACCIDENTAL INJURIES

The prevention of accidental injuries deserves to be a major theme of health pro-
motion efforts for the elderly. The death rate due to accidents is four times higher
for people 75 and older than for all others. Accidental injuries resulted in nearly 43
million days of bed disability in 1977 for people 65 and older. The nature of health
prorgotion approaches, however, will need to vary for motor vehicles and household
accidents.

Preventing motor vehicle injuries—Motor vehicle related accidents represent a
significant cause of death and disability among the elderly, and the nature of those
accidents appears to be distinctly different from that characterizing the general pop-
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ulation. Biological factors (such as decreasing visual acuity, night vision, auditory
function, and reaction time) increase the likelihood older individuals will be in-
volved in accidents either as drivers or as pedestrians.

Public education efforts could be targeted at three areas:

—Regular use of occupant restraints (seat belts, shoulder harnesses). It is estimat-
ed that fewer than 10 percent of drivers and passengers 65 and older regularly
use seat belts the lowest rate of any age group. Use of restraints can significant-
ly decrease the likelihood of serious injury particularly head injuries in the
event of a collision. Occupant restraints may be particularly important in pre-
venting injuries given declining biological function in older individuals.

—Pedestrian safety. Pedestrian fatalities account for 42 percent of motor vehicle
deaths among those 75 and older. The majority of those deaths could probably
be prevented if elderly individuals exercised extreme caution in crossing road-
ways particularly at night and in urban areas. Simply getting pedestrians to
cross at intersections would probably prevent deaths, since only 21 percent of
pedestrian fatalities occur at intersections.

—Defensive driving. Another possible area of intervention would be encourage-
ment of informed judgment in deciding when and how to drive. Older partici-
pants in the focus groups were aware of their limitations mentioned changes in
their driving habits to reduce their exposure to dangerous driving situations by
avoiding driving at night or during rush hour. These ideas, along with defensive
driving skills could be reinforced. Care would be needed, however, to ensure
warnings about driving within individual limits do not reinforce negative stero-
types about aging.

Public education messages about traffic safety need to be motivational rather
than informational in approach. Older people know about the importance of wear-
ing seat belts, driving cautiously, and being careful about crossing roadways. They
just do not always act on this knowledge. : ’

As one focus group respondent stated, “A seat belt; I never used it in my life, but
I imagine it’s good safety.”

The challenge of developing effective motivational messages about traffic safety
with older adults might best be combined with current efforts of the National High-
way Traffic Safety Administration and private sector organizations to promote seat
belt use and traffic safety.

Environmental factors that can contribute to accident rates need to be addressed
by committees. Poor design and placement of signs, roadway lighting, and timing
and placement of traffic signals at intersections and crosswalks can contribute to
accidents and increase morbidity and mortality among older people.

Preventing home accidents.—Falls and burns exact a heavy toll on older individ-
uals. Nearly 70 percent of all deaths attributable to falls and a third of deaths at-
tributable to burns occur among persons 65 and older.

There are a number of safety precautions that can reduce the incidence of acci-
dents within the home. Nonetheless, the role of public education in preventing in-
home accidents is less clear than on the other issues. Older adults appear well in-
formed about safety, but, like most age groups, do not always act on the informa-
tion. Participants in focus groups had no difficulty in suggesting measures to pre-
vent falls and other in-home accidents. In addition, participants seemed to recognize
their physical limitations and offered advice (e.g., “Don’t hurry, be patient with
yourself”). .

Because older people know so much about ways to prevent accidents, information
alone does not hold promise. Accident prevention may be more appropriately ad-
dressed in other ways such as encouraging diagnosis and treatment of underlying
medical conditions associated with accidents. For example, properly fitted eyeglasses
and adequate podiatric care could reduce the rigk of falls. Provider education about
the importance of treating of vision, hearing, and foot conditions may also be appro-
priate.

It may be useful to design community programs to remove environmental hazards
and make homes safe and secure. Examples of such measures might include turning
down the thermostat of hot water heaters to less than 130 degrees to prevent scalds,
installation of handrails on stair cases, improved lighting in hallways, and installa-
tion of smoke detectors. This areas may also lend itself to very specialized research
regarding how to communicate complex information on changing positions such as
getting out of bed or walking up stairs in ways to reduce the likelihood of injury.
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SAFE USE OF MEDICATIONS

Older adults are particularly susceptible to adverse effects from medication use.
Enhancement of appropriate drug use by the aging would be a significant health
promotion achievement. Physiological changes associated with aging, high use of
prescription and.over-the-counter drugs, and the difficulties of coordinating prescrip-
tions from different medical care specialists all contribute to the problems associat-
ed with drug use among the aging.

Older people expressed concern that physicians did not communicate effectively
with them regarding medication regimes and possible side effects. One man com-
mented, “Doctors are not careful enough to tell you how to take medications, and
you don’t always think to ask.” Problems in communication are compounded by the
difficulty of coordinating medical care among many specialists. One woman said,
“Doctors need a comprehensive interest in the person. These people have no connec-
tion with us. If you have a problem with a car, it goes to one garage.” While these
concerns extend to the whole area of geriatric health care, they are particularly im-
portant in the area of medication use.

A health promotion- program regarding safe use of medications must be a multi-
faceted effort. There is clear need for professional education. Physicians need better
information about the nature of medication effects in older individuals. It may be
also useful to reinforce the need for careful communication and concern for older
patients. One woman commented: “I have a good doctor. He sits and talks with you
and he’s patient with me.” Such caring and communication skills have long been a
part of the healing relationships but may be overlooked in the press of the modern
practice.

There may be a useful role for public education in helping older individuals to use
medications safely. As one 60 year old man commented, “there’s only one person
who can take responsibility for your safety and that’s you.” A health promotion pro-
gram targeted at older people regarding safe use of medication should include: infor-
mation on the importance of telling the doctor about all medications being taken;
asking doctors or pharmacists questions about how to take medications safely, side
effects to watch for, and what each medication is for; keeping a daily record of all
drugs being taken; following prescribed medication regimens; and being cautious of
possible effects of alcohol/drug or multiple drug interactions. .

Finally, there is a need for continuing research in areas such as the study of the
aging process itself and separation of it from disease; study of the physiological
changes in aging that may affect drug efficacy; drug testing among the elderly and
in situations of multiple drug use; and the development of drugs to treat mental
deterioration. Information from such research needs to be transmitted to health
care providers and their prescribing patterns and patient compliance studied. Con-
tinued testing of patient education methods to improve adherence to various treat-
ment regimens is needed as is the dissemination of information about the effective-
ness of programs. ‘

SMOKING

It is recommended all adults—of any age—stop smoking. Even at a late age,
smoking cessation does appear to hold benefits for contributing to improvements in
emphysema, bronchitis, and coronary heart disease. Some data support a reduction
in cancer rates if those 50 and older stop smoking. Since smoking was not one of the
topics selected for indepth examination in this research, little information was ob-
tained on the subject from focus groups. Abstaining from smoking was not often
mentioned spontaneously by group members as a “way to stay healthy.”

Although the major improvements in health status may come from anti-smoking
information directed at younger age groups, it is nonetheless recommended that
health promotion programs continue to encourage older people to stop smoking.

PREVENTIVE HEALTH SERVICES

Preventive health services—those which can detect disease in its early stages or,
like immunization, preventive disease from occurring—can contribute to a health
promotion initiative. Recommendations regarding specific tests or procedures to be
offered, to which population groups, and with what frequency is the province of
expert scientific review panels and professional groups. For older people, there is

eement among these experts that certain procedures should be universally ap-
plied—high blood pressure checks and immunizations for influenza and pneumococ-
cal pneumonia. Other services, principally screening procedures for cancers, are rec-
ommended for high risk persons and should be discussed with one’s health care pro-
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vider. In addition, older people should be encouraged to report any problems with
vision, hearing, or their teeth and gums to health care providers.

Health promotion programs can include information on the existence of specific
services and the value of obtaining these services in detecting and preventing dis-
ease. In addition, health care providers need to be informed regarding appropriate
ways to integrate preventive services into ongoing patient care and provide opportu-
nities for patient education.

CHANNELS OF COMMUNICATION

One of the clear lessons learned from other public education efforts is the impor-
tance of using multiple channels of communication. The more frequently and the
more ways people receive health information, the greater the likelihood they will
adopt good health practices. The focus group discussions and a review of data about
the media habits of older people indicate that certain communication channels may
be particularly appropriate for older audiences. .

Older adults watch more television than younger age groups. Moreover, during
the morning and the evening news, the audience is comprised heavily of older
adults. Health information during these times can efficiently reach a wide audience
of older people. The television watching habits of older adults correspond well to the
times when public service time is most available. Public service announcements
could be used to transmit brief messages on health promotion. News/talk show seg-
ments and presentations could be used to communicate more detailed information.
Focus group participants indicated they particularly liked “question and answer”’
formats, both because-of the amount of information presented and a comfortable
upace.n .

Although, oider aduits do not listen to radio as much as younger groups, there are
certain stations such as those broadcasting news and talk shows which draw a high
proportion of older listeners. Public service announcements—possibly in the form of
announcer copy—and presentations on selected talk shows can be useful to transmit
information about health promotion to older audiences.

Approximately 70 percent of older Americans read a daily newspaper. Given this
level of readership, articles featuring health promotion information can be a useful
way to reach older audiences. Care should be taken to assure articles are simply
and clearly written.

Specific magazines, such as Reader’s Digest and Modern Maturity, and Sunday
newspaper supplements are widely read by older people. It may, however, be diffi-
cult to place articles in some of these magazines.

Other health promotion campaigns have made effective use of brochures and pam-
phlets. Respondents in focus groups attested to the usefulness of such materials.
Placing brochures in physicians’ offices, libraries, food stores, and pharmacies
(“right up next to the drug counter where you can’t miss them”) may be useful.
Care should be taken to ensure such materials are easy to read and attractively for-
matted. One 83-year-old woman admonished:

“Do not use small print with curlicues. Keep in plain and large size. It should be
in the simplest form. Many people our age have not had one day of school.”

The media channels are complementary. Public service announcements (PSAs) on
television and selected radio stations can increase awareness of good health prac-
tices among older people. Television and radio talk show presentations can provide
more detailed information about specific ways to keep healthy. Newspaper articles
can provide another source of health information for older adults. Brochures, pam-
phlets, and articles in community newsletters can provide sources of information
that can be referred to again and again.

The final element in successful dissemination of health messages is interpersonal
communication. Communications by professionals (physicians, pharmacists, nurses,
health educators, and others) and communications by family and friends are impor-
tant in providing information about and support for health promotion activities. i

Various intermediary groups can play an important role in getting messages
transmitted at the community level. There is a strong role, then, for a number of
key actors: -

—Physicians and other health care providers credible sources of health informa-
tion particularly regarding medication use and preventive health services It
should be noted, focus group particpants consistently expressed concern that
physicians were not always well informed sources on fitness and nutrition and
often did not, in their opinion, provide sufficient information on medications.

—National, State, and local intermediary groups play a key role in the dissemina-
tion of health messages. The number of organizations with interests in heaith
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promotion and/or aging is impressive. One clear role of the Federal Govern-
ment is to work with these various organizations to support their efforts and
facilitate cooperative activities among those providing services to the aging and
those with health promotion expertise.

A multiplicity of methods of communication may be the key to a successful na-
tionwide campaign to promote the health of older people.

Channels of communication for special populations.—The media habits of older
blacks and older rural residents are similar to those of all older adults. The princi-
pal differences being that these groups read less and watch television more.

Older blacks comprise only a small proportion of the television viewing audience
(6 percent during the day and 3 or 4 percent during the evening hours) so it may be
difficult to air specialized public service announcements (PSA’s). Talk show presen-
tations, which can be more easily tailored to a particular audience, may offer a
forum for transmitting information to older blacks. Direct presentations and distri-
bution of materials in black communities may“also be useful.

Older rual audiences can be reached through community groups and via televi-
sion and radio news/talk programs on stations serving rural areas. Personal com-
gunication may be particularly important in reaching older rural and minority au-

ences.

FUTURE DIRECTIONS

While the emphasis in this report has been on the feasibility of planning and con-
ducting a public education program on health promotion for older people, many
other related issues have been raised. These include:

—The need for long-range planning. It must be emphasized that interest in health
promotion, especially for the aging, is a relatively recent phenomenon. Life long
patterns must be addressed. A concrete strategy for continuing emphasis on
health promotion for the aging should be developed. Current attention should
be viewed as a springboard for long-range, serious efforts.

—Developing market research base. The present research was a first attempt to
segment the “aging audience” on the basis of three age groups and two socioeco-
nomic levels and ethnicity. These variables are obviusly limited and it is strong-
ly recommended that work be continued to better understand older people and
their health practices. Special attention should be paid to the needs of low
income people, minorities, and those with specific health problems, and to ex-
ploring in-depth particular topics such as preventing falls.

—Encouraging development and testing of model health promotion programs. It is
well understood that information alone will not bring about behavior change. It
is of critical importance that programs be developed to encourage and support
desired health related behaviors.

—Stimulating action. In the long run, success of health promotion programs will
rely heavily on programs and services at the local level. The Federal Govern-
ment is in an ideal position to foster communication among public and private
groups and to stimulate their participation in developing health promotion pro-
grams for older people.

Item 2. LETTER AND ENCLOSURE FroM RicHARD BRUSUELAS, EXECUTIVE DIRECTOR,
New Mexico HEALTH SYSTEMS AGENCY, ALBUQUERQUE, NM, T0 SENATOR JEFF
BinGAMAN, DATED Oc'ropER 22, 1984

DEar SENATOR BINGAMAN: Your concern and interest in our elderly New Mexican
citizens was evident at the public hearing you held on October 12, 1984 in Albuquer-
que, NM, on “Healthy Elderly Americans and Health Promotion for the Elderly.”

Although we were unable to secure a position on the agenda to present testimony,
we were pleased to have had the opportunity to attend the hearing. As a public
health planning body our major role is to provide effective planning to health serv-
ice areas in the State. We feel health promotion for the elderly is vital, in order to
bring about a healthier more independant elderly population. Qur focus for the el-
derly is to secure a continuum of care system or long-term care system which em-
phasizes a well-coordinated community based primary, preventive, maintenance and
rehabilitative care system that will inevitably serve to promote health and increase
the health status of the elderly.

We are very interested in becoming a part of any special committees that may
evolve as a result of this health promotion movement.



93

Thank you very much for the opportunity to present this written testimony for
your review. -
Sincerely, )
RicHARD BRUSUELAS.

Enclosure.

HEeALTH PROMOTION FOR THE ELDERLY

This testimony concerning health promotion for the elderly is provide by the New
Mexico Health Systems Agency in support of strategies, legislative actions and ideas
that will develop a healthier more independent elderly population.

. Nl?iw %Vlexico is the fifth fastest growing State in percentage of the population that
is elderly.

Elderly population grew by almost 60 percent between 1970 to 1980. By the year
2000 there will be 500,000 elderly in New Mexico.

Health care costs of U.S. elderly now exceed $120 billion per year.

Large numbers of elderly die of chronic conditions each year in New Mexico.

Health promotion for the elderly has generated a great deal .of concern and sup-
port throughout the Nation. The development of programs such as exercise classes,
nutrition awareness, smoking cessation, stress management, programs that foster
socialization and sound mental health, and periodic screenings and immunizations
are all part of the health promotion movement. Nontraditional health care services
such as day-surgery centers, home health care services, community-based care pro-
grams, are also part of the health promotion movement. The health promotion
" effort is aimed at avoiding illnesses that require costly and extended medical treat-
ment. The overall goal of health promotion is that we help our elderly to become a
healthier, more independent population. Through our involvement in this health
promotion movement for elderly health care, we as a public health planning body
strive to ensure that our goals and objectives incorporate health promotion strate-
gies, that will affect elderly populations in New Mexico.

PROMOTING HEALTHIER LIFESTYLES

Although it is not too late to improve the health of older Americans through
health promotion, we are viewing health promotion for the elderly retrospectively.
Recent research suggested that after a certain age, “clean living” won’t help you
live longer. “Eating and sleeping properly may help younger people live longer, but
by the time someone reaches 65, its too late to live right” (Albuquerque Tribune,
October 5, 1984, “Party at 65?”) The “essence” of health promotion is a healthier
lifestyle. Health promotion should begin at infancy and early childhood, and contin-
ue through adolesence, adulthood, and finally through the elderly years. Health pro-
motion should provide health education on maintaining a healthy lifestyle. The Na-
tional Center For Disease Control estimates that 55 percent of our long-term health
is determined by lifestyle: How we eat, drink, exercise, manage stress, and whether
we smoke. This means that 90 percent of good health is determined by factors other
than medical care. Conversely, we still spend only one half of 1 percent of all health
care dollars on health promotion efforts in this country. If lifestyle is the single
most important determinant in our health status in later years, more emphasis
must be placed on promoting healthier lifestyles and spending on health promotion
must increase.

Health promotion for the elderly should develop strategies that focus on holistic
health care strategies. A general consensus is that health promotion should focus:

(1) The development of a variety of exercise programs funded by State and
Federal funds that will be accessible to diverse groups of elders in the State.

(2) Nutrition programs be extended to include a nutrition education compo-
nent that will be introduced into the food stamp program providing informa-

" tion, demonstrations, and displays on better nutrition.

(3) Encouraging older adults to participate in health promotion programs that
discourage smoking, alcohol, and long periods of stress.

(4) Providing an alternative health care delivery system, and encouraging el-
derly to utilize these services that may be more responsive to their financial
needs as consumers.

(5) Incorporaté case management strategies into our current health delivery
system so that better coordination and cooperation may exist between private
and public grograms for elderly care.

(6) Health promotion must become a priority item for funding and reimburse-
ment at Federal, State, and local government levels.
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These strategies (that are not inclusive) provide some overall, general suggestions
as to the focus of health promotion for the elderly.

In New Mexico there are nearly 179,000 elderly retired persons who have been
part of the work force. Many elderly look fowards to their retirement years, unfor-
tunately, many elderly are not able to enjoy retirement because of deterioration in
their health status. Our statewide objective for 1983-84 is to “initiate new employee
health promotion programs in New Mexico” (AIP 1983-84). Consistent with this ob-
jective is our “good health is good business” annual conference where we actively
seek to perpetuate the idea that health promotion on the worksite is vital. Because
many elder persons have spent many long years as part of the work force, health
promotion should begin on the worksite. Many companies and businesses are begin-
ning to incorporate fitness activities, health education programs and even provide
health facilities for their employees. Many businesses are realizing that “good
health means good business” and a healthy employee is often a more productive em-
ployee. Health promotion for older employees should be initiated on the worksite
through a “preretirement” program. This program should focus on providing health
fitness activities and health education classes that specifically address the health
needs of older adults. The goal of the preretirement program is to provide annual
periodic screenings to monitor older persons health status, and detect chronic condi-
- tions in the early stages so that they may be treated effectively to prevent expensive
- hospitalization. In developing health promotion programs on the worksite employers
could save on health insurance costs, workers compensation payments and reduce
employee absenteeism.

-As part of our testimony we have developed recommendations on health promo-
tion for the elderly. Congress shold consider and encourage the following:

(1) Tax incentives should be provided for employees and their families and re-
tirees of companies who are active in worksite health fitness programs and com-
munity health programs.

(2) Tax deductions also be provided for families who provide home health care
for elderly family members.

(3) Increased Federal funding through Medicare and Medicaid for alternative
health care services; i.e., home health care, hospice.

(4) A differential reimbursement system be provided for alternative care serv-
ices and health promotion programs.

(5) Medicaid waiver 2176, which currently provides care for seriously ill per-
sons needing in-home care and community {ased care by extended and expand-
ed to provide more care for all elderly regardless of health status.

(6) Health promotion become a priority item for the national budget, and the
State budget for health care, to increasing spending on health promotion..

(7) A program in conjunction with the State and public health department be
developed to complete a list of all elderly Medicare and Medicaid enrollees to
provide free consultations on health status, free immunizations and screenings
and information on promotion programs and alternative services available to
the elderly.

(8) The State work in a coordinated effort with public and private health care
services to develop an elderly resource manual on the types of alternative care
services and programs that are available in the state.

(9) Federal legislation be introduced for the development of Medicaid HMO’s.

(10) The U.S. Department of Health and Human gervices should initiate an
effort through State health planning and health systems agency at the local
level to ensure that health promotion for older Americans becomes a corner
store of state health plans, HSP and AIP’s.

CONCLUSION

We believe that the health promotion/illness prevention movement for the elderly
must focus primarily on healthier lifestyles, providing health promotion programs,
and providing alternative health care services. The success of this movement to-
wards health promotion will be determined by the cooperation between local, State,
and Federal government, and their concern for elderly health care. “The long-term
goal of our health promotion and disease prevention strategy for our older people
must not only be to achieve further increases in longevity, but also to allow each
individual to seek an independant and rewarding life in old age, unlimited by many
health problems that are within his or her capacity to control.” (Healthy People:
Surgeon General’s Report on Health Promotion and Disease Prevention.)

We believe that resources are available with health planning agencies, also agen-
cies organizations, department of aging, and other State and Federal agencies to sig-
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nificantly address comprehensive health promotion. Further by combining resources
with community interest and congressional leadership health promotion and health-
ier older Americans is an achievable goal.

Should you feel that the New Mexico Health Systems Agency can be of help to
your committee members or staff please feel free to call on us.

ITEM 3. STATEMENT OF COoRINNE H. WoLFE, CocHAIR, NEw MEXico HUMAN SERVICES
COALITION, ALBUQUERQUE, NM

I am Corinne H. Wolfe, cochair of the New Mexico Human Services Coalition.

The coalition is an advocacy group made up of 400 individual members from
about 60 health, social service agencies and citizens interested in human services
including children, youth, families, the delinquent and the elderly. This voluntary
Eroup was formed to work with New Mexico State agencies and the legislature on

uman service budgets and needed legislation.

RECOMMENDATIONS

The coalition strongly supports and has been active in the requests of the elderly
for adequate health care including community, in-home and pilot project to provide
alternative home care for New Mexico in seven areas. The coalition recommends
that the committee support changes in Medicare and Medicaid programs that em-
phasize and encourage less costly alternatives to traditional care such as outpatient
and home health services, surgi-centers, urgent care centers, care by mid-level prac-
titioners and extensive home care services.

The Medicaid Program is the last resort for healith care for many peopie, particu-
lareh\; the elderly and children. The program now covers only a small portion of
medically needy, elderly, children and families. The coalition recognizes that health
care for people in the United States is one of the most urgent needs faced by this
State and the country. Health care costs are rising at three times the rate of the
Consumer Price Index. New Mexico costs are rising at three times the rate of the
index or 29 percent faster than the rest of the Nation. The New Mexico program is
only for the categorical needy and is one of the 19 States without a medically need
program. The New Mexico program is facing the possibility of about $2 million defi-
cit for this fiscal year. Despite this deficit, the New Mexico Coalition does not think
that either the New Mexico program or the national program provides adequate
health care for its citizens and certainly does not meet the 1976 commitment (Public
Law 93-641) for equal access to quality medical care at a reasonable cost for all citi-
zens. Cost containment programs must be directed at methods of administration and
not by limiting eligible people or by creating a two-level system of health care for
the poor and the rest of the citizens. Serious study must be undertaken to determine
the costs of adequate health care so that all citizens including the poor will have
access to care. Now some physicians refuse both Medicare and Medicaid patients be-
cause of payment and the quantity of paper and procedures to be followed. Even
though a physician may see Medicaid patients, we are fearful that person will not
receive the same attention and care as paying patients. Recently, at a hearing in
the Human Services Department on its budget, a representative of a physicians’ as-
sociation indicated that some physicians may have no qualms about keeping medic-
aid patients waiting longer and otherwise subtly treating them differently.

The coalition recommends that the United States committee must consider not
only the present short-term needs of the elderly and the needy but the long-term
health needs of all citizens. Long-term planning must include preventive measures
so that future families and the elderly will not ge faced with health care needs that
the present population faces. Preventive measures must take into account nutrition,
lifestyle related illness, alcoholism, drugs, stress, etc. 50 to 75 percent of all deaths
in the United States are lifestyle related. The coalition believe that our whole
health attitude is at fault. People should be given incentives for staying well, not for
getting sick. We recommend preventive medicine bonuses to encourage citizens to
stay well. State Medicaid programs could be given a higher level of Federal match if
they bid many of their services, contract with preferred providers, organizations, or
hﬁalth maintenance organizations who have established wellness programs for their
clients.

The coalition recommends that the committee reexamine all present programs;
Medicare, Medicaid, health services, social services, aging, and rehabilitation pro-
grams to develop maximum use of present af;'ograms to systematically provide
access to quality medical care. The coalition also strongly urges the committee to
look at these programs in relationship to the authorizations and outlays the Reagan
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administration is calling for in military spending. Last year, the “national defense”
share of the federal budget had increased in the past 2 years from 25 to 33 percent
of total budget authority. This represents an incredible 57 percent share of the dis-
cretionary portion of the Federal budget, for which Congress makes annual appro-
priations. The coalition thinks that any clear analysis of what is happening to social
programs must be seen in the context of a proposed and now existing military build-

up. .

The coalition emphasizes the issue and need of providing access to quality medical
care. Recently the New Mexico Human Services Department implementation task
force for the demonstration program for coordinated in-home care program recom-
mended to the secretaries of the Human Services Department of the Health and En-
vironment Department to review all State and Federal funded programs to further
develop health care programs for the State. The State is beginning to place in-
creased emphasis on maintaining health and wellness.

As a final note, the coalition is aware, just as we know members of the committee
are, that your colleagues in Congress on some of the appropriations subcommittees,
are proposing funding figures for -entitlement and other domestic programs at
amounts much below those amounts actually needed. We urge.you to protect these
domestic programs and increase the appropriation to more nearly meet the need.

DATA SUPPORTING THE ABOVE RECOMMENDATIONS

Case for the elderly.—The elderly population is growing at a fast rate which com-
pounds the problem. In New Mexico, it is expected that the aged will increase from
the 9 percent of the population in 1980 to 24 percent of the population in the next
10 years. In addition, technological developments in medicine mean that people live
longer. The availability of medicare and medicaid has made it possible to provide
basic medical care. These programs, however, are already expensive and the in-
creased number of elderly will make the cost prohibitive.

There is a need both at the state and national levels to develop a plan for a con-
tinuum of care from the well to the very frail elderly as well as plan for hospice
care for the terminally ill. A systematic long-term' care policy and program is neces-
sary to provide community in-home care and to lower the number of institutional
facilities which will be needed if community in-home care in not provided. The pur-
pose of a long-term care system is to provide all elderly members of the community
the assistance they individually need in order to lead as healthy, productive, and
independent meaningful lives as possible.

Medicaid in New Mexico.—In 1983-84, New Mexico Medicaid expenditures were
$132,700,000, an increase of 17.9 percent over 1982-83 figures. Reports indicate that
about one-third of the expenditures are for families and children (AFDC) and two-
thirds for the elderly, handicapped and disabled. For the budget year 1985-86, the
expected expenditures will be $163,300,000 or an increase of 13 percent. The reasons
may be that there has been an increase in the AFDC caseload from about 18,000 to
19,000; the unemployment rate has remained about the same for the past 2 years
?nd there are about 100,000 poor and near poor in New Mexico who may be eligible

or care. .

. Families and children.—Children of unemployed and uninsured workers are being
hurt. Children in unemployed families face low-income levels (63 percent of workers
receiving unemployment benefits have annual income below $10,000. The average
‘'unemployment insurance benefit is approximately $100 a week.) They also face loss
of job-related health insurance. According to the Bureau of Labor Statistics, over 12
million people are currently unemployed. According to the Congressional Budget
Office, approximately 10,700,000 people, including children and spouses, lacked
health insurance coverage at the end of 1982 because of job loss. Young workers,
those most likely to have young children, are most likely to be unemployed.

In some instances, unemployed families can gain health insurance through medic-
aid. But in 27 States, Medicaid does not cover either impoverished unemployed two-
parent families or their children.

Many low-income employed families are also unlikely to have health insurance.
Nearly 13 percent of workers earning between $5,000 and $10,000 have no insur-
ance. One alternative for paying health care bills could be the Medicaid program.
But budget cuts have substantially reduced the number of working poor who can get
Medicaid coverage.

For more than 10 million of the poorest children in America, the Medicaid pro- .
gram is the only way to pay for checkups, medical treatment, dental care, hospitali-
zation and needed drugs. For hundreds of thousands of pregnant women, the pro-
gram pays for prenatal care and delivery services. Children, more than any other
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age group, rely on Medicaid to pay their medical bills. Unlike older Americans, they
do not have Medicare or private insurance policies. In 1979, 55 percent of the public
dollars paying for children’s health care was spent through Medicaid. Medicaid ac-
counted for only 28 percent of the public health funds spent on other age groups.

In New Mexico, the infant and maternal mortality rates improved dramatically
following the introduction of public assistance, Medicaid programs, and public
health preventive programs in the 1930’s through the 1960’s. In 1982, there were
2,000 low birth-weight babies born in New Mexico. This was better than in the past.
These programs have clearly helped. But we note with concern that preliminary
data from some other States indicate that they are experiencing a rise in infant
mortality and low birth weight. We cannot let this happen to our future citizens,
either in New Mexico or in any of the States.

O



