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COSTS AND DELIVERY OF HEALTH SERVICES TO
OLDER AMERICANS

THURSDAY, OCTOBER 19, 1967
U.S. SENATE,

SUBCOMMITTEE ON HEALTH OF THE ELDERLY
oF THE SPECIAL COMMITTEE ON AGING,

New York, N.Y.

The subcommittee met at 10 a.m., gursuant to call, in the audito%um
enter, 1320 Webster Avenue, New

York, N.Y., Senator George A. Smathers (chairman of the subcom-

of the William Hodson Communit;

mittee) presiding.
Present: Senators Smathers and Robert F. Kennedy.

Also present: William E. Oriol, staff director; John Guy Miller,
minority staff director; J. William Norman, professional stafl member;

Patricia G. Slinkard, chief clerk; and Carolyn Hyder, clerk.

OPENING STATEMENT BY SENATOR GEORGE A. SMATHERS, CHAIR-

MAN, SUBCOMMITTEE ON HEALTH OF THE ELDERLY

Senator SmatHERs. The meeting will come to order.

First I want to say that I am very pleased to be here. This is the
Subcommittee on Health of the Elderly of the Special Committee on

Aging.,

1 am particularly delighted to be here in this Hodson Center,* which
itself bespeaks of the concern and interest of the people of New York

and the State and the Nation of the problem of the elderly.

Senator Kennedy, I think, will be here shortly; he is delayed. He has
already issued a statement to the press, and every indication is that he

will be here.

with our first witness.

! I have a short statement which I would like to read before we proceed
\

This is the first field hearing to be conducted in our study of the
costs and delivery of health services to older Americans, and it will
give us on-the-spot information about several disquieting points made
by expert witnesses at our opening hearing in Washington, D.C., on

June 22 and 23.

The story told at that time can be summarized in three sentences:
Aging and aged Americans, those most in need of hi gh-quality health
services, often pay the heaviest price for deficiencies in those services.
Medicare and medicaid—although in need of several major changes
that will make them more directly responsive to individual needs—are

1 Hodson Center. at its opening in 1943, was the first Day Care Center for the elderly

in the world. For its history and description of present activities, see p. 608.
357



358 COSTS OF HEALTH SERVICES TO OLDER AMERICANS

bestowing much-needed benefits; and they are performing another
service by making longstanding health problems more visible.

Any discussion of costcutting in health services will be fruitless
unless it also calls for major reorganization in the delivery of such
services.

The Washington hearing also gave us some insights into the special
problems of the elderly in metropolitan areas. Your former city health
commissioner, Dr. George James, gave us much to think about when
he said that New York City is “aging” by about 20,000 persons per
year, that by 1970 you will have 1 million persons over age 65, making
New York’s aged the sixth-largest city in the United States, and that—
with a few lmpressive exceptions—most health treatment for the
elderly is geared to treat the illness rather than the person.

In clinics of this city, said Dr. James, an elderly individual may
often spend his time in a futile round robin of visits to various spe-
cialty services, draining his energies and not really receiving the kind
of care he needs.

I must admit that the thought of spending hours in a clinic is bad
enough for a young person in fairly good health. What is it like for an
older person? I have a letter here from a woman who tells what it is
like. Her statement—sent to me by a member of the Hudson Guild-
Fulton Senior Association in Manhattan as a result of subcommittee
staff inquiries—is called “A Day in the Clinic.” I will read it to you:

You have a pain, and don’t know a doctor, you believe the hospital clinic may
have more facilities to handle your case.

You come at 9 a.m. and wait for the clerk who takes your name and tells you
you have to be screened as to your payments.

You see several more clerks, each time you take a number and wait. By this
time the last person to see is a doctor who asks you what is wrong and tells you
to go to another clerk for an appointment for a doctor who will treat you. When
i‘}(})u g:gnto this clerk he gives you an appointment in 2 weeks time. You still have

€ .

ByI') this time it is 1 p.m. and you have not had any lunch.

Somebody suggested that you go to emergency department. This you do and all
they do is give you some painkiller pills after waiting again—2 or 3 hours and
you spend a whole day.

Medicaid, of course, is intended to relieve the problems encountered
in clinics, but this program is still in its very early stages; it can’t
change old patterns overnight or even in a year or two. As the ranking
majority member of the Senate Finance Committee—ivhich recently
concluded extensive hearings on this year’s Social Security amend-
ments—I am especially interested in proposals for constructive change
in medicare and medicaid. I believe we will hear several such sug-
gestions today.

We will also receive, I am sure, very helpful testimony on major in-
novations that will improve health care here. If this city has its share
of problems, it also has a rich share of enlightened experimenters whose
work may yield important lessons for the entire Nation.

Just a few blocks away, for example, is the Bathgate Center of the
neighborhood medical care demonstration project. I understand that
this center is providing much-needed services in an area that has
fewer doctors than it did 25 years ago, even though population has
dramatically increased. We hope to see the center later today, and I
am sure that we will be impressed by the good it is doing.
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At the same time, however, I must confess to a few qualms about its
future. It is now funded through the Office of Economic Opportunity,
and it was created only because of the determination, medical know-
ilow,_anld the grantsmanship of men associated with a well-established
hospital.

Can we expect the development of such services in cities which may
lack such sophisticated leadership ? Do we need a new kind of Federal
program to encourage establishment of such projects on a more wide-
spread basis, perhaps not tied directly to antipoverty funds?

We have many more questions, but we will save them to ask during
the course.of this hearing. I will conclude this opening statement by
thanking many individuals who have given help and guidance in the
preparations for this hearing. We have received cooperation from the
office of the health services administration, the State department of
health, directors of hospitals, and many others. Particularly we are
grateful to the persons at the Hodson Center. .

I would also like to say that Mayor Lindsay has informed us that he
would have been with us today if he had not set aside a brief time for
well-earned vacation in the Virgin Islands along with 46 Governors of
States. I hope that does not addle his judgment in this matter.

Gentlemen, we are now ready to go. Our first witness, Congressman
James Scheuer, intended to be here and wanted to be here. He has long
been concerned about the problems of the elderly, and in his absence
T would like to say he has done very excellent work in this field and
will continue to do so. I will also read into the record a telegram from
him at this point. It reads as follows:

My regrets to you and other members of the subcommittee being unable to
attend your hearing today. The House Committee on Education and Labor has
been holding double sessions daily on economic opportunity. In absentia I welcome
you and the committee to the Bronx and look forward to reading your hearings
at Hodson Center on services to older Americans. James H. Scheuer, Member
of Congress. )

We also have a statement from Representative Seymour Halpern.

(The complete statement of Congressman Halpern follows:)

STATEMENT OF SEYMOUR HALPERN, A REPRESENTATIVE IN CONGRESS FROM THE
STATE OF NEW YORK

This inquiry into the costs and delivery of health services to older Americans
is an exceptionally valuable contribution to the well-being of older people not
only in New York, but throughout the Nation. I commend the members of the
Subcommittee on Health of the Elderly for their diligence in seeking to illumine
the health problems of the elderly, and to search out the answers on the com-
munity level. Congress has passed legislation creating massive health programs.
It must be encouraging to the people of New York to know that their advice is
being sought to assist the Congress in improving these programs.

We in New York have serious problems in providing older people with adequate
health care. We bave more older people than any other State—about 1,900,000
who are age 65 or more. They represent 10.4 percent of our population, and this
percentage is growing. These people are clearly not getting the health and
medical care which they need. For a New Yorker who is now age 65, the average
life expectancy is 13.77 years, which is lower than the national average. New
York ranks 45th in the country in the number of years which an older man can
expect to live.

New York is attacking the problem with a strong combination of Federal and
State programs. About 1,900,000 people have hospital insurance under the Social
Security Medicare program. Nearly all of these older people also have medical
insurance coverage under Medicare.
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However, Medicare covers only about 40 percent of the aggregate medical
costs of the aged. New York’s Medicaid program, therefore, is crucial in enabling
older people to acquire needed health services without cost barriers. For the
six month period from July 1966 to December 1966, the most recent period
for which we have figures, 106,600 older people in New York were covered under
the Medicaid program, at a cost of $68.5 million. The per capita figure for that
period was $682. These figures are a measure both of our problem and of our
succeess.

Traditionally, when we have thought of the problems of health care costs,
we have thought of them in terms of the cost to the individual. Now, with the
Federal and State governments so heavily involved, the rapid increases in the
cost of medical care are a major concern for legislators. In 1966 the Bureau of
Labor Statistics index of medical care prices rose 6.6 percent. The index of
hospital daily room rates went up 16.5 percent. These increases are naturally
reflected in the increasing costs of the Medicare and Medicaid programs. None
of us, either in Congress or out, want to see these programs subverted by rising
medical costs.

‘We in Congress will do what we can to forestall this possibility. We are working
congcientiously to improve the legislative framework of these programs, to
eliminate possibilities for waste and excessive costs. We are also approaching
the problem from other directions. We are trying to ameliorate the current
shortage of medical personnel. This country does not have enough doctors. It
has been estimated that in hospitals the number of unfilled internships and
residencies currently numbers approximately 10,000. A recent study by the Public
Health Service revealed a need for 62,000 nurses, or an increase of 15 percent.
This shortage of personnel will inevitably increase the pressure for rising
medical costs. It will also make it increasingly difficult to acquire adequate
medical care even in cases where cost is no factor. It is important, therefore,
that we continue our efforts in Congress to encourage an expansion of medical
education facilities and of scholarship and other financial aid.

I have been impressed by the testimony that has been given throughout this
inquiry on the need to improve the efficiency of our medical establishments, and
to experiment with such methods of delivery as the formation of groups of
doctors into local clinics which can offer an older person total health care. The
Social Security legislation which is now pending would provide for funds
for experiments in delivery of high quality medical care at moderate cost. There
is also a provision for experimentation with developing new types of medical
Dpersonnel, who would be able to perform medical functions which do not require
the very high degree of specialization which a doctor needs today. I hope the
Congress will act to provide encouragement for this kind of experimentation.

The nature of the problem is clear: older people in New York and throughout
the Nation need better medical and health care than they are getting. I believe
that Congress must and will act when it can usefully do so. But the solution
of the problem lies also in the hands of the public and of the medical profes-
sions, who must combine their efforts to serve the best interests of our older
Americans. :

Our first witness today, then, is going to be Dr. Howard J. Brown,
administrator of the New York Health Services Administration, who
will be accompanied by Albert F. Moncur, deputy commissioner of the
New York Department of Social Services.

Dr. Brown and Mr. Moncur, we are delighted to have you.

STATEMENT OF HOWARD J. BROWN, M.D., ADMINISTRATOR, NEW
YORK HEALTH SERVICES ADMINISTRATION; ACCOMPANIED BY
ALBERT F. MONCUR, DEPUTY COMMISSIONER, NEW YORK DE-
PARTMENT OF SOCTIAL SERVICES

Dr. Brow~. Thank you Senator Smathers. ‘
We in New York City are very glad that you are concerning your-
selves with the problem of health care for the aged. As you mentioned
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from Dr. James’ testimony, this is a major problem to us now in New
York City because we now have 775,000 people over 65 and by 1970
we will have more than a million over 65.

Now, in testifying today I am really speaking from two view-
points: one as the health services administrator for the city of New
York, but also as the recent director of a medical care program that
took care of a low-income neighborhood of over 100,000 people.

This was the Gouverneur medical care program, which was a demon-

stration experimental program and was designed to use the resources .

of the city’s health services so that it would focus on the problems of
people in their own community.
Now, while the health problems of the aged are by no means con-
fined to our low-income areas in the city, they are accentuated there.
In the past in New York, and particularly in other parts of the
country—and I come from the Middle West—larger homes plus close

relationships with the family doctor often provided what seemed to be ,

a workable pattern of care for older people. [ Applause. ]

(At this point Senator Robert F. Kennedy entered the auditorium.)

Senator SaarHERS. Excuse us a minute, Doctor.

T had stated.to the group here, Senator Kennedy, that you would
be here and I felt sure you were on your way, so we are glad to welcome
you here at these hearings. Do you have anything at this time to say?

Senator Ken~EDY. It 1s just one page. Shall we put it in the record?

Senator SMATHERS. Yes.

Senator Kex~epy. I will just place it in the record.

(The statement by Senator Kennedy follows 1)

STATEMENT OF ROBERT F. KENNEDY, A U.S. SENATOR FROM THE

STATE OF NEW YORK

T am pleased to join Senator Smathers at this, the first field hearing
of his subcommittee investigating the costs and delivery of health serv-
ices to older Americans. New York City is an appropriate place for this
inquiry to begin. For we have in abundance both the problems that
beset health services in our Nation today and many constructive experi-
ments in developing new solutions to these problems. ’

For example, we have the most liberal and extensive medicaid pro-
gram in the Nation, which insures the availability of medical care to
hundreds of thousands of New Yorkers for whom regular medical
attention was previously an unattainable luxury and catastrophic ill-
ness'a bankrupting disaster. But, if we have shown great promise in
Medicaid, we have also exposed its weaknesses. For here in New Y ork—
as elsewhere in the country—medical costs have skyrocketed in the last
year and a half. Some individual physicians have taken undue advan-
tage of the new bonanza and enriched themselves at the expense of the
taxpayer. And the fees for all physicians under the program have more
than doubled in many categories of care. Hospital costs have soared, in
many cases without justification—for reimbursement is available al-
most regardless of the levels of costs and there are insufficient incentives
to make hospital management more efficient and less costly to the
taxpayer.?

2 Additional statement by Senator Kennedy on Medicaid appears on p. 497, Appendix 1.
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New York is also a typical example of the dilemma which medicare
and medicaid have exposed: we have pumped millions of additional
dollars into the system but we have not fundamentally reorganized the
delivery of health services. People still go to the emergency rooms and
clinics of our huge, impersonal municipal hospitals and wait for hours
to see a doctor they have never seen before and are likely to never see
again. :

“The hearings today will air many of these problems in the costs and

. delivery of health services. The task ahead is to shape our responses to

the questions that will be posed today. In simple monetary terms, we

cannot afford not to begin decentralizing health care into facilities less
costly than hospitals, facilities which coincidentally are more accessi-
ble to the patient. We cannot afford not to begin using our health
manpower more efficiently through group practice, and through the
development, of less costly forms of subprofessional manpower, both

. of which coincidentally will allow the development of new family-

based practices that are more responsive to the needs of the patient.

We cannot afford not to replace our present piecemeal financing of
health care with a national system of health insurance which makes
adequate health care a right for every American of every age. That is
why these hearings are so important. That is why I am especially
pleased to be here. '

Senator KenNepy. Thank you, Mr. Chairman. Let me state T am
delighted to be here.

Senator Smarners. All right, Dr. Brown, you may proceed.

Senator Ken~epy. Excuse me, Dr. Brown.

Dr. Browx. You are welcome, Senator Kennedy.

I was just making the point that in the past in other areas of the
country as well as New York City, larger homes plus the close rela-
tionship with the family doctor often provided what seemed to be a
workable pattern of care. People didn’t live as long as they do now and
therefore this was relatively effective. It provided what are the essen-
tial components of health care; that is, a basic living arrangement
which ties an older person to a community and its associations and to a
family as giving him the personal continuity of care which you describe
so graphically, Senator Smathers, as lacking in our clinics and I agree
with that.

However, in the past when the old system broke down, we moved
our aged to either mental hospitals or public-home infirmaries and
these were always conveniently located outside of the city so as not
to trouble our conscience by the visibility of the misery of the aged. We
continued to build in New York City these kinds of Facilities through
the fifties.

But the past is no longer working. In our vast urban areas, we now
have a substantial number of aged who live alone. Where they have
children with families, often these apartments are not large enough
to allow these people to live with their families.

Decrine or Faminy Docroring

Furthermore, family doctoring has completely broken down in the
low-income areas of this city, and I speak of areas with at least 40
percent of the city’s population. This is simply because private physi-
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cians are no longer settling or practicing in these areas. So the old
pattern is really no longer a workable reality, and as a partial result
of the breakdown in this old pattern, we have the following situation
here in New York City:

Our city hospitals at any given time have at least 5 to 10 percent of
their acute-care, general-care beds occupied by older people who are
there because there is no other resource in the community. One could
estimate the cost of this at $15 million to $25 million a year in the city
hospitals alone.

We have in New York City a shortage of nursing-home beds, which
we are in the process of correcting by construction planning largely
under State loans. There is, however, 1ncreasing evidence that we wili
have a problem of older people remaining in nursing homes simply
because again there is no other appropriate place for them to go and
live. :

Preliminary studies at our chronic-care facilities on Staten Island’s
Seaview Hospital indicate a substantial percentage of the population
there. This is a chronic-care facility with nursing-home and public-
home infirmary, a substantial percentage of the patients who would be
better cared for at lower cost in the community. Our State mental in-
stitutions are crowded with older people who are not mentally 11l in
the ordinary sense, rather they are there largely because they are
difficult to handle in any other facility.

What I really fear is that if the present trend continues where there
are increasing numbers of aged where families are unable to care for
their older members in their small apartments, where there are older
people without families, and finally with the increasing shortage of
neighborhood family doctors, that we shall have an immense institu-
tional population of older people.

I fear this because while at times these institutions are necessary,
most frequently they are the enemy of the older person and they,
of course, will also represent a tremendous unnecessary drain on our
tax dollar and our professional resources. _

Now, given this formulation of the problem, let us turn to what we
are trying to do about it in New York City and then what help we feel

ou can give us at the Federal level. The whole basis for our program-
ing in New York City by the health services administration is the
community, and this is because only in the community can health care
be related to the real needs of older people, their need to continue to
function, to relate to their cause, such as the churches, their synagogues,
and if they have families, their families and friends.

NrrcHBoRHOOD HEALTH CENTERS

To replace the missing family doctor in low-income areas and to
replace partially the crowded clinics of our hospitals in New York
City, we are instituting a massive program of neighborhood health
centers. I understand you will see the project today headed by Dr.
Harold Wise, which 1s nearby, and in many ways will show you
specifically what I am talking about.® Without going into the details,
you will see basically what it does; 1t brings to people group practice
connected with the hospital.

s Description of project on p. 421-423.
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Also this group practice is in the community and related to the
community and its social institutions and its needs. It simplifies com-
plex modern scientific care so that an older person can have the feeling
of relying on a health unit and a health profession with which they
can feel this personal tie, and I may tell you this personal relationship
1s essential in health care in the aged based on my own experience,

Now, connected with these neighborhood health centers, there must
be home-care programs, special arrangements for the care of patients
living in housing projects for the aged and social and physical re-
habilitation projects. We did this kind of programing at Gouverneur
and I can tell you it can be done and that it works. :

In our planning for the health services administration in New York
City, we have a goal: that there shall be no more chronic-care facili-
ties, whether in hospitals or in mental institutions, that are isolated
from the community ; rather, all of these will be a part of a medical
complex-which consists of the neighborhood health center which you
will see today and a hospital with extended-care facilities and mental-
health facilities in the community.

We have talked a great deal about the need for home-care and other
programs to keep people out of hospitals and get them out as soon as
possible. I want to make it quite clear that we need similar programs
to keep people out of mental-health and chronic hospitals and also to
get them out once they are in.

The essence of this program is to provide alternate domiciliary -

facilities and a community-based medical care program which has ties
to the various resources needed, whether it be community neighborhood
care such as you will see, special shelter homes for the aged, a home-
care program or a nursing-home program.

Now In our plan in this city we are continuing this neighborhood
theme by the development, and a large development, of community
mental health centers. These, as you know, are partially financed by
Federal money. Here we will have day or night care, emergency care
and ambulatory care for patients living at home.

Isoratep Curoxic Care FaciLrTies

In New York City we are reversing the policy that caused us to
build, even as late as the 1940’s and 1950’s, chronic-care facilities in
isolated areas. This important role, then, of living in the community,
whether it be with the family or. with old friends, must be restored and
maintained. ,

The enemy of older people is social isolation and inactivity. Let me
give you a few examples of this. While at Gouverneur, we organized
a special program in which older people visited older people in nursing
homes, providing activity for both. Let me give you another kind of
example:"'We had a number of older people on home-care programs:
We were able to keep them in the home because from time to time we
would move the older person into a nursing home and give the family
a vacation. This at the same time enables the more thorough evaluation
of the patient’smedical-care program.

Now, the problems that we have in New York City are really not
that different from the other large urban areas, so I think I need to
turn now to what I think you should do.
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We need much more money for pilot neighborhood medical-care
programs similar to the neighborhood health center of the Office of
Economic Opportunity. I do not believe there should be specific fund-
ing for health projects for the aged but rather that the family pro-
grams such as those of the neighborhood health center should be
strengthened and perhaps special provisions for the aged written in.*

These kinds of grants will be absolutely essential if you are going to
secure the best results for medicare and medicaid. It would be un-
conscionable for Congress to cut back on title 19 financing.® This financ-
ing is absolutely essential to maintain the ongoing programs of health
care for the aged which might be set up under the neighborhood
program grants. If Congress must, be concerned about the cost of these
programs, they should then write in provisions strengthening the need
for organized programs such as the neighborhood health center.

I would urge that title 18 financing be made more comprehensive so
that it could be used more readily for the funding of the kinds of
programs that I am talking about. Additional money is necessary for
the construction of extended-care and nursing-home facilities adjacent
to the hospital and located in the community.

Now, these facilities need not be the unpleasant end of the road that
we so often see in New York City, but they can be something quite
different, as has well been demonstrated by Switzerland in its mag-
nificent combination of residential facilities and extended-care facili-
ties which are both pleasant and preserve life.

Finally, increased funding of the Community Mental Health Cen-
ters Act is essential to strengthen return of mental health care as far
as possible into the community.

Hoserrar Costs Up To $100 A4 Day

Now, this kind of funding that I am talking about for neighborhood
lealth centers, increased construction money for extended-care and
psychiatric facilities, and special housing for the aged is expensive, but
I think the alternative is perhaps more expensive. Hospital costs are
now reaching $100 a day in New York City, and you may be interested
in knowing that in at least one of our city hospitals, the charges to
private patients are now $100 a day.

A Cornell University study of care given to a welfare population
indicated that of the total costs of care, 32 percent of it went for
chronic-institutional care. In our city facilities it costs us $10,000 to
$12,000 a year to keep patients in these facilities. The costs of the in-
dividual solo care by physicians are soaring. You may have read in
the New -York Times this morning preliminary results of a study of
one of our institutions where physicians provide care on salaries in
which the costs are at least 20 percent below those beneath the surface.

Now, unless the Congress moves decisively in the areas that I have
mentioned, we face the dan%;r that the money necessary to provide
the kind of program I am talking about will be lost. Financing an un-
necessary number of in-hospital days, unnecessary nursing-home days,
unnecessary mental-hospital days will lose this money. The payment of

+ Additional discussion of this point at p. 375.
5 Medicald amendments in the Social Security Amendments of 1967 (Public Law 90-248),
resulted in reducing Federal medicaid funds to the States by an estimated $125,000,000 for

fiscal year 1969 ; $60,000.000 of this amount represents the estimated reduction in medicald
funds to New York State for the year.
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fees to private practitioners in urban areas will not only fail to produce
results but will be inflationary.

So both courageous social vision and prudent fiscal consideration
fead to the necessity of organized programs of community health care
for the aged of our large cities.

Senator SmaruErs. All right, sir. Thank you very much, Dr. Brown.

Let me, if I may, ask a few questions and then Senator Kennedy may
ask questions he wants to ask.

On the last page, you say : “Financing an unnecessary number of in-
hospital days, unnecessary nursing-home days, and unnecessary mental-
hospital days will destroy it.”

In other words, what you are saying is, when there are unnecessary
days you need the hospital, the nursing homes, or mental hospitals and
we destroy the purpose of the program, which is to take care of those
who need it.

Dr. Browx. Destroy it ini two ways. First of all, older institutions
may not need it and are the enemy of older people. Let me give you
several examples. It is not uncommon for an older person when hospi-
talized—and I am referring now to an acute procedure—to become
disoriented. He was able to function at home around sights that were
familiar, but once in a hospital, unfamiliar, he loses contact with
reality. 4

1t is not an uncommon experience, I am ashamed to say, that in some
of our present chronic-care facilities, at the end of 2 or 3 months,
patients lose all track of time. Their clothes are taken away, there is no
relationship to the things that kept them in touch with life, they are
moved out of the community and away from their friends. Now, this
need not be, incidentally.

Now, both of the kinds of cares that I just mentioned are expensive;
our hospital costs are approaching $100 a day in a few institutions. Our
present inadequate city facilities are running close to $30 a day for
chronic care of the type that I mentioned. Now, you can keep people out
of these and get them out sooner if we have the kind of organized pro-
grams I am talking about, and that is what I mean about the money
being lost.

Senator SyaTnERs. I wanted to ask you how you were going to
eliminate these people who are staying unnecessarily long in these in-
stitutions if we have no place to put them.

Dr. Brown. Well, no; I think there are solutions. First of all, a sub-
stantial number of the older people in chronic-care facilities could be
cared for in foster homes, provided it was continuing medical care; in
homes with their families, provided there were home-care programs
and the possibility of some relief from the family when needed.

It is also possible-to maintain people in special projects or the hous-
ing. projects for the aged, provided there 1s, on the site, health care
and nursing and the possibility of bringing in meals.

Senator Smatners. You said that hospital costs are going up to as
much as $100 a day. I don’t know whether it has achieved that high
altitude all over the country, but I do think that is almost nationwide.

) NO“;’ what, in your judgment, are the reasons that hospital costs are
rising ?
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REeasoxs FOor Increasep Costs

Dr. Browx. Well, the reasons are complex. The cost of medical care
for the highly technical resources we need in hospitals for the acute
care of certain problems are, of course, increasing. Secondly, histori-
cally nonprofessional and certain professional classes such as nursing
in hospitals has been underpaid and there has been a catching up.

Finally I will have to say I think we will not solve the problem,
however, by concentrating on the costs per day ; rather we need to con-
centrate on the total number of days and develop an organized program
which will use hospitals only when it is appropriate. I am referring
to the general-care hospital.

You will not solve this problem of either care for the aged, care for
the poor, or cutting costs until we develop organization and client for
our programs to care.

Senator SmaTHERS. Do you find that increased doctors’ fees have
any relationship with the increased cost of hospitals?

Dr. Brown. Well, doctors’ fees, of course, by Washington studies
and our own, are going up. The problem is basically fee-for-service
payment in urban areas will not solve theproblems of care of the aged
or for the poor, and the reason for this is, there are not enough doctors
in low-income areas.

Secondly, it is no longer possible to provide the kind of care people
need by a solo doctor unconnected with the hospital in a low-income
or perhaps middle-income area; he must be part of an organized pro-
gram. ‘

Now, the inflationary part of paying doctors’ fees has been well
known for years; it has been well demonstrated in insurance programs.

Senator SmaTuERS. Do you think that if we had more doctors, that
that would, in any fashion, solve the problem ¢ If we had more nurses,
would that help alleviate the problem? .

Dr. Browx. More doctors alone will not solve the problem.

Senator SmaTrers. Well, there is nothing alone that will solve the
problem, isn’t that true?

Dr. Brown. We certainly need more doctors and more nurses, but
first of all we need to organize the framework which will bring them
into the areas of need. Whether that be our low-income ghetto areas
or it be Mississippi, they are both deprived in terms of doctors.

Senator SmaTHERs. All right, sir.

Senator Kennedy.

Senator KExnepy. Following up on that, who has the responsibility
for organizing such a program or such a plan? :

Dr. Brown. I believe quite strongly the government will have to
take the lead, working, however, in close partnership with the volun-
tary, but government must have the lead.

Senator Ken~nepy. How would you do that? Should the Federal
Government accept this responsibility, the State government or the
city, or who? ]

Dr. Brown. Noj I think it exists at three levels. We certainly feel
here in New York City a sense of responsibility. I am referring to
local government to actively organize the delivery of services to ac-
complish this goal. I feel quite strongly that the impetus will have to
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come from the government. Now, that is the local level; local organi-
zation is important. .

At the Federal level I think you need to learn from the experience
that we have had with ﬁnancin% under soclal security, and begin to
write in programs or put together programs which will restructure
the delivery of services; in other words, more neighborhood health
center programs similar to the comprehensive grants of the Children’s
Bureau rather than isolated payment for services.

Senator Kennepy. I think that that, of course, would be satisfac-
tory, worthwhile, but it still seems to me that you are going to have
the problem of increased cost, increased doctors’ cost, and there will
still be a shortage of doctors despite the fact that the Government
might provide more of these facilities. And it is going to be much
more difficult as the war goes on and its demands increase.

Dr. Brown. Let me speak first to that point. You should look at New
York City, where we have more doctors in relationship to the popula-
tion than anywhere in the country. OQur present supply in New York
City would be a goal far beyond the reach of the whole country, yet
we don’t have doctors in our low-income areas. '

Senator Ken~epy. I know that.

Dr. Brown. This, therefore, indicates that the solution is not that: it
is setting up the kinds of programs that will enable them to practice
in the low-income areas.

Senator Kenneny. How are you going to get the doctors who have
a rather profitable practice in the wealthy areas of the city to suddenly
move into the low-income areas as they don’t do now?

Dr. Brown. Let me give you some facts on this. First of all we are
stafling the neighborhood programs in New York City. We are set-
ting up in our city hospitals, of course, our 21 city hospitals, we have
ours completely staffed by salaried doctors and we have had no diffi-
culty, and these are often in low-income areas, staffing them with very
low qualified young physicians as well as older ones.

The reason for this 1s, while money is indeed a motivation to all of
us, doctors also have a motivation to practice good medicine, which they
cannot do in solo practice.

Senator KenNEpy. How much have costs risen in New York City and
in New York State over the past year? :

Dr. Browx. We don’t have figures on this yet for the last year. Our
health services budget,® you may be interested, which is this year some-
what over $800 million, is up 20 percent over last year, and the previous
year was up 20-some percent over that year. Now, some of this repre-
sented previous underfinancing.

Senator Kenxepy. Do you think that the increase in medical costs,

doctors’ costs, is due to medicare?
. Dr. Brown. Yes, provided you, however, understand what I am say-
ing. Some of it represented needed catching up in hospital salaries and
also beginning to pay for services that were previously given free. How-
ever, I hope the Congress will not take that statement to mean that I
think you should cut back. Rather the point is, I think the salary situa-
tion, you should go ahead with much greater planning, much greater
organization, financing of organized programs.

% Mayor’s budget statement on health services, see p. 546.
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Senator Ken~EDY. Are there adequate regulations at the present time

for dealing with reimbursement under the law for medicaid and
medicare? . . ) o

Dr. Browx. I don’t think there is enough attention paid in this leg-
islation to the need for standards of quality and of organization of
delivering. _ ]

Senator KExnEpY. Do you have some specific suggestions on that?

Dr. BrowxN. We would be very glad to submit such suggestions.

Fers ror Docrors UNDER MEDICAID

Senator KENnNEDY. What about in the State of New York here and
in the city of New York; have doctors’ fees risen since the passage of
medicaid ? :

- Dr. Brown. There is evidence that that has occurred. We don’t have
final evidence of this.

Now I want to make an interesting point. A substantial amount of
our medicaid money is not going to private doctors in New York City,
and this is simply because the people that are eligible for medicaid basi-
cally do not live in areas where there are private doctors. Most of our
money payments under medicaid—and I do have figures on this—are
going for institutional or clinic care.

Senator Ken~epy. I have seen the California report showing that
$83 million has been paid to 1,200 physicians, which work out to an
average of $70,000 per physician.

Dr. Brown. We have had, of course, some striking examples, which
I quote to you, excessive sums paid to private doctors. However, let me
give you a bit of perspective.

Senator Kennepy. Just tell me what you have found on that.

Dr. BrowN. I think the worst example is $7,000 a. month in billings.
We are, incidentally, collecting these.

Senator KenNepy. $7,000 a month

Dr. Brown. In billings by one physician.

Senator Kenxepy. Under medicaid ?

Dr. Brown. Yes.

Senator Kennepy. What kind of a study have you made? Have you
made an extensive study?

Dr. Browx. Oh, yes. We are beginning to segregate these out and
we certainly will take action on these.

.- Senator KennEepy. I want to stay with this for just & moment. How
widespread has the practice of raising fees been? .

Dr. Browx. That has not been extensive, and here is where we are
going tostop it. ’

Senator KExNEDY. Let me ask, have you made a study of it to find
out how much of this is going on ¢ ¥

Dr. BrownN. Yes; we have monthly figures on the payments, and
we can submit these to you.

Senator Kennepy. But I would like to have them now if I may.

Dr. Brown. I don’t have them in front of me. We have monthly
reports on this kind of thing. I want to make one point and we will
submit it to you in detailed form. ' g

Senator KeNNEDY. Is it at all comparable to what they have found
in California?
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Dr. Browx. It isnot as great.

Here is the point I want to make: Our medicaid reimbursement
payments to private doctors are only running at the rate of slightly
over $10 million a year for the city. In contrast to this, payments to
dentists are running at about $40 million, and the cost of the total
program is $600 million this year in New York City. So the payment
to private physicians is not a substantial part of our medicaid expendi-
tures in New York City.

Senator KeNNEDY. You mention the dentists. Have there been abuses
by dentists under the law? If so, it is very possible that we would
want to suggest legislation to tighten the law up. That is why I ask.

DENTISTRY NEEDS ARE GREAT

Dr. Brow~. Anyone who has worked in low-income néighborhoods
knows that the greatest unmet need is dentistry. Prior to the begin-
ning of medicaid, there was no way for the medical indigents in New
York City to get their teeth fixed ; it was just that simple. So certainly
we are catching up on unmet need.

It is clear, however, and we have some preliminary studies which
show that the cost of doing it on fees as compared to our organized
health department programs is about threefold.

Senator Kexxepy. I think we are all interested in making sure that
these kinds of medical and dental assistance and services are available
to the poor; that was the purpose behind medicare and medicaid. But
we are also concerned to know if the program is being abused—
whether, because of improper administration or because of the mis-
conduct of some doctors or dentists even though it might be a small
minority, the program is resulting in tremendously increased cost to
the Government. :

The cost of medicare and medicaid is a matter of great concern, it
is a matter of tremendous concern, here in the State of New York, as
1t is to the Congress of the United States, as it is across the rest of the
country. We must be careful not to throw out the baby with the bath-
water, but we should candidly examine the weaknesses of the program.

That is what I am trying to explore with you. If there are abuses,
I think that we should bring them out at this hearing and then deter-
mine—Senator Smathers has had much more experience with this
program than anybody in Congress—what to do about theirs. The
State of New York is the focus of all of the attention in Congress about
the abuses in medicaid and medicare, and I am trying to learn from
you whether you think we can improve the bill—improve the legisla-
tion, and not merely the administration of it—so as to prevent abuses
by individual physicians and individual dentists.

I don’t think it is going to do anybody any good if we cover it up.

Dr. Broww~. I am not attempting to cover it up at all. I made the
point in my presentation that I think the real solution for the busi-
ness of medicaid and medicare for financing is only through organized
programs connected with hospitals. I gave an example of our salaried
physicians at Elmhurst, their cost being lower than fee for service.
We also have information indicating the higher cost of dental care
given under fees as opposed to our organized health department,
programs.
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I would hate to see the dental expenses, however, solely focused on
the question of abuse simply because the unmet needs in dentistry are
so great among the poor people. Rather I think we should look at the
comparable costs under organized programs and fees. Our evidence
indicates that it will be too expensive under fees.

Senator Kex~epy. There have been some studies made in the State.
I don’t want to take too much time, we have a lot of witnesses, but here
is an article from Watertown which shows that an office call before the
passage of this legislation was $3; afterwards it was $6.50; a home call,
$4; afterwards $8; special service, initial visit, $7.50; after the passage
of the bill, it was $20.

So in some areas of the State all costs appear to be double what they
were before passage.

Secondly, there are indications that the same thing is happening in
California. They have made a detailed study of the problem there, for
which they are to be commended, which shows that costs have gone up
astronomically. .

Now everybody is very concerned all over the United States as to
what has happened here in the city of New York, and so I was grateful
to Senator Smathers for the opportunity to appear at this hearing
and to get on the record the problems that exist and the suggéstions
that might be made by city officials and by others who believe in the
bill as I do and as Senator. Smathers does. We must discover what we
can do to reduce the tremendous cost to the Federal Government, the
tremendous cost to the State, and the cost to the city, which will end
up bankrupting us all, it seems to me, unless we do something about it.

We want to provide these services for those who have been de-
prived of them, for the elderly people, but we do not want to have
people make a killing out of the program financially. That is what is
of such concern to us. If we can’t control this we are going to destroy
the whole program in my judgment.

Dr. Brown. I made strong statements opposing fee-for-service pay-
ment to doctors. The point I was making, however, is that as a com-
ponent of spending in New York City $10 million a year out of
roughly $600 million, this is a relatively small part, and I am not in
that way suggesting there are not abuses. The larger increases in
cost in New York City have been in the.costs of institutional and
hospital-connected care.

Senator Smaturrs. All right. Let me just ask two questions of
Commissioner Moncur. Commissioner, what percentage of the doc-
tors registered here in the city of New York participate in the medic-
.aid program ? ‘

Mr. Mo~cur. I would say that slightly over half of the doctors are
actually participating in the program.

Senator SmaTHERs. What percentage of dentists are 'participating
in the program? :

Mr. Mox~cur. That is a somewhat higher figure. I don’t have a pre-
cise figure on that. ,

Senator Smarmers. I gather the reason that the other doctors don’t
participate and the dentists don’t participate, they make more money
by not'participating; is that a fair statement or not?

Mr. Moxcur. 1 just would like to say one thing about that. I have
heard several statements as to why doctors don’t participate. One state-
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ment, for example, I have heard over and over again has been about
the payments question. I personally don’t think that that is a signifi-
cant reason why they don’t participate.

Senator SmaTHERs. Why don’t they participate?

Mr. Mo~cur. It has been said that they are concerned about the
fees, but I will let Dr. Brown speak to that.

Senator SmarTHers. All right.

Dr. Brown. I think some feel the fees are not adequate. I don’t
think, however, that that is basically the problem if you know the
city and its ghetto areas as I do. First of all, there are not private
doctors in low-income areas—there are only a handful. We have
them on a map downtown; you would be astonished. The doctors
who practice in the middle- and upper-income areas don’t want to take
care of the medically indigent in their offices. '

Senator SmaTHERs. I agree with your long-range program that
you say is the solution and Senator Kennedy questioned you about
so well; that is, the solution if you can get it staffed, if you can get
the doctors to go there and take these jobs.

Now, what reason do you have to believe that a doctor who can
make $100,000 downtown is going to take a salary at some neighbor-
hood health center at $20,000 a year ¢

Dr. Brown. Well, first of all, the median income of physicians in
New York City is not $100,000; it is actually much lower than that.

Senator Smatners. All right. If it is $50,000.

‘Dr. Brown. It is not, $50,000.

Senator SmaTHERS. What isit ?

Dr. Brown. The median income of physicians in New York City,
it is lower in New York City than in the rest of the country, and the
reason for that, of course, 1s our larger supply of physicians.

Senator Kex~epy. Well, what is it ?

Dr. Browx. The latest figure, as I recall—and I wish I had all my
information—is around $30,000, $35,000.

INCENTIVES FOR GROUP PRACTICE

Now, based on my own experience—I have spent my life working
in group-practice units—a lot of physicians in addition to income
also value practicing good medicine. This is a very powerful drive on
the part of doctors. Now, we have been able to staff our salaried posts
in the city hospitals and we have thousands of doctors, you see, on
salary-—young, well-qualified, board-trained doctors. We have been
able to staff our new neighborhood health programs as we set them up,
again because of this motivation of practicing good medicine.

I think there is also an element of service that is in all of our lives.

Senator SmaraErs. All right, sir. Thank you. We certainly don’t
want to cast any aspersions to the effect that the doctors do not share
an equal amount of responsibility. Those who are in public service, we
think they do also generally a great good.

Our problem is the question that I come back to and you have not
answered ; I don’t know if there is an answer: How do we get more
doctors and more nurses? If we are not going to get more doctors or
more nurses in the foreseeable future, then what are the alternatives?
Now, your alternative is community neighborhood health centers.
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Dr. Brown. One doctor per thousand can provide good care for
the population, particularly with the use of other, nonprofessionals.
This is well documented in the work of the prepaid insurance plans
such as HIP and Kaiser.

Senator SmaTaEers. Would you not also agree that we need more
doctors?

Dr. Browx. Yes, I do. I am being stubborn on this problem of or-
ganization because we cannot solve the problem unless we organize
care and you will not solve it in the rest of the country simply by
more doctors.

Senator SmaruERs. All right, sir. Thank you very much, Dr. Brown
and Commissioner Moncur.

(The chairman addressed the following questions to Dr. Brown in a
letter written after the hearings:)

1. Your statement said that family doctoring has completely broken down
in the vast low-income areas in New York City, roughly in areas with at least
40 per cent of the city’s population. May we have statistical information on den-
sity of private physicians in selected low-income areas of the city?

2. You also reported that the city is instituting “a massive program of neighbor-
hood health centers.”” May we have details on:

a. The number of such centers now established or contemplated and the
number of individuals in the service areas.

b. Whether such centers are financed wholly or partially with O.E.O. funds.

e. Information on sources of funds for other centers, both short-term and
long-term. (Dr. Haughton’s statement has some information on the above
points but we would like additional data.)

d. You mentioned Title 18 financing as a potential source of funds for
neighborhood health centers and, I presume, associated health services. May
I have more details on your suggestion? Do you see other potential sources of
funds for neighborhood health centers?

3. As the transcript shows on page 18, I asked how you would eliminafe un-
necessarily long stays in hospitals or chronic care institutions if you have no
place to put the elderly individuals. You said that home care programs would be
of help, but a later witness—Mrs. Susan Kinoy—described what appear to be
serious limitations in such programs. What efforts are now under way to
make such services more available in New York City, and what more can be done
at the federal level to help provide them?

4. On page 23, you indicated that you would submit suggestions in response
to Senator Kennedy’s question about methods for establishing standards of
quality and organization of delivering services under Medicare and Medicaid.
I would appreciate your giving me a copy of your reply as part of this supple-
mentary statement. On page 25 you also indicated that you would provide details
on billings submitted by doctors under Medicaid, and I would like a copy of that
report, too. I would also like additional information on the median income of
physicians in New York City, as we discussed.

5. You made the following comment: (p. 14, transcript) “I do not believe
there should be specific funding for health projects for the aged but rather that
the family programs such as those of the neighborhood health center should be
strengthened and perhaps special provisions for the aged written in.”

T would like additional commentary from you on how such “special provisions
could be written in.” One reason for my inquiry is that the Subcommittee has
received information indicating that the elderly served by the Hudson Guild-
Fulton Center apparently received major benefits from a health maintenance
project maintained for the elderly until approximately 1 year ago. The Subcom-
mittee has been informed ‘that the project gave on-site attention to illnesses or
complaints for residents there. With the suspension of the project, many elderly
now apparently spend many hours waiting for treatment at clinics, and in some
cases they merely need periodic examination of chronic conditions. The ‘Subcom-
mittee is also informed that the Queensbridge Health Maintenance Service for
the Elderly at Queensbridge Houses is still in operation, but that the home serv-
ices component of the program may be suspended in November and that the
future of the overall project may be in doubt.
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Do you believe that such health maintenance projects for the elderly have
considerable value in neighborhoods with a high-density population of the el-
derly, as so often occurs in low-income public housing projects? I would appreci-
ate some discussion by you of the desirability of continuing such projects. Much
as I sympathize with the concept of family treatment in neighborhood health
centers, could it be that the elderly—particularly those who live alone in public
housing—may require special services and sustained attention of the kind pro-
vided at Queensbridge and formerly provided in the Hudson Guild-Fulton area??

6. Miss Helen M. Harris, Executive Director of the United Neighborhood
Houses 'of New York, told the Subcommittee that the $11 clinic fee imposed in
New York City municipal hospitals is causing hardships for many elderly indi-
viduals who had previously been charged nothing. May we have some commen-
tary from you on this point?

7. Mrs. Harris also said that many elderly persons not on welfare are in des-
perate need of Medicaid, but they have a little more savings than Medicaid allows
and are reluctant to declare those savings. Have you any suggestions on possible
changes in law or policy that would be of help to such individuals.

8. The hearing record will include Dr. Cherkasky’s article of October 8 from
the New York Times Magazine about New York City Municipal Hospitals and
several other articles dealing with the city hospitals. May we have your ‘com-
ments, in addition to those given by Dr. Haughton in his Exhibit A on:

a. Your views on alternatives to present administrative policy.

b. Any suggestions you may wish to offer on federal action that would be of
help to New York City and other cities with large municipal hospital responsi-
bilities.

9. In my letter of September 27 to you, I put several questions to you and Dr.
Haughton. A copy is enclosed. We would appreciate your responding on matters
not discussed during the hearing.

(The following replies were received :)

Ti#E CITY OF NEW YORK.
HEALTH SERVICES ADMINISTRATION,
November 10, 1967.

Dear SENATOR SMATHERS : Thank you very much for asking me for additional
information.

I have enclosed material on our neighborhood health centers, which I think
is self explanatory. In addition, I have enclosed a statement on details on billings
by doctors under Medicaid. I will now comment on the additional questions that
you asked.

We have evidence that from our health officers surveys of the great shortage in
family doctors in lower income areas. We also have such evidence from the recruit-
ing effort of the Health Insurance of Greater New York in these areas. ‘We have,
at present, underway, a specific study which will give us the number of family
doctors by low income areas in this city. One figure. however, worth noting prior
to that is, in the low income part of Brownsville there is one private physician
to 4.000 people.

In regard to question three, about home care programs, I feel that these pro-
grams are indeed helpful provided they are tied both to neighborhood health
centers, nursing homes and hospitals. We are expanding home care programs in
our city hospitals and as we develop neighborhood health centers, home care
programs will be included. .

Question four asked about suggestions for establishing standards of quality
in organization under Medicare and Medicaid. I would suggest the following:
Employment of physicians on salary by hospitals should be encouraged rather
than discouraged by the legislation as it now exists. Special provisions should
be made which encourage the formation of group practice units connected with
hospitals. This could include elimination of the deductibles when patients use
such facilities. Another possibility would be increasing reimbursement to hos-
pitals with a special incentive factor that set up group practice units connected
with them which treated all income levels. Amendments which mandated states
to encourage development of systems of one level of care connected with hospitals,
whether these be in-patients or out-patients, would also be helpful in attaining
this goal. :

1 Additional discuésion on this point on p. 543.



COSTS OF HEALTH SERVICES TO OLDER AMERICANS 375

In regard to question five, I am very glad to comment on this. The Hudson-
Guild Fulton Center served less than a hundred older adults. And the Queens-
bridge Health Maintenance, about 600 older adults. These by no means gave com-
prehensive service, and the services that were provided were at such high cost in
terms of money and professional resources that they could not conceivably be
duplicated. There has been considerable loose thinking about both Queensbridge
and the Hudson Guild-Fulton Program. The loose thinking has arisen from
the need of people connected with these projects to have an interesting project
to talk about. They have consistently ignored the impossibility of replicating
these procedures. They have also ignored the fact that they by no means provide
comprehensive care. In each situation, I would far prefer having a single doctor
and nurse providing their kind of care. However, in New York City, we have
dense enough population that we could easily do this with our neighborhood
health center. .

In regard to question six, there is no doubt in my mind that the eleven dollar
fee has caused us some difficulty as to older people. This is largely because of
the savings requirement under Medicaid. I favor removal of consideration of
savings for eligibility for Medicaid. T do not have specific figures to bear this
out, but I have a strong hunch that it costs us more to enforce this than we save.

In regard to question eight, the problem of the city hospitals is indeed a com-
plicated one and probably has to be solved in an individual manner by each city.

Phe restrictions such as civil service complicated procedures of fiscal account-
ability and other such things called “red tape” make the operation of city hos-
pitals particularly difficult. On the other hand, it is my impression that people
are reluctant to give up city hospitals because of their historic role in caring
for those unwanted by the voluntary hospitals. A federal program of help to city
hospitals which included massive sums for renovation in reconstruction would
obviously be of great help. This money should be geared to converting these into
hospitals which physically can serve all income areas. If the amount of money
needed to rebuild all of the city hospitals in the country could not be raised, an
alternative suggestion would be a program of grants for the emergency rooms
and/or the clinies of these city hospitals.

Sincerely yours,
HowaRrp J. BRowN, M.D.,
Health Services Administrator.

Exuisir A. Information on Medicaid in New York City

Our projections are based on 4,000,000 New Yorkers being Medicaid eligible.
While projections indicate no increase in New York City’s population over the next
15 or 20 years, these same projections indicate a continuance of trends prominent
between 1950 and 1960, to wit: an increase in the population of individuals over
65 by 35%, an increase in the population under 15 by 13%, a decrease in the
white population by 12%, an increase in the Puerto Rican population by 149%
and an increase in the non-white population by 489%. While continued increases
in these statistics might not be as great as in the previous decade, it seems fair
to assume that New York City will have enough of a shift in these population
groups to offset any changes in Medicaid eligibility which may be passed by the
Congress.

Based on approximately 9,000,000 combined out-patient and emergency room
visits to voluntary hospitals in 1966 and 5,000,000 like visits to municipal hos-
pitals, we are projecting a capacity of approximately 3,000,000 patients for the
hospital system as a whole. If we divide the remaining 1,000,000 eligible patients
into 80,000 units—since this is the optimum size presently recommended—we
would need in addition to old funded projects, about 30 neighborhood centers or
approximately 20 over and above those already approved in our 196768 Capital
Budget. Since we do not anticipate that all eligible patients will avail themselves
of the services to which they are entitled at the same rate of speed, we are
projecting a phasing in of four additional units each year for the next five years.
It is also assumed that during this period the out-patient departments of the
various hospitals will themselves reorganize to provide comprehensive care to
conform to Medicaid stqnd_ards. Any decrease in the potential number of patients
who can be seen as a result of the change to more comprehensive care should be
offset by reorganization of the clinics to provide for more efficient scheduling
and evening operation.
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In projecting future needs and locations, we have had each health officer
inventory his district for services presently available, the numbers of patients
those services can treat, those patients theoretically going without adequate
services at the present time and dividing that number by 30,000 to arrive at the
number of centers needed in any given health district. The locations of such
centers are based on the health characteristics and indices of the community,
socio-economic characteristics of the neighborhood, lack of availability or access-
ibility to other health resources, availability of sites, transportation, the amount
of time required for acquisition of sites, relocation problems, etc.

Each of these facilities will provide medical care for adults and children, pre-
natal services, dental services and mental health services. We are presently
exploring the possibility of providing more complete mental health services in
selected centers as a means of reducing costs for land acquisition, planning and
construction. ‘At the same time we are concerned lest there be a tendency to allow
such centers to become too large and resemble the kinds of facilities from which
we-are trying to move.

In making these projections we have also been most aware of one very
significant variable whose impact cannot, at this time be measured, i.e. that
demand, especially for services, is frequently a product of supply. If there is
any merit to this hypothesis there is a good possibility that we may be under-
projecting our needs.

Health Services has also prepared a bill which it hopes to have submitted in
the New York State Legislature which will provide for New York State reimburs-
ing localities for 509 of the cost of constructing such neighborhood family care
centers. At the present time, however, support of the construction costs of these
centers will come from tax levy monies and operating costs will be borne by
title XIX.

ExHaIBIT B

THE CiTY OF NEW YORK,
DEPARTMENT OF HEALTH,
November 21, 1967.

To : Dr. Howard Brown, Health Services Administrator
From : Mr. Raymond 8. Alexander, Assistant Commissioner
Subject : Medicaid Payments

Based on limited data, we can make the following projections on payments
under Medicaid to physicians and dentists. These projections are based upon the
rate of professional participation to date and current utilization data. If more
professionals participate, which will be the case, the lower the figures listed
below will be :
Physicians

1. About 3,000 physicians in -private practice are participating. The average
vearly income from Medicaid will be around $9,000 to $10,000—for over 90% of
the physicians. .

2. About 5% of the physicians with heavy Medicaid practices, some 150 to
200 doctors, will make $35,000 to $60,000/year.

3. About 1% of the doctors, 30 to 40 will earn in excess of $60,000/year.

4. In these figures, a 40 to 509 overhead figure must be considered to calcu-
late net income.

Dentists

1. About 2500 dentists are actively participating. The yearly average income
will be around $14.000 to $15,000.

2. About 5% of the dentists, some 100 to 120, will earn between $60,000 to
$100,000 a year.

3. About 19 or 20 to 25, will earn in excess of $100,000/year.

4. The large amounts go to dentists with multiple chair offices, who usually
have other dentists working for them.

RAYMOND S. ALEXANDER,
Assistant Commissioner.

Senator Saratrarrs. We have a statement from Dr. James Haughton,

deputy to Dr. Brown. We will insert it here.
(The complete statement of Dr. Haughton follows:)
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PREPARED STATEMENT OF JAMES G. HavueHTON, M.D.,, M.P.H.,, FAPHA, FIRST
DEPUTY ADMINISTRATOR, HEALTH SERVICES ADMINISTRATION, CITY OF NEW
YorK

The Irony

It is indeed ironic that the major problems which we face in addressing our-
selves to the health needs of our over 65 population have been created by the
major public health victories of the last hundred years. At the turn of the century
the leading causes of death were infectious diseases: influenza-pneumonia,
diarrhea and enteritis, diphtheria and tuberculosis. At that time 4 out of 10 deaths
(409%) were caused by infectious diseases.! In addition to the leading causes of
death there were such scourges as smallpox, typhoid, malaria, and venereal
diseases.

Major Public Health Viclories

But by the early 1950’s vaccines had been developed and major eradication
programs had been mounted; penicillin, sulfa and other antibiotics had been
discovered and deaths from infectious diseases had been reduced to 1 out of 13
(7.7%). Even in the area of chronic disease there have been some break-throughs
which have reduced mortality and disability. Examples of these are the dis-
covery of insulin for diabetes and cortisone for arthritis and other disabling
collogen diseases.

Positive Results

These victories have indeed had many positive results for our populace par-
ticularly when one looks at our generally accepted measures of the health status
of the nation. In 1915, 100 of every 1000 children born alive in the United States

_ died before their first birthday ; in 1965 the rate was 24/1000.2 In 1900 the death

rate from all causes was 17.2 per 1000 population while in 1965 it was 94—
almost a 509 improvement.® As a result of all this, while the life span has not
changed, the life expectancy has improved so that, whereas in 1900 the average
American born could expect to live 47 yeats, the American born in 1964 can
expect to reach 70 years of age.

The Price of Progress

But as always we have paid a price for this progress, and what is the price?
Our birth rate is twice our death rate ; therefore, there is rapid population growth
placing considerable strain on our resources especially in the crowded Metro-
politan complexes where housing, water pollution and air pollution are among
our major problems.

In addition we have a rapidly growing aging population now estimated at 19
million and projected to reach 24.5 million before the end of this century.

With the burgeoning of this segment of the population has come a shift in the
major causes of death. Instead of the acute infectious diseases previously men-
tioned, the major killers are now heart disease, cancer, stroke and diabetes. But
what is perhaps worse is that these killers do not act quickly; instead they are
a major drain upon the economy because of the prolonged disability which they
cause.

Our public health progress has also brought us face to face with some of the
social problems of the aging. The American worker who retires at age 65 can
reasonably look forward to about 20 years of retired life. He is therefore faced
with the need to fill 20 years of leisure time. -

He must also learn to cope with the need to be a contributing, useful member
of society at a time when his usefulness seems to have come to an end. He must
adjust to the isolation resulting from the maturing and scattering of his family.
He must adapt to his diminishing physical capabilities even if he is not disabled
by a chronic disease.

Health Needs

Having pointed out the irony in our unprecedented public health progress, }et
us look at the challenges it presents us. Because the major causes of morbidity

1 Encyclopaedia Britannica, Vol. 18, p. 739 “Public Health in the U.S.”
2 Encyclopaedia Britannica, Book of the Year—1966, p. 802.
3 Encyclopaedia Britannica, Book of the Year-—1966, p. 803.
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in this population are the chronic diseases which we have not yet learned to
brevent, we must make major efforts to detect them as early as possible so that
we can hopefully delay or limit the disability they cause. Fortunately the means
for early detection are at our command.

For more than a decade we have been investing major portions of our effort
into the early detection of chronic diseases, but we have been doing it in a
vacuum because we have persisted in defining public health in its narrowest
term.s. As a result we have reached only a fraction of those who need our
services,

The mental health of this population should be one of our major concerns.
Here again prevention is-of major significance, and again the means are at our
disposal. I read recently that David Dubinsky, retired president of the Interna-
tional Ladies Garment Workers Unjon would devote his retirement years to a
program for preparing prospective retirees of his industry for retirement. Other
unions have also taken steps in that direction. Public Health agencies must also
address themselves to this problem for this is.an important part of preventive
medicine, s

There are approximately 50,000 persons in New York City over the age of
80. Many of them are isolated because of disability and become disoriented and
senile because of their isolation. Public Health programs must also address
themselves to this aspect of preventive care either by direct intervention by offi-
cial health agencies or by the stimulation and leadership which such agencies
can provide to the private and voluntary sectors.

One of the major causes of death which merits mention is accidents. Many of
these accidents occur-in the over 65 population because they live in inadequate
housing. Hardly a week passes without local pbress reports of deaths of elderly
persons from fires in New York City. I wonder how many of these deaths could
have been prevented. I wonder how many hip fractures could be prevented by
housing designed specifically for the aged with all the known safety features.
1 suspect that in terms of cost benefit the investment would be well worthwhile
in pure dollars and cents without even considering the saving in human suffering.

Treatment Services

Treatment services are, of course, an important part of planning for any seg-
ment of the population, but it may well have less significance for this population
than for a younger one: Obviously, early detection is useless unless it is followed
up by immediate and vigorous treatment. But in the later phases of the natural
history of these chronic ailments it has become increasingly clear to me that
some of the social considerations are of much greater import than the actual
medical services.

Five vears ago we began an experiment to provide private group practice
medical care to a dependent over 63 population. We assumed that these persons
would welcome the opportunity to leave what we considered the impersonal,
demeaning atmosphere of hospital out-patient clinics and have access to a private
physician by appointment in comfortable surroundings. Instead we found to our
surprise that many of them refused to leave the familiarity of the clinics. not
only because the surroundings were familiar but also because the visit to the
clinic was a social affair—a chanee to visit with friends, to get away from
the isolation of a small apartment or a small room. a chance to be the center
of attraction while an interesting disease was being described to a group of
residents by the head of the department. We further found that of those who did
accept care from the group practice program we received fewer complaints
from those who were enrolled in a group whose physicians were older and
therefore apparently more in empathy with this elderly population even though
this medical group was not considered one of the medically strong groups in
the program. We are convinced that these patients were more impressed with the
social aspects of the care received than with the efficacy of the medication
prescribed.

The Future

Much has heen learned about the care of the aged from our own experience in
New York City* and the experience of others in other parts of the country.

4 Haughton, J. G.—‘“The Organization of Medlecal Services in a Private Nursing Home:
Three New Approaches’”, New England Journal of Medicine, May 13, 1965, p. 996-1003.
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We must take advantage of this experience and enlarge upon it. We must redefine
Public Health in much broader terms and address ourselves not only to the
control of disease but to the physical, mental and social well being of this
population,

Health Care cannot exist in a vaccum. A dollar spent in better and safer
bousing for the elderly may well be more productive in terms of cost effectiveness
than the same dollar spent in health services for the same population and may
well have greater impact upon the health status of the elderly.

I believe that this may well be true because during the period July 1959 to
June 1961, 66.8% of all persons 65 and over who were injured in their homes
in the United States received medical attention for the injury and 72.49; of these
had one or more days of restricted activity as a result. In addition, fractures and
dislocations in persons 65 and over accounted for 4,228,000 hospital days during
the period 1963-1965 for an average length of stay of 24.2 days.® The annual
cost of accidents in the home for all ages is estimated at $1,300,000,000,° and
‘since we know that the accident rate per 100 population for those 65 and over
is higher than for every other age group except children under 10 we can readily
judge the cost to the economy. - .

Activities in concert with social service and other service agencies aimed at
ameliorating the isolation, depression and disorientation of the aged may well
do more to promote the mental health of this group than all our mental health
facilities and treatment modalities.

Recent health legislation creating the Medicare and Medicaid programs is
providing new health funds and thereby relieving some of the demand for local
funding of treatment services. This should make it possible to address ourselves
to some of the socio-medical aspects of the problem. Whether this happens
will depend upon the leadership Public Health and Social Service professionals
provide. :

Public Health officials must take their places among those who plan for our
communities. They must show them that they do not wear blinders and that
they are not health chauvinists who ignore other needs of the community in their
quest for health dollars. They must convince them that they see health within
the broader context of the total well-being of the community and that they
recognize the impact of other services upon the total health of the community.
Then and only then will they become effective members of the political structure
of our society. -

COMPREHENSIVE HEALTH PLANNING

This approach to health planning may seem like rank heresy to some, but I
submit that this must be the approach if P.L. 83-749 is to be effective as an
instrument for rational comprehensive health planning. Planning which addresses
itself to the real health needs of a community cannot be carried out in splendid
isolation. Urban Renewal, Model Cities, OEO programs, all these must include
health concerns and Public Health officials must therefore take an active part in
these developments. It is because of our commitment to this point of view that
the New York City Health Services Administration has developed and maintains a
close working relationship with the City Planning Commission and Human
Resources Association.

The fact is that some of the emerging nations which we like to call the under-
developed nations have already been forced to do that kind of planning. When
resources are limited, rationality demands that planning be carried out in
terms of what is in the broadest public interest and how the greatest cost benefit
can be derived. It is in this context that health and welfare services tend to be
funded in terms of their contribution to the total well-being of the community
rather than because health is presumably intrinsically good.

Some nations have for example had to decide to reduce a malaria eradication
program to a malaria control program in order to expend more funds for agri-
cultural development because it didn’t make sense to save people from malaria
so they could die of malnutrition. The funds spent in agricultural development
contributed more to the growth of the economy and hence to the total well-being

5.8, National Health Survey (Injured Persons)—Series B-16 (1960), B-37 (1962),
B-39 (1963). -
L4 Acﬁ:ldent) Facts—1966 Edition, National Safety Council, Chicago.
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of the nation. The net-cost benefit was therefore greater and more in the public
interest.

We may perhaps never be forced to make such choices, but we must certainly
be prepared to justify our health activities on better grounds than the intrinsic
goodness of health services both for our aged population and those who are
younger.

In a city as large as New York it will not be a simple matter to provide health
services to the aging with all the social concerns which we all agree are neces-
sary. But I believe that this goal can at least be approached if we abandon the
rigidities of the past and become more flexible about the way in which services
are provided. There is a growing literature on the use of subprofessional per-
sonnel with appropriate training and supervision. This literature seems to indi-
cate that we have been caught in a trap based upon a confusion of objectives.’

Let me give an example. There are in the United States approximately 400
public health educators at the Master’s degree level. Even with the most opti-
mistic statistical projection is it conceivable that we could even produce enough’
health educators at that level to make them the only source of health education
to the public? Obviously this is not feasible. Should our objective therefore be
to alleviate the shortage of public health educators or rather to attack the in-
adequacy of community health education? If the latter is our objective, we can
begin rationally to explore other more realistic means of solving the problem.
We can draw the same analogies in public health nursing and in social work.

This approach has already begun to bear fruit in New York City. Public
Health Assistants are already expanding the productivity of the public health
nurse, dental hygienists are already expanding the capabilities of the dentists and
in addition providing more dental health education than public health educators.

More recently social health technicians and social work case aides have begun
through some of our antipoverty and manpower development programs to pro-
vide some of the social service outreach and supportive services which are ex-
panding the capabilities of the limited number of professional social workers
available to us. It is only through such innovation that large Metropolitan en-
claves will be able to effectively combine health and social services for large
numbers of people.

OBO NEIGHBORHOOD FaMILY CARE CENTERS

Recently we have received 5 grants from OEO for the establishment of Neigh-
borhood Family Care Centers where we will not only deliver comprehensive
health care but will also train subprofessional workers to perform relevant health
and social service functions as part of the socio-medical team. In addition there
are currently in our capital budget funds for 17 New Neighborhood Family Care
Centers and funds for the renovation and conversion of several existing Public
Health centers to family health care. All of these resources will be equally avail-
able to the elderly among us.

The effects of Medicare and Medicaid upon health care of the aging is a sub-
ject about which we have great concern. Attached to this statement is a paper
which I have prepared for delivery at a session of the 95th annual meeting of
the APHA in Miami Beach Fla. on October 26, 1967. I have labeled it Appendix
A. It deals with some of the issues related to the effects of this legislation on
health care for the elderly.?

Domiciliary facilities for the aging who cannot live alone but who do not
require institutionalization is another matter to which we have given some at-
tention. Appendix B attached is a report of our findings in a study made in 1964
and our resulting recommendations.” These have been submitted to the New
York State Department of Social Services which has jurisdiction over such facili-
ties and some of our recommendations have recently been implemented.

With a rapidly growing aging population we will be continually faced with the
need to anticipate and deal with new problems. The extent to which we deal suc-
cessfully with these problems will be determined by our ability to be innovative
and flexible in the application of our resources to the problems. This committee

7 Bellin, L. E. ; Killeen, Mary ; Mazerka, J. J.—‘Preparing Public Health Subprofessionals
Recruited From the Poverty Grou Lessons From an OEO Work Study Program.” Amer-
tcan Journal of P.H. Vol 57, No. 2, February, 1967,

8 See p. 506.

o In subcommittee files.
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can play an important role in creating a public awareness of the problems and
in providing the leadership in the Congress which will be necessary to generate
the resources required for the accomplishment of our tasks.

(The chairman addressed the following questions to Dr. Haughton
in a letter written after the hearings:)

1. Your statement (p. 7) says that P.L. 89-749, if it is to be effective, must be
implemented in conjunction with other federal programs. We would appreciate
additional discussion of this point, with any sug ggestions you may wish to give
on possible changes in federal law or policy in order to facilitate such a broad-
based approach.

2. On page 5, you described the reluctance of many elderly individuals to leave
their familiar clinics when you implemented a group practice medical care pro-
gram for them., Was this a serious problem that should be considered in plans
for establishment of such group health practice programs in the future?

3. Your address on the future of public general hospitals makes the case for
transforming such hospitals into centers of high-quality care for all income
groups. Have you any suggestions for federal action that would accelerate this
process?

4, Your working paper on medicare and medicaid protests against the “prohibi-
tion of routine physical examinations under medicare”. How would you implement
such checkups? Do you now have the screening facilities that would be required?

(The following reply was received :)

* * * x * * *

Question 1, with regard to Public Law 89-749, is a most important one. If
comprehensive health planning is to be meaningful and really comprehensive it
must be responsible for all health planning in a region, in this case the region
being New York City. In the past, urban renewal programs, slum clearance pro-
grams, and even OEQ programs have been planned without any real concern for
the health facilities which must accompany such planning. As a matter of fact,
members of the health agencies have not been involved in this community plan-
ning. In some instances, OEO programs are planned for health services without
involving local health authorities. This has not happened in New York City
simply because we have taken a very firm position against it and, in some
instances, have even threatened not to accept any OEO funds if the priorities and
concerns of the local health authorities were not taken into consideration. The
time has long passed when health planners can isolate themselves from the
agencies who plan for the total community. Health planning must of necessity
become a part of total community planning, and this is possible and should be
vigorously implemented under Public Law 89-749.

As I read the present law, it is clear the intent is that the comprehensive health
planning agency at the State level be a public or governmental agency. At the
local level, however, it apparently provides that the agency may be a voluntary
agency. This is, to my mind, a weakness, since a voluntary agency can never be
as publicly accountable as is a public agency. While it is true that in some locali-
ties the local health authority may not have the competence or expertise to carry
out such planning, I believe that these agencies should be encouraged to develop
such expertise and that, in the interim, a State planning agency carry out the
functions for those localities which do not have the talent. Because of this per-
missiveness in the law with regard to what agency may do the planning at the
local community level, we are now faced in New York City with a rivalry between
the local regional health and hospital planning council and a proposed public
agency. This kind of rivalry can be eliminated or avoided if an amendment to the
law should provide that, clearly, the planning agency must be based in govern-
ment.

Question 2 is a sociological one, and one that is difficult to deal with, since there
is no way to create an aura of familiarity in a new setting. Those persons over
65 who have been going to out-patient clinics for many years will want to continue
to attend them in some cases. Qur aim, therefore, should be to up-grade the out-
pa'nent clinics and to convert them to group practice organizations so that we
may improve the quality of the services and the amenities related to them while,
at the same time, maintaining these older persons in the familiar surroundmgs to
which they are accustomed. Our aim in New York City is to reorganize the
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services in our out-patient clinics so that they function as group practice organiza-
tions in lieu of the presently over-specialized, fragmented services which are pro-
vided in these clinics.

Question 3 could be dealt with through an amendment to the Hill-Burton Law.
As I understand it, the present law provides funds for the building of hospitals
in areas where the number of beds available are deficient. It takes no account of
the fact that in many areas, while the bed complement is sufficient, the physical
quality of those beds is such that they all require replacement. An amendment
which would provide Federal funds for the replacement of obsolete public general
hospital beds would be a big help in speeding up the process of converting these
general hospitals into physical facilities which would be acceptable to all income

levels. .
Question 4 may be answered by pointing out that it does not require screening

facilities to provide routine physical examinations. Under Medicare it should be
possible for a patient to visit a physician for a routine physical check-up at least
once in each twelve-month period. The law might stipulate the minimum services
that should be performed at such an annual check-up.

I regret that I was unable to appear personally at the hearing but I was busy
chairing a session at the Surgeon General’s Group Practice Conference in Chicago.
I hope that I have answered your questions adequately.

Senator SataTHERS. Now our next group of doctors includes Dr.
Martin Cherkasky, director of the Montefiore Hospital & Medical
Center, and he is accompanied by Dr. Cecil G. Sheps, general director
of Beth Israel Medical Center; Dr. George R. Reader, director of the
comprehensive care and teaching program, Cornell Medical College;
and Dr. David D. Thompson, director of New York Hospital.

Dr. Cherkasky will be the first witness to testify, and each of the
other doctors has a statement.

All right, Dr. Cherkasky, we are very pleased to have you, sir.

STATEMENTS OF MARTIN CHERKASKY, M.D., DIRECTOR, MONTE-
FIORE HOSPITAL & MEDICAL CENTER ; CECIL G. SHEPS, M.D., GEN-
ERAL DIRECTOR, BETH ISRAEL MEDICAL CENTER; GEORGE G.
READER, M.D.,, DIRECTOR, COMPREHENSIVE CARE AND TEACEH-
ING PROGRAM, CORNELL MEDICAL COLLEGE; AND DAVID D.
THOMPSON, M.D.,, DIRECTOR, NEW YORK HOSPITAL

Dr. Cuerrasky. Senator Smathers and Senator Xennedy, we are
{hligh’ced to have you here. Some of the solutions we hope lie in your
hands.

Before I get on with my brief prepared statement, I must continue
on where you left off with Dr. Brown. First of all, Senator Ken-
nedy, I think that in response to your question about the doctors of
New York compared with the doctors of California, I want to as-
sure you that our physicians will be as aggressive and effective in
pursuing fees under medicaid and medicare as the people in Cali-
fornia; you-will not have to bow your head in shame in that regard.

One of the problems that we have in New York City is that there
has been a great deal of foul-up in payment of doctors, and for that
reason the evidence is not all in but I would point out to you that if
someone wanted to devise a program to encourage a doctor to delin-
quency, to encourage him to think more about fees than about care,
then medicaid and medicare were almost created with that view in
mind.

As a matter of fact, the position of organized medicine in the
State of New York, in my view, has been disastrously antisocial.
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Every attempt which has been made to link standards of quality to
fees, has run into organized medicine’s resistance.

The medicaid funds are spent on behalf of the most needy part of
our population. They are the ones who have the greatest difficulty in
finding thier own way through this complex business of getting medi-
cal care. Is it not reasonable that those who are responsible for these
funds ought to see to it that the money is spent for appropriate kinds
and quality of service? '

Senator Samarrers. Doctor, may I interrupt you right there because
I am naive about a lot of this business.

Dr. Caergasky. I doubt that, Senator.

Senator Syataers. I am. I would like to have you explain to me
a little bit further why it is that you think that this program that we
had hoped would be at least part of the answer to the problem of lack
of medical care for the aged has not worked. In other words, you said
if you could think of anything that had worked the wrong way, it was
this program of medicare and medicaid.

Dr. Caerkasky. I am talking primarily about the payment for
doctors’ services. I think the part such as the hospital part is excel-
lent. I think the breadth of the medicaid program is superb, but I think
that when we get to dealing with the payment of tlie doctors we don’t
do what is in the public interest; we respond to the enormously ef-
fective pressure of the medical lobbies.

We know from previous experience, Senator, that fee-for-service
produces unnecessary utilization. The woods are full of figures and
facts from the United Mine Workers program, from all kinds of
studies, that the fee-for-service arrangement produces unnecessary
services and surgical procedures.

Senator SmartHErs. I can ask you right there: Then as far as I gather
from what you are saying, your criticism is not directed at the program
per se of medicare or medicaid; you narrow your criticism down to
the fee-for-service, to that particular section of 1t ?

Dr. Cuerkasky. That is one of my criticisms with regard to that
program, but of course you know——

Senator Saatuers. Can I just stay on that a moment because Sen-
ator Kennedy said we might be able to do something about that par-
ticular facet of the medicaid program. What is it right in that field
that you object to somuch ?

Dr. Cruerkasky. I think that when we set up money arrangements,
we have to examine what direction that money leads to, and I think
we have got to be very hard and tough about it and not depend upon
the so-called idealsof any profession or any group.

FEr-ror-SERVICE MECHANISM

I used to believe, once upon a time, that everybody did right because
it was right, but you and I know it does not always work out that way.
When you set up a fee-for-service mechanism, you are encouraging
the practioner to provide more services and to collect more and higher
fees, and I would say to you the fact that in the last 2 years doctors’
fees have gone up more than in many years before, about 15 percent
is a very simple response to the fact that there is medicare legislation
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and medicaid legislation which means that while they knew before
these people coulgd not pay those fees, now there is somebody who can
pay these fees so you are going to have higher fees and you are going
to-have more fees.

I would not mind that so much but I don’t think we are getting
our money’s worth.

Senator Smaruers. In other words, you are saying that there was
a catchup feature as Dr. Brown testified that was needed originally,
or are you saying, and as you suggested, that because somebody could
pay, it was possible for them to get a maximum amount of money
even though they were not deserving of that high a fee?

Dr. Crerrasxy. You know, Senator Smathers, the American Medi-
cal Association told its physicians under medicare not to accept as-
signments. By an assignment the doctor would then agree to accept
what is the reasonable fee in his area. Say it is a $10 fee, the Govern-
ment would pay $8 and the patient would pay $2. By not accepting
an assignment, and they say they don’t accept assignment because
of some so-called hallowed relationship between patient and doctor,
how that is favorably affected by squeezing a fee out of a patient
I have never understood; but by not accepting an assignment, they
can charge the patient anything—$20. The patient will only recover
$8 and have to pay the difference.

In addition, we are talking about older people. One of the reasons
we have medicare is because they don’t have the money with which
to buy these services. By refusing assignments the older patient’s
limited income is required to pay the doctor and then recover from
the Government; this is a severe burden.

Senator SmaTuERs. Now then, my final question on that point would
be: Does the fault lie with the legislation or does it lie with the
doctors?

Dr. Crerrasky. I think it lies with the legislation. T think we have
to take into account some of the realities of life, and I think we have
to set up our money to produce the kinds of qualities and the kinds
of relationships between patients and doctors that we want to foster.

You know, 1n response to the question that you ask and that Senator
Kennedy asked, too, I would like to say a further word about the
doctors. T agree with Dr. Brown that one of the fundamental things
that we have not done is reorganize and restructure our medical
care services in some logical fashion so that we then could pour money
into a reasonable structure. '

What we have really done is taken a structure in medicine in this
city and in this country so chaotic that in my view it is almost hard
to believe that it happened accidentally, and all we have done is
to pour huge additional amounts of money into this chaotic structure.

In my view, the key to this is still the physician. I think e need
a new structure, but I would also tell you I think we need huge
additional numbers of doctors. I think we need more doctors because
I don’t think there are enough doctors to go around and do the job.
I also think that we need enough doctors so that we are going to be
able to deal with them in some kind of a reasonable fashion.

I might say to you that I had not intended to do this but [ have a
quite specific proposal for you. We have about 100 medical schools in



COSTS OF HEALTH SERVICES TO OLDER AMERICANS 385

this country turning out about 9,000 doctors or a few less than that
annually. As you probably know, to fill out our inadequate number of
doctors in this country, to keep the present adequate ratio of doctors
to a growing population, 20 percent foreign-trained physicians are
licensed every year. In other words, the United States is a debtor
nation with regard to physicians. -

Senator SaaTHERS. Do you think that doctors of the Medical Asso-
ciation of New York would allow these foreign doctors to come in and
practice?

Dr. Caergasky. Well, they do in the State of New York because if
we didn’t we would be in real %ad shape. :

Senator SamaTHERs. I regret to say that in my State of Florida

Dr. Cuereasky. Well, they are tougher.

Senator SmatHERS. They just won’t let them come in. We need them
badly. They are Cubans who have been run out of Cuba by Castro
and are very well qualified doctors, but the medical profession just
adamantly stands there and says, “You cannot practice here.”

100 ApprrioNar MepicaL ScHooLs PrRoPOSED

Dr. Currrasky. I think, Senator, that obviously qualified people
ought to be encouraged to come here from any place. We think we
have the best medical education in the world and for us to be a debtor
nation and to be short of doctors is, in my view, a national disgrace.

We have heard about various solutions. First of all, some people
don’t want to face up to it and they talk about training subprofes-
sionals and about all other ways of doing it except adding more
doctors and more nurses. I believe we need subprofessionals. I believe
we need to use doctors and nurses much more effectively, but I also
believe we need huge additional numbers of doctors and nurses.

My own thought is that we ought to, in the next 10 to 15 years, create
100 additional medical schools, increase the numbers of physicians
that we turn out from 9,000 to 20,000. We need to subsidize those
people who go into medicine, because, as you know, one of the reasons
for the characteristics of medicine is, 50 percent of all the physicians
come from the upper 12 percent of the economic population, which
means that this profession is really not representative of the society
as a whole,

We have magnificent talent in the underprivileged areas of this
country who could make a contribution to medicine if medicine was
a profession which they could even hope to enter, but you know what.
an obstacle course it is educationally and financially. I believe that.
everybody who goes to medical school ought to be fully subsidized.

Senator Smariers. Do you mean fully subsidized while he is in
medieal school?

Dr. CuErkasky. Yes.

Senator SmaTHERs. And while training?

Dr. CHEREASKY. Yes.

Senator Smarmers. The subsidy stops once he finally finishes his
training ¢

Dr. §HERKASKY. Right.

Senator SyaTaERs. All right.
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Dr. Crereasky. I have done some very crude figuring on this. It is
my estimate that if we were, when the program is in full swing, to
spend 2 billion dollars a year, with that billion dollars we would create
medical schools, create the teaching staffs that are necessary for those
medical schools, subsidize every single student in medical school in the
United ‘States, change the character of medical education to produce
physicians more in keeping with the social goals of the society and
really solve this problem. :

I must say to you we have a lot of other things that we need to do—
legislative changes and so forth. In my view, if we don’t get to that
core problem, I don't think we are going to have the medical care not
only for older people but there is much to be desired in the care that
is given to people who p%y their own way.

‘%enator SyaTHERS. You go ahead with your statement. We have
some other questions I want to ask you but we also want to get that
in because it 1s an actual statement.

Dr. Caerrasky. It is brief.

I appear before you today as a long-time proponent of the financing
of health care for the aged through the social security system. What I
say here should in no way imply that I do not consider this legislation
seminal and revolutionary. At long last we have a commitment of social
policy on the part of the Congress that at least for the aged, the Fed-
eral Government has a crucial role, to, play in the financing of health
care services. This achievement is not to be underestimated. This is not
to say, however, that all is going well with this program; this is not
the case. -

I might say initially that part A of title 18 has been the most suc-
cessful component of this multifacted program. Hospital care is being
rendered to the aged of our community as a right and has relieved
those persons from a terrifying burden. On the whole, hospitals are
now on a firm, viable financial footing for the first time in their history.

The %)rogra,m has had a salutary effect on standards of hospital care,
especially in its insistence on utilization committees and review. In
our own institution, we are expanding the function of the Utilization
Review Committee to encompass the whole area of medical audit and
quality control—something we have long wished to do.

IxnapeEQUAciEs oF Parr B—MEDICINE

I would be less than honest—which I never am—if I did not indi-
cate that my early uneasiness about part B of title 18 unfortunately
has been confirmed by experience with it. I am convinced that in the
vital areas of quality, utilization, and costs, this aspect of the medi-
care program has significant inadequacies. .

Members of this subcommittee, I am sure, realize that this is an
open-ended program with no quality controls. :

By the way, %enators Smathers and Kennedy, it is interesting that
Senators fought tooth and nail; we finally did something about labora-
tories but only with great difficulties, Senator Kennedy.

There is very little control of utilization and, as it has developed,
insignificant control over charges and costs. You know the figures on
increased physician charges as well as I do. The program is fragmented,
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covering many services, it is true, but not covering others. The in-
creased physician charges plus lack of comprehensiveness, capped by
deductibles and coinsurance, have vitiated the impact of this program
for the aged patient.

A recent report from the Social Security Administration indicates
that in a random sample, only 52 percent of the costs incurred for
medica%jl services covered under part B is potentially reimbursable to
the aged.

You know, all of us, and you talk to the older people, thought that
part B was going to pay for medical costs, for doctors’ costs. When
one considers the hospital benefit deductible and coinsurance, the
lack of coverage for drugs and dental care, it is safe to say, I believe,
that less than 50 percent of the total medical-care costs incurred by the
aged are being covered by title 18, parts A and B. This is a far ery
from what we thought we were doing with this legislation.

The main message, however, that I wish to bring to your attention
this morning is one of principle and concept. Structurally, the funda-
mental defect in title 18 is the separation of part A and part B. This
separation is unfortunate not only because of its administrative diffi-
culties which have turned out to be legion but because it has tended to
freeze existing modes of medical practice and prevented major in-
novative developments in the delivery of health services. '

We at Montefiore Hospital believe that medical care is a continuum;
that the hospital should be the core facility for the delivery of health
services to the community—preventive, treatment, rehabilitative, for
both the vertical and the horizontal patient. Ambulatory services
should be physically or functionally related to the hospital on the basis
of prepaid group practice.

Dr. Brown said something that was so true: The cost of hospital care
is escalating and is going to soar even more. Our costs at Montefiore
will be higher in 1967 than they were in 1966, and in 1966 they were 15
percent higher than they were in 1965. One of the reasons they are
higher .is because medicare and medicaid have poured huge new
amounts of money into a medical establishment with the same number
of personnel. We had a radiologist who in January 1965, 20 months
ago, was receiving $14,000. I now pay him $29,000 because I haveto pay
him that or I can’t keep him.

Senator Smarmers. Does that not result from the shortage of radi-
ologists?

_ Dr. Carrgasky. A lot of money and not enough people. That does
it in every economic area. '

Ambulatory service should be prepaid group practice. That is one
method we know cuts down on. hospital cost because it cuts down on
hospital groups. We have a medical group that provides care for
20,000 people. Those people use 20 percent less hospital days than if
those same people are cared for in this town by doctors who are on fee-
for-service. -

We have $350 million Blue Cross in this town. ( Jne-fifth of that, $70
million, is not hay, and that is the kind of reward that we could expect
of all practice in New York City on an organized basis. That is the only
way for modern medical care to deliver. i
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Senator SmaTrers. May I ask you a question there, and I agree with
that. How do you get these doctors to participate in this? That is what
I don’t understand.

Dr. Cuergasky. This is one of the things T am talking about when
I talk about doctors in sufficient supply so we can deal with them. I
say to you, when you have a profession that is in such enormous de-
mand and where the supply is short, they are not very susceptible to
the needs and desires of the society. I don’t think we can afford that any
longer,

A Srecrtrum oF FaciLrTies

We also need, as a part of this whole spectrum, extended-care fa-
cilities, nursing-care, home-care programs; all should be coordinated
and integrated in the hospital. We don’t just talk about this in philo-
sophical terms. The Montefiore Hospital, while we have not gone as far
as we would like, has a group-practice unit, has a home-care program
which it pioneered over 20 years ago; it has a nursing home, it has a
recreational facility, it has relationships with nursing homes around us
where we provide medical supervision. We are the institution that vou
refer to that created the OEO program that you are going to be seeing
this afternoon.

So the things we are talking about, coordinated medical care centered
around the hospital, is not a figment of the imagination despite the fact
that we have had to piece the moneys together from a thousand differ-
ent sources we have it in operation. It can be done. If we set up our
money in a way to encourage this, I think you could have this all over
the country.

It is our firm conviction that this concept of hospital care is the best
method of insuring high-quality, comprehensive service to the aged -
and to the population as a whole, while at the same time it shows the
most promise for moderating or controlling medical-care costs.

The separation of doctors’ services from hospital services, the sup-
port which part B—by the way, the way it is set up, our group practice
is in jeopardy. I won’t go into that with vou now. Our group-practice
activities are being menaced by this particular undertaking because it
is set up in such a way that it is going to pay usto go to fee for service.

Senator Smarrers. This would be radical if we ever did this and T
am just merely throwing it out to get your thinking: Should we—
Senator Kennedv. and I and other legislators—change the law to say
that there would be no doctor who would be eligible to receive a fee
unless he participated in group practice?

Dr. Crarrrasky. I would sav to you, if you do that at the moment—
vou would not have any care. There are realities we must face. I would
say fo you, while I think it is possible with ingenuity to reward the
kind of practice which is going to accomplish our goals, we are not
doing that. :

Senator Syatmers. Can you tell us what that ingenuity would be ?
We are looking for that.

Dr. Cuerrasky. I will tell you, for example, that we now have in
our egroup something like 4,000 people over 65. If the mechanisms were
worked out whereby we would be able to receive what we need for the
care of those patients by an overall payment rather than by a fee-for-
service arrangement, we would jump at it and it would, in my view,
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still be less money than you would pay us for the care of these 4,000
patients if we go on fee for service.

We can get the money we require and more for fee for service, but
we cannot get the money by capitation, which means, in fact, you are
going to drive people who want to be in prepaid group practice out of it.

I would say to you that I think that every place where you could
provide payment on an annual-premium basis, the Government would
get more care for less money without any question.

The lack of comprehensive care under part B, the difficulties which
group practices like ours have in maintaining the capitation system
of payment for doctors—all have the effect of preventing the move-
ment toward the creation of the hospital as the central resource for the
delivery of health services in the community and hold back the devel-
opment of group practice. .

DirFICULTIES IN EXPERIMENTATION

It would be wrong to assert that it is impossible to develop such
a program under the existing legislation. My point, however, 1s that
the existing legislation makes it extremely difficult to experiment with
new methods of delivery of health services.

We went to ‘Social Security before the medicare law was in effect
and said, “Why don’t you provide for overall payment to provide for
home care, doctors’ care, £agnostic care, nursing-home care, and let
us experiment and see how, by using these various interrelated facili-
ties, we can come up with the best package of care at the least possible
cost?” They were unable to do this.

I understand that now hopefully some of the changes which are
being contemplated will not force us to do what we have been doing
so long so wrong but will enable us to begin to experiment in these new
ways of bringing services together. ‘

Just a word about medicaid. Ironically this program has the po-
tential to provide significantly more comprehensive service to the aged
than title 18, as you know, with general care and drug coverage and
things of that sort. Practically speaking, however, our experience in
New York City with this program up to now has not been a happy
one.

First and foremost, there have been no quality standards for doc-
tors. Every time we wanted to talk about that, the doctors wanted to
talk about fees. Secondly, there has been little control, if any, over
doctors’ fees and services under the program. And as yet, we have not
seen any significant improvement in ambulatory services of hospitals,
both municipal and voluntary, as a result of a vast infusion of new
moneys. ‘

"1 do not presume to say that this improvement will not come. How-
ever, at the present time my impression is that medicaid has meant
more money for doctors and more money for hospitals without any
significant improvement in the quality of service to the public.

Senator Smatmers. All right, sir. That was a strong, hard-hitting
statement. ' -

(The chairman addressed the following questions to Dr. Cherkasky
in a letter written after the hearing:)
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1. On page 39 of the transcript you said that Medicare should help “produce
the kinds of qualities and the kinds of relationships between patients and doctors
that we want to foster.” Later you and Dr. Sheps touched upon the need for
quality controls under Medicaid. I would appreciate your giving me an additional
statement on: (a) your suggestions for legislative changes that would improve
the quality of care and (b) specific information on the way in which quality
standards could be imposed. .

2. Your proposal for 100 additional medical schools for fully subsidized students
also calls for additional discussion. Would you care to give a supplementary
statement on the need for such action and on the details of your proposal?

3. You say on page 1 of your statement that Part A of Title 18 has helped put
hospitals “on a firm, viable financial footing for the first time in their history.”
Are you in agreement, then, with current reimbursement policies to hospitals
under Part A?

4. Your comment about the need for “coordinated medical care centered around
the hospital” leads me to ask for your suggestions on Federal action intended
to encourage development of such coordinated services. Your complaint about
having “to piece the monies together from a thousand different sources suggests
that you now encounter grave difficulties. Will the “Partnership for Health”
legislation be of help in this area?

5. May we have additional discussion of your proposal (p. 49 of transcript)
for payment on an annual premium basis, and the likely effect stch an arrange-
ment would have in helping you to experiment with new methods of delivery of
healthy services?

(The following reply was received :)

In response to your letter of October 27, I am pleased to provide further am-
plification of my views on certain matters which I brought up in my testimony
before the hearing of the Subcommittee held in the Bronx on October 19, 1967.

Question 1: You asked for suggestions concerning legislative changes that
would improve the quality of care to patients through Medicare or Medicaid and
also, specific information as to the way in which quality standards could be
imposed.

The main thrust of my testimony I believe was that it is difficult to deal with
the problems of quality care in the community with the existing open ended
fee-for-service system under Part B, and for the most part under Medicaid.

As I see it, in New York City and New York State, legislation and regulations
as now exist provide absolutely no quality or utilization control that govern-
ment can exercise under Part B of Medicare. The only requirement for rendering
medical care is for a physician to be licensed.

Medicaid, or Title 19, gives the individual states considerable leeway in estab-
lishing the quality controls. In New York State there is apparently some con-
trol over specialty practice but at the present time there is very little or no control
over the private practice of medicine on a general practice level. Some kind of
continuing education for the physician will be required around the middle of
next year,

The entire matter of quality of medical care especially in physicians’ offices is
an extremely complex one. In fact, one of our initial tasks should be to further
study how we can check on the medical quality in doctors’ offices.

QUALITY EVALUATION TECHNIQUES AVAILABLE

There are now at hand very adequate techniques to check on the guality in
organized systems of care, i.e., in hospitals, nursing homes and other such in-
stitutions, in outpatient departments and in group practices. There is, however,
no reasonable technique which would enable us to know of all that goes on within
the doctor’s office. Yet this is where the bulk of medical care services in this
country takes place.

We do not, however, have to wait for the development of new techniques to
bring institutional and organized medical care under appropriate continuous
audit. As a matter of fact, since there is a great interplay between office and
institutional practice, if we were to bring our institutional practice standards up
to an acceptable level, we would have a greater impact on practice in the doctor’s
office. I will only touch on some of the steps that might be taken. To cover this
adequately I would have to write a book.
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The basis for quality care is related to the specialization which bas occurred in
medicine in the past 35 years. While specialization has created some problems of
fragmentation of patient care, it has clearly enabled us to bring to bear on the
patient a level of scientific skill of a very high order. If we were able to secure
for every person in the United States the services of a Board qualified specialist
to deal with the major medical events in the patient’s life, we would have enor-
mously improved the quality of medical care, at least with regard to serious
illness.

How can this be reflected in legislation? Provisions for payment could require
that major surgery only be paid for if carried out in an institution fully ac-
credited by the Joint Commission on Accreditation and carried out by a surgeon
who is either Board qualified or Board eligible. This should be-a federal require-
ment with the provision that if local circumstances make it impossible to fulfill
this provision in one specialty or another, the states would have the right to
waive. There also should be quite different payments where waiver has Deen
found necessary. In other words, a gall bladder removal by a qualified specialist
should be paid for at a significantly higher rate than by a general practitioner.

That these standards have practical consequence can easily be demonstrated. It
has been reported that not fully qualified people operating on cases of cervical
cancer produce a 509 cure while such cases, operated on by fully qualified gyneco-
logists, produce an 80% cure. Can we afford to allow for that 309 difference in
life? Incentives could be further built in to belp and encourage communities which
now have surgery by not fully qualified surgeons to move in the proper direction.

Where a person whose medical care is paid for by federal funds, in whole or
part, has a major diagnosis of heart disease or cancer or diabetes, or a whole host
of other serious illnesses and where the physician who cares for this patient is
not, by his training, fully qualified, a consultation with a qualified specialist
should be required. .

One of the serious problems we have in maintaining the quality of medical prac-
tice is that many physicians have either no hospital appointment or have appoint-
ments in institutions which, while they are called hospitals, do not have any of
the hallmarks and the institutional regulations which would limit the doctor to
doing those things of which he is capable and which would also act as a source
of continuing education for the physician. In due course, federal funds should
only be paid to those physicians who have active appointments at hospitals which
have the hallmarks which I have noted above.

If you require any evidence that practicing physicians, both within their offices
and within the institutions that many of them work, practice medicine unaccept-
able in the light of our present scientific knowledge and capacity, we can docu-
ment this from our own experience at the Teamster Center at Montefiore Hospi-
tal and in the two surveys of Teamster quality medical care carried out by the
Columbia School of Public Health and Preventive Medicine.

In the long run I believe that the solution to quality in medicine must be
achieved in another way. We must have a network of interrelated community hos-
pitals, teaching hospitals and medical schools. These hospitals must have com-
munity rather than institutional goals. The area of hospital responsibility would
not be only to the inpatient but must also include broad responsibility within a
geographic area for the medical care of the community. All doctors within this
area should serve the community as part of the hospital staff. In this way, we
would have a structured mechanism whereby the doctor, under supervision and
with accountability, does only what he is fully qualified to do and the patient
does not suffer because of the limitations of any single doctor since there is avail-
able for his immediate care all of the institutional and extramural resources he
requires. I am attaching a copy of a paper I gave at the New York Academy of
Medicine which provides a schematic proposal for organizing urban medical care.

Question 2: The overwhelming need for additional physician manpower is now
generally recognized by all students of the problem. The American Medical Asso-
ciation until recently resisted this conclusion. Now even they are convinced that
there is a serious shortage of physicians serving the community.

It is my conviction that we need double the number of physicians we now have.
At the present time there are in the country roughly 300,000 physicians, or a ratio
of ‘153 per 100,000 population. It should be noted, however, that roughly 50,000
of these physicians are inactive or in hospital administration, teaching and re-
search. Moreover, almost 209, of the doctors we license each year are foreign
trained. It has been estimated by the American Medical Association that 13%,
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or 40,000, of the licensed physicians in-this country are graduates of foreign
medical schools.

I would think that public policy in this country should aim for 600,000 practic-
ing physicians by 1985. The increased demand for health services, the serious
unmet need for medical care which is becoming increasingly apparent each day,
the increased cost of health services—all suggest tremendous shortage. Further,
the development of new forms of medical practice and of innovative structuring
of the health care system will become much more feasible and practical if physi-
cians are not in such obviously short supply. Finally, it must be remembered
that increased specialization of physicians has resulted in a marked decrease in
the number of physicians available for primary family care. In this connection,
a table from a recently published study of “The Doctor Shortage” by Rashi Fein
is particularly revealing :

TABLE 11-4.—FAMILY PHYSICIAN POTENTIAL (M.D.), SELECTED YEARS

Type of private practice 1931 1940 1949 1957 1965
1,396 2,222 3,787 5,876 9,726
3, 567 5,892 10,923 14,654 22,432
112,116 109, 272 95, 526 81,443 65, 951
otal______________________.._ 117,079 117,386 110,236 101,973 98, 109
Total per 100,000 population_.___ 94 89 75 60 50

It has been said that we will never have enough physicians and therefore we
must develop paramedical or ancillary personnel to do a variety of tasks that
physicians now are doing. I believe that we should use other health professionals
in the most creative way possible and that medical practice must be structured
so that the physician’s time and energy is most productively and effectively
utilized. However, this should not be used as an excuse for the richest country in
the world to shirk its responsibility to do what it certainly can do—and that is, to
produce an appropriate number of physicians to serve the health needs of the
population. :

For the United States to have 600,000 practicing physicians by 1985 is a tre-
mendous challenge but I believe that it can be done. Studies now suggest that by
1975 we will have about 365,000 physicians in this country. In order to have close
to 600,000 practicing physicians by 1985, we will have to graduate roughly
20,000 doctors a year between 1975 and 1985. We now graduate about 7,900 physi-
cians per year. This means then that we must increase the number of our gradu-
ates by two and a half times.

Based upon current figures, we calculate that it will take about $5,000 per year
to educate a medical student. Therefore, it would cost $400,000,000 a year for the
education of 80,000 medical students, i.e., 20,000 in each year of the four years
of school. Further, subsistence of $4,000 for each student would cost an addi-
tional $320,000,000 per year—for a total of $720,000,000.

To do this job we would probably need 100 additional medical schools. (At the
present.time there are in this country a total of 102 schools in operation or in
some stage of planning.) Construction of a medical school and teaching hospital
is now estimated to be roughly $50,000,000. Therefore, the total needed for medical
school construction would be Five Billion Dollars ($5,000,000,000.) —or Five Hun-
dred Million Dollars ($500,000,000.) each vear for a period of ten years.

Adding this $500,000,000 to the $720,000,000 necessary for the education and
subsistence of the students, the total estimate for the cost of this program would
be about One Billion Two Hundred Twenty Million Dollars ($1,220,000,000) per
year.

These calculations are rough and will undoubtedly require further refinement
and study. Nevertheless, I believe they substantially reflect the magnitude and
dimension of the need and the cost.

I am convinced that the financing of this program is a public and government
responsibility. I believe that all qualified students of whatever social class or
ethnic group, should be able to secure a medical education. There should be no
financial barriers to such an education and as a matter of facet, we should follow
the example of most western countries where medical eduecation is totally financed
by government. ’
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Question $: For many years hospitals were under-financed. Wages and salaries
were unconscionably low. Many hospitals had insufficient funds to develop new
and necessary programs. Hospital physical plants especially in urban areas, have
peen and are in a serious state of deterioration. Yet the explosion of medical
science is continuing and in fact hospitals are able and required to do more and
more for people with consequent increased costs and expenditures.

By paying hospitals reasonable costs, the federal government, through Medicare
and Medicaid, has for the first time put the hospitals of this country on a firm and
viable footing financially. This is to be applauded. There was, therefore, every
reason to expect that due to this vast infusion of new money, hospital costs would
rise. I am convinced that the rise is due substantially to the ability of the hospi-
tals now to begin to pay adequate wages and develop programs and facilities
long needed.

This is not to say, however, that all money in all hospitals is being expended
responsibly and in the community’s best interest. Under an open ended cost re-
imbursement formula, the certainty of inefficient use of funds clearly exists.

One of the things that must puzzle the layman is why one institution which calls
itself a hospital has a $40 per diem cost while another institution has an $80 per
diem cost. The same patient may by the choice of his physician, be in either one
or the other hospital for his condition. What, in fact, does this difference in cost
mean and indeed, should we not adopt the policies of the $40-per-day hospital for
everyone?

VARIATIONS IN HosprTaL CoOSTS

It must be remembered that hospital care means very different things just as
hotel care does. You can get a bed for $1 a night in urban slums or pay $25 or $30
for a luxury hotel. If both the $40 and $80 per day hospitals are operating equally
efficiently, the $80 & day hospital then clearly must represent more services and
programs than the less costly hospital. You will find that every illustrious in-
stitution in this country—illustrious because of its reputation for high quality
care and for teaching—counts itself among the high cost hospitals. The hotel serv-
ices which the hospital renders are the smallest part of the cost. There are
marked differences between a top-notch x-ray department, staffed with superb
physicians and modern complex equipment, than an x-ray department which does
not have these characteristics. The same could be said for the laboratories, oper-
ating rooms, recovery suites and for the educational programs. -

This does not mean that any hospital’'s per diem, whether it be $40 or $100
per day, should be accepted at face value as representing high quality care. How-
ever, before restrictive formulas are placed on the rapidly escalating hospital
costs, very careful examination must be made of these different categories of hos-
pitals to determine whether in the social interest these differences in costs are le-
gitimate and desirable. Therefore, while I would certainly agree that open ended
reimbursements are an invitation to inefficiency, I also believe that we need some
hard data concerning the operations of various types of hospitals. The important
overriding factor must be the quality of care and the program of the individual
hospital. I am convinced that at the present time, in most instances, the com-
munity is getting more for its mmoney from its high-cost hospitals than from its
low-cost ones.

Question 4: In a sense the answer to this question is very much like my answer
to question 1, concerning quality of medical care. Coordinated medical care cen-
tered around the hospital, it seems to me, should be the direction toward which
all federal and local programs in health should be directed. Quality of care can
best be achieved through this coordination. It will also result in increased efficient
utilization of all services and this would surely lead to economic use of available
resources.

In terms of the existing Medicare program, I might say that elimination of
physician services in hospitals from Part A is a very serious defect. It makes
the delivery of medical care services to the community, by and through the hos-
pital, extremely difficult. Therefore, an initial, practical step would be to allow
Part A to pay for physician services located at the hospital.

It seems to me that in any new programs for hospital construction which the
Federal Government will undertake, there should be markedly increased funds
for the development of coordinated health services, i.e., group practice and com-
munity health centers around the hospital. Standards developed at the federal and
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state level for the recipients of federal funds for hospital construction should
demand that such hospitals provide a broad spectrum of care including extra-
mural services such as comprehensive ambulatory care services, extended care
services and home care.

I believe that Partnership for Health legislation is a great step forward. If
properly done, it will permit for the first time some kind of coordinated and in-
tegrated planning for health services on a regional and community basis. It will
also provide some modest amount of funds for individual agencies to develop cer-
tain new service programs.

True, we have in the past encountered some grave difficulties in dealing with
the multiplicity of federal funding programs. The multiplicity of agencies that
fund for health at the federal level is overwhelming. This past year we attempted
to get federal funds for the construction and operation of an ambulatory center in
the South Bronx and we failed even though there was goodwill and cooperation
on the part of all federal agencies involved.

It seems to me that major institutions embarking on significant health care
programs on a community should be able to approach one agency in the federal

-government to receive an appropriate amount of money and support. It could be

that the partnership for health legislation will eventually be able to provide such
an opportunity. The major thrust of the program, however, is on coordinated
planning. At the present time I believe it is questionable whether it will solve
the problem of direct, single-door funding for a complete program, from a single
federal department to a single provider of service.

Question 5: It is becoming increasingly obvious that the way services are paid
for has direct and immediate implications on the way services are delivered and
organized. There is really no such thing as just a program for financing health
care. Part B of Medicare, although making specific allowances for prepaid group
practice, really is a payment system designed to expand and enrich solo, fee-for-
service practice. In one stroke it effectively sabotages the movement toward
broad, comprehensive total coverage for the aged. Among its major defects is the
lack of payment for preventive health examination. Further, it separates doctor
services from hospital, from extended care and nursing home service. Payment
is made to physicians on the basis of charges or fees, and to institutions on the
basis of costs. The aged patient is confused and harassed my deductibles and co-
insurance.

It is my thesis that if a hospital like Montefiore could be paid in annual capita-
tion on the basis of actual costs incurred in rendering total comprehensive care
services to a given population, the services would be of high quality and the cost
to the patient and to the Social Security Administration would be measurably
less than the exiting fragmented method.

Paradoxically, we who are committed to this type of program are being forced
in the operation of our own Medical Group to the fee-for-service payment for
those over 65. It is estimated that on the current capitation that we receive from
the Health Insurance Plan for the aged, we lose $35-$40 per year per patient.
Since we have approximately 4,000 patients over 65 in our group, this could come
to $140,000 a year. It is possible to receive this income and more if we were to
transfer these patients to fee-for-service under Part B. It would not only cover
our costs but under the existing fee schedules; it would be possible to receive
substantially more income for the care of these patients.

The point, I believe, is a simple one. Even agencies strongly committed to the
capitation system in principle are being forced to consider fee-for-service system
which will most certainly result in increased expenditures on the part of govern-
ment. My plea here is that, at least for demonstration purposes, an institution
like our own and others with similar capacities should receive a single overall
payment for an identified population. We would then use the Hospital, our Loeb
Extended Care Unit, our affiliated Beth Abraham Custodial Home, our Home
Care Prograni, our Group Practice unit and the other ambulatory service facili-
ties in the most efficient and economical manner designed to meet the patient’s
needs. I will state flatly that such flexibility will produce better medical care
more economically than the care obstructed by the present restrictions in Part A
and Part B. Indeed, it might be said that Parts A and B were set up to satisfy
the providers of service rather than the patients.

Sincerely yours, :

MARTIN CHERKASKY, M.D.,
Dircctor.,
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Senator SmataERs. Dr. Sheps will now be heard. We will be very
pleased to hear from you, sir. :

STATEMENT BY DR. SHEPS

Dr. Sueps. Thank you very much, Senator Smathers. My comments
are directed perhaps narrowly to the problem of health services to the
aged in terms of their organization. Having been privileged to listen
to the discussion up to this point, I would like to preface my remarks
by saying that I believe, sir, that what we need to do, in addition to
vastly increasing the supply of personnel, is to face the fact that the
solutions lie in a series of confrontations—confrontations between
methods of payment and confrontations between different methods of
providing care. These two are closely related.

I would say that while there certainly is disturbing evidence that
there are physicians who take advantage of the fee structure in the
manner in which Dr. Cherkasky has described it, I think there is still
another way to look at this fee-for-service method, and that is to
evaluate what it means if the physician, under the present scale of
fees, or the surgeon, spends a full day doing the things that ought to be
done for his patients and to determine the annual income he will have
under those circumstances, ruling’ out completely the possibility that
he may be doing certain things because there is a fee in it. o

Have him spend his whole day working as he should, doing what is
needed, and see what income level he will be. Will he be equal to the
captain of industry, will he be at the level of the President or a Senator
of the United States, or will he be at the level of a college professor?
T think this is a pertinent approach to this matter ; and, as others have
said, the evidence is in. . ' Co

The second confrontation I would like to mention, sir, before I read
my statement or answer your questions, is the confrontation in the
organization of care, and it is to that point that I have some recom-
mendations to make in my statement. Shall I proceed ?

Senator SmaraERs. You go right ahead, sir. -

Dr. Sueps. My remarks will be based primarily upon the experience
that I have had at the Beth Israel Medical Center in New York and
also upon observations I have had the opportunity to make in other
parts of the United States as an administrator, a consultant, and a
researcher in the organization and administration of medical care.

In the various units of the Beth Israel Medical Center, we are now
treating over 100,000 patients per year. A little more than two-thirds of
these patients are being treated on an ambulatory basis.

Amﬁ))ulatory care is of crucial importance 1n providing modern
medical care for older people because their problems are predomi-
nantly those of chronic illness which needs to be forestalled, discovered
early, treated effectively and followed consistently, all within the
framework of a program that provides comprehensive care, with ap-
propriate general hospital backup facilities, and continuity of re-
sponsibility for the total care of the patient.

GoUVERNEUR HEALTH SERVICES PrograM

In our Gouverneur health services program—to which Dr. Brown
referred and in which he was the leader—in the lower East Side, where
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we serve a large indigent population with a substantial proportion of
old people, we are now treating a total of 40,000 people per year who
make over a quarter of a million visits.

This program has been in operation for 6 years and has attracted a
great deal of attention because it has demonstrated that modern care,
incorporating the principles of group practice and the latest scientific
methods, can indeed be provided to poor people in an atmosphere of
warmth and friendliness with due attention to their dignity as human
beings, and may I add, sir, at a reasonable and predictable cost.

In the Outpatient Department of the Beth Israel Hospital, we have
completed a little more than 1 year’s experience with a pilot program
in comprehensive care which incorporates these same principles, These
principles are now going to be implemented throughout the entire
ambulatory care activities of this general hospital.

Ad number of conclusions emerge regarding the health needs of the
aged:

1. The advent of medicare and medicaid has clearly been helpful.
Even though there are still administrative problems to be ironed out
in this payment program, there can be no question that this has and will
facilitate care. The question that does arise, however, is the kind of
care that will be provided. Now that we have taken a giant step in the
organization of payment for care, this must be matched by appropriate
changes in the organization of care itself. The fact the cost is beinﬁ
borne by Government agencies provides an opportunity that shoul
not be missed in setting appropriate standards of performance and
achievement.

Senator Smarrers. May I interrupt you right there? I like what
you said there so very much that I would like to ask you this question :
Is it the responsibility of the Congress and the appropriate agencies
of the State government and the city government to do anything other
than the organization for payment for care, as you call it, and you say
it must be matched by the organization of care. Now how far should
we go, and what is it that we should do as Members of the Congress
other than just make available the organization for payment? We can
appropriate the money. Beyond that, what should we do?

Dr. Sueps. Sir, I think you have a real and inescapable responsi-
bility to concern yourself with the specifications of what you are pay-
ing for on behalf of the people of this country, and the specifications
can be clearly delineated. It is not enough to say that people will
meet certain qualifications of training and experience.

I suggest that methods of performance—we know a lot about this
now—methods of performance can be delineated and measures of
achievement can be implemented. I would say that it is no different
than the specifications that the GSA puts out when they spend billions
of dollars on hard goods that one buys.

Senator SarataERs: Doctor, do you or Dr. Cherkasky, or any of these
other eminent physicians here, have any list or set of specifications that,
for example, we might use and deliver to the Department of Health,
Education, and Welfare? a :

Dr. Seps. These are in the literature ; this is not a vague, ectoplasmic
area. There is literature in this field, there are departments in univer-
sities that work on this all the time, and there are programs of medical

t
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care in this country that have adopted these standards of performance
and achievement.

Senator Sarateers. I want to ask you one other question in this
connection. Do you think that what you are stating here this mornin,
is the opinion and the judgment of most of the medical profession?

Dr. Sueps. No, it is not. It is the opinion and the judgment of an
informed minority of the medical profession. [Applause.]

May I say that it is interesting, however, to recognize that what
I have reference to has been adopted in the best hospitals of this
country. There is a precedent of longstanding progressive devel-
opment in the general hospitals of this country that have adopted pro-
grams that require physicians to adhere to standards of performance
and achievement. Also, they have methods of evaluating this and there
is a long experience. '

What we don’t have as much experience with is the evaluation of
ambulatory care, particularly in physicians’ offices.

Senator SmataERs. All right, sir. Thank you. Go ahead.

FRAGMENTATION OF SERVICES

Dr. Suees. The second point that emerges is that a major problem
in health services for the aged is the fragmentation of services. The
experience that we have accumulated with group-practice arrange-
ments, organized home-care services, and the extension of services to
our patients in nursing homes has clearly established, at least to our
satisfaction, that the fragmentation characteristic of much of medical
care in this country can indeed be overcome.

3. Many old people, particularly the poor, who live in the slums of
our cities, are isolated from adequate medical care. This is so not only
because of the fact that Dr. Brown mentioned, that generally the
services of physicians and others are not as readily available as 1n the
more well-to-do areas, but also because this important population
group has not learned what good medical care means. Therefore they
do not have adequate expectations and do not make sufficient demand
for the care which they ought to have.

For example, in our Gouverneur health services program, which has
a 6-year history, the proportion of visits by people 65 years and over
is still significantly less than the proportion this group represents in
the population we serve whereas it ought to be greater than others.
This is despite the fact that our program has been a very popular one
and is being used increasingly every year. We have established a health
education program to help solve this problem in our area.

4. We have learned also that the auxiliary personnel, who have
learned about the framework of medical care and who understand the
social background of our patients, can be extremely helpful to physi-
cians, nurses, and social workers in following through and seeing to it
that the plan of medical and social management is implemented fully.

5. We have also learned that social problems have a profound effect
upon the ability to implement health measures. Adequate housing and
job opportunities are among the examples of this. Therefore, the most
effective health program for the elderly should include close, effective,
daily working relationships between health and social agencies:
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I would suggest that the aim of health services for the elderly must
be to maximize the potential of elderly people to live as human beings,
as people who present both physical and social functions and needs.
Ang we can do this, if the elderly get the care they need, when they
need it, and where they need it—no more and no less. :

I think we know a great deal about how to do this, and many ele-
ments that need to be put together can be found demonstrated quite
effectively in different parts of this country. But it is rare, indeed, if
ever, that you can see all of them put together into a meaningful and
effective program. There are some good examples in New York, one
of which you are going to be seeing today.

While there is clearly more that we can learn about these problems
and their solution, I do not think that thé implementation of programs
should be delayed to await the results of further research. We already
know a great deal which has been clearly established which is not yet
being widely applied. And, I think it is the broad and full application
of what we already know of the confrontations that I described at the
beginning that I think needs attention.

Hence, I would respectfully recommend two measures to the com-
mittee which I believe would expedite the application of what we
already know.

RecomMEeNDATIONS FOR EpucaTioN, DEMONSTRATIONS

1. Vigorous programs of special health education should be launched
to help the elderly understand what they have to gain by obtaining
appropriate health services and what these services are.

2. £ special program of demonstrations should be launched in vari-
ous parts of the country to establish clearly for the public, the pro-
fessions, and institutions involved, what must be done to provide the
full range of effective health and social services for the elderly. I
would urge that these demonstrations should be carried out, not by
grants, but through contracts that are made by appropriate Federal
agencies. I make this suggestion because the contract mechanism is the
one that has been demonstrated as providing the nécessary opportunity
for the agency which supplies the funds to see to it that. the demon-
stration carries out the plan that has been developed fully, and there-
fore is more likely to reach its objective and, further, to insure that
it is appropriately evaluated. This is to be distinguished from grants
for research projects where this opportunity does not exist.

The lessons from these demonstrations should then be widely pub-
licized to the public and to professional groups and implemented in
legislation so that programs may then be launched to provide equal
opportunity for modern health services for all the elderly of our
country without further delays.”

Thank you.

Senator Smaraers. Thank you, Doctor. [Applause.]

All right. Our next witness is Dr. George G. Reader, director of
i:s)mll%re}(llensive care and teaching program of Cornell Medical College.

r. Reader.

" For discussion of geriatric clinic at Beth Israel Hospital, see p. 570, app. 3.
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STATEMENT BY DR. READER

¢

Dr. Reaprr. Thank you, Senator Smathers, for this opportunity
to testify today. I have been director of a comprehensive care program
at The New York Hospital-Cornell Medical Center since 1952. This
was designed to improve the care of ambulatory patients, children
as well as adults, and to provide a basis for teaching medical students
the principles of comprehensive health care.

As part of our endeavor, we have engaged in a number of studies
and experiments and I want to tell you today about one of our experi-
ments which I think bears on your discussion. This was an experiment
conducted in collaboration with the city of New York, departments
of health and welfare, and involved approximately 1,700 (1,681) wel-
farecases. We took people newly enrolled on welfare and divided them
randomly into two groups. One group was offered a complete range of
services by a group-practice organization within the comprehensive
care program at the New York hospital ; the other group was allowed
to get their care in the usual way on their own. _

We have a number of findings from this study that was carried on
over a 2-year period of observation and I have broken out some of them
that specifically relate to the elderly in that group for today’s presenta-
tion. I want to make a point, however, about some of the other people .
as well because I think it bears on your general concern.

There were 2,500 people in the study group that were offered care.
All of them did not respond to the invitation to come for care; some
continued to go their own way, but they were still considered a part of
that group. '

There were almost 1,700 (1,685) people in the control group who got
their care under the ordinary ‘welfare system.

One of our early findings that we uncovered by analyzing the welfare
records was that there was such a tremendous turnover of cases on
welfare that over a 2-year period, people could be expected to be off
welfare 50 percent of the time. This even included the old-age assist-
ance category, although they were off welfare less than the average.

I think the implication of this is plain because the mechanisms for
payment for medical care are only available during the periods when
people are on welfare. Title 19 of the Social Security Act has served to
attempt to correct this by creating a medically indigent program that
will care for our people both on and off welfare.

Our welfare services—and I suspect this is true all over the country—
spend 90 percent of their effort getting people off welfare, but this is
mainly a bookkeeping operation because they are back on welfare in
a few months, and people at this social level obviously do not improve
in health during the period they are off ; in fact they may often become
worse because they are not getting needed services.

We find that many of our respondents, for example, told us when
they were off welfare they thought they could not get medical care
through the usual offices provided for themj; they thought they could
only get it if they went back on welfare. We also discovered that this
group was an extremely ill group, they were much sicker than the rest
of the population. The elderly, as you might expect, were even sicker
than the others.

83-481—68—pt. 2-——4
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I think the interesting feature about the finding in this regard was
that those 65 and up actually were a little better than the people im-
mediately younger than them. Beginning at about age 45 but partic-
ularly from age 50 to 60 people in over 50 percent of the instances com-
plained of symptoms and these when examined turned out to be indica-
tive of serious illness in many cases. So the elderly actually were not
in as great need in our study as those who were younger.

Pre-65 Heavtn DIFFICULTIES

We have reason to believe from other studies that possibly people in
the decade just before 65 are actually going through a kind of crisis
where they need help more and that after they reach the point of 65
they enter a more tranquil period. It would therefore seem reasonable
that this group just under 65 should have care extended to them which
might then make them better in the over-65 period of their lives.

We also found that when people go on welfare, just prior to enrolling
they are often quite sick. There is a spike in their symptoms and in
utilization of medical services at that point, which suggests that new
enrollees on welfare should have a complete medical examination at
that time. ' :

We also found, as you might expect, that utilization of medical serv-
ices was highest in the over-65 patients. Actually, although they were
not quite as symptomatic as those a little younger, they made better use
of the services. The over-65 people in our population gave us the best
response to our invitation. Seventy-five percent of them came and they
all were, on examination, quite il but not as ill as those we examined
in the age group just below."

Twenty percent, however, of the over-65 group required nursing-
home care during the 2 years that we saw them, so this was a group who
had illnesses that not only required admission to the hospital but beyond
that really needed prolonged care as well.

Concerning the implications of our findings to the implementation
of medicaid, I think the point that I made first that medicaid should
solve the problem of welfare turnover is very important. Obviously the
level of eligibility at which medicaid is set will make a difference. It
should be above the level of eligibility for welfare and perhaps should
be as high as in New York State. - :

I don’t want to get into that argument today, but T think that, as has
been said by my colleagues, the fee-for-service principle tends to make
for more expensive service and essentially rewards the doctor for build-
Ing up his practice as a piecework operation. It does not reward group
practice; in fact it militates against an organized program of services
and against preventive medicine. -

We were able to give a comprehensive program of services to the
people in our study because we had a grant from the Health Research
Council of New York City and were able to work out a capitation ar-
rangement with the department of welfare, so we had in a sense a pre-
paid group practice. It was only because of this feature, however, that
;\t"lel ({\:e(rie able to give complete services effectively to the group that we

udied. :

I think that further experiment is still needed. Dr. Sheps is right
when he says the principles of medical care are well understood. There
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is a definite body of knowledl%e about medical services and hospital
operations. However, I think the application of the principles is not as
well understood and there is a great deal of need still for innovation.
There must be some way of financing this that does not put the entire
onus on someone’s being able to write a proper grant proposal to get
the funds, because the people who are mnovators and program de-
velopers are not always the objective scientists who can write a proper
grant proposal and justify their explorations in scientific terms.

EvALUATION OF INNOVATIONS

On the other hand, I think an evaluation of these innovations is
essential and a body of methodological knowledge is needed in this
area that is not yet available to us and is not available to those in the
Department of Health, Education, and Welfare. For this reason
the Department of Health, Education, and Welfare does need a health
services research center to develop expertise in evaluation which could
then be applied to the various attempts at innovation around the
country and to the application of recognized medical care principles.

One of the questions that has come up in the past about the sick
elderly is that they are isolated from health services, Did our experi-
ment help that? Did we extend ourselves outside of a large medical
center? I can say that we did not solve the problem of isolation.

One of the biggest problems we had in fact was that those who lived
furthest away were least likely to come. I think the people who live in
slum areas need services close to them, particularly old people who
have difficulty traveling, and that we must reach out to them. I think
neighborhood health projects are certainly one very rational way of
reaching out. Other attempts at solving this problem must undoubtedly
be made. '

. I have also been asked about the question of whether medicaid and
medicare, because they pay for medical services for the old and indi-
© gent, would wipe away the charity image, as I had once hoped. I think
that the answer is that it has not yet wiped away the charity image, be-
cause medicaid requires a means test and because of it has raised the
argument as to whether people have a right to medical care. '

The president of the American Medical Association recently stated
that people don’t have a right to medical care, it is a privilege, and
only those who can afford it should have the privilege extended to
them. I think this is still a terrible problem in our country of whether
we can get rid of the charity image, but I think it comes down to the
question of how physicians are paid.

Dr. Brown said that it is easy to get doctors to work in the slum
areas. I think he has been lucky so far. I don’t think it is easy to get
doctors to work in the slum areas. It is not easy to offer them salaries
to work when they can make more money in fee for service private
practice. - _ -

In think the answer to it,"though, may be that doctors should be
paid in a variety of ways. If you can give them a useful experience, a
feeling of satisfaction in their work, you don’t have to pay them as
much 1n salary. If we can relate the work they do in a slum area to a
teaching hospital where they also get satisfactions from the work they
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do there, they may then be willing to work for a salary rather than on
a fee-for-service basis.

Fee-for-service medicine is bad for the doctor because it makes him
a pieceworker and rewards him for increasing the number of services
rather than their effectiveness. If the doctor wants to make more
money, under fee for service he will work longer hours and will
sacrifice the time available to put into study and the advancement of
his profession. [ Applause.]

Senator SmaTHERS. All right. Thank you very much, Dr. Reader. I
appreciate that statement.

(The following are questions submitted by Senator Smathers and
replies supplied by Dr. Reader :)

Question #1 .

I am interested in your observation that ‘“people in this decade just before
65 are actually going through a kind of crisis where they need help more and
that after they reach the point of 65 they enter a more tranquil period and that
it would therefore seem reasonable that this group would have some way of
having care extended to them which might take them better in the over-65 era
than they are before.” i . .

Are you calling for preventive care programs or health screening intended
to deal with illness before it becomes chronic? Have you suggestions for imple-
menting such programs? . .

Answer

The research has not yet been done to document my suggestion that health
care for the symptomatic before 65 might make them better in the post-65 years;
a longitudinal study is needed. We do not know that in general the pre-65
patients in the low-income categories are a high-risk group for illness, have
many symptoms, and presumably ought to utilize services better than they do.
Presumably, if we were more effective in reaching them with preventive and
other services, they would be better off. What is needed then, aside from further
careful research, is a program of case-finding in the high-risk group. Screening
is one technique; another is development of ways to bring these people into con-
tact effectively with the health care system by removing barriers such as pay-
ment. Extension of Medicare to cover the below 65 group, particularly the indigent
would seem reasonable.

Question #2

On page 65 of the transcript, during your discussion of experimental programs
you call for some form of financing “that does not put the entire onus on some-
one being able to write a proper proposal to get the funds.” I would appreciate
additional discussion of this point. If the Department of HEW does establish
its health services research center, do you think that the center might provide
trained manpower capable of giving assistance in grant preparation to doctors
and others who have proposals for experimental projects?

Answer

What I had in mind in connection with my recommendations that other
mechanisms are needed besides project grant proposals for experiments in medical
care was a group of expert evaluators in HEW who could work with program
directors rather than write proposals for them. Evaluation is essential, but many
of the people skilled in managing programs and in innovating do not have the
ability to evaluate them scientifically. Evaluation is also often done better by an
outside group who can be more objective. I would visualize the health services
research center providing this kind of expertise, and working closely from the
beginning with program directors starting new medical care enterprises. The
contract mechanism might be used for funding, or the evaluation might be a
separate proposition funded by HEW.

Question #3
You and several other witnesses described the satisfaction experienced by
physicians who practice high quality medicine even in poverty areas of cities.
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Do you see any effective way of giving large numbers of physicians the oppor-
tunity to serve in this way as a normal and predictable part of their lifetime work
career?
Answer

Physicians might be happy to work in poverty areas of cities if the working
conditions were right for them but such conditions require a structured situation.
The principles involved are: 1. that group practice is more conducive to satis-
factory working conditions than solo practice; 2. that status in a teaching
hospital or university faculty is likely to increase participation; 3. that active
research opportunities (a spirit of inquiry) enhances interest. It is possible
that young physicians could be induced to spend several years in this endeavor
as part of their career development, if the opportunities offered were similar to
others in the teaching hospital in academic medicine and specialty training.
Vista program for physicians might also have appeal.

Now our last witness this morning, and not least of course, is Dr.
David Thompson, the medical director of the New York Hospital.

STATEMENT BY DR. THOMPSON

Senator Kexnepy. I have some questions relative to hospital care.
Would you rather I waited until you’ve made your statement? Could
I take perhaps 5 minutes to raise some questions directed not to Dr.
Sheps but to the others of you, and then you can give your state-
ment, Dr. Thompson.

We have talked about the fact that the fees for doctors have in-
creased and some of the problems connected with that. But it is also
true, as Dr. Cherkasky has said, that hospital charges have also gone
up. I wonder, first, if you would describe these increases in a little bit
nmore detail.

Secondly, can you make some specific suggestions as to what could be
done about them or indicate whether you think that we are moving
in the right direction on this problem ?

First if you could, give us any information about whether hospital
costs to the patient have, in fact, increased over the period of the last
18 months, and whether the increases are due to medicare and medicaid.

Dr. Taomreson. Perhaps, Senator Kennedy; each of us might wish
to address ourselves to that question. I think we need to separate here
the matter of the hospital cost from those of the physicians’ fees. We
spent a good deal of time this morning talking about the question
whether physicians’ fees have risen too rapidly and for what reasons
and what can be done.

As far as hospital costs are concerned, they have indeed, as you
know, gone up very rapidly. As others have pointed out before me this
morning, I think that we did and still do have a lot of catching up. In
other words, the personnel at our hospitals have been traditionally
underpaid, and we are now, I think, getting to a point where we are
much more competitive with the labor market; then in addition to
this, your professionals, your nurses and the allied health personnel.
The nurses have always been underpaid, so that the rise in hospital cost
is not simply a matter of the introduction of medicare and medicaid;
this has made it easier. for us to catch up. We have a long way to go
and we are now able to do it. I would say that medicare and medicaid
have made it possible for us to bring the salaries up more com-
petitively. . :

Perhaps the others would like to comment.
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Senator KrxNepy. Well, it is true that the employees of hospitals
have not been adequately paid and also that nurses have not been ade-
quately paid. I am pleased that there is some progress being made in
that field. But on the basis of information that I have received from
around this State and from across the country, I wonder whether all
of the increases in hospital charges are the result solely of efforts to
rectify past injustices or whether there are some costs that have gone
up rather considerably because of other facts.

Dr. Crerrasky. I think when we talk about costs at hospitals, at.
Montefiore it is $90 a day, very close to $100, I think it would be foolish
to say that our businesses are all run so well and so tightly that we
could not do better. I think that there is much we need to do in the
introduction of more automation. Our problem is that in a service
industry like ours, most of our dollars go to payment of people and
not supplies.

I would also point out that one of the problems that we have, Senator
Kennedy, in this cost, is that a very large, significant part of that cost
represents other than medical care for patients. It is the cost of edu-
cation; we have a house debt of 300 at Montefiore Hospital; we pay
them an average of $5,000 or $6,000 a year; it costs, in addition, at least
$5,000 a year more because of the effort we have put into their educa-
tion. Three million dollars of our costs annually is an educational cost.

In other words, the educational costs for doctors and for nurses
and_for other people are loaded into that patient-care bill and they
don’t belong there. This is the situation in our best and highest cost
teaching hospitals.

. I think Dr. Thompson is absolutely right: We have not paid nurses
suficiently; and our other workers are just beginning to catch up.

I would make an estimate at Montefiore Hospital, $10, $15 a day
may be costs which are borne by the sick patient which are really
educational costs which should be borne in some other manner.

Senator Kennepy. You could stay at the best hotel in the United
States for $100 a day.

Dr. Carrrasky. In the best hotel in the United States, you don’t
get 60 percent special diets delivered to crotchety patients.

Senator KenNEDpY. Maybe you could for $100 a day. I think for
$50 and $60 a day you could make an arrangement down at the
Waldor{-Astoria to get very lean hamburger and no butter with your
bread. I think you could.

Dr. Carrrasky. Senator, I think we need to pursue this business
of internal hospital cost, but T want you to know you are not going
to strike paydirt there. The paydirt is going to be in reexamining
how the hospital is used. Everybody wants to find the answer within
the hospital’s costs. I think we should look at that very carefully,
but that is not the solution to the problem. :

Senator Kennepy. Doctor, we've talked about other things for
2 hours; it is now 12 o’clock. But I think that this is a matter of
legitimate concern.

Dr. CaeErrAsKY. Absolutely.

Senator Ken~epy. And I think we should at least discuss it so
that we can learn about some of the problems you are facing. You
know, I think it is generally accepted in the city of New York and
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across the State and perhaps across the country that you'are one of
the great administrators of hospitals; so I am not speaking officially
at all. .
Dr. Cuergasky. I understand. o .
Senator Kexnepy. Now, just what direction should we move 1n ¢
It is simply impossible for a person to stay in a hospital when it

costs $100 a day. .
To Repuce HosprrarL Costs

Dr. CHERKASKY. Senator, I think we could help resolve the problem,
if we could cut down the total community hospital bill by different
kinds of practice; for example, in the city of New York, where we
have something like 50,000 general hospital beds, if we could put
that whole system together in an integrated fashion, I am willing
to say to you that we could do it with 40,000 beds; but do you know
what that would require? i

It would be necessary for Montefiore not to be a separate hospital
from Mount Sinai or Beth Israel. We would have to stop duplicat-
ing what we do, we would have to stop competing, which we do.

We have in the city of New York, for example, 15 cardiac surgery
programs. Cardiac surgery is very expensive. Seven of those programs
do 83 percent of the surgery; eight of them do 17 percent. A case a
month some of these eight do. That means it costs them a fortune n
equipment and personnel; they don’t do it well because you cannot do
it well if you do cardiac surgery infrequently.

These are the things we do. In other words, it is not by focusing on
the individual hospital but by focusing on the communities total hos-
pital program and methods of medical practice that we can solve the
problem. ‘

Senator Kex~epy, Is anything being done, for instance, in this com-
munity, in the city of New York, to coordinate services as you suggest ?
Everybody finds fault with the Federal Government, and I am sure
that there are parts of the legislation that could be strengthened and
ghangaed, but should not a great deal more also be done here in the

tate?

Dr. Cuergasky. Absolutely.

Senator Kexxepy. In all our States and local communities.

Dr. Cuerrasky. 1 agree it has to be done on some kind of a local
level. As a matter of fact you know, one of the things the Federal
Government could do is in some way tie its payments or it could tie its
grants for construction to implement this kind of planning. In other
words, Montefiore Hospital has to give up its autonomy in the com-
munity interest and I think what has to happen is that the hospital
has to be pushed to do that. If we could integrate hospitals, I have no
question that we could do the job with a much less hospital bill than
we now spend.

Senator Kennepy. I have introduced an amendment dealing gener-
ally with this subject which I would like to ask you about briefly to
see if you have some thoughts on it.® In one part, it provides that pay-
ments to hospitals and nursing homes for in-patient care should be
limited to the amount paid for comparable services by either the Blue

8 See p. 497 for explanation of proposed amendments
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Cross plan-or under title 18, whichever is less, while authorizing in-
centive payments to hospitals and nursing homes. for efficient opera-
tion based upon their demonstrated ability to develop new management
procedures and discharge patients promptly. ’

Secondly, for outpatient care, it directs that an outpatient visit must
be defined and must include seeing a physician, and it puts a ceiling
on payments for such visits of 18 percent of the per diem payment for
inpatient care. '

Third, as to payments for the services of physicians and other pro-
fessionals, it directs that fee schedules shall be based upon the aver-
age level of fees charged in the area over the previous 10 years and it
allows for the development of special reimbursement methods for
group-practice plans.

I don’t want to take the committee’s time by going into this in great
detail, but would you have some comment to make on it?

Dr. Tromrson. Each of us may wish to comment on that, Senator
Kennedy. I think one of the problems in terms of the ceiling arrange-
ments or some sort of incentive plan in terms of more efficient care is
that the end product of the hospital, which is the well patient, the
quality of care is a very difficult think to judge. I know of no way as
yet that one can really identify what is the best quality care in an
Institution when you compare institutions.

We have this problem. I think that you are going to run into this all
the time when you try to consider whether or not you are getting your
money’s worth, whether one hospital is being paid too much versus the
other. In the, last analysis, what you want is the highest quality of
care, and what is the evidence for that? I think that is a very difficult
thing to judge. _

Dr. Smees. Sir, I don’t like to disagree with my colleague Dr.
Thompson, but I must disagree. I think he has a point but I think it is
not as difficult as he believes it is. In this matter of quality of care
we are not dealing with the academic question of trying to decide how
to measure the difference between 96.5 and 97 percent of their perform-
ance against a standard of perfection.

If we think of achievement and performance in terms of a spectrum
with the very best at one end and the worst at the other, evaluation is
easy and has been done many times; that is, to delineate that portion
of care which is really quite unacceptable to any of our peers in
medicine, :

This can be done, and if we are thinking in terms of social policy
performance on behalf of the public, then I am deeply convinced that
we don’t have an esoteric problem in delineating and finding poor care
as distinguished from good care.

I would like to say that I thought I had something to add on this

uestion of cost until Dr. Cherkasky made his final comment. I think
that it is important to recognize that in genesis of hospitals, city hos-
pitals, and other government hospitals were clearly developed to meet
the medical care needs of a designated population.

The general voluntary hospitals of this country had a number of
additional objectives; such as to provide a place where the private
physician could get treatment for his patients. This does not do any-
thing to provide treatment for those people who are not his patients
or are not anybody’s patients.
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There is the objective of education which Dr. Cherkasky referred
to. Education cannot take place without patient care, but if educa-
tion is the end, then the patient care is the means, and what we need to
do is to lift these individual hospitals out of the bounds of their
complex history and the traditions that developed them and help them
understand that they must relate more directly than they do now to
the problems of the community, as a community, and not simply to the
problems that happen to come to them for a variety of reasons,
including the scientific interests of the individuals who are working
there.

It is in this area that the areawide planning efforts of our cities
have made only the most modest beginning. One of the reasons for this
is, I believe, that their boards are generally dominated by the people
who represent the hospital who would be affected by the determina-
tions that are made.

I think the approach described by Cherkasky will not only con-
tribute to making sure that we get value for our money, but it would
hasten the confrontation that I mentioned in the organization of care
in terms of the community as a community.

Senator SmarHErs. All right.

Dr. Thompson, you may make your statement, and then we have
some other questions we want to ask.

Dr. Tuompson. All right. I think, Senator Smathers and Senator
Kennedy, that much of what has gone before really points up what I
wish to talk about today ; namely, the need for research, to study the
problems that we have talked about this morning.

It is estimated that $50 billion is spent each year in the United
States for health services. Despite the large expenditure of funds there
are serious deficiencies in the delivery of health services which have
been widely publicized. New programs such as medicare, medicaid,
heart, stroke, and cancer have been superimposed on a system that has
many inadequacies. These programs have focused attention on the
need to develop a more efficient, effective, and economical approach to
the delivery of health services and to some extent have accentuated
preexisting deficiencies. '

1t is apparent that the many problems require thorough study and
a large-scale research effort is needed if we are to develop new and
better ways of meeting the health needs of our entire population.

As has been mentioned, there are critical shortages of personnel.
Studies indicate that there are not enough physicians, nurses, and
. allied health personnel to meet today’s needs. The research effort in
biomedical sciences has resulted in better treatment, but at the same
time has made the practice of medicine more complex and accentuated
the need for more health personnel.

Paysicians’ Agsistants Brixe TrAINED

Programs have been initiated to train new members of the health-
care team. One such program is in progress at Duke, where physicians’
assistants are being trained. There is a great need to explore other
training possibilities in order to add additional people to the health
care professions and to relieve physicians and nurses of some of their
traditional duties.
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Many hospitals and other in-patient facilities such as nursing homes
are obsolete. A study by the Hospital Review and Planning Council
of Southern New York conducted in 1965 pointed up the needs of New
York City hospitals. It is estimated today that $1.5 billion is needed
for hospital construction in New York City.

At my own hospital, the New York Hospital, we have plans for
renovation totaling $28 million. There is a serious question as to
whether this investment is advisable in a 35-year-old plant. Indeed,
architects have advised us that it would be more economical in the
long run if a new in-patient facility were constructed. The source of
such funds, which may total $100 million, is not apparent today,
though legislation is pending in Congress which may provide a means
for funding such large construction projects.

However, no major construction program for replacement of ob-
solete hospitals should move ahead without experimentation with new
and better ways to care for sick people. There are research programs
supported by a variety of local, State, and Federal agencies, but the
efforts are not coordinated sufficiently nor are there adequate funds
to mount a full-scale research endeavor. . .

The importance of coordination may be brought about by consider-
ing the individual patient. In his lifefime he is likely to need preven-
tive measures; he will probably need ambulatory care for iliness either
at a doctor’s office or ambulatory clinic; he will most likely need acute
general hospital facilities and following this he may need convalescent
care and home care. His needs require a continuity of effort in which
many different health-care agencies and facilities are involved.

There has been a tendency to look at one or another aspect of this
continuum without sufficient emphasis being placed on long-term needs
of the patient. In designing new hospitals, for example, due considera-
tion should be given to the progression of the patient’s needs from the
acute hospital to convalescent facilities and back into the home. It is
wasteful of the resources of the acute hospital to provide care which
can be given in a nursing or convalescent facility or in the home.

Changes in hospital structure and function” will not come about
unless well-designed experiments are carried out and the worthwhile
new approaches are copied by others. I do not think there is adequate
organization or funding of such research programs.

NEw ArproacHES TO PATIENT CARE

More important than the facilities themselves is the development of
new approaches to patient care. We need to approach the problem of -
ambulatory care in our clinics with new perspectives. The traditional
outpatient clinic should be replaced by one which provides more
gracious and graceful patient care. I am ¢onvinced that this can and
should be continued in large teaching hospitals such as the New York
Hospital, but it will require revamping of current procedures. We
should develop research projects and pilot programs to try out new
ways of delivering ambulatory care. :

Carefully designed and well-executed studies will be costly, but I
know of no other way to assure improvement in patient care. The
home care project which Dr. Reader has described, a 10-year study
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carried out at the New York Hospital, is an example of the type of
project for which research funds are needed. )

The role of the nursing home should be studied more extensively.
The traditional view of a nursing home as a long-term, terminal-care
facility is outmoded. It should be looked upon as a way station between
the hospital and the home. Continuity of care requires that a patient’s
course is planned through each step of the way to the hospital and back
into the home. '

Some patients may not require the elaborate resources of the acute
hospital but could be admitted directly to an intermediate-care facility
such as a nursing home. We do not have adequate studies of how
nursing homes can mesh with other facilities to provide optimal patient
care. I am confident that such studies would result in a new role for the
nursing home, a more effective relationship between it, the hospitals,
and home-care agencies.

It would also, I believe, be more economical if intermediate and
extended care facilities took over some of the activities of the acute
hospital. :

In this regard, the problem of admissions to acute general hospitals
has been a subject of such discussion. Long waiting lists are common,
resulting in admission primarily of emergency problems. At the New
York Hospital, for example, delays up to 4 weeks are common for less
than emergency cases. One of the obvious solutions to the shortage of
beds is a rapid turnover of patients. Better intermediate-care and
home-care programs integrated closely with the general hospitals
should help to correct the shortage. '

I have proposed that a large-scale research effort be organized at a
Federal level. T have compared this proposed undertaking to that of
the National Institutes of Health, which have played a prominent role
in the growth of biomedical research in this country. I believe a similar
effort 1s needed in the field of health-care research.

In his statement to another committee, Under Secretary Wilbur
Cohen outlined the needs for research and development in six major
areas. He pointed out that currently only one-tenths of 1 percent of
governmentwide investment in health services is invested in health
services research. He stresses the need for a more vigorous effort and
emphasizes the need to establish a National Health Center for Health
Services Research and Development.

I agree with Mr. Cohen’s analysis of the needs and with his proposal
that this be organized on a national basis. Such an organization should
be able to muster the topflight talent from the entire country to review
and pass upon research proposals. It should also be able to coordinate
research activities which are fragmented and inadequate to meet to-
day’s needs.

I have been quoted as stating that a billion dollars a year is needed
for health-care research. This estimate is based on the conviction that
funding comparable to that provided for biomedical research will be
required to mount a vigorous, comprehensive research effort. It is un-
likely that $1 billion could be spent wisely today. However, with the
development of a national center or agency for health-care research, I
would anticipate that a well-coordinated research program would
grow rapidly.
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I am pleased to have had the opportunity, Senator Smathers and
Senator Kennedy, to address this committee and hope it will lend its
support to the development of a large-scale research effort in health
care.

Senator Saarmers. All right, sir. Thank you very much, Dr.
Thompson.

‘Senator Kennedy, do you have any questions?

Senator Kenxepy. No, I don’t. Thank you.

Senator SmaruEers. I have one brief question. I am keenly interested
in this question so you will excuse me if I take just 3 minutes.

In the service in World War IT, I became accustomed to going down
in the morning when we were overseas and here in the United States to
& health call. There would be lined up there 25 or 35 or 40 marines
in the outfit that I was in and they had anything from broken knees at
that moment, skinned knees, head colds, a lot of other things.

We never got to see the doctor. We saw the corpsman but after a
little while we became accustomed to seeing that fellow. When you
went in to see the corpsman—he was a fairly well educated young man
in medical ways; he did not have a medica] degree but he had enough
sense to know if a man came in there with a fever or something serious
he would then set him aside and have him see the doctor.

But what happened was that these other 40 people did not have to
see a_doctor. We developed confidence in the corpsman, I have won-
dered why it would not be possible for the medical profession to
develop some subassistants, have them meet these many, many people
so that they would be smart enough to isolate the very serious cases and
then the doctors would not have to spend their time on so many unim-
portant cases. Is it practical to assume that we could develop such a
system, or should we develop a system like that in the medical
profession?

Dr. Trompsox, Indeed it is, Senator Smathers, and this is one of
the points that I wanted to make; namely, that in addition to the fact
that we need more personnel in their traditional roles—physicians and
nurses—we do need to develop other health professionals.

This program I described at Duke is really a followup on the corps-
man idea. The assistants are largely coming from the corpsman group.
It is apparent in our hospitals today that nurses are taking on some
of the traditional duties of physicians and then somebody will come
along and take some of their traditional duties.

It 1s not only a matter of more personnel in their role but new per-
sonnel being fed into the health professions. I"think you are quite
correct that we have to develop new types of health personnel without
question, ‘

Senator Smarmers. Thank you, Doctor.

Dr. Sueps. T have something,.

Senator SmatHEers. Yes.

Dr. Sueps. I would like to add something to this. T think that the
development of different types of personnel, which I believe is very
sorely needed, will be inadequate if it takes place by itself and in a
vacuum. This, it seems to me, sir, needs to be thought out in terms
of the confrontation of different patterns of care.

The only way in which these new types of personnel can do the best
job is if they are part of an organized program. In vour Marine
station the medical officer was indeed there, he was available and he was
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supervising what these men were doing. This changes the whole
structure of care and it also has implications for financing methods.

It is an interesting thing to contemplate. You graduate these assist-
ants to the physician from Duke University. Who is going to pay
them ¢ The doctor will be paying them. He will then be having hired
help who are part of his cost of operation. He will receive a fee for
what? For what this assistant does or for what he does by way of
supervision? This raises a lot of very interesting questions that go to
the heart of how we provide and pay for medical care in this country.

Senator SmaruErs. All right, sir. Thank you very much.

(The chairman addressed the following questions to Dr. Thompson
in a letter written after the hearings:)

1. Your case for an extensive research program is-—as you pointed out—very
similar to arguments raised in support of the National Health Center for Health
Services Research now under study by the Department of Health, Bducation, and
‘Welfare.

Do you envision the Center’s being coordinated with action programs so that
research can be put to immediate practical use. For example, if new techniques
for ambulatory care of the elderly are developed in a promising demonstration
program, could the Center in some way act to inform medical administrators
throughout the nation as to the lessons learned from experimentation.

2. Have you any suggestions for research needed in health screening and pre-
ventive medicine in general ?

(The following reply was received :)

Answer 1. You stress an important aspect of a research program in Patient
Care; namely, the introduction of new ways of delivering health services to
everyone. This will require that the promising results of research programs which
have wide application be made known to appropriate groups who are in a position
to implement them. This points up the importance of coordination of health care
activities. The development of coordinating groups as a result of the Heart,
Stroke and Cancer and Comprehensive Health Planning legislation should
facilitate bringing the fruits of research more rapidly to the bedside.

You have asked whether a National Health Center for Health Services Research
should act to inform medical administrators of new approaches generated by
research. I think its most important function is the funding of promising new
ventures. It could also help to designate the experimental results in a number of
ways. These might include :

1. Publication of all ongoing research projects at regular intervals.

2. Publication of a bibliography including all published results stemming
from research in health services.

3. Organization of symposia on research efforts which are receiving wide-
spread attention.

4. Establishment of close liaison with governmental and voluntary agencies
involved in health care research and delivery of health services.

Answer 2. These two areas are greatly in need of expanded research efforts.
As you know, much has been written on these subjects; therefore, I shall only
comment briefly.

Shortage of medical manpower has forced us to think of alternative methods
of delivering health care. At the same time there is great demand for compre-
hensive care which includes a general examination at regular intervals. I think
the goal is desirable, but its achievement should not accentuate shortage of health
personnel in other health areas. It seems essential, therefore, to develop new
methods of examination of patients requiring less time on the part of physicians
and nurses. Screening procedures including history taking, laboratory examina-
tions and certain aspects of physical examination can be carried out with a
minimum number of professionals. Although the concept seems sound, there is
need to examine the approach critically through well defined, well organized
research projects. The role of the computer in history taking, the use of auto-
mated equipment for mass production of laboratory data, the development of
health personnel to carry out most of these screening procedures should be
studied carefully. Ultimately, I believe, the results of such studies will show that
screening procedures will be beneficial to patients, will save time for doctors and
nurses and will be more efficient and economical than the present system.
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Research aimed at prevention is, of course, of vast importance. This considera-
tion is related to the screening procedures since these should help in prevention
of illness and early detection of medical problems. In addition, we are still woe-
fully ignorant of causes and means of prevention of killer diseases and other less
dramatie, but nonetheless serious illnesses. Certain known important factors in
producing illness, e.g., cigarette smoking, air pollution, should be brought home
more forcefully to the public. Experimentation is needed to develop more effective
means of controlling known factors in disease.

In summary, it seems to me that the enormous sums of money spent on health
care could be utilized more effectively. To develop better methods of health care
we must invest in research. I know of no other way to develop new approaches
which I am convinced are essential, if the delivery of health services to our
people is to improve substantially.

Senator SmaTHERS. I will insert into the record an article describing
a recent Government action related to my comments about medical
corpsmen, as well as later correspondence on the subject.

{From Today’s Health magazine, November 19671

Grours COOPERATE To STEER VETS INTO HEALTH CAREERS

A program to attract into the health field some of the 65,000 to 70,000 medically
trained veterans discharged annually from the armed forces was to begin in mid-
October. So announced Edwin F. Rosinski, Ph.D., deputy assistant secretary for
health manpower in the Department of Health, Education, and Welfare.

“We wish to tap this tremendous pool of trained personnel and encourage uas

* many as possible to enter the allied health fields,” said Doctor Rosinski.

The program will be conducted on a voluntary basis with several agencies co-
operating at the local, state, and national level, and at no added tax cost, according
to Doctor Rosinski.

The program has a two-fold purpose :

1. To steer those who are adequately trained into the health field immediately.

2. To encourage those who desire a higher occupational level to continue
their education.

At the time of separation from the service, before discharge, veterans will
be asked to fill out a questionnaire indicating the nature of their service-con-
nected training. Within two to three days after returning home, the dischargee
will again be sent a letter outlining this Health Manpower program, This will
be followed up with a personal contact from the state employment office asking
if the veteran would be interested in further counseling on opportunities in the
health field.

The health-counseling officer in the state employment office will be provided
with information from hospitals in the viecinity indicating the positions available
and salary range and training required as well as training being offered in the
hospital. The chief educational administration officer in the state will make
available a list of educational institutions in the state offering further educa-
tion in health sciences including vocational schools, community colleges, colleges,
and postgraduate institutions.

For those veterans who are missed through the separation and state-employ-
ment channels, the Veterans Administration also will provide similar informa-
tion.

Also cooperating in the voluntary effort are the American Hospital Associa-
tion, which is alerting hospitals; the Department of Labor, which is making
available the personnel of the state employment offices, and the Office of Educa-
tion, which is working with the chief educational administrative officers in each
state.

NoOVEMBER 2, 1967.
Dr. Epwin F. ROSINSKI,

Deputy Assistant Secretary for Health Manpower, Department of Health, Edu-
cation, and Welfare, Washington, D.C.

Dear Dr. RosinskI: I was interested in the article on p. 15 of the November,
1967 issue of TODAY'S HEALTH concerning your program to attract into the
health field some of the 65,000 to 70,000 medically trained veterans discharged
annually from the armed forces. The Subcommittee on Health of the Elderly,
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of which I am chairman, has been concerned over the shortages of trained health
personnel which threaten to deny many elderly individuals—as well as indi-
viduals of all ages—medical services needed to maintain a high level of health.
Your project impresses me as a sensible approach which gives great promise for
improving health services in the United States at little or no public expense.
Congratulations upon your imaginative work!

Our subcommittee is presently conducting a series of hearings on the subject,
“Cost and Delivery of Health Services to Older Americans”. Transmitted to you
herewith is a copy of our first hearing in this series, to give you an idea of the
scope of the hearings.

It would be a valuable addition to the record of these hearings to receive a
statement from you describing your program, with particular reference to its.
anticipated effect upon cost and delivery of health services to the elderly. One
aspect of this subject in which I am particularly interested is the development
in ecivilian medical practice of subprofessionals of the type sometimes called
“doctors’ assistants” patterned after Navy medical corpsmen.

While serving as a Marine officer in the Pacific during World war II, I
observed the efficient and effective use which was made of these personnel to
perform many tasks which, while requiring a minimum of training, did not
require the services of a Medical Doctor. Since returning to civilian life, I have
been impressed with the need for a specialty of this type to help keep costs of
medical treatment to 2 minimum and to relieve scarce physicians of tasks which
could be performed by less highly trained personnel. Accordingly, I would be
especially grateful for any advice you might be able to give us concerning the
possibility that these former servicemen might continue in civilian life to carry
out functions as “doctors’ assistants” similar to those previously carried out as
medical corpsmen.

You might also comment on the possibility that use of these trained, experi-
enced former service personnel in this way might give impetus to the practice
of using “doctors’ assistants” in civilian life.

Thanking you, and with kind regards, I am

Sincerely yours, )
. GEORGE A. SMATHERS,
Chairman, Subcommittee on Health of the Elderly.

[From the New York Times, Oct. 17, 1967]
U.S. Amps Ex-Mepics To GET HEALTH JoBS

‘WASHINGTON, Oct. 16.—President Johnson announced today a plan called
Project Remed to encourage discharged military medics to remain in the health
field in civilian life.

The plan is part of a broader effort first announced last August to help
smooth the transition of veterans to civilian life.

The new program will offer veterans either a job in the health field or training
and education to improve the medical abilities obtained in the service.

The White House said about 60,000 men and women trained in the medical
field were discharged from military service each year.

It said that about 300,000 more health workers were needed to give the nation
the best possible medical care and that the rise in population alone would
accentunate the shortage unless adequate steps were taken.

Officials said that no discharged medics could be employed as practical nurses,
psychiatric aides and medical technicians, for example.

DEPARTME\‘T OF HEALTH, EDUCATION, AND WELFARE,
Washmgton, D.C., November 15, 1967.
DEAR SENATOR SMATHERS : I should like to express my sincere appreciation for
i’gél;- most kind remarks about Project REMED in your letter of November 2,
The program was initiated for three major reasons: (1) To provide employ-
ment and educational opportunities for returning veterans; (2) To capitalize on
the investment the Government made in training these men in the health occupa-
tions; and (8) To provide quality health care for all sectors of our society.
Since the program has just begun, it is too early to predict, or to anticipate,
what effect the program will have on the cost of delivery of health services to
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the elderly. The Department of Labor is evaluating the program for us, and I
shall provide you with data as soon as they are available.

I share your concern for the need to develop a new level of health per-

sonnel such as a “physician assistant.” The enclosed article, which I wrote while
still a professor of medical education at the Medical College of Virginia, might
be of interest to you. While at the time I wrote the article I was still weighing
the appropriateness of a “physician assistant” for this country, I am now con-
vinced that such a medical auxiliary is indeed necessary if the health needs
of our society are to be met. You might find the article of particular interest for
it describes the efforts of the British and Australians in training and using
‘“physician assistants” in the Fiji Island and Papua-New Guinea.
. The Department of Health, Education, and Welfare strongly endorses the
development and use of auxiliaries such as “physician assistants.” A few signifi-
cant starts have been made in this country. The University of North Carolina
under Dr. Eugene Stead has such a program. Dr. Henry Silver at the University
of Colorado is training ‘“pediatric assistants.” At Presbyterian Hospital Center in
San Francisco, “orthopedic assistants” are being trained. As a matter of fact, one
of the most imaginative proposals I have seen and discussed on this subject was
prepared by the Department of Pediatrics at the University of Florida. They have
a plan to develop an auxiliary that would be a physician assistant in the area
of maternal and child health care. :

As you can see, small inroads have been made.. However, far more needs to be
done. We need to develop and test a wide range of these “physician assistants”
who can serve as an auxiliary to the physician. By using such auxiliaries, the
physician’s time could be put to more specialized use and health services could
be extended.

‘We are deeply interested in the subject of physician assistant. I would wel-
come the opportunity to discuss it further with you.

Sincerely yours,
EpwiN F. RosINSKI, Ed.D.,
Deputy Assistant Secretary for Health Manpower.

Senator SmaTHERS. May I say let’s give all these doctors, the four
of them, a fine hand, because indeed they deserve it. [Applause.]
We will stand in recess until 2 o’clock.
(Whereupon, at 12:20 p.m. the subcommittee recessed, to reconvene
at 2 p.m., the same day.)
AFTERNOON SESSION

(The subcommittee reconvened at 2:30 p.m., Senator Smathers
presiding.) :

Senator SymarHeRs. The meeting will come to order.

First we would like to apologize for the fact we were late. We went
out to the Montefiore Bathgate Health Center supported by the Office
of Economic Opportunity to observe what they are doing. It is a re-
markable and heartening sight to study the contributions they are mak-
ing, although the neighborhood leaves a lot to be desired.

'We left there and went to the Bronx State Hospital which is pri-
marily a mental-hospital, with Dr. Zwerling who was connected with
Albert Einstein University, as their chief psychiatrist. He took us
through these wards to look at some-of the ellt)ierly in these wards who
regrettably are—well, as he expressed it—they are stable emotionally
but they really just don’t have anywhere to go, they don’t have any
home to go to so they just stay on. It was a sad and yet warm experi-
ence.’

We left there and went viewing some of the other areas so I regret

® Statement by Dr. Zwerling appears on p. 582.
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to say we are running late. We are here now and our first witness this
afternoon is going to be the very able doctor who was with us all
through the field trip, Dr. Wise. Harold B. Wise is the Project Direc-
tor here.

I might further add so that there will be no disappointment and so
that you will not wait and then be disappointed, Senator Kennedy was
here this morning and with us during the lunch hour as we visited these
various places but had some very important matters that he had to at-
tend to this afternoon and doubts whether or not he will be able to
get back before the hearing recesses at 5 o’clock. He regrets that he
1s not able to be here with you. '

Dr. Wise, you may proceed any way you like.

STATEMENT OF HAROLD B. WISE, M.D., PROJECT DIRECTOR,
MONTEFIORE HOSPITAL NEIGHBORHOOD MEDICAL CARE DEM-
ONSTRATION, BRONX, NEW YORK; ACCOMPANIED BY MRS. DAVIS
AND MRS. LOPEZ

Dr. Wise. Thank you, Senator. ,

I would like to introduce you to Mrs. Davis who is on my left and
Mrs. Lopez will be up here momentarily. I have asked them to advise
me if T get into difficulties.

Senator SmaraERs. All right, Doctor, you may proceed.

Dr. Wise. Senator, I would like to spend my time describing the
problems from the viewpoint of a physician working in the community
and rather leave the broad problems of medical care to the experts that
spoke so ably this morning.

I would Iike to describe a patient who is under the care of a team
consisting of a doctor and nurse and a family health worker. I included
this in the testimony and I will summarize it. The only difference in
the testimony is since Monday when we typed it up we have had to
admit the patient into the hospital. Her problems I think represent
many of the problems of an elderly person who is trying to maintain
herself without going into the hospital or into a nursing home.

Mrs. O, and I am not giving you her full name for her protection,
is a 72-year-old widow who lives alone on the fourth floor walk-up of a
building not far from where we are now. She-was born in the Carolinas
and came to New York in 1950. She and her husband and three chil-
dren were leading a productive life. He was manager of an apartment
building and they belonged to a union health plan and things were not
too bad, they were able to get their medical care from the union health
service while he was alive.

About ten years ago things began to change and really from that
point on Mrs. O’s life has become a matter of just coping. Her hus-
band was her entree to medical care. She had a couple of problems
which were managed by her private family physicians at the union
health plan. After that she had to get her medical care from a clinic in
a city hospital, a free clinic, three-quarters of an hour here by public
transportation. She went there for her heart disease and treatment of
her diabetes and she went to another clinic in. Manhattan because she
had some tingling in her fingers and. toes—a neurological problem.
This was an hour and a half away by public transportation and your
letter this morning really described a problem she had getting around.

$3-481—68—pt. 2——35 °
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She was unsteady on her feet and when she walked too quickly she
got a pain in her chest, yet much of her time was spent going to clinics
in various parts of the city and waiting many hours and often seeing a
different doctor each time and trying to cope with her medical care.
During an episode of unsteadiness she tripped. She fell and she broke
her hip and was hospitalized and was in the hospital for many months
because they could not find adequate housing for her on the outside.

Several years ago she had been living with her single daughter in
her apartment. Her daughter got married and moved to Brooklyn so
she lives alone now. Since that time her whole kind of robustness and
happy attitude to life changed. She became lonely, she was afraid to
go out. For shopping, she had to depend on a neighbor. She became
gradually more and more reclusive. She didn’t go to the doctors in
the various clinics as they were hard to get to.

Her taking of medications was not reliable. This lady has gradually
deteriorated so that her apartment which was very tidy and spic and
span has gradually become run down. She has lost a lot of weight, she
is not taking her insulin correctly. You have a person really who is both
physically and psychologically run down because she has not really
received comprehensive medical care and all the other things that go
along with it that keep people healthy. :

CONSEQUENCES oF ISOLATION

_Now if this lady were left alone one of three things would happen.
- Her condition would become so bad that she might become forgetful
and become unreasonable and she would be taken to a State mental
hospital like the one we visited this morning. .

She would slip and fall and break her hip again and be admitted .
into a general hospital where 10 percent of the patients in the general
hospital units are just looking for homes on the outside to go and stay
there as boarders in the kind of “hotel ward” very similar to the wards
you have seen today.

Or the third and the most unfortunate failure of our system, she
would not see anyone, her neighbors would not see her and one morn-
ing she would be found dead.

" Isee you are nodding. This is not an exaggerated story and I wanted
to present one that was not too severe to focus on the kinds of problems
we have in providing medical care for the elderly.

A major problem that has been discussed is the lack of medical man-
power in this area. In these 55 blocks that we are in, there used to be
25 doctors practicing, now there are four. There used to be only 25,000
people living here and now there are close to 50,000. So in the Bronx
where you have one doctor. for 700 people, in this part of the Bronx you
have one doctor for 10,000 people.

The doctors are working very hard, some of them seeing very many
patients a day and making home visits trying to provide care. The only
open avenue of care has been the emergency ward at the clinics which
are run down and which in no way offer the kind of personal health
services that people are looking for and are used to and have as their
right to expect. -

I want to deal a little bit with-some other problems that I have to
cope with as a physician that are really out of my control. You talk
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about the lack of medical manpower. We have a lack of housing so
that if we have a patient, for example, that gets better in the hospital
often we don’t have the kind of housing in the community especially
for an older person who needs an elevator, who needs special kind of
cooking facilities. We don’t have the housing in the community to look
after that patient. : B
‘We have the problem of the patient’s income. Patients who have to
subsist on social security, most of them as you saw this morning are
without any other kind of pension where the income really and the
kind of food you have and the kind of home you live in is very
important for the health that exists. T
Another area that I would like to talk about a little is loneliness:
The Beatles talk about all the lonely people. I think that of the
lonely people I meet the most lonely are the elderly. Really tlie
Eskimos are much more forthright in dealing with the problem; you
are put on a piece of ice if you are old and you are sent away. -
We have another way of dealing with it here in that families don’t
seem to want to look after their parents and they isolate them in dif-
ferent ways. We don’t really have the kinds of recreation services and
we don’t have work programs that really can tap the great experience
that the elderly have. o
We have a training program right across the road, you can see it
over there. Our best counselors from life’s experience have been those
people over 50, and yet no one that I know of has looked to train and
employ and utilize people over the age of 65 as social counselors or use’
them in a part-time way in the health and social service fields and in
all the recreation programs. v
I think you are sitting in a unique-institution. Now recreation pro-
grams treat the elderly as if they were children with rah-rah kinds of
activities where people as a result deteriorate and begin to stare at
television sets. The elderly are really not challenged. As a part of
mental health and well-being I think that recreation and housing and
income are equally important with the medical care services we offer.
Let me just' jump over to some of the approaches to the solution
that we have been anvolved in. One is that we have tried to offer—
and I am embarrassed to use the word because it is not really “compre-
hensive”—it is comprehensive in the old sense in that it looks after the
‘“hard” medical problems but it is not comprehensive in the real sense
in that the social problems are often beyond our reach. '

OxnE-StEP HEALTH SERVICE

We have organized a health system where the services are simple
for patients so that you don’t have to go to a left heart doctor and a
right heart doctor and a kidney doctor, you go to your doctor and if
he needs a specialist and he is called in for a consultation then your
doctor carries out the treatment. It sounds old fashioned but I am
talking about a family doctor. '

To the family doctor we have added a nurse and a family health
worker and we have organized the way we practice so that we can do
it with fewer doctors than most institutions do it. So if most institu-
tions need one doctor per thousand, we think we can give equally good
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or better medical services by using fewer doctors and giving the work
that doctors don’t have to do to public health nurses and family health
workers.

The family health worker has extended our care so that she goes into
the home and looks after many of the nursing and social service
activities and really workstogether with the doctor as a team to extend
his hands. That is how we have organized it and we have recruited in
our training program people from the area and trained them for the
positions. We think that there are many people now working with us as
family health workers or health technicians who under different cir-
cumstances would be doctors had they been given the opportunity, and
we are going to approach various agencies to see if they can be given
this opportunity. There is no reason why somebody in a community
who has displayed his competence as a medical technician cannot go on
and become a doctor or a family health worker and go on and become
a nurse.

This is Mrs. Lopez.

That is really the most traditional part of the medlcal care that
we are involved in. We try to coordinate our services. We have co-
ordinated our services with the home care program at Montefiore so
that as soon as our main health center is open we will be able to bring
medical care services into the home, You can keep people at home in a
much better situation if they can provide meals on wheels, for example.
If that is the only reason people are in the hospital and they want to be
at home and they cannot cook their meals, there are mechanisms where
we <l:an deliver meals right to their bed three times a day, two hot
meals

In recreation and in employment of the elderly I must admit that
the oldest person that we have trained is 55 but by next year we plan
to pilot a program using people over 65 really as social counselors and
to see how they function in this respect.

‘We are talking about other answers to the medical care shortage
here and I think one of the ways that we have to do that is to attract
doctors, we have to have attractive facilities for them to work in, we
have to pay them good salaries so that they would not lose money by
practicing in areas that are not as well endowed as other areas. We
might even by paying their way through medical school get from
them a contract, a kind of commitment to work in an area that 1s under-
doctored fora perlod of 3 to 4 years. This is not new, it has been done
in other countries.

One of the ways that we cooperate with the Bronx State Hospital
would be to take patients who have recovered from their problem and
really provide medical and social services for them in the home, and
then if it was necessary we always have the backup of the current
hospital to fall back on.

I think that the problems of income and the problems of housing
are problems that you are much more knowledgeable about, and there
are better people than mie to deal with this but Tam saying that income
and housing are as important as the traditional provision of health
care in the health of the elderly as well as the health of everyone.

+ Immediately our concern is, and we are operating on a year to year
grant, if they are interested in demonstration I think that they ought
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to fund programs for a period of time where they can really be tested
out and not have to depend on going back. The mood of Congress each
year I think puts these programs in great jeopardy. I don’t think that
1f Congress cuts back on the neighborhood health centers or on any
other program without a period of testing, we won’t have learned any-
thing from this experience.

I think that I have made really the major presentation I wanted to
make. I wonder if Mrs. Lopez or Mrs. Davis want to add to that? It is
hard for me really to describe problems of the elderly except as I see
them as a physician. [Applause.

(Dr. Wise’s complete prepared statement follows:)

PREPARED STATEMENT BY HAROLD B. WISE, M.D., MONTEFIORE HOSPITAL
A PORTRAIT OF AN OLDER LADY

Mrs. J. O.' is a 72-year-old widow living alone on the fourth floor of a walk-up
apartment building in the Southeast Bronx. She was born in South Carolina. In
1950 her family moved to Harlem. Her husband was the superintendent of an
apartment house. They had three children. In 1961 hér husband died. She and
her youngest unmarried daughter moved to the Southeast Bronx. Soon afterward
her daughter married, and Mrs. O. remained in the Bronx, living alone. ’ .

Mrs. O. was in good health until about ten years ago. Then she began to have
problems. She had become overweight and complained about numbness in her legs,
and was discovered to be diabetic. Five years ago she began to develop pain in her
chest and was diagnosed as having angina pectoris—a heart condition. Three
vears ago the numbness in her legs became increasingly worse; she stumbled in
her apartment and fractured her hip. She underwent surgery and had a long con-
valescence in a general hospital. '

While her husband was alive, Mrs. O. received her medical care from a union
health plan of which her husband was a member. After his death she had to get
her medical care from a variety of charity services. She went to the diabetic and
cardiac clinic of a city hospital, and to the clinic of a medical school where she
was part of a special research project. When she had acute minor problems she
would visit the emergency room of the city hospital. There-was a private physician
who practiced a few blocks away whom she used to consult for minor problems,
but in 1963 he retired from practice. . .

For the past six months she had increasing difficulty getting around. A neigh-
bor’s son did her shopping. She has become somewhat fearful of leaving her apart-
ment, and although she was gerierally known as a happy person, she has recently
become depressed. Her apartment, once known for its cleanliness, has become un-
tidy. She spends much of her time watching television and sleeping. Her daughter,
although very troubled about the situation, is unable to take her into her home
in Brooklyn because of the small size of her apartment and the demands it would
make on her own family.

To summarize her problem, Mrs. O. has rather common chronic disease prob-
lems—heart disease, diabetes, neurological problems—requiring her to spend a
great deal of time traveling from clinic to clinie, with many hours of waiting in
the clinic for treatment. The small amount of money she receives from Welfare
and Social Security provides her with a mere subsistence.

At the present time, if leff alone, one of three things might happen to Mrs. O.:

1. Her condition would greatly deteriorate. Perhaps she would sustain an-
other fractured hip or develop an acute illness and be taken to a city hospital,
there to wait for many months for a bed in a nursing home.

2. If her forgetfulness became manifest, neighbors might call the police
and she might then spend the rest of her days in a state mental institution.

3. Perhaps worst of all, her condition would greatly deteriorate and she
might be discovered one day dead in bed.

1 The case history has been slightiy altered to protect the identity of the patient.
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What is lacking
Medical manpower

Thirty years ago the area we serve was populated by 25,000 people and had a
minimum of 25 doctors’ offices, many dentists and pharmacists practicing right
in the area. At the present time the population has nearly doubled, to 45,000, and
there are only 5 doctors practicing in the area, one on a part-time basis. There
are 6 dentists, 2 of them on a part-time basis, and 9 pharmacists. The need for
niedical manpower is critical.

Comprehensive services
At the present time the poor must make their way through a variety of emer-
gency rooms, sub-specialty clinics, and welfare services. For many the emergency
room has become the chief source of medical care.

Home care services
Many of the elderly are able to walk and do not require home care services. A
large number, however, are somewhat disabled and require some home care
. services. Others are bed-bound and require the full range of a hospital-based pro-
gram. Unfortunately, few hospitals have home care programs. For the great
majority of the poor home care health services do not exist.

Income
The major concern of the poor is the income and what that income commands.
Others have spoken of this problem with much more expertise, but I must reiterate
it in its relationship to the health of the elderly.
Housing
Next to income, housing which is individualized to the needs of the person
is the second priority of the elderly. There is need to deal with the Twentieth
Century phenomenon of children denying responsibility for their parents. Unfor-
tunately, adequate housing for the elderly is in great short supply. Many of the
elderly sick poor now find their housing on the wards of general hospitals and
the state mental hospitals. This kind of care leads to despair on the part of the
elderly and to rapid deterioration. The cost in social and personal terms is
enormous. With the spiralling costs of health services, it seems irresponsible
that we are providing, at great cost to the taxpayer, “public housing” in institu-
tions wholly unsuited for that function.

Work and recreation

Some societies have been much less hypocritical than ours in dealing with
the problems of the elderly. Among the Eskimos, when their time had come, the
elderly were placed on floating pieces of ice and set adrift. Loneliness is a char-
acteristic of the elderly poor. The inability to find meaningful work and recrea-
tion, and the isolation from the rest of society, lead many elderly people to despair.
With a few notable exceptions, recreation programs for the elderly are much
like those arts and crafts programs designed for children. The life experience
of the elderly has not been systematically examined and utilized in social coun-
selling. The results are that many elderly persons talk of “killing time”. This
is perhaps misstating the case. Rather the reverse is true—time is killing.

Some solutions

The Neighborhood Health Center program of the OEO prowdes some answers
to the organization of medical services in a way that is human and rational
and meaningful to all the consumers, including the elderly. (See Appendlx 1,
NMCD short summary.)

Medical manpower

a. Group practice.

b. A Physicians’ and nurses’ corps.

It will clearly f£all into the government’s lot to prov1de professwnal manpower
for low-income areas. In return for payment for tuition in colleges and universi-
ties, physicians and nurses might be required to serve two or three years in a
low-income area’ to fulfill “service obligations”. It seems that financial induce-
ments would be a major method of attracting physicians to low-income areas.

Comprehensive services

The greatest need a patient has is for someone to assist him in co-ordinating
the complex medical and social services now available. A family doctor, or a
team of a family doctor, a nurse and a Family Health Worker, must assume
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responsibility for the co-ordination of the health and social services of their
patients. The complexity of modern health services required administrative
answers. These should not be left to the patient. The neighborhood health service
potential offers the full range of comprehensive services—preventive, treatment
and rehabilitative services.

Home care services

All Neighborhood Health Centers should be affiliated with hospitals that have
a full range of home care services. Home care programs in Neighborhood Health
Centers must be flexible enough to provide the various needs of people with vary-
ing degrees of disability.

Housing

In every urban renewal project, in every lower income housing project, and
in the greater community the elderly should be provided with individual apart-
ments, or with group living situations, or in foster care environments, or half-
way houses, each method individualized to the patient’s needs. I would urge
the government to prepare model zoning resolutions that reflect the latest re-
search and findings on living arrangements for the aging and will permit flexi-
blhty and a response to changing needs. Methods of providing housekeeping
services and meals-on-wheels programs have been worked out and are easily
administered, and could be adapted to the maintenance of many of the elderly
in the home. Institutionalization in nursing homes should be regarded as a last
resort. (See Appendix 2, Bronx State Hospital Geriatric Program.)

Recreation and employment

Employment programs must be adapted to accommodate the part-time -em-
ployee and to utilize the experience of a lifetime that many of the elderly have
to offer. Few training programs, if any, have attempted to modify the experi-
ence they had during their working days. Neighborhood Health Centers with
manpower training programs have the opportunity to train elderly persons and
to utilize them as providers of social services in the health center operation.

In the same way recreation must be meaningful and challenging to the elderly.
The television set, surrounded by a group of elderly patients in varying degrees
of consciousness, or teen-age rah rah programs, are, I think, an insult to the
elderly and account for the pattern of withdrawal that is so characteristic.

Federal actions to encourage more widespread utilization of the Montefiore
Hospital Health Center:

1. Provide trammg funds to demonstrate the various Kkinds of employment
for the elderly in the health and social service fields.

2. Make certain that every urban renewal or federal housing proyect has con-
sulted a hospital with a home care program and has provided for flexible hous-
ing, housekeeping maintenance and provision of meals for a large percentage
of the elderly.

Provide for a recreation facility to be part of every new project, Wlth requlred
consultation with the elderly for these projects.

3. That funds now available for hospital constructlon be made available for
Health Center and Home Care facility construection, and that financial mcentlves
for home care services be strengthened

4. 5-year grants .

The most time-consuming and wasteful procedure of the Health ‘Center program
is the necessity for annual grant submission. Because of this regulation, it is
very difficult to recruit professional staff where they cannot be assured of long-
term contracts. In addition, key staff spends considerable time preparing for new
fund requisitions. I would suggest that the Health Center grants be made on a
5-year basis. I suggest that the present fiscal and auditing controls the federal
government has on the program would be equally applicable to a project funded
over a 5-year period.

APPENDIX 1

NEIGHBORHOOD MEDICAL CARE DEMONSTRATION

The Neighborhood Medical Care Demonstration is designed to demonstrate a
new approach to comprehensive medical care. It was developed in the Division of
Social Medicine of Montefiore Hospital in the Bronx, New York, and was funded
in July 1966 by the federal Office of Economic Opportumty
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The poor in America have had little share in the benefits of modern medicine;
their medical care has characteristically been fragmented, episodic, and ana-
chronistic. They are drawn into a pernicious poverty cycle. It starts with slum
living, with inadequate diet and health maintenance; it leads to illness prolonged
by inadequate care and environmental redeprivation ; it results in loss of income
and jobs, thereby forcing the poor ever more into blight.

The N.M.C.D. is trying to attack the health problems of the poor in a manner
that is comprehensive and socially meaningful to them. This means providing
the' best available medical care—comprehensive, hospital-affiliated, family-cen-
tered team practice. It involves stimulating community concern to improve
its own health care. It confronts the self-perpetuating problem of the unem-
ployed by creating a training program to employ neighborhood residents in the
provision of health services. It uses scientific techniques to determine the effect
of the Demonstration on the community and the feasibility of applying projects
elsewhere in the U.S.A.

THE NEIGHBORHOOD

The neighborhood chosen for the project is a 55-square block area in the east
Bronx. It comprises Health Areas 24 and 26 located in the Morrisania Health
District. Approximately 11,000 families, or 45,000 people live there. Of these
45,000, approximately 45% are ‘Puerto Rican, 459 Negro and 10% white. The
vast majority have received their medical care from the clinies and emergency
rooms of nearby hospitals, from the five general practitioners in the area, and
from pharmacists and faith healers. Continuity, follow-up and preventive medi-
cine are almost unknown. There is a high infant mortality rate, and a high in-
cidence of tuberculosis. Drug use and crime rates are also high. The area is
blighted by run-down commercial buildings, empty tenements and littered va-
cant lots.

THE PROGRAM

The N.M.C.D. will be organized around a Health Center (located in the center
of the neighborhood, at Third Avenue and East 170th Street), and smaller
“satellite” centers. The Center will provide a focus for.comprehensive thera-
peutic and preventive ambulatory medical and dental services, as well as social
services and community activities. The program has four components:

1. Medical services

Medical services will be family-oriented : each family will have its own team
of physician, public health nurse, and ‘“‘family health worker.” The family health
worker is a neighborhood resident trained as a health assistant and a social
“advocate.” He or she will provide patient care and social case aide services, in
the home, to all age groups. Local physicians will be employed wherever possible
as the family doctors. Specialists in all the medical fields will provide services as
required in the Health Center.

At least two satellite health centers will be established at convenient locations
to provide referral service, well-baby care, the bulk of the pre-natal and post-
natal care, immunizations, baby-sitting and transportation as required. These
satellites will be run by public health nurses, aided by family health workers and
health technicians. The effect of the satellites will be to extend the services of
the health team further into the community. Major medical and surgical proce-
dures will be provided at Montefiore and Morrisania Hospitals, which will also
provide in-patient care. .

2. 'Tra/ming program for health personnel

The N.M.C.D. training program fulfills two major needs. The first is to provide
much-needed jobs, and jobs with a real future, in a community where there is a
high level of unemployment. The second is to provide well-trained personnel for
the N.M.C.D. health facilities, and other health agencies such as the loecal
hospitals. The shortage of personnel in the health fields is very well known. The
N.M.C.D. training program prepares local residents for both existing careers and
for new health positions, such as family health workers and physician assistants,

The program starts with an eight-week course (“core curriculum”) in basie
health skills, a survey of health careers, community resources, and remedial
Bnglish and mathematics. Following this general orientation period students
move on to the on-the-job training of their choice. The positions available include
family health workers, laboratory technicians, medical record assistants,
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obstetrical technicians and inhalation therapists. Trainees are recruited exclu-
sively from the neighborhood; they may be from age 18 to 55 years; most were
previously unemployed. They are paid by the N.M.C.D. during training. On
satisfactory completion of their training, the length of which depends on the
positions being trained for, there is a reasonable guarantee of a job.

3. Community development

The N.M.C.D. aims to become self-supporting, and to be a model that can be
replicated elsewhere. One of its principal objectives is to involve neighborhood
residents in the organization, policy planning, operation and provision of
services. This is the mandate of the community development department. It is
concerned with the two-way process of informing the community about N.M.C.D.
and the N.M.C.D. about the community. To this end, the community development
staff hold a constant series of meetings—with individuals, neighborhood groups
and organizations, in people’s homes, in churches, and in schools. They set up
meetings of the Advisory Board to which all interested community residents
are invited, and which has sub-committees to help plan and run the component
parts of the N.M.C.D. program. The Board and the community development staff
are also considering ways of establishing a community Board of Directors,
which—as soon as feasible—will have the responsibility for guiding the entire
project.
4. Research and evaluations

The research department is responsible for providing analytic description and
critical assessment of each stage of the N.M.C.D. program, and also of the
project’s impact on the community. A total census of the neighborhood has been
completed, which has provided much valuable information about the community
served by the project. By means of on-going evaluation and assessment, the
research staff point out the program’s strengths and weaknesses and through this
“gction” orientation help the program meet its goals.

APPENDIX 2
CoMMUNITY LIVING PROJECT FOR THE AGED

(A joint project proposal submitted to the NYC Housing Authority by Bronx
State Hospital, Hodson Center for the Aged, neighborhood medical care demon-
stration (Montefiore-Morrisania Hospital), the PIBLY Fund, Inc.)

BACKGROUND

We have a deep concern regarding the problems which increasing numbers of
aging people in our population must face. The problems of providing them with
adequate income, maintenance housing, leisure time activities, and attending
to their medical and psychiatric needs is a major concern in our society.

For a substantial number of our elderly patients with moments of intellectual
impairment—without a family to care for them or adequate funds for a nursing
bhome—the mental hospital has become the final “dumping ground”. Once a
patient has been accepted into a mental institution, though be may have made
a recovery, he seems no longer acceptable to existing facilities, e.g., Homes for
the Aged, Nursing Homes, etc. The mental hospitals (especially the state hospi-
tals), as a result are becoming the unwilling repository for the aged. Many of
these patients can manage in the community with a little support from creative
and reaching-out community resources.

OBJECTIVES OF PROJECT

1. Provide community facilities for elderly patients released from mental
hospitals.

2. Provide a 24 hour “on call” professional person in close proximity to the liv-
ing situation of the persons in the project to give social and personal services.

3. Provide the necessary housekeeping and appropriate cooking services.

4. Provide educational and recreational services to those in the project through
a recognized social agency providing such services.

5. Provide comprehensive medical care through a medical service in the
community.
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METHODOLOGY

A. The participants for this demonstration project to be selected by the
Dsychiatric staff of Bronx State Hospital. Criterion for selection to include the
following :

1. Demonstrated ability to re-assume community living (through test
living in Bronx State’s special “Hotel” living arrangement).

2. Must be ambulatory.

3. Previous residence experience (former residence in a low-income hous-
ing project would be helpful).

4. Residents of the project area (Health Districts 24 and 26) would be
given priority.

B. Selection of 8 apartments in the Claremont Village Housing Authority com-
plex (includes Butler, Webster, Morrisania and Murphy Houses) to house up
to sixteen individuals. The apartments to be leased to the Pibly Fund, Inc., (a
non-profit philanthropic organization dedicated to the welfare and social needs
of the people especially through providing housing for special projects such as
this one). The Pibly Fund, Inc., has already entered into a contractual agree-
ment with the New York City Housing for a similar project involving the Bronx
State Hospital in the Edenwald Houses. The leasehold would be in perpetuity to
the Pibly Fund, Inc., so that turnover of clientele will not affect the continuation
of the demonstration project. Selection of individuals for public housing, of
course, will be in the hands of the New York City Housing Authority.

C. Recreational and educational services to be provided by Hodson Center, a
recognized agency serving elderly members of the Claremont Village area.

D. Comprehensive medical services to be given by Montefiore Hospital’s
N.M.C.D., through its main Health Center, which will be situated in close prox-
imity to the Claremont Houses.

E. Psychiatric Aides (selected from the Claremont area and trained by the
N.M.C.D. Training Program) employed by Bronx State Hospital and living in
the Claremont Village Housing area to give daily and round the clock “on call”
personal and social services to the project members.

F. Bvaluation methods to be worked out.

(The chairman addressed the following questions to Dr. Wise in a
letter written subsequent to the hearings:)

1. You have already submitted material giving additional information about
your program, but I would like to have some discussion from you on the impor-
tance of your family health workers. How many such workers, would you say,
will be needed in your overall project? Can other Federal programs be of assist-
ance to you in providing additional training facilities or other services? (You
ask in your statement for training funds to demonstrate employment opportuni-
ties for the elderly in health and social sefvices, but I am curious as to what
agency would conduct such a program).

In areas without OEO Health Centers, can such family health workers be
provided through other programs, or would new legislation be needed? .

2. May we also have statistics and descriptive material about other individuals
trained in conjunction with your Demonstration, or does your September 1, 1967
report give us the latest information?

3. You have given us a proposal for a Geriatriec Group Living Project in Clare-
mont Village. What is the status of that proposal?

4. Can you give me additional commentary on your proposal that funds now
available for hospital construction be made available for Health Center and Home
Care Facility construction? It seems to me that vou emphatically believe that
such centers should be associated with major hospital centers. Can such centers
function well unless supported by an effective hospital center ?

(The following reply was received :)

1. THE FAMILY HEALTH WORKERS

The family Health Workers are the multi purpose workers with medical and
social service skills. She has incorporated into her role some of the sub-profes-
sional functions of the Publiec Health Nurse, the Lawyer and the Social Worker.
Most of their time is involved in making home visits in the community. I am en-
closing a paper describing the Family Health Workers, which you may use as you
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wish. The Family Health Worker has allowed us to use fewer scarce health
professionals and to use them more efficiently without compromising the high
quality of medical care provided by Montefiore Hospital.

There appears to be great potential for upward mobility for the Family Health
Worker. We are at present negotiating with the City University of New York so
that Family Health Workers can be put on a career ladder which would give them
at the end of additional training, a Registered Nurse degree and would provide
much needed nursing manpower to serve in the out-patient and home care field.

Number of workers necessary

We estimate that we need one Family Health Worker for every five hundred
people in the community with an active case-load of about one hundred people.
Financing of training .

Although there is some money available through the Office of Economic Oppor-
tunity and through manpower training for training of Family Health Workers,
it is not really sufficient. There is no money now available allowing the non-
professional to continue his training to the professional level.

Use of the elderly

Training of the elderly could be of great use in home care services. Social
Service roles in recreation roles, those who are fit in Family Health Worker roles.
The home care services are sufficiently flexible to accommodate the part-time
person as Home Help Aides. Hospitals with organized home care programs or
with Health Centers would be, in my mind the best training focus. Funds could
be made available for training through HEW or through the Social Services
Administration. ) :

Family Health Workers can be readily adapted to other health service institu-
tional roles. For example, Dr. Zwerling of Bronx State Hospital plans to use
them in psychiatric service. There is no legislation, however, to provide for the
training or support of Family Health Workers as they are presently constituted:
2. ENCLOSED YOU WILL FIND OUR MOST RECENT STATISTICS, DESCRIBING OUR TRAINING

PROGRAM .

3. GERIATRIC GROUP LIVING PROJECT IN CLAREMONT VILLAGE

Except for the possible legal difficulties, the Housing Authority has accepted
the principle of providing housing for the elderly especially those discharged
from State and General Hospitals. We have only begun negotiations with the
Housing Authority for the Geriatrie Group Living Project.

4. FUNDS FOR HEALTH CENTERS

At the present time, the Federal Government puts up one-third matching funds
through Hill-Burton for hospitals. Although HUD provides money for multi pur-
pose facilities, no money from HUD has yet been obtained and with the present
budget cut that Congress has enacted, it does not look like money is available for
new construction of Health Centers. Montefiore undertook the purchase of a
building, which the OEO helped renovate. I am sending you a copy of an article
from yesterday’s New York Times, describing the City’s attempt to get the Health
Centers financed through use of municipal funds. .

STATEMENT BY MRS. DAVIS

Mrs. Davis. Senator Smathers, we have a great feeling for old
people here in New York and especially in the Bronx. There are many
feasibilities that can be reached to lengthen their lives. If something
is done when a person is in a hospital and has been cured as far as
medical aid is concerned, that person needs to be dismissed from the
hospital, put back into society with an active life. I think it is very
unfortunate and very unfair to have a person in a hospital when they
can be out in soclety doing a creative job in their own little way and
releasing places that they are holding for someone who is ill and really
needs it.
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Now here in the Bronx in the 24th and 26th Districts with the
NMCD we have worked and we have a little idea as to how these
things can or may be done which to us will be experimental. We know
that you know more about it than we do. However, I would like to
say that if we would take about six or eight units and set those units
up, make homes for these people who are unable to care for themselves,
train homemakers or health workers to look after them, to go in and
see that they are kept clean and comfortable, give them their meals—
here at Hodson Center this is a center for rehabilitation. I am quite
sure they can get recreation and exercise here. Now to do that you
would have to ask the better informed to help us, and I think that these
people who have given so much are entitled to a little help.

. There is a lot more that I could say but the time is short and I think
Mrs. Lopez has something to say and I would like her to, but please
think it over. [Applause.]

STATEMENT BY MRS. LOPEZ

Mrs. Lopez. Well, after listening to Mrs. Davis I don’t think that
there is more that I can say, but I really agree with her that we really
need some help for them because I think they deserve it. [Applause.]

Senator SaaraERs. Thank you very much, Dr. Wise, and thank you,
Mrs. Davis, and thank you, Mrs. Lopez, for your very informative
and very helpful testimony. You can be certain that we are impressed
with what you say.

We do hope the Congress would be of such a mind. Certainly if we
could control it, there would be no problem but we have 435 Members
of the House of Representatives and 100 Members of the Senate. You
can be certain, however, that Senator Kennedy, Senator Javits, and I
will do everything we can to keep this kind of a project going.

Thank you very much for your testimony.

Is Miss Gertrude Landau, the director, here? _

‘We want to thank you, Miss Landau, for the many, many courtesies
which you have extended to us while we have been here.

Miss Lanpau. You are certainly welcome.

. Senator Smarrers. Our next witness is the ranking minority mem-
ber of the New York State Joint Legislative Committee on Public
Health and Medicare, former chairman of the committee when the
Democrats were in power, Seymour Thaler, who is New York State
senator from the 10th District. '

Senator, we are delighted to have you.

STATEMENT OF THE HON. SEYMOUR THALER, NEW YORK STATE
SENATOR, 10TH DISTRICT, QUEENS

- Senator TraLEr. First I want to thank you, Senator Smathers, for
this opportunity to appear before your committee and present my
views ‘on the care of the elderly. Sometimes disappointing is the
performance of the National Health Act of 1965 which we com-
monly refer to as medicare and medicaid. My prepared statement is
limited to part B of title 18. However, in view of the somewhat mis-
leading statements about the great performance of part A, I will try
and summarize what I have prepared so that I can have some time to
talk about the fact that part A in its application is not as rosy as Dr.
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Cherkasky would have you believe, and 1 think perhaps that is not
deliberate on his part but he is hardly the typical example of the hos-
pital administrator in the city of New York or State of New York or,
I dare say, any place in the Nation. =~ - .

As far as my formal presentation, it is my opinion based upon docu-
mentary evidence which I am submitting to this committee that our
elderly citizens are now paying more for their medical bills than any
other segment, of our society. In short, many doctors are deliberately,
although legally, distorting the program to insure a greater economic
return for themselves at a greater cost to the elderly people.

Now as you know a doctor has a unilateral cholce either to accept
assignment, which means to bill the Government directly and then be
bound by the reasonable and customary charge, or in the alternative at
his own option again to bill the patient. Where the ceiling is non-
existent he can bill any amount he pleases and the patient after paying
the bill sends it in for reimbursement and only gets back the reason-
able and customary charge. .

Now one-third of the doctors in New York City have agreed to take
assignments, two-thirds of them have said, “No dice, we are going to
bill the patient and let the patient fend for himself,” and that is
exactly what is happening. He has to fend for himself because we have
found that many of the doctors are charging above and beyond what
they themselves have set as the locality reasonable and customary fee.

Now let me explain how we arrive in this area at the reasonable and
customary feé. Blue Shield by choice of the doctors was made the fiscal
intermediary for part B of medicare. Blue Shield in November of 1965
sent a questionnaire to 15,000 doctors and said, “Fellows, fill out this
questionnaire and let us know your customary charges for the services
performed regardless of the income level of your patients but exclude
from that any charity work you do or nominal fee work you do for
medically indigent patients.” : o S

They said in their letter, and I want to quote, “Gentlemen Doctors,
we are doing this in order to develop programs that will provide for
more realistic payments.” So they gave the doctor the incentive in
filling out the self-serving declaration of what his reasonable and
customary fee was with advance notice that they were doing this for
the purpose of determining what the rates will be to reimburse them
for reasonable costs. I think we can assume that the doctors were not
too modest nor self-effacing in listing what their reasonable or cus-
tomary or usual charge was. This when it came back was politely and
is politely referred to as the doctor’s fee profile.

Now when the bill comes from a doctor after the patient paid for it,
Blue Shield takes that bill and compares it with the doctor’s own fee
profile which as I said was a self-serving declaration and if it is not
out of line with his fee profile and not out of line with the prevailing
rate in his county, and it is limited county by county, then they pay it
subject, of course, to the $50 deductible and the 20-percent coinsurance.

Brue SarErp ComMENTS ON FEES

I spoke to Blue Shield just yesterday and it confirmed the letter which
they answered in response to my inquiry which said that a recent
study they have made indicates, and I will read the language, “Doc-
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tors’ charges in relation to allowed charges indicates that the per-
centage of allowed charges to doctors’ charges is 83 percent.” Trans-
lated into simple language that means according to their sample sur-
vey they admit that 17 percent of the doctors’ bills are in excess of
their own reasonable and customary fees in that county.

I must add, however, that Blue Shield is being very generous to the
doctor because the doctor at any time on his own initiative can file a
new fee profile and up his reasonable and customary charge. I under-
stand in excess of 100 doctors have already found out about this and
ti.ey are beginning to file new fee profiles.

- ix bread-and-butter terms what does this mean? I have given you
Verifrx copies of Blue Shield memoranda. and I might add that these
cases 1 have given to you are indicative of hundreds more I can submit
to this committee, all of which were chosen at random from union
files of {aboring people, people in the working field. We are not talking
about a \-ealthy medicare patient, we are talking about a workingman.

Patient A was treated by a doctor Anthony J. Rella and was billed
$500. Blue { hield said that the reasonable and customary cost was $175.
After you take out the coinsurance Blue paid $140 and the patient

aid $360. .
P Dr. Robert H. Goetz charged patient B $125. Blue Shield set $60
as the reasonable and customary charge. A fter taking off $50 deductible
and 20, percent of coinsurance, Blue Shield gave the patient $10.83 out
of a total bill of $125.

Dr. Moskowitz charged patient C $750. Blue Shield said it was only
worth $300 so the patient paid $510 and Blue Shield paid $240.

Dr. C. J. Campbell charged $350 to remove a cataract. Blue Shield
allowed $175 which meant that the patient paid $214 and Blue Shield
$136.

' I want to tell you, we have one classic case and T am allowed to get
the bills and submit them to you, a woman had a cataract removed
just before medicare. The doctor charged her $175. Six months later
the same woman needed an operation for a cataract, same operation,
on the other eye, same doctor. This time he billed her $500 and she got.
back a big $100 from Blue Shield.

~ Let me give you another example. Dr. George W. Fish operated on
patient E’s prostate gland and charged $1,000. What did he get back
from Blue Shield? Two hundred dollars because Blue Shield said
the customary and usual fee was $300. So after the $50 deductible, 20
percent coinsurance, the patient paid $800, Blue Shield paid $200.

Incidentally, all this, as T say, is documented in the evidence T have

submitted to the committee.
. Now what happens if a patient does not go to a private doctor, he
goes to one of these clinics that these gentlemen were talking about?
Just this morning, to give you an example of patient F, again docu-
- mented in what I am giving this committee, Mrs. F has a blood condi-
tion. She went to Mount Sinai Clinic once a week for years. She was
charged $1.50 for a B12 shot and then raised it to $1.75. She never sees
the doctor because the nurse knows her, knows her condition, knows
what to do.

Tmmediately after medicare Mount Sinai bills her $20. She pays now
fpr the first two and a half vicits at $20 a visit and after 20 percent
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coinsurence she pays $4 a visit instead of $1.75. Well her husband told
me what public service can do with medicare so far as he was con-
cerned. [Applause.]

Senator SmaraErs. I might ask you there, Senator, just to see how
you feel about it, Do you think we ought to do away with medicare?

Senator THaLER. Not at all; but I think very seriously that the
Congress ought to say that any doctor who treats a patient whose bills
are paid by the Government ought to be constrained to accept the rea-
sonable and customary fee in the locality and ought not to be given
the privilege of taking Government funds and still charging more.

Incidentally, under H.R. 12080 you are about to compound the
felony because up-until the present time if a doctor had a poor patient
and the patient did not have funds he had to take an assignment
because the patient could not get reimbursement unless he paid the
bill. Now the way the bill passed the House of Representatives, the
patient can send in the bill to Blue Shield before he pays it so that
the doctor can grab hold of the reasonable and customary fee and still
keep dunning the poor patient for the balance of the fee, and that
even makes it worse. It is before the Senate at the present time and I
would hope that that amendment to the present legislation is deleted
because this will mean that no doctor will hereafter take an assign-
ment, there would be no purpose for him to do so.

More importantly, we are having difficulty, I as a State senator,
of any effort to find out what is happening. Blue Cross will not tell us
the rates that they pay either to hospitals or to nursing homes, either
for in-patient or out-patient care. I called Blue Cross, I spoke to Doug
Wohman, and he said Social Security tells us this is confidential infor-
mation. Why .should it be confidential, especially to a State senator?

I then called the State health department. I have spoken to the com-
missioner of the State health department, the commissioner of the
State welfare department, and they tell me that they cannot get the
rates that are being paid but if we can see what is happening under
medicaid maybe we can come to the conclusion why.

Cost-PrLus FormMuLa

Now let me tell you how medicaid is reimbursing all these gentlemen
you see up here today. They have a cost-plus formula which says, fel-
lows, the more you spend we will reimburse you at a higher per diem
rate. Not only will we reimburse you for all your expenditures—and
incidentally I looked over some of these statements that are rendered
by the hospitals, many of our hospitals buy retail, they buy their food
at the corner drugstore. Many other of your major hospitals buy all
their necessary furniture and other things throug]h R. H. Macy’s, they
make no effort to economize. The more they spend, the more they get
with no incentive at all for economy. But more importantly, the medic-
ald formula as approved by the Federal Government says, in addition
to_all your expenditures you will get 5 percent for research.

Now this does not say, is this hospital qualified to do research ? Every
hospital is entitled to 5 percent. Nobody goes in and says,. fellows, do
you have qualified people to conduct research or are you using clinical
material to try out drugs for commercial outfits? Nobody says, are the

objectives of your research any good? It merely says for every dollar
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you spend you get another 5 cents for research if you spend it. So of
course they spend it.

Then you get 5 percent more for repairs. It does not make any dif-
ference 1f this hospital needs 12 percent and this hospital only needs
2 percent, but on an across the board 5 percent not based on their need
for repairs but based upon their expenditures plus 114 percent for ac-
cumulated obsolescence and that they can accumulate over the years.

Eleven and a half cents is added to the formula based on how much
they spend, not on how much they need. And boy they are spending it;
it is almost unbelievable. Not for patient care but for desks, for carpets
for doctors, for decorations for the offices, for all kinds of fancy per-
sonnel—not to increase the available salaries for nurses but the doctors
have doubled their fees.

When Dr. Cherkasky says he raised the salary of a radiologist from
$14,000 to $29,000, if it were limited to the radiologists I have had no
objections but when we signed an affiliation contract just a few months
ago they doubled the salary of every doctor hecause they had Gov-
ernment funds. Those doctors were not quitting. To the contrary, we
had hundreds and thousands of doctors who were willing to contrib-
ute on a voluntary basis their efforts. You know what happened to
them in the city of New York? They were kicked out of the hospitals
and replaced by paid physicians.

I will tell you another thing, Senator. In this city of ours with the
shortage of doctors, and we have the low level of care available to the
people, one-third of our doctors are physically barred from coming
mto any hospital. They cannot bring their patients into any hospital.
They even take care of them in their offices or at homes or they have
to assign the patient to another doctor, they cannot get in. Yet every
day you read in the newspapers that we can’t get interns, we -cannot
get residents, and that they are flooded with foreign doctors who are
poorly trained and can’t even communicate with the patient because
they cannot speak English.

More importantly, under this new medicaid reimbursement rate what
has happened actually ¢ Let me give you figures. Mount Sinai charges
$81.85 a day for a ward patient. Let me repeat that. This is an official
federally approved per giem rate, $81.85 per day for a ward patient
and $17.56 for a clinic visit.

Let me reiterate. I am talking about medicaid officially approved
reimbursement per diem rates. Montefiore charges $87.94 a day for a
ward and $26.20 for a clinic visit. Presbyterian Hospital charges
$76.95 and $15.22, respectively. Roosevelt charges $80.15 and $18.60,
respectively. St. Lukes charges $89.91 and $20.30, respectively.

Another gimmick has come up and this is something new; it has
never been given any publicity before. They now get an average of
$80, let’s say, a particular hospital for the patient being in there in a
ward. They add to a medicare patient bill a sum of money in some
hospitals as low as 3 percent, in some hospitals it goes up to $1.32 per
day. In other hospitals it is as high as 20 percent for the availability of
anesthesiology, pathology, and radiology—three, as you know, ex-
cluded services under part A. This is not for their receiving these
services, they have gone into the insurance program. They say, you are
paying this percentage because we have these services available in the
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institution and that money is distributed among certain of the select
doctors in many of the hospitals, it does not go to the hospital. If you
need pathology, if you need anesthesiology, or if you need radiology,
you get an additional bill which you pay under part B of medicare. So
they are saying just because we are a hospital and you have these
services here you pay for it and it does not go into the revenue of the
hospital. '

‘As a matter of fact, I wrote to the commissioner of the New York
State Health Department, Dr. Andrew C. Fleck, Jr. He replied to me
on October 11, and I quote: .

It is also my understanding that the Social Security Administration has no
regulations concerning the hospital’s subsequent disposition of such funds.

In other words, this is added to the salaries in many institutions
where they are already paying these well-intentioned doctors who are
desirous only of doing good for their community.

It would seem to me that we have a great program here in principle
but you cannot, in my opinion as a legislator of 9 years, take substan-
tial Government funds and trust it to a private sector that is almost
wholly uncontrolled, trust to their conscience, to their morality, to their
compassion because that is too frequently an inadequate safeguard to
prevent greed. We have a responsibility, you on the Federal level and
T on a State level, to make certain that when we commit Government
funds—and I might tell you that these gentlemen up here did not
bother saying to you that approximately 50 percent of their entire
budget is now paid out of medicare and medicaid funds.

~ Ox-Sror Avprtr SoucHT

Somebody ought to have an on-the-spot audit before expenditures
are made as to where they are going, not a postaudit. But it is important
enough as we have done under the defense program to have an
accountant on the premises to determine whether expenditures are
wisely made before they are made. I have gone into hospital after
hospital and seen the most complex, sophisticated research equipment
while at the same time the interns and the nurses literally cry that they
coulld not get crutches or wheelchairs or electrocardiograms or pace-
makers.

I have gone with one of the gentlemen of the press here into vol-
untary hospital and municipal hospital alike to see how patients were
used not for their benefits but as clinical material for the property of
science and for the purpose of teacher training. Human life is more
important than to live it in the sole jurisdiction of a profession that
has demonstrated on many scores that it no longer is bound by the
Hippocratic oath. It would seem to me that the senior citizen today
in many ways is worse off than he was prior to medicare. [Applause.]

Where Government funds are so largely committed to a basic social
program we in the legislature must not permit a private sector to con-
tinue to make their own private ground rules. Medicare which was
supposed to eliminate indignity and humiliation under the old Kerr-
Mills program has nevertheless forced a large percentage of the
elderly covered under medicare to still seek additional assistance under

83-481—68—pt. 2——6
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the medicaid program which is controlled by a welfare administration.

I would like to take one moment and ask, how many of you have
medicaid cards? Not medicare—medicaid cards?

This is what has happened to the elderly people. I had an elderl
man walk into my office and he said, “Senator, I got a problem.” He
took out a billfold and he opened up a long line of glass-paned
envelopes and he pointed to it and he said in broken English:

This is my Medicaid card, this is Medicare, Part A. This is my Blue Cross.
This is my union health card because I am a retired member of the bricklayers
union, And my Medicaid card is limited because I have all these other things.

I said, “What is your problem ?”

He said, “I got a bellyache, what do I do?” [Laughter and
applause.]

We have so fragmented the most basic social service, we have an
obligation to give our citizenry that not even a Philadelphia lawyer
could tell him of his rights. There can be nothing more important than
preserving the health and life of our people. We live in a peculiar
society that says that the child’s education is the concern of all of us
and its illiteracy is a social disease and we have to pay for his educa-
tion out of a progressive tax system. But let that little kid get hit by a
truck or get a heart attack and then we stop him at the door of a hos-
pital and say, “Wait a minute, are you self-insured ? Do you have Blue
Cross? Can you pay? If not, plead poverty.” [Applause.]

Senator, there is no reason why a courtroom where you and I liti-
gate private rights ought to be paid for by Government, but a hospital
where we may have to go to determine a case of cancer be part of the
private sector only subsidized by Government. Certainly that hospital
1s much more a public function than a place to litigate private rights.

In summation I would say there is lots that the Congress could do,
unfortunately we don’t have enough Senator Smathers in the Senate.
I wish we had more who comprehended and understood the problems
that are involved. [Applause.]

It would seem to me that the Congress could, if we could have more
men like you, give the doctors their just desert but on the other hand
recognize that no amount of Government contribution can ever satisfy
the uncontrolled and insatiable appetite of a private sector and deprive
some members of the medical establishment.

Again my congratulations to you, sir, and my deep thanks for afford-
ing me this privilege. [Applause.]

Incidentally, Senator, your staff director, who I must compliment
you is a great dedicated human being and terribly efficient, spoke to
me at some length about'a nursing home problem and I think Dr. Wise
touched on it. T have gone through in addition to hospitals a number of
nursing homes. We have a lot of people in nursing homes who really
don’t need nursing homes, they need our homes like these, but they are
kept in nursing homes because medicaid won’t pay the bill if they go
into an old age home or into a home like this. In'a nursing home al-
though they are ambulatory and custodial care they are prolonged
there so that the Government will pay the costs.

This is backing up into the hospital and the hospital in turn cannot
really see the patients into the nursing home. It seems to me that we
must define what a hospital is, what an extended care facility is, what
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a nursing home is and what an old age home is, and we ought to try
and make certain that those yardsticks are adequately enforced and
that will eliminate a great deal of the cost involved.

Some day to one of your subcommittees I would like to spell out the
conditions we have found in some of these nursing homes, both volun-
tary and proprietary. I think the committee would do itself a great
favor if it could some day visit a few of these nursing homes unan-
nounced. I would recommend you do it before a weekend, you will need
at least 2 days to rest up over the mental and physical shock you will
receive in looking at how we treat some of our elderly citizenry in this
20th century.

Thank you. [Applause.]

Senator SmaTtrERs. Thank you very much, Senator Thaler. You cer-
tainly made a splendid statement and gave us many constructive ideas.

(The prepared statement of Senator Thaler follows:) .

PREPARED STATEMENT OF SEYMOUR THALER, NEW YORK STATE SENATOR, 10TH
DISTRICT, QUEENS

Mr. Chairman and members of the Special Committee on Aging.

I am Seymour R. Thaler, New York State Senator and the ranking minority
member and former chairman of the New York State Joint Legislative Commit-
tee on Public Health and Medicare. I am grateful for this opportunity to present
my personal observations on the effect of the much heralded, but somewhat dis-
appointing, performance of the National Health Act of 1965, commonly referred
to as Medicare and Medicaid. .

It is my opinion that our senior citizens are now paying more for their medical
bills, under Part B of Title 18, than any other segment of our society. In short,
many doctors are deliberately—albeit legally—distorting the program to insure
a greater economic return to themselves at a greater cost to the elderly patient.

Let me explain how this has happened. Under Part B, a person over 65 years
who pays $3.00 a month for a total of $36 a year—soon, we hear, to be raised to
$4 or $4.50 per month—is supposed to have his medical bills paid by the Federal
Government after, of course, the patient pays the first $50 plus 209 of the
balance. The law provides, however, that a doctor may not charge government
more then “the reasonable and customary fee” for the.service rendered.

The legislation, even if not so intended, is helpful only in cases of fairly ex-
tensive medical bills. To demonstrate, if a patient’s bill amounts to $100, in addi-
tion to the annual cost of $36 he has already paid by way of monthly contributions,
he must also pay the first $50 plus 209% of the balance, or $10, or a total of $96 for
a medical bill of $100. Assuming his medical costs for the year amounts to $200,
he would be required to pay $116 out of the total bill—still more then 509 of
the total cost. . :

But there are two gimmicks in the legislation which have been used by many
members of the medical profession to milk our elderly citizens.

First, the doctor is permitted, at his own option, to either bill the ,govern-
ment directly or to bill the patient who can then seek reimbursement from the
government. Most doctors have deliberately decided to bill patients rather then

. their own fiscal intermediary—in this locality United Medical Service, commonly
known as Blue Shield. I am informed that in New York City only one-third of
the practicing doctors agreed to ‘“accept assignments”, that is, to bill govern-
ment rather than their patients.

Second, nothing in the legislation prohibits a doctor from charging his patient
any amount in excess of the “reasonable and customary fee.” He legally can un-
ilaterally determine the size of his bill. The patient, on the other hand, is reim-
bursed by Blue Shield under the “usual and customary fee” limitations. There
is no ceiling of any kind upon the doctor’s billing practices except his own con-
science, morality or compassion—a barometer which is all too frequently an
inadequate safeguard against greed. -

In November of 1965, Blue Shield conducted a survey of physicians “to ac-
cumulate customary charge data”. Some 15,000 physicians were asked to list their
usual charge”. The phrase, ‘‘usual charge” was defined by UMS as ‘“‘the fee you
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charge most of your patients for the listed procedures or services, regardless of
the patient’s income level” and directed the physician not to “include the many
occasions you render care to charity or medically indigent patients without
charge or for a nominal fee”. Since Blue Shield indicated that the purpose of the
inquiry was to “develop programs that will provide more realistic payments” and
since the answers were, at best, self-serving, I think it can be realistically as-
sumed that most doctors were neither modest nor self-effacing in listing their
“usual charges”. The individual questionnaire, when completed, is politely referred
to by Blue Shield as the doctor’s “Fee Profile”.

Nevertheless, many doctors bills are being reduced by Blue Shield. After
they compare it with his “Fee Profile” and the prevailing charges in his county,
the patient is the scapegoat since he has to pay the difference.

On October 6, 1967, in replying to my inquiry, Dr. Harold J. Safian, Vice-
President of Medical Affairs of Blue Shield stated that “a recent UMS study of
doctors’ charges in relation to ‘allowed charges’ indicates that, the percent of
‘allowed charges’ to doctors charges is 839 . . .”. In simple language, 179% of
the doctors bills are in excess of the “reasonable and customary fees”. I must add,
however, that Blue Shield is most generous in permitting a doctor, at any time, on
his own initiative, to change his fee profile to reflect increases in his so-called
customary charges and that many doctors have already taken advantage of this
benevolent attitude.

In bread and butter terms, just what has this meant to the individual elderly
patient who was already faced by an 8.99 general increase in doctors fees? Let
us look at the record.

Patient “A” treated by Dr. Anthony J. Rella was billed $500. Blue Shield
allowed as the reasonable and customary fee for the services involved $175. After
deducting $35 for co-insurance (apparently he had already used up his $50
deductible), Blue Shield reimbursed the patient $140 and the patient paid $360.

Dr. Robert H. Goetz charged Patient “B” $125. Blue Shield set $60 as the
“allowed charge” for the service performed. After the deductible and co-insur-
ance, UMS reimbursed the patient a total of $10.83 out of a total bill of $125.

Dr. Lester Moskowitz charged Patient “C” $750. Blue Shield set $300 as the
“allowed charge” so that the patient paid $510 as his share and Blue Shield paid
only $240.

Dr. C. J. Campbell charged Patient “D” $350 to remove a cataract. Blue Shield
allowed only $175 as the usual and customary fee. As a result, the patient paid
$214 and Blue Shield only $136. .

We have one case where a patient had a cataract removed prior to Medicare
and was charged $175. After Medicare came into effect, the same patient had a
similar operation by the same doctor who nhow charged $500. After Medicare, the
patient had to pay a total of $400 whereas before Medicare, he merely paid $175.

Dr. George W. Fish operated on Patient “E”’s prostate and charged $1,000.
Blue Shield set $300 as the usual and customary fee which meant the patient,
after the deductible and co-insurance, paid $800 and Blue Shield paid $200.

Copies of these Blue Shield memoranda with the patients names deleted are
annexed to my testimony submitted to this Committee.! I must emphasize that
the patients are all working people since these, and many other similar cases,
come out of union files.

Just how is this affecting the elderly patients who visit a clinic? Let me tell
you the story of Mrs. “F” who, due to a blood condition, visits Mt. Sinai clinic
weekly for a BI2 injection. She seldom bothers the doctor since the nurse is
familiar with the case and performs the needed service. Prior to Medicare, she
was first charged $1.50 and then $1.75 per visit. The moment Medicare began to
help her, the hospital billed $20 a visit which meant that she was required to pay
for the first 214 visits or $50 plus 209 of all subsequent visits or $4 a visit—
instead of $1.50 or $1.75. Her husband told me what we could do with Medicare
as far as he was concerned.

It might interest you to know that it would appear that a fraud is being prac-
ticed on the elderly persons since Blue Cross is only paying 60% of the billed
charges, at the present time, which means that the hospital is only collecting

1 In committee files.
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$12 per visit from Blue Cross, but that the patient pays his deductible and 20%
co-insurance based upon $20 a visit.

It might further interest this Subcommittee to know that Blue Cross refuses
to disclose inpatient and outpatient rates paid to individual hospitals and nurs-
ing homes since Social Security, I am told, insists that such Information is con-
fidential . . . Why ? State officials have also been rejected by Federal Government
and Blue Cross. Whatever information we have is gathered through incidental
exposure to individual patient’s bills. However, if we can judge Title 18 rates
on the basis of the officially promulgated and federally approved Title 19 rates,
the statistics are awesome and fantastic. Let me give you some examples of
Medicaid rates in this area.

Mt. Sinai charges $81.85 per day for a ward patient and 17.56 for a clinic visit.
Let me reiterate : I am talking about the officially approved Medicaid rates. New
York Hospital charges 84.92 per day for a ward patient and 20.25 per clinic visit.
Montefiore Hospital charges 87.94 per ward day and 26.20 per clinic visit. Presby-
terian Hospital charges 76.95 and 15.22 respectively. Roosevelt Hospital 80.15
and 18.60 respectively. St. Lukes 89.91 and 20.30 respectively.

Further, many hospitals now add a per diem charge to a Medicare inpatient’s
bill for the availability of such services as anesthesiology, radiology and pathol-
ogy, not covered under Title 18, Part A. This additional sum of money (ranging
in some cases from 3% of the total bill to $1.32 per day in one hospital) is in
some hospitals distributed to selected members of the medical staff and is billed
to the patient whether or not he receives any such services. In fact, in spite of this
per diem charge, if the patient does receive such excluded services, he is billed
an additional amount of money for the specific services under Part B of Medicare.
In response to my inquiry, Deputy Commissioner of the New York State Health
Department, Dr. Andrew C. Fleck, Jr. replied on October 11, 1967 “it is also my
understanding that the Social Security Administration has no regulations con-
cerning the hospital’s subsequent disposition of such funds”.

To make matters worse, H.R. 12080, passed by the House of Representatives,
introduced still another gimmick to enable doctors to avoid adhering to the ‘“rea-
sonable and customary fee” principle.

Under the present statute, a doctor who refuses to accept an assignment so that
he can bill the patient above the “allowed charges” must be paid by the patient
before the patient can submit the bill for reimbursement. As a result, if a patient
does not have enough money to pay the doctor, the doctor has been forced to take
an assignment and, therefore, be bound by the “allowed charge”. Under the new
amendment, patients would no longer be required to pay the bill before seeking
reimbursement. This, therefore, would enable a doctor to collect the “reasonable
and usual fee” from even the poorest patient and still dun him for any balance.

It is my hope that you, gentlemen, will make. every effort to delete this un-
conscionable provision in an effort to arrest the ever spiralling cost of medical
services to our elderly. Many, if not most, of owr senior citizens are worse off today
than they were prior to Medicare, and doctors bills to the rest of us are daily being
increased to match Medicare rates. Where government funds are so largely com-
mitted to a basic social program, the Legislature should not permit a private
sector to continue to make their own ground rules. :

Medicare, which was supposed to eliminate the indignity and humiliation of
the old Kerr-Mills Program, has nevertheless forced a large percentage of our
elderly to seek additional assistance under the Medicaid Program still controlled
by a welfare administration. '

I think it is apparent that no amount of government contribution can ever
satisfy the uncontrolled, insafiable appetite of many members of the medical
establishment. We must have corrective legislation.

Again, Senator Smathers and gentlemen, thank you for affording me this privi-
lege of testifying before your Subcommittee. - -

Senator Smaruers. Our next group of witnesses we are going to
ask to come up together. I would like for Mrs. Ethel McDonough, Mr.
James Tobin, and Miss Patricia Carter to come together. Miss Carter
is the director of the consumer education project, Hudson Guild-Ful-
ton Center. Mrs. McDonough and Mr. Tobin are from the Fulton
Senior Association, Manhattan.
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STATEMENTS OF ETHEL McDONOUGH, FULTON SENIOR ASSOCIA-
TION, MANHATTAN; BERNARDO NEGRON, HUDSON GUILD-FUL-
TON CENTER; AND PATRICIA CARTER, DIRECTOR, CONSUMER
EDUCATION PROJECTS, HUDSON GUILD-FULTON CENTER

STATEMENT OF MRS. ETHEL McDONOUGH

Mrs. McDo~oueH. Senator and members of the committee, I am now
employed by Project FIND—friendless, isolated, needy, and disabled.

During the spring of 1966 I was hired by the Community Progress
Center on West 84th Street in Manhattan to serve as a community aide.
Like most aides I was assigned to a social agency. My agency was Hud-
son Guild, my job was that of friendly visitor.

Following are two cases that I worked on during the year, Mrs.
Kathryn McCarthy, an 83-year-old widow lived on a pension of $27
monthly and was supplemented by New York City Public Department
of Welfare. She lived in a tiny room two floors up. She had a. cardiac
condition and also suffered from arthritis.

Miss Simmons, our- VISTA worker at Hudson Guild, found Mrs.
McCarthy unconscious on the floor the month before and asked me to
visit Mrs. McCarthy and to assist her with clinic visits and shopping.
During this period I took Mrs. McCarthy to the clinic eight times by
cab. Mrs. McCarthy was not capable of walking more than three or
four blocks and we spent on the average of six anda half hours waiting
in the clinics for service. '

Since Mrs. McCarthy was a cardic case she was also in need of
money for special diets. She was in the salt-free diet during this time
and 1 did her food shopping. We made several calls to the New York
City Department of Welfare for help but with no results. Demands for
cabfare refunds were not answered during this period. Mrs. McCarthy
had four different investigators, none of whom visited her.

Finally, after accumulating a cab bill of $11.50 from Mrs. McCarthy
and over $30 for other shut-ins, Miss Simmons reported this to Hudson
Guild officials. Mr. Pilpel gave Miss Simmons a check from the Hud-
son Guild to cover this and suggested that we not accumulate any more
bills for elderly shut-ins as the agency was not financially able to sup-
plement them.

Finally we got an increase in welfare for Mrs. McCarthy’s food
allowance but never the cabfare refunds.

Another case is Mrs. Anna Burke, a client of welfare. She had
trouble walking and had a cardiac condition. In October 1965 the man
from the Chelsea Elliott housing project called Miss Simmons and
asked her to visit Mrs. Burke and get her rent. Although Mrs. Burke
received a monthly check from the New York City Department of
Welfare, she always refused to pay her rent. After working with her
a couple of months, Miss Simmons referred her to me. I spent hours
shopping and talking to her. At nights at home and on weekends I
would get calls from Mrs. Burke to please come visit. I finally be-
came known as her woman.

One weekend in late 1967 Mrs. Burke suffered a heart attack and
died at a local hospital. Thus ended nearly 2 years of Hudson Guild
service to Mrs. Burke.
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For a period of 2 years as a community aide I did friendly visiting
and shopping for over 300 peoplé. I have done the following for these
people: found cleaning women, had prescriptions filled, cashed welfare
checks to pay rent, taken people to the clinic, visited people in the hos-
pital. All these services were needed because the people had no
relations, no one to turn to when they needed help, and by the way they
still need help.

Thank you so much. [Applause.]

Senator SmaTHeRs. All right.

Miss Carter. This is Bernardo Negron who is a VISTA worker at
the Hudson Guild.

Senator SamaTnERrs. All right, sir. You go right ahead.

STATEMENT BY MR. NEGRON

Mr. NEGroN. Senator Smathers, ladies, and gentlemen, I am a Puerto
Rican by birth and a VISTA worker at the Hudson Guild-Fulton
Center. I am 68 years old and have been attached to the Hudson Guild-
Fulton Center for the past 2 years. I have worked closely with medi-
care alert. Miss Carter has submitted a copy of the medicaid literature
for the committee to see. It is impossible to understand, and as a result
we must explain the program, on a person-to-person basis and we
must help the people fill out their applications. This is very time con-
suming, and we are not able to reach all of the people eligible for
medicaid.

I have taken many people to the hospital for clinic visits and we
have had to wait all day for treatment. As you are aware, clinic waiting
rooms are very ugly and uncomfortable places. There is a lack of con-
cern about people’s feelings, and sometimes they are treated very
roughly because they are very poor and sometimes cannot speak
English well. Many times elderly people are not treated because of the
number of people waiting for treatment, and they are told to come
back the next day. So they spend day after day in clinic waiting
rooms.

Angel Lopez, a crippled man, age 73, lived alone in a public housing
project. One morning I took him to the clinic and I could not stay be-
cause of other visits and agreed to come back later that day to pick
him up. In the afternoon I received a telephone call to come and pick
him up because nothing could be done for him. A few days later I
took him to another hospital where they hospitalized him until I could
make arrangements for him to be admitted to the Sailor’s Snug
Harbor Home for the rest of his life. - ‘

As you can see, gentlemen, there is a great need for improved health
services for older people. In my own case I have not been able to get
medicaid because I have a $3,000 savings account in a bank. I have not
been able to get medicare because I went to a hospital and there I had
some treatment not covered by medicare and I got a bill for $162 but I
was glad because I was under Blue Cross and Blue Shield who took
care of that and paid.

I thank you ever so much for this opportunity that you have given
me. My recommendation before I leave is that any treatment received
by any patient ought to be signed by this patient because we have cases



438 COSTS OF HEALTH SERVICES TO OLDER AMERICANS

where patients have been sent a bill for things they have not used. I
have a case of a lady who was sent a bill for 3 pints of blood and she
never saw any blood in that hospital. We ought to have the patient
sign the bill before it is paid.

Thank you ever so much. [ Applause. ]

Senator SmaTaErs. All right. Miss Patricia Carter, director of con-

sumer education project.

STATEMENT BY MISS CARTER

Miss CarteR. Thank you very much.

The Hudson Guild’s consumer education project sponsored by the
New York State Office for the Aging has been vitally concerned about
the best use of the health dollar. We have found that consumer educa-
tion is very different from our original conception of it and we have
had to get into many other areas. For example, we cooperated in a
Medicaid Alert campaign for this purpose. We found that older
people negatively associated medicaid with welfare and that many
would not take advantage of the program for this reason. The major
fears were that their bank accounts and insurance would be taken
away and that this program would be as demoralizing and stigma-
tizing as is public assistance. It was necessary to work on a person to
person basis to explain and assure people of the program’s validity.

As Mr. Negron mentioned, the literature is unreadable and this
added to our job.

The list of participating doctors and services distributed by welfare
was inadequate. Several people were asked to leave doctors’ offices
when they presented their medicaid card. The word about this quickly
spread throughout the Fulton Center and further complicated the
situation. We finally had to call up doctors and services individually to
find out if they would accept medicaid patients and at what times. We
found that some doctors didn’t want poor people cluttering up their
offices at times when wealthier patients were there, and they admitted
this to us.

The cost of maintenance drugs is prohibitive to a person who is not
on medicaid. Some of our people have not been accepted for medicaid
simply because of a few hundred dollars and it is these people on the
borderline who are so drastically affected by high drug costs. We have
started a cooperative arrangement with the drug plan and have been
saving amounts from 69 cents to $5 on prescription costs.

* As you know, most doctors do not apply for medicare, the patient
does this. The redtape being what it is, older people must wait from
several weeks to several months before they are reimbursed. This
amount can be substantial and what does a person living on a minimum
income do ?

Persons on medicaid who have not been reimbursed for the $3
medicare cost also have a problem. A woman came to me about this
saying that the $3 would mean a lot to her. It would mean $61 a month
rather than $58.

You already have been told about the lack of concern at hospital
clinics. One of our members has discovered a lump on her neck. Of
course, her first thought is cancer. She has been waiting 5 weeks for a
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diagnosis. She has goneé to the clinic, been examined and given another
appointment. Can you imagine what turmoil she is going through?

Since hospital beds are scarce, patients are sent home as quickly as
possible. Who then is responsible for caring for them? A 75-year-old
woman was hit by a car and sent home the same night. She cannot walk
well and is bruised. Who is to take her to the clinic? Who is to prepare
her food ? Who is to check on her occasionally?

A number of people have been found dead or unconscious in their
rooms both in roominghouses and the public housing projects. Some
have been found with the telephone in their hand. Who is responsible
for them ¢

Also, gentlemen, do not confine health interests to hospital and
doctor care. It is not to a man’s best health interest when he has a
heart condition and must walk up six flights of stairs because there is
not enough adequate housing, and it is not to a person’s best health
interest when there is not enough money to eat well. )

I would like to close by telling you about one of our members. Mr.
Joffee was going to have an operation. One day he came into the Center
crying. He was holding a note from his doctor to “Admitting.” The
note described the operation and noted that Mr. Joffee was a “very
poor risk.” He had a heart condition. I will never forget the last time
that I saw him. He knew so emphatically that he was going to die.
After all, his doctor said so. He had a heart attack during surgery
and was sent to a nursing home to recover. He had another heart
attack and died. Was the note influential in his death. Who can say?
But what does a man feel going into surgery knowing that he is
-expected to die ?

" Thank you. [ Applause.] i

Mr. Ortor. The other witnesses have described the long waiting at
clinics for attention now. A few years ago at the Center you had a
health maintenance project, did you not ?

Miss CarTER. Yes; we did.

Mr. Orior. And that project managed to keep people out of clinics,
didn’t it ? :

Miss Carrer. It was worked in cooperation with the St. Vincent’s
Hospital and it did save a lot of time because many of the cases were
sort of screened through this health maintenance clinic and very
simple things could be done there.

Mr. Orior. You had almost a neighborhood approach ?

Miss Carter. That is right. :

Mr. Oriorn. And the reason it was successful in your area, especially
successful, as I understand, you did have a high concentration of
elderly and you still do.

Miss CarTER. Yes. It was located in a public housing project and 500
old people live there alone.

Mr. Orior. So it is a very simple matter for them to come to their
health maintenance center. What has happened to that program?

Miss Carter. That program was closed before I started at the guild
which was about a year ago and nothing has been done since then.

Mr. Orior. As a result people who formerly went to the health main-
tenance center are now waiting in the clinics.

Miss Carrer. That is right. One of the advantages of such a clinic,
for example, one lady who has very poor eyesight clipped her toenails
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and got an infection. She had to go to the hospital and wait all day to
get this fixed. It was such a little bit of care that a health maintenance
clinic could clip her toenails for her. This sort of small thing, we could
save a lot of time. :

Mr. Ortor. For the record I just would like to note that we have
asked Mr. Carpenter, the director of your center, to submit a state-
ment on that program and what has happened because it no longer
exists.10 ' :

There is a representative of the Queens Bridge health maintenance
project here today. That project has managed to keep going with help
from various sources, but T understand that the director there is very
concerned that there, too, they may have to stop operation.

Miss Carrer. I understand ‘so.

Mr. OrioL. I noted that in Dr. Brown’s testimony this morning his
reference to the fact that he did not believe that neighborhood centers
need be established solely to help the elderly but it would seem from
your experience that under certain circumstances this kind of pro-
gram might be helpful.

Miss Carter. It would seem that the elderly need so much little
kinds of care—explanations of diets, help to find proper drugstores,
clipping of toenails, this kind of thing, that really does not need to be
the concern of a large metropolitan hospital.

M. Orror. That statement will be in the record and we will forward
a copy of it to Dr. Brown for his comment, with the Chair’s
permission.

Senator SyaTHERS. Yes.

Mr. Orror. Another question I wanted to ask, what is the advice
given by social workers and others in New York City to elderly appli-
cants for medicaid who have a small nest egg and are fearful that they
may not be able to keep that nest egg if they are enrolled in medicaid?

Fear or Lostzve “Nest Ecg”

Miss CarTer. In our center we have almost had to do it on a “you de
me a favor” basis. We promise them that they are not going to have
their nest eggs taken away, and if “you do me a favor you will apply.
All you will get is refused, if you are not eligible.”

" Mr. Orror. So the fear of losing a nest egg is a big problem?

Miss Carrer. Tremendous. :

Mr. Orror. One other thing. You were very kind in sending me the
official literature of the city of New York to people who want medicaid
and you wrote in certain’ questions about what does this mean and
what does that mean. T don’t have the answer, I didn’t understand it
any more than you did. Again with the chairman’s permission, per-
haps we could forward those questions to the proper officials and ask
them about some of these things.!! , :

Miss CarrEr. I think that would be a good idea.

Mr. Orror. Thank you.

Senator Syartaers. Thank you very much.

(The chairman addressed the following questions to Miss Carter
in a letter subsequent to the hearings:)

30 Additional discussion of health maintenance programs on p, 543.
11 See letter by Commissioner Ginsberg, p. 572.
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1. I believe that our record would be incomplete if we did not have a brief
description of the Consumers Demonstration Project conducted by you with funds
from the Administration on Aging. May we have a paragraph or two?

2. How can such consumer information projects be coordinated with other serv-
ices such as visits to elderly isolates, Project FIND, and home health services?

3. Your vigorous criticisms of informational literature distributed on Medicaid
lead me to wonder whether you have recommendations for improving such litera-
ture. Would you, for example, be in favor of the Social Security Administration’s
establishing an advisory board of specialists from the communications media to
help review such publications and send their recommendations to state and city
agencies that distribute literature?

(The following reply was received:)

Answer 1. The Hudson Guild’s Consumer Education Project is supported with
the New York State Office for the Aging under the Older American’s Act of 1965. -

Consumer education can be defined as helping people to use financial resources
to effectively achieve family goals. However, consumer education as it relates
to the older persons involves a complex network of physical, social and financial
problems. Two basic principles of consumer education are (1) to do for one’s self
rather than purchase services and (2) to look and shop around before buying.
Elderly persons with aching bones, heart conditions, and minds which are not as
clear as in previous years often find the efforts needed to save a few pennies
just more than they can invest.

The alternatives usually available in decision making are not open to the
elderly person. And the pitifully inadequate income coming from Social Secu-
rity or combined Social Security and public assistance does not give the older
person a dollar that can stretch. Thus, we have approached the program by at-
tempting to deal with the major areas of an older person’s life which can cause
him financial or physical problems and emotional strain. We felt it necessary to
create a broad base of security in these areas in which the people can depend,
then they will be more receptive to involving themselves in programs outside the
scope of their immediate needs.

Qur program has (1) demonstrated a need for adequate food programs; (2)
cooperated in a Medicaid Alert; (3) developed a Drug Plan; (4) attempted to
involve older people in Social Action; (5) initiated an information program
with Welfare; (6) held a city wide conference on consumer problems of older
people; and (7) began testing various educational techniques. Our next year will
be focused on social action and the development of a family security program.

Reports of the project can be obtained by writing to Hudson Guild, 119 Ninth
Avenue, New York, N.Y. 10009

Answer 2. As we discovered at the Hudson Guild, a consumer information
project covers food, clothing, health, cost of services, family security ; as well as
Welfare and Social Security grants. It also involves group work, case work and
community organization. Thus, an effective consumer information project as-
sociated with visits to elderly isolates; Project FIND; and home health serv-
ices programs would necessitate a strong coordination of direct service agency
programs and business to insure that needs of older people are considered in pro-
gram development; that existing programs and projected programs are not dup-
licated and that information flows freely. This plan, of course, assumes that
agencies would commit themselves to giving up a bit of their autonomy for the
good of the whole. In some respects, this is what Dr. Cherkasky talked about in
relation to hospital services. .

As a necessary part of this, it would be important to include at the neighbor-
hood level a consumer specialist who would funnel this program from the plan-
ning level to the older people and return information regarding needs back up
the line.

The consumer specialist could; (1) test the effectiveness of educational ma-
terial and new educational techniques: (2) serve as a central neighborhood
source of general consumer information because she would have at her fingertips
the results of the central planning body’s efforts; (3) work with staff at the
neighborhood level to develop and implement consumer programs, to fill .the local
need.* Again, this is similar to what rural extension has been doing on a general
level.

*For exaraple: If the older people have not been recelving their entitled grants from
Welfare. the consumer specialist could in cooperation with the central planning committee
ir{mlqmpélt a program with the local Department of Welfare to bring older people up to
standard.
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Answer 3. I vigorously criticized Medicaid literature because that was what
we were discussing. I would also vigorously criticize Social Security literature,
federal pamphlets and so forth. It seems to me that great and valuable lessons
could be learned from advertising firms; how to get an idea across and how to
interest people in buying a new product or changing a brand. They also are able to
gear their advertising to the interests and levels of people who will provide the
market.

Yes, I certainly would be in favor of the establishment of a communications
advisory board to review publications and make recommendations. But I would
not confine it to Social Security but would expand the program to include all
government informationals which are intended to be read by the general older

public. . .

I would caution, however, about the danger of becoming bogged down in re-
views of the recommendations and re-reviews. There must be a real committ-
" ment on the part of the agencies to implement and test the suggestions.

STATEMENTS BY MISS HELEN M. HARRIS, EXECUTIVE DIRECTOR,
UNITED NEIGHBORHOOD HOUSES OF NEW YORK; MRS. EDNA
YOUNGBLOOD, MEMBER, WILLIAM HODSON COMMUNITY CENTER;
LEON FRAITER, MEMBER REDSHIELD DAY CENTER, MANHAT-
TAN; MRS. SUSAN KINOY, PROJECT DIRECTOR, PROMOTING HOME
HEALTH AND SOCIAL SERVICES TO NEW YORK’S AGING, COMMU-
NITY COUNCIL OF GREATER NEW YORK; AND WALTER NEWBUR-

- GHER, PRESIDENT, CONGRESS OF SENIOR CITIZENS

Senator Smaruers. Qur next group of witnesses, Mrs. Edna Young-
blood, of the Hodson Community Center; Mr. Leon Fraiter, member
of the Redshield Day Center, Manhattan; Mr. Walter Newburgher,
gresident, Congress of Senior Citizens; Mrs. Susan Kinoy, project

irector, Promoting Home Health and Social Services to New York’s
Aging; and Miss Helen M. Harris, executive director, United Neigh-
borhood Houses. .

Our first witness will be Miss Harris.

STATEMENT OF MISS HARRIS

Miss Harris. Thank you. My name is Helen M. Harris and T am the
executive director of United Neighborhood Houses of New York, the
federation of some 60 settlements and neighborhood centers located
in the least advantaged areas of the city. These are old neighborhoods
with a sizable population of elderly people. More than half of our.
member settlements run programs for the elderly and are acutely
aware of their problems and needs.

Their No. 1 problem, and I don’t have to say that to this group,
outside of food and shelter is medical services—their availability, their
accessibility, and above all, their cost.

When medicare became a reality and medicaid a possibility, it seemed
as though the No. 1 problem was about to be licked, and all of us who
had been working for health insurance these several decades rejoiced
along with our elderly neighbors. But it turned out to be not quite so
simple as we and they expected. Medicare, part B, had to be explained
and sold before a deadline. Language was often a problem and a great
deal of interpretation was necessary, mostly on a 1-to-1 basis, to get
across to people just what they were entitled to and what they had
to do to receive the benefits of the programs.
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We particularly rejoiced when New York State passed its liberal,
far-seeing medicaid program, designed to break the back of that
dreaded specter “medical indigence.” Now we hear that Congress is
prepared to strike a mortal blow at our New York State program by
mandating lower income ceilings. This would make ineligible thou-
sands of persons who for nearly a year now have been receiving health
services under medicaid. To force a retrogression to “indigency” in-
stead of “medical indigency” would be shortsighted, indeed. We urge
the committee to prevent such action in the Congress and permit the
more advanced States to set their own standards. To do otherwise would
be to stifle a constructive, preventive health program before it could
get off the ground and be fully tested.

For those on welfare, medicare and medicaid brought almost instant
benefits. And in the beginning doctors, dentists, and druggists went
along with the program in most neighborhoods. People reported quick-
er, more kindly, reception and service, even in hospital clinics. Dentures
and eyeglasses came unbelievably fast for some who had waited months
for them. To choose one’s own doctor and be treated with respect like
any paying patient enhanced one’s innate dignity.

But for those who had managed to stay off of welfare there were
problems. Literature about the program was confusing and hard to
understand. Application forms were long, complicated, and too de-
manding. Producing the last eight. wage stubs, bank balances, insur-
ance policies, and savings accounts was often so difficult many an elder-
ly person threw up his hands and refused to complete the application.
And for those who did complete it, 8 and 4 months might elapse before
they received their card, and then they were faced with the hated words
“department of welfare” on all the forms and the identification card.
This business of being identified with the department of welfare has
been a stumbling block for many and a reason that many refused it.

The greatest problem medicaid presents for many elderly persons
not on welfare, who desperately need the program, is the matter of their
savings. Many have worked in “uncovered” jobs all their working lives,
been able to save a little and steadfastly refused to accept relief even
though in their so-called golden years their social security payments
may be as little as $35 a month. Almost all the elderly in our settle-
ment neighborhoods live on unbelievably small incomes. They live in
wretched houses, pay very low rent, and cannot afford to move to
public housing because the rents are higher there.

Yet many of these have little more savings than medicaid allows.
Some count on their savings to eke out their low incomes. Some are
afraid to use any, against the day of greater need. Many refuse to
reveal the amount as it was said here before for fear it will be taken
away from them. All resent this intrusion into their privacy. They
are the proud, independent elderly for whom the thought of a major
illness that could wipe out their savings is a constant worry. These are
the truly “medically indigent” for whom medicaid was designed.

These, too, are the people who are unable to pay the new $11 clinic
fee our city hospitals have imposed, where before no fee was char%'led,
and have stopped going for regular checkups. When in dire need they
go to a private doctor and pay him $7 or %8 a visit. Unfortunately, as
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has also been said here today, the doctors, too, are raising their fees
and the elderly who for whatever reason refuse or are ineligible for
medicaid are in a tight squeeze. )

Parr B Premiom Causes ProBrems

For the same reason, the thought of an increase in the part B fee
from $3 to $4.50 a month has caused real consternation.’> When you
haven’t got enough to live on anyway, even $1.50 a month would mean
less carfare or food or some other necessity. In a number of our settle-
ments, the elderly have raised the question of the $50 deductible in
medicare. “Couldn’t it be lowered #” they say, “or eliminated alto-
gether?” ) . .

Another great difficulty—increasing, unfortunately—which again
you heard today is the shortage of doctors and dentists who will accept
medicaid patients. In the beginning, as we said earlier, many more
doctors participated in the program. However, the long delays in
receiving payment from the city and the extra and time-consuming
paperwork involved in filling out forms have caused many doctors
to refuse medicaid patients. At one settlement in East Harlem, the
LaGuardia House, the director reports that the only way they can get
one doctor to accept their patients is for the settlement staff to agree to
do the paperwork for him. Those doctors who remain in the program
are often overworked, their offices overcrowded, and find themselves
unable to give as much time as they would like to each patient.

The same is true of dentists. It is increasingly difficult to get dental
care and where 6 months ago many persons were delighted with their
new dentures and their “family” dentist, today there are more com-
plaints of inferior quality of treatment and dentures. This is not
universally true, of course, depending on the particular neighborhood
and dentist, but true enough to be brought to your attention.

As for service in hospital clinics, there is tremendous variation from
hospital to hospital in New York City. Some older persons report
excellent diagnoses and treatment, others try to avoid certain hospitals
except in an emergency because examinations are superficial, waiting
time from 2 to 4 hours. The waiting continues to be long in even the
best hospitals.

Are the elderly generally less satisfied with health services avail-
able to them or more satisfied ? Interestingly, in our settlements fewer
report being less satisfied in spite of their complaints. The majority
are more satisfied though some of these fee] the service falls far short
of their expectations.

United Neighborhood Houses has made every effort to find out from
the participants themselves—both the givers and the receivers of
services—what their experience has been, how they feel about it and
what are the major problems. We conducted a hearing last April
called “Witness for Medicaid” before Members of Congress and city
and ‘State health and welfare officials that gave us some of the answers.
Settlement neighbors, most of whom happened to be on welfare, spoke
movingly of the wonderful benefits they were receiving. But all of the
problems just described were brought out, too, by hospital] officials, a

12 Pursuant to his authority periodically to set new rates for medicare pt. B premiums,

HEW Secretary Gardner on Dec. 30, 1967, increased the premium from $3 to $4 per month,
effective Apr. 1, 1968.
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dentist, a druggist and settlement workers who were engaged in try-
ing to sign people up. I commend this brochure to you if you have not
seen it which contains the words of the witnesses taken from the
transcript. :

Just this past week we have surveyed the field again, getting answers
from the elderly themselves and from staff workers, to the questions
your committee sent to us.

In spite of the obvious drawbacks and roadblocks and the inevitable
mistakes in starting so enormous a program, “Witness for Medicaid”
and our recent survey convince us that a new day has dawned in pro-
viding health services to the elderly that will brighten as the problems
discussed here are solved. Medicare and medicaid, no matter what the
problems they present now, are fine first steps in what must inevitably
come in our country, the recognition that good health is everyone’s
birthright and health services everyone’s right—regardless of ability
to pay. We are years behind other countries in our commitment to
health as a broad social policy. I hope the words of those most in need
may help to hasten the day.

Thank you. [Applause.]

Senator SmaruEers. Thank you, Miss Harris. We are going to make
the brochure a part of the record at the conclusion of your statements.?

(The chairmdan addressed the following questions to Miss Harris
in a letter written subsequent to the hearings:) '

1. Do you plan to submit excerpts from the letters received by your member

-neighborhood houses, or will your statement stand as a summary of the letters

received as a result of the.Subcommittee inquiry?

2. May we have more specific information on the complaints of inferior
quality of dentistry and dentures? Is it your feeling that the advent of Medicaid
has caused a lowering of dental standards generally throughout the city? :

3. The Subcommittee has received some information about the work of volun-
teer elderly health visitors in the Henry Street Settlement House area. May we
have additional details on the program, the importance of such services, and
the relationship to the -Gouverneur clinic?

(The following reply was received :)

I am sending you, as you requested, the following:
1. The transcript of my testimony which needed no editing.
2. A report on Services For The Elderly By The Elderly from Henry
Street Settlement.?
. 3. Two copies each of five letters, which we received from our settle-
ments, that are typical of the comments received from a total of 19 houses.?

With regard to your question concerning dental services, as I stated in my
testimony the situation is quite varied throughout the city. Some of our houses
report a lowering of standards and great difficulty in finding dentists who will
accept Medicaid patients. Others have found in their neighborhoods that dental
care has greatly improved. It all depends on the social point of view of the
dentist and also his ability to wait a long period of time for payment.

I am also enclosing two copies of the memorandum we sent out hastily to our
houses with your list of questions. Since many of them replied without restating
the questions, I thought you might need this memorandum. I do hope you will
find our material a help to you.

‘We are most grateful to you for your persistence in bringing the facts with
regard to Medicare and Medicaid before the United States Senate. If I can be
of service in any way, please let me know.

Senator Smarmers. Our next witness is Mrs. Edna Youngblood,

member of the Hodson Center group.
Mrs. Youngblood.

12 See p. 510.
11n committee files.
2 See app. 1, p. 527.
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STATEMENT OF MRS. YOUNGBLOOD

Mrs. Youncsroop. As stated, I am Edna Youngblood, a member of
this wonderful Hodson Center. I want to greet all of our distin-
guished guests and thank you for bringing this hearing to us.

I say from the beginning this is Hodson Center’s medical needs. We
all know that both medicare and medicaid have been a help to a great
many of us senior citizens. It has given us a degree of better medical
health and a longer life but it has made us wait and wait for our re-
funds and expenses of over $50 allowed to us. I know of several cases
where our senior citizens have sought admission and were sent from one
place to another so many times, going to different hospitals and differ-
ent distances, have spent bus fare in vain and then waited for months
before talking to the right person who in turn promises results but then
more waiting.

We here at Hodson need a representative of medicare for all of our
senior citizen day centers to talk to and explain to us even if it is on a
limited basis. What is needed is some help for those on medicare and
medicaid who are unable to shop or carry packages due to disability
to even go to laundromats. This would keep them living as they wish
to in dignity and cleanliness.

Medicare also limits us senior citizens, due to small lifetime sav-
ings, from getting dental services, good chiropody services—which
means care of our feet—to help us go back and forth to places—and
glasses, as a lot of us really need. These three services are very impor-
tant to us as senior citizens at this time of life.

Our doctor fees have increased from $5 to $7 to $10. This keeps
some from getting medical attention while waiting for refunds of
former bills. Doctors are very hard to get at night and more so over
weekends when a lot of illness occurs. We know our doctors are hu-
man, they need vacations, they need time with their families, but this is
the career they chose and took an oath to care for the sick.

Our doctors don’t want to visit in some neighborhoods. Would it be
possible that our doctors could call the local police and ask for pro-
tection in making these calls?

Our visiting committee who I must say are doing a great service for
our center describe conditions in some nursing homes as one of neglect
and that many of the older people don’t want to accept this sort of care
and therefore delayed their recovery.

Drugs are getting so expensive, yet some unions are offering dis-
counts and there are some discount houses but this means we have to
travel and in most cases we are not able to do this. Could not a set
price be put on certain drugs prescribed by our doctors? Is it possible
for our doctors to have a cost price list at their office to help relieve us
of this terrible expense?

Medicaid does cover so many of the services we senior citizens really
need such as dental, foot care and glasses and sometimes special braces
and shoes and drugs. Could not those on medicare be extended these
services on the doctor’s special orders? This would give us a desire to
live a more useful and healthful life at a time when we can really enjoy
it in dignity and cleanliness and encourage us to indulge in hobbies

-and to encourage others to help us at our day centers.
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I wish to end up by saying I am a witness of care that was given
me through medicaid. When I first moved into the neighborhood T was
a cardiac patient. After moving into a housing deve?opment and be-
ing able to stop walking up stairs I slowly progressed. I am now able to
be very active here at my second home.

Thank you very much.

Senator SaaTHERS. We also have a statement from a caseworker at
Hodson Center.

(The statement follows:)

STATEMENT OF MRS. HELEN WEITZMAN, CASEWORKER, WILLIAM HoODSON
COMMUNITY CENTER

DESCRIPTION OF SOME MEDICAL PROBLEMS BROUGHT BY MEMBERS TO THE CASEWORK
: DEPARTMENT .

Many health problems that were presented to the casework department
stemmed not only from the individual member’s personality and financial situa-
tion, but many problems arose because of the lag between the member’s need
and the lack of suitable resources in the community to provide service for this
need. For all age groups, and most particularly for people over 60 years, a health
problem has to be met not only with medical and drug therapy but must also
be met with service therapy. .

At this point, most of our members are familiar with the fact that they can
secure extensive medical care through Medicaid and Medicare. Some people
have deep seated resistance to applying for any service that is associated with
public welfare. The complexity of the language used in the medicaid application
and its explanatory booklet help to solidify the resistance such members feel.
The forms should be written in simple words that an applicant can complete
either by himself or at the most, with the help of family. The present application
forms actually forbid rather than encourage use of Medicaid.

When a person receives his Medicaid card, he should be given personal in-
dividualized interpretation as to what he is entitled. This is particularly true
for the person who is not using a city hospital but is using private resources.
Many older adults who used clinics on a sporadic basis before Medicaid have
no relationship to a family doctor and they need help with such information as
which doctors take Medicaid and where they can obtain drugs. Many of our
members who went on Medicaid did not know that they could apply to a Health
Insurance Group. This is an important resource in the over 60 age group be-
cause such groups do provide 24 hour medical service including home visits dur-
ing the night and free transportation to the physician’s office when this is neces-
sary. The casework department had many situations where a member suffered
with severe anxiety because he had no assurance of medical care and where
this anxiety abated after the member was referred to a Health Insurance Group.

Medicaid provides home health aides. However, it remains up to the individ-
ual to find such an aide. A person who is ill is not in a position to explore the
community for such a resource. Many older adults do not have families or friends
to do this for them. The physician who prescribes such a service should have
agencies where he could immediately forward his prescription for attention. This
procedure would ensure that there is a continuity of the medical treatment that
the patient requires. .

Many older adults find themselves growing dependent on assistance from house-
keepers in order to remain in their own homes because of growing enfeeblement
physically. It is common practice for the caseworker to offer guidance to a mem-
ber who wants to establish his eligibility for household help. After the neces-
sary medical verification is submitted to the Department of Social Services, it
happens frequently that the member returns to us because the basis on which
the Department of Social Services approved the number of hours a housekeeper
was to work was too unreal. The average number of housekeeping hours for our
members usually amounts to 4 hours weekly. The Department of Social Services
suggests that people use the New York State Employment Service inasmuch as
that agency only sends out homemakers in very special cases. The New York
State Employment Service recently advised the Center’s caseworker that it is

83-481—65—pt. 2 7
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impossible for them to find anyone who will work less than 6 hours. The Depart-
ment of Social Services is willing to consider an increase in hours but the mem-
ber must again go through the process of contacting his physician, securing a new
medical report and seeing that it is forwarded to the Department of Social Serv-
ices. Many doctors are not sympathetic to this duplieation of effort and they ex-
press their negative feelings to the member. Procedures required by the public
agency should be geared to facilitating the achievement of the services and not
to result in antagonizing the relationship between the medical resource and the
member.

Another illustration of the lag between the need and dearth of local com-
munity resources is found with nursing homes. Some families of our members
have come to the casework department with the problem that in applying for
admission under Medicaid, they were informed by the nursing homes that there
was a waiting period. I have known about situations where the families were able
to meet the cost privately and admission was more rapid.

I would also like to point out that more older adults want admission to a
Home for the Aged than there are facilities. Many homes, particularly those
who are associated with the Jewish Federation, have a waiting period of several
months to a year. In some instances, members who are on public assistance or
who live on an income slightly above the minimum adequate level, have to wait
for a crisis before they can gain the security of a protective environment. At
the time of crisis, they enter the hospital and remain for an indefinite period.
The Department of -Social Services does offer a foster home program that aims
to bridge the gap between application and admission but most of our members
expressed discomfort at the idea of moving in with a family and preference was
indicated for a nursing or aged home.

EMERGENCY CLINIC PROBLEM

Many older adults who live alone find that their physical symptoms become
more acute during the night. One of the most urgent problems presented to us
is how to cope with this situation. Any individual, whether or not he is on Medic-
aid, can telephone the emergency number of the Police for an ambulance that
takes them to the City Hospital in their district. After the symptoms are treated
in the Emergency Clinic the result most often is that the patient is found suffering
more from fright than actual severe illness necessitating hospitalization. The
patient is then dismissed by the hospital with no provision for transportation
home. The members have had to sit in the Emergency 'Clinic for hours either
until daybreak or until someone on the hospital staff realized the situation and
assisted the member with finding a taxi. People on public assistance have little
or no money to put out for such an exigency as taxi fare. While the Department
of Social Services reimburses the members for the cost, he must show proof of
the expenditure and there is again a wait for the cash. Members who have had
this experience have indicated their belief that it would help their emotional as
well as their physical well-being, if they could be guaranteed medical service in
the home at night; or if they must use the Emergency Clinic, provisions should
be made for transportation back home. Perhaps, the same ambulance that took
them should see that they get safely back in their apartment.

Another serious problem that we have seen in our casework practice is con-
cerned with older people who become senile., There is no day center in our com-
munity to provide such a case with supervision as well as with medical and psy-
chiatric treatments. There is medical substantiation that in some cases of senil-
ity, the rate of deterioration can be slowed if the person receives proper atten-
tion. Older adults who are senile and come to the Center, feel that they are not
accepted by the healthy members and this aggravates their condition. The pres-
ence of a senile person also has an adverse affect on the well members of the
Center. Furthermore, the Center is not staffed to offer any constructive service to
such a member. Again, there are not enough Homes for the Aged who service
this group. Much suffering ensues for the spouse who is well and who must cope
not only with the emotional aspect of seeing one’s mate grow unrelated to real-
ity, but must also cope with the hard work that results if the senility takes the
form of incontinency and inability to handle dressing and eating.

Some members of Hodson Center show symptoms of emotional disturbance
although they can function in the community. Because of the paucity of mental
health facilities in our community such situations are usually not referred for a
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psychiatric evaluation or treatment. Referrals are usually made of the occa-
sional member, whose symptoms indicate interference with his continued func-
tioning in the community. While we have Morrisania and Bronx Lebanon Hos-
pitals which offer mental hygiene clinics, it takes a long time for a referral to
be processed by them because of their waiting lists. This community needs more
mental health resources where referrals can be made simply and where they will
be processed quickly. We also need resources that would be adequately staffed
so that they could forward the psychiatric evaluation of a member’s condition
to the agencies like this Center. Such a procedure would be of considerable help in
enabling staff to work more effectively with these members. It is also conceiv-
able that with proper mental health care, the extent of emotional disturbance
can be checked and the individual can remain in the community until his death.

Senator SmarmEers. All right. Our next witness is Mr. Leon Fraiter.

STATEMENT OF MR. FRAITER

Mr. Framrer. Ladies and gentlemen, thank you very much for in-
viting me here. I ain a man of 75. L have a cardiac condition. Some years
ago I joined the Redshield Day Center and became very active among
the senior citizens. I teach, I take an active part in the dining room. I
do almost anything around the center. I am still a patient at the hos-
pital getting treatment for my heart and high blood pressure. I have
no trouble with medicine. I get a low number, I go and get my medicine
and when that is exhausted I get another refill. I find myself getting
along nicely and I am very grateful that I am strong enough to help
others who are less fortunate than I am at the center.

Thank you. [Applause. ]

Senator SmatHers. Thank you.

From the Citizens Committee on Aging of the Community Council
of Greater New York we are now going to have Mrs. Susan Kinoy,
project director, Promoting Home Health and Social Services to New
York’s Aging. :

Mrs. Kinoy.

STATEMENT OF MRS. KINOY

Mrs. Kinoy. Thank you very much, Senator Smathers. It gives me
great pleasure to be here today to testify, especially because this proj-
ect that T am privileged to direct is funded under the Older Americans
Act which you and your committee had a great deal to do with. We
commend your committee for the work that was done in funding so
many of these projects. I think there are over 20 in New York State
right now. I hope they are continued and expanded.

There are now about 1 million people 65 and over in New York City.
Ninety-six percent of this group live in their own homes and outside
of institutions. Most elderly people wish to remain living in-
dependently in their own communities.

The vast majority of the aging live alone or with a spouse. The
average base of thelr incomes 1s under $110 a month social security.
This 1s supported by private benefits, savings, contributions by chil-
dren, and welfare benefits.

For the most part, the elderly are scattered throughout the five
boroughs of New York City, often living in walkup apartments, re-
maining in deteriorating or changing communities because they can-
not afford to live in rent-controlled apartments. Although the ma-
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jority of the elderly live below the “poverty line” they frequently do
not cluster in “poverty areas” in which community progress centers
and the community corporations have been established and in which
plans for neighborhood health centers are underway. So when we plan
health services for the elderly we have to think in terms of citywide
services, not merely services in special areas.

The elderly receive fragmented medical care. They may attend a

union health center for an annual medical checkup; they may travel
to an arthritis clinic, a cardiac clinic, or a diabetes clinic on different
days in one or more hospitals, and may, in addition, visit one or more
neighborhood doctors when they feel too ill to travel to clinics or feel
they cannot wait long periods in the emergency rooms. Different
medications and courses of treatment are prescribed by individual
doctors.
' Medicare has provided welcome changes in patterns of payment
for medical care. It has provided much-needed emergency care and
medical insurance for catastrophic illnesses and serious operations—
care that previously might have bankrupted an elderly person or his
family. But serious problems exist in the workings of medicare. Some
problems are to be expected as new legislation begins. But it is now
apparent that there are weaknesses and gaps in the legislation and in
the way it is being utilized that must be remedied.

Many of these have been mentioned today and I am not going to go
through them in detail. I would like to summarize along with the
many people who testified today, who feel as we do.

The deductibles must be removed ; they impose an extreme hardship
on aging persons with fixed incomes. :

We recommend the standardization of rates acceptable to physicians
that will be made available to elderly patients prior to the provision of
services. We just get too many complaints -from a person being
charged $500 for an operation thinking this is the fair and equitable -
fee and thinking that he will get back 80 percent of this and he finds
that he is going to get back 80 percent of $300 and has to pay the
remainder.

A patient should have the option to request the assignment of fees by
private physicians. -

There must be additional coverage under medicare for hearing aids,
prostheses, eyeglasses, dental needs and drugs.

We are alarmed by the probable increase in monthly medical
premiums for persons with fixed incomes. Increases, if ordered should
be accompanied by corresponding increases in program benefits.

We think that larger amounts of savings should be permitted under
medicaid.

The gap between a person who cannot manage the payments
under medicare and yet has too large a lump sum of savings to benefit
under medicaid is-too large. The financial gaps must be closed between
these programs.

To ProrLoxG INDEPENDENT LIving

In the few minutes allotted to me, however, I would like to
emphasize the great need for services in New York City that can im-
prove and prolong the independent living of older persons in their
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own homes, services that can prevent, shorten or postpone institu-
tionalization. With properly organized and adequate home health
services some elderly can, at a lower cost to the community, avoid ex-
tensive prolonged hospital stays or premature extensive and traumatic
institutionalization in nursing homes or homes for the aged.

I quote from a letter from a hospital which is quite typical of many
we receive. “Over 1,000 extra days of hospital care were necessary
during the period of 8 months because of lack of facilities in the com-
munity to provide nursing homes, chronic care and home health for
patients 65 or over in this institution. It was possible in some instances
to send patients home with homemakers and various types of hotne
help.

11131 one Instance, which is typical of many, a patient was sent home
having waited 26 days for admission into a nursing home. There was a
problem in obtaining the needed services and special funds had to be
used to meet the cost until a voluntary homemaker agency could meet
the need. If home help had been more readily available, the patient
could have been sent home earlier. It is of interest to note that many
patients do so well at home when there is help, often to an unantici-
pated degree that applications for nursing home care have often been
canceled.

One of the services in shortest supply to the elderly in their own
homes is that of homemakers, home health aides and housekeepers, all
subprofessionals, who, under the supervision of doctors, nurses, and
social workers can provide personal care and homemaking assistance
to the elderly. These services, mainly part time, are in great demand
by the aging. They are less expensive to provide than institutional
care.

Today in New York City there are about 900 homemakers or home
health aides, less than half of whom are used to meet the needs of the
aging in the five boroughs of New York City. Only 4 to 6 percent of
the elderly in New York receive assistance from the department of
social services and one-half of these homemakers are employed by that
department. Therefore, there are even fewer of these subprofessionals
available to the majority of the elderly. It is our estimate that a mini-
mum of 4,000 homemakers or home health aides are needed to begin to

_meet the needs of the elderly in New York City today.

We appreciate that provision has been made for home health serv-
ices under both titles 18 and 19. These services have been expanded in
New York since the inception of medicare and medicaid legislation
but the services have not as yet begun to meet the need of the 1 million
elderly in New York City today.

About 35 hospitals and four visiting nurse services are certified as
home health agencies under titles 18 and 19. Only four of these agen-
cies, however, the three voluntary nursing agencies and the Dominican
Sisters of the Sick Poor, now provide home health aides under this
program. These four agencies have done an excellent job of recruiting,
training, and supervising these aides, but the approximately 150 that
are now in this program can’t begin to meet the need that we see, and
you heard this need explained by the people you visited at lunch today.
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In order to expand needed services in the home it is necessary to
plan very boldly and creatively and to use all existing resources. I
would like to report on some of our recommendations very briefly. We
hope that the three visiting nurse services will continue to expand
their very excellent services. We hope in addition they will subcon-
tract with the existing homemaker services of the voluntary home-
maker agencies so that more persons can be trained by the homemaker
agencies and thereafter be part of the personnel available through the
visiting nurse services.

We propose that the nonmedical voluntary agencies in addition to
subcontracting creatively expand their services.

Third, we propose that the Bureau of Public Health Nursing of the
Department of Health become a certified home health agéncy provid-
ing bedside nursing service when necessary and public health nursing
responsibility for the supervision of home health aides. This would
make possible contracting with the Department of Social Services, di-
vision of homemaker services or the voluntary homemaker agencies, of
employing their own subprofessionals, thus providing additional home-
maker/home health aides. '

Fourth, we recommend that the Department of Social Services work,
as we said, with the Department of Health and that, in addition we rec-
ommend the expansion of their entire program of homemaler services.
They are now in the process of almost doubling their homemaker staff.

Fifth, we recommend that some hospitals with careful community
and administrative planning, employ their own staff of home health
aides and provide for the necessary bedside nursing and public health
nursing supervision of these aides.

Sixth, we recommend that community health centers which are hos-
pital based, with careful community planning, expand their existing
staffs of public health nurses and employ home health aides.

Finally, in New York State, unlike the rest of the country, home
health aides must be supervised wherever possible by public health
nurses. Because there is such a tremendous shortage of public health
nurses we suggest that crash programs be organized for the recruit-
ment and training of such personnel. We hope that you will take lead-
ership in planning for such an expansion of training of nurses.

We call for an additional number of reimbursable home visits under -
the medicare legislation. '

Finally, we suggest that experimentation in order to provide greater
expansion of home care be encouraged under the Hill-Staggers legis-
lation.

In conclusion, I would like to repeat that medicare and medicaid
have answered some of the most acute medical problems of the elderly.
We wish to call attention to some of the legislative shortcomings and
gaps in services that still must be filled.

Finally, we would like to emphasize the need for the rapid expan-
sion of home health services so that more of this Nation’s elderly can
remain in their homes, thus freeing needed hospital and institution
beds.

Thank you.

(The prepared statement by Susan Kinoy follows:)
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STATEMENT OF THE COMMUNITY COUNCIL OF GREATER NEW YORK, PRESENTED BY
Mrs. SusaN K. Kinoy, PROJECT DIRECTOR, PromoTIiNG HoME HEALTH AND
S0CIAL SERVICES TO NEW YorkK CITY’S AGING

My name is Mrs. Susan K. Kinoy, Project Director of a program at the Com-
munity Council of Greater New York entitled, “Promoting Home Health and
Social Services to New York City’'s Aging.”

This is a three-year Project, funded under Title III of the Older Americans’
Act through the New York State Office for the Aging. Its goal is to promote in-
creased home-health services and housing for the elderly in New York City. (A
Summary of our Project is attached).

There are now one million people age 65 and over in New York City today.
Ninety-six percent of this group live in their own homes and outside of institu-
tions. Most elderly people wish to remain living independently in their own com-
munities.

The vast majority of the aging live along or with a spouse.

The average base of their incomes is under $110 a month social security. This
is supported by private benefits, savings, contributions by children and welfare
benefits.

“Last year. in the United States, there were close to 7 million families with
heads aged 65-+. About 419 or 2 out of every 5 of these older families had incomes
of less than $3.000; half of them with less than $2,000.

More than a quarter of a million older families had incomes of less than $20
a week or $1,000 for the year; a half million families had incomes between
$1,000 and $1,500; and three-quarter million families had between $1,500 and
$2,000. At the other end of the scale, 10% or about 700,000 older families had in-
comes of at least $10,000 and some 75,000 of them had $25,000 or more.

A quarter of the almost 5 million older people living alone or with nonrela-
tives had incomes of less than $20 a week (§1,000 a year) and well over another
quarter had between $20 and $25 per week ($1,000 to $1,500 a year)”.?

For the most part, the elderly are scattered throughout the five boroughs of
New York Oity, often living in walk-up apartments, remaining in deteriorating
or changing communities because they cannot afford to live in rent controlled
apartments. Although the majority of the elderly live below the “poverty line”
they frequently do not cluster in “poverty areas” in which community progress
centers and the community corporations have been established and in which plans
for neighborhood health centers are under way.

The elderly receive fragmented medical care. They may attend a union health
center for an annual medical checkup; they may travél to an arthritis clinie,
a cardiac clinic or a diabetes clinic on different days in one or more hospitals,
and may, in addition, visit one or more neighborhood doctors when they feel too
ill to travel to clinics or to wait in emergency rooms. Different medications and
courses of treatment are preseribed by individual doctors.

Medicare has provided welcome changes in patterns of payment for medical
care. It has provided much needed emergency care and medical insurance for
catastrophic illnesses and serious operations ... care that previously might
have bankrupted an elderly person or his family. But serious problems exist in
the workings of Medicare. Some problems are to be expected as new legislation
begins. But it is now apparent that there are weaknesses and gaps in the legisla-
tion and in the way it is being utilized that must be remedied.

MEDICAL COSTS

Many older people with ongoing chronic illnesses are paying more for medical
care now than they did prior to Title XVIII. Some of the people are receiving
less medical care for money spent. They are paying the $40 deductible under
Part A, the $50 deductible under Part B, and the $36 per year premiums fotalling
3126 plus the 209 coinsurance. Medical fees have increased steadily since the
start of the program. The elderly complain that they are often not told in advance
the doctor’s “fair and reasonable” rate for a medical service. They may be billed
$400 for an operation expecting to pay only 209 of this fee and find instead that
the “fair and reasonable” fee was $300 and that they were responsible for paying

1 See app. p. 531.
16’ 1A9 61'371-oﬁ]e of the Older American, by Herman B. Broiman., Paper presented October
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20% of the $300 plus the a;dditional $100. For years Blue Cross and Blue Shield
have been able to establish reasonable fees for medical services. Could not this
practice be adopted under Part B of Medicare?

ASSIGNMENT OF FEES

The problem of rising costs is compounded by the fact that the elderly often
are expected to pay private physicians (sometimes borrowing from families or
from loan companies to do so) and then must await reimbursement by the
carriers. Although private doctors may assign fees, many do not do so.

UNREIMBURSED SERVICES

There are important services not covered by Medicare. These include surgical
and orthopedic services, prostheses, hearing aids, eye glasses, dental needs, and
drugs. Many elderly must pay $10 to $20 per month for medicines, and frequently
report not buying or refilling prescriptions because their budgets will not permit
this expense.

DIFFICULTY WITH FORMS

Finally, many older persons with poor education find difficulty filling out the
medical claim forms.

PROPOSED INCRBASE IN PREMIUMS

If the monthly premium is increased next year because of the escalation of
medical costs, this will mean excessive financial hardship for the aged without
any corresponding increase in program benefits. We suspect that this will mean
that large numbers of the elderly will be unable to continue their participation
in the Part B program.

MEDICAID

We see a serions gap between those people who cannot now afford Medicare but
who are not eligible for Medicaid in New York State. A senior citizen may
qualify for Medicaid in terms of his monthly income, but because he has savings
of $1,000 or $2,000 more than the approximately $1,000 or $2,000 permitted, he is
ineligible. The line between the totally indigent and medically indigent is too thin.
One senior citizen said the other day, “The person who has tried to be thrifty
during his working years is penalized under Medicaid”.

In New York City, as has been frequently reported, private physicians are not
participating in the Title XIX program in large enough numbers. This forces a
particular hardship on the home-bound elderly, unable to attend clinics, who pre-
viously had been aided by panel physicians who visited them in their own homes,
assigned by the Department of Welfare (now called the Department of Social
Services). These patients must now seek their own private doctors and fre-
quently have difficulty locating adequate medical help.

Because Medicare and Medicaid rates differ in nursing homes, it is reported
that frequently patients following their 100 days institutionalization under Medi-
care are asked to leave proprietary institutions because the Medicaid fees are
lower.

‘We recommend therefore—

1. The removal of the Medicare deductibles as imposing an extreme hard-
ship on aging persons with fixed incomes.

2. The standardization of rates acceptable to physicians that will be made
available to elderly patients prior to the provision of services.

3. The assignment of fees whenever possible by private physicians.

4. Additional coverage under Medicare for hearing aids and other pros-
theses, dental needs and primarily drugs and medication.

5. We are alarmed by the probable increase in monthly medical preminms
for persons with fixed incomes. Increases, if ordered, should be accompanied
by corresponding increases in program benefits.

6. A larger amount of savings should be permitted under Medicaid.

7. Finally, the financial gaps and services gaps between Medicare and
Medicaid should be closed so that a continuum of health planning is pos-
sible.

In the few minutes allotted to me, I should like to emphasize the great need
for services in New York City that can improve and prolong the independent liv-
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ing of older persons in their own homes, services that can prevent, shorten or
postpone institutionalization. With properly organized and adequate home health
services, some elderly can (at a lower cost to the community) avoid extensive,
prolonged hospital stays, or premature expensive and traumatic institutionaliza-
tion in nursing homes or homes for the aging. I quote from a letter sent by a
hospital in New York City which is typical

“Over one thousand extra days of hospital care were necessary during a period
of eight months because of lack of facilities in the community to provide nursing
home, chronic care and home help for patients 65 or over, in this institution.

“It was possible in some instances to send patients home with homemakers
and various type of home help. In one instance which is typical of many, patient
was sent home after waiting 26 days for admission into a nursing home. There
was a problem in obtaining the needed services and special funds had to be used
to meet cost until a voluntary homemaker agency could meet the need. If Home
Help had been more readily available, patient could have been sent home earlier.

«Tt is also of interest to note that many patients do so well, at home when
there is help, often to an unanticipated degree that applications for nursing home
care have often been cancelled.

“There are also many instances in which type of care is needed is debatable
and with rejections for nursing home care and from chronic care institutions,
adequate planning seems to reach a deadlock and thus making it necessary for
patients to remain in the hospital for long periods of time. In the case of one
patient, a plan for patient’s care at home was evolved with help through
Medicaid. A hospital bed, wheelchair and home attendants were provided and
family members also took turns in caring for patient. Despite the cost involved,
this was less expensive than hospital or institutional care. It did take two weeks
of concentrated activity to work this plan out to obtain needed services.

“How many patients, of those who were finally admitted to a nursing home
or chronic care institution directly from the hospital, could have been cared for
at home, even for a limited time is not definitely known. However, one can rule
out patients who require tube feeding. But experience has shown in many
illustrations, that patients have been sent home when it was necessary and possi-
ble and that patients for the most part did well, and some to such a degree that
nursing home care planning was dropped. If more home help was readily avail-
able, we would think in these terms.

“Too often nursing home care has been planned only because nothing else
was available. This has seemingly resulted in a poor use of nursing home
facilities. - . . :

“We are now noting that many patients and their families are resistive to
nursing home care. One reason given is their concern about crowded conditions,
lack of care, and often a depressing atmosphere. Another is their feeling that
patient will be more comfortable and do better at home, and this is true. Experi-
ence through the years has demonstrated this”. ’

The demand for home health services does not reflect the need because so
many elderly as well as professionals do not know of the existence of such
services. In addition, professionals are often discouraged from requesting these
services because they have tried so often to obtain them, without success.

One of the services in shortest supply to the elderly in their own homes is
_that of homemakers, home health aides, and housekeepers—all subprofessionals,
who, under the supervision of doctors, nurses and social workers, can provide
personal care and homemaking assistance to the elderly. These services, mainly
part-time, are in great demand by the aging. They are less expensive to provide
than institutional care. -

Today there are about 900 homemaker-home health aides, less than half of
whom are used to meet the needs of the aging in the five boroughs of New York
City. The rest are used to serve younger families, usually with children. These
homemaker-home health aides are provided and supervised by voluntary and
public social agencies and by nursing agencies. About 400 of these are employed
by the Homemaking Department of the Department of Social Services (formerly
the Department of Welfare). Since only 49 to 6% of the elderly in New York
City receive public assistance, few of New York’s elderly are served by these 400
homemakers. )

It is our estimate that a minimum of 4,000 homemaker-home health  aides are
needed to begin to meet the needs of the elderly.




456 COSTS OF HEALTH SERVICES TO OLDER AMERICANS

Provision is made for Home Health Services under Titles XVIII and XIX.
These services have been expanded since the inception of Medicare and Medicaid
legislation. But the services have not as yet begun to meet the need of the one
million elderly in New York City today. (See attached: Homemaker-Home
Health Aide and Related Services—Ewisting Patterns and Projected Plans).?

About 35 hospitals and 4 Visiting Nurse services are certified as home health
agencies under Titles XVIII and XIX. Only four agencies, however, the three
voluntary nurse agencies and the Dominican Sisters of the Sick Poor, now pro-
vide home health aides under this program. These four agencies have done an
excellent job of recruiting, training and supervising home health aides. But the
approximately 150 home health aides that are now under this program could not
begin to meet the need of patients referred by hospitals and by community
agencies.

In order to expand needed services in the home it is necessary to plan boldly
and creatively. It is important to utilize all financial resources provided by Medi-
care and Medicaid. Office for Economic Opportunity and other federal and state
funds, as well as private philanthropy, and to coordinate the work of all existing
agencies in the health and welfare field. It is imperative that high standards of
training, care and supervision be maintained.

I would like to report on proposals that this Project has made for increasing
the number of homemaker-home health aides in New York City.

1. Visiting Nurse Agencies

We hope that the three visiting nurse agencies will continue to expand their
excellent services to the entire community. Cooperative contractual arrangements
with the non-medical voluntary agencies such as the homemaker departments of
Jewish Family Service, Catholic Charities, Self Help, ete., should be encouraged.
In this way, trained homemakers can be utilized and reimbursed under Titles
XVIIT & XIX as home health aides by the visiting nurse agencies. In turn, the
voluntary agencies will be able to recruit trained and supervised agency staff.

2. Non-Medical Voluntary Homemaker Agencies

We propose.that the non-medical voluntary agencies, in addition to subcon-
tracting with the visiting nurse services (see above) will creatively expand their
services.

3. Department of Health

We propose that the Bureau of Public Health Nursing of the Department of
Health become a certified Home Health agency, providing bedside nursing service
when necessary and public health nursing responsibility for supervision of home
health aides. This would make possible contracting with the Department of
Social Services, Division of Homemaker Services or the voluntary homemaker
agencies to provide homemaker-home health aides. It might also be possible
for the Department of Health to employ, on an experimental basis, its own staff
of home health aides. Such additional responsibility for the Department of
Health, Bureau of Public Health Nursing would, of course, require re-evaluation
of the total services for which the Bureau is responsible and the setting of
priorities. This proposal is in keeping with new patterns of community coopera-
tion to utilize the resources of Medicare and Medicaid which are developing all
over the country and in many counties in New York State, thereby making
possible the rapid expansion of services.

4. The Department of Social Services, Division of Homemaker Service
We recommend—

(a) That the Department of Social Services work with the Department of
Health as described above and thereby become eligible to provide homemaker-
home health aides for Medicare and Medicaid patients;

(b) The expansion of homemaker services, even greater than that already
planned, to meet the needs of the increasing number of aged in the com-
munity. We are especially concerned about the large number of the aging
for whom medical problems may be secondary to feebleness and social prob-
lems due to age. (At this time, the Department is planning to double its
staff).

1 See app. 1, p. 532.
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5. Hospitals

We recommend that some hospitals, with careful community and administra-
tive planning, employ their own staffs of home health aides and provide for the
necessary bedside nursing and public health nursing supervision of the aides.
Thirty-three hospitals have some type of Home Care program and are already
certified as Home Health agencies. N

6. Community Health Centers

We recommend that Community Health Centers which are hospital based, with
careful community and administrative planning, expand existing staffs of public
health nurses and develop new programs for homemaker-home health aides and
other therapeutic services. Since the Office of Economic Opportunity and the
Department. of Health, Education and Welfare, now on a federal level, have
contractual arrangements for comprehensive care, there are likely to be more
funds available for training, demonstration and ongoing services. Qualifications
and training of staff should bave the long-range goals of reimbursement under
Medicare and Medicaid. T

7. Community Progress Centers and Communily Corporations !

We propose that the Community Progress centers and Community Corporations
(now almost totally youth oriented) use their staffs imaginatively on behalf of
their communities’ elderly. This Project will encourage the Community Progress
Center leadership to use their block workers and other staff, for case-finding,
information and referral, escorting, friendly visiting, - “meals-on-wheels”, and
employment of the aging in the Community Progress Center structure, in the
community and at home.

ADDITIONAL RECOMMENDATIONS

In New York ‘State, unlike the rest of the country, home health aides must be
supervised wherever possible by public health nurses. We suggest that crash
programs be organized for recruitment and training of such personnel. .
~ We call for an additional number of reimbursable home visits under the
Medicare legislation. Finally, we suggest that experimentation in order to pro-
vide greater expansion of home care be encouraged under Hill-Staggers legisla-
tion—Public Law 89-749.

CONCLUSION

_ In conclusion, Medicare and Medicaid have answered some of the most acute
medical problems of the elderly. We wish to call attention to some of the legis-
lation's shortcomings and the gaps in services that still must be filled in. We
would like to emphasize the need for the rapid expansion of home health services
so that more of this nation’s elderly can remain in their homes, thus freeing
needed hospital and institution beds. .

Senator Smatuers. Thank you very much.
(The chairman addressed the following questions to Mrs. Kinoy in
a letter written after the hearings:)

1. Your comment, “Too often nursing home care has been planned only because
nothing else was available,” is of considerable significance. Have you any infor-
mation on the extent of such assignments to nursing homes? Have you additional
information on individuals who must remain in hospitals because homemakers,
home health aides, or housekeepers are not available?

2. What is the basis of your estimate that a minimum of 4,000 homemaker-
home health aides are needed in New York City for the elderly alone?

3. How, as suggested on page 7 of your written statement, could the resources
of the Office of Economic Opportunity be used to promote home health services.

4. May we have additional details on your proposals for—

a. “Crash programs” for recruitment and training of public health nurses
to supervise home health aides;

b. “An additional number of reimbursible home visits under the Medicare
legislation ;

c. “Experimentation in order to provide greater expansion of home care
be encouraged under Hill-Staggers legislation—FPublic Law R9-749.”

5. Dr. Wise of the OEO Neighborhood Health ‘Service Demonstration in the
Hodson Center area has discussed the often critical role that housing can play
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in accelerating the discharge of elderly individuals from hospitals or other in-
stitutions. You pay considerable attention to housing needs in your overall
project, and I would appreciate some discussion from you on work relationships
needed among municipal agencies to provide housing in such cases.

6. The description of your project puts great emphasis on the need for city-wide
action. Do you envision the ultimate establishment of g municipal agency to im-
plement coordinated programs for health and social services?

7. Can you give us any details at this time on your plans for the two pilot
projects now contemplated?

(The following reply was received :)

My comment “Too often nursing home care has been planned only because
nothing else was available” is part of a letter to ‘Community Council from a New
York City voluntary hospital. The complete quotation begins on page 5 through
the middle of page 6 of my mimeographed testimony. I believe that several of the
statements within this total quotation support the statement to which you refer.

The following is a typical situation which clearly illustrates need:

A municipal hospital recently reported to the Council the case of an 84-year-
old woman initially hospitalized for a three-week period but requiring an addi-
tional month’s hospitalization, at taxpayers’ expense, due to the unavailability
of a homemaker-home health aide. The patient, hospitalized because of a stroke,
had been cared for by a daughter in her fifties. The daughter, an arthritic with
edema, along with a sprained ankle, was now also partially bedridden. The De-
partment of Social Services was able only to provide a homemaker 12 hours per
week. This was not enough care for the patient. A nursing home was suggested
by the Department of Social Services, but this was rejected by the family. During
the patient’s additional stay at tthe hospital, the daughter recovered sufficiently
and was thereafter able, with the help of the 12-hour per week homemaker-home
health aide, to care for her mother as well as herself.

At present, most institutions do not keep a statistical report of individuals
who must femain in hospitals because homemaker-home health aides or house-
keepers are not available. One of our undertakings, in the course of this three-
year project, is to attempt to document this need. Any data we collect will, of
course, be made available to you.

I was interested to note in the New York Times’ report of the hearing, that
Dr. Israel Zwerling, Director of the Bronx State Hospital, stated “* * #* 25%
of the hospital’s 448 elderly patients could be discharged if there were homes to
receive them.” Neot having read his. testimony, I make the assumption that Dr.
Zwerling was not only referring to nursing homes but private residences as well.
Obviously, a person going back to his own home would, no doubt, need some assist-
ance from a homemaker-home health aide.

Helen Gossett, Consultant, Nursing Homes, United Hospital Fund, baving
analyzed the Nursing Home literature, states that ten to twenty percent of peo-
ple admitted to nursing homes are sufficiently alert and mobile to remain in their
own homes with homemaker services, but are not able to take full and inde-
pendent responsibility for themselves.

It is our estimate that a minimum of 4,000 homemaker-home health aides are
needed to begin to meet the needs of the one million persons 65 and over in
New York City. Dr. Ellen Winston estimates that for families with children, as
well as aging chronically ill families, provisions should be made for one home-
maker-home health aide per 1,000 population. This is based both on the British
and the American experience. In its Fourth Annual Report, the National Council
for Homemaker Services states that 200,000 homemaker-home health aides are
needed in the United States today.

The resources of the Office of Economic Opportunity could be used to promote
home health services in several ways. Training funds could be utilized in in-
creasing amounts for programs to train sub-professionals as homemaker-home
health aides. Block workers and other community workers now employed by local
Community Progress Centers or Community Corporations could be sensitized to
the needs of the elderly. They could be trained to seek out the elderly, provide in-
formation about community resources to the aging, and could be taught to provide
escort, friendly visiting and shopping services to them.

We call for an additional number of reimbursable home visits under the Medi-
care legislation. The one hundred visits permitted under Part A plus the 100
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visits permitted under Part B of Title XVIII must be divided between all home
health disciplines, i.e., doctor, nurse, physical therapist, occupational therapist,
speech therapist, medical social worker and homemaker-home health aide. For
some patients this.is an adequate number, but for others it is not sufficient. If,
for example, a nurse were to visit a patient in his home twice a week, and a
homemaker-home health aide were to go in for three 3-hour sessions weekly, this
would consume the first 100 visits in 20 weeks, or five months. If a medical social
worker or a physical therapist were needed as well, the 100 visits might be
totally utilized at the end of two or three months. We suggest, therefore, that
the legislation be amended to allow as many medical, nursing, and other home
health personnel visits as the doctor and nurse prescribe as an adequate medical
plan for the patient. Then, following a stated period of time, a review committee
would re-evaluate the case and would recommend a continued plan.

Because some limited experimental funds are available under the Hill-Staggers
legislation—Public Law 89-749—we suggest that some voluntary and municipal
hospitals consider experimentation whereby they can build homemaker-home
health aide services into their own programs to supplement those presently in
existence.

The elderly population of New York City is scattered throughout the five
boroughs. There are few areas where the elderly are concentrated. Only 15
percent live in public housing. The majority remain in rent-controlled housing.
Twenty-one percent of housing rented by the elderly, and nine percent of the hous-
ing owned by the elderly in New York City is deemed unsatisfactory.

Patients frequently cannot be discharged from hospitals nor can they be
properly cared for in their homes because they live in walk-up or basement
apartments that are unfit in terms of heat, light, sanitary facilities, privacy
and safety. Sometimes medical authorities state that housing conditions of
patients are too poor for the utilization of medical personnel in patients’
homes.

Various kinds of housing are required to meet the needs of different aging
people with medical problems. Community health centers should be available
in ell neighborhoods where hospital services are distant, so that persons in all
types of housing can have access to medical care. Some elderly merely need
good, inexpensive housing. Some need good housing with home health services
built in. Others need the protection of a resident-hotel type of living arrange-
ment, with a strip kitchen and central dining and/or recreational facilities. Still
another group needs foster care and on up the continuum to homes for aging or
nursing homes.

“MopEL CiTtY” POSSIBILITIES

It is necessary for the Departments of Health, Hospitals, Housing and Social
Services (Welfare) to work cooperatively to provide satisfactory living artange-
ments for the elderly. In New York City, planning among all city agencies is
beginning under the Model Cities Program. Perhaps methodolovy of joint planning
between governmental agencies will be established in these three experimental
areas which can be utilized in the city as a whole.

New York Clty is so complex, and the unmet needs are so great, that at the
present time it is impossible to visualize the ultimate estabhshment of a munici-
pal agency to implement coordinated programs for health and social services.

The Community: Council of Greater New York feels that responsibility for
health planning and coordination between public and voluntary agencies should
be given to a publicly accountable body responsible to the Mayor. (See attached
statement “Organization of Comprehensive Health Planning for the City of New
York.”)

In order to most effectively implement coordinated programs for health and
social services, a two-pronged approach must be utilized. The first is the utiliza-
tion of Mayor Lindsay’s plan for the coordination of all city services under the
four categories, Human Resources Administration, Housing and Redevelopment,
Health Services Administration, and Environmental Protection. Second, on the
neighborhood level community multi-function centers should be established in
which personnel from both voluntary and city agencies provide “one-stop’ serv-
ices to any local resident.
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[Enclosure]

CoMMUNITY COUNCIL OF. GREATER NEW YORK, HEALTH Division
ORGANIZATION OF COMPREHENSIVE HEALTH PLANNING FOR THE CITY OF NEW YORK

The Health Division of the Community Council recommends that the Compre-
hensive Planning Agency for New York City be constituted in much the same
way as the counterpart agency set up for the State of New York as a whole. The
New York City organization should be an official agency of the City of New York.
The advisory committee as in the State, should have a clear majority of repre-
sentatives of consumer health services. The Health Division believes it is essen-
tial that the official planning body, following the pattern established by the State,
have a full time planning staff and other necessary technical personnel. We recog-
nize that if Comprehensive Planning is to operate effectively, the City of New
York must arrange for adequate staff with adequate salaries. We are prepared
to work with other community groups to achieve this goal. We believe that the
planning agency must plan. It should not confine its activities to the collection of
statistics. We also think that organizations such as the Hospital Review and
Planning Council of Southern New York might be delegated specific technical
functions under contractual arrangements with the local planning agency and
thus avoid unnecessary staff duplication. .

Senator SmaTuers. Qur last witness on this panel is Mr.-Walter
Newburgher, president of the Congress of Senior Citizens, the witness

of whom we have heard a great deal.
STATEMENT OF MR. NEWBURGHER

Mr. NEwsureHER. Thank you. I want to express my appreciation
for being granted the opportunity to appear before this fine committee.
I also want to express my gratification to Senator Smathers for the
fine statements that he made yesterday, which gives us the hope that
the social security bill of 1967 might still be enacted before the Con-
gress recesses. '

If the amendment that you expressed opposition to had been tagged
on as a rider to the social security bill, I daresay we would not have
a social security bill for at least another year. ,

From as far back as I can recollect I have always cherished a great
admiration for the medical profession, their oath of Hippocrates, and
their dedication to what they term the ethics of their profession. It is
only fair to say that many doctors.conscientiously live by these pre-
cepts. However, a great many others, particularly since the advent of
medicare, are resorting to practices which are not only deplorable but
tend to destroy the image created by the millions of compassionate
physicians serving humanity throughout the centuries:

Those ethical doctors whose devotion is almost a religion should be
the first to cry out loudly condemning those men of their profession
who have traded Aesculapius for Mercury, who have traded their pro-
fessional status for that of the merchant. The escalation of medical
fees are fragmented and the statistics do not really tell the whole story
because they equate some modest increases with a fantastic doubling
and tripling and you come up with an average that is completely
unrealistic. ‘ . ‘

The great majority of the elderly are poor, and the reason is.obvious.
This is the generation that weathered the depression. Here in New
York they actually constitute 28 percent of the poverty stricken. Were
it not for medicare, they could never avail themselves of modern medi-
cal care, they would just die a little sooner.
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Almost all doctors and surgeons will treat our junior citizens under
the schedule of the fees established by Blue Shield. Why then must
senior citizens make supplementary payments, particularly to sur-
geons? Is it not hardship enough that they must almost invariably
Dorrow to meet the $40, $50, and the 20 percent? The deductibles and
the coinsurance in most instances are a heavy burden.

As the leader of an organization of more than 150,000 organized
senior citizens in the Greater New York area, improper action%y doc-
tors come to my attention almost daily. To get these peo le to be a
witness publicly is practically impossible. They are scared. They are
terribly afraid that the transgressor physician will wreak vengeance
on them in some way or other. Life is precious to us all.

T want to relate to this committee a case which came to my attention
only 3 weeks ago and I have promised faithfully that I would not re-
veal their names nor that of the doctor and the surgeon. These people
had easily qualified for medicaid. They have no savings at all, no
other income except very modest social security benefits. The husband
became so violently ill that the wife had no recourse but to call the
police who immediately summoned an ambulance and he was trans-
ported a a city hospital.

The wife signed him in and then phoned her family doctor who was
well acquainted with their financial status and the fact that they had
been enrolled under medicaid. The doctor appeared concerned that
the wife had signed her husband into a city hospital and suggested
that she sign him out again and remove him to a private hospital where
he could take care of him. a ,

Upon her arrival at the suggested hospital she was asked to pay
$75. Luckily she had just cashed her social security check. Some days
later she received a bill for. $35 from an anesthetist and at this point she
appealed to me. I contacted the hospital and explained that these
- people were on medicaid, only to be told that this particular hospital
does not take medicaid patients and that as far as they were con-
cerned this man was on medicare.

The original payment was $40 to part A and $35 for part B. I then
spoke to the doctor and reminded him that these people were enrolled
in medicaid. He merely shrugged his shoulders and reiteratéd that this
hospital does not take medicald but that this was all they would have
to pay. When I reminded him there was still the matter of the 20
percent coinsurance, he stated as a rule the surgeon accepts the 80 per-
cent as a total payment. -

A week later the man underwent surgery which produced another
?i}l f(i‘st)m the anesthetist which the wife was able to borrow from

riends. :

After the operation the surgeon notified the wife that he wanted to
see her in his office. She went there with trepidation fearing that a
malignancy had been uncovered. However, the surgeon explained to
her that his fee for such an operation was $750 but all he would derive
under medicare was $400, which evidently was all that the operation
was worth. He would, however, in view of the couple’s financial condi-
tion be satisfied if she would.send him a money order for $100.

The wife in her elation that no malignancy was involved borrowed
the $100 and paid. Total cost $285, the equivalent of three social secu-
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rity checks, despite the fact that medical service without cost what-
ever were available under medicaid.

The enactment of medicare was a great step forward. It certainly
must be hailed as a great achievement by the Congress, and its mere
existence has given hope to a multitude of the aged in the Nation.
After 2 years operation it is showing a need for improvement. Hov-
ever, the amendments of 1967 that have emerged from the House of
Representatives are definitely a move in the wrong direction.

DepucrieLes A Bar To PREVENTION

The retention of the deductibles is a bar to preventative care. The
emasculation of medicaid menaces the health of young and old alike
and the minute increase in benefits continues to condemn the vast
majority of the aged to end their span of life at an unthinkable sub-
sistence level. It is my belief that the rumored increase of the. registra-
tion fee for part B would prove financially disastrous to the Social
Security Administration. My information from the directors of the
many clubs and centers affiliated with the Congress of Senior Citizens
assures me that dropouts would prove momentous and that such can-
cellations would come mainly from those senior citizens who are in
good health and are in no financial liability to the medicare program in
the first place.

I want to close with these observations. The medicare law is a great
boon to the elderly of the Nation. It does need further improvement,
in order to operate properly. It is my opinion that the Congress enact
legislation providing a schedule of fees similar to those in operation by
Blue Shield and accepted by the medical profession in general and that
the Congress remove the deductibles and the coinsurance stipulations
which are a deterrent to preventative care.

Medicare is indeed a fine program, let’s make it a better one.

I thank you. [ Applause.] ,

Senator Smarmers. Thank you very much.

(The chairman addressed the following questions to Mr. New-
burgher in a letter subsequent to the hearings:)

1. May we have some additional discussion on your point that the “retention
of the deductibility isa bar to preventive care” under Medicare?

2. Your statement said that examples of improper action by doctors come to
your attention almost daily. If you ean possibly do so, I would like to have, in

descriptive terms, examples of several of the actions you consider abusive or
unethical.

(The following reply was received :)

In the statement that “retention of the deductibility is a bar to preventive care”
a phrase I did not elaborate on, as it seemed to me quite obvious. To the great
majority of the elderly, the $50.00 constitutes a sum much needed for the purchase
of food and if he indulges in self diagnosis he will attempt to cure what he be-
lieves to be a mild disorder by resorting to some patent cure-all purchasable at the
drug counter at a minute expenditure. In most cases the disorder can be a warn-
ing of serious trouble, where a visit to the doctor can bring about the control of a
serious illness, cure the patient, which would result in considerable pecuniary
savings to the Social Security Administration by making hospitalization and the
services of a surgeon unnecessary.

On the 2nd question I want to say that I used the particular case quoted in the
testimony because I became bersonally involved and therefore knew for certain
that the facts were indisputable, however, as I stated many other cases came to
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my attention which I did not pursue and where I confined myself to the assuage
of the members ruffled feelings. I might however quote some of these cases:

An elderly lady at one of our affiliated Clubs in the Bronx accosted me after a
meeting, to express her gratification at the Medicare program. She had to undergo
a cataract operation for which the surgeon demanded $750.00—she borrowed the
money from her children and promised to restitute the sum when she gets the
809%. Medicare was wonderful indeed. I had a rather unpleasant obligation to ex-
plain to this lady that the most she could look forward to was $320.00 80% of
$400.00 and that she would have to find $430.00 more to repay the loan.

Another case that comes to mind is where a surgeon charged $500.00 for a minor
surgical procedure involving the removal of growths from the face and neck. The
possibility that these might be malignant motivated the patient to react to the
urging of his doctor. His reimbursement will be less than $100.00.

Another area of abuses, not to be overlooked is the sudden increase in house
calls by practitioners who have been more and more reluctant to make these calls,
but it appears that when it comes to Medicare patients it is profitable to drop
in daily for a minute or so. - -

My statements should not be construed as an indictment of the Medical profes-
sion per se. There are many fine men, ethical men engaged in curing the ill (and
I am thinking of my own doctor) but a good percentage of physicians particularly
in the urban communities are resorting to practices which could undermine the
Medicare program and that would indeed be a tragedy.

Senator SaaTHERS. Those are very excellent statements and we are
very grateful to each of you. Thank you very much for your
appearance. .

Ladies and gentlemen, we have two more witnesses. This committee
is going to have to adjourn at 5 o’clock. It is now 4:25. We have Dr.
Himler who is the coordinator of the Council of the County Medical
Societies of New York City. We have Mr. James A. Brindle, presi-
dent of the Health Insurance. Plan of Greater New York City, ac-
companied by Mr. Samuel Shapiro, vice president and director of
Research and Statistics.

Then we have Dr. Leo Gitman, director, Department of Community
Health and Multiphasic Screening Program.

I want first for Dr. Himler to come up. I don’t want to limit Dr.
Himler’s testimony too stringently because he and his group have been
the subject of considerable criticism, and he is entitled to have some
time to answer. We now have 85 minutes. Dr. Himler, how long will
it take you to get throngh with your statement? )

Dr. Hivrer. I think I can cover the presentation in 12 or 15 minutes.
I will be very happy to edit what I have to say as well as I can.

Senator Smaraers. We will be very happy if you would do that.
We will let you take ovér then and proceed.

STATEMENT OF GEORGE HIMLER, M.D., COORDINATOR, COUNCIL
OF THE COUNTY MEDICAL SOCIETIES OF NEW YORK CITY

Dr. Hrer. Thank you, Senator Smathers.

Gentlemen of the committee and ladies and gentlemen. .

Senator, for the information of your committee I brought up two
or three other statements that I have made elsewhere, they are relevant
to this subject although not directly. I have only two copies of each
but I would like to leave them with you.

Senator SaarHErs. If you desire, we will make them a part of this
record.

Dr. Hoer. I would be-glad to leave it to the discretion of the
committee. They need not be part of the record.

§3-481—68—pt. 2——8
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u Senator Smarnrrs. We will read them and make that determina-
ion. :

Dr. Hrvrer. My name is George Himler, M.D. I am chairman of the
Coordinating Council of the five county medical societies of New
York City and chairman of the Technical Advisory Committee of
the Medical Society of the State of New York to the New York State
Department of Health on matters pertaining to medicaid.

I have been asked to assess the impact the title 18 and title 19 pro-
grams have had on the availability of medical services to the elderly
and the effect they may have in the future. The question is clearly not
a simple one but, to make a beginning, I will divide it into its
separate components of medicare and medicaid and then further sub-
divide the discussion into ambulatory, hospital, and posthospital or
extended care services.

Judging from the statistics that have been made available on the
first year of medicare operation, the program has had virtually no
effect on the number of ambulatory services received by the elderly.
The number of office visits has not increased and our municipal and
voluntary clinics were already working at capacity before medicare
went into effect. There are two ways of explaining this finding.

It is possible that the elderly were not previously deprived of care
to the significant extent because of health insurance protection, pri-
vate means, family assistance or Government assistance. There would
then have been no appreciable backlog of necessary medical services
to create an increased demand. A more likely explanation is that the
benefits provided by medicare do not, differ substantially in kind or
extent from those of the usual type of health insurance. It has deducti-
ble and coinsurance features which are characteristic of voluntary
health insurance. There are no benefits for drugs, sickroom supplies,
prostheses, eyeglasses, hearing aids, and other services and supplies.
These limitations and exclusions may still be serving as a deterrent
to the elderly from seeking ambulatory health services.

The picture is somewhat different when we consider inhospital care.
Immediately before the implementation of medicare, much appre-
hension and even alarm was expressed by physicians and hospital ad-
ministrators that there would be an uncontrollable “run’ on hospital
beds by the elderly. Fortunately, the expected deluge did not material-
ize. It is true, however, that those over 65 now occupy a proportionately
larger number of hospital beds than they did before medicare. The in-
crease is in the neighborhood of 20 percent. This is probably due to a
backlog of previously neglected conditions which are now in the
process of being corrected.

Part of the reason for the rise in bed occupancy is also to be found
in the requirement that medicare beneficiaries be 1n a general hospital
for at least 3 days before admission to an extended-care facility. This
3-day stay is often greatly protracted because these patients are ad-
mitted to the general hospital whenever a bed can be found for them,
whether or not arrangements have been made for subsequent frans-
fer to a convalescent or nursing home. Since long-term care accommo-
dations are scarce, there is often a delay in transferring them, during
which time they continue to occupy general hospital beds. It appears
likely, however, that as in part B of medicare, the deductible and co-
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insurance provisions of part A have had some effect in limiting
utilization.

I will skip the extended-care benefits because 1 don’t think it is
germane to this discussion.

Tt seems a fair statement that medicare has had only a moderate
impact on the totality of medical services. Its greatest effect has been
an exacerbation of preexisting shortages of hospital beds and per-
sonnel.

MepicARE COVERAGE CALLED INADEQUATE

In evaluating the effectiveness of medicare, it is apparent that the
scope of coverage is inadequate. In my opinion, this 1s due to the cost
limitations imposed by extending it to all persons over 65 years of age,
regardless of need. The most important gaps in coverage are the deduct-
ibles in both part A and part B. Limitation of hospital benefits to
90 days often works a hardship in an age group where hospitaliza-
tions tend to be prolonged. Finally, as I previously pointed out, the
provision for extended-care benefits falls far short of the needs.

On the credit side, the administrative policies established for the
program are practical and fit well into the practice patterns of phy-
sicians and patients alike. They have utilized the existing facilities of
the insurance industry and, as a result, there has been onl minimal
confusion, dislocation of patients, or deprivation of benefits due to
administrative difficulties. So much for medicare. '

In discussing medicaid, I will limit my remarks to its implementa-
tion in the State of New York which differs from that in other States
in many important respects. The program offers comprehensive cov-
erage. There are complete benefits in and out of the hospital. Provision
is made for payment for drugs,. prostheses, sickroom supplies, eye-
glasses, and whatever other health services and supplies the recipient
may require. Benefits are provided for extended-care facilities. There
are no dollar or time limitations on the assistance available. To this
extent, the program is admirable and it has had the support of the
medical profession from the day of its implementation.

Beyond this point, however, professional and public enthusiasm fall
abruptly to the vanishing point. From the administrative point of
view, the program is completely disorganized. In spite of repeated urg-
ing by the Medical Society of the State of New York, the Department
of Social Services in Albany has failed to develop a uniform coherent
program. It has acted on the premise that the local welfare districts
are autonomous and cannot be forced to submit to State regulation. As
a result, there are as many programs operational as there are social
service districts. Each district has its own invoice forms and its own
regulations. The capacity of the various local offices to cope with their
new administrative responsibilities varies greatly but administration
and professional relations have generally been poor.

Since the processing of claims is a new venture for the district offices,
at least on this scale, most of them have fallen badly behind in the
payment of bills from physicians and other providers of services. In
some areas, payment has been delayed by as much as 10 or 12 months.
Some districts are just beginning to catch up with invoices now, after
18 months of operation, while others are 3 to 4 months behind and
will be indefinitely.
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At the same time, the physician cannot charge the State more than
the fee schedule allows. Under these circumstances, with large num-
bers of their patients potentially eligible for the program, physicians
understandably began to take a much keener interest in fee sehedules
than they had in the days when the number of patients receiving
medical assistance was low and they, the doctors, were content to give
the State the usual “welfare discount.”.

Basis ror FEE STRUCTURE

The State medical society therefore undertook a negotiation with
an interdepartmental task force of New York State. A fter prolonged
efforts to arrive at a fair reimbursement formula for physicians, the
negotiations broke down and the depariments of health, welfare, and
budget unilaterally promulgated a maximum fee schedule for the
State of New York. The fee structure was based on the society’s rela-
tive value scale with a conversion factor of $4 for surgery and $5 for
nonsurgical procedures. :

The actual amounts of the fees ranged from parity with customary
fees in a very few rural areas to 40 percent below in high-cost areas
such as New York City. It has been estimated that, on a statewide basis,
the maximum fee schedule is 85 percent below the prevailing rates
charged by physicians in private practice. The clamor about the Inade-
quacies of the established fees become so great that the State was
forced to grant so-called interim increases in six specialties. Even with
these increases, the rates are below the prevailing rates in almost all
communities. ‘

A large number of physicians of the State, faced with an admin-
istrative shambles, unnecessary and excessive paperwork, low reim-
bursement rates, and delays in payment, declined to participate in the
program. It should be made clear at this point that the Medical Society
of the State of New York, although justly and publicly critical of
the administration of medicaid, never ‘wavered in its support of the
principle on which it is based. The decision on whether or not to
participate was therefore left to each individual physician and there
was never a boycott of the program as has occasionally been charged.

Oddly enough, the public has shown relatively little enthusiasm for
medicaid, particularly in New York City. It is my opinion that this is
largely because enrollment was left in the hands of the welfare depart-
ment or the department of social services as it is now called. The
establishment of eligibility, registration, and administration were still
conducted in a manner strongly reminiscent of old welfare methods.
The welfare connotation of the assistance program were apparently
sufficiently strong and distasteful to outweigh its possible benefits in
the minds of the recipients. In New York City, after prolonged effort,
less than one-half of the estimated 8 million eligibles have been enrolled
to date.

In spite of these limitations on utilization, the costs of the program
have increased spectacularly. The major reason was an apparently
uncontrollable increase in hospital per diem rates. A second factor was
a huge demand for nursing home and convalescent care, payment, for
which had now become primarily a Government responsibility. The
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implementation of title 19 became so costly that some upstate com-
munities found it necessary to curtail their school programs and other
essential services to avoid crushing tax increases.

Some counties have threatened not to put medicaid into full effect
because even their 25-percent contribution to the total cost would
entail an unacceptable rise in taxes. It is gradually becoming clear
that the New York State program, excellent though it is in concept,
is overly ambitious, There is evidence that a very substantial number
of citizens do not wish to support so large a program through taxation
and the recommendations of the House Ways and Means Committee
suggest that Congress may not wish to commit the Federal Govern-
ment to providinig matching funds on the required scale.

An assessment of the present status of medicaid in New York State
indicates that it has had little effect in changing the manner in which
services are provided for the medically indigent. Its main effect has
been to reapportion the responsibility for the costs of medical care. The
basic intent of the legislation, which was to improve the quality of
health services and to allow the recipients to receive those services in a
dignified manner, has not materialized. .

If maladministration, a dissatisfied medical profession, and a dis-
interested public were medicaid’s only handicaps, it would still qualify
for a guardedly favorable prognosis, since most of these could be over-
come in time. Unfortunately, the attitude assumed by State officials
toward the medical profession and the medical societies will require
drastic revision if physicians are to give the program the support it
must have. The State law makes the commissioner of health responsible
for the quality and availability of medical care. This is reasonable since
the State is the paying agency. The corollaries that the commissioners
of health and social welfare have adopted to the basic theorem are not
quite so reasonable.

Errorrs By MEDICAL SOCIETIES

Beyond this, the State officials, in their fee discussions with the
medical society, have obviously worked on the assumption that, unless
rigid State controls were established, physicians would abuse the pro-
gram. I have heard some reports of similar sentiments expressed here

" today. The medical societies have already offered the services of‘their
grievance committees and boards of censors to curb excesses where they
existed. These have obviously been trivial since, after 18 months of
operation in New York City, the health and welfare departments have
identified only a dozen or so cases for the societies to look into as pos-
sible instances of abuse. These cases have not yet been formally
submitted.

These attitudes, which still persist and are not necessary to the
proper functioning of the program, are resented by physicians who are
justly proud of their record, unequaled among the professions, in
policing the quality of their services and unethical practices among
their members.

The preceding portion of this presentation covers what I believe to
be the operating failures of medicaid in New York State. It is the
medical society’s hope that many or all of these will be corrected and
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our committees will continue to meet patiently with State representa-
tives, even though progress from our point of view has been agoniz-
ingly slow.

There is one fundamental defect in the New York State imple-
mentation of medicaid which may influence not only its effectiveness
for medical assistance recipients, but may affect medical services to
all the people of the State. I would like to develop this theme briefly
because I consider it to be of major importance.

It is clear to everyone that health needs are essentially the same
for persons under 65 years of age as those over 65. Employed and
solvent individuals and those covered by adequate health insurance
have the same health requirements as the indigent. Patients, even in
relatively high income brackets, often cannot pay out of pocket for
the care of chronic or catastrophic illness without incurring a financial
malaise proportional to their physical one. Those of us who have been
active in the field of voluntary health and hospital insurance have
long been aware of the urgent need of comprehensive coverage for all
segments of the population regardless of their age, income, or the
source of their health-care financing.

The private health insurance industry, commercial and voluntary,
is at present our only mechanism for providing protection against the
costs of illness through prepayment. I am aware that there are still
many deficiencies in the coverage they offer but the record shows a
steady improvement in the scope of protection. It is important that
this trend continue. It is essential that we consider the health needs
of the entire Nation rather than fragment it into groups according to
age, income level, disabilities, and other irrelevant conditions. It is-
true that the problems of the aged and indigent with respect to pay-
ment for health care are more acute than those of the rest of the
population and that they require more immediate assistance, but that
assistance must be offered in the context of ultimately creating com-
prehensive health insurance for all.

RoLE oF INSURANCE INDUSTRY

Congress apparently recognized this need when it directed that
medicare be extended through the private insurance industry. The
intermediary role assigned to the carriers has not been entirely com--
fortable, but it is amenable to correction or conversion to a true carrier
role which would probably be more effective. Nevertheless, the major
immediate effect of involving the private carriers has been to en-
courage them to develop insurance mechanisms that are more effec-
tive than current ones and that will apply uniformly to everyone.
Within the limits of their actuarial restrictions, they are experiment-
ing with wider coverage, better utilization control, new payment poli-
cies, and have made strides toward more efficient administration. Their
experiences with medicare have been and will continue to be useful in
improving their own product. ’

Most States that have implemented title 19 have employed the in-
surance industry in its administration. Not so New York State. From
the very beginning, the Medical Society of the State of New York has
insisted that the title 18 intermediaries administer title 19. Legislation
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was sponsored in the New York State Legislature to make it permis-
sible for the welfare districts to choose this type of operation. The
carriers have indicated their willingness to undertake the task., The
New York State Department of Social Services, again taking refuge
in the home-rule rights of the welfare districts, has declined even to
encourage the use of intermediaries. The local oﬁices, on the other hand
have indicated that they would not consider such a move unless they
were told to do so by Albany.

As a result, almost all of them are administering their own plans.
The city of New York has installed expensive data-processing equip-
ment which is not really needed, since it duplicates the machine capac-
ity of Blue Cross and Blue Shield. The department of social services
has had difficulty in putting the program into operation and has
caused needless shortages in personnel and delays in payment.

If this trend toward self-administration is not quickly reversed, it
will become permanent and we will have two programs for medical
assistance or insurance existing side by side and duplicating most of
their facilities. The development of a uniform, comprehensive, and
‘economical health-care program based on the prepayment principle
and applying to all the population will have been retarded or per-
manently impaired.

If I were asked to write one or two simple prescriptions to put New
York State medicaid on its feet, I would recommend-that the physi-
cians, through the State medical society, be given a partnership role
in its development and policymaking. The second prescription would be
that the insurance carriers of the State be given the administration of
'rshe program with the proviso that they make it uniform throughout the

tate.

This is the end of my formal presentation.

Senator Sararuers. Why don’t you submit your prepared statement
for inclusion in the record at this point and permit us to include your
supplementary material in the appendix? (See p. 536.)

(The complete statement of Dr. Himler follows:)

PREPARED STATEMENT OF GEORGE HIMLER, M.D.

My name is George Himler, M.D. I am Chairman of the Coordinating Council
of the Five County Medical Societies of New York City and Chairman of the
Technical Advisory Committee of the Medical Society of the State of New York
to the New York State Department of Health on matters pertaining to Medicaid.

I have been asked to assess the impact the Title XVIII and Title XIX pro-
grams have had on the availability of medical services to the elderly and the
effect they may have in the future. The question is clearly not a simple one but,
to make a beginning, I will divide it into its separate components of Medicare
and Medicaid and then further subdivide the discussion into ambulatory, hospital
and post-hospital or extended care services.

Judging from the statistics that have been made available on the first year of
Medicare operation, the program has had virtually no effect on the number of
ambulatory services received by the elderly. The number of office visits has not
increased and our municipal and voluntary clinics were already working at ca-
ga((:ii'ty before Medicare went into effect. There are two ways of explaining this

nding.

It is possible that the elderly were not previously deprived of care to a signif-
icant extent because of health insurance protection, private means, family assist-
ance or government assistance. There would then have been no appreciable back-
log of necessary medical services to create an increased demand. A more likely
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explanation is that the benefits provided by Medicare do not differ substantially
in kind or extent from those of the usual type of health insurance. It has deduct-
ible and co-insurance features which are characteristic of voluntary health in-
surance. There are no benefits for drugs, sickroom supplies, prostheses, eyeglasses,
hearing aids, and other services and supplies. These limitations and exclusions
may still be serving as a deterrent to the elderly from seeking ambulatory health
services. -

The picture is somewhat different when we consider in-hospital care. Imme-
diately before the implementation of Medicare, much apprehension and even
alarm was expressed by physicians and hospital administrators that there would
be an uncontrollable “run” on hospital beds by the elderly. Fortunately, the ex-
pected deluge did not materialize. It is true, however, that those over 65 now
occupy a proportionately larger number of hospital beds than they did before
Medicare. The increase is in the neighborhood of 209. This is probably due to a
backlog of previously neglected conditions which are now in the process of being
corrected. Part of the reason for the rise in bed occupancy is also to be found in
the requirement that Medicare beneficiaries be in a general hospital for at least
three days before admission to an extended care facility. This three-day stay is
often greatly protracted because these patients are admitted to the general hos-
pital whenever a bed can be found for them, whether or not arrangements have
been made for subsequent transfer to a convalescent or nursing home. Since long-
term care accommodations are scarce, there is often a delay in transferring them
during which time they continue to occupy general hospital beds. It appears likely
however, that as in Part B of Medicare, the deductible and co-insurance provi-
sions of Part A have had some effect in limiting utilization.

As far as extended care benefits are concerned, the hardship caused by co-in-
surance is relatively minor. The major deficiency is the 100 day limitation on
payments since mpst patients have long stays in these facilities and a significant
number of those entering nursing homes do so never to leave again. Long-term
care accommodations have always been in short supply. Medicare did not aggra-
vate the situation; it merely brought it to public attention. On the other hand,
the reimbursement formula adopted may perpetuate the shortage by discouraging
the inveéstment of private capital in convalescent and nursing homes.

It séems a fair statement that Medicare has had only a moderate impact on
the totality of medical services. Its greatest effect has been an exacerbation of
pre-existing shortages of hospital beds and personnel.

In evaluating the effectiveness of Medicare, it is apparent that the scope of
coverage is inadequate. In my opinion, this is due to the cost limitations imposed
by extending it to all persons over 65 years of age, regardless of need. The most
important gaps in coverage are the deductibles in both Part A and Part B. Limita-
tion of hospital benefits to 90 days often works a hardship in an age group where
hospitalizations tend to be prolonged. Finally, as I previously pointed out, the
provision for extended care benefits falls far short of the needs.

On the credit side, the administrative policies established for the program are
practical and fit well into the practice patterns of physicians and patients alike.
They have utilized the existing facilities of the insurance industry and, as a
result, there has been only minimal confusion, dislocation of patients or depriva-
tion of benefits due to administrative difficulties.

NEW YORK STATE POLICIES

In discussing Medicaid, I will limit my remarks to its implementation in the
State of New York which differs from that in other states in many important
respects. The program offers comprehensive coverage. There are complete benefits
in and out of the hospital. Provision is made for payment for drugs, prostheses,
sickroom supplies, eyeglasses and whatever other health services and supplies
the recipient may require. Benefits are provided for extended care facilities.
There are no dollar or time limitations on the assistance available.

To this extent, the program is admirable and it has had the support of the
medical profession from the day of its implementation.

Beyond this point, however, professional and public enthusiasm fall abruptly
to the vanishing point. From the administrative point of view, the program is
completely disorganized. In spite of repeated urging by the Medical Society of the
State of New York, the Department of Social Services in Albany has failed to
develop a uniform coherent program. It has acted on the premise that the local
Welfare Districts are autonomous and cannot be forced to submit to State
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regulation. As a result, there are as many programs operational as there
are Social Service Distriets. Each District has its own invoice forms and its own
regulations. The capacity of the various local offices to cope with their new admin-
istrative responsibilities varies greatly but administration and professional re-
lations have generally been poor.

Most claim forms are much more involved than the SSA form 1490 which has
only six or seven questions for the physician to answer. The rate of claim rejec-
tion has been high and physicians are often forced to resubmit claims because
of unimportant errors or omissions. As a result, those who treat Medicaid patients
are inundated with paper work.

Since the processing of claims is a new venture for the District Offices, at least

on this scale, most of them have fallen badly behind in the payment of bills from
physicians and other providers of services. In some areas, payment has been de-
layed by as much as 10 or 12 months. Some Districts are just beginning to catch
up with invoices now, after 18 months of operation, while others will be three to
four months behind indefinitely.
. As far as regulations and administrative processes governing physician par-
ticipation are concerned, each District is required to submit a plan for approval
by the State Department of Health. It is inferesting to note that the New York
City plan, which was prepared entirely without consultation with the physicians
of the City, is now in its fifth or sixth draft and has not yet been approved. The
New York State Medicaid Program is therefore essentially a patchwork of local
programs in various stages of development.

The income levels for eligibility for medical assistance that were adopted by
the State Board of Social Services have been controversial in the extreme. They
have been challenged by the Medical Society of the State of New York and many
taxpayer groups as being entirely too high. The rule of thumb sets the income of
a family of four with one wage earner at $6,000 per year after certain deductions.
This compares with the $5,300 gross income ceiling under the old Kerr-Mills legis-
lation. By these standards, physicians found that one-third to one-half of their
patients were eligible for medical assistance. In some areas, the potential eligi-
bility of the population was as high as 809%. Since medical assistance is based on
vendor payments, a physician who accepts a patient for private care under
Medicaid cannot bill the patient directly because the patient cannot claim re-
jmbursement. At the same time, the physician cannot charge the State more than
the fee schedule allows. Under these circumstances, with large numbers of their
patients potentially eligible for the program, physicians understandably began to
take a much keener interest in fee schedules than they had in the days when the
number of patients receiving medical assistance was low and they, the doctors,
were content to give the State the usual “welfare discount.”

NEGOTIATIONS FOR REIMBURSEMENT

The State Medical Society therefore undertook a negotiation with an Inter-
departmental Task Force of New York State. After prolonged efforts to arrive
at a fair reimbursement formula for physicians, the negotiations broke down and
the Departments of Health, Welfare and the Budget unilaterally promulgated
a maximum fee schedule for the State of New York. The fee structure was based
on the Society’s Relative Value Scale with a conversion factor of $4.00 for
surgery and $5.00 for nonsurgical procedures. The actual amounts of the fees
ranged from parity with customary fees in a very few rural areas to 40% below
in high cost areas such as New York City. It has been estimated that, on a state-
wide basis, the maximum fee schedule is 359 below the prevailing rates charged
by physicians in private practice. The clamor about the inadequacies of the
established fees became so great that the State was forced to grant so-called
interim increases in six specialties. Even with these increases, the rates are
below the prevailing rates in almost all communities.

A large number of the physicians of the State, faced with an administrative
shambles, unnecessary and excessive paper work, low reimbursement rates and
delays in payment, declined to participate in the Program. It should be made
clear at this point, that the Medical Society of the State of New York, although
justly and publicly critical of the administration of Medicaid, never wavered in
its_support of the principle on which it is based. The decision on whether or not
to participate was therefore left to each individual physician and there was never
a boycott of the program as has occasionally been charged.
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It should also be emphasized that the reluctance of physicians to participate
did not mean that needed services were withheld. In many instances, those eligi-
ble for Medicaid had health and hospital insurance either privately or through
their employers or unions. Their situation remained essentially unchanged. Those
who were previously on the Welfare rolls as money assistance recipients con-
tinued to receive their care in voluntary and municipal clinics and on the Welfare
supported wards of hospitals. These individuals still do not lack for medical
care. They have merely been deprived of the hoped for improvement in its
quality and the manner in which it is rendered. Finally, most Medicare patients
who also qualified for Medicaid benefits had purchased the supplementary in-
surance offered by Senior Care, so that they too were left with more or less
adequate coverage. Nevertheless, it is clear that the failure of the State to
implement its Medical Assistance Plan in a fashion that would make it possible
for physicians to participate wholeheartedly has caused the Program to fall
far short of its goals.

0Oddly enough, the public has shown relatively little enthusiasm for Medicaid,
particularly in New York City. It is my opinion that this is largely because
enrollment was left in the hands of the Welfare Department or the Department
of Social Serivces as it is now called. The establishment of eligibility, registra-
tion and administration were still conducted in a manner strongly reminiscent of
old welfare methods. The welfare connotation of the assistance program were
apparently sufficiently strong and distasteful to outweigh its possible benefits in
the minds of ithe recipients. In New York City, after prolonged effort, less than
one-half of the estimated three million eligibles have been enrolled to date.

In spite of these limitations on utilization, the costs of the program have
increased spectacularly. The major reason was an apparently uncontrollable
increase in hospital per diem rates. A second factor was a huge demand for
nursing home and convalescent care, payment for which had now become pri-
marily a government responsibility. The implementation of Title XIX became
s0 costly that some upstate communities found it necessary to curtail their school
programs and other essential services to avoid crushing tax increases. Some
counties have threatened not to put Medicaid into full effect becanse even their
25% contribution to the total cost would entail an unacceptable rise in taxes.
It is gradually becoming clear that the New York State program, excellent
though it is in concept, is overly ambitious. There is evidence that a very sub-
stantial number of citizens do not wish to support so large a program through
taxation and the recommendations of the House Ways and Means Committee
suggest that Congress may not wish to commit the Federal Government to
providing matching funds on the required scale.

An assessment of the present status of Medicaid in New York State indicates
that it has had little effect in changing the manner in which services are provided
for the medically indigent. Its main effect has been to reapportion the re-
sponsibility for the costs of medical care. The basic intent of the legislation,
which was to improve the quality of health services and to allow the recipients
to receive those services in a dignified manner has not materialized.

If maladministration, a dissatisfied medical profession and a disinterested
public were Medicaid’s only handicaps, it would still qualify for a guardedly
favorable prognosis, since most of these could be overcome in time. Unfortunately,
the attitude assumed by State officials toward the medical profession and the
medical societies will require drastic revision if physicians are to give the pro-
gram the support it must have. The State law makes the Commissioner of Health
responsible for the quality and availability of medical care. This is reasonable
since the State is the paying agency. The corolaries that the Commissioners of
Health and Social Welfare have adopted to the basic theorem are not quite so
reasonable. Postgraduate study requirements were established for general prac-
titioners who wished to participate in the program beyond March 1, 1968. The
Medical Society objected on the grounds that this was more properly a function
of the State Eduecation Department and that if done at all, it should be done by
that body in cooperation with the Medical Society. The argument was advanced
that these requirements constituted a secondary and possibly illegal licensure
by the State Health Department. Objection to this principle is still keeping large
numbers of physicians from participating.

Qualifications were also required of specialists which, although acceptable
in themselves, were completely unnecessary. It is common knowledge that a
specialist, by the nature of his work, requires a hospital in which to practice.



COSTS OF HEALTH SERVICES TO OLDER AMERICANS 473

The requirements established by hospitals for specialists are more stringent than
those adopted by the State and are more than sufficient to prevent unqualified
physicians from rendering specialists care.

Beyond this, the - State officials, in their fee discussions with the Medical
Society have obviously worked on the assumption that, unless rigid State con-
trols were established, physicians would abuse the program. The Medical Socie-
ties had already offered the services of their Grievance Committees and Boards
of Censors to curb excesses where they existed. These have obviously been
trivial since, after 18 months of operation in New York City, the Health and
Welfare Departments have identified only a dozen or so cases for the societies
to look into as possible instances of abuse. These cases have not yet been formally
submitted.

These attitudes, which still persist and are not necessary to the proper func-
tioning of the program, are resented by physicians who are justly proud of their
record, unequalled among the professions, in policing the quality of their services
and unethical practices among their members.

EXCLUSION OF PHYSICIAN GROUPS

A final and most important source of friction has been the deliberate exclusion
of physician groups from even the possibility of influencing or modifying the
Medicaid Program. Physician representation to the Departments involved has
been only through advisory committees in spite of the fact that the State Medical
Society has repeatedly assured them that its members will not implement pro-
grams that they have no voice in forming and under conditions they cannot
negotiate. To put it simply, the medical profession has not been taken into
partnership in implementing the program, as they have in other states. They have
merely been handed a fixed plan, deficient in most major operational respects,
and told to make it work. Important numbers and even more important segments
of the profession have declined to do so.

The preceding portion of this presentation covers what I believe to be the
operating failures of Medicaid in New York State. It is the Medical Society’s
hope that many or all of these will be corrected and our committees will continue
to meet patiently with State representatives, even though progress, from our
point of view, has been agonizingly slow.

There is one fundamental defect in the New York State implementation of
Medicaid which may not influence its effectiveness for medical assistance recip-
jents, but may affect medical services to all the people of the State. I would like
to develop this theme briefly because I consider it to be of major importance.

It is clear to everyone that health needs are essentially the same for persons
under 65 years of age as those over 65. Employed and solvent individuals and
those covered by adequate health insurance have the same health requirements
as the indigent. Patients, even in relatively high income brackets, often cannot
pay out of pocket for the care of chronic or-catastrophic illness without incurring
a financial malaise proportional to their physical one. Those of us who have been
active in the field of voluntary health and hospital insurance have long been
aware of the urgent need of comprehensive coverage for all segments of the popu-
lation regardless of their age, income or the source of their health care financing.

The private health insurance industry, commercial and voluntary, is at present
our only mechanism for providing protection against the costs of illness through
prepayment. I am aware that there are still many deficiencies in the coverage
they offer but the record shows a steady improvement in the scope of protection.
It is important that this trend continue. It is essential that we consider the
health needs of the entire nation rather than fragment it into groups according to
age, income level, disabilities and other irrelevant conditions. It is true that the
problems of the aged and indigent with respect to payment for health care are
more acute than those of the rest of the population and that they require more
immediate assistance, but that assistance must be offered in the context of ulti-
mately creating comprehensive health insurance for all.

Congress apparently recognized this need when it directed that Medicare be
extended through the private insurance industry. The intermediary role assigned
to the carriers has not been entirely comfortable, but it is amenable to correction
or conversion to a true carrier role which would probably be more effective.
Nevertheless, the major immediate effect of involving the private carriers has
been to encourage them to develop insurance mechanisms that are more effective
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than current ones and that will apply uniformly to everyvone. Within the limits
of their actuarial restrictions, they are experimenting with wider coverage,
better utilization control, new payment policies and have made strides toward
more efficient administration. Their experiences with Medicare have been and
will continue to be useful in improving their own product.

There are additional benefits to be derived from the involvement of the insur-
ance industry in programs supported by public funds. The general relationship
between physician and patient remains unchanged. Over the years, they have
become accustomed to the usual insurance procedures and are fairly comfortable
with them. Physicians have found Medicare forms and health insurance forms in
general to be simple. They eliminate the need for additional secretarial and
accounting help to keep payment records straight. By contrast, Medicaid has
been a severe penalty.

Finally, the economies inherent in utilizing the existing facilities of the in-
surance carriers are almost too obvious to mention. If there is any doubt in any-
one’s mind concerning the capacity of the insurance carriers to manage the
burden of the administration of Medicaid, the Medicare record speaks for itself.
It is true that Medicaid is a much more massive program, but the operating effi-
ciency and the data processing capacity that the insurance companies have de-
veloped over the years will take a long time to duplicate in government and
will be wasteful in the bargain. Commercial and voluntary health insurance now
cover approximately 150 million people in this country and disburse more than
$9 billion annually in payment for services. They can certainly expand to include
Medicaid.

Most states that have implemented Title XIX have employed the insurance
industry in its administration. Not so in New York State. From the very begin-
ning, the Medical Society of the State of New York has insisted that the Title
XVIII intermediaries administer Title XIX. Legislation was sponsored in the
New York State Legislature to make it permissible for the Welfare Districts to
choose this type of operation. The carriers have indicated their willingness
to undertake the task. The New York State Department of Social Services, again
taking refuge in the home rule rights of the Welfare Districts, has declined
even to encouage the use of intermediaries. The local offices, on the other hand,
have indicated that they would not consider such a move unless they were told
to do so by Albany.

As a result, almost all of them are administering their own plans. The City of
New York has installed expensive data processing equipment which is not really
needed, since it duplicates the machine capacity of Blue Cross ‘'and Blue Shield.
The Department of Social Services has had difficulty in putting the program
into operation and has caused needless shortages in personnel and delays in
payment,

If this trend toward self-administration is not quickly reversed, it will become
permanent and we will have two programs for medical assistance or insurance
existing side by side and duplicating most of their facilities. The development
of a uniform, comprehensive and economical health care program based on the
brepayment principle and applying to all the population will have been retarded
or permanently impaired.

If T were asked to write one or two simple prescriptions to put New York
State Medicaid on its feet, I would recommend that the physicians, through
the State Medical Society, be given a partnership role in its development and
policy-making. The second prescription would be that the insurance carriers of
the State be given the administration of the program with the proviso that
they make it uniform throughout the State.

Before concluding, I would like to respond to those specific questions that
were asked of me that I have not covered earlier in this presentation.

(1) Regarding the controversy on ithe scaling of physicians’ fees:

There is an unquestionable difference in the fee practices of physicians in
different areas of the State. The demand of the Medical Society of the State of
New York for payment on the basis of the usual, customary and prevailing fee
is based on this fact. A fixed fee schedule, under these circumstances can result
in paying some physicians more than they would usually charge for a service.
This is wasteful. Parenthetically. this is not too likely to happen in New York
because the schedule is set at such a low level. On the other hand, the same fixed
fee schedule may result in underpaying other physicians who may thereupon
withdraw from participation.
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The Medical Society of the State of New York is in the process of setting up a
fee study to determine the extent and validity of regional fee differences. The
New York State Department of Health may institute a limited pilot project in
four counties from which we may derive some conclusions on the impact of the
usual and customary payment concept and administrative difficulties if any.

(2) The question of eligibility levels has been covered earlier in this presenta-
tion. I am reluctant to advocate a specific reduction in income ceiling. In general,
I consider the proposal of the House Ways and Means Committee of a progres-
sive reduction ranging from 1509 to 1339 and finally to 1259, of income ceiling
for eligibility for money assistance to be excessively severe in this State. This
would cut the income ceiling for eligibility for medical assistance for the myth-
ical family of four to $3,900 per year as compared to $5,300 under Kerr Mills.
If I were forced to quote a figure, the $5,300 level, with possible minor modifica-
tion, would be my choice for the present.

(3) The City of New York was not 60 days behind in paying doctors for Medi-
caid services in September 1967. From what we have been able to gather (and
our requests for information are not rewarded with a profusion of verifiable
data), it was 90 to 120 days behind at that time. Claims that were submitted
prior to the installation of electronic data processing machinery were being
processed individually by hand and were many months behind. It is the stated
objective of the City’s Department of Social Services to be caught up with past
claims and to process new claims within 60 days by November 15, 1967.

In closing, I would like to thank the Committee for this opportunity to present
the views of the medical profession on these extremely important questions.

Senator Smarmers. All right, sir. Thank you very much, Doctor.
We appreciate your courtesy in coming and your cooperation.

If there are any additional questions we want to ask you, we will
correspond and you may answer them for the record.

i(The chairman addressed the following questions to Dr. Himler in
a letter subsequent to the hearings:)

1. The Subcommittee is primarily concerned with the effects of Medicare and
Medicaid upon existing and further health services available to the elderly. We
would welcome some thoughts from you on this subject.

2. The controversy about the need for a scaling of physicians fees, based on
upstate New York and metropolitan New York City current practices, conceiv-
ably could bhave great importance to the future of the Medicaid program. May
we have your views on this subject?

3. The New York Daily News of September 21, 1967 quoted you as saying that
too many individuals in New York ‘State are now available for Medicaid. What
reduction do you advocate? The same article says that the city is 60 days behind
on paying doctors for treatment given under Medicaid. Has the situation im-
proved since that time? Do you—as the article says—advocate placing Medicaid
in the hands of a statewide intermediary, such as Blue Cross?

(The following reply was received :)

NOVEMBER 6, 1967.

DEAR SENATOR SMATHERS :

* * * ’ * * * *

In answer to your questions :

(1) I do believe that it would be wise to repeal the requirement that Medicare
beneficiaries be in a general hospital for at least three days before admission
to an extended care facility.

(a) Repeal would save Medicare funds because most patients who are
admitted to a long term care facility have had sufficient preliminary work-up
to make hospitalization unnecessary. The hospitalization plus the attendent
laboratory work are much more costly than an equivalent stay in a nursing
home. In addition, due to the scarcity of extended care accommodations the
hospitalization, once initiated is often extended unnecessarily because there
is no nursing home bed immediately available for the patient.

(b) Practitioners have no ethical problem in admitting patients for three
days of prior hospitalization since it is required by law. Their main problem
is to get the patients into the hospital and then to move them on promptly.
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(¢) Elimination of the prior admission to a general hospital except where
the patient’s condition requires it would certainly be sparing of scarce hos-
pital beds. In most instances there is enough information regarding the
patient’s condition already available to make it unnecessary. In those in-
stances where there is not, the physician should be permitted to admit the
patient to a general hospital for necessary work-up.

(d) The main effect would be savings in total cost and better distribution
of accommodations in short supply. It can be argued that care in a general
hospital is at least as good as that in long term care facilities.

(2) I was not present when the statement you refer to was made but I think
my statement before the Subcommittee should suffice to show that organized
medicine, rather than being antisocial, has shown a very responsible attitude
toward Medicare and Medicaid. It is true that physicians, through their Societies
have called for fees equivalent to their usual charges to their private patients.
As you are aware, physicians are generally in short supply and, as a result, most
of them are busier than they wish to be. It is unlikely that they will accept large
numbers of additional patients at fees that are substantially below their cus-
tomary charges.

At the same time, in New York State at least, the State Medical Society took a
keen interest in the Kerr-Mills implementation and is on record as having recom-
mending that its benefits be expanded. This can hardly be construed as antisocial.

As far as linking standards of quality to fees is concerned, it should be obvious
that there is a very definite relationship between the two. In New York City, most
of the indigent, elderly or otherwise, have received their medical care in clinies,
on the wards of municipal and voluntary hospitals or from closed panel groups.
The purpose of the Medicare Law, as I understand it, was to make it possible for
the indigent and elderly to receive their medical care in the same fashion as per-
sons of greater means. This would include the privilege of being treated by their
personal physician. If reimbursement rates are far below standard, it is clear
that they will have difficulty in finding physicians of high caliber to accept them.
This is the link between payment rates and quality of care in general. At the
same time it should be emphasized that once a physician accepts a patient, he
has only one standard of care regardless of the reimbursement.

(3) I did have an opportunity to hear Senator Seymour Thaler’s testimony.
He made a great point of the fact that 179, of physicians were charging fees
in excess of the prevailing fees in the New York Area. He based this on a letter
he had received from a vice-president of Blue Shield. The finding is hardly
surprising when one considers that the prevailing fees were set in such a fashion
as to include 839, of physicians’ fees which is about the median fee plus a stand-
ard deviation. The statement, taken out of context, distorts the facts.

(a) In every community there are a number of physicians who charge
fees considerably in excess of those that prevail among their colleagues.
These are often highly qualified, experienced men with large practices. Part
of the reason for the high fees is the desire to keep those practices within
manageable proportions. I believe that the medical societies would not con-
demn fees that are in excess of Medicare allowances provided that those
fees did not work a hardship on the patient and that they were discussed
with him in advance. In this connection, many medical societies have encour-
aged their physicians to have such fee discussions whenever possible, prior
to rendering care.

(b) It would be helpful to know the extent of the problem before prescrib-
ing a remedy. As I stated earlier, it was expected that about 17% of the physi-
cians in our community would charge fees ahove the prevailing level because
it was at that percentage that the fees were pegged. Most of these physicians
have patients who are in the higher income brackets and I believe that their
charges cause no hardship and are not a problem per se.

In those instances when the fees are a hardship to the patients and have
not been discussed and agreed on with therg in advance, we have offered the
services of our Medical Society Grievance Committees. Although such com-
mittees do not have the power to order physicians to reduce their fees. they
have been quite effective in controlling excesses, purely through moral sua-
sion. If this mechanism should not prove to be effective, the Medical Societies
would have to develop wider authority which they do not now legally have.

(¢) In answer to your final question, my personal opinions are almost iden-
tical with the recommendations I have set forth above since I was involved
in developing many of these principles.
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T would strongly urge that your subcommittee make an effort to document
the extent of overcharging by physicians in the Medicare Program. This
should be done in the light of the criterion that the fee is a burden to the
patient and that he has not agreed to it beforehand. A few lurid instances
do not indicate general abuse by the profession, although they are often so
interpreted. I would venture to say that you will find that only a very small
percentage of physicians attempt to take advantage of their patients or the
Medicare Program.

Once you and the Medical Profession know precisely how many physicians
are charging excessive fees, I am sure that the Medical Societies at all levels
will cooperate whole-heartedly in curbing them. I therefore urge that the
Federal Government do nothing at the moment and that, when the necessity
for action is demonstrated, the Medical Societies be given the task of policing
their own members. Qur record in this regard should leave no doubt that we
can do so effectively. -

I would like to thank you and the other members of the subcommittee for hav-
ing given me the opportunity of presenting the views of organized medicine in.
this area. .

Sincerely yours,

) GeoreE HIMLER, M.D.,
Chairman, The Coordinating Council.

We now have Mr. James A. Brindle, president of the Health Insur-
ance Plan of Greater New ‘York City, accompanied by Mr. Samuel
Shapiro, vice president and director of research and statistics. I under-
stand you rearranged your travel plans to be here. I appreciate your
courtesy and your patlence..

STATEMENT OF JAMES A. BRINDLE, PRESIDENT, HEALTH INSUR-
ANCE PLAN OF GREATER NEW YORK CITY, ACCOMPANIED BY
SAMUEL SHAPIRO, VICE PRESIDENT AND DIRECTOR OF RE-
SEARCH AND STATISTICS

Mr. Brixnpre. Thank you. I appreciate being here even though it is
late in the day. I did get some benefit out of the day from hearing the
other witnesses and it was not a wasted day for me by any means.

I have included in my written presentation a description of the
health insurance plan. Particularly relevant to this hearing is the fact
that this plan addresses itself not just to the payment of medical care,
which preoccupies most health insurance, but 1t is vitally concerned
with the important problem that was brought to your attention this
morning by the distinguished physicians who were sitting here. They
pointed out a number of times that our concern is not so much how
to round up the money to pay for medical care, because in our insur-
ance systems, private and public, we are pretty well along down that
line. We have to learn how better to organize medical care. In short,
we need to address ourselves to the organization, efficiency, economy,
and productivity of medical care systems.

Grour Pracrice BENEFITS DEMONSTRATED

You also heard advocated by another witness that there be experi-
ments with the organization and operation of medical services. Actual-
ly experimentation is often used as a way to say let’s look further at
the question and postpone making a decision. You don’t need experi-
mentation to demonstrate the validity of group practice prepayment
where the physicians are functioning as a team. Their cost effective-




478 COSTS OF HEALTH SERVICES TO OLDER AMERICANS

ness has been amply demonstrated in the Federal employees health
benefits program, which shows that you get better integrated and a
much lower rate of hospitalization out of prepaid group practice
programs. :

I want to turn now to the Government-financed program of medi-
care and medicaid. Generally in these programs you have a very broad
range of benefits, broader than in most insurance plans. Prepaid group
practice can play a very important role in furthering continuity of
care by having the family physician take responsibility for coordinat-
ing the whole course of treatment of a patient. The physicians in the
group act as a team both when the patient is ambulatory and when
he is hospitalized. He does not go from one clinic to another, from
one physician to another,

A critical component of prepaid group practice is its concern with
preventive health services. Also, it goes beyond traditional medical
care by utilizing social services and health education. These benefits
apply in HIP to the 115,000 people enrolled under medicare and medic-
ald just as they do to the 645,000 other enrollees in the plan.

Another characteristic of the group practice prepayment plans is
that you do not have additional bills; the premium paid by the Gov-
ernment and by the member of the plan in the case of medicare actually
covers the cost and there are no large out-of-pocket payments to be
made.

We have a formula for controlling costs and .providing quality
care but help is needed. Just as after World War II the grave de-
ficiencies of the hospital system brought about massive Federal help
through the Hill-Burton Act for the construction and development
and repair and upgrading of hospitals, if we really want to get our
money’s worth for the vast government and private expenditures in
health care, it is now time to turn our attention to more limited but
equally important subsidies to get a better organization of medical
services.

'We have done pretty well in providing reasonably adequate hospitals
for the population of the United States but we have seriously neglected
the 85 percent of health care—for the aged 75 percent of health care—
that does not take place in the hospital. It takes place in the doctors’
offices or in clinics. Subsidies similar to those under Hill-Burton are
now required in more modest measure to develop more of these group
practice prepayment plans which I am convinced have already dem-
onstrated their value.

We have a limited provision now in HUD for the guarantee of
mortgage loans for medical centers. This is for 90 percent of the cost
of a medical center. But the center may not be in a hospital—the ideal
location for such a facility—it has to be free standing. There are so
many limitations around this that I think in the 6 or so months that it
has been operating it has been applied to only one such center. Federal
grants and loans and loan guarantees are needed to help spread prepaid
group practice. A program like HIP, which now serves three-quarters
of a million people, requires further development for which outside
resources are essential.

Also, there is considerable knowledge within HIP and other prepay-

. ment group practice plans (the largest being Kaiser-Permanente,
which serves one and a half million people) that needs to become -
accessible to others. We have been asked to help develop a group
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practice prepayment plan in cooperation with some labor unions and
health officials in Providence. We tried to get staff to do this but what
we really need to do is develop an educational system in existing plans
to train people to spread this kind of more eflicient and effective
medical care in other areas. Key expenditures are needed to get such a
program started.

In the past, labor unions, foundations, and industries like the Kaiser
industry on the west coast have put up the kickoff money to start group
practice. However, if we don’t make new sizable expenditures to spread
and develop these plans, I think we will be coming back here for an-
other hearing in 10 years and deploring the rapid increase of cost and
the inefficiency of medical care. The ability to do something significant
to change the picture is within our grasp. My suggestion is that we
turn our attention to precise Federal subsidies administered by people
who know the group practice prepayment field to help spread this
kind of program around the country.

Thank you, Senator.

Senator Smatrers. Thank you very much.

(The prepared statement of Mr. Brindle follows:)

PREPARED STATEMENT BY JAMES BRINDLE, PRESIDENT, HEALTH INSURANCE PLAN OF
GREATER NEW YORK

My name is James Brindle. I am President of the Health Insurance Plan of
Greater New York (HIP). I am grateful for the opportunity to testify before
your committee and to bring to your attention some of the problems of those
involved in group practice prepayment. It is also gratifying that the committee
comes to an area in which the problems of protecting the health of the people are
most difficult and complex.

The Health Insurance Plan of Greater New York is a prepaid group practice
plan that has been providing comprehensive medical care since 1947. It is incor-
porated by the State of New York as a nonprofit organization and has as its goal
delivering high-quality care through physicians functioning as a team in well-
equipped medical centers. The policy-making body of the Plan is the Board of
Directors whose members come from civie groups, trade unions, universities,
financial institutions, and government.

HIP enrollees are entitled to receive comprehensive medical care from physi-
cians associated with 31 medical groups distributed throughout New York City
and Nassau County. Coverage includes preventive and diagnostic medical serv-
ices as well as therapy for specific illness, from family physicians and specialists,
in the office, home, and hospital. When unusual medical skills are required, such
as in cobalt therapy or heart surgery, patients are referred to highly specialized
facilities in the area for diagnosis and therapy. These are the basic benefits
available to HIP members at no cost beyond the premium '—i.e., there are no
deductibles or coinsurance payments for such services. On payment of a supple-
mental premium, members receive additional benefits that cover a major part of
the bills for anesthesia, special duty nursing, prescribed drugs. All HIP mem-
bers are covered for Blue Cross hospital benefits or some similar hospital
insurance.

Medical groups are affiliated with HIP through contracts which specify sub-
scriber benefits and payments to the groups, and provide for adherence to
professional standards. Thirty of the 31 groups are partnerships; one is hospital
based and its physicians are salaried. HIP’s payments to medical groups consist
of a monthly capitation fee that is the same for all groups; differential pay-
ments determined by the extent to which the group is meeting program objec-
tives set by HIP; and bonus payments to increase the likelihood of recruiting
well-trained physicians on a full-time basis.

At present 760,000 persons are enrolled in the Plan. Practically all of these
members had the opportunity to make a choice between HIP and other health
insurance plans. About half of the Plan’s members are employees of the City

1Bxecept for a $2 fee which may be charged for home calls requested and made between
10 p.m. and 7 a.m. -
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of New York and related agencies. Other sources of enrollment are health and
welfare funds of trade unions and management in non-government industries
and the employees of State and Federal agencies. About 115,000 of HIP’s mem-
bers are enrolled through Medicaid or are Medicare Part B beneficiaries. The
composition of this group on August 31, 1967, follows:

Mediecaid enrollment._ ______________________________ o ________ 68, 132

Under 65 years of age_ __ ______ 47,129

65 years of age or older, living at home (almost all on Medicare) ____ 17, 341
Patients in nursing homes (mostly persons over 63 years of age and

on Medicare) . _____ e 3, 662

Medicare enrollment_____________________________ o _______ 46, 827

There are two points of special interest to this committee about the Medicaid
and Medicare enrollees. First, they are eligible for the same range of basic bene-
fits as all other enrollees in the Plan and the medical groups make no dis-
tinction between them and the other subscribers in rendering services; the sole
consideration is the need for preventive and therapeutic medical care. Second,
consistent with the general policy of HIP to provide benefits without financial
barriers on a service basis rather than on an indemnity or fee-for-service basis,
there are no deductibles or coinsurance out-of-pocket payments to be met by the
HIP members. Costs are met through capitation payments by governmental
agencies for the Medicaid enrollees. In the case of Medicare beneficiaries not
receiving Medicaid, a capitation payment is made by the Social Security Admin-
istration which meets the cost of covered services less the average value of the
deductible and 20 per cent coinsurance under Part B. Costs for uncovered
services, which include important immunizations, eye refractions, and general
physical examinations, and for the deductible and coinsurance are met through
the payment of an additional premium of $1.50 per month.! This additional pay-
ment is made directly by the beneficiary or by a health and welfare fund on his
behalf. By payment of an additional monthly premium of $1.94, the Medicare
HIP member is also entitled to supplementary coverage under the most common
Blue Cross contract.

This then is a brief description of the membership and scope of benefits of
HIP. I now want to deal in somewhat greater detail with several aspects of the
program which are relevant to this hearing.

The decision in the early 1940’s to organize HIP on a group practice basis
with fully prepaid basic benefits was reached after careful deliberation. It was
predicated on the principle, visionary at the time, that medical knowledge and
technology would soon become so complex that the ability to provide high-
quality care at a reasonable cost would be greatly enhanced by having physicians
practice as a team in well-equipped facilities.

What does the record show? Increasingly leaders in industry, medicine, and
government have reached the same conclusion as the originators of HIP. In his
recent volume, “The Doctor Shortage,” Rashi Fein of the Brookings Institution
examined approaches to increase output of medical care services, to improve the
quality of care, and to control costs. His conclusion was that the advantages in
favor of group practice were so compelling that its development should be fostered
on a broad scale.

Experience in HIP provides strong support for this assessment. Most of the
examples do not relate specifically to the aging population. However, any meas-
ure that has an impact on the economics or quality of medical care in general is,
of course, important for those in the more advanced age groups.

No “RUNAWAY” ON PHYSICIAN SERVICES

Contrary to the forecasts of runaway utilization when costs are fully prepaid,
the use of physician services in HIP has been at about the same rate (approxi-
mately 5 physician visits per person per year) as is reported for the general
population. It is clear that removing the economic deterrent to receiving medical

1 This supplemental premium is applicable for Medicare beneficiaries who were previously
enrolled in HIP under a group contract ; the premium is $3 per month for beneficiaries join-
ing HIP as individuals after age 65.
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care has not resulted in abnormal use of services. In fact, hospital utilization is
substantially lower in HIP than in the fee-for-service medical insurance in this
area. This finding was reported earlier based on experience during the late 1950’s.
The largest and most comprehensive of the studies conducted on the issue com-
pared City employees and their dependents enrolled in HIP-Blue Cross with
other large employment groups of persons covered by Blue Shield-Blue Cross.
The hospital admission rate in the study year (1955) for HIP subscribers was
81.1 per 1,000 and for those covered by Blue Shield was 93.0 per 1,000. (These
rates are adjusted for differences in age-sex composition.)

More recent data for City employees and their dependents enrolled in HIP
indicate that there has been almost no change in the hospital admission rate
since 1955 ; in 1962 it was 78.1 per 1,000 and in 1964 it was 84.0. On the other
hand, hospital rates in the general community have slowly increased over the
ten years, 1955-1964.

Lower hospital utilization is not unigue to HIP. In the Federal Employee
Health Benefits Program, wherever prepaid group practice exists, members of
the group practice plan have far lower hospital utilization than Federal em-
ployees and their dependents in other plans. The margin varies from about 35
per cent to 45 per cent. In our opinion, the savings in costly hospital days result
principally from the availability of medical group centers with diagnostic fa-
cilities, capitation reimbursement of the medical group in contrast to the situa-
tion outside of group practice where the physician’s fee is directly linked to the
service rendered, and the use of highly qualified specialists.

Two other studies will be cited. In 1951, four to five years after the start of
service, HIP became part of a comprehensive study which compared morbidity
levels, disability due to illness, and medical care practices in HIP and in the
city at large. It was found that a larger proportion of the HIP membership saw
a physician during the year; they were more likely to receive preventive health
services; more of them had family doctors, pediatric care for their children,
and dental attention, than did the general population. Also, HIP members ap-
peared to have a lower threshold for recognizing acute illnesses and they tended
to seek medical care earlier in the course of illness than was the case in New
York City as a whole.

In September 1962, the Department of Welfare enrolled about 13,000 recipients
of public assistance in seven of the medical groups affiliated with HIP in the
largest of its experimental efforts to bring Welfare clients into the mainstream
of medical care rather than to isolate them in special programs and clinics
designed to serve only the poor. Twelve thousand of the new enrollees were
receiving Old Age Assistance (OAA) and living in their own homes. They repre-
sented about 38 per cent of the OAA caseload in the city at the time. The other new
enrollees were patients in proprietary nursing homes and made up about 30 per
cent of the Welfare clients in such homes.

Comparisons were made of the medical and hospital care experience of a
sample of Old Age Assistance recipients in HIP and those not so enrolled;
similarly for nursing home patients (Exhibit). Physician visit rates were almost
identical among those in HIP and the non-HIP group; hospital utilization rates
were consistent with the differences found before the demonstration program
started. However, the proportion of those in HIP who received no ambulatory
care went down whereas the corresponding proportion in the non-HIP group
remained unchanged. There was a major change in where the HIP patient saw
the physician, the shift being from high dependence on home visits to the receipt
of most out-patient care in the medical group center. This change was partly
due to special measures taken to increase the possibility that the OAA’s, like
all other members, would obtain their medical care at the group centers where
laboratory tests, X-rays, and immunizations could be carried-out.

Another observation was that the kind of patients who tended to be lower
utilizers were likely to get more service when they were enrolled in HIP than
they did otherwise. For instance, Puerto Ricans, a relatively low utilizing group,
saw doctors more often if they were enrolled in HIP than if they were not.
Finally, during the study year, the death rates among the OAA recipients in HIP
and those not in HIP were about the same; in the next year and a half mortality
aming the HIP group was lower than among the others: 11.7 per 100 as compared
with 13.3 per 100—a difference of 13.7 per cent.

1The rate for 1964 includes the experience among persons who died during the year;
earlier data do not. Inclusion of deaths accounts for the difference between the 1962 and
1964 rates.
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NuUrRsING HOME PATIENTS

With regard to nursing home patients, the rates of physician and hospital use
were very similar for HIP and non-HIP patients. Hidden in this similarity of
rates were significant changes in type of care received. Welfare officials visiting
nursing homes indicated that the shift to HIP resulted in substantial improve-
ments in the quality of medical attention. This was reflected in part by the
greatly expanded use made of laboratory services. Welfare officials also pointed
out that a more rational use was being made of drugs. In the nursing homes
under HIP care, the cost for drugs averaged $17.80 per patient in the study year;
the corresponding figure for other nursing home patients was $23.18.

We are no longer engaged in a demonstration program. Medicaid is here and
all of those enrolled can select as their source of medical care physicians in the
community at large willing to accept them as patients, out-patient clinics in
hospitals, or HIP. Medicaid members of HIP are covered for both out-of-hospital
and in-hospital medical care from the Plan’s physicians. In the demonstration
program, Welfare regulations required that hospital admissions of Welfare
clients be made to general service ward accommodations and HIP physicians
could not continue to assume responsibility for the Welfare patient’s care when
he went into the hospital. Medicaid has changed this, thereby eliminating the
critical break in continuity of care that previously existed.

HIP continues to be intensely interested in determining the impact that its
system has on utilization, mortality, and disability rates of both Medicaid and
Medicare enrollees. When more time has elapsed, ways will be found to examine
this issue further.

The public normally thinks of medical care in terms of physicians and hos-
pitals ready to provide services when illness strikes and by and large this is the
content of medical care in the community at large. Prepaid group practice,
typically, is concerned with a program of care that enlarges on this concept.
It is concerned with the totality of health care—not just the treatment of illness.
For example, HIP emphasizes preventive health services. As an aid to the
physician, it distributes a quarterly bulletin to subscribers and assists the medical
groups in organizing and programming health education meetings for the mem-
bers. When the Welfare demonstration project was started, and later under
Medicaid, special brochures were prepared by the Plan and distributed to the
new members to familiarize them with the benefits and how to obtain them.
Long before Medicare, the program included educational meetings in the medical
group centers on physical and emotional problems of the aging. These have been
intensified (Exhibit).

In addition to health education, the Plan through a highly qualified staff of
social workers provides consultation services to physicians and administrative
personnel of the groups in dealing with patient problems requiring community
resources. A nutritionist staff is also available for consultation and aids the
physicians in regulating diets for diabetics, hypertensives, the obese, and many
other groups of patients requiring a special diet regimen.

Opportunities for testing the practicality or value of innovations in medical
practice and benefits exist in group practice in a way that cannot readily be
duplicated in fee-for-service solo practice. HIP and other group practice plans
are exploiting these opporturnities in a number of critical areas with great poten-
tial benefit to the aging. Glaucoma detection is an important preventive health
measure but its incorporation into medical practice has been difficult principally
because of the shortage of ophthalmologists. Several years ago HIP initiated a
program through which well-trained nonmedical personnel could be used to
perform tonometry and thereby locate patients for whom more definitive tests
should be performed by the ophthalmologist (Exhibit). A significant aspect of

this effort is the training and use of nonphysicians to perform tasks usually

carried out by physicians. There is almost universal agreement that an expansion
of this approach on a selective basis to other branches of medicine is essential to
conserve physician manpower.

SCREENING RESEARCH UNDERWAY

HIP is currently engaged in a highly complex research project which has as
its end goal determining whether periodic screening for breast eancer by means
of clinical examination of the breast and mammography (a relatively new soft
tissue x-ray procedure) will result in a reduction in mortality from breast cancer.
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About 6 per cent of the women during their lifetime develop breast cancer
and half die within five years of cancer detection. The tragedy of this con-
dition is that despite the attention given to it, there has been no reduction in
the rate of mortality from breast cancer in over thirty years. The hope is that
early detection through screening will change this picture. HIP was selected by
the National Cancer Institute for the project because of the Plan’s long record of
successful research, its access to patients, and the ability to provide follow-up
medical care at no additional cost to the patient. Preliminary findings are en-
couraging ; between 65 and 70 per cent of the breast cancers in the screened group
of women are detected in a localized stage as compared with 47 per cent in a
comparable group not screened.

An example of breaking new ground in providing services is found in a demon-
stration program HIP is conducting to determine costs, personnel, and organi-
zation needed to provide mental health services. Fears about high costs have
delayed the inclusion of psychiatric treatment as a benefit in health insurance
plans. When such services are covered, they are usually accompanied by large
deductibles or coinsurance. HIP’s demonstration project, supported by a grant
from the New York Foundation and the Public Health Service, has as its objec-
tive establishing a mental health service which is fully prepaid. Currently the
psychiatric benefit in HIP is limited to consultation. For demonstration pur-
poses this benefit was expanded in the largest of the Plan’s medical groups to
include treatment from phychiatrists, psychiatric social workers, and clinical
psychologists. Information from the project is now being used to plan three
regional mental health centers where psychotherapy will be available for HIP
members as a prepaid benefit. It is expected that the broadened program will
start in mid-1968 with about 200,000 persons, including those on Medicare and
Medicaid, enrolled for this benefit.

Under active consideration in HIP is an automated multiphasic screening
program. The pioneering experience at Kaiser-Permanente, the largest prepaid
group practice plan in the country, has encouraged us to consider ways in which
multiphasic screening can be incorporated in our Plan. There seems to be little
question about the ability to detect disease early through this type of screening
program at far less unit cost than is ordinarily the case. We are impressed by
the need to establish a close link between the screening center and the physicians
responsible for follow-up care. It is often worse than useless to uncover a
condition if such a link does not exist. Automated multiphasic screening in
prepaid group practice is an integral part of a single system of medical care,
and problems of follow-up are far less serious in this system than outside. It is
also clear that the maximum value of screening lies in reaching the population
long before they are old enough to receive Medicare benefits. The objective of
early detection is either to reverse the disease or place it under control soon
enough to delay serious consequences. While disabling illness cannot be post-
poned indefinitely, it is hoped that early detection of disease will permit the
individual to lead a more productive life over many more years than at present.

In summary, group practice in HIP has led to: )

(1) Changes in the pattern of using medical services, with greater empha-
sis on care early in illness.

(2) A broadened concept of the responsibilities in the field of prepaid
medical care to include health education, social services, and nutritionist
consultation.

(3) Moderate levels of utilization of services accompanied by demonstrated
savings in costs for hospital care.

(4) Innovations in health benefit coverage ; the latest benefit to be offered
shortly is comprehensive mental health services.

(5) Demonstration of the use of nonphysician personnel as in glaucoma
screening and research in the value of new screening procedures as in breast
cancer screening which utilizes mammography (soft tissue x-ray).

(6) Availability of high-quality, comprehensive medical care from medical
groups on a fully prepaid basis to all segments of society including Medicare
beneficiaries and Medicaid enrollees.

The emphasis in this presentation has been on HIP experience. However, to a
considerable extent this is paralleled by the performance of other prepaid group
practice plans. There seems to be little question but that a major part of the
solution to the shortage of medical manpower, control of utilization and costs, and
the problem of rapidly implementing new advances in medical knowledge depends

83481 0—68—pt. 2——10




484 COSTS OF HEALTH SERVICES TO OLDER AMERICANS

on the spread of group practice. This will, however, be a slow process unless the
Federal government acts to assist and stimulate the growth of group practice
prepayment plans. Direct loans and grants are needed to meet developmental and
start-up costs for new programs and to construct and improve facilities in exist-
ing programs.

(The chairman addressed the following questions to Mr. Brindle
ina letter written after the hearings:)

1. Mr. Haughton, Deputy Administrator of the New York City Health Services
Administration, has informed the Subcommittee that many OAA recipients
served by H.I.P. expressed some reluctance to leave the municipal clinics, which
were so familiar to them. Did this attitude in any way cause serious problems?

2. You mentioned that Medicaid recipients now served by H.I.P. do not pay
deductibles or coinsurance because a municipal agency pays such charges. May
we have additional details and comments on the desirability of such arrange-
ments?

3. Your comment about H.LP.s quarterly bulletin, and your emphasis on
preventive health services reminds me of an amendment I have proposed for this
year’s Social Security legislation. It would instruct Secretary Gardner to con-
duct a study of the desirability of making health screening a Medicare benefit.
May I have your reaction to this proposal.

4. T also believe it might be a good idea to have appropriate agencies au-
thorize preparation of a health care manual that could be distributed to Medicare
recipients at an appropriate time. Would such a publication be helpful, if care-
fully prepared, possibly with the help of leaders from the communication media?
(Your experience in health education programs at HIP certainly should give
us helpful insights.)

5. Your demonstration program relative to mental health services is of great
interest to the Subcommittee. I hope you will keep us informed of your progress.

6. Your statement strongly suggests that Medicaid patients could be served
effectively through group health practice on a per capita fee basis. I would like
some additional comments on services provided through HIP, as compared to
services provided to others eligible in New York City for Medicaid, but not
served by HIP. I would also like your views on whether similar programs could
be established elsewhere. As I understand it, there are relatively few group
practice plans in the nation. Can we expect growth of such plans at a rate that
will have significance for Medicaid recipients, even with the kind of Federal
help you suggested in your testimony?

7. Mr. Oriol has informed me that you participated in the proceedings of the
final day of the National Conference on Group Practice at the University of
Chicago on October 20 and 21. Perhaps that conference has suggested additional
points that you may wish to make to this Subcommittee. If so we would be
happy to receive them.

(The following reply was received :)

(1) I believe Dr. Haughton was referring primarily to OAA recipients who
were receiving medical care from highly specialized out-patient clinies in mu-
nicipal and voluntary hospitals. Arrangements were made for these recipients,
on request, to remain with the clinics rather than transfer to HIP. The number
involved was quite small, about 100 out of the 12,000 ambulatory OAA’s in the
program. With regard to the others, there was evidence that confusion existed
initially among the OAA’s about their HIP benefits and where they were to
receive medical care. Special efforts were made by HIP and the medical groups to
clarify the situation. These included, in addition to health education material
and invitations to visit the gronps for evening meetings, a home visit to many
new enrollees to explain the HIP system and urge that an appointment be made
for a medical examination. We think these measures have paid off. but we recog-
nize that the change from past, poor medical practices to a desirable pattern
requires sustained effort.

(2) In this question, I assume you are referring to Medicaid recinients also
eligible for Medicare, Part B. The arrangement being made with Social Security
Administration is for HIP to he reimbursed bv this agenev for the per eanita cost
of services covered under Medicare, less the average value of the deductible and
20 per cent coinsurance. The Social Services Department of New York City
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has agreed to pay HIP on a capitation basis for the uncovered services, de-
ductible, and coinsurance. Accordingly, between these two agencies, the total cost
of medical care made available or arranged for by HIP is being met. We have
welcomed this arrangement, since it is consistent with our policy to serve the
broadest possible range of social and economic groups in the New York area.

As indicated in my written statement at your Subcommittee’s hearings in New
York City on October 19, 1967, the non-indigent Medicare beneficiaries in HIP
pay a small supplemental premium as payment for the Medicare-excluded
services, the deductible, and coinsurance. The removal of deductibles and coin-
surance for specific services has not resulted in unusual utilization either by
the aged covered under Medicaid or by the non-indigent aged enrolled in HIP.

(8) I agree with your proposal to make general physical examinations a Medi-
care benefit. It is strange that Part B excludes not only such examinations and
eye refractions but immunizations, which can be life-saving, as for example
in an influenza epidemic. The concern about unnecessary utilization that may have
prompted such exclusions should be dealt with through controls rather than by
eliminating payment for these medically important services. It must also be rec-
ognized that “health screening,” to be of maximum value, should be initiated be-
fore a person becomes aged and should be conducted under conditions that assure
continuity between findings and followup by the patient’s personal physician.
I hope that Federal legislation on health examinations will not stop with Medi-
care, Part B, but will deal with these broader requirements.

(4) The type of publication mentioned would be very useful and we, at HIP,
would be happy to cooperate in its preparation. There are many difficulties in
developing suitable educational material for the Medicare beneficiaries and the
activity would have to provide for a careful statement of what the desired goals
of the manual are, field studies to test material, and evaluation of its effective-
ness.

(5) We will be glad to keep you informed about our progress in the field of
mental health services.

(6) The Medicaid program in New York City and the participation of HIP are
still comparatively new events. No factual information of a comparative nature
is available as yet. However, from past experience, we would expect on the basis
of the Welfare Demonstration Project that, over time, our Medicaid enrollees
would develop a utilization pattern in which more preventive health services were
obtained than elsewhere, a higher proportion of the enrollees saw a physician
during the year, very low utilizers of medical service increased their utilization,
and greater use was made of highly qualified physicians. We would expect these
changes to occur without a burdensome increase in overall physician utilization
and at a per unit cost less than in the general community.

Prepaid group practice programs could be established elsewhere, and soon.
There is abundant evidence that with the Federal assistance I mentioned in
testimony, such programs would grow at an unprecedented rate. Medicaid would
be affected, since an underlying principle of prepaid group practice plans is to
serve the community, and Medicaid recipients are part of the community.

(7) A National Conference on Group Practice called by the Secretary of
Health, Education, and Welfare was held at the University of Chicago on October
20 and 21, 1967. The objective of the conference was to find ways by which the
group practice of medicine and prepaid group practice could be encouraged
through action at the Federal level. A very broad range of occupations and
interests was represented at the meeting. There were top leaders from the field of
nonprofit prepayment (Blue Cross, Blue Shield, and the group practice prepay-
ment plans) ; there were top executives from insurance companies, leaders of
organized medicine, educators, economists, businessmen, and labor leaders. It is
anticipated that a number of very specific recommendations will be made by this
conference which will be helpful in developing a2 more modern medical care
system under which the rapid escalation of costs can be contained or arrested.

Here are some of the recommendations offered at the conference:

(a) Medical schools should be encouraged to develop group practice treat-
ment centers so that the new physicians will get some experience in this type
of organization.

{b) Because there is trouble in licensing or chartering group practice and
group practice prepayment agencies, there should be Federal legislation for
the licensing or chartering of such agencies.
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(c) Hill-Burton grants should be denied to hospitals which discriminate
against physicians who are in group practice or group practice prepayment
plans,

(d) Insurance companies should seek to help develop and invest in group
practice plans and enter into joint marketing arrangements for such coverage.

(e) There should be choice of fee-for-service open panel plans and group
practice plans under existing health insurance coverages.

(£) Title XVIII and Title XIX money for Medicare and Medicaid should
be denied to States which refuse to make suitable arrangements with group
practice plans for coverage under these Federal programs.

(g) There should be Federal subsidies for training programs to be de-
veloped in suitable medical schools and schools of public health and in exist-
ing prepayment group practice programs.

(h) Federal monies should be made available for expanding existing group
practice and group practice prepayment programs and for developing new
programs of this kind. These funds should be in the form of grants, loans,
and loan guarantees, especially for the creation of facilities and personnel
and financing for initial planning and starting-up expenses in such programs.

Senator SmaTrERs. I thank both of you gentlemen for the excellent
suggestions to look into this in more detail.
Dr. Gitman, you may proceed.

STATEMENT OF LEO GITMAN, M.D., DIRECTOR, DEPARTMENT OF
COMMUNITY HEALTH, THE BROOKDALE HOSPITAL CENTER,
BROOKLYN, N.Y.

Dr. Grrman. In my written testimony which is in the hands of the
committee the following are some of the areas of concern which were
discussed.

1. Requirements for provision of high-quality health care services
for the elderly in a poverty, urban area, using the community of the
Brookdale Hospital Center as a model.

I pointed out that high-quality health care resulted from the appli-
cation of current knowledge and developing research findings to the
safeguarding of the health of the population with minimal timelag.
This implies a transmission mechanism originating in the store of ex-
isting knowledge and research activity, and ending in the man in the
street. This mechanism consists of two segments—delivery of health
knowledge to the physician and other health professionals, and de-
livery of health services to the population. Both segments require re-
organization and upgrading. We have “disadvantaged” physicians as
well as patients. )

2. The development, scope, and objectives of the Brookdale multi-
phasic health screening program. Among the effects we anticipate
this program to have on the organization of health services in our
area are the following :

(a) The effectiveness and efficiency of the physician should be
significantly increased by the data base provided by the computer
processed patient summary. In practice, this should be equivalent
to increasing the supply of available physicians.

(b) Since referral and followup of patients who have been
screened 1s an integral part of a multiphasic health screening pro-
gram, delivery of health services will, out of necessity, be
strengthened.

(¢) The information supplied in the multiphasic health screen-
ing patient summary should upgrade the quality of medical care
in the community.
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(d) The mechanism created for the registration, referral, and
followup of people in the community should bring many of the
“hard to reach” into the mainstream of health care.

3. T am not alone in my conviction that medicare and medicaid are
milestones in the development of health care systems which, hopefully,
will furnish what we all earnestly desire—the highest quality health
care for all people.

Unfortunately, medical care for the elderly is still largely episodic,
fragmented, discontinuous, and far from comprehensive.

Legislation has eased the financial burden of the elderly. But major
changes are needed to create systems of delivery of health services
which are responsive to individual needs and furnish high quality
care. This, in turn, has two requirements:

(1) A radical shift of emphasis from consideration of the patient
as an inert container in which reside one or more disease processes, to
looking at him as a social being.

(2) Since the hospital is the primary provider of health care to the
poor older person, it must reorganize its ambulatory care program.
A basic requirement of good outpatient care is having a single phy-
sician assume the role of guardian of the patient’s health. This arrange-
ment will avoid the situation where several highly trained specialists
concurrently treat specific diseases, but no one treats the patient as a
person.

I would conclude with a plea for a reappraisal of our approach to
the entire problem of health services for the elderly. This in no way
ilnderestimates or derogates the need for meeting the existing prob-

ems.

Every effort should be made to reduce the economic burden of
the elderly, develop more efficient systems for delivery of health
services, increase health manpower, reevalate the role of the physician,
nurse, social worker, and other health professionals, and improve the
quality of health care. But all we can hope for is a holding action
until we can make a significant impact on the incidence and morbidity
of chronic disease.

The health needs of the elderly, far outstripping our current health
resources, are increasing at such a rapid rate that we, very likely,
will never catch up.

The enormous unmet health needs of the elderly derive not pri-
marily from the fact that he is aging, but is an expression of the dis-
abilities produced by chronic illness. Logically we should, therefore,
address ourselves to the problem of chronic disease prevention.

The early detection of disease, before the individual presents
symptoms, offers the most promising preventive aproach. It is for this
reason that we at the Brookdale Hospital Center are developing a
multiphasic health screening program. We strongly urge increased
support of demonstration programs of this type.

We are fortunate in that two agencies in the U.S. Public Health
Service have concerned themselves with multiphasic screening. The
National Center for Chronic Disease Control is funding development
of instrumentation and systems, and the Adult Health Protection and
Aging Branch is supporting demonstration programs. A significant
expansion of their currently modest programs would provide an ade-
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quate base for a logical, basic approach to the problem of high-
uality health care services for the elderly—the prevention of chronic
illness.
We can ill afford the luxury of indecision and delay. It is impera-
tive that we intensify the study of preventive health systems now.
Thank you.
(Dr. Gitman’s complete statement follows:)

PREPARED STATEMENT OF LEO GIiTMAN, M.D., DIRECTOR, DEPARTMENT OF COMMU-
NITY HEALTH MULTIPHASIC HEALTH SCREENING PROGRAM, THE BROOKDALE
HosriTAL CENTER, BROOKLYN, NEW YORK

The subject of inquiry is, “Costs and Delivery of Health Services to Older
Americans”. Having no special competence in the economics of medical care, I
will confine my remarks tothe delivery of health services.

May I begin with a caution. Too many discussions of health care services are
characterized by John Galbraith’s “wordfact” which he defines as follows:

“The wordfact makes words a precise substitution for reality. This is an enor-
mous convenience. It means that to say something exists is a substitute for its
existence, and to say that something will happen is as good as having it happen.
The saving in energy is nearly total.”

A closely related species is the “wordglow”. In this case, the use of words as
slogans with little attempt at precision, provides the user with a glow of satis-
faction. After sufficient repetition, this replaces the need for accomplishment.

A good example, perhaps, is the use of the phrase “high quality health care”.
No reasonable member of society would deny the desirability of high quality
health care. But what is it exactly, that is found so desirable? A valid definition is
crucial, because without it we cannot define our goals. I would propose a simple
definition. High quality health care results from the application of current knowl-
edge and developing research findings to safeguarding the health of the population
with minimal lag time.

A crude systems analysis indicates the existence of a transmission mechanism
originating in the store of existing knowledge and research activity, and ending
in the man in the street. Closer scrutiny reveals two subsystems; delivery of
medical knowledge to the physician and other health professionals, and delivery
of health services to the population.

I submit that these subsystems must be considered jointly for it would be
senseless to develop an effective mechanism for dispensing second-rate health
care.

Let us first consider the lag between existing and developing knowledge and the
physician. This essentially relates to continuing education. The American Medical
Association, county medical societies, medical schools, chapters of the American
Academy for General Practice, have, for many years, provided post-graduate
courses, many of excellent quality. There is, however, serions doubt that the
“one-shot” course of instruction is an effective means of improving the physi-
cian’s management of patients. I firmly believe that there must be an on-going
daily involvement in learning in a fostering environment. First-rate hospitals,
community or university, are most likely to offer this setting.

In many instances, the general practitioner may be considered the “dis-
advantaged” physician. He is busy, harassed, and with little time to keep abreast
with the medical literature. He must cover a wide spectrum of medical subjects,
in contrast to the narrow specialization of other physicians. To make matters
worse, the generation of new medical knowledge proceeds at a bewildering rate.
In addition, in too many instances, he is not a member of the staff of a first-
rate hospital. It is here that the new knowledge becomes part of the daily ex-
perience, where he can absorb it efficiently and effectively. He strives against
tremendous odds, and finally, like other disadvantaged members of society, he
throws his hands up in frustration.

SPECIAL PROBLEM IN GERIATRICS

In the case of geriatrics—the medical care of the elderly—special problems
exist. The medical profession, with some exceptions, often disregards the special
body of medical knowledge relating to aging. This holds true for the medical
education programs of hospitals, where the post-graduate training of medical
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students and the continuing education of practicing physicians takes place. There
is also a lack of appreciation of the physician’s role in the social system created
by the doctor-patient relationship, especially when the patient is aged.

Several years ago, I studied the effectiveness of a Geriatric Coordinator in a
hospital setting in remedying this situation.

A well trained physician with experience in health care for the aged, in its
broadest aspects, was designated Geriatric Coordinator. His function was to
stimulate consideration of age-related factors in staff conferences, bed-
side and informal discussions which constitute the learning experience of
hospital work.

The findings of this study were as follows:

1. The level of knowledge of the physicians studied about the unique
problems of and resources for dealing with the health of the aged, was low.

2. Specialized conferences and seminars on aging, per se, were not an
effective means for fostering interest and increasing knowledge in this field.
If aging is considered a stage in the continuum of human development, it
is logical to strive for an awareness of its impact being incorporated into
the warp and woof of the daily professional activity of the hospital.

3. Analysis of the clinical presentations and discussions at the depart-
mental conferences revealed the importance of the role of the Geriatric
Coordinator. Initially, many case discussions failed to take into account age-
related aspects where these considerations were pertinent. When this was
discussed with the Directors of Service, the performance improved con-
siderably. Performance tended to deteriorate until jogged by further pres-
sures by the Coordinator. It was apparent that an on-going effort was
required to prevent retrogression.

At the conclusion of this study, we found a significant increase in the aware-
ness of health resources for the aged by the physicians; an increased acceptance
of the legitimacy of special concern with the health problems of the aged and of
directing services to them; a milieu in which this greater concern and aware-
ness was more -acceptable.

With these considerations in mind, the following recommendations for up-
grading the delivery of health knowledge to the physician are offered :

1. All general practitioners in a hospital’s community become members of
the staff of a hospital. It is the hospital’s obligation to aid in accomplishing
this. This applies to community, university, and government hospitals. This
appointment should not be a superficial one. The general practitioner must
be intimately involved in the daily activity of the hospital and his respon-
sibilities should be commensurate with his training and skill as in the case
of other hospital staff members.

2. A coordinator for Geriatrics be appointed to hospital staffs to work with
the Director of Medical Education to stimulate and incorporate the teaching
of age-related biomedical changes in patients. ‘An important part of the
program should focus on the psycho-social role of the physician in his rela-
tionship to the patient.

3. Training courses for Geriatric Coordinators should be organized.

4. Since the Director of Medical Education in hospitals is a key figure in
planning and orientation, an educational effort to convince him of the
need for instructional activity in the field of aging is necessary.

These recommendations can be implemented in the near future. They do not
require expenditure of large sums of money. They do not require radical in-
novations in the current practice of medicine. What is required is the hospital's
acceptance of its responsibility and the practitioner’s willingness to expend the
necessary effort to meet his obligations to continuing education and hospital
activity.

In Oir consideration of the doctor-patient relationship, let us oonsidgr some of
the psycho-social factors which act upon the physician. One of these is his own
self-image, and as part of this, his self-esteem. The physician generally accepts
the role of savior or helper which the patient assigns to him. He, therefore, bases
his self-evaluation on his effectiveness in helping the patient. When the symp-
toms are numerous and vague, the history difficult to elicit, the numpgr of diag-
nostic possibilities bewildering, and therapy ineffective, 'qhe physician’s self-
esteem is threatened. He becomes frustrated and disengages himself. .

This disengagement or withdrawal may take many forms. One of these is loss
of interest, resulting in haphazard, ineffective management. Another form of
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withdrawal is symptomatic treatment. The physician no longer looks at his
patient searchingly. A prescription is given for each symptom, resulting in a list
of multiple, often confusing, medications.

Another form of disengagement is excessive referral to specialists. The old
man presents such difficult and frustrating problems, that it is very easy to believe
that he needs the services of a trained psychiatrist or other specialist.

Another possible consequence is—uncritical diagnostic evaluation—which be-
comes a form of withdrawal. The physician presented with an obvious diagnosis
in an aged patient closes his mind, and additional important and perhaps
curable disorders remain undetected.

Another danger is attributing abnormal test results or lack of therapeutic
response, in some vague way, to the advanced age of the patient. If his liver
function tests are abnormal, or if the medication prescribed doesn’t help the
patient, the physician doesn’t re-examine his approaches and techniques.

GAPS IN SERVICE DELIVERY

Now, let us turn our attention to the gap in the transmission line between physi-
cian and patients, i.e. delivery of health services.

Here, the significant variables are the amount and nature of health care re-
sources available in a community, and the characteristics of the population to
be serviced. .

For the past several years, I have been Director of the Department of Com-
munity Health of The Brookdale Hospital Center. I will use my experience in that
setting as a basis for discussion.

With regard to health care resources of our community, I present some per-
tinent data in Table 1.

‘We have compared the four least deprived health areas in our hospital com-
munity with the four most deprived. The population per physician in the former
is 1,142, and in the latter 6,325. This is almost a six-fold difference! The age dis-
tribution of the physician is also significant. Eighty-four percent of the physi-
cians practicing in the most deprived areas are over age 50, whereas 589, are
over age 50 in the least deprived areas.

In two of the four most deprived health areas with a population of 43,000,
there is a total of two physicians, one in the 66 to 70 and one in the 71 to 75 years
age bracket.

The dearth of practicing physicians in the ghetto area is painfully apparent.
One may question the significance of these findings with the statement that these
areas are not isolated, so that people could reach health resources by public
transportation. This belief disregards the fact that the elderly in this kind of com-
munity are often doubly afflicted—they are poor and they are chronically ill.

In view of the lack of physicians in the area, it is the responsibility of the
Hospital to cooperate with the City and other agencies in efforts to provide
adequate medical services.

The total population of the Hospital community is approximately 500.000,
It is obviously impossible to service this number directly by The Brookdale
Hospital Center. Several years ago, we proposed a regionalization of health care
services in our Hospital area. According to this plan, The Brookdale Hospital
Center would be the back-up resource for the Department of Health District
Health Clinies and neighborhood health centers which would be strategically
sited in the community to provide complete coverage for the area in cooperation
with existing resources. This concept coincides with the current master plan
of the Health Services Administration and Department of Health of New York
City, with whom we are working closely in establishing this network in our
core area.

This regionalization should ease the problem of travel distance to health serv-
ice resources and since the satelite units will be situated in the community, the
sociological separation between provider and user of health services will also
be narrowed. Although this applies to all age groups, it is of special importance
to the aged.

Up to this point, I have discussed the delivery of medical knowledge to the
physician and the facilities program for the delivery of health services.

‘What kind of health services are needed? Two vears ago, we critically reviewed
our Out-patient Service practices, with special emphasis on the elderly patient.

Some of the pertinent findings with regard to patients, age 65 and older, are
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presented in Table II. It was found that one out of seven patients had attended
the Out-patient Service for five or more years; more than half were admitted
as patients, and an equal proportion utilized the Emergency Room. One out of
three utilized all three facilities—Out-patient Service, Emergency Room, and
In-patient Services—of the Hospital. These data appear to indicate that the
aged poor utilized the Hospital as their primary and chief source of medical
care. .

Another significant finding was that one out of four attended four or more
separate specialty clinics in the Out-patient Service. This might, at first glance,
appear to indicate good mediecal care since the patient is being seen by specialists.
Unfortunately, this is not true. Concurrent attendance of numerous clinics
usually indicated fragmented uncoordinated care. The patient’s failing heart,
arthritic joints, diabetes, and high blood pressure were being treated—but no
one was concerned with the patient as a person.

On the basis of this study, we formulated an ambulatory care program,
designed to provide a doctor-patient relationship. Hitherto, as in most Out-
patient Services in this country, the patient reported to a room. The physician
assigned to that room for that session was the patient’s doctor for that visit.
The next visit would be to the same room, but, very likely, the patient would
be seen by another physician, unfamiliar with his condition, who would spend
precious time trying to reconstruct the medical situation from a chart difficult
to decipher.

At this point, I must note that the considerations and recommendations made
above leave the basic problem untouched. Just as the building of more roads
doesn’t appear to catch up with the increasing number of motor vehicles in
circulation, so will the construction of health care facilities and services be
unable to adequately meet the problem of inadequate health care for the
elderly. The needs of the elderly, far outstripping our current health resources,
are increasing at such a rapid rate that we, very likely, will never catch up.
These needs derive not primarily from agmg, but are an expression of the dis-
abilities produced by chronic illness.

Our concern should be with the “well” person with no significant health eom-
plaints. We should attempt to detect disease in its earliest stages, so that the
subsequent course of the disease could be halted or altered to minimize chronic
illness and disability. Only then, would it be possible to get ahead of the game.

BROOKDALE MULTIPHASIC SCREENING PROJECT

At The Brookdale Hospital Center we are developing a Multiphasic Health
Screening Program designed to evaluate its effectiveness as a chronic illness
preventive. This program is partially supported by the Adult Health Protection
and Aging Branch, Bureau of Health Services, U.S. Public Health Service.

I would add, parenthetically, that the activity of this Branch and National
Center for Chronic Disease Control, is making a significant contribution. NCCD’s
support of development of automatic disease detection equipment and systems,
coupled with the Adult Health Protection and Aging Branch’s support of pro-
grams which would utilize these techniques, serve as a potent stimulus to
further development.

The Brookdale Multiphasic Health Screening Program is based on the use of
automated testing equipment and the Hospital’s fully automated laboratory and
computer facility. It is designed to provide, with careful quality control, screen-
ing tests results in large numbers of apparently ‘“healthy” adults, age 40 and
over, in an efficient, effective manner.

The program is part of a health program aimed at detecting and treating
disease in its earliest stages. In the present state of medical science, this concept
offers the most promising approach to the prevention of chronic illness.

During the screening process, the participant passes through a number of test
stations, including the following : medical history questionnaire ; standard scalar
electrocardiogram and vectorcardiogram (Frank), blood pressure, Papanicolaou
smear for cervical cancer, height, weight, chest x-ray, visual acuity, tonometry,
dental examination including exfoliative cytology and survey dental x-ray, audi-
ometry, spirometry, retinal photography, and laboratory tests consisting of : RBC,
WBC, hematocrit, mean corpuscular volume, hemoglobin and hemiglobin con-
centration, WBC differential count, urinalysis; blood chemistries: (1 hour post-
glucose challenge), glucose, urea nitrogen, total protein, albumin/globulin, alka-
line phosphatase, bilirubin, SGOT, LDH, calcium, phosphorus, uric acid,
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cholesterol, sodium, potassium, chloride, CO: content, VDRL, blood grouping,
and PBI.

‘The processing time is approximately 214 hours.

The test results are processed by the Hospital’s computer facility which prints
out a complete summary for each participant. Rigorous precautions to maintain
professional confidentiality will be taken. Since the Multiphasic Health ‘Screen-
ing is only a part of a periodic health check-up, this summary is sent to the
physician and the dentist of the participant’s choice, who will then proceed in
the traditional manner to examine, investigate further, and prescribe treatment,
if indicated. The patient is advised that he will receive information regarding
the results of his tests when he visits his physician and dentist. The Medical
Society of the County of Kings and the Second District Dental Society are
cooperating with us for referral of those persons who may not have their own
doctor or dentist.

The screening process is primarily an alerting, rather than a diagnostic
mechanism. Significant responses in the medical questionnaire and abnormal
test results will indicate the areas requiring definitive diagnostic effort, e.g.:
findings of anemia require the physician to establish the cause, with perhaps the
questionnaire responses furnishing clues. The physician’s role in the provision of
medical care is, therefore, strengthened, not attenuated.

Hopefully, this Multiphasic Health Screening Program, coupled with the im-
proved ambulatory care program, will have several important effects on the
delivery of health care services in our community.

1. The effectiveness and efficiency of the physician should be significantly
increased by the data base provided by the computer processed patient sum-
mary. In practice, this should be equivalent to increasing the supply of avail-
able physicians.

2. Since referral and follow-up of patients who have been screened is an
integral part of a multiphasic health screening program, delivery of health
services will, out of necessity, be strengthened.

3. The information supplied in the multiphasic health screening patient
summary should upgrade the quality of medical care in the community.

4. The mechanism created for the registration, referral and follow-up of
people in the community should bring many of the “hard-to-reach” into the
mainstream of health care.

I am not alone in my conviction that Medicare constitutes a milestone of his-
toric significance in the history of medical care in the United States. But this
should not blind us to its inadequacies. The most glaring example is the law’s al-
most total disregard for preventive medicine. This is of fundamental importance,
for only by preventive medicine, can we hope, in the long run, to turn the tide of
the effect of chronic disease in the aged.

A second matter of concern is that the law concerns itself with the payment
of medical costs and pays little attention to the quality of the care this money
is to purchase. That is to say—quality control. The funds made available by
Medicare should not be used merely to pay for services previously rendered at
reduced costs or gratis, without improving the quality of these services.

If the goal of Medicare and Medicaid is to improve the health service practices
in this country, especially in urban areas, I must confess to serious doubts. Medi-
cal care for the elderly is still largely episodic, fragmented, discontinuous, and
far from comprehensive. Legislation has eased the financial burden of the elderly.
But major changes are required to create systems of delivery of health services
which are responsive to individual needs and furnish high quality care. This, in
turn, has two requirements;

1. A radical shift of emphasis from consideration of the patient as an ineri
container in which resides one or more disease processes, to look at him
as a social being.

2. Since the hospital is the primary provider of health care to the poor older
person, it must reorganize its ambulatory care program. A basic requirement
of good out-patient care is having a single physician assume the role of
guardian of the patient’s health. This arrangement will avoid the situation
where several highly trained specialists concurrently treat specific diseases,
but no one treats the patient asa person.

I would strongly urge amendments to the Medicare legislation which would
relate to these considerations.

I conclude with a plea for a logical, basic approach to the problem of high
quality health care services for the elderly—the prevention of chronic illness.
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TABLE t
Population Physicians
Health areas Population

Number Total Number Overage Underage  per M.D.

over 40 50 50
4 least deprived health areas........ 0,707 103,922 91 60 31 1,142
Percent. o oo iiiiiiien eiieeeises eeesceacee eeeessaene -
4 most deprived health areas..______ 24,459 82,220 13 11 2 6,325
Percent. o emceeieee cecmmmecs mecicccen seceeeeea- 84

TABLE II. SUBRVEY OF QUT-PATIENT SERVICE ACTIVITY
THE BROOKDALE HOSPITAL CENTER

SOME FACTS ON PATIENTS AGE 65 AND OLDER

1. Constitute approximately 20% of patients attending Out-patient Service.

2. Eighty percent of Out-patient Service population resides in Hospital core
area.

8. Duration of Out-patient Service attendance: 5 years or more—13%.

4. Number of specialty clinics attended concurrently : 4 or more clinics—25%.

5. Number attending Emergency Room : 58%.

6. Number admitted to In-patient Service: 53%.

7. Number served by Out-patient Service, Emergency Room, and In-patient
Service : 36%.

(The chairman addressed the following questions to Dr. Gitman in
a letter written after the hearings:)

1. Your statement said that the multiphasic screening program at Brookdale
would increase the effectiveness and efficiency of the physicians in your area. May
we have details on the number of physicians in your service area and the number
of individuals they serve, as well as your estimate of the amount of added service
they could give when the screening program becomes operational?

2. Much was said at the hearing about the desirability on neighborhood health
centers. What do you think would be the relationship of your screening program
to such centers?

3. May we have additional details on the facilities to be employed in your
screening program, the numbers of people to be served, and what special provi-
sions you are making for the elderly?

(The following reply was received :)

1. Number of physicians and population they serve in the service area of The
Brookdale Hospital Center:

The enclosed table presents this information according to health areas.
The paucity of physicians is painfully apparent. It should be noted that the
highest ratios of population per physician are found in poverty areas with
the most severe degree of negative demographic characteristics.

Hopefully, Medicare and Medicaid reimbursements, the availability of
multiphasic health screening data on patients, the involvement of The
Brookdale Hospital Center in health planning and services in the community
and providing sophisticated back-up resources, will attract physicians into
the community. In the immediate future, however, our Hospital will have
to fill the void.

A significant development is the approval, in principle, of the information
of neighborhood family care centers in poverty areas by the Medical Society
of the County of Kings.

2. Estimate of the added service physicians could give when multiphasic health
screening becomes operational :

The delivery of health care depends upon the number of physicians and
their individual effectiveness and efficiency. Effectiveness is an expression
of the quality of care, i.e.: preventive, diagnostic, therapeutic, and rehabilita-
tive; efficiency is related to the amount of work performed per unit time.

Multiphasic health screening should increase both effectiveness and ef-
ficiency. The computer printed patient summary provides the physician with
an extensive data base generated by sophisticated automated accuratg tech-
niques. This information would otherwise not be available, especially to the
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general practitioner. This information enhances the physician’s capabilities
for diagnosis and evaluation for medical management, i.e.: effectiveness.
This improved quality of performance can be achieved with no increase in
time spent with the patient, i.e.: efficiency. That is to say—a busy physician
spending 15 minutes with the patient can be far more effective and efficient
with the multiphasic health screening data base consisting of 300 medical
history questions, 16 groups of tests, and over 50 specific measurements, than
if he were to start from scratch.
3. Relationships of our screening program to neighborhood health centers:

As you know, we firmly support the concept of neighborhood health cen-
ters as extensions of the Hospital into the community for delivery of com-
prehensive health care. Since prevention is an integral part of high quality
care, we have urged the incorporation of multitest screening facilities in
each neighborhood center, with The Brookdale Hospital Center providing the
automated laboratory and computer services.

The Department of Health, Health Services Administration of New York
City, has agreed to incorporate a multitest health screening unit in a neigh-
borhood health center to be built in our hospital service area. Since the cen-
ters in our area would be staffed by The Brookdale Hospital Center, the
integration of patient records in the central hospital patient record file
becomes feasible. Thus, preventive medicine would be integrated in a high
quality health care program that had continuity, was accessible and accept-
able, and would have the resources of The Brookdale Hospital Center fo
service it.

4. The number of people to be served by the screening program and special
provisions made for the elderly : .

The screening program will start with 10,000 to 15,000 the first year of
operation, and beginning with the second year. 20.000 to 25.000 will be
screened. By the third year, satellite multitest stations are expected to tie
in with The Brookdale Hospital Center program for laboratorv and com-
puter services. Each of these, in turn, would serve 20,000 to 25,000 individuals
per year. In the subsequent three to five years, we expect to have 10 satel-
lites which will service 250 to 300 thousand persons annually.

Specific motivational programs for the elderly are planned. Transporta-
tion from senior citizen centers and housing developments will be arranged.
The patient flow in the screening process allows for differences of rate
of progression of individuals. Initially, this will be achieved by admitting
patients into the process in platoons of four rather than single individuals
at rigid intervals. After experience has been gained, we plan to change the
computer appointment program to achieve a balanced rroportion of younger
and older patients in each platoon interval. This will provide even more
leeway for elderly individuals. The volunteer and program staff will be
trained to provide quiet assurance and helpfulness to minimize anxiety and
possible depersonalization effect of the screening procedure.

DISTRIBUTION OF PRACTICING PHYSICIANS IN THE CORE SERVICE AREA OF THE BROOKDALE HOSPITAL CENTER

CORE AREA
Health areas Total number Total number Total Populati Populati
of M.D.’s of groups population per M.D. per group
51 18 30,356 595 1,686
75 35 32,223 430 921
21 18 18,739 892 , 041
29 17 33,746 1,164 1,985
28 16 31,366 1,120 1,9°0
15 11 31,688 2,113 2,881
4 4 18,801 4,723 4,723
6 5 20,288 3,381 4,058
17 7 24,299 1,429 3,471
3 2 16,624 5, 541 8,312
1 1 24,493 24,493 24,493
1 1 18, 54 18,548 18,548
10 8 19,263 1,926 2,408
5 2 23,323 4,665 11,662
12 10 19,964 1,66 y
10 9 27,447 2,745 3,050
8 7 17,901 2,238 2,557
28 21 43,280 1,546 , 06
324 192 452,439 1,396 2,356
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Senator SmaTrERs. Now, ladies and gentlemen, before I adjourn
this hearing I wanted to take the opportunity once again to thank Miss
Landau and Dr. Wise and all the people and the staff of this William
Hodson Community Center. We have had a most hospitable welcome
here today and you were cooperative in every way possible.

T furthermore want to thank my staff and the staff of the Commitiee
on Aging of the United States Senate and compliment Bill Oriol who
is the staff director for the fine constructive work which he has done
in getting all the witnesses together and making it possible for us to
have this exchange of views.

In that connection I want to thank Mr. John Guy Miller who is the
minority council representing the Republican membership and has
been with us today.

I want to compliment and thank Mr. Bill Norman, who is the coun-
sel for the subcommittee and who is here with us today, and Pat
Slinkard and her staff for all the fine work which has been done.

As has been said over and over again by all these witnesses, we have
made giant strides forward but much, much more needs to be done.
I am certain that as a result of the fine ideas which have been ex-
pressed to us today and the many suggestions which have been made
that we will make substantial improvement. Certainly we can never
stop working until the time has come when all elderly people have
available to them, if they want it, the best that is possible for this
Nation to provide in the form of good health care.

The meeting stands adjourned.

(Whereupon, at 5 p.m., the subcommittee adjourned.)




APPENDIXES

APPENDIX 1

ADDITIONAL INFORMATION OR EXHIBITS FROM
WITNESSES

ITEM 1: FLOOR STATEMENT BY SENATOR ROBERT F. KENNEDY ON
MEDICAID AMENDMENTS

Mr. President, I introduce, for appropriate reference, two amendments to H.R.
12080, the omnibus social security welfare bill now pending in the Senate Finance
Committee.

These amendments relate to Title XIX-—Medicaid. Their purpose is to lower
the enormous costs of that beneficial program without injuring the millions of
Americans who are deservedly aided by it. They will help to alleviate two of the
most serious problems that have arisen with Medicaid, particularly in my State
of New York.

The first contemplates variations in the income levels of eligibility within a
State based on differences in shelter costs within a State. Studies have shown
that shelter costs are the most significant variable in the cost of living as between
urban and rural areas. The cost of rent and home purchase in rural areas is far
less than in the cities. An income of $5,000 a year therefore buys far more in
rural areas than it does in the city. As a result, there is no real need that eligi-
bility levels for Medicaid be as high in the rural areas of New York State as they
are in its large cities, and my amendment would require the States to take varia-
tions in shelter costs into account when they determine eligibility levels. I believe
this is an important and constructive step forward, and would help us signifi-
cantly in the State of New York.

This amendment would alleviate what has become a near-crisis situation in
New York State. In some of our rural counties 75 to 80 percent of the population
is eligible for Medicaid under the income eligibility levels which the State estab-
lished. In these counties, welfare costs have skyrocketed over the past eighteen
months. Increases of 509% and 60% in the cost of welfare are common, and
909% or more of the increases are due to the cost of Medicaid. One county
executive wrote to me that welfare costs in his county are up almost 60%—over
$8 million—in just one year. He pointed out that this will cause local taxes to
double in short order, with the prospect ahead in the near future of a tax rate
triple the current level. Many counties have been forced to borrow to meet the
obligations which Medicaid has imposed.

It is no accident that the counties which have faced these difficulties are, by
and large, counties where living costs, and particularly shelter costs, are lower
than they are in some of the most heavily urban areas. The fact is consequently,
that in the