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PROVIDING A COMPREHENSIVE AND COMPAS-
SIONATE LONG-TERM HEALTH CARE PRO-
GRAM FOR AMERICA'S SENIOR CITIZENS

MONDAY. JULY 7, 1986

U.S. SENATE,
SPECIAL COMMITTEE ON AGING,

New Haven, CT
The special committee met, pursuant to notice, at 10 a.m., in the

Bella Vista Community Center, 31 Eastern Street, Hon. Christo-
pher J. Dodd presiding.

Present: Senator Dodd.
Also present: Deborah L. Hardin, legislative assistant; and Wil-

liam Benson, professional staff.

OPENING STATEMENT BY SENATOR CHRISTOPHER J. DODD,
PRESIDING

Senator DODD. Good morning, everyone. I am going to call, if I
may, this hearing together.

First of all, let me express my deep gratitude to Bella Vista, to
the folks who always make this what everyone considers to be one
of the finest institutions in the State for our older citizens. I am
delighted to once again be back to this particular facility, and to
welcome all of you here this morning.

We are all here this morning because we share a very strong and
common concern, and that is the long-term health care needs of
the growing population of older Americans.

I have called this hearing of the Senate Special Committee on
Aging for a very simple purpose, indeed.

I need to get the benefit of your views, your expertise, and your
insights so that I can be better equipped to ensure that the long-
term health care needs are met, not only in Connecticut but, of
course, across this country, and that they be met comprehensively
and compassionately now and in the future.

I am sure that most of you have heard a version of the 17th cen-
tury poem which begins, "Grow old with me. The best is yet to be;
the last of life for which the first was made."

Unfortunately, for many of our older Americans who experience
chronic disability or illness, the latter years of life are not always
full of poetic discovery and dignity.

And I am convinced that our failure to provide a comprehensive
and compassionate long-term health care program is largely to
blame for that.

(1)
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Today, 1.5 million older Americans live in nursing homes across
this country.

In addition, the number of senior citizens who are living in their
homes or the community with some form of chronic illness requir-
ing medical assistance is estimated to be over three times that
figure.

And the need for long-term care can only continue to grow.
The number of Americans aged 65 and older will more than

double by the year 2030. Even more telling is the fact that the
number of senior citizens over 85, those who are most likely to
need some form of long-term care, will increase in that same period
more than fivefold.

The hearing this morning will focus primarily on one aspect of
the long-term health care issue; that is, the availability and quality
of existing home and community based, as opposed to institutional,
long-term health care services.

I want to emphasize, first, that I am not opposed to nursing
home care at all. To the contrary, I happen to believe that, for
many of our elderly citizens, nursing homes offer the most appro-
priate form of long-term care, especially as the severity and medi-
cally dependent nature of the chronic illness increases.

But I do not believe that nursing home care should be, as it has
been in the past, the bedrock of our developing national long-term
care policy.

First, it is simply too expensive, especially for those elders whose
chronic illness is not fully debilitating.

Currently, just over half of all nursing home expenses are paid
by the patient, at the whopping cost of $15 billion a year.

Medicare simply does not pay for any long-term care services.
While Medicaid does foot about 50 percent of the Nation's annual

nursing home bill, it begins to pay only after the patient has spent
down his or her assets to meet the program's eligibility require-
ments.

That, unfortunately, comes all too quickly. Sixty-three percent of
elderly individuals without a spouse completely impoverish them-
selves after only 13 weeks at a nursing home, and 80 percent do so
within a year.

But even more importantly, I believe that long-term care ren-
dered in the home or the community, as opposed to the nursing
home, where possible, holds the most promise that the lives of our
elderly will be full of autonomy, productivity, and dignity.

One of Connecticut's own senior citizens, the renowed literary
critic, Malcolm Cowley, wrote a book on the eve of his 80th birth-
day, entitled "A View From 80," in which he describes what it is
like to grow old in today's society.

Mr. Cowley writes about the fear of becoming helpless. And I
quote him:

It is the fear of being as dependent as a young child, while not being loved as a
child is loved, but merely being kept alive against one's will.

He then quotes, the poet does, a letter written by an equally
young classmate who wrote, and I quote:
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My only fear about death .* . is that it will not come soon enough. * Hatpi-
ly, I am not in such a discomfort that I wish for death, I love and am loved, ut
please God [let me] die before I lose my independence.

Maximum independence should be the goal of any national long-
term health care policy. We should keep as independent as possi-
ble, for as long as possible, as many of our chronically ill senior
citizens as possible.

I believe a policy focused on home- and community-based alterna-
tives to institutional care stands the best chance of accomplishing
that goal.

Unfortunately, national studies show that up to 30 percent of our
elders now living in nursing homes across the country are there be-
cause they looked for but could not find adequate outpatient health
care services to allow them to remain independent in their own
homes.

Our long-term care program must start by providing the medical
and support services which make it possible for the elder person to
live in his or her home.

In addition, nearly 75 percent of nursing home residents are
without a spouse, as compared to just over 40 percent of noninstitu-
tionalized elderly citizens.

These statistics tend to suggest that the absence of a spouse or
family member who can provide informal health support, even
where in-home medical and support services may otherwise be
available, is the single most critical factor in determining whether
an elderly person will be placed in a nursing home at all.

Therefore, any long-term care program must ensure the avail-
ability not only of the necessary services, but also of caregivers
who can link those services with the chronically ill senior citizen.

In developing and implementing such a national long-term
health care policy, aimed at keeping chronically ill elders in their
homes or communities wherever possible, the Federal Government,
it seems to me, must work in joint partnership with State and local
governments and the private sector.

Here in Connecticut, such a partnership is already in place,
working to provide a coordinated network of medical and social
services for our chronically ill senior citizens.

Among the many members of that partnership are private corpo-
rations, such as the Travelers, which has, commendably, taken the
lead in examining the special needs of the family caregiver
employee.

In addition, religious and other volunteer groups, such as the
Connecticut Interfaith Caregivers Network, contribute invaluably
to the long-term health care program by providing the necessary
health and support services to the appropriate elderly citizens.

The hearing this morning will be a time to celebrate the ways in
which the Connecticut long-term care partnership is strong and ef-
fective, to serve as an example for the rest of the Nation.

As most of you already know, just last week, Governor O'Neill
announced the formation of a State commission which will report
early next year on the financing of long-term health care.

I congratulate and commend the Governor for taking this lead,
and I look forward with keen and concerned interest to the signifi-
cant results the commission will, no doubt, yield.
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The main purpose of this hearing, however, is to dispassionately
locate and critically assess the ways in which our national long-
term health care program needs to be strengthened and, selective-
ly, to find the most appropriate ways to achieve that strengthen-
ing.

We have got a long way to go before we can even call what our
country's got a "national long-term health care policy."

That policy must be developed comprehensively, compassionate-
ly, and responsibly, but very quickly, as well, because the health
care needs of today's and tomorrow's elderly simply will not wait
nor go away.

And I thank you for listening.
I should announce and tell you that I am delighted that we have

such a distinguished group of witnesses overall this morning, each
of whom has a very special expertise or understanding to contrib-
ute on the issue of long-term care of the elderly.

I am also fortunate that we have as our special guests represent-
atives from the public and private sector to give their expertise on
and concern for this issue.

And if time remains at the end of the witnesses' testimony, we
will open up this hearing to take questions directly from the audi-
ence.

For those of the audience who have comments on this issue of
long-term care for the elderly, they can fill out these sheets we
have distributed and, if there is time, we will try and get to those
questions, as well.

Our first witness is a single panel, if you will-Mrs. Dorothy
Kelly.

I will invite Mrs. Kelly to come and join us up here, if she will.
Mrs. Kelly is a resident of Hamden, and we have invited her to

share with us her personal experience and insights in this area of
long-term health care.

We welcome you this morning, Mrs. Kelly, and we invite you to
share with us your own comments before we get to the public and
private officials to talk about specific things that they are doing.

We thank you for being with us this morning.

STATEMENT OF MRS. DOROTHY KELLY, HAMDEN, CT

Mrs. KELLY. Good morning. My name is Dorothy Kelly. I live in
Hamden, CT. I would request that my name be kept private.

I am 72 years of age. My husband is 75. We celebrated our 50th
wedding anniversary last week.

My husband has been ill for 38 years. In those years, he has been
able to control one side of his brain. Within the last 5 years, has
been partially bedridden. For the last 2 years, he has been com-
pletely bedridden.

Now, doctors have not really diagnosed his illness. His condition
has been chronic, and he has good days and bad days.

When he was hospitalized, they did not want me to take him
home. They said he had to go into a convalescent home, and I had
quite an argument with them because they said it would be too
much for me to take care of him.
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I wanted to bring him home because I knew he would be a lot
happier in his home, in his own surroundings.

Also, I felt it was cheaper to keep him at home. I did get him at
home after arguing with the hospital staff.

In the end, I had to pay for the IV equipment and supplies be-
cause Medicare would not pay because he was not hospitalized. My
husband had hiccups for 1 month. The IV treatment stopped the
hiccups.

Now, my husband needs constant care, and I feel that CCI and
respite services have helped me to take care of my husband at
home.

Respite care is so important and, in the past, I have had some
health care which has relieved me and helped me tremendously.

I do not know if I could continue if it ever stops. I would hope
that the Government, in the future, would encourage health care
at home and keeping the elderly happy in their homes. Thank you.

Senator DODD. Thank you very much, Mrs. Kelly. Can I ask you
a couple of questions?

I would just repeat-for those who may not have heard Mrs.
Kelly from the media-I am going to ask the press, if they would,
to respect her request that her name not be used, respect her pri-
vacy.

Certainly, she has been very kind and gracious to come forward
and talk about her situation.

I would emphasize that what you will hear and what you have
heard from Mrs. Kelly is not unique.

Sometimes witnesses are asked to come forward because they
have a unique story to tell.

Her story is not unique. So, when you relate the facts of her par-
ticular situation, you will be accurately portraying what happens
to thousands of people in this State and across this country.

First of all, just on a personal note, Mrs. Kelly, you have made
the choice, obviously, to have your husband at home.

Could you share with us why you think that is particularly im-
portant?

Obviously, there are alternatives to that, but you wanted to keep
him at home. Why?

Mrs. KELLY. Well, for one thing, he made a request; that he
wanted to be home, and he did not want to die in a convalescent
home. And he was happier in his own surroundings.

This is why I felt that I would take him home, and he was con-
tent.

It is very depressing in a convalescent home when you are-as I
say, he is ill. But, at times, he would seem pretty good and, at
times, he would seem bad.

So, when he is good, he is a lot happier to be in his own home.
Senator DODD. Mrs. Kelly just said, for those in the back, that it

was a question of choice; that he felt happier being in his own
home; that he has days when he actually feels quite good.

And, if he is going to pass on, he would rather pass on in his own
surroundings rather than in some nursing home, where he does not
know anybody or could not even look out his own window.

Mrs. KELLY. He likes to be able to look out his own window.
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Senator DODD. It sounds like no big deal maybe to some people,
but to be able to look out your own window means a great deal to a
lot of people.

What sorts of services could be provided or would make it easier
for your husband to be in the home?

You talked about respite care. I wonder if you might mention
some of the other services that would make it easier for you to be
able to keep your husband at home.

Mrs. KELLY. Well, yes. As I say, everyone needs to get away for a
couple of hours, even a day, for relaxation.

Senator DODD. You are talking about yourself in this particular
situation?

Mrs. KELLY. Yes. If you have the home help, they help, but they
cannot be there all day. So, naturally, there are days that I have to
be alone with him all day.

And I have got to have a couple of hours off. And that is fine. I
mean, you want to do for the person, but this respite care would
help as far as helping the person who is taking care of someone.

Senator DODD. You look like a pretty strong woman, but there
are, I presume, certain functions, just the grooming, the bathing,
for instance, that your husband may need; it is important to be
able to have someone there, I presume, who can help you with
some of those things, also.

Not only to be able to get away with the respite care but, also,
even when you are there, how much do you feel you can actually
take care of him, physically, when he is particularly in need?

Mrs. KELLY. Well, first of all, I have been doing it for quite a
while. Not everybody is like me. There are some people that have
to have more help than I do.

But, I mean, the nurse I have been having over, the visiting
nurse-CCI has been terrific. They have come in and helped.

And, as I said, if I could get away for a couple of days-they are
snappy and all but, as I say, he has got his good days and he has
got his bad days.

But that is where I feel respite care, if they could come in and
help the person, would help. But it is so much cheaper to keep a
person home because you work hard-and, if they go into a conva-
lescent home, how much is left?

Senator DODD. Do you mind telling us how much you pay to-or,
how you pay for the care of your husband at home?

Mrs. KELLY. The nearest CCI I do not have to pay for; that is cov-
ered.

But Medicare stops after so long with the visiting nurse. But, as I
say, CCI has picked it up and helped me on that, but that cannot
continue. They have to have funds, too.

Senator DODD. But do you find that, aside from the CCI and some
of the things you suggested, in terms of the normal shopping and
other things you do-I mean, you are able to pay for that out of
whatever Social Security or other retirement benefits you have.

Is that relatively adequate enough to take care of the basic
needs, aside from the things you talked about?

Mrs. KELLY. Well, that's what I said. They have come in to go
shopping and things like that; they have done that.
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But, as I said, that is going to cut out, naturally, because they
have not got the funds to continue with it.

And, see, sometimes, an aide will come in from 8 to 9 or 8 to 10.
Well, meanwhile, you cannot do an awful lot in that time.

But you cannot expect them always; there are other people sick
besides my husband; I realize that. And I am grateful for what I
can get, you know, as help.

But, as I say, I do not know how I will ever continue if it does
not continue on.

Senator DODD. What would it do to your economic situation if
you had to place your husband in a nursing home?

Mrs. KELLY. I would never do it. I am sorry, but I am going to
keep him home, He has been a good man, and we are happy.

And I just would not do it, no matter how hard it got to be.
I think every elderly person wants to stay at home. They do not

want to go to a convalescent home. I know I will keep him home. I
only have enough money saved to pay for 1 month in a nursing
home.

Senator DODD. Well, he is a pretty lucky guy, Mrs. Kelly, and
you are wonderful to come by here this morning.

I thought it important at least to hear one person's story of what
was going on. And we will do whatever we can to get you help, but
you have got an awful lot of people in the State who care deeply
about you and the other Mrs. Kellys, if you will, around the State.

So, we thank you. Please, sit and listen to the rest of the testimo-
ny here this morning.

Mrs. KELLY. Thank you.
Senator DODD. Thank you very much.
I should mention that we have some distinguished guests in the

audience who may have some comments.
Steve Heintz, who is sitting up front, who is our commissioner on

income maintenance in this State-we are delighted to have Ste-
phen here this morning as well.

And maybe if we get to an appropriate point in the testimony,
you may have some thoughts or comments, as well. I appreciate
your coming down.

I am now going to ask our next panel of witnesses to come and
sit up here. It is a little crowded, but we are going to try to make
do.

The panel consists of Mary Ellen Klinck, the commissioner of
our State department on aging-actually, we could have all come
down in a car together. Where I live, Mary Ellen lives on one side
of me and Steve Heintz lives on the other side of me. So, it is
known as Murderers' Row in East Haddam, I guess.

They all want to know why we cannot get the bridge fixed with
all the political clout we have.

Mary Ellen has been the commissioner for over 3 years and has
provided leadership in all areas for the elderly. She has developed
strong support all across the State for her efforts.

Dr. Adrian Ostfeld is here as well. He is a professor of epidemiol-
ogy and public health at the Yale University School of Medicine,
and was a consultant to the White House Council on Aging in 1981.
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A recent Hartford Courant article, I might add, described Dr.
Ostfeld's knowledge on health issues on aging as encyclopedic. We
are delighted to have the doctor here with us, as well.

Audrey M. Wasik, who is also a good friend, is here. Audrey was
appointed by the Governor to be the coordinator of the State com-
mission on long-term care. She has an unequaled knowledge of this
area, and we are delighted to have her with us this morning.

Ms. Elizabeth Daubert is with us, executive director of the Con-
necticut Association for Home Care, Inc., a statewide association,
and she will be able to give us a practitioner's point of view.

Lastly, we have Ms. Joan Quinn, president of Connecticut Com-
munity Care, Inc., which administers the department of aging's
promotion of independent living program and, beginning this
month, the department of income maintenance's community-based
waiver project.

We look forward to hearing your testimony, as well.
I would ask that you all testify in the order in which I have in-

troduced you, and try, if you can, to keep the remarks down to sev-
eral minutes. If there are prepared statements, they will be made a
part of the permanent record of this hearing and available for all
to read in detail.

So, if there are prepared statements, consider them accepted, as
read.

If you want to paraphrase them or read them directly, whatever
you think is best, perhaps we could keep it down to about 5 or 7
minutes apiece, and get to the questions.

I want to mention, by the way-and I should have at the
outset-I invited Ben DiLieto, the mayor of New Haven, to be with
us this morning, the distinguished mayor and good friend, whom I
think almost has an office here at Bella Vista, he spends so much
time up here.

He is not going to be able to get by this morning, but people from
his staff will be here.

We also are going to be seeing to it that he gets the information
resulting from this hearing, as well.

Mary Ellen, again, we are delighted to have you with us this
morning.

STATEMENT OF MARY ELLEN KLINCK, COMMISSIONER,
CONNECTICUT DEPARTMENT ON AGING

Commissioner KLINCK. Good morning, Senator Dodd and distin-
guished members of the panel and my many friends and friends of
the elderly out here in the audience.

First, let me tell you what a pleasure it is to be here and to be
asked by Senator Dodd to speak at this very, very important hear-
ing today.

The health needs of our elderly is certainly something that we
are all concerned about.

During my 31/2 years as Connecticut's State Commissioner on
Aging, I have had the privilege of representing this special con-
stituency.
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What we have today in our great State we owe to their efforts.
Our older citizens have built our cities, farmed our fields, educated
our young, and cared for our sick.

I am very, very pleased to represent those people.
A great deal is written about the jobs that become obsolete be-

cause of new technology or changing markets. This will never be
the case for those of us in elderly services.

I am going to give you a few statistics. Between 1970 and 1980,
Connecticut's overage-60 population, which currently numbers
600,000, is growing at a rate 10 times faster than the overall popu-
lation.

Nationally, the older population increased twice as fast as the
rest of the population.

An analysis of this population explosion is even more startling
because the most rapid population growth is among those over the
age of 85.

Between now and the year 2000, our 85-and-over population will
more than double, increasing from 35,000 to 75,000.

As a result, the impact on health and home care services will be
particularly dramatic since it is in this age range that physical
problems occur with greater frequency and greater severity.

I was pleased when I learned that Senator Dodd had called for
today's hearing because I believe that thoughtful planning is essen-
tial if we are to successfully meet the health needs of our older
Americans in the years ahead.

Most of our elderly are able to live relatively independent lives.
Despite common stereotypes, only I in 20-that is about 5 per-

cent of all elderly Americans-are in nursing homes.
The overwhelming majority either live with a spouse or live

alone or live with their children.
Slightly more than half-61 percent, to be exact-o it was made

more readily available or affordable.
Two trends we see in Connecticut reflect the importance of pro-

viding supportive services along with shelter; they are the develop-
ment of congregate housing and life- or continuing-care communi-
ties. These are becoming more and more needed and more popular.

Congregate housing typically provides services such as meals and
housekeeping. It is for people who can live independently with a
certain level of support.

Congregate housing is being developed from the ground up, but it
is also appearing in the form of services being added to traditional
senior housing complexes.

We have many senior complexes where the residents have aged
in place over 10 to 15 years and, now, they really do need more
support services.

Life- or continuing-care facilities promise to become an increas-
ingly more popular option for middle-class elderly.

Typically, they provide a residence with an on-premises nursing
home, so a person will essentially receive care for life, we hope.

Often, they require substantial sums of money up front-some-
times as much as $6 0,000-in addition to monthly maintenance
fees of approximately $600 to $800.
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Beginning next January, my office will begin monitoring such or-
ganizations to provide better financial information to consumers
about their financial solvency.

But we must do more to make our long-term health care system
delivery more responsive to the needs of older Americans.

Connecticut has more than 400 long-term care facilities which,
by and large, provide quality care for their residents.

My ombudsman office, which has the responsibility for investi-
gating complaints of this type, handled about 700 problems last
year.

Significantly, 85 percent of these complaints, mostly dealing with
quality of care, were resolved by working with the administrator.

Thus, I believe we are fortunate to have administrators that are
responsive and willing to listen.

Several national items warrant special attention. The Health
Care Financing Administration's new nursing home survey process
goes into effect this summer.

For the first time, residents will have the chance to participate
in a survey of their facility.

Particular attention will be paid to nutritional practices and
medication delivery.

This new survey process has the support of the nursing home in-
dustry, residents, and advocates for the elderly, alike.

I believe it will improve levels of care throughout the country,
and I am pleased to see its acceptance.

Beyond this, the Institute of Medicine has just released a report
on nursing homes which outlines guidelines for the delineation of
nursing home patients' rights and improving quality of life.

The report proposes to change Federal standards so they meas-
ure actual nursing home performances, not just the capacity to per-
form.

It also focuses on nurses' aides, who provide 90 percent of all
direct care to residents.

Preservice training prescribed by the Federal Government would
be required before they start work.

Significantly, a number of proposals spawned by this study are
already a reality in Connecticut.

We have had a patients' bill of rights for years and, last year, we
passed legislation designated to make it more difficult to discrimi-
nate against Medicaid patients in nursing homes.

In summation, I feel the quality of long-term care in the State is
good, but I am hopeful, with action by the Federal Government,
changes proposed by the Institute of Medicine will make it even
better.

But institutionalization is not for everyone, as was certainly
noted here in the first testimony. In fact, of the estimated 30,000
Connecticut seniors in nursing homes, perhaps as many as 25 per-
cent of them would not need to be there if alternatives were avail-
able to them.

Our Promotion of Independent Living Program has done an ex-
cellent job of providing in-home social and health services yearly
for some 4,300 elderly citizens, by helping them to avoid unneces-
sary institutionalization.

We expect to increase that number substantially next year.
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Our data indicates that between 3 and 7 percent of all elderly
have unmet home care needs.

Even with additional State funding for home care and adult day
care, we find it hard to provide services to everyone in need.

We must look to the Federal Government to make changes in
the types of services for which they will provide reimbursement.

For too long it has been very difficult to receive Medicare and
Medicaid coverage for home care.

It has been difficult to obtain waivers to allow Medicaid to pay
for community-based care.

Incidentally, the State department of income maintenance has
made a request of the Federal Government to approve a Medicaid
waiver for prescreening in community-based care situations.

I am very supportive of proposals such as those offered in the
past by Senator Bradley of New Jersey and Senator Heinz of Penn-
sylvania that make it easier for the States to obtain a waiver to
allow Medicaid to pay for home care.

Americans on Medicare know how difficult it is to get approval
to pay for home care, especially for chronic conditions.

Yet, I would argue that changing circumstances require changes
in programs.

It makes no sense to deny a person home care benefits under
Medicare, and then have them enter a nursing home and, in a
matter of months, go on Government assistance; Medicaid.

A recent New York experience found that 40 percent of all pa-
tients paying for nursing home care exhausted their resources
within 4 months.

Why not help them sooner with the more appropriate home care
services and let them continue to live independently?

Obviously, this would require a significant change in Medicare.
We are experiencing changing circumstances now, and people are
living longer and need more assistance.

It is our responsibility to do what we can to ensure that we pro-
vide our older citizens with the support they need to lead produc-
tive, fulfilling lives.

Anything less means that we have not lived up to our commit-
ment made when we accepted our offices and took an oath to faith-
fully discharge our duties to the best of our abilities.

Thank you very much.
Senator DODD. Thank you very much.
What I would like to do is just have all the members of the panel

comment, and then come back and we will take the questions that
we have.

And for those of you who may have some questions, in addition
to the ones I ask the panel, if you would write those out, we will
have them picked up. And I will get to as many of them as I can at
the end of this program.

Dr. Ostfeld.
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STATEMENT OF ADRIAN M. OSTFELD, M.D., PROFESSOR OF EPI-
DEMIOLOGY AND PUBLIC HEALTH, YALE UNIVERSITY SCHOOL
OF MEDICINE

Dr. OSTFELD. Senator, my remarks are directed toward the size of
the need for help for older people living at home.

The information I am giving is based on data from a study of
2,811 older people living in New Haven in their own homes.

The 2,811 were carefully selected so as to be completely repre-
sentative of all 15,330 people aged 65 and older living in New
Haven.

The data are completely applicable to New Haven and, I believe,
are also representative for the elderly in all of the State's cities
with a population in excess of 100,000.

The study was supported by the National Institute on Aging, en-
rolled the participants in 1982, and is now in the fourth annual re-
contact with these participants.

The information I provide is based on lengthy face-to-face con-
tacts with participants in their own homes.

First, what can we say about the life circumstances of these
people?

While 69 percent of the white males are now married and 51 per-
cent of black males are now married, only 30 percent white females
and 22 percent of black females are now married.

What proportion are earning less than $5,000 per year? Fourteen
percent of the white males and 35 percent of black males earn less
than $5,000 per year, while 30 percent of white females and 61 per-
cent of black females earn less than $5,000 per year.

About 1 out of every 5 men and about 1 out of every 10 women
state they still work regularly at some activity.

About one out of four live alone. About one out of four have no
living children. About one out of four have no close relatives, and
about one out of four have no close friends.

These categories are not mutually exclusive. There are a sizable
proportion of these people who have no one in any category to
whom they can turn.

Second, what can we say about the amount and kind of disability
in these participants?

About 1 out of 20 older people either is unable to dress him- or
herself or needs help to do so. These are people living at home.

About 1 out of 10 cannot walk across a small room or need help
in walking across a small room.

About 1 out of 20 is unable to get from a bed to a chair or needs
help in getting from a bed to a chair.

About 1 out of 30 is unable to use the toilet or needs help in
doing so.

About 1 out of 35 is unable to feed him- or herself or needs help
feeding.

About 1 out of 10-but about 1 out of 5 black women-are unable
to climb a flight of stairs. About 1 out of 10-but, again, 1 out of 5
black women-are unable to stoop, crouch, or kneel. And about 1
out of 10 is unable to bathe or needs help to do so.
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The good news is that three out of four of the people disabled 1
year were either partly recovered or completely recovered from
that disability in the following year.

This means that much disability is reversible and that help is
needed for a relatively short period of time.

Disability is by no means always permanent, and does not fre-
quently require continuous help.

Third, what can we say about the nature and the frequency of
the health problems among these people?

About one out of two has high blood pressure. Just under 50 per-
cent have arthritis. One out of seven has either had cancer or cur-
rently has cancer.

One out of seven is diabetic, and one out of nine has had a heart
attack. One out of twelve has had a stroke. One out of twenty-five
has had a fractured hip. And 1 percent have Parkinson's disease.

In summary, many New Haven elderly are no longer married,
live alone in poverty or without living children, close relatives or
friends. They need help with day-to-day activities or are unable to
carry out these activities at all.

Fortunately, most of the disability is temporary at least in the
short run, requiring temporary help.

Finally, there is a considerable burden of chronic disease among
all elderly participants.

For some of these diseases, complete recovery is possible. But
most older people will need some kind of care for their health prob-
lems for the remainder of their years.

The need is great. The time is short. The solutions are beginning
to emerge.

Thank you.
Senator DODD. Thank you, Doctor, very much.
[Applause.]
Senator DODD. Ms. Wasik.

STATEMENT OF AUDREY M. WASIK, COORDINATOR,
CONNECTICUT COMMISSION ON LONG-TERM CARE

MS. WASIK. Thank you, Senator Dodd.
Distinguished guests, Commissioner Heintz, it is a pleasure to

meet with all of you this morning on this important topic.
Health care, for generations, has meant acute care, hospital care.
Today, society is beginning to deal with long-term care. Long-

term care will be the major health and social issue of the next four
decades.

Already, financial resource needs of long-term care are compet-
ing with those of defense, education, energy, and welfare.

It is a fact that nursing homes have been the center of our
system of long-term care.

In the late 19th and early 20th centuries, that system consisted
of county poorhouses, State mental hospitals, voluntary homes for
the aged, early proprietary boarding homes and hospital-affiliated
nursing homes.

And, as we know, since those beginnings, legislation providing
medical assistance programs for the aged in 1960 and Medicare and
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Medicaid in 1965 have all encouraged increased use of and im-
proved nursing home care.

However, what we have today as a system is far from perfect.
Today, we recognize that nursing homes, alone, cannot meet the

need of our projected high numbers of elderly in need of care.
We also recognize a large informal family support system trying

desperately to access services at home, to keep loved ones at home.
We can no longer ignore their leads. Today, therefore, we are

rightly beginning to think in terms of a continuum of care, a long-
term care spectrum with access to community-based services and
institutional care, as the need arises.

Systems and services, however, develop around available dollars,
and the major portion of our public dollars, Medicare and Medic-
aid, primarily, have had a continual and potent institutional bias,
thus leaving us without a balanced system of care, without a
system that builds on informal support mechanisms and without a
system that seeks affordable care.

Our elderly want options. They do not want to pauperize them-
selves. They want to be independent. They want to remain at
home, and they want affordable care.

How can we achieve a comprehensive and compassionate system?
Of all the Federal programs that provide long-term care, none

was originally intended for that purpose, and no explicit national
policy for providing or coordinating long-term care services has
ever been defined.

Clearly, we need a comprehensive Federal policy framework in
the context of which States can elect options to meet their citizens'
needs, comprehensive in the sense that all care need is accessible,
affordable, and integrated.

We need a system of care that is client need driven, where the
needs are assessed first, services selected second and fiscal packag-
ing third.

It is essential that a comprehensive system be available to every-
one in need of care with appropriate cost-sharing based on income
and resources.

The absence of such a national policy is, in my opinion, our larg-
est gap and our greatest need.

However, let me also focus on other than the issue of policy,
itself; briefly, four items.

Education of the public, including assisting the local officials in
grasping the complexity and severity of the pending health care
and related housing problems is needed.

Suburbia was developed for the young, not the old. We all need
help in alternative planning to meet real needs of the elderly.

Exercise and nutrition: We need a new mindset about joint
motion and age. We also need to learn so much more about nutri-
tion and special diets.

To make my point, let me share with you the story of Lillian
Burhans, which appeared in the Hartford Courant on April 25.

At age 54, she was disabled with arthritis and in constant pain,
and had little mobility.

Today, at age 72, after physical therapy and a special nutrition
program, she feels strong as an ox and has, for 7 years, conducted
exercise classes four times a week at senior centers as a volunteer.
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Something exciting is happening out there and, yet, we have
such little data.

We need to strongly desire to make Lillian's story unnews-
worthy.

As to individual retirement accounts, I must comment. From a
long-term care policy perspective, retention of that incentive to
save money for our later years leaves the Government and the con-
sumer in a win-win situation.

I very much agree with the Senator's efforts in that area.
Lastly, networking-State and Federal Governments need to net-

work with the private sector regarding finance schemes.
Governor O'Neill's lead, as Senator Dodd has referred to, last

week, in forming a commission to study financing of long-term care
is an excellent example of a major effort linking government and
the private sector.

The Federal Government must also be asking how best can we
create incentives and a market for long-term care financing;
indeed, a monumental task that must involve us all.

In summary, long-term care needs some major rethinking, not
minor tinkering. We need to start with a major structuring of a na-
tional policy where institutional and home care are balanced,
where social and medical services are balanced and where client/
consumer needs prevail over administrative separateness.

And new and innovative programs must become the responsibil-
ity of all citizens, all businesses and all levels of government.

We all need to be sensitized. Actually, we need to be inundated
with the facts.

Senator, thank you.
[The prepared statement of Ms. Wasik follows:]
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Audrey M. Wasik

SENATOR DODD, THANK YOU FOR CONVENING THIS PUBLIC HEARING ON

'MEETING THE HEALTH NEEDS OF OUR SENIOR CITIZENS: PROVIDING A

COMPREHENSIVE AND COMPASSIONATE LONG-TERM HEALTH CARE

PROGRAM." AND FOR GIVING ME THIS OPPORTUNITY TO SPEAK.

HEALTH CARE - FOR GENERATIONS HAS MEANT ACUTE CARE - HOSPITAL

CARE - TODAY SOCIETY IS BEGINNING TO DEAL WITH, TO LEARN ABOUT

AND TO RECOCGNIZE OUR EXTENDED CARE SYSTEM - LONG TERM CARE.

LONG TERM CARE HAS FOR TOO LONG BEEN THE STEPSISTER OF HEALTH

CARE.

LONG TERM CARE - WHAT IS IT AND WHO DOES IT SERVE?

Telephone 566-7648

150 Washington Street * Hartford, Conn. Q6106

An Equal Opponunity Employer
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LONG TERM CARE IS MEDICAL CARE, NURSING CARE, HEALTH CARE,

MENTAL HEALTH CARE, AND SOCIAL SERVICES (INCLUDING HOUSING)

PROVIDED IN A FRAMEWORK OF REASONABLE COST. AND SUCH A SYSTEM,

SHOULD WE DEVELOP A SYSTEM OF CARE, SHOULD ENSURE CONTINUITY,

ACCESSIBILITY, ACCOUNTABILITY, AND AFFORDIBILITY - A WORTHY

GOAL.

THE CANDIDATES IN NEED OF

DEVELOPMENTALLY DISABLED,

SUFFERING FROM DISABLING,

LONG TERM CARE ARE MAINLY: THE

INCLUDING THE RETARDED; THOSE

PHYSICAL, MENTAL OR EMOTIONAL TRAUMA;

(e.g. VICTIMS OF TRAUMATIC BRAIN INJURY AND ALZHEIMER'S

DISEASE) AND THE FRAIL, ELDERLY,

ALL IN NEED OF ACCESS TO CARE.

LONG TERM CARE WILL BE THE MAJOR

NEXT FOUR DECADES.

MOSTLY 75 YEARS AND OLDER.

HEALTH AND SOCIAL ISSUE OF THE

ALREADY FINANCIAL RESOURCE NEEDS OF LONG TERM CARE ARE

COMPETING WITH THOSE OF DEFENSE, EDUCATION, ENERGY, AND WELFARE.

WE HAVE BEEN A YOUTH ORIENTED CULTURE. WE ARE JUST NOW

REALIZING THAT AS A SOCIETY WE MUST CHANGE PRIORITIES TO MEET

THE NEEDS OF A FAST GROWING, DIFFERENT AND OLDER POPULATION.
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DUE TO ELIMINATION OF ACUTE DISEASES, LIFE IS LONGER, AND

CHRONIC DISEASES HAVE REPLACED ACUTE DISEASES AS A MAJOR CAUSE

OF DEATH IN THE UNITED STATES. IT IS NO WONDER THEN THAT OUR

CLIENTS - RECIPIENTS OF CARE, ARE ALSO AGING. WE ARE NOW

SEEING MANY MORE 85+, AND ALONG WITH THIS MUCH OLDER POPULATION

WE ARE SEEING OVERALL INCREASED NUMBERS OF SERIOUS CHRONIC

CONDITIONS.

LONG TERM CARE - WHERE HAVE WE COME FROM? IT IS A FACT THAT

NURSING HOMES HAVE BEEN THE CENTER OF OUR SYSTEM OF LONG TERM

CARE. BEFORE WE LOOK AHEAD AT THAT SYSTEM, LET'S STEP BACK AND

LOOK AT THE ORIGIN OF LONG TERM CARE - ORIGIN OF NURSING HOMES

AND ITS LEGISLATIVE HISTORY.

IN THE LATE 19TH AND EARLY 20TH CENTURIES THERE WERE IN THE

UNITED STATES, FIVE TYPES OF FACILITIES THAT ARE CONSIDERED THE

ORIGIN OF NURSING HOMES. THESE ARE GENERALLY DESCRIBED BY

VOGEL AND PALMER AS:

COUNTY POOR HOUSES

STATE MENTAL HOSPITALS

VOLUNTARY HOMES FOR THE AGED

EARLY PROPRIETARY BOARDING HOMES

HOSPITAL AFFILIATED NURSING HOMES

1) THE COUNTY POOR HOUSES - AALMS HOUSE', HOMES OR 'FARMS

WERE OPERATED AND FINANCED BY LOCAL GOVERNMENTS - CHILDREN

AND ADULTS OF VARIOUS HEALTH AND FINANCIAL STATUS - POOR -

OLD - DISABLED - RETARDED - MENTALLY DISTURBED - ALL PLACED

TOGETHER.
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DISAPPEARANCE OF POOR HOUSES IN THE 30'S AND 40'S, WAS

PARTIALLY DUE TO EFFORTS OF REFORMERS WORKING FOR

SPECIALIZED INSTITUTIONS, BUT IT WAS ESPECIALLY DUE TO THE

PASSAGE OF SOCIAL SECURITY LEGISLATION IN 1935 WHICH

PROVIDED INCOME MAINTENANCE FOR THE AGED AND DISABLED AND

PROVIDED THE POSSIBILITY FOR SOME RESIDENTS TO SEEK

ALTERNATE LIVING ARRANGEMENTS.

2) STATE MENTAL HOSPITALS - IN THE 1940'S ABOUT 25% OF THE

INSTITUTIONALIZED AGED WERE CONFINED TO MENTAL HOSPITALS -

OFTEN THE ONLY INSTITUTION OR FACILITY AVAILABLE.

EVENTUALLY WITH THE ADVENT OF PSYCHOTROPIC DRUGS AND OTHER

DEVELOPMENTS, PATIENTS BEGAN TO BE DISCHARGED. IN THE 60'S

AND 70'S ABOUT ONE-HALF OF THE POPULATION OF MENTAL

HOSPITALS WAS DISCHARGED - IN RETROSPECT SOME SAY WHOLESALE

'DUMPING,' MANY LANDING IN OTHER INSTITUTIONS SUCH AS

TODAY'S NURSING HNMES - THIS WAS TRUE ALSO IN CONNECTICUT -

SUCH PLACEMENT WAS FACILITATED BY THE AVAILABILITY OF

FINANCING FOR NURSING HOME CARE.

3) HOMES FOR THE AGED - ESTABLISHED BY IMMIGRANT GROUPS AND

VOLUNTARY AND RELIGIOUS ORGANIZATIONS, e.g. LUTHERAN,

METHODIST, AND JEWISH ORGANIZATIONS IN THE LATE 19TH AND

EARLY 20TH CENTURIES, ESTABLISHED TO PROVIDE SHELTER AND

MAINTENANCE. THEY GRADUALLY TOOK ON ADDITIONAL SERVICES,

AND MANY EVOLVED INTO THE VOLUNTARY NON-PROFIT SECTOR OF

THE NURSING HOME INDUSTRY TODAY.
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4) EARLY PROPRIETARY BOARDING HOMES - LATE 19TH AND EARLY 20TH

CENTURIES - DESIGNED TO PROVIDE ROOM, BOARD, AND PERSONAL

CARE - OFTEN A CONVERTED ONE-FAMILY HOME. AS RESIDENTS

AGED, CARE INCREASED, AND MANY BECAME TODAY'S PROPRIETARY

NURSING HOMES. (THE AGING IN PLACE PHENOMENA THAT WE ARE

AGAIN SEEING TODAY IS SENIOR HOUSING WHICH PROVIDES NO

SERVICES.)

5) THE 5TH COMPONENT OF NURSING HOME HISTORY AND YESTERDAY'S

LONG TERM CARE SYSTEM IS THE HOSPITAL AFFILIATED NURSING

HOME, ESTABLISHED BY HOSPITALS IN THE 20TH CENTURY AS AN

ADJUNCT TO HOSPITAL SERVICES. THESE ESTABLISHMENTS REFLECT

THE INCREASED SPECIALIZATION OF HOSPITALS AS A CENTER FOR

TREATMENT OF ACUTE ILLNESSES; CONSTRUCTION OF SUCH NURSING

HOMES WAS ENCOURAGED BY THE HILL-BURTON ACT.

AND AS WE KNOW, SINCE THEN, LEGISLATION-PROVIDING IN 1960,

MEDICAL ASSISTANCE PROGRAMS FOR THE AGED - IN 1965, MEDICARE

AND MEDICAID - HAVE ALL ENCOURAGED INCREASED USE OF AND

IMPROVED NURSING HOME CARE.

WHAT HAS EVOLVED AS TODAY'S NURSING HOME IS A FAR CRY FROM THE

POOR HOUSES WHERE CLIENTS WERE REFERRED TO IN LEGISLATION AS

'INMATES OF PUBLIC INSTITUTIONS.' TALK ABOUT A DEVALUED

POPULATION!!
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HOWEVER, WHAT WE HAVE AS A SYSTEM IS FAR FROM PERFECT, AND IF

WE - NATIONAL AND STATE GOVERNMENTS - WERE TO DO IT ALL OVER

AGAIN REALIZING WHAT WE NOW KNOW - WE WOULD HAVE DONE YESTERDAY

WHAT WE ARE DOING TODAY.

TODAY WE RECOGNIZE THAT NURSING HOMES ALONE CANNOT MEET THE

NEEDS OF OUR PROJECTED HIGH NUMBERS OF ELDERLY IN NEED OF

CARE. THAT IS, TO SAY IT ANOTHER WAY, IT IS RECOGNIZED THAT

SOCIETY CANNOT AFFORD A NURSING HOME BED FOR EVERYONE WHO COULD

OR WOULD APPROPRIATELY OR INAPPROPRIATELY USE IT.

WE ALSO, SOME OF US ANYWAY, RECOGNIZE A LARGE INFORMAL

FAMILY/NEIGHBORS SUPPORT SYSTEM TRYING DESPERATELY TO ACCESS

SERVICES AT HOME, TO KEEP LOVED ONES AT HOME. I DISAGREE WITH

THOSE WHO SAY THAT THE INFORMAL SUPPORT NETWORK HAS

DISAPPEARED. TO THE CONTRARY RESEARCH HAS INDICATED THAT

60-80% OF CARE IS GIVEN BY FAMILY AND FRIENDS. I AGREE WITH

THAT AND FEEL WE CAN NO LONGER IGNORE THEIR NEEDS.

TODAY, THEREFORE, FOR WHATEVER REASON, WE ARE RIGHTLY BEGINNING

TO THINK IN TERMS OF A CONTINUUM OF CARE - A LONG TERM CARE

SPECTRUM WITH ACCESS TO COMMUNITY BASED SERVICES AND

INSTITUTIONAL CARE AS THE NEED ARISES..
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SYSTEMS AND SERVICES HOWEVER, DEVELOP AROUND AVAILABLE DOLLARS

AND ALTHOUGH EXPERTS SINCE THE '70'S HAVE CLEARLY STATED THE

VALUE OF HOME CARE AND COMMUNITY BASED SERVICES STILL THE MAJOR

PORTION OF OUR PUBLIC DOLLARS (MEDICARE AND MEDICAID) HAVE HAD

A CONTINUAL AND POTENT INSTITUTIONAL BIAS. THUS LEAVING US

WITHOUT A BALANCED SYSTEM OF CARE, WITHOUT A SYSTEM THAT BUILDS

ON INFORMAL SUPPORT MECHANISMS AND WITHOUT A SYSTEM THAT SEEKS

AFFORDABLE CARE. RATHER TODAY WE HAVE A SYSTEM THAT ENCOURAGES

'SPEND DOWN' AND NURSING HOME PLACEMENT. WE HAVE A SYSTEM

INFLEXIBLE, A SYSTEM WITH TOO FEW OPTIONS.

A BALANCED SYSTEM, A COMPREHENSIVE SYSTEM WILL ALWAYS INCLUDE A

NURSING HOME, AN INSTITUTIONAL COMPONENT, BUT OUR ELDERLY WANT

OPTIONS. THEY DO NOT WANT TO PAUPERIZE THEMSELVES. THEY WANT

TO BE INDEPENDENT, THEY WANT TO REMAIN AT HOME. THEY WANT

AFFORDABLE CARE.

INCREASED INTEGRATED COMMUNITY BASED SERVICES WILL OF COURSE

NOT ALWAYS MEET OR ANSWER ALL THOSE WANTS FOR EVERYONE BUT I DO

BELIEVE THAT A COMPREHENSIVE SYSTEM CAN PROVIDE AFFORDABLE

OPTIONS FOR A LARGE NUMBER OF ELDERLY.

HOW CAN WE ACHIEVE A COMPREHENSIVE AND COMPASSIONATE SYSTEM?
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AS STATED IN A 'STATEMENT ON LONG TERM CARE POLICY' BY THE

NATIONAL COUNCIL OF STATE HUMAN SERVICE ADMINISTRATORS

QUOTE:

'A BRIEF HISTORY OF LONG-TERM CARE POLICY WILL HELP ILLUSTRATE

ITS FRAGMENTED NATURE. OF ALL THE PROGRAMS THAT PROVIDE

LONG-TERM CARE, NONE WAS ORIGINALLY INTENDED FOR THAT PURPOSE.

MEDICARE WAS DESIGNED TO PROVIDE ACUTE CARE HOSPITAL AND

PHYSICIAN SERVICES FOR THE ELDERLY, THOUGH THE MYTH CONTINUES

TODAY THAT MEDICARE WILL PAY FOR EXTENDED NURSING HOME STAYS.

MEDICAID WAS ENACTED TO PROVIDE HEALTH CARE TO CERTAIN

LOW-INCOME FAMILIES AND INDIVIDUALS; IT WAS EXPECTED TO REMAIN

RELATIVELY SMALL IN SIZE. THE OLDER AMERICANS ACT, WHILE

PROVIDING SERVICES AND NUTRITION PROGRAMS FOR THE ELDERLY, HAS

ONLY RECENTLY HAD A MANDATE TO EVALUATE ITS EFFORTS IN THE

CONTEXT OF A LARGER, COOPERATIVE LONG-TERM CARE SYSTEM. THE

SOCIAL SERVICE BLOCK GRANT, TITLE XX OF THE SOCIAL SECURITY

ACT, HAS RECOGNIZED THE AGED AS ONE PART OF THE POPULATION

NEEDING SERVICES; BUT AGAIN NO EXPLICIT POLICY FOR PROVIDING OR

COORDINATING LONG-TERM CARE SERVICES HAS EVER BEEN DEFINED,...'
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STATE GOVERNMENTS HAVE ALSO BEEN LACKING IN NOT RECOGNIZING A

NEED TO COORDINATE ON A STATE LEVEL THESE VALUED FEDERAL

PROGRAMS. CONNECTICUT HAS TAKEN A GIANT STEP TO CORRECT TNIS.

THE COMMISSION ON LONG TERM CARE HAS ADOPTED POLICY GOALS ON

COMMUNITY BASED SERVICES FOR THE ELDERLY THAT CROSS STATE

AGENCY LINES AND IS DESIGNED TO INSURE COORDINATION.

THE NATIONAL COUNCIL OF STATE HUMAN SERVICE ADMINISTRATORS ALSO

STATES: 'THE FACT THAT MEDICAID, AS AN ENTITLEMENT HAS BEEN

ALLOWED TO EXPAND, BUT THE SOCIAL SERVICES BLOCK GRANT AND

OLDER AMERICANS ACT FUNDS HAVE REMAINED RELATIVELY SMALL AND

LIMITED, HAS CREATED A CLEAR BIAS IN OUR PUBLIC PROGRAMS TO

PROVIDE INSTITUTIONAL CARE RATHER THAN COMMUNITY CARE AND TO

PROVIDE CARE BASED ON A MEDICAL MODEL RATHER THAN A SOCIAL

MODEL.

WE ARE NOW ASKING WHEN IS IT APPROPRIATE TO USE A MEDICAL MODEL

IN DESIGNING A DELIVERY SYSTEM AND WHEN IS A SOCIAL MODEL MORE

APPROPRIATE?
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CLEARLY WE NEED A COMPREHENSIVE FEDERAL POLICY FRAMEWORK IN THE

CONTEXT OF WHICH STATES CAN ELECT OPTIONS TO MEET THEIR

CITIZEN'S NEEDS.

COMPREHENSIVE, NOT IN THAT IT COVERS ALL ASPECTS OF CARE, BUT

COMPREHENSIVE IN THAT ALL CARE NEED IS ACCESSIBLE, AFFORDABLE

AND INTEGRATED. NOT CATEGORICAL, NOT BY PROFESSION OR

DISCIPLINE, OR FUNDING SOURCE.

WE NEED A SYSTEM OF CARE THAT IS CLIENT NEED DRIVEN, WHERE THE

NEEDS ARE ASSESSED FIRST, SERVICES SELECTED SECOND AND FISCAL

PACKAGING THIRD.

IT IS ESSENTIAL THAT A COMPREHENSIVE SYSTEM BE AVAILABLE TO

EVERYONE IN NEED OF CARE WITH APPROPRIATE COST SHARING BASED ON

INCOME AND RESOURCES. CARE CANNOT BE LIMITED OR STRUCTURED

JUST FOR ONE ECONOMIC LEVEL. HOW ELSE CAN WE HELP TO AVOID

SPEND DOWN AND MEET REAL HEALTH AND SOCIAL SERVICE NEEDS?

AS YOU CAN SEE I STRONGLY FEEL THE NEED FOR A NATIONAL POLICY

THAT ADDRESSES COORDINATION OF SYSTEMS, DEVELOPMENT OF A CLIENT

NEED DRIVEN SYSTEM, AND THE BALANCING OF INSTITUTIONAL VS.

COMMUNITY BASED SERVICES. THE ABSENCE OF THIS POLICY IS OUR

LARGEST GAP AND OUR GREATEST NEED.
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HOWEVER, LET ME ALSO FOCUS ON OTHER THAN ISSUES OF POLICY

ITSELF AND ONTO SOME PROGRAM SPECIFICS AND SUGGESTIONS.

EDUCATION OF THE PUBLIC INCLUDING ASSISTING LOCAL OFFICIALS IN

GRASPING THE COMPLEXITY AND SEVERITY OF THE PENDING HEALTH CARE

AND RELATED HOUSING PROBLEMS IS NEEDED. SUBURBIA WAS DEVELOPED

FOR THE YOUNG NOT THE OLD. THE NEED FOR LIVING ARRANGEMENTS

WITH SUPPORT SERVICES AMONG OTHER ALTERNATIVES, MUST BE

REALIZED BY ALL GOVERNMENTS. WE ALL NEED HELP IN ALTERNATIVE

PLANNING TO MEET REAL NEEDS OF THE ELDERLY. WE NEED TO MORE

ACTIVELY SHARE OUR KNOWLEDGE WITH THE GENERAL PUBLIC AND OUR

OFFICIALS.

EXAMPLES OF LIVING ARRANGEMENTS INCLUDE FOSTER CARE PROGRAMS

FOR THE ELDERLY, LIFE CARE/CONTINUING CARE COMMUNITIES. SUCH

COMMUNITIES ARE TAKING ON MANY FORMS - PROVIDING PRIMARILY

SECURITY AND ACCESS TO HEALTH CARE.

SOME COMMUNITIES ALLOW ELDERLY TO RENT ROOMS TO AVOID THE

PROPERTY RICH CASH POOR PHENOMENA THEREBY ALLOWING INCREASED

CASH FLOW SO INDIVIDUALS CAN AFFORD CARE IN THEIR HOMES.

MOTHER-IN-LAW APARTMENTS - NOW SEEN MORE FREQUENTLY

CONGREGATE HOUSING PROVIDING LIVING ARRANGEMENTS WITH SUPPORT

SERV ICES
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ALL TOWNS NEED TO BE AWARE OF THESE IMPORTANT HOUSING

ARRANGEMENTS AND NEED TO KNOW HOW BEST TO PLAN FOR THEIR

ELDERLY. PRIVATE SECTOR ATTEMPTS TO INTRODUCE NEEDED HOUSING

ARRANGEMENTS NEED OFTEN TO BE TAKEN MORE SERIOUSLY.

MEDICARE & MEDIGAP - EDUCATION TO THE FACTS OF INSURANCE

COVERAGE. WE NEED TO BETTER UNDERSTAND WHAT MEDICARE DOES NOT

COVER. WE NEED TO DISPEL THE MYTH OF MEDICARE. SENIORS

ESPECIALLY NEED ADVICE ON PURCHASING INSURANCE. PURCHASE OF

DUPLICATE MEDIGAP POLICIES IS CASH WASTE AND YET A COMMON

OCCURRENCE.

RESPITE CARE - A WAY TO BUILD ON THE INFORMAL CARE NETWORK.

SOME FAMILIES ARE DESPERATELY IN NEED OF RESPITE CARE. THIS

CAN BE IN THE FORM OF ADULT DAY CARE OR ASSISTANCE AT HOME OH

EVEN TEMPORARY NURSING HOME CARE. RESPITE CAN CERTAINLY HELP

TO AVOID OR DELAY INSTITUTIONALIZATION.

ALZHEIMERS - SPOUSES AND FAMILIES OF ALZHEIMERS VICTIMS SUFFER

AS MUCH AS THE CLIENT. BOTH COMMUNITY BASED SERVICES AND

PROPER INSTITUTIONAL CARE IS DESPERATELY NEEDED FOR THIS

POPULATION. I AM SERIOUSLY CONCERNED ABOUT MEETING THE NEEDS

OF CAREGIVERS AND CLIENTS AND PHYSICIANS REGARDING THIS DISEASE.

IF I HAD TO SINGLE OUT ONE DISEASE THAT IS IMPACTING THE

GREATEST ON THE LONG TERM CARE SYSTEM I WOULD CERTAINLY CITE

ALZHEIMERS.
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CASE MANAGEMENT - THERE IS A NEED FOR GOVERNMENT TO PROMOTE

CASE MANAGEMENT FOR ALL THOSE WITH TROUBLE ACCESSING THE LONG

TERM CARE SYSTEM AND SEEKING COST EFFECTIVE AND AFFORDABLE

CARE. ACCESSING NECESSARY CARE FOR OUR ELDERS CONTINUES TO

REMAIN A MOST SERIOUS PROBLEM REGARDLESS OF INCOME LEVEL.

EXERCISE AND NUTRITION - WE NEED A NEW MIND SET ABOUT JOINT

MOTION AND AGE. WE ALSO NEED TO LEARN SO MUCH MORE ABOUT

NUTRITION AND SPECIAL DIETS. TO MAKE MY POINT, LET ME SHARE

WITH YOU THE STORY OF LILLIAN BURHANS WHICH APPEARED IN THE

HARTFORD COURANT APRIL 25TH. AT AGE 54 SHE WAS DISABLED WITH

ARTHRITIS AND IN CONSTANT PAIN. TODAY AT AGE 72 AFTER PHYSICAL

THERAPY AND A SPECIAL NUTRITION PLAN SHE FEELS STRONG AS AN OX

AND HAS FOR 7 YEARS CONDUCTED EXERCISE CLASSES 4 TIMES A WEEK

AT SENIOR CENTERS AS A VOLUNTEER! SOMETHING EXCITING IS

HAPPENING OUT THERE AND YET WE HAVE SUCH LITTLE DATA. WE NEED

TO STRONGLY DESIRE TO MAKE LILLIAN'S STORY UN-NEWSWORTHY.
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INDIVIDUAL RETIREMENT ACCOUNTS HAVE THE POTENTIAL TO PROVIDE

THE AVERAGE AMERICAN WITH ENORMOUS RESOURCES TO USE ON LONG

TERM CARE. A DECISION TO RETAIN OR ELIMINATE THIS TAX OPTION

IS CURRENTLY PENDING. ARE WE SHORTSIGHTED AS A NATION IN

CONSIDERING THE TAX REVENUE COMPARED TO THE POTENTIAL IMPACT ON

INDEPENDENT CARE SUCH MONIES COULD PROVIDE?

SENATOR, YOU WERE RIGHT TO PROPOSE AN AMENDMENT TO RETAIN THE

CURRENT TAX DEDUCTIONS TIED TO IRAS. THE CONFERENCE COMMITTEE

CURRENTLY CONSIDERING THE HOUSE AND SENATE VERSIONS SHOULD

RETAIN THE CURRENT TAX INCENTIVE TO SAVE MONEY. FROM A LONG

TERM CARE POLICY PERSPECTIVE, RETENTION OF THAT INCENTIVE

LEAVES THE GOVERNMENT AND THE CONSUMER IN A WIN-WIN SITUATION.

AND LASTLY NETWORKING

STATE AND FEDERAL GOVERNMENTS NEED TO NETWORK WITH THE PRIVATE

SECTOR REGARDING FINANCE SCHEMES. GOVERNOR O'NEILL'S LEAD LAST

WEEK IN FORMING A COMMISSION TO STUDY FINANCING OF LONG TERM

CARE IS AN EXCELLENT EXAMPLE OF A MAJOR EFFORT LINKING

GOVERNMENT AND THE PRIVATE SECTOR. THE FEDERAL GOVERNMENT MUST

ALSO BE ASKING HOW BEST CAN WE CREATE INCENTIVES AND A MARKET

FOR LONG TERM CARE FINANCING. INDEED A MONUMENTAL TASK THAT

MUST INVOLVE THE FEDERAL GOVERNMENT.
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IN SUMMARY, LONG TERM CARE NEEDS SOME MAJOR RETHINKING. NOT

MINOR TINKERING. WE NEED TO START WITH A MAJOR STRUCTURING OF

A NATIONAL POLICY WHERE INSTITUTIONAL AND HOME CARE ARE

BALANCED, WHERE SOCIAL AND MEDICAL SERVICES ARE BALANCED AND

WHERE CLIENT/CONSUMER NEEDS PREVAIL OVER ADMINISTRATIVE

SEPARATENESS. AND NEW AND INNOVATIVE PROGRAMS MUST BECOME THE

RESPONSIBILITY OF ALL CITIZENS, ALL BUSINESSES AND ALL LEVELS

OF GOVERNMENT. WE ALL NEED TO BE SENSITIZED. ACTUALLY WE NEED

TO BE INUNDATED WITH THE FACTS.

STABILITY IS THE STRONGEST ALLY OF CHANGE. OUR SYSTEM IS

CHANGING MORE BY OUTSIDE OR EXTERNAL INFLUENCE THAN A STABLE

DIRECTED STRATEGIC PROCESS SPECIFIC TO LONG TERM CARE -

IAPPRECIATE THE OPPORTUNITY THIS MORNING TO DESCRIBE WHAT I

PERCEIVE TO BE THE MISSING LINK IN BUILDING A COMPREHENSIVE AND

COMPASSIONATE SYSTEM OF CARE. A SPECIFIC FEDERAL POLICY

INITIATIVE AND POLICY FRAMEWORK AROUND WHICH WE CAN FUNCTION.

/DEE/7/3/86
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Senator DODD. Thank you very much.
[Applause.]
Senator DODD. Ms. Daubert, we are glad, again, to have you here.

STATEMENT OF ELIZABETH A. DAUBERT, EXECUTIVE DIRECTOR,
THE CONNECTICUT ASSOCIATION FOR HOME CARE, INC.

Ms. DAUBERT. Good morning. Thank you very much, Senator
Dodd and distinguished guests.

I am providing testimony on behalf of the majority of organized
providers of public care services in the State.

Currently, 121 agencies, such as Visiting Nurse, public health
nursing agencies, hospital-based home care programs, homemaker
home health aide agencies, private nonprofit and proprietary agen-
cies, are licensed by the Connecticut Department of Health Serv-
ices to provide home health care services.

State licensure has been in existence since 1979. Its purpose is to
ensure that all organized providers meet strict quality of care
standards.

Connecticut was one of the first States to enact a licensure law.
Eighty-five-or 70 percent of the licensed agencies here-are

members of the Connecticut Association for Home Care.
Our members, several of whom have been providing home care

services to ill and frail elderly individuals for almost 100 years,
have a rich history of experience and public service.

Last year, our members provided more than 2 /2 million units of
both traditional and nontraditional home care services to approxi-
mately 65,000 individuals.

Of the 21/2 million units, 2.1 million traditional service units,
such as nursing, physical, speech and occupational therapy, medi-
cal/social work and medical supplies were provided, while the re-
maining 491,000 units consisted of nontraditional or social-support
services, such as homemaker, Chore, Companion, Friendly Visitor,
Meals on Wheels, screening and counseling sessions at senior citi-
zen and day care centers and respite care programs.

In addition to the services provided by our members, home care
services are also provided by 36 other organizations.

Another segment of the home care delivery system is the care
provided by the informal family member, friend or individual pri-
vately employed by patients and families.

Although no hard data exists, the amount of informal caregiving
is, indeed, significant.

The Traveler's Insurance Co. recently surveyed their employees
to determine the incidence. Data gathered during that study indi-
cated that approximately 28 percent of Traveler's employees spent
on an average of 16 hours a week providing care to an elderly rela-
tive or friend.

In addition to that, 8 percent of their employees spent 35 or more
hours a week caring for an elderly person.

Every city and town in our State is served by at least one li-
censed home health agency. While the seven traditional home care
services are available in all communities, there is considerable un-
evenness or gap in the availability of social support services.
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The lack of these services, especially homemaker, companion,
chore and respite care, is, I believe, the greatest weakness in our
State's home care delivery system.

Hospital discharge planners repeatedly say their most difficult
problem is finding homemaker, chore, companionship for the pa-
tient, respite care for families and meals on wheels.

This scarcity is not caused by multiple complex factors. Rather,
the reason why the needs of our seniors for social support services
are not being met is, quite simply, a lack of sufficient public and
private funds to pay for these services.

Agencies cannot employ or retain adequate numbers of profes-
sional and support staff unless they can generate sufficient reve-
nue to meet their weekly payroll.

Elderly individuals or family members cannot hire private indi-
viduals because they do not have sufficient incomes to pay for serv-
ice out of their own pockets.

The Medicare program is a health program in the narrowest
sense of the word.

With the exception of its renal dialysis and hospice benefits,
Medicare coverage is confined to short-term, acute episode of ill-
ness.

According to the National Center for Health Services Research,
in 1984, Medicare beneficiaries who used home care benefits re-
ceived an average of only 22 visits per individual.

By the time figures for 1985 and 1986 are available, the more
than 30 restrictions in Medicare-covered services which the current
Federal administration has levied on home health providers during
the past 18 months, those 22 visits should be reduced to somewhere
in the mid- to the low-teens.

The Health Care Financing Administration is systematically dis-
mantling the home health benefit portion of the Medicare Program
while, at the same time, its DRG system is causing elderly citizens
to leave hospitals sooner and with greater needs for assistance at
home.

The availability of long-term care insurance policies is not only
meager, but long-term coverage for home care is even more rare
than coverage for long-term care in nursing homes.

Even though the Medicaid does provide some coverage for long-
term care, for the most part, its home care package is quite limit-
ed

Except for the Medicaid waiver project in Fairfield County,
homemaker, handyman, chore, respite care and companion services
are not routinely covered.

Many of our seniors are reluctant to apply for Medicare because,
to them, it is a welfare program or it means having a lien placed
upon their prized possession, their home.

In their minds, the stigma attached to accepting welfare would
destroy their independence and their self-worth.

They would prefer-and often do-go without essential services
rather than to apply for title 19.

Although the picture is far from bright here in Connecticut, the
Department on Aging's home care program does provide social sup-
port services.
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Even though Commissioner Klinck is creative in administering
this program, the present and growing demand for support services
by our mushrooming elderly population far exceeds the limited dol-
lars allocated to this program.

The care of the increasing number of chronically ill and frail el-
derly in a manner which meets their needs, allows them to retain
their dignity and, yet, considers limited financial and service re-
sources is one of the most pressing problems facing us all.

There is no easy answer or quick solution which will improve our
current nonsystem of delivering long-term care services either in
Connecticut or in the country.

Solutions are possible, however, if the public and private sectors,
as well as society at large, work together.

First and foremost, the Federal Government needs to develop
and mandate the implementation of a clear definition of long-term
care.

Furthermore, the provision of home care services must be an in-
tegral part of this definition.

For far too long, Federal and State elderly service programs have
limited the term "long-term care" to essentially mean care in a
nursing home.

Second, home health and skilled nursing home benefits, under
the Medicare Program, needs to be expanded or a system of nation-
al health insurance for our over 65-year-old population, which in-
cludes a full range of professional and social support home care
services, needs to be enacted. Anything less is just a stop-gap meas-
ure.

Third, criteria all health providers must meet to obtain any Fed-
eral and State funding should require and include payment for
case management and coordination of services, two absolutely es-
sential components for any long-term care delivery system.

Fourth, public policy needs to be developed which will help fami-
lies care for their older relatives, such as tax incentives or stipends
to be used for direct payment for care.

Fifth, public policy needs to be developed which ensures creation
of home care programs which are based on a realistic assessment of
the needs of patients and the activities required to meet those
needs, rather than around categorical funding sources.

Medicare created the title "home health aide." Title XX created
the term "chore worker" and the "in-home supportive services
worker," while other Federal funding sources created the term
"homemaker."

In many patient situations, narrow definitions of worker tasks
are impossible, and they are confusing; they are not cost-effective.
And, in some cases, they may even be unsafe.

For example, if a homemaker or chore person is in a patient's
home but can only prepare a regular diet, not bland, diabetic, or
low-salt meal, must the homemaker or the chore person refuse to
give the hungry patient anything to eat because the funding source
defines this task as a home health aide duty and the home health
aide does not have to be there that day?

Or does the chore person or homemaker leave an elderly person
in a bathtub because, according to rigid regulations, they are not
allowed to assist people out of bathtubs?
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This, unfortunately, is the sad state of affairs of our bureaucratic
regulatory system.

Another recommendation I suggest is the mobilization of private-
sector volunteer groups, similar to the neighborhood crime watch
system, to act as advocates, as information experts concerning the
availability of community resources which exist in a community to
help our elderly maintain their independence in their own homes.

Seventh, providers of home care services should be encouraged,
through the availability of Federal grant moneys, to be more re-
sponsive to the changing needs of our elderly citizens.

Existing resources should be used where appropriate to provide
services, thereby fostering community involvement and avoiding
duplication.

And, finally, insurance companies should be encouraged to devel-
op and market long-term care policies which include reasonable
nursing home and home care benefit packages.

Thank you very much, Senator Dodd, for inviting me to present
testimony at this hearing, and I commend you for bringing this
Senate field hearing to Connecticut.

[Applause.]
Senator DODD. Thank you very much for that comprehensive tes-

timony. The seven points are worthwhile.
I would like to get copies, if I could, of your testimony.
We have it on the record here permanently. But if you have any

extra copies of it around, leave us one that you have, and I will see
that you get back your originals.

Ms. Quinn, again, we thank you for coming.

STATEMENT OF JOAN QUINN, PRESIDENT, CONNECTICUT
COMMUNITY CARE, INC.

Ms. QUINN. Thank you, Senator. Good morning. My name is
Joan Quinn. I am president of Connecticut Community Care, a
statewide case management agency which serves approximately
5,000 elderly clients per month in Connecticut.

We are under contract with the State Department on Aging to
run the Promotion of Independent Living Program, which is a
home care program and, since 1983, have run the pilot Medicaid
community-based prescreening waiver program for the State De-
partment of Income Maintenance in Fairfield County in seven
acute-care hospitals.

We also receive money from five area agencies on aging in Con-
necticut, as well as corporations, foundations, and individuals.

In addition, clients and their families whom we have cared for
contributed approximately $1.825 million toward the cost of their
services in the past year.

This is without ever sending a bill to the clients, and I think that
the dollar amount contributed is a very impressive number.

In addition to trying to coordinate the care system on behalf of
the individual, you can imagine how we have to try to coordinate
the fiscal system on behalf of the individual to pay for the care.

During the past fiscal year for 9 months, July 1, 1985 to March
31, 1986, 24 percent of our clients had a length of stay of 37 months
or longer on our program.
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In addition, our principal reasons for termination were death, 45
percent; nursing home placement, 40 percent; clients moving out of
the State, approximately 6 percent. Other reasons account for the
remaining percentages.

So, CCCI is providing community services for a very frail popula-
tion of older adults, the majority of whom are generally on the pro-
gram for 3 years or longer.

As we measure those older adults in terms of their functioning
abilities, we find them similar and/or more disabled than elderly
people residing in nursing homes.

So, there is the opportunity, given the resources and the ability
to manage the system, for older adults to stay at home, often in
very frail conditions.

Given that option, most of them are very willing to contribute
toward the cost of their care, if they are able to do so.

I am very concerned about a comprehensive, community-based
long-term care strategy and program for this State as well as for
the country.

Although the State, as a whole, is generally service rich, there is
tremendous and dramatic variation in the availability of service in
each of the major geographic regions of the State.

For instance, services might be plentiful in a town like Water-
bury, and totally absent in towns a 30-minute drive away.

Serving clients in their own homes with appropriate economical
services is a significant challenge.

One of the most important aspects, in terms of coordination of
long-term care services is that service coordination efforts must be
associated with a prescriptive process that encourages older adults
to be independent and also encourages their families to continue
supporting them.

Each categorical provider type has a caring network which may
overlap other provider networks, but there is no coordination of
these multiple networks.

The family/older client then is left to struggle with trying to find
the services that they need in the multiple service system often at
a time when they are in crisis; they do not have much opportunity
for shopping around because they usually need the service immedi-
ately.

Connecticut is fortunate, I feel, to have the case management
system.

There are many systems in other States that are developing as
well. One of our primary focuses is to seek out and provide the
most appropriate service, using existing service providers, to meet
individual long-term care needs.

With regard to service availability, no one agency can do 100 per-
cent of the job 100 percent of the time.

It makes no difference whether the agency is located in an urban
or rural area.

I feel there is the need to develop provider networks but, cur-
rently, there is no incentive to create these networks.

The development of provider networks to integrate with family
support systems is hard work, which no third-party payor would
recognize at this point in time.
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In addition, the focus of public and private reimbursement is, as
referred to previously, on acute care and very short-term restora-
tive assistance, which is very expensive. There is minimal coverage
for preventive services of any type.

How can the Federal Government assist in the development of a
long-term care system?

As previously stated, the Federal Government is like a large in-
surance company that pays for acute, episodic care. They have a
political risk pool, as opposed to a premium risk pool.

If the Federal Government became the principal funder of long-
term care, I would worry that we might have a second-class system
because the Government, historically, has been in the business of
transfer benefits from taxes to social services or medical services.
Anytime there is any alteration in that transfer formula, it defi-
nitely has an impact on the client, as we are seeing with the Medi-
care system now.

Therefore, I do not feel the Federal Government can be the sole
supporter of long-term care services. It needs to act as a catalyst
for the private insurance companies to begin to involve them in the
development of long-term care insurance coverage, thereby sharing
the risk.

I think this is an appropriate way to go just for the sheer num-
bers of older adults that we have seen for some time.

Long-term care insurance coverage should be mandatory and
should be started while an employee is still working in their young-
er years so that they can build up enough insurance equity to serv-
ice them when and if they need long-term care services, in their
old age.

Finally, there has been much rhetoric, I feel, especially by the
Health Care Financing Administration, that utilization and service
cost information is not available to begin this mutual activity of
long-term care product development.

Yet, since 1974, there have been long-term care demonstration
projects around the country with significant research data that an-
swered many questions in this area and would be very helpful in
developing long-term care insurance products.

We, as a country-this State included-are in a period where
action between the public and private sector is imperative if we
want to help older and disabled individuals make choices about the
locus of their care, how it is reimbursed, and how they may live
quality, independent lives.

Thank you very much.
Senator DODD. As I say, I am not surprised in some ways that we

have not dealt with this problem in the past. And I will ask you all
to comment or jump in on this.

The reason I think we have not, in the past, is that, obviously,
we have got a population that is living a lot longer than it was in
the past.

Also, we have had, over the years, the extended family which
was more in place, I guess, than it is today so that people were
taking more care of their parents than they have been in more
recent years.
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And I think most understand that we are not talking about pre-
venting people from going into nursing care facilities; in many in-
stances, that is necessary.

But, really, I think we are talking about forestalling it for as
long as possible so that people can live more productive lives.

We heard from one woman here this morning, and Dr. Ostfeld
has certainly given us some very worthwhile statistics from the
New Haven area about how people are living in this area.

When we talk about partnerships and coordination, we have a
tendency, those of us who are the, quote, "professionals" in this
area, to talk about Federal Government, about State government,
about local government. We talk about the private sector.

I find myself, from time to time, though rarely, including the
client when talking about the partnership. And I am wondering
how worthwhile it is, beyond this survey issue, to actually draw
from people like the Mrs. Kellys.

How do we reach out to that element in the partnership often
enough, and how valuable is it to really have that source of infor-
mation?

Any one of you may want to comment on that.
Commissioner KLINCK. I think the testimony from Joan Quinn

on the Promotion of Independent Living Program, in particular,
where we are supplying home care, there are so many partner-
ships, and the client is in that partnership.

They are paying on a sliding fee scale. So, depending upon what
your income is, you are actually contributing to your home care.

And I think that you are right; I do not think we can ignore the
client because I think that we are talking about the public, the pri-
vate, the Federal, the State.

I think that you would get acceptance from the client if they are
capable of contributing some.

I think the problem here is people are saying, "I cannot afford to
pay for my total care. I am willing to pay for a portion of it."

It has been proven in our program, and I am sure in other pro-
grams in other States.

So, I think this is something we do have to look into when we are
talking about a package.

And when you are talking about an insurance package, a long-
term care insurance package, which has been mentioned here
today several times, which I think is extremely important for our
State and every State to come to grips with, I think it is market-
able.

But I think, in that package, you can bring the client in; the
company pays a certain portion, and the client pays a certain por-
tion, almost like a deductible.

But I think that we have to include the client, and I think that
would be the only way we will be able to produce a good package
because no one is going to want to do it all; the Federal Govern-
ment is not going to do it all; the State is not going to do it all;
insurance is not going to do it all.

But I think if we all contribute to this problem and the client is
willing to pay a portion, according to what one can afford, it will
work.
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Senator DODD. I would not say it is whether they want to or not;
"cannot" would be more realistic.

I think, too often, those of us who sit in the chairs that I do,
elected officials-because we are so supersensitive to the voting
constituencies-we have a tendency, I think, to overpromise and
raise expectation levels about what State government is going to
do, what local government is going to do, what the Federal Govern-
ment is going to do.

And I think, as a result of that, we do not honestly confront the
problems and invite the various elements to participate to the full-
est extent possible.

Dr. OSTFELD. Senator, I just wanted to say that the information
we provided this morning is about one-half of 1 percent of the in-
formation we have.

And as it becomes available, we would be delighted to provide it.
We promised the older people in New Haven, who are the

sources of our information, that this would not gather dust on the
library shelves, but would be made available.

If you deal with people at the level of individuals, as you have
suggested, one problem comes up consistently.

Although we can all point to individual exceptions, in the main,
older women will care for older men, but older men will not care
for older women. That is a problem that we have all got to deal
with.

Maybe we need to train the men in different kinds of skills.
And I think this is true of today's older generation males; it may

not be true of tomorrow's. But it is a real problem.
Senator DODD. I will come back to that because I think there are

some changes.
I see my brother do things with his son, who is 4 years old, that

my father did not do with us. Not that my brother loves his chil-
dren more or less, but it is just the men in my generation are as-
suming a far greater role in child rearing. And there may be a
change in attitudes that we are seeing.

Does anybody else want to comment on that general question?
I think we all agree, but I was wondering if you had anything

special to say.
MS. WASIK. The Commission on Long-Term Care is an umbrella

policy body and, from a policy perspective, we just have to be very
careful that our policies are dealing with data that is collected
from the individuals, so that we have the correct information and
we are not going on in a blind way.

I agree that we need to stay very close to the frontline and talk
to the individuals and work with the doctors who do the research,
such as Dr. Ostfeld, next to me.

Ms. DAUBERT. Senator Dodd, when you mentioned the partner-
ship, which is absolutely essential, that, many times, happens auto-
matically.

It is a much different environment of providing care in a home
where the health care worker is automatically the guest, versus an
institution level, either a nursing home or an acute care hospital.

So, from the very onset, the development of a partnership has to
exist because the roles are reversed; the health care worker is the
guest, not the patient who is the guest in the institution.
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Another point that I would like to make is the recommendation I
spoke to in relation to volunteer groups; not only to act as advo-
cates and informational resources, but also to volunteer some time.

I think we have a wealth of people out there who would very
gladly give a couple of hours a week for respite care to help Mrs.
Kelly and other people or to do some shopping for them while they
are doing their shopping.

There are all kinds of senior citizens groups. We have all kinds
of social and religious organizations that I do not believe we have
begun to tap in any kind of coordinated manner.

Senator DODD. Maybe today we can get some of that out in the
State of Connecticut.

Any comment?
Ms. QUINN. Just to pick up on Betty's comment about volunteers,

I think that is possible.
The Department on Aging recently received a grant to train vol-

unteers to give respite to Alzheimer's victims and their families.
CCCI did the training for that program, as well as linking of the

clients and the volunteers. And it worked very well.
It is hard work. With the Alzheimer's diagnosis, it is very diffi-

cult to try and volunteer because, sometimes, volunteers fear the
Alzheimer victim.

Another statement heard often is that children should care for
their older parents and relatives.

It is not unusual anymore to have an 85-year-old family member
with a 65-year-old child where there is role reversal in terms of
care; the 85-year-old is the primary caregiver for the 65-year-old.

So, we have to be careful when we say that families should be
given the majority of care, although 70 to 80 percent already do.

We have to give some thought to the fact that many of the
family members are older, as well, the primary caregivers.

Senator DODD. That is a good point. Let me ask some specific
questions, if I can. And I will try to be relatively brief.

And if I do not get to all of them, I may just submit some to you,
and you can respond in writing. We have gotten so many questions
from the audience.

First of all, Mary Ellen, in the Older Americans Act-I do not
want to let this kind of an opportunity go by without asking you to
comment on where you think there might be some specific changes
that we might make with that act as it affects the whole issue of
long-term care.

Commissioner KLINCK. Well, the Older Americans Act, which
gives us the responsibility of caring for older Americans, over 60-
and we get a good deal of funding from the Federal Government,
which we give to the area agencies for administering of grants-my
feeling-of course, is everything comes down to finances.

But when we are talking about the grants that are being request-
ed and what we can actually give for home care, particularly when
we are trying to take care of the total person when we divide that
grant money into different programs, the money that we are actu-
ally distributing for home care is very little.

There is a great deal of money distributed for nutrition, which is
also vitally important, as was pointed out, because so many people,
older people especially, will be diagnosed for some disease and it
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turns out that they just have not had a good nutritious meal for
the past 6 months.

So, nutrition, of course, is where we spend most of our money.
I know in this particular time of limited resources this is not the

time to say this, but we just do not have enough funds to distribute
around the State to give those support services that are needed.

The other thing-when we talk about a program, which was a
great program, a 1 year respite care program, where we trained
volunteers to care for Alzheimer's victims. I was surprised that we
did recruit almost 100 volunteers. We train them and then place
them where needed.

The problem is that Federal funding ends this year. Then, what
do you do with those trained volunteers?

If we cannot take over that project with State funds, it is lost.
There must be a way to judge a good program, where you spend all
of that time training people and go back to the Federal Govern-
ment, and maybe have them look it over to see if it worked, then
continue funding, not just to rely on the State to continue funding.

Currently, if the State does not take it over, then there is no al-
ternative.

Through the Older Americans Act the funding that we get is dis-
tributed around the State by a formula, and we do have to divide it
into so many different categories.

Unfortunately, long-term care is not getting as much money as it
should.

Senator DODD. The area agency on aging, I presume, as well, you
could be talking about-are there any restrictions in terms of what
the area agency on aging can do with regard to long-term care?

Are you restrained under that act from going into some of these
services that Mrs. Kelly talked about or others talked about in
terms of needs, from a regulatory standpoint?

Commissioner KLINCK. In the State of Connecticut, the area
agencies are planning and funding agencies.

Each State, actually, could go further; you could have them be
direct service providers, depending upon how it works in your
State. We do not see any restrictions there.

Some State area agencies are direct providers; they do use some
of the funding for themselves in the field of home care.

In our particular State, they grant the funds out, and we have
decided that that is a better way because they are not competing
for funds with their grantees.

There are many grantees in the State that are looking for fund-
ing.

If area agencies were able to do direct providing themselves, they
would be actually competing for the funds that they are granting
out.

So, we chose to do it the other way in the State of Connecticut.
Senator DODD. The Older Americans Act also requires that each

State have the ombudsman program that you talked about.
Assume, for a second, that we are able to really begin to do some

things in the area of long-term care at home, community-based fa-
cilities.
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What would need to be done? Because the ombudsman program
is, by and large, focused on nursing home care, abuses and the like
that may occur.

But, obviously, as you get more into long-term care, home and
community based, there is a danger, as well, that those community-
based services are not going to be adequately run, properly run,
that people are getting the proper attention.

What thoughts have you given at all to expanding the program,
the ombudsman program, to be able to move into that area?

Commissioner KLINCK. Well, Senator, we are very fortunate in
Connecticut because our ombudsman program does extend into the
community.

In fact, they are spending probably more time in the community
now than they are in nursing homes.

We have patient advocates that are volunteers that we try to re-
cruit to go into the nursing homes.

The ombudsman-right now, we have seven ombudsmen in the
State of Connecticut, and they are located in every region in the
State.

And they do investigate complaints in the community. Last year,
we investigated about 2,000 complaints in the communities.

So, they are looking in that area. What happens when they go
into the community, a typical case would be an 82-year-old woman
who is just neglecting herself, self-neglect; she does not even realize
that she is neglecting herself.

She is living alone. Her house is absolutely a complete disaster.
She has not eaten a good meal in maybe 2 or 3 weeks, and maybe
she has not even gotten out of bed.

An ombusdman will go in and investigate that complaint, and
then try to provide the services.

So, they know what services are available within the community.
If they need real protective services, then we do refer them to

the department of human resources, who then takes over the case
for a period of time.

But we have done that in Connecticut and have been doing it.
And, actually, we have been expanding it every single year.

This year, we will be adding another ombudsman because as we
publicize the program, we are getting more and more calls to inves-
tigate abused or neglected people.

Family members, because they do not have that needed respite
care, are taking care of an older person and are sometimes old,
themselves. And if they have, say, Alzheimer's disease, it becomes
very frustrating, because the client's actual whole personality
changes.

So, out of true frustration, family members, caretakers are actu-
ally abusing that person, striking that person. It is not that they
mean to; they love them very much.

But from pure exhaustion, because caretakers are not getting the
respite care that they need to get out of the home or the opportuni-
ty to take that person, say, to an adult day care center for the day,
because the funds are not there and that particular type of care is
not covered by anything.
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It is a big insurance problem in covering Alzheimer patients be-
cause they really do not need skilled nursing care, so they are not
covered.

But, basically, they should be covered because this is going to be
a major problem in this State if we do not think about that.

But we are fortunate that we have a program that is in force
now.

Senator DODD. Well, you know commissioners on aging around
the country.

Are we unique in that regard?
Commissioner KLINCK. Yes; we are unique in that regard. The

Federal funding started with nursing home ombudsmen, and they
gave just a small amount of money for that; maybe, like, $50,000,
which takes care of one ombudsman office and staff.

Then, most of the States have all volunteers that go into nursing
homes, and most States do not have the community program.

We were one of the first in the country to have a community pro-
gram for ombudsmen, and other States now are getting into it.

In fact, Massachusetts just started the community program about
a year ago.

So, we are unique.
Senator DODD. That is the kind of thing, if you could have some-

one draft up just a short memo on how this thing is-how it got
underway and how it works.

[Subsequent to the hearing, the following was submitted for the
record:]
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A wide range of professionals and paraprofessionals, whose work
brings them into contact wiLth the elderly, are mandated to report
cases of abuse and neglcct to the State Ombudsman or one of the
Recional Ombudsmen within Five calendar days of the time the abuse
is discovered. Failure to report such a situation may result in
a fine of not more than $500. Legal immunity from any civil or
criminal liability related to a mandatory report is provided to
those who report in good faith, except for cases ot perjury-
There are a number of provisions tailored to protect the rights
of elderly persons who may need protective services. Two important
ones are as follows:

1. Elderly persons must give their consent before
services are arranged for them.

2. If it is felt that an elderly person lacks the
capacity to give consent for state intervention,
a petition for custody of the person may be filed
in probate court. The elderly person must be
represented by an attorney during those proceedings.

A temporary conservator may be appointed by the appropriate pro-
bate judge if there is a certificate signed by two physicians,
licensed to practice medicine in Connecticut, stating that they
have examined the client and tound her/him to be incapable and
that irreparable injury to the mental or physical health or
financial or legal affairs of the respondent will result if no
conservator is appointed immediately. A temporary conservator-
ship is valid for no more than 30 days.

The Regional Ombudsman responsible for the town in which the
abuse occurs must make an immediate investigation of the situation.
The Ombudsman obtains all available information from the client.
family, friends, and referrant after which s(he) deLermines whether
the case is valid. If the situation meets the appropriate criteria,
the Ombudsman refers her/his assessment of the client and recom-
mendations for action to the closest district office of the Depart-
ment of Human Resources. The protective services worker then
visits the client and arranges for the provision of necessary
services that will alleviate the problems. The effort is, always,
to keep the client in his home rather than to institutionalize.

The Ombudsman office maintains a statewide tile on all clients and
receives 10-day, 45-day and subsequent 90-day reports on each indiv-
idual case trom the protective services worker. There are six
district offices of Human Resources, each housing an elderly pro-
tective services unit consisting of a supervisor and at least one
worker.

With the initiation of the protective services program, all mandat-
ory reporters were sent a flyer informing them of their responsi-
bility under the law as well as the names of the Regional Ombudsmen
and the towns in their regions. Mandatory report forms were
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included in the mailing. The Department on Acing and the
Department of Human Resources have and continue to hold inserviees
for agencies throughout the state to discuss the program more
fully with those persons who are involved.

TYPES OF ABUSE

It is not known whether elderly abuse is a relatively new phenome-
non or whether it previously has simply been unrecognized. The
extended family of the past offered many opportunities for abuse,
inasmuch as three, sometimes four, generations lived under the
same roof. L-ife-styles were different from those of today, how-
ever, in that the majority of grown children, when married,
settled down in the same town in which they and their spouses had
been reared. This provided much needed support for aging parents
and relatives. The majority of women did not work outside the
home which meant that help was always available either in the
same housefold where the elders lived or close by.

Today, society is entirely different. Young people are extremely
miobile, often ending up far from family and friends. Living
accommodations are no longer large rambling dwellinigs,capable of
housing more than one family, but rather efficiency apartments, condo-
miniums or houses, barely large enough for a small family. Many
wifes and mothers work full-time, thus prohibiting an older,
dependent parent from moving in and being cared for unless outside
help is brought in. Finally, the population is living longer,
bringing along increased physical and mental infirmities.

Connecticut's law delineates four categories of abuse which are
reportable to the Ombudsman Office. Following are the definitions
of those four categories:

1. Abuse Abuse includes but is not limited to the
willful iiflictioun of physical pail, injury or
:rrerrtal anguish or the willful deprivation, by a
cdrotaker, of services which drc necessary to
maintain physical and mental health.

2. Neglect Neglect refers to an elderly person who
is either living alone and not capable of providing
for him/herself services necessary to maintain
physical and mental health or is not receiving
necessary services from the responsible caretaker.

3. Abandonment Abandonment refers to the desertion
or willful forsaking of an aged person by a caretaker
or the forgoing of duties and obligations owed an
elderly person by a caretaker or other person.
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4. Exploitation Exploitation refers to the act or
process of taking advantage of an elderly person
by another person or caretaker whether for monetary,
personal, or other benefits, or gain or profit.

PROGRAM EXPERIENCE

Many facts have emerged from the Ombudsman experience that play
a key role in abuse, neglect, abandurnriert, and exploitation of
the elderly.

1. Abuse, of the four types mentioned, occurs in rural,
suburban and urban settings.

2. Abuse occurs in all economic groups.
3. The majority of (abused) clients are women.
4. The majority of clients are 80 years or older.
5. The majority of abusers are family members.
6. Advanced age, alcoholism, and psychiatric problems

appear to influence the family member's handling of
an older person.

As of June, 1986, the Ombudsman Oftice has investigated more than
12,000 cases of abuse, neglect, abandonment and exploitation of
the elderly.' By far the largest number of cases have involved
neglect, either by self or by the caretaker. The caretaker is,
most frequently, a family members, either a qrown child or spouse.

According to the State Ombudsman's statistics, the greatest number
of cases involve clients from urban areas, the smallest number are
from rural areas, and the remainder from suburban areas. These
percentages do not correspond with the actual percentages of
elderly persons living in those areas. The greatest number of
elderlv, in Connecticut, live in suburban areas, the next largest
in urban, arid the smallest percentage in rural areas. The discrep-
ancies may be due to two factors: (1) some towns may not he
reporting cases or inay not know about the program; and (2) those
elderly living in urban areas may be experiencing more problems
than those residents of suburban areas. Although the largest num-
ber of cases involve clients in the lower socioeconomic groups,
many reports are received of abuse, neglect and exploitation of
Clderly in the middle and upper-middle class.

That the majority of clients are women is no surprise, especially
when this statistic is coupled with the fact that the largest prop-
ortion of clients are 80 years or older. Women live longer than
men and, therefore, problems become more severe as women become
older and more fraqile.

A groat many older citizens reside with a family member. Therefore,
again, it comes as no surprise to discover that most neglectful
caretakers are family memubers. IL is important to rememher, however,
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that many cases involve self-neglect, where older people have simply
reached a point, both mentally and physically, when they are no
longer capable and do not realize that they are neglecting them-
selves. Age, alcoholism and psychiatric problems must be considered
when assessing the abusing caretaker.

It is not unusual to find a 65- to 70-year-old son or daughter
attempting to care for an 85- to 90-year-old parent. On many
instances, the 65-year-old caretaker cannot manage his/her own
needs and is, therefore, frustrated over having to carry the addit-
tional burden of an elderly parent. Frequently, this frustration
results in physical acting out against the older person. In many
instances where abuse is present, as soon as the burden or respon-
sibility is removed from the caretaker (abuser) and ancillary
services are introduced, the abuse and neglect stop. The care-
taker simply needs relief fron the pressure of providing continuous,
uninterrupted care.

It is felt, however, that many caretakers abuse, neglect, and
exploit older persons for other reasons such as money, property
or assets. Deprivation of food, verbal abuse, and physical beat-
ing and threats are weapons used to force an older person to sign
over property, bankbooks, or social security checks. Many times
the Omhudsmen have discovered elderly clients, suffering from
senile dementia, who have unknowingly signed away their homes or
property to a relative. In some instances, a younger relative
may ask the older person to change his/her bank account to a joint
one, alleging that it would be easier for him to sign checks and
purchase goods. Once accomplished, the relative closes out the
account and leaves the state.

CASE RESOLUTION AND MONITORING OF CLIENTS

The reporting of protective services clients and the investigation
carried out by the Ombudsmen are only part of the program's
requirements. Another important aspect deals with the arrangement
of services and monitoring of the client's progress by the pro-
tective services worker. Many services are used hy the protective
services worker: homemakers; home health aides; visiting nurses;
physicians; ambulance; hospitalization; meals on wheels; chore
service; friendly visitors; companions; counseling on alcohol,
mental health and family problems; conservatorships; and police
intervention. In more severe cases, admission to a nursing home
or conuiitaent to a mental hospital may be needed.

In cases where a client refuses assistance and where the Or-buds-
mran has judged the client to be incapable of making such a
decision, the case is referred anyway. The protective seivices
worker then obtains a psychiatric evaluation in those cases in
which the client is deemed to he a danger to him/horself or others.
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CONCLUSION

Connecticut is orolid of its innovative law dealing with theabused elderly. It is believed that such programs are neededthroughout the country. Whether or not elderly abuse is on theupswing is a guess, but judging from Connecticut's eight-yearexperience, many older people are living in drastic situationsthat require intervention for their survival.

July 31, 1986

Written by Jacque Walker
State Ombud sIldn
Connecticut
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Senator DODD. If nothing else comes out of hearings like this, we
may convince some more people in the Senate to go back to their
own States with this kind of thing.

Commissioner KLINCK. What I could share with you is our State
legislation because it was drafted through Connecticut State legis-
lation. I will share that with you.

[Subsequent to the hearing, the following was received from
Commissioner Klinck for the record:]



51

CHAPTER 303

DEPARTMENT ON AGING

Sec. 17-135a. Nursing home ombudsmen office. Appointment of state
ombudsman and regional ombudsmen. Removal. There is established a nursing
home ombudsmen office within the state department on aging which shall be
responsible for receiving and resolving health and human services complaints
affecting patients or residents in nursing home facilities as defined in section
19a-521. The commissioner on aging shall appoint a state ombudsman and
assistant regional ombudsmen, each of whom shall serve for terms coterminous
with the term of the governor or until successors are chosen, whichever is later.
Such ombudsmen may not be removed, except for cause, which shall include,
but not be limited to, misconduct, material neglect of duty or incompetence in the
conduct of the office. Such state ombudsman and the regional ombudsmen shall
appoint local volunteer patients' advocates, as provided in section 17-135b. to
carry out the provisions of sections 17 -135a to i7 -135m, inclusive, 19a-523,
19a-524, 19a-530, 19a-531, 19a-532 and 19a-554.
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See. 17-135b. Patients' advocates. Appointment, expenses, removal. Use
of trained volunteers. (a) Patients' advocates shall be appointed by the state
ombudsman, in consultation with the regional ombudsmen, for each region in
sufficient number to serve the nursing home facilities within such region. Such
patients' advocates shall, if possible, be residents of the region in which they will
serve, and shall have demonstrated an interest in the care of the elderly. Patients'
advocates shall serve without compensation but may be reimbursed for
reasonable expenses incurred in the performance of their duties, within available
appropriationS.

(b) The patients' advocates shall be appomnted from among nomines
submiued by the chief administrative officer and the committee on aging, if an
for each town, the area agency on aging and the director of health serving each
Iown.
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Sec. 17-135e. Supervision of state ombudstiian. InvestigatiNe power. (a)The state ombudsman shall be under the direct supervision of and accountable tothe commissioner on aging.

(b) The state ombudsman is authorized to investigate and make reports andrecommendations concerning any act or the failure to act by any agency, official orpublic employee, with respect to their responsibilities and duties in connectionwith nursing home facilities, except the courts and their personnel, legislative
bodies and their personnel and the chief executive of the state and his personalstaff and all elected officials.

(MA. 77 575 S 5, 23.)

Sec. 17-135f. Duties of regional ombudsmen. The live regional ombudsmen
shall: (1) Be responsible for the patients' advocates in the performance of theirduties and shall assist such advocates in resolving problems; (2) investigateproblems and complaints brought to them by such advocates and shall direct anycomplaint, so investigated, to the state ombudsman for further action ifnecessary; (3) collect data from their regions which shall be directed to the stateombudsman for research and analysis; (4) carry out policies and procedures intheir regions as established by the nursing home ombudsmen office, including
reporting in writing any action taken concerning a complaint; (5) collaborate withlocal and regional officials and organizations in attempting to clarify and resolvecomplaints and (6) establish local liaison and working relationships with themedia, speakers bureaus and civic organizations and develop an ongoing program
of publicizing the ombudsmen office, its purposes and mode of operation.

(V.A 77.575. S. 6. 23.)

So. liue, t A. pro,,,,., of Ike ,IC,,',

Sec. 17 -135g. (Formerli Sece 19-621). Duties of patients' adVocates.Posting by nursing home facilities. Funding. (a) Patients' advocates, undersupervision of the regional ombudsmen, shall assist the regional ombudsmen inthe performance of all duties and responsibilities including, but not limited to, thefollowing: (1) The establishment of program policies and procedures for
vrceiving, evaluating, referring and resolving complaints from nursing homefacility patients and families, employees of nursing home facilities and the general
public, relating to nursing home facilities; (2) the carrying out of established
policies and procedures, including receipt of appropriate complaints and thereporting in writing on any action taken; (3) the collaboration with state officials
and other appropriate oiganizations to clarify complaints and the pursuit of allnecessary steps to resolve such complaints; (4) the provision of information asrequested to state agencies and organizations; (5) the collection of data forresearch and analysis to substantiate recommendations for policy and programchanges and the study of the problems encountered theretn, (6) the identificationand documentation of signtficant problems affecting a large segment of the
nursing home facility population and the communication of the documented
problem area to groups or agencies with similar concerns and jirisdictionaluLthority to deal wtih such problems; (7) the estabi shnett of local lia;;on andworking relationships with the media, specakers bure us attd civic organizations
z.d the development of an ongoing program of publicizing the role of the statec.trudsmen office and the patients' advocates; (S) the submission of legislative
i-cmnmendlations to the general assembly; (9) the faciiiarnon of pri atc legal
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action for patients if necessar': (10) assuring that the patients' bill of rights, as
established in section 19a-550. is properly posted and is distributed to each patient
or, if such patient is a min.or or incompetent, to his relative, guardian,
conservator or sponsoring agency and assuring that all elements and provisions of
the patients' bill of rights are adhered to properly; (11) assuring that all mandated
posting of the availability of reports has been complied with, and (12) aiding
patients in administrative procedures relating to transfers and discharges, and
aiding in insuring that patients are satisfied with the management of their financial
affairs.

(b) Such patients' advocates shall report to the commissioner on aging, the
commissioner of health services and to the local director of health, board of hcalth
or official charged with the enforcement of the health laws any violations of
subsecion (a) of this section.

(c) All nursing home facilities shall post or cause to be posted in a conspicuous
place thereirn a list of the names of the appropriate patients' advocates and the
names, addresses, and telephone numbers of the appropriate ombudsmen.

(d) The commissioner on aging shall have authority to seek funding for the
purposes contained in this section from public and private sources, including but
not limited to any federal or state funded programs.

(P A 7S:6i S. ;1. (7. P A 7611. S i4. ;6. PA 77*575. S 14. 23. 77-6,W. 5 iV i. 77i'. S 23. 6:0 )

i..oo P A 76. i; 1--r p-, 0.. . ICO t$ nl, ad .,oaio,,o Sub..r (4 W ccd. 'd g.--nz &'. alaS ',,y of ,,ot, talohC 0Sa-

,oas o,,n mcIh e .i ,n SuM,. t21 of SoCbc- lbl.,,Pnbaxd Subdi, i3) and a.tid SUtnion I0i a-4 .61 , fi c: afl ., and
*0! e berE ot pines rd added S..b-e (Ci -o f-uedi. ,ougco, P A 775 c5,5 o,,cn:C SubwC.,I- C a b) no cuaaoos.
ap n'.r.,rnen ,C d-l.e of al'oc;:O. Inx::,d oe Subec- (,' n.i:.r.z adoo- a -Cs uo mo, can. n nd .s.rd d." a e. tte riflj
,tniair~fl Sub~cc aco:0.n:) ,odaaod :b;,S to .tmmCs,,oc;. 01 StatS aG C.q -oar.,t, adJ,., afad l,.th(oo -tmb-ft df

omr:n bwdin Sal am,, oor O: adouaios. 'P A 77 634 moP::,; d S u (,, 1o S 4h. b). P A o; 4 !e7i c, comnh...oeI of
bna[. ,O.;ilou,,,~o,. ." hC...oh a C.o s ef o.ooianu. y 1. ;979. Se. ;S-6ii -a-e -ro o to Sec 0.135i to 1979

Sec. 17-135h. Duty to report suspected abuse, neglect, exploitation or
abandonment. Penalty. Confidentiality. Immunity. Notice to complainant.
Registry. (a) On and after July 12, 1977, any physician or surgeon registered
undcr the provisions of chaptcr 370 or 371, any resident physcian or intern in any
hospital in this state, whether or not so registered, and any registered nurse,
licensed practical nurse, medical examiner, dentist, osteopath, optometrist,
chiropra^tor, podiatrist, social worker, clergyman, police officer, pharmacist.
physical therapist, nursing home facility administ;ator, nurses aide or orderly in a
nursing home facility, any person paid for caring for a patirnt in a nursing home
facility, any staff person employed by a nursing home facility and any regional
ombudsman or patients' advocate who has reasonable cause to suspect or believe
that a patient in a nursing home facility has been abused, neglected. exploited or
abandoned, or is in a condition wvhich is the result of such abuse, negiect,
exploitation or abandonment, shall within five calendar days report such
information or cause a report to be made in any reasonable m.anner to the nursing
home ombudsmen office. Any person required to report under the provision of
this section v ho fails to make such report within the prescibed time period sha'
be fined not more than five hundred dollars.

(b) Such iepoit shalt contain hile namne and addiess of thc nursi;;g hom.m
facilit), the nalme of the in olved patien:t, InfGtmaltion regarding the nature ard
extent of the abuse, neglect, exploitation or abandonment and any othz
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information which the reporter beiheves might be helpful in on invesnigation of the
case and for the protection of the patient.

(c) Any other person having reasonable cause to believe that a patient in a
nursing home facility is being, or has been, abused, neglected, exploited or
abandoned, or any perison who wishcs to file any other complaint regarding a
nursing home facility, shall report such information in accordance with subsection
(b) in any reasonabie manner to the nursing home ombudsmen office.

(d) Such report or complaint shall not be deemed a public record, and shallnot be subject to the provisions of section 1-19. Information derived from such
reports or complaints for which, reasonable grounds are determined to exist after
investigation as provided for in section 17-135i. including the identity of the
nursing home, the number of complaints received, the number of complaints
substantiated and the types of complaints, may be disclosed by the state
ombudsman except that in no case shall the name of the patient or the
comnplainant be revealcd, unless such person specifcaly reqpcsts such disc osureor unless a judicial proceeding results from such report or complaint.

(e) Anyone who makes a report or complaint pursuant to this section or whotestifies in any administrative or Judicial proceeding arising from the report shallbe immune from any civil or criminal liability on account of such report orcomplaint or testimony, except for liability for perjury, unless such person acted
in bad faith or with malicious purpose.

(M) The person filing a report or complaint pursuant to the provisions of thissection shall be notified of the findings of any investigation conducted by the
nursing home ombudsmecn office, upon request.

(g) The stale ombutsman shall maintain a registry of the reports received, theinvestigations made, thc Findings and the actions recommended and taken.
V.A. 7715 S 7 71 P A SO.77* 5. 5 ; 415

HZcFq P A iS ;, Sciene to conn in SAbu c.-1a. PA 0o.431 ep^ nec -P iosnie p-os..on, in Siby (d)
$1 SK '6- 15

Sec. 17-135i. Review of report or complaint. Investigation. Referral toommissioner of health services or other action. Notice to complainant. Upon
rtceipt of a report or complaint as provided in section 17-135h, the ombudsmen
sall determinc immediately whether there are reasonable grounds for anmvestigaion. If it is determined that reasonable grounds do not exist for an
ptestization, the complainant or the person making the report shall be notified of
casdetermination within five working days after the receipt of such complaint orreport. If such reasonable grounds are found, the appropriate regional
cmbudsman in conjunction with the patients' advocates, shall investigate suchreport or complaint wiihin ten woriking days thereafter. The regional ombudsman
=l complete his inveszgation and make a report of his findings, within fifteenvking days after the receipt of the complaint or report, a copy of which shall be
eta the s:ate ornbudsman. If the insestigation indicates that there is a possible
mnior. of ;ne piovisions of the public health code with respect to licensing

-iirements, the regional ombudsman shall refer the report or complairn.t
;:ther with a report of his investigation, to the commissioner of health services
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for appropriate action under the provisions of sections 19a-523 to 19a-529,
inclusive, and 19a-531 to 19a-540, inclusive. If no violation of the public health
code is indicated, the regional ombudsman shall take whatever action he deems
necessary, and shall notify the complainant or the person making the report, of
the action taken within fifteen working days after receipt of the complaint or
report.

(P.A. 77-575. S 6. 23: 77-614, S. 323. 557. 610. P A 78-303. S *5. 136.)

Hi.owy; P.A 77-614 " m i of heath with .4 e o r ht.iih , - off-i-o J..oy I. 1979.

Sec. 17-135j. Civil immunity of state employees. Representation by
attorney general. Neither the state ombudsman, nor any employee of the nursing
home ombudsmen office, nor the regional ombudsmen, patients' advocates or
any employee of any other state agency shall be held personally liable in any civil
action for damages on account of any act or omission not wanton or wilful in the
performance of his responsibilities or duties under sections 17 -135a to 17 -135m,
inclusive, 19a-523, 19a-524, 19a-530, 19a-531, 19a-532 and 19a-554. Any person
to whom the provisions of this section apply and against whom any action is
brought on account of any alleged act or omission shall be represented therein by
the attorney general in the manner provided in chapter 35.

(P A .7-575. S 16. 23.)

Sec. 17-135k. Penalty for failure to cooperate with ombudsman or patients'
advocate. Access to public records. Confidentiality. Acceptance of assistance.
(a) Any nursing home facility which refuses to permit the state ombudsman or
any regional ombudsman or any patients' advocate entry into such facility or
refuses to cooperate with the state ombudsman, or any regional ombudsman or
any patients' advocate in the carrying out of their mandated duties and
responsibilities enumerated under sections 17-135a to 17 -135m, inclusive, 19a-
523, 19a-524, 19a-530, 19a-531, 19a-532 and 19a-55 4 or refuses to permit
patients or staff to communicate freely with the state ombudsman or any regional
ombudsman or any patients' advocate shall be subject to the penalty prescribed
for a class D violation under section 19a-527.

(b) In carrying out the duties enumerated in sections 17 -135a to 17-135m,
inclusive, 19a-523, 19a-524, 19a-530, 19a-531, l9a-532 and 19a-554, the state
ombudsman, the regional ombudsmen and the patients' advocates shall have
access to all relevant public records, except that records which are confidential to
a patient shall only be divulged with the written consent of the patient.

(c) In the performance of the duties and responsibilities enumerated under
sections 17 -135a to 17-135m, inclusive, 19a-523, 19a-524, 19a-530. 19a-531,
19a-532 and 19a-554,'the state ombudsman, the regional ombudsmen and the
patients' advocates may utilize any other state department, agency or
commission, or any other public or private agencies, groups or individuals who
are appropriate and who may be available.

(P A 77.57. S I . 21)

Sec. 17-1351. Regulations. Regulations shall be promulgated by the
commissioner on aging to carry out the provisionsofsections 17 -135a to 17-135m,
inclusive, 19a-523, 19a-524, 19a-530, 19a-531, 19a-532 and 19a-554.

(P.A. n7575. S. 19. 21.)
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Sec. 17-135rn. Annual report. On or before September 1, 1978, and
antiualy thereafter, the state ombudsmin s' ,i1 submit, through the
commissioner on aging, a report to the governor .Uin: he gencril asscmnbly of' the
activities of thc ormbudsmen office during the prior fiscal year and a projectcd
budget for thc coming fiscal year. The report shaill include, but not be limited to,
the number and general pattern olconiplaints received by the ombudsmen ollic_,
the number and nature of administrative acts investigated, the action taken on
such investigations, the results of such ,mctions and any opininns or
recommendations which will further the state's capabilities in rcsolving nursing
home complaints.

(P A 77$5.S is 2; P A 0.0 S n1 SR
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PROI ECTION OF THE ELDERLY

'Scc Scs. 2c*2b. 17 llS- 17 1 .I , 523. 19' 524. 19. 530. i9a 531. 19a 532. 19a-554.

Sec. 46a-14. Dtlinitions. F-or purposcs of this chapter.

(I) Thc term -cderiN persr mnteans any resident of Connecticut who is sixty years
of age or older.

(2) An elderly person shall tx deemed to be "in need of protective services" if such
person is unable to perfor m or obtain scrvices which are necessary to maintain physical
and mental health.

(3) Thc term "services vwhich are necessary to maintain physical and mental health"
includes, but is not lifnited to. the provision of medical care for physical and mental
health needs. the relocation of an elderly person to a facility or institution able to of Ifr
such care, assistance in personal hygiene, food, clothing, adequately heated and
ventilated shelter, protection from health and safety hazards, protection from
maltreatment the result of which includes, but is not limited to, malnutrition. deprivation
of necessities or physical punishment. and transportation necessary to secure any of the
above stated needs, except th;it this term shall not include taking such person into custody
without consent except as providcd in this chapter.

(4) The term -protective seices" means services provided by the state or other
governmental or private organiztiiotis or individuals which are necessary to prevent
abuse, neglect, exploitaition or ahibndonnrirt. Abuse includes, but is not limited to, the
wilful infliction of physical pain. injury or mental anguish, or the wilful deprivation by a
caretaker of services which aic nccessiry to maintain physical and mental health. Neglect
refers to an cldcrly person uwho is either living alone and not able to provide for oneself
the services which arc necessary to miaintain physical and meental health or is not receiving
the said necessary scivices fron the responsible caretaker. Exploitation refers to the act
or process of taking jdvairrni'e of an elderly person by another person or caretaker
whether for monctary pr sotial or oithir benefit, gain or profit. Abandonment refers io
the desertion or wilful iorsakinii o* an elderly person by a caretaker ot the foregoing of
duties or the withdrawal or ncQl.c. of duties and obligations owed an elderly pisotn by a
caretaker or othcr person.

(5) The triti 'carrer.rktr- mn:in a person who has the responsibility for the care of an
elderly person as a re ult ol xtaii iclanionship or who has assumed the responsibility tor
the care of the etdcily solu:.rii\ hy contract or by order of a coun of competent
jurisdiction
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(6) St atc oibudsman' and "regional 0; il';1;n ru ,-lt-r, t pir'ons appointed by
th-e Coinmii iOlt on aging under the provision% 0f v i t- i 3a.

(I' A 7
7

61 H. S i. 15)

Scec. 46t-lS . Reporl of suspected abuse, neglect. expiuoiati mn. abiandinment or
need for protective services. Penalty fur failure to riprrt. immuniuoty for report or
testimony. (a) Any physician or surgeon licensed under rith provisions of chapter 370 or
371, any resident physician or intern in any hospital in this stae, whetiler or not so
licensed, any registered nurse, any nursing home adrinistrator, nursc's aide or orderly in
a nursing home facility, any person paid for caring for a patient in a nursing home
facility, any staff person employed by a nursing home facility, any patients' advocate and
any licensed practical nurse, medical examiner, dentist, osteopath, optometrist,
chiropractor, podiatrist, social worker, clergyman, police officer, phariracist or physical
therapist, who has reasonable cause to suspect or believe that any elderly person has been
abused, neglected, exploited or abandoned, or is in a condition which is the result of such
abuse, neglect, exploitation or abandonment, or who is in need of protective services,
shall within five calendar days report such information or cause a report to be made in any
reasonable manner to the commissioner on aging or to the person or persons designated
by him to receive such reports. Any person required to report under the provisions of this
section who fails to make such report shall be fined not more than five hundred dollu.

(b) Such report shall contain the name and address of the involved elderly person.
information regarding the nature and extent of the abuse, neglect, exploitation or
abandonment, and any other information which the reporner believes rmight be helpful in
an investigation of the case and the protection of such elderly person.

tc) Any other person having reasonable cause to believe that an elderly penron is
being. or has been, abused, neglected, exploited o. abandoned, or who is in need of
protective services may report such information in any reasonable manner to the
commissioner or his designee.

(d) Any person who makes any report pursuant to this chapter, or who testiies in any
administrative or judicial proceeding arising from such report shall be immune from any
civil or criminal liability on account of such report or testimony, except for liability for
perjury, unless such person acted in bad faith or with malicious purpose.

(e) For the purposes of sections 46a-14 to 46a-26, inclusive, the treatment of any
elderly person by a Christian Science practitioner, in lieu of trea:ment by a licensed
practitioner of the healing arts, shall not of itself constitute grounds for the
implementation of protective services.

(P.A. 77-6)3. S. 2, i5; P.A. 78-30, P.A. 8o-i9), S. Ir, P.A 84-46, 5 160. i71 )

Hi4-Or P A 7830 ldod Sqbsc (e) tc trimnt ofr ofdetly p i, by Chis,-, S- P.A. U0-i
r n,-od cn=c,- fvrnm ist of dtost rmquitd to rkc rmton in Sb,,c (a). P A 34-546 nia, rechrnica chulsnl, iGDtMa9
li ctcisn1 itK rgtistecdi ,h- iiplpo ig.

S, soc 17-n5shi

Sec. 46a-16. Evaluation of report. Findings and recoojinendatlon. Registry.
Confidentiality. (a) The commissioner upon receiving a report that an elderly person
allegedly is being, or has been, abused, neglected, exploited or abandoned, or is in need
of pirtective services shall cause a prompt and thorough evaluation to be made, through
the appropriate regional ombudsman, to determine the situation relative to the condition
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of the elderly person and what action and services. if any, are required. The evaluation
shall include a visit to the named elderly pcrson and consultation with those individuals
having knowledge of the facts of the particular case Upon completion of the evaluation
of each case, written findings shall be prepared which shall include recommended action
and a determination of whether protective services are needed. The person filing the
report shall be notiiied of the lindings. upon request.

(b) Each regional ombudsman shall maintain a registry of the reports received, the
esaluation and findings and the actions recommended, and shall furnish copies of such
data to the department on aging for a statewide registry.

(c) Neither the original report nor the evaluation report of the regional ombudsman
shall be deemned a public recoid or be subject to the provisions of section I- 19. The name
of the person making the original report or any person mentioned it such report shall not
be disclosed unless the person making the original report specifically requests such
disclosure or unless a judicial proceeding results therefrom.

(PA 77-613. S 3, i0)

Sec. 46a-17. Referral to departmett of human resources. Injunction against
Interference by caretaker. (a) If it is dettititied that ani elderly person is in need of
protective services. the regional ombudsman shall refer the case to tie department of
human resources for the provision of necessary services, provided the elderly peison
consents. If the elderly person fails to consent and the regional ombudsman has reason to
believe that such elderly person lacks capacity to consent, the regional ombudsman shall
refer the case to the department of human resources tor a determination pursuant to
section 46a-20 of whether a petition for appointment of a conservator should be filed.

(b) If the caretaker of an elderly person who has consented to the receipt of
reasonable and necessaiy protective services refuses to allow the provision of such
ser ices to such elderly person, the conmiuissionet of humin resources may petition the
supenor court or the probate court for an order enjoining the cauetaker from interferiig
with the provision of protective services to the elderly person. The petition shall allege
specific facts sufficient to show that the elderly person is in need of protective services
and consents to their provision and that the carcta!cr refuses to allow the provision of
such services If the judge finds that the elderly person is in need of such services and has
been prevented by the caretaker front receiving the sane, the judge may issue an order
enjoining the caretaker from interfering with the provision of protective services to the
eldeily pelsot.

(PA. 77-613. 5 4. i. 77 614. 5. 521. 587. 6i0. PA 78 303. 5 h5. 136)

Hi.I,- P A 77-614 ani P A 78.103 rrpltchd -conumi , r and kp..n-in-i f 5utxi xrniccs with comissioncr aid
nispizsent uf buzlafl MnMc's. cfai-vc Jiafluar 1 S199

Sec. 46a-18. Access to records. Authority of departments of human resources
and aging. Any person. department. agi cny or . itn,:lsion authoriycd to carry out the
duties enumiterated in this chapter shall have i.ccs, it dI relevant records, except that
records which are confidential to an elderly pcrson sha!l only be: divulged with the written
conscni of the eldrly rprson or his rCpre.nuic.- I hl iuthority of the department of
hmi,,t.n resources, and the &tepariiient on ione uztdei Ows chapter shall include, but not
.x linmited to. the riehit to initiate or orhcrsk i .k. irs-k . .iitos necessary to assure the
hc.lih, sae)y a.nid welfare ol any elderly !t rsoi '.ibjci[ to any si\'citic requirement for
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individual consent, and t he rijhtd to authorizc the transfer of an elderly person fioiri a
nursing hlome.

(P A 774-13. S 5. I. 2M4. S "': o7 0-III P4A 7S ;03. S S5. 136)

Hli-oy P A. 77-8,4 -nJ P A, 7"1 "'3 ' f ,. j rvses with &pafswnmt of ho._on
tffc~Ic ,Jana.a, 1 'IS79

See Socs. 19 514, 9.I 535

Sec. 46a-19. Lack of consent or withdrawal of consent. Reports to and
comments by ornbudsman. (a) If ar elderly person does not consent to the receipt of
reasonable and necessa-y i'uecctive services, or if such person withdraws the consent.
such services shall not be pro.vided or continued, except that if the commissioncr of
human resources has reason to believe t)at such elderly person lacks capacity to consent,
he may seek court authorsation to providc necessary services, as provided in section
46a-20.

(b) The department of human resources, within ten calendar days of the referral of
any case for the provision of protective services, shall furnish the regional ombudsman a
written report outlining the intended plan of services. The regional ombudsman shall
have the right to conintctit on the proposed plan, and a copy of the regional ombudsman's
comments shall be forwa Ldcd to the state ombudsman for subsequent action, if required.

(P.A. 77-613. S. 64 3; 77,514. S 5321. 5?. 610, P.A. 78 303. s. 85, 136.)

Hislly P.A .77-414 and P A 78 -03 r .c ....... ossoncr &d dcpanrnt of social Vi=cs wids commssioir and
epabucnnt of bisn-n mms.'rc'.. -c-):iaJ r3 1, 1919.

Sec. 46a-20. Appointment of conservator for elderly person lacking capacity to
consent to protective sers icets. (a) If thc commissioner of human resources finds that an
elderly person is being ahused, neglected, exploited or abandoned and lacks capacity to
consent to reasonable And ne-eess;ir-y protective services, he may'petition the probate court
for appointment of a conservator of the elderly person pursuant to the provisions of
chapter 779, in order to obtain such consent,

(b) Such elderly person or the individual, ageticy or organization designated to be
responsible for the personal welfare of the elderly peison shall have tie right to bnng a
motion in the cause for review of the probate court's determination regarding the elderly
person's capacity or an order issued pursuant to this chapter.

(c) The probate court may appoint, if it deems appropriate, the conunissioncr of
human resources to be the conservator of the person of such elderly person.

(d) In any proceeding in probate court pursuant to provisions of this chapter, the
probate court shall appoint an attorney to represent the elderly person if he is without
other legal representation.

(P.A. T7.613, S 7, 1S 174-4 S S21, 5S7. I10. P.A 7803, S S5, 1i3.)

HIisory: P A. 77-614 and P.A. 7S 303 :rplcd oon,;ssson of soXiai 'cn ccs with ommnsso-, r a4 hua-n rc.ouna.
cru.~ ivI.iry i. 1979

Sec. 46a-21. Assistance by public or private agencies. In performing the dutics
set forth in the chaptet, thc egJdiual otinbudsrmen and the department of human resources
may request the assistance of the stafls and resources of all appropriate state departments.
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agencies and commissions and local health directors, and may utilize any other public ot
private agencies, groups or individuals who are appropriate and who may be available.

(P.A. 7-613, S 8, 15; T7.614. S 5?2. 587. 6iO. PA. 78-303.3. 85. 136.)

Histoy P.A. 77-614 anJ P A 7S 303 rmpiaco4 dcpwn:nt of sW sics .ith &pona- of huran. nsoucss
cffectie laO-uy 1 1979.

Sec. 46a-22. Periodic review of cases in which protective services are provided.
Consent to continuation of services. Subsequent to the authorization for the provision
of reasonable an'i necessary protective services, the departinent of human resources shall
initiate a review of each case within forty-five days, to determine whether continuation
of, or modilication in, the services provided is warranted. A decision to continue the
provision of such services should be made in concert with appropriate personnel from
other involved state and local groups, agencies and departments, and shall comply with
the consent provisions of this chapter. Reevaluations of each such case shall be made
every ninety days thereafter. The department of human resources shall advise the
appropriate regional ombudsman of the decisions relative to continuation of protective
services for each such elderly person.
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Sec. 46a-23. Payment for protective services. Procedures when elderly person
unable to pay. Concurrent with the implementation of any protective services, an
evaluation shall be undertaken by the department of human resources, pursuant to
regulations which shall be adopted by the commissioner of human resources, in
accordance with chapter 54, regarding the elderly person's financial capability for paying
for the protective services, If the person is so able, procedures for the reimbursenient for
the costs of providing the needcd protective services shall be initiated, If it is determined
that the person is not financially capable of paying for such needed services, the services
shall be provided in accordance with policies and procedures established by the
comtissioner of human resources for the provision of welfare benefits under such
circumstances,
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Sec. 46a-24. Ref'rral for crinminal investigation or proceedings. If as a result of
any investigation initiated under the provisions of this chapter, a determination is made
that a caretaker or other person his abused, neglected, exploited or abandoned an elderly
person, such inform3aion shall be refei-ed in writing to the appropriate office of the state's
attorney, which shall conduct such further investigation, if any, is deemed necessary and
shall determine whcther criminal proceedings should be initiated against such caretaker or
other person, in accordance with applicable state law,

(PA. 77 613. S. I1. 15 )

Sec. 46a-25. FRrgultior~s. Rculations shall be proinulgated by the co' -imissioner
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Sec. 46a-26. Reimbursement of certain funds c-,pended for purposes of
chapter. Section 46a-26 is repealed.

(t' A 77o613. S 13, I, 77-614, s. 521, 587, 610, P.A. 78-2265, S 2. 3. 18 303. S S5 136)

Secs. 46a-27 to 46a-50. Reserved for future use.

Note: Chapters 814a and 814b are also reserved for future use.
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Senator DODD. Doctor, again, we thank you for coming. First, all
the statistics, I think, sometimes can be dizzying, trying to keep the
numbers all straight.

How reflective do you believe that the New Haven survey is of
national data?

Have you seen national data that would tend to confirm what
you have discovered in this particular community?

Are we the exception, with less of a problem in terms of these
areas, or more?

Dr. OSmFELD. Senator, I think that, when we present it, it will be
fairly representative of all States which are not primarily rural.

I have good reason to believe that. In parallel with the study
that we are doing in New Haven, there is another study with
almost the same kind of methods in Boston with findings that are
almost superimposable.

Most older people in the United States live in central cities in
the Midwest and Northeast. That is still true.

Our picture of most older Americans living in the Sun Belt is not
true. Older people are the least mobile segment of our society.

So, I believe that, for most highly industrialized States, what we
find in New Haven is representative of.those areas.

Senator DODD. We hear that data, and we have heard a lot of
comment this morning about what sorts of services ought to be
made available.

We heard about the respite care, obviously, over and over again.
Would you care to expand that list or contract it in any way, as

we talk about a time of limited resources?
Dr. OSTFELD. Well, I think, the general, I would agree with what

Betty Daubert said or implied-and I hope I am getting you cor-
rectly, Betty-that a large proportion of the help can come from
well-intentioned, well-motivated people who are willing to put their
minds to learning relatively few skills.

In taking care of the elderly, it is more important to know the
disability than it is to know the diagnosis. And humanity precedes
technology in helping older people.

There is one other thing that I would like to see happen.
Most older people are taking 3, 4, 5, 10, 15 medications; many of

them have been taken for years; others have been recently added;
some are over the counter; some are by prescription.

It is difficult to tell which ones you should still be taking and
which ones you should throw away.

I have not infrequently seen older people taking two medications
with directly opposing effects.

And I would like to see some way to get the medicine chests of
older people cleaned out.

Senator DODD. That is the kind of medical thing-I presume we
have medically-trained people, not necessarily physicians, but cer-
tainly registered nurses or the like who could come in for a day in
some of these places and just go from apartment to apartment and
be able to give people some advice on some things.

Dr. OsTEELD. You do not need all kinds of special scientific exper-
tise to do these things.

Mostly, you need humanity and willingness to learn a little bit.
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Senator DODD. There are so many questions for all of you, but I
am afraid I am already taking more time than I deserve of you.

As to medical research, doctor, obviously, again, I think we all
agree that there are limited resources on how much we can be
doing.

If we were to single out the single largest, glaring problem-and
I presume you will agree that the medical research area of geron-
tology primarily is a Federal Government obligation.

I mean, I am sure States can do some things; obviously, private
institutions do.

But if we are discussing the public sector, the bulk of it has to
come from the Federal Government.

If you had to prioritize in the area of medical research, where is
the glaring lack of effort being made? Where would you spend
those limited dollars right now in the area of medical research?

Dr. OSTFELD. Well, in talking only for myself, I think we know
more about aging rats and mice than we know about aging people.

And I think we need more research, first of all, that is aimed at
understanding what the real problems of older people are, as they
live their day-to-day lives.

Second, we need more research directed toward the spontaneous
attempts to deal with problems of older people that are springing
up.

There are all kinds of fascinating efforts by older people and
younger people, by individuals and groups, to try to deal with the
population explosion of older people.

And while we have a good deal of anecdotal evidence, we need
more information about what is working and what is not.

In other words, we need for science to mirror life, first, and then
we need to understand the relative successes and failures of all of
these opportunities, all of these different programs that occur.

And I think we will be in a much better situation. A good deal of
the budget of the National Institute on Aging is spent for main-
taining colonies of older animals.

And I think that while some of that may be properly placed, I
am not sure that all of it is properly placed.

I think we also need to interest increasing numbers of physicians
and investigative scientists into this field; the number is relatively
small, and they are still being recruited from other areas.

But I think we need increased opportunities for training people
in these areas at all levels.

Senator DODD. Thank you very much.
Audrey, I wonder if you might briefly comment. We talked about

the partnerships of the various agencies involved.
And I think what is terribly confusing to a lot of people who do

not work on this area day in and day out, as all of you do, is just
the many entities which may be involved-obviously, there are
area agencies on aging, the health departments, income mainte-
nance, there is Medicaid, Medicare and who administers what.

How much difficulty do you find there is in coordinating efforts?
How much overlapping is there? What would you suggest be

done to try and see to it that the cogs of these wheels work more
smoothly or are they working smoothly enough in your mind?
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Ms. WASIK. In Connecticut, in 1980, the commission on long-term
care was established to help grease the wheels, if you will.

We have eight State agencies that deal with human services.
They are all represented on the commission on long-term care.

And it is difficult because our funding streams are agency-target-
ed.

It is difficult sometimes to change our perspective to the broader
perspective and see what is happening to our total system; we are
so busy determining what is happening within our reimbursement
area or a single agency.

So, we do have to step back and look at the broad system, and
find out what is happening; how are our regulations impacting on
direct care and what does the Medicaid reimbursement system do
to our total system and do we coordinate this with home services,
be it Federal or State dollars, such as independent living programs.

I see a need for all States to start talking in terms of-and it is
not just a Federal barrier. It is a State barrier, also.

I see a need to start talking in terms of developing a comprehen-
sive system with these programs and these dollars at a State level.
It can be done, and some States have done it.

We, in Connecticut, have adopted policies on community-based
services for the elderly that cross agency lines, so that we are now
looking at our own agency policies and saying, "Let us make sure
that we meet a statewide policy goal," so that our intake system is
similar in one program and another program and that we are not
dropping clients in the cracks, even though these programs are
there.

I am a proponent of case management. I think the case manage-
ment system for human services that will not tie individuals up
with individuals programs and individual funding mechanisms
would help tie this together.

But I think the barrier is not totally on the Federal; I think they
are on the State level, too, and we can do something to create a
comprehensive system by saying that our intakes are going to be a
single entry level and that we are going to develop a case manage-
ment system to direct our clients where the programs are and
where the dollars are.

Senator DODD. I have one more question, and I would like to ask
all of you if you would like to comment on this.

In more question and answer periods, if I get any question at all,
lately, it has to do with the prospective payment system, the Medi-
care reimbursement payment and the DRG's. Everywhere I go this
comes up.

And many have suggested in the mail-and I do not think I am
unique in this regard, I think others are getting this as well-that
people are leaving hospitals "quicker and sicker," which is usually
the line you get from people when they talk to you about these
things.

And they are displacing the chronically ill people in nursing
homes and the like.

It is putting tremendous pressure, obviously, on the system, to tie
into what we are talking about here today.

And I am just wondering if you might have any comments on
whether or not the early discharge is creating problems; can you
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document that and, if so, what suggestions do you have of ways we
can deal with the problem.

Obviously, it is a large problem. I think we could have a hearing
just on this one subject.

So, I am going to ask you to be relatively brief because I can see
you all kind of getting ready to jump into this one.

But it would be ridiculous here this morning to not talk about
DRG's at all, since there is so much interest in the subject now.

So, Audrey, would you want to comment first?
And I will ask the rest of you if you want to add to that, as well.
MS. WASIK. I know that home care, to my right, will have a great

deal to say, so let me leave my comments on the institutional side.
DRG's and the early discharge of patients from hospitals is im-

pacting on our entire system of care.
And I checked with the department of health services, hospital

and medical quality care division, and asked them, in their inspec-
tion, what are they seeing; are they seeing a change.

I said, "I hear things, but are we actually seeing it? Can you doc-
ument it?"

And, without question, the director of the unit said to me, with-
out question, we are seeing a change in the type of care and the
extended skilled care that is needed in our nursing homes, and I
know the same is true in home care.

But, without question, DRG's are impacting on the long-term
care system, and we cannot ignore that. We cannot ignore that.

The needs of the institutions and the needs of the home care, the
cost shift is there, and it must be addressed.

Senator DODD. Dr. Ostfeld, I noticed you were leaving. Thank you
very much, by the way. It was very gracious of you to be here this
morning.

Ms. DAUBERT. Senator, I agree with Audrey's comments. We
have seen a change in the intensity of need level of patients.

They are sicker and they are coming home from the hospital ear-
lier.

However, there is another element that is kind of an under-
ground factor, and that is that more people are being turned away
from admission to hospitals, and they never get into the statistics.

They are seen in clinics. They are seen in emergency rooms. And
they are told, no, it is not appropriate for admission.

And they are not being admitted to hospitals. They are returning
to their own homes.

And I am sure that Joan has clients daily that this happens to.
Ms. QUINN. We recently had a situation in one of our offices

where a person went to the emergency room, having had an acute
heart attack, and was discharged and died in the ambulance on the
way back home because the symptoms were not as pronounced as
they would be in a younger person, very common in older adults in
terms of their presentation of symptoms, when they have certain
problems.

So, access to the hospital in the first place is a significant prob-
lem, as Betty mentioned.

Senator DODD. Thank you.
Do you want to comment on that, as well?
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Commissioner KLiNCK. Just one thing. When we are talking
about medical denials, this is one problem that I would like to see
addressed. The Federal Government has taken away from the
States resources to appeal those denials.

They have reduced a great deal of funding for legal services for
the elderly.

And I feel this is an extremely important part of elderly services
that nobody ever thinks about.

First of all, when we talk about education, I think we should be
training attorneys on how to deal with elderly clients.

They are dealing with elderly clients all the time, and they are
not aware of what services are available in the State to address
their needs.

Also, I think that we should be supplying some sort of funding to
assist the elderly when they want to appeal a Medicare denial.

How do they go about appealing those Medicare denial cases? Let
us give them the assistance they need to do that, either by taking
them through the whole process or training other people out in the
field who deal with the elderly on how they can do it.

When should something be legally denied, for one thing, and
what do you do when it is denied?

I think we are not doing enough of that, and I think we have to
address that issue. We have to make the elderly aware that there
are cases where they should not be denied.

I think we have to train people in the nursing homes and hospi-
tals when to deny, and how to appeal those denials.

I think the people who are admitting elderly, the people who are
discharging them, are probably not aware when they should be ad-
vising somebody to appeal.

After all, the medical professionals are not saying, "I will not
allow you"; somebody else is saying that.

So, they should have the information on hand to give the elderly
person and say, "I think this is a case where you could appeal it
and this is who you should go see."

And then we should have some more attorneys, legal service de-
velopers, if you want to call them that, available to help.

We have one in our department for the whole State, but he is
bombarded with calls and cannot really take care of all the prob-
lems.

So, I think there should be more funding for legal services
around the State.

I think we should be ready and willing and assist the older
person in appealing Medicare denials.

And I know this is something probably the Federal Government
is not that anxious about because, if we start appealing them, it is
going to cost more money.

But I think that, when Government should be paying, elderly
should go through the process even if it takes 2 years and appeal it,
and then maybe there would be fewer denials.

Senator DODD. Betty, let me ask you a basic question, if I may.
I should say that I am a cosponsor of a number of bills that have

to do with Medicare reimbursement that would expand the cover-
age in a lot of these areas that we are talking about here this
morning.
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But, frankly, there has been some hostility, and you get the feel-
ing of some hostility to expanding coverage in these areas.

Obviously, I suspect that the reason is, of course, that people
ought to be able to do more to take care of their own needs; that
this is not something the Federal Government ought to expand its
services in.

How would you explain what the reason is, beyond the financial
considerations, for this reluctance to expand into these other areas
that we have talked about here this morning?

What should we, in Congress, do to strengthen, if you will, the
system of home health care beyond the idea of expanding Medicare
coverage into some of these areas?

Ms. DAUBERT. Your first question-I think that what happens is,
when you look at the statistics and when you look at the outflow of
Federal dollars through the Medicare Program, in particular, you
see a very rapid growth, and that scares the Federal administra-
tion.

However, they become hysterical without looking at the other
half of the coin, and that is the increasing elderly population.

Proportionately, the number of home care services, from a
volume perspective, have not increased; they have remained stable
at between 2 and 2.5 percent since the beginning of the early
1970's.

Now, a lot of people on the Federal level do not want to hear the
other side of that coin.

What we are really facing is an explosion in our elderly popula-
tion.

-In addition to that, we are facing the DRG system which, in
other parts of the country, have had a much greater impact than
in Connecticut.

Even though we might not think so, Connecticut has had a regu-
latory system in place for about 5 years, so that our average length
of stay was 1 to 3 days less than Western States.

So, even though we are seeing the impact of people going home,
sicker and quicker," it is much less than in other States.
When Mary Ellen was talking about more assistance for legal

aid, it again brought to mind a thought that I have had several
times.

When you look at Medicare in the late 1960's and early 1970's,
all people had to have was to be 65, have a Medicare card and, in
relation to all levels of care, they could get the service they needed.

The year 1970 was the first time that we saw what is known as
reinterpretation of existing guidelines.

And, each year, we have had more and more. And what that has
done-if you look at, proportionately, the amount of money that is
spent on bureaucratic redtape and hiring lawyers to fight Medicare
denials and this kind of thing, if you could take that money and
put it into direct service, you would have a lot less expenditure of
the Federal health care dollar, I believe.

So, in other words, Senator Dodd, make it simple.
Senator DODD. Lastly, we have requested a waiver, section 2176-

I get dizzy from all of the numbers-as well, in the State.
I think Mary Ellen pointed out that there is legislation pending

that would make it easier for the State to get these waivers.
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And I am a cosponsor of that effort, as well. One of the problems
we see with the administration-again, not in a partisan way, but
opposing this particular effort-what is the rationale?

I mean, it is easy to say that they oppose it, but there must be
some arguments they are raising beyond cost, it would seem to me,
in this area.

What are they?
Ms. QuINN. I think it primarily is that they view any expansion

of benefits-and they view this as an expansion of benefits-as an
add-on; they do not feel that there would be less people using nurs-
ing home beds if this program goes into effect, but that more
people will use both.

And I think that really is their primary objection at the moment.
Although it has been a terrible struggle for any of the State

Medicaid Programs to get this waiver, more and more are finally
getting approvals. Unfortunately, you have to use political means
to do that.

In our pilot project in Fairfield County, which is just in seven
acute care hospitals, we have been able to divert anywhere from 24
to 27 percent of all of the people slated for nursing homes back into
the community at a significantly lower cost than institutional case,
which is anywhere from $2,300 to $3,000 per month in this State.

So, even if you can delay that placement, you are going to save
money in the end.

And we have had many people home for over a year. So, it is a
workable program, I think.

And I think if you give enough effort and emphasis to the pro-
gram, you will empty some nursing home beds.

But you cannot operate the program as a token one.
Senator DODD. I am glad you say it because I think we are not all

impressed by the human cost involved.
And we hear Mrs. Kelly or other people like her and, obviously,

there is that human element.
But a lot of times, people are not moved by human issues. They

seem to be primarily interested in the financial questions.
And what all of you have said here today is that what you are

looking at is a significant savings of Federal dollars.
I mean, you are talking about saving money in times of limited

resources.
And, frankly, the administration-I want to tell you that there is

not any argument that I have been able to hear anywhere that op-
poses the notion of trying to forestall or delay or prevent people
from going into nursing homes.

And as I said in my opening statement and for those from the
nursing home industry here today, I am not suggesting in the
slightest-in fact, it would be deplorable if we were to lose our
nursing home facilities in this country.

The private nursing homes contribute significantly to the well-
being of people in this society.

But the idea of, if possible, trying to keep people in a home envi-
ronment makes more sense from the human standpoint.

And the cost savings-and the administration certainly agrees
with the goal of cost-saving-of the long-term home care or the
community-based care facilities make a lot of sense.
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I thank all of you for being here this morning. I have taken a lot
of your time, and I have a lot of questions here.

If you have got a couple of more minutes, let me just run down a
few of them.

Someone asked here what are the chances of resurrecting the
IRA's as a viable retirement plan for future generations.

I would just say briefly here that I do think we are going to be
able to maintain the IRA Program to some extent in the tax bill; I
think there is a very good chance we will.

We came very close to this in the Senate, a two-vote margin. The
House, of course, has retained it.

So, I think there is a good chance that that will be done.
Mary Ellen, there is one for you here. I will just read it; I did not

read them ahead of time.
Congrats on working towards the waiver of Medicare towards extended home

care. Will this waiver appeal from home care support systems before hospitalization
rather than only after hospitalization? This would be supportive of the prevention of
hospitalization.

Commissioner KLINCK. Yes. The waiver that we are requesting
does include elderly entering nursing homes directly from their
home. You do not have to be in the hospital.

The program that we are doing now in Fairfield County involves
a waiver only-when you are in a hospital and being discharged to
a nursing home. Waiver hopes to send elderly back to the commu-
nity to their own home with services.

But the waiver that they are requesting now in the State of Con-
necticut will involve people who are also in the community but
only those who are applicants to a nursing home.

So, yes, the answer is that it would include people in the commu-
nity.

And I think that-Joan, you may be more up on that, but I think
we feel pretty confident we are going to get that waiver. Do you
agree?

Ms. QUINN. Yes.
Commissioner KLINCK. Commissioner Heintz is here. I do not

know how far along that has come.
Actually, we are very hopeful that it is going to happen; that

people from the community will be included.
MS. WASIK. I would just like to add, if I could, the State of Con-

necticut has made a commitment to a community-based service
program, even if the waiver is denied.

Senator DODD. That is good news.
Audrey, here is one for you. "We have a developer who was

given by the State a permit to build a nursing home in conjunction
with a congregate living facility. He is now building the nursing
home, but there is no site for the congregate housing. He claims he
did not get financing together for the congregate housing. What
went wrong? The State needs congregate housing, not another
nursing home."

I left the name of the developer out; he is not here to defend
himself.

Do you know which one I am talking about, maybe?
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Ms. WASIK. No. And I do not know what went wrong. I am not
sure what the bottom line question is, whether or not the CON in-
cluded both the congregate housing-

Senator DODD. I am going to give you that one. You can go home
with that one.

Ms. WASIK. I would be happy to discuss it with the author after-
ward.

Senator DODD. All right.
MS. WASIK. I would agree that we need congregate housing and

living arrangements with the support services.
Senator DODD. This is for Mary Ellen, again. And someone from

the department of income maintenance can respond to this, too, if
there is someone here.

Is there evidence of discrimination between Medicare and Medicaid patients in
nursing homes? As social workers, we need to know how to interpret the new admis-
sions programs going into effect. The burden of this job is on us. We need clarifica-
tion, unity and consistency on how to implement what the State wants.

Commissioner KLINCK. Well, I gather they are talking about the
new waiting list bill, possibly, which basically states that the nurs-
ing homes must keep a record and give a receipt to everyone who
comes to a nursing home and signs an application for admittance.

And, therefore, they must be taken in order, and they cannot dis-
criminate whether they are on Medicaid or whether they are pri-
vate pay.

That particular bill was passed last year, and we have had a
committee working on establishing regulations because we know
that this can be quite complicated.

The regulations have not been written yet, and we are continu-
ing to look into that bill and writing regulations.

But, basically, I think, in the State of Connecticut, we are very
fortunate in that we do not have many cases of Medicaid discrimi-
nation, that have been actually reported, anyway.

And this is why this bill was put into effect, where the applicant
gets a receipt because, before that, there was no way to check
whether there really was discrimination or not.

If an ombudsman went into a nursing home, if there was no list
with a numbered receipt, there was no way you could really accuse
someone of discrimination because you really did not see a num-
bered list with the names on it and people could not say, "Well, I
was number 18, and this person who was number 40 came in and
was admitted first."

So, now, if you do have a number, you can go back and at least
investigate it and say, "Listen, my receipt is dated May 11, and
this person came in who has a receipt dated May 30. Why was he
admitted?".

So, actually, the bill makes our job easier so that we can at least
investigate more fairly any cases that might be reported to us.

But, in the State of Connecticut, I think that we are very fortu-
nate. I do not think that we have that many cases of Medicaid dis-
crimination.

Senator DODD. A number of questions here, by the way, were re-
sponded to during the testimony involving expanding coverage
under Medicare and so forth; there was one here on that.
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There was another here on the ombudsmen and expanding the
coverage and so forth, home care and so forth, which you have al-
ready responded to, as well.

I have one here that does not bear directly on the subject matter,
but it is one that is interesting. And I agree with this.

The Supreme Court made a ruling recently on airlines not having to give special
accommodations to any handicapped persons, regardless of their ages. My idea is
that people do not have civil rights respected. Am I right?

Well, I think a number of things are going to happen with this
one. Mr. Slaven asked this question.

One is, obviously, that there is a significant dollar amount in-
volved.

I suspect that most airlines are going to maintain those kinds of
services because it is too financially attractive for them not to
maintain it. That is without any action being taken.

However, I would suspect that there may be some congressional
activity in this area, as well.

The Supreme Court has ruled that there are ways, either
through the regulatory process and so forth, short of absolute man-
dating, that you can have incentives and disincentives with regard
to landing fees and taxation and the like.

So, while it is not mandating that airlines do certain things,
there might be enough of the incentive approach for them to do it.

There is already some thinking going on in that regard, as well.
I will just tell you that I just received a note here that the Su-

preme Court, this morning, has overturned the Gramm-Rudman
Act by a vote of seven to two, just the provision as it relates to the
Comptroller General, which is what the lower court has done, as
well.

That would mean, it seems to me, that Gramm-Rudman is still in
effect. Some of the teeth are gone. Not all of the teeth are gone,
but some of the teeth are gone with regard to-you may recall
there was a battle over who would come up with the alternative
numbers if the Congress and the President were unable to reach an
agreement.

And we settled on the Comptroller General of the United States.
The Supreme Court, upholding the lower court decision, I pre-

sume, was based on the lower court logic that the Congress of the
United States, because we are a separate branch of the Govern-
ment, could not give executive branch power to a legislative branch
officer, the Comptroller General.

So, we will have to come back and find some new entity to meet
that requirement of Gramm-Rudman.

In any event, I do not know much about the decision than that.
Anyway, I thank all of you for coming. Mrs. Kelly, you are won-

derful to be here. We hope you continue to take care of that good
husband of yours. He is lucky, as I said, to have you. And we hope
you get some respite care to continue along those lines.

And, again, I thank our distinguished panel here, with the tre-
mendous work they do on the subject.

These comments this morning will be extremely worthwhile to
the Senate committee in Washington, as we try to come up with
answers to these problems.
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So, I thank you all for being here, and this committee is ad-
journed.

[Whereupon, at 12:25 p.m., the committee was adjourned, subject
to the call of the Chair.]
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Ruth D. Abbott, MPH, RN
President/Executive Director

Visiting Nurse And Home Care, Inc.
146 New Britain Avenue

Plainville, Connecticut o6062

Thank you for asking ne to Submit testimony for a nearing on 'Heeting tie Health

Needs of Our Senior Citizens: Providing a Comprehensive and Co,,pas6ionate long Te-n

Health Care Program."

I am the President of Visiting Nurse And Nome Care which serves both the Hart-

ford and Waterbury regions of Connecticut - a population of soon 680,000. Most of

the municipalities in this region have a higher than average percentage of elderly.

Services and the funding for then are not now adequate and, with the growth in the

older population - especially those 75 and older - we will see an increasing gap

between need and available services.

Hone and community-based long term care services are not uniformly available

across the State. My own Agency has the most comprehensive array of services of any

agency in the State mnd, even here, more are needed. Those available through Visit-

ing Nurse And home Care include assessment and counseling, acute and high-tech nurs-

ing care when needed, hospice care, therapy services, personal care, homemaker/home

health aide service (Tri-Care), home help and chore handyman services, Aloheimer and

respite services, medical social work, friendly visitors and meals on wheels. There

are some 700 staff (full and part-time), and services are provided 24 hours a day,

seven days a week. All services are greatly enhanced by more then 1,000 volunteers

and the many family members and friends who give untold hours of caring. Even though

(75)
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over 270,000 home visits were made last year - 842 of these to people over 60 years

of age - there are many in our 17 municipalities whose needs for services are not

being met. Major reasons for this are lacking or inadequate funding mechanisms,

including inability to self-pay because of living on a fixed income, slow development

of long term care insurance, insufficient knowledge about home care and how to access

it. The social support services (those which help to postpone or prevent in6titu-

tionalization) have long been very difficult to provide since there are practically

no funding resusrees for these. In the pasn two years, with liedictlre ccbackts, even

the acute episodes which long term care clients experience are often covered so

inadequately that the amount of service needed cannot be provided. This is Lrue even

though private sources of funding have been most generous in helping us neet service

needs .

Couaunity services in senior centers, senior housing, etc. are also inadequate.

It is our belief that preventive services, provided even before age i0, will help to

reduce the amount of long term. care needed later on. Towns have only limited funds

to pay for such preventive services.

Even though Visiting Nurse And Home Care has the most comprehensive array of

services in both hone and conamunity settings, there are still services that we have

not been able to provide which are needed; for example, day care and transportation.

Studies made hy a regional health consortium, the Community Council, and other such

groups, point up the need for an increase in social support services. A recent

estimate (1983) by the State Department on Aging is that some 4,700 elderly persons

annually are inappropriately at risk of institutionalization due to insufficient

supportive services in the home. Regional data show a need for more nutritional and

meal services, homecaker/chore services, counseling, respite. case management.

recreation, home maintenance, congregate and other housing arrangements and financial

services.

The federal government does need to work toward filling the gaps and producing

an integrated long term care system. This system needs to be linked to other health

care systems so that people have access to a full range of services. Medicare
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reforms are important because of acute episodes that long term care clients have. I

wold ask for Support for:

1. S-2494, introduced by Senators Bradicy, Heinz and Glenn, whicr would re-

store the ability of home health agencies to aggregate costs, mandate

hospital discharge planning, and require lCFA to follow the Administrative

Procedure; Act.

2. S-778, introduced by Senator Heinz, which would define intermittent care to

include up to 60 days of daily care, and thereafter under excepLional

circumstances, with monthly physician certification that care is reasonable

and necessary.

In addition, support is needed for denonstrations, evaluation and develop-ent of

models of coorunity-based long tern care. The need for a more coordinated and

efficient approach to long tere care has been recognized tot none years, but core

demonstrations are needed.

I also suppor; a recomaendation that third-party fioancing be stud ied in depth.

Good long term care will never be inexpensive. To the extent that the goal of

uaximum functional independence is substituted for the utussil approach, it vii I

hecoi-ce store expensive. Third-party financing is just as essential for long ter.

care as for acute care. More study is needed as to whether long tern care should be

incorporated into Medicare. Certainly, the outcone should be a financing syrte. that

provides protection from impoverishing individuals, and allows for combining privare

and public resources. lt should also provide incentiven for proyidors to keep costs

at reasonable rates.
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Support is also requested for incentives for people to bee-.:- bettert- eec ition-

a Ily prepared in geronEtologctil care. Phnvsicians, nurses Sod otter hclping. peopie

eced ,ore prep.;r.tion to deal wiith tbe iss-oe of ;0e!, ter- care and !to provide the

nighest-nuaitty, conmpassionate care to looZ tern-, care chest;.

Toank you for allowing n.e to -sd uhi. restirony. Please -cI on i:e or Visiting

;:urse And Huoe Cure ((203) 747 -2761) if we can be furtcer helpful.

RUthL D. Abbott/d
7/3/86
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Statement from the Connecticut Association of Non-Profit
Facilities for the Aged on the availability and sufficiency
of existing home and comrunity based long-term health care
services for the elderly in Connecticut.

Howm and community based long-term health care services for
the elderly have been the focus of concern and action by
the sixty-six not-for-profit meDbers of the Connecticut
Association of Non-Profit Facilities for the Aged for a
number of years.

The graying of America' is the result of a dramatic increase
in the life expectancy. The 85 plus population is the fast-
est growing group in the nation, according to the Department
of Health and Human Services. There has been a significant
rise in the 85 plus 'senior boomers' in Connecticut.

Soye form of long term health probleas or chronic illnesses
affect more than 47 percent of the elderly population.
Despite that fact, one in ten of the senior boomersN lives
alone.

All of this has significant implications for public policy.
The frail, elderly, who live alone, need access to decent
health care and vital social services.

In Connecticut. the demand for community based services
exceed the supply and the ability to pay for them.

The directors of non-profit nursing hopes and homes for the
aged in Connecticut have devoted their energies to present
viable options for the aging population. The eqphasis Is on
providing quality support services to enable the elderly to
remain independent and in the community for as long as
possible. Many of the non-profit facilities In Connecticut
offer a continuum of care and services for the elderly begin-
ning with options for healthy older people and progressing
to those who need Increasing degrees of care.
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Senior housing includes many options for people at a variety of income levels.
Senior apartments may offer services such as group programs, and/or congregate meals.
Continuing Care Retirement Communities offer a complete range of housing and care
in a single setting, ranging from independent living to twenty-four hour nursing
care. Assisted living facilities provide more services than senior apartments to
senior citizens who need some attention on a twenty-four hour basis, with serhaps
some medication oversight.

Some non-profit facilities and organizations offer community services which include
adult day care, respite care, meals-on-wheels, hospice care, home health care, and
information and referral programs.

Skilled nursing facilities provide compassionate twenty-four hour care, which
includes physical therapy, rehabilitation programs and other specialized skilled
and professional services for chronically ill and disabled elderly.

Intersediate care facilities provide personal care and assistance with daily living
activities, as well as less Intensive nursing care than a skilled nursing facility,
to the aged who are unable to live independently.

Although the demand for community based services has increased, so has the need for
skilled nursing facility beds. Policies of the federal and state governments, which
have mandated prospective payment systems and diagnostic related group hospital
reimbursement, have resulted in an increasing number of very frail, very sick elderly
patients being prematurely discharged from hospitals and needing high intensive
care in skilled nursing facilities.

Medical science has achieved remarkable results in increasing life expectancy.
Public policy must be directed to providing incentives to insure that the needed
care and support servies will be available to our older population. Years have
already been added to life - now government must make sure that life is added to the
years.

Rosalind Berman
President
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Dear Senator Dodd:

Lueolsed Homes for the Aged meet a very important need in society's

attem:.pt to provide comprehensive and compassionate long-term care. We

orovide one of the least restrictive environments of institutional livino.

Many of our residents are very independent and active, participating in

ramilv and comumunity activities while allowing the families or residents

theuiseives to be relieved of the monumentous task of 24-hour a day custodial

care. Yet, it is alarming to the members of the Connecticut Association

of Licensed Homes for the Aged* that many State and Federal long-ternm care

offcials and professionals arc not even aware or cur evel oa care; the

services we provide; rhe cost of our service; and do not have comoprcensive

Cr vajIud statistics on Homes for the Aged, neither past nor present; nor

are thev aware or the imeinent issues concerning 'he survival "f our lOmes.

Thus, if they are not aware of the issues, thev cannot helo resolve our

proolemns, assist in strengthening Our industry, or hetter nrtl 7e our

evel or care. The purpose of this paper is to better familiarize the Us.

Senate Special Comminttee on Aging with Connecticut's Licensed flumes for tLhe

Ag ed .

* The Connect;cut Association of Licensed Homes for tho Aged is a non-profit

orya-iza'aion which was fonunded in 1985 and .ncorpnrated in -January, 1986.

Our mem-bershso currently cu!nsistb of 56 of the 138 licensed Homes for the

Aged in the state. Among our goals: to build a better working reldation-

ship with the facDl; tm prov'dino care at our level and the State and

Federal dqenzcies that regulate us; to gather Information and knowledge

.portant to our industry; to encourage and carry out the function of

staff train'ng; to share new ideas and help solve problems; and, to repre-

se141 our meebers' toint of view on perf;nent matter;.
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There are approximately 3,581 licensed Hoses for the Aged beds in

Connecticut. The fasiltties ranee in capacity from as few as 4 beds, which

is the case of a hoce in Colchester, to as many as 127, which is the case

of a home in West Hartford. The vast majority of our homes are licensee rot

25 beds or less, considerably smaller than most Intermediate and Skilled

Nursing Facilities. Our physical plants are also much older; in fact,

informal' research estimates that most of our original buildings (before any

adidtionas) ae 5? years old or older. This has posed some obvious Droblems

at some oemes due to what seems like constant additions of new standards

and regulations governing the actual physical plants. Because of the age

and layout of rost Homes for *he Aged, it is becoming increasing difficult,

and in some cases actually impossible, to fully comply with those same

codes that also apply to nurseng hoses.

Most facilities at our level of care were originally built as large

private residences; are 2½ story, wood-frame buildings; and are located in

areas zoned as residential. The mabjorlty of our bedrooms are double

occupancy: however, there are some private rooms, and a few of the older

homes nave multiple-bed bedrooms. Most arc family-owned and operated busi-

nesses, where an owner is usually the manaoer, and it is quite cons-ron due

to our sarall size to have a number of related parties on staff.

Despire t ie fact that we are called licensed Homes for the Aced, the

average age of our resident is orlv 59 years old. These residents are

usuallv olaced in our homes thro noh individual families, by state and

local hospiital discharge plannera, occasioidally by a physician, and some-

times from a facility of a higher level of care who has been instructed

to downgrade a patient. We render care and services to those in need who

are eligible for State medical assistance pursuant to Coinnecticut's Medicaid

program, and also to those who can pay for their care from their own

resources.
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Unlike patients in nursing homes, all of our residents must he

arnbulatory; that is, they must be physically and mentally capable of

walking a normal path to safety without the ard of another, includino the

ascent and descent of stairs. A physician must attest to this, and also

that our residents are in no danger of harmino themselves or others. A

typical resident may be an elderly person, who, for sone reason, is unable

to rerain in their own horse or with fan! ly members, ;f any; or in many cases,

another adult who has a history of a mild mental disorder who has been

deemed drsabled and who is recoiving 5.S.T. benefits.

We do not involve the provision of skilled nursing or intermediate

care, but rather utilize the services of non-professional personnel. On-

the-job training is orovided to our staff for special procedures, and we

coordinate and utilize outpatient medical and social services to ensure that

our residents get the care warranted. We have an attendant on duty 24-hours

a day, 7 days a week, and freouentlv he/sne has a background of working

with the elderly or disabled. The services provided by staff include super-

vision of nutrition, supervision of the self-administration of medication

and activities of daily living, such as dressing, bathino and shoppina.

Althouqrh, as in all businesses, there are those few who, unfortunately,

spoil it for the rist by their non-compliance and negative attitudes,

the vast majority of our homes honestly strive to provide safe, healthy,

and socially enriching atmosphere for our residents. We provide a less

restrictive environment than a nursing home, and most of our residents are

very active, engaging an truly meaningful activities. Our residents aro

treated with dignity and respect and they maintain thei r indivIdual.inty and

as high a degree of indopondence as feasible.
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This quality, long-term care is provided for those appropriately placed

in our licensed Homes for the Aged, at about 1/3 the cost of comparable

nursiifq care facilities, group homes, congregate housing centers, and in

some cases, even adult day care centers.- The average per diem rate for a

licensed Home for the Aged in this state stands at 125.22. (This informa-

tion was gathered from Policy Transinittal #PA-SB-9 of the Public Assistance

Administration.)

Despite the potential cost savings, a survey of 40 hoses of our Associ-

ation, conducted in May of this year, indicated our utilization to be only

82%, while other levels of care are experiencing considerable waiting lists

for placement. This not only poses an obvious cash flow problem in the

operation of the facility, but comes back again to affect the reimbursement

rate, as all allowable costs are computod at 90% utilization for all levels

of care.

It is our understanding that the State of Connecticut is making a

concerted effort through the D.I.M. Preadmission Screenino Project to

establr sh preadrsission screening oroorams which classify persons by thcir

care needs. The project is predicated on recognition of strong potential

value to clients, and savings of public funds that result frrom ufferinq

appronriate placement in multiple levels of care. unfortunately, other

than the information our Association has compiled, hy direct survey and

questionnaire forms, there are few statistics to ebtdblish d clearer

profile of our resident Population by age, sex, paymcnt method, level of

functioning, type of dependency, source of admission, length of stay, and

destination at discharge. It would seen that gathering information on

the population currently served by Homes for the Aced would greatly benefit
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the State's efforts to plan for the future. We feel Connecticut has placed

itself at a disadvantage by not maintaining this same comprehensive data

on populations and services in Homes for the Aged as for nursing homes.

The Connecticut State Department of Health Services currently mandates

collection of data on Skilled Nursing Care Facilities, Intermediate Care

Facilities, and comnunity nursing services, but not for our facilities.

In conclusion, we would like to have health care professionals,

social workers, and regulators, recognize the contribution we can further

make to the long-term care system. We ask the Health Department and all

relevant agencies to better utilize our facilities to help care for

Connecticut's increasing population of ambulatory residents in need of

custodial-type care, when a nursino home may not be the answer.

The Connecticut Association of Licensed Homes for the Aged and its

member facilities are willing to work cooperatively with the U.s. Senate

Committee on Aging, and assist in any way possible. We not only have

concern for our livelihood, but also sincere concern for the well-being,

comfort, and morale of our residents.

Respectfully submitted,

Michael F. Spada, President
Connecticut Association on Icensed

Homes for the Aged, Inc.
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The following written testimony is submitted aS part of the hearing record for

a field hearing of the U.S.' Senate Special Committee on Aging held on July 7, 198b

in New Haven, Connecticut:

I am Bob Conqdon, Assistant Director of the South Central Connecticut Agency

on Aging, located in West Hdven, Connecticut. Our agency is designated by the State

of Connecticut to carry out the functions of an area aoency on aging as defined in
the Federal Older Americans Act. We are one of five Area Agencies on Aging (MA's)

in Connecticut and one of six hundred and sixty across the country.

The Older Americans Act defines four functions for AA's!

. planning, including determining the needs of the older population, partic-

ularly those most vulnerable because of physical health, social or economic

needs.

. coordination of resources in order to foster the development of a comore-
hensive system of community services which enable older neople to maintain

their independence as long as possible.

. advocacy efforts to educate older people, leislators end the public

about issues of nublic policy affecting older people.

Funding. We are resporsible for distributing approximately 51.5 million

in Federal Older Americans Act funds. The larqest amount, Title ill-C

goes for congregate meals (approximately $682.000) home-delivered meals

(approximately $211,000).

The $580,000 in Title ll-B funds d variety of conrunity based supportive
services as follows:

In home 38'

Adult Day Care 21i

Medical Transportation 25%

Legal 10%

Employment and Health Serv. 6.

100o
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In-home services include respite and chores such as hedvy cleaning, minor home

repair and yard work. The largest amount of the In-homne budget is used to purchase

from Connecticut Community Care, Inc. (CCCI) case manane'rent and the acconpanying

package of services to maintain older people in their homes. Our entire iiI-B

budget would not be sufficient to address the waiting list for managed long term

care in South Central Connecticut. instead, we use III-B to plug gaps in services
and develop new services.

Perspectives on Lonq Term Care

Lono term care has traditionally been interpreted as those services provided

on a long term basis to chronically ill or impdired persons in institutions. As a

result, long term care was commonly viewed as solely delivered by the medical

professions. Prom our experience with planning and funding services for older

people, there are two points I want to rake about community based long tern care.

First, many of the needs of impaired older persons who seek to remain at
home are non-medical. They include help preparing redls, dressing, horiecieaning,

minor home repairs, shopping, transportation, and supervision while primary care-

takers have a break or respite. These are needs which can be Met by para professionals
(such as homemakers, companions arnd chore workers, by family metbers or by volunteers).

The need for non-medical social supports is evident from the service pattern

of CCCI, which funds only services not reimbursed by Medicare, Medicaid or other

sources. CCCI funds are used primarily to purchdse homnefldker, companion, home health

aide and adult day care services.

This pattern is also evident in Connecticut's developing Nursing Hone

PreAdmission Screening Program, operating on a pilot basis in Fairfield County.

In this program, patients are screened prior to nursing home admission to deter-ine

if they will become Medicaid cligible within six months of nursing hompe entrance

and, if so, whether they can more appropriately and cost-effectively be cared for
at homne. The list of services funded under this program includes many which are

nori-sedical: homemakers, companions, meals on wheels, foster care, respite and
adult day care among others.

Second, I want to consent on the value. of Adult Day Care in meeting lonn

term care needs of older people in the comaunity. Adult day care is a relatively
new service in this country, and many older people and their caregivers are not
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yet aware of it as an ontion. Adult Day Care refers to a structured group prorirai

for adults, based on an individual plan of care which ray include counseling,

Peals. health and medication mionitoring, exercise, crafts, recreation, bathing and

transportation among other services. Centers are generally open five days each

week, although we fund one vodel program which is open seven days per week, every

day except major holidays. Many centers are serving substantial niunt1ers of

Alzheirner's natients.

Why is Adult Day Care a value? It provides a whole range of services,

depending on individual needs.

It provides important opportunities for frail older people to interact

socially in ways they can not while being cared for at home,

It provides respite for family care givers.

And of particular importance to this committeeo it can be very cost-

effective. Adult Day Care in our area is aver 'aing $30/day, which

averages between 54 and $5 per hour. This cornares very favorably

with the goinon rates of eore than $10/hour for hone health aides who

provide personal care under a Purse's supervision, and average rates

of rvnore than S8/hour for people serving as homneakers or corgsanions.

In addition, adult day care clients get the package of services and social benefits

previously mentioned.

Recorkendations for Federal action:

. Continue to support ledicaid waivers which enable states to develop

cornuunity based lonn terme care systeme which enciude both health and

social support services.

. Support development of Adult Day Care with both Start-up funding and

rei rbursevrnt.

. increase Older Americans Act funds for hore-delivered reals. Despite

Making use of all third party reirniursenent and local fund-raising

efforts, the hone-delivered neal program servinu the Greater New Haven

ared currently has fifty-three (53) people on the waiting list, The

only way this waiting list can he addressed with the existing level of

Title III fundine is to cut congregate redIs or 111-B supportive

servi ces.
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Maintain Federal support for UMTA subsidies of handicapped-accessible
transportation for medical trips and other needs.

Expand funding for conununity-based long term care throuoh Medicare,

Medicaid, Older Arx.,ricans Act, and the Comnnunity Services and Social
Services Block Grants. Cutting such funding in dn effort to reduce
the Federal deficit is short sighted, since it leads to more costly

expenses out of the Medicdid budget to pay for institutional care.

Thank you for the opportunity to offer my conrrrnts.
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CONNECTICUT ASSOCIATION OF HEALTH CARE FACLmIlES, INC
Suite 18. 131 New London Turnpike, Glastonbury, Ct. 06033

duly 16, 1986

(203) 6090391
Christopher J. Dodd, Senator
Senate Chambers
State Capitol
Hartford, Ct. 06106'

RE: PUBLIC HEARING STATEMEINT - JULY 7, 1986
BELLA VISTA COM1eUNITY, NHW HAVEN, CT.

Dear Senator Dodd:

Thank you for this opportunity to submit a written statement relative
to the availability and suffsciency of existing home and community
based long term health care services for the elderly in Connecticut.
I represent the Connecticut Asbociation of Health Care Facilities, a
non-profit organization representing both investor owned and
not-for-profit long term health care faciities in the State of
Connecticut. Our organization represents approximately 200
facilities that offer various levels of long term care in our state.

Health care and personal service delivery to the elderly should not
be a series of fragmented, independent service components without
communication, knowledge, or cooperation between them. The
physician's office, HMO outpatient clinics, acute general hcsp-ttas,
long tern care ±nstitut4ons and home health care should be part of a
single program to maximize the potential of an individual to not only
maintain the optitrum health level they are capable of attairainy but
in addition to enhance as far as it is possible, the quality of life
for the individual involved. There has been basic problem areas that
have hindered this effort:

1. Tne lack of any organized coordination services organization.
2. Minimal homne health and personal services available.
3. Sufficient funds to bring the program objectives to
implementati'nn

The lTriage" experiment that ran several years in central
Connecticut showed what could be done when all three elements were
available.

There is no of competition between the various components. The
patient who is cared for in an acute general hospital. the patient
aho is cared for in a long term care institution. and the patient who
is cared for at home are three distinct clinical entities. All
studies that have been done. includine those by the Health Care

cA-e i4-r: TV 0,-N m e r ee-"cre-,.±o re
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Financing Administration and the GAO, have shown that the elderly
whose needs can best be met by utilizing the services of a community
based organization are:

a. usually in their seventies or younger.
b. require only periodic and minimum health care services,
c. generally have a standby support system in the form of a spouse
or child,
d. require minimal assistance in the four areas of ADL (feeding,
hathing toaleting. and mobility).

Patients housed in long term care facilities are generally:
a. older (the average age is 84.6 in-Connecticut),
b. sicker, almost all have come as direct transfers from acute
general hospitals with severe medical and /or surgical problems,
c. suffer frequent periods of disorientation and/or marked sensory
deprivation.
d. frequently have minimal or no famrily support systems that can be
relied upon on a regular basis.
e. suffer from severe ADL dependency in at least two areas.

The less stck the individual and the greater support services that
are available to them from the family and spouse, the less personal
time and attention of care attendants is needed. This makes the cost
effectiveness of community based services a sensible and humane
approach to this segment of our elderly population. indeed, if one
were to view the service and time components that an elderly
individual might need as one choosing and picking from a smorgasbord
of such components, one would find that the fewer the services and
the less the Lime involved, the more appropriate community services
are and the less appropriate institutionalization. However, there is
a point reached where the time, cost, and the maintenance programs
exceed a cost effect model. It is then that the institution becomes
a viable alternative to independent living. For example, with a home
health aide costing between $8.00 and $10.00/hour. one night hour day
of continuous aide time results in a higher cost than the vast
majority of institutions in Connecticut. When one adds to that
visiting nurse services running at $30 Lo $45 a visit and the cost of
food, utilities, entertainment, janitorial, shopping, and other
services one can see that it takes very little to make the individual
move quickly from the area of independent living to requiring

-nstoturionalization unless there is a real base of cost free support
available. However, if an elderly individual is residing in a
relative's home where the basic costs of food, clothing, and shelter
are absorbed by the relative - the elderly person's resources can
extend far beyond the normal expectations and delay or perhaps
permanently avoid institutionalization.

We believe the long term care industry has a great deal to offer the
emerging home health and community based service industry. There are
years of experience and learning that have gone into the development
of geriatric nurses. dieticians, consulting pharmacists. physical
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therapists, occupational therapists, social workers, speech
therapists, and a host of others with specific exper-tise. We believe
that the long term care institution could not only be a resource to
these developing cososunity based services but indeed sight be able Lo
develop, with some assistance and encouragement. an adjunct service
component for the elderly on an outpatient bases. For example, two
very important features of an effective community program are:

1. Day Care - when effectively carried out in an organized program
and in an appropriate setting it allows an elderly person the ability
to socialize with their peers in a protected environment. The
opportunity for any person (in particularly, the elderly person) to
communicate and interact with a variety of people is absolutely
essential to their mental and, in mally cases, their physical well
being. The problem is many day care centers are oriented primarily
to the active and mentally sound elderly. They are inaccessible from
a transportation standpoint for the badly disabled and lack the
environment and staff to deal with the somewhat disoriented elderly.
To develop the services necessary, create proper environment. and
hize the appropriate staff may be too e.xpelisive or too difficult for

most free standing day care centers. Many long term care
ilIStitUtiOllS dlLeddy have the potential to develop day care programs
to .meet the needs of the "difficult' day care elderly client. This
is particularly true in semi-zuzal colu-Wdlities which ar,. so cnril.on in
Connecticut and where the only real health resource is the local long
tern care institution.

2. Respite care - another very Important .spect of the need for the
coiilrlunity service health plan ts that of zespiLe caue. The
caregivcr, particularly the "sandwich generation". needs periodic
respite from the emotional draining that occurs from, the cari-g for
an elderly loved one who is degenerating both physically and
mentally. Respite care is an InterIm program of care for a period of
days or perhaps even weeks allowing the carc'igve- elotional u!ic
physical release. Ths coulo allow an elderly individual many more
years in a home setting. Urnfoilullately, our members euperience is
that once the elderly person is out of the home, the placement
frequently becomes pelmarlel!L. PaLLiculaily whem the elderly IS
confused, severely ADL dependent. or most R:slo0tant ;ncont:neut.

One of the great tragedies that has emergeed from the current
governmental policies is the patielt who receives no care at all.
The PRG system has resulted in elderly 'ndeucs being brought to
hospital emergoercy rooms who are not sick enough to 00 a.mites nor
well enough to go howe and certainly not eligible For a long tern
care institultlon. These zndividluals are sent to anr iradeocute or
nonexistent care milieu in their own home. There toey neteriorate
and frequently become a permanent long tern care institution
admission. If better, more responsive. none care services mule
availahle some of these admissions could be prevented.
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The DRG's have brought much sicker pdLuentLs much sooner into a long
term care institutional setting. These elderly patients are at a
much cze fragile state in their convalescent perrod and frequently
require far more intensive rehabilitation, nursing services, and
social work assistance than has been traditionally associated with
the long term care Institution. Unfortiinately, t-e system addressed
itself only Lo front end savings at the acute care institution not
rcslondien to the increased costs for staff, equilpment, and supplies
at the long Lenrm care institution. Tne long term care institution
nas been forced to develop a relatively higher level of technology
with the use of electronic cardiac monitors, complex respiratory
support equipment, kidney dialyses equipment, intravenous therapy,
etc. This meams noL only more equipment and more staff but also
better prepared staff. Staffing is a key problem, particularly in
Connectrcut with its extremely low unemploymient rate and far more
glamourous occupations to attract tne available working population.
The development of more commcnity services will, despite its many
advan!Lages, result in fierce competition for staff with higher costs
for all components. Therefore, as we develop more service delivery
components, we should precede such development with more schools of
nursing, students in physical, occupational, and recreational
therapy, pharmacists interested in geriatrics, and more social
woLkers oriented to the needs of the chronically iil and incurable
:ndividual.

In summary, we believe that there is a very large unmet need for
cosuainuziy bdsed services for the elderly. These services, if
effectively created, mon:tored, and funded can improve the life and
comfort of many elderly patients. However, we have some
reservations:

1. There is a perception that a cost savings will result from these
programs by reducing the long term care institutionalized
population. However, the research has indicated that:

a. the unmet need for care will quickly fill the delivery
capability of conm'unity agencies,

o. families who are caregivers will turn more and more to
outside resources as Lhey become available including guvezruient
funded orograms,

c. the patients in long term care insmit ations are not the same
populatron and should remain more or less constant mn total number.

2. Those long term care patients of thc future will be sicker and
require more care, therefore, more furtdi5g, not less wbl be needed -
"you can't rob Peter to pay Paul'.

3. Quality of care where there are no standard evaluatmon tools can
be a real problerm. We know from experience that when rhere is sudden
and unprecedented growth in a care giving field, severe problems of
quality control can occur which effect even those rnot directly
responsible fur the psoblems.

62-928 0 - 86 - 4
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4. Monitoring - the ability to monitor and regulate this diverse
service delivery system will exceed toe available resources of state
agencies. Connecticut has shown thdt 90% of all abused or neglected
elderly are 1n hone settings. ombudsman, hcalth department. social
services departments will need to expand.

5- A diminishing supply of existing health care workers of all kinds
will make every component of the delivery system vulnerable to fierce
compettiron.

I. The availability of a third party payment for long term care -
hone oased or institutional based - is still massing. The elderly
population, present and future, needs sonreway to protect themselves
from poverty and public dependency. Whether Lhose programs are in
the government or private sector, or a combination. is not relevant.
The horror of the remaining spouse forced to go hungry and live in
squalor because their beloved husband/wife is chronicarly :ll snould
110t be tolerdted it our society.

Thank you for the opportunity to submit this material. If we can be
of any other assistance, please don't hesitate to contact us.

Yours truly, -

Loris. J. Halpryn
Executive Vice President

.LJH/ac s-
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Meeting the Health Needs of our Senior Citizens

Providing A Comprehensive and Compassionate
Long-Term Health Care Program

It is self-evident that individuals who exist on fixed
incomes within a financial environment of ever-increasing
inflation will find it increasingly difficult, if not virtually
impossible, to provide for their most basic needs. The elderly
population of New Haven is no exception. Countless others
exist on fixed incomes slightly higher. Their purchasing power
diminishes daily as the rate of inflation rises. For both of
these groups and also for those elderly who are slightly more
economically secure, most of their financial resources are
needed for rent, food, and essential articles of clothing.
Little remains for other needs.

Health problems are higher among the elderly than any other
segment of the population. While Medicare and Medicaid programs
cover certain needs of certain populations, many elderly persons
have medically-related needs in which they lack the resources
to fulfill.

While a medical condition is stablized in many instances
among the elderly, the condition remains chronic, thus requiring
comprehensive long term expensive care. Due to Federal and State
policy these individuals are placed in nursing homes. Compara-
tively, "home care" delivery programs have proved less costly
than institutional care and need greater legislative attention
since expansion of these programs would assuredly save tax dollars.
Most importantly, such programs keep the elderly at home who
would otherwise be placed in nursing homes under the present
health system. The present long term care program fosters and
excessive reliance on costly medical and institutional care;
studies have shown that a high of 40% of nursing home residents
would have been able to remain at home if appropriate services
were available.

Of New Haven's total elderly population aged 65 and over,
a recent study showed that 36.8% had some degree of difficulty
in performing certain tasks of daily living without the assis-
tance of others.

There are relatively few means to coordinate and manage the
broad array of services that are needed by an elderly who suffers
from chronic health problems. The cost of long term care and the
elderly population are both increasing. The need to resolve these
problems is urgent.
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State and Federal resources must be targeted for alternative
measures to institutionalization. Legislation must be enacted
to broaden Medicare and Medicaid to include catastrophic cover-
age for those individuals who require long term care. At pre-
sent, there arc approximately thirty thousand (30,000) persons
in nursing homes and Connecticut is facing a shortage of beds
unless alternative facilities are developed. Home and community
based long-term health care services cost in excess of $800.00
per month as compared to institutional costs in excess of
$1,300.00 per month.

Additionally, emphasis at the Federal level must include
home-maker services; adult day care; home delivered meals;
and respite care.

The goal of home care and community based programs is to
foster independence, not dependence of government support.

QAJd L
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Statement on Moin icpal, ReLigious and Comne- C I roup Court bu t mIs To,.ad

Longteem Healthear- Seeds o f the ElIder, y Prepared for Senat or Dodd's Senare

Special Corn!,i itee on Aging He.ri ine ave o JOfn 7 1986.

To me, one of the saddest aspects of our current tong-term he-lthcare

system for the elderly is the rapidly increasing nu.ber of middle-i!ncuin-e

elder In who have been pauper ized by the system dard are now I in ing in

nursing homes on Medicaid. M\ary of these indiiduafs have neon reduced to a

state of compiete dependencn on toe nurs ing home staff ana, of tent ines,

members of their fami l.

I do not wish to tornr this 5iatenenit into a po ie-i c ag! !tI On' lots nFig

homes. They are needed by the soc!ety and perform an inaf!uabfe service.

Howene' it is t!e to rethink the systen, especiaf fs as tre trai t elderIy,

80 plus members of our society. ncrease signit cant 1. in nour-bers i th the

odds that one of eaco four wi I monoc nto sk I Ilcd noising fac ft I es.

Toe purpose of thise coin=eats ist o raise some of th' i'Ises, iatke some

suggest ions, and try to suggest a oi.e for tme federot _o'ern'e!r! in tre

o-eral t pioces:

First. let me point out toat tee top 10%-t5% Income group of the

elderty reaf ty nave no problem with this isse, They caoo hire a: the he!p

they need to live at home or they can ivnue into d .igi-COct Cn.CC, wmere

they pay sizeabie entry fee-s w hiti iu effect, buns toere lone-term cure

insurance thesu dttraC 'ne cont in00m of care fact ites

However my concern is toe mnidCde income group--those who five worked

through the Depression. sent their chi dre- i. coll ege, pit a-ay a ontegg

o t tetn inc s onf t t he af I ae o f t he i r home, and o r e 'r t in! thai group in

our society with sieahle pension henf iits. \tav vane retired before

building up the kinds of penston berifts we are seei;ng among the 5) a.0

you0nger grfoup a tIe presec
t

t!r!e. Moreover, unc faced C tih en v

long-termr, healte care costs for thenmsclcs or a spouse, spend don: their

assets and then lose their pride and Independence _ith the ioeot: ibe

shattering decision to pauper ice themselves in oder tiu rceiveuita s

nceded seri-es.

Wh at can we do faced witn this khnd of a di ie inaI
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I) Obviously, it is too late to develop a viable iong-term care insurance

program for the 60-pius group vvless the insurance companies can develop a

prograim where the costs can be spread damong da f age gr ups . If this were

possible and it were launched wi tnin the sext year or so with government

sponsorship, it is possible that the financial agonies for this group could

be al leviated to some extent so that as much independence as possible could

be retained.

2) we also must recognize that individuals afflicted with diseases such as

Al7heimers really can not function in toe society mithout most of the

support systems provided in nore skilled nursing facilities. On the other

hand, have we explored in Alzheiirers reseauch snc
t

projects as the

Australians have been devetoptng in which patients have moved into

community homes where rndividuials are allowed to carry out mann of the

.inciions of daily living up to their capacity w.th proper supervision'

3) What strikes ire as the ,ott iitel liget uay lo p.oceed is to ruseatch

along the lines of the survey we did in Middletown, Connecticut sponsored

by a grant from the Connecticut State Department of 'Human Servtces. (A copy

of the survey instrument and summary of the study and recommendations are

an attachment to this memnorandum.) Essentially, we analyzed all of the

various services for the elderly in our cotmunity, reviewed demographic

data based on the 1980 census, and e'ded up with a teanotabiy cleat cvi cvi

picture of and the projected s i tuat ion of our var ious 60-plus population

cohorts by the year 2000. We then developed a study of noustng, outreach.

and transportation needs, and nave made specific recommendations to the

Maysor and the Comm on Council to cont Iie th s research and to Dermit

Middletown to be a cornounity where our older citizens can age "in place"

gracefully.

Nowhere have I seen tots detailed type of analysts. It strikes 'ye that

much of our public policy especially through Area Agencies on Aging.

responds to scattered individual requests rather.than to careful public

analysis and planning by our local counninities. There are exceptions, such

as the conwnuvoity piulect in Greenwhych, CT, anrd a very exci t ing program in

Oshkosh, Wiconsin, where a group of citizens have organized to do catelvl

long-range planning for their seniors. However, wishout the detailed

information and analysis in individual comlunities, we have little to rely
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on for public policy. Our project was inspired by a comparable program in
Odense, Denmark where the whole cormirunity was sensitized to its aging
population. Decisions were made to stop all nursing home placement, except
for desperate emergency situations, and a compl ete network of support
services often on a volunteer basis from one older person to andother was
organized to provide a hospitable environment for independent living as
long as it was physically possible for the individual. This is the type of
model we should set as our goal arid work to achieve.

4) Another very exciting initiative based on our own experience is a
project which we developed in Middletown with a major local pharrmacy. We
developed a program considerably beyond the standard 10% senior discount.
It was consumer education on welless aid various prescription drug needs

for the elderly. Next monih, because of the large Italian populati.n in
Middletown, we will translate the monthly Newsletter' and education

program irto Italian for the Italian-speaking members of our coiur..nity.
This is the type of initiative which we oiften forget. Nor do we realize
the impact of our local pharmacists in the area of health and weliness
programs. The same approach can be used by our local hospitals, our walk-in
clinics, and even through a eire-coordinatec effort among the physicians in
our commiinity. The key is to sens tize the comnunity to the e issues ard
mobilize all of the resources i n a much nore extended educat ioal progr a".

5) Probably one of the mrost exaring developre-t s whrch I have observed
has been the growth off the Interfartl, Careg;ver progr ams tt Connecticut and
throughout the country. Mary of these ,ere already in place at the tine of
the Robert Wood Johnson Foundation grants 3 years ago. But this program ha,
done a great deal to encourage and strengthen these efforts ard to try to
replace tihe Ioss of the large number of fami ly caregiver s wich, through
tIre years, have been providing most of the support for our frail elderly.
Statistics indicate that most care for the frail eidertv is done bn fani ly
members, almost 8 0%, and itten thIn is either the daughter or the

daughtcr-in-!aw of the fail elderly. However. how arc we go ng t o ha dIe
these increasing needs as riore anv more of the daughtrrs nd tie

dagitghers_,rr-lw are working?

There is no doubt that we hmve a tremendous reservoir of active

yoii-g-olds who can work with other individuals in a range of non medtcal
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programs of support for the frrail eiderly living in their own homes. Often,

a weekly escort, where the caregiver drives the person to the doctor, to

the food store, and possibly one visit a week by a homemaker can make the

difference betw ee a person rei,,ai ,inOg it, their own 
h
omne or going into a

nursing some. Often, medical and nursing-type aids are not the crucial

issue and the interfaith visitors can do much to strengthen these

individials. Religious congregations tap into 70% of our population and we

can not onerlook this tremendous resource in meet ing the long-tern' health

care needs of our fra~i elderly. The 1984 and i9S5 Yale 3ivinity Sconoi

conferences and ,ndivnouaa exuerience of members of our Connecticut

Interoaith Network on Aging group, sponsored oy Connecticut Interfaith

Housing and Human Services Corporation has hriotght together .rrst of these

church and synagogue.related or ganizations in Connect iC vi, and is a

powerful es tiiio' y to the potentiai of this group.

6) More activc communnity education programs, such as the Hcalth Expo

sponsored by var iiois state departnents of heal th, can also do a great deal

or oar communonities. Other educational efforts which can help piontumte

health an d improve the qual i ty o f ife of our senior citizens, include the

video tape library programs, the vartous state-run humanities programs

which encourage groups of seniors to meet weekly to discuss academic

su3occls ol special interest, expansion of the Elderhostel program which

encourages tranel for older people, and -ell planned and organized physical

fitness progroa!s, 5onet-irves dictated by tie pdrltc iar iterests of d

cornnunity, such as \fiddletnus hones to start a Bocc! programn. Th.s work

requnres staff members of imagination, and we titnk tohe feoeral go nrnmnent

and toe Department on Aging can encourage thms. But we will uhac to pun

together some sicces5tu models, such as the M;ddletown proposal to havi

one experieoced indimidual responsible for coordinating senior affairs in

t i dspor tat ion, honsig , and in coT'n'ur ! ty outreacih. Ti, s approach ni.kes

nore sense and allows a community to do a inore effecti v long-range

planning Job.

7) the last item I want to ment ion is the area of paid and non-paid jobs

for euperienced retirees. Althoogh this is not the sboect of the long-term

heaIth care panel, it is closely related my tihat the state ol .0inOd of tie

retired and older nodtidual is ofien as important as Dhysica! heaith. The

hecl ig of worth and independcnc cwhict co'nes W! th a par t-ime iob or the
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satisfaction of men:oring the children of needy single-pareni families in a

volunteer program, can not be measured. We a!l Iant to cont nue to be

involved and it behooves every conr-munity and every state departmcnt on

aging, to put together such an eduica to nal program and support i: as

generously as possible.

Prep by W'il;a-- K. Wasch

7/i /86
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SECTION VI: RECOMNENDATIONS

"Middletown is a Terrific Place to Age Gracefuily' (see
appended Hartford Courant Article of 9121/84 published after the
9120/84 Senior Citizens Day.) The survey showed that 98.2% of
responding seniors indicated that they intended to remaTn i
Middletown in the years ahead. Throughout the analysis of the
survey, the community s support of transportation, subsidized
elderly housing, Senior Center programs, CAGM meals, health
departnmnt, VNA, Red Cross and other social service prograiris
received consistently high marks.

Building on this solid record, Middletownhas an opportunity
to plan an even brighter future for its older citizens by
developing a comrnunity-wide planning process using results of the
analyses in this study.

These recomrrendations which have been reviewed by the Senior
Survey Advisory Committee are based on the analyses of Senior
Center Usage (Section 111), Census data (Section IV) and the
Senior Citizens Survey (Section V). They apply directly to the
goals of the Study and form the basis for the proposed plan of
action discussed in Section VII. Highlights of the major findings
will be followed by the specific recoimrnendations.

(A) Middletown's 6,250 senior citizens live throughout the city
in both downtown and rural sections. The largest number - 1I001
or 16% of the total - live in the Farm Hill section and the
second largest of 917 or 14.6% live i,} the spread out Westfield
section. It is interesting to note that 22% of the total Farm
Hill population of 4,447 is 60 aiid older aid 7.2% are 75 and
older.

Careful study of this data, as well as the survey response
that 25.6% of the 60 . households include at least one disabled
person, places coordinated transportation service as one of our
most important present and future needs.

Recommendation i I -

Assemble a Tranportation Task Force to investigate
future needs and continued coordination of services, and
to study other alternatives and options for the
commun it y.

(B) An exceptionally large percentage of senior respondents - 73%
of those 60. and 57% of those 75. - live in homes they own and
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presumably are maintaining. 13% of the 60. group and 20.7% of the
75. group live in subsidized elderly housing complexes. Of
additional significance is that 52% of senior homeowners live in
households with annual incomes of less than $15,000 and the
number of individuals 75. is estimated to increase by 61% from
1746 to 2813 by the year 2000. This is a classic house rich -
cash poor phenomenon" which must be addressed by the community to
meet the needs of this group.

Recommendation * 2 -

Assembcle a Housing and Independent Living Task Force to
investigate future needs of all citizens 60+ and
especially those in the middle incomes. Review the
whole range of housing options such as the recently
initiated "reverse equity mortgage," accessory
apartments, the recently approved Washington Street
congrseate hot in. for the -1derlv and other -r-cr-m
to permit older members of the community to remain in
their own homes.

(C) Data in the survey confirms that the City is serving its low
income elderly satisfactorily with transportation, housing, and a
wide range of services and financial supports. For example,
according to survey respondents, 46% of the VNA Hoine Care, 58% of
dial-a-ride, and 60% of circuit breaker support is going to
elderly households with annual incomes less than $8,000. Also,
the most frequent participants in Senior Center activities were
individuals with incomes less than $8000, and when related to
location the greatest use of services and participation in Senior
Center activities was by individuals living downtown.

It is therefore clear that a significant present and future
need is to encourage the use of these varied programs by that
large number of Middletown senior citizens living outside the
downtown area in their own homes on quite modest though not
poverty level annual incomes.

Recommendation 0 3 -

Assemble a task force consisting of members of the
Senior Survey Advisory Committee to recommend to the
Senior Affairs Commission a plan to coordinate and
intensify community services and outreach throughout the
ci ty.

(I) First agree on long and short term goals to enable
the Senior Affairs Conmission to:

(a) Determine the most effective ways to bring
information to Middletown's 60. population in all
parts of the City and at all income levels.
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(b) D -etrmine means to establish stable, higr le'el
leadership capability for sensitizing the corunity
and developing and implementing broad-based
programs for the elderly.

(c) Develop long range capital budget and fund
raising program to improve physical shortcomings of
the Senior Center Pnd acquire computer capability
and other office equipment for efficient management
of outreach and prograttming. Also deelop annual
operating budget for expanded senior acTisities And
programs.

;2) Specific programs to be consider:d ncl!,,er

(a) Chore services for sen or homeowners

(b) Education and inlormation programs at MNdclesex
Cornnunity College, Puhi c schooss, local Ousines,
churches and other loCations throughout the c;ty.

(c) Coordinated fitness programs with the YNCA, Park
and Recreation and HealTh Departments, and Adult
Education program.

(d) Use of films. VCR videos, and other media to
educate seniors and individuals with aging parents
about the whole range of elderly programs and
issues .

(e) A local volunteer coordinating effort to utilize
effectively the abilities of experienced retirees in
all areas of community service for the full range of
age groups and organizations.

(f) A regular Newsletter, radio and local Cable
Access programs to bring all types of needed
information to senior citizens in this corrmunity
including-

(g) All discount opportunities for Senior Citizens.

(h) Membership in the Senior Center for ail Seniors
and close coordination with local AARP and other
elderly Groups.

63
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SECTION VII: ACTION PLAN

(A) Publicize widely senior survey recomrnendations to

newspapers and commrunity groups including various neighborhood

groups in Middletown.

(B) Distribute Senior Survey Report to:

Selected Conrnissions, Departments, Health Care Agencies,

Service Organizations, Senior Organizations, Advocacy

(C) Present report to Senior Affairs Commission in june i985

with the recommendation that:

(I) TASK FORCES ON HOUSING, TRANSPORTATION, AND

SERVICES/EDUCATION be established, have public sessions

at Senior Citizens Day on Friday October 11,1985, and be

prepared to report their specific recomniendations at the

November 1985 Senior Affairs Conmnission meeting to allow

adequate budget development and focus dialogue.

(2) Above TASK FORCES meet publicly and have coordinated

public sessions during Senior Citizens month (May) at a

major organized gathering at the Senior Center sponsored

by The Senior Affairs Commission.

(3) There be a major review of Survey reconvnendations and

followup activities annually at The October meeting of

The Senior Affairs Conmission.
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HO)ME
Outreach Ministry to the Elderly

5.se Re O P MWiiPI
Pener; BE-d at !GStCS

W.!!:amn K Wascn
e.een'-oOec',eC!G

Backgiuand or, Will. 1am K. Wasc,

William K. Wasch ot Middietown Con trectcut is the txecutive Director
of the Rome Outr ac. Ministry to the Elderly it Mtddietown. It is a
non-profit organization designed to bring a range of voleuocer adt
paid group of social services to isolated elderly ir the gr arer Middle-
Lown co.esinity to permit thcse Individuals to rerait;n i their io0 hones.
Wnsrh is aiso chairman of the Episcopal Committee on Ministry with the
Aging for the Diocese of Connecticut mnd serves as the chairman of the
Coinrlecticut IntLertfitlc Calegive-s NetWork Whitl! has sponsored two con-

sre res it the Y.Il. Divin try School to help grousps rthro.ugloit Connecti
cut to start interfaith earegiver programs in their uow. communitiet.

14KW/al
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M

a ' See Mc 'eln Co^n.ec:.cul 054?7 :203) 34d-56
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Statement of Betsy Perkis, B.S,W.

For the past 2½ years I have been the sole family caregiver to
my terminally ill mother. My father died 7 years ago, I have no

brothers or sisters. I have a small and uninvolved extended family.

My mother has advanced Metastatic breast cancer with a past history
of Atril Fibillation, pulmonary emboli, acute corneal rejection syndrone
and chronic cellulitis to her right arm secondary to the disease process.
She has a large draining chest wound which requires two dressing changes

per day. She has cancerous nodules on her right shoulder and arm.

arm is chronically edematous, she has frozen shoulder and has minimal

use of her right hand. Her left arm is weak due to an old fracture.

She used to have a Hickman catheter in her chest that needed to be

Heparinized and dressed daily. She has a rare eye disorder. Her
left corneais being rejected by her own body. She requires eye drops

in that eye 4 times daily. My mother has undergone radiation and

chemotherapy which helped to slow down the progression of the disease

for a period of time. Up until a month ago, my mother could ambulate

in the house. Mletastatic disease in her femur caused a pathological

fracture. My mother required surgery to help alleviate irretractable

pain. She was placed at Winthrop Health Care Center last week because
she is no longer able to walk. Her prognosis is extremely poor. Bone
scans reveal that there is extensive metastatic disease in both femurs,
rib cage, spine and in other bones in her body. She is a host body for
colonized staph, which settled into her wound 6 months ago. She is a
DUR (do not recessitate) status by choice. If she cardiorespiratory

arrests she will be made comfortable but will not be recessitated.

When I look for words to describe caring for a chronically ill

loved one I can say that it is a strange combination of agony and joy

to watch someone slowly and painfully deteriorate, knowing that you
have no control over the disease process is perhaps the biggest challenge

that one can have to one's sanity. As I watched the disease literally

eat away at her body I felt totally helpless. My days and nights were

spent revolving around cancer. With each trip to the emergency room,

(and there were several) I thought that I was facing her death. I used to
daydream of what it would be like. Would I find her dead in her sleep?

Would she suffer irretractable pain, unable to eat or sleep? I still

don't know the answers to these questions. I do know that she cannot
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come home to die. I must work fulltime and I am not financially,

emotionally or intellectually equipped to handle the end stage of her

disease. There were joyful moments during our time together. She has

expressed her love and pride over my achievements. I have come to

respect and admire her optomism and courage. She has been a source

of strenght and support for me. Insomuch as her illness drained me,

she replenished me with her overtures of love and appreciation. Last

winter when ! was very ill with toncillitis, she took on the monumental

task of daring to walk up the stairs to my bedroom to see for herself

that I was alright. I'll never forget her appearance at the top of

those stairs with a glass of water in her hand.

Her illness was not without periods of anger. In the early and

middle stages of her illness, both of us would periodically loose control

of our tempers. Remnants of past adolescent rebellions arose. Living

with a parent after being away for many years can rekindle past behaviors.

But a parent who is losing control of their ability to function is an

angry parent. Angry at themselves for becoming dependent, and angry

at their child for reversing roles. At some insidious point, I

became the head of the family. I resented the responsibility and

resented her cancer. Both of us were hopeless victims of the disease. My

daughter, caught in the middle of conflicts and peacetime became a

victim as well. She was governed by the varying moods of the household.

Her life revolved around cancer as well.

During the past 2½ years the care that I provided for my mother

was supervised by the Regional Visiting Nurse Association. The nurses

monitored her vital signs and did dressing changes fro 3 times a week

to 7 days a week depending on the needs of her changing condition.

They were my lifeline and my sanity. The quality and lenght of my

mothers life was extended because of their expertise and accessability.

Nurses were available daily, if necessary. They instructed me on

wound care and isolation technique. Medicare recently cut down on the

number of nursing visits because of the DRG system. Even though her

condition deteriorated, she was not meeting the new Medicare criteria

to give services on a daily basis. The cost of her surgical supplies,

formerly paid for by Medicare were now partially my financial responsibility.
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I was unable to afford home health aides and it was important that

I be away from home 9 hours a day. This put my mother at risk. I

called her 3 or 4 times daily. Often, I had to leave work to assist

her. I was responsible for more dressing changes and I had less

supervision.

When my mother was going for radiation and chemotherapy on an

outpatient basis, I contacted the American Cancer Society for assistance

with transportation. The Society advertises that they provide trans-

portation services for cancer patients to their out patient doctors

appointments. I was told by the Cancer Society that drivers are on a

volunteer basis, and that they could not obtain a driver to fit my

mother's scheduled appointments and also, that there is no guarantee

that a driver would be available. Cancellations among the volunteers

are high. I had to take time from work to transport my mother. I lost

hundreds of dollars in pay during the past 2½ years.

Living with and caring for a chronically ill loved one affects every

aspect of life. Even when there is assistance from community resources,

the financial and emotional impact of the illness has longlasting and

serious implications. There is never enough money, never enough

services, never enough respite time to compensate.
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I am employed as a social worker at Winthrop Health Care Center

in New Haven. My department head and I share a caseload of 120 patients

a piece. Winthrop Health Care Facility is a 240 bed pulmonary rehabilitation,

skilled nursing and intermediate care facility. It is one of only two

facilities in the country that are sanctioned by the State to provide

24 hr. long term and rehabilitation services to patients who are

dependent on oxygen, and/or ventilators.

One of my primary roles is that of discharge planner. When a patient

is ready for discharge they almost always need community resource

assistance in order to manage at home. Often, these discharges involve

elderly patients who live alone. The expectations of both families and

patients regarding services in the home are often unrealistic. Medicare

and fledicaid do not provide reimbursement for 24 hour care. There is no

medical insurance that provides this type of coverage. Anything beyond

4 hours per day at the maximum must be paid for by the patient and/or

their family. And nursing, homemaker and home health aide coverage often

gets discontinued after a few weeks due to the impact of the DRG system.

Medicare does not have a policy for ventilator patients, therefore,

patients with medicare requiring ventilators must pay privately for

medical care. The Medicare and Medicaid regulations for care of patients

in long term care facilities conflict rather than compliment. Ihe

reimbursement system is inadequate, therefore, the quality physicians often

will not follow a patient in the nursing home setting.

All of these issues place discharge planners and community resources

under serious restrictions. Ihe reimbursement system puts patients and

families under financial and emotional stress. It severely limits

our ability to do effective and adequate discharge planning.

It would be ideal if more coinrunity resources could provide pre-

discharge patient evaluation. This way, the patient, family and

community resource will have a care plan prior to discharge. The

problem is that there is not enough money to pay for this service. Ihere

is also no funding for discharge planners and community resources to

seet and be up to date on each others' services. This leads to miscormmsunication

and misinterpretation. Professionals must be able to have the time and

the funding to meet and share information in order to prevent gaps in
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services and to help improve the quality of health care in the

comnunity.

(There is a health care crisis in this country which victimizes patients

families and health care professionals).

I truly believe that if our government cannot provide socialized

medicine to all individuals, it should provide blanket coverage to

all totally disabled people and individuals over the age of 65.

They earned it and they deserve it!
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would have said the following:

I object to the one day outpatient operations on the

elderly. It oftren is a great shock to their; Nervous systems

to go fromt a crowded hospital to being alone in thtir apartments

where m~oat cannot get decient care There should be a sp~ecial

ward where Senior Citizens can stay f.or at least overnight fdunder

hospital observation -id get the care they cannot get at home,
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could not attend toe t rst hour uF tL s I hnrfnb so I rnnot

tULLUW1!l: comment ,, anytng that _as discussed then. "uwener, in the

suffurcrnt Faney For dois acre thian :no beiny done For
nea!IM Lar.- P- r lel .- .

it seems to no that there are orcorams thaf art beino utifized
by Seio ctzes h are tilnanccail aIebl to pay for those
servires. etr.chinh they are oetcino frnc or belo_ cost. i
think it would pay for the gouenrnment to check on senior citizens
to see i} thev qualifY for the oroprar's. If there was less
cheating by some seniors the govern'rt l have yore "money
to soend on health care Proorans. housino For IG_ cncome families,
shelters f'or the homeless, etc.

Fu- instance, Regarding the lunch orograms nuru Coarticipants
day only ,l.25 for a nutritious hot meal. Shold

not the People who can afford It pay what he --al artually Costs
_nich I understand is about a2.50.

;feopdleo suarrbeing houscno. nThere are many
people who are ceing s u'soeo tel F rent

paye-ts who could afFord to pay the full rent if they declared
L!,.. B c1:- inc- :.,Bor did Rot tra-_'r--- artf- rulatives.

Some of these same senior ciLizens are also jetting fuel rebates,
rent rebates, covern-ent surolus goods, ct.

I appreciate that there is ouch that isbeinog d ror senior
ci izens and the pecole _ho are doing so.uch on these orograns
are to be 

0 0
,-nded, fowever, it' the senicr citizens and others

who are rightfully not enititled to shl`sidies wcrE mcncnated from
the pronrams there _quld be -or for IU inoame creole uno cannot
rfford to Pay for necessary ser-vces.
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