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ABSTRACT

The primary reason for electing to examine the inappropriate placement of the 

elderly into long-term care resulted from my ownership of a twelve-bed adult foster care 

home for the elderly in the small rural town of Sandusky, Michigan. In the five years 

that my wife Diana and I operated the home, we became aware that some of the 

elderly residents had been admitted appropriately, others should not have been placed 

in our facility, had an adequate community-based home care network been available 

and still others should have been placed in skilled nursing care environments. 

Additionally, some residents were transferred to nursing homes who should have 

remained at the adult foster care level. As I examined the materials used for this 

thesis, I discovered that the problem was much more severe than I had anticipated.

The inappropriate placement of the elderly into long-term care has puzzled policy 

makers and administrators since the days of the almshouses and public asylums. In 

the 1960’s and 1970’s, deinstitutionalization emerged as a matter of public policy and 

many elderly patients were returned to their homes in local communities without 

supports. Medical professionals, administrators of long-term care facilities, service 

providers and families often disagree regarding the needs of the elderly and have 

complicated the placement decisions for elders being placed into long-term care.

These problems carry on into the 1990’s.

Mental illness and economics are the two most evident factors that contribute to 

the inappropriate placement of the elderly into-long term care. This paper provides 

potential answers to the problems presented and an avenue that may allow public 

administrators to become a part of the solution by playing a major role in the 

development of a national health care plan that will meet the needs of the elderly in this 

country.



DEINSTITUTIONALIZATION AND ITS EFFECTS ON THE ELDERLY:
INAPPROPRIATE PLACEMENT INTO LONG-TERM CARE

I .  INTRODUCTION: A BRIEF LOOK AT INSTITUTIONALIZATION
OF THE ELDERLY

D e in s t i tu t io n a l iz a t io n  had d rastic  e ffec ts  on the e lde r ly  in the United 

States as long-term care became a m u l t i - b i l l io n  d o lla r  service enterprise. I t  

involves not only public sector government agencies at the federa l, state and 

local leve ls , but the p r iva te  fo r - p r o f i t  and non -p ro f it  sectors as w ell. The 

d e f in i t io n  o f long-term care is "a range o f services tha t addresses the 

health, personal care, and social needs o f ind iv idua ls  who lack some capacity 

fo r  se lf-ca re " (Kane and Kane, 1982). Thus, the long-term care product is the 

service provided to those su ffe r ing  from chronic physical or mental i l lnesses, 

mental re ta rda t ion , or other severe d isabling conditions. I t  also includes 

the professional and paraprofessional jobs, research, and capita l generated 

through the provis ion o f long-term care. Long-term care is financed through 

both public and pr iva te  sources. Long-term care seems to be a problem that 

has eluded any s ig n i f ic a n t  remedy, not only because o f c o n f l ic t in g  leg is la t ive  

au thorit ies , provid ing d i f fe re n t  financing mechanisms, the fragmented 

organization and de live ry  o f  services, and the influence o f organized in te rest 

groups on p o licy ,  but also because a comprehensive solu tion to long-term care 

has not been sought (Harrington, 1985).

The public po licy  debate has often framed the problem in the form of 

discrete issues a r is in g  from government crises in meeting the long-term care 

burden or in providing q u a l i ty  care with government financing services, 

provided la rge ly  by the f o r - p r o f i t  sector. Long-term care became a public 

policy issue only a f te r  a tten tion  was called to the skyrocketing cost of
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In s t i tu t io n a l iz a t io n  o f the very old and sick in nursing homes and the 

a llegations and investigations o f  fraud, corruption, and even criminal abuse 

o f pa tien ts . From a p o l i t i c a l  perspective, long-term care did not evolve as a 

re su lt  o f ra t iona l planning fo r  the needs o f America's o lder c it izen s . I t  

evolved piecemeal and as a by-product o f a health and social welfare system in 

c r is is  (Freeland and Schender, 1983).

Inappropriate placement o f the e lde r ly  in to  long-term care has i t s  roots 

as fa r  back as the 19th century. The e lde r ly  had always been directed towards 

the almshouses throughout h is to ry  as a shelter fo r  those who were des t itu te  in 

old age. The o ldest and broken o f the na tion ’ s largest c i t ie s  were l ik e ly  to 

spend th e ir  f in a l  days confined to the poorhouse. Philadelphia was one large 

c i ty  where, u n t i l  the mid-19th century, ind iv idua ls  o f advanced age 

constituted about one-fourth to one-th ird  o f the inmate population. A survey 

of the public asylums o f Rhode Island revealed that 31% o f a l l  almshouse 

paupers were over the age o f 60. These persons were generally 

in s t i tu t io n a l iz e d  as an act o f charity  rather than as a punishment. They were 

viewed as too s ick and weak to survive outside the asylum (Achenbaum, 1978).

The second h a lf  o f the 19th century brought an increase in the proportion 

o f old persons to  the almshouses. By 1904, the national almshouse population 

was 160,000, and 69,106 o f these or 43%, were over 60. The ind u s tr ia l  states 

had larger increases in the number o f e lderly  residents in to  the almshouses. 

The authors o f  the 1910, "Report o f the Commission on Old Age Pensions, 

Annuities, and Insurances," presented th e ir  find ings as conclusive proof that 

old age had become a serious social problem by reporting the fo l low ing : "The

s t r ik in g ly  high proportion o f persons entering the pauper in s t i tu t io n s  late in 

l i f e  points to the close connection between old age and pauperism. I t  is 

clear tha t such pauperism is ,  in most cases, the re su lt  o f the in f i rm i ty  of 

advancing years rather than the misfortunes o f e a r l ie r  years" (Achenbaum,

1978).
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The high rate o f  aged in s t i tu t io n a l iz a t io n  resulted from changes in the 

treatment o f  middle-aged adults and ch ild ren. Various reform societies had 

begun to free redeemable young paupers from the confines o f  the poorhouses. 

These organizations sent adolescents to the countryside to  f in d  work and a 

healthy environment, while other groups placed the needy in homogenous 

in s t i tu t io n s  fa r  removed from the corrupt influence o f the pauper asylum. 

They sent the young to homes fo r  orphans, the insane to  mental in s t i tu t io n s ,  

the deaf, dumb, and b lind  to schools fo r  the handicapped, the able-bodied to 

houses o f industry , and even the petty crim inals to the reformatory and 

prison. These persons had t ra d i t io n a l ly  f i l l e d  the poorhouses. With th e ir  

departure, the old and sick became increasingly v is ib le  as the asylum's most 

numerous inmates. Welfare administrators assumed that the cheapest means of 

supporting needy old age was also the best, and so th is  way o f th ink ing 

translated ra p id ly  in to  placing the old in the nearest and least expensive 

almshouse (Quadagno, 1982).

American h is to ry  portrays the almshouse as playing two major functions: 

I t  had served as an asylum fo r  the punishment o f the vagrant and able-bodied, 

and a residence fo r  the poverty-str icken and a i l in g .  In the la te  19th

century, upon the removal o f the "lazy and co rrup t,"  the hosp ita l-1 ike  

atmosphere o f  the in s t i t u t io n  became dominant. The public  in s t i t u t io n  now 

re flected the state o f i t s  predominantly aged inmates. When aged ind iv iduals 

were admitted, the superintendents o f the poorhouses assumed tha t,  along with 

food and she lte r, they would also have to supply medical a tte n t io n . There 

was, however, no clear l in e  between e lderly  persons admitted because o f 

sickness and d is a b i l i t y ,  and those in s t i tu t io n a l iz e d  simply fo r  she lter. 

Residents seemed to move between medical and almshouse wards with some

re g u la r i ty .  The amount o f space, supplies, and personnel, as well as the old

man's or woman's physical and mental state, contributed to his or her
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placement. The a t t i tu d e  o f the medical profession tha t concluded tha t a l l  old 

persons would eventually become patients in need o f  constant medical 

a tten t ion , helped to ju s t i f y  the transformation o f  the almshouse. The 

managers o f  these public asylums had begun to portray th e i r  in s t i tu t io n s  as 

peaceful homes suited to the needs and ailments o f  th e ir  aged residents by the 

late 19th century (Haber, 1983).

State mental hospita ls were beginning to be established with public  funds 

in the la te  18th and early 19th centuries. Dorothea Dix was responsible fo r  

the appearance o f the state hospital issues on the national scene. Dorothea 

Dix almost singlehandedly exposed the conditions in county poorhouses and the 

l ike  in the 1840's. She public ized the use o f iron chains and shackles, and 

the foul atmosphere and inhumane conditions found in the f a c i l i t i e s  housing 

the mentally i l l .  She argued that local government could not care fo r  those 

people and that the burden must be assumed by the sta te . Almost a l l  o f the 

northeastern and midwestern states supported her concept o f the state-funded 

mental hospita l by 1850, and by 1860, 28 out o f 33 states had at least one 

public mental hospita l (Greenblatt, 1971).

Moral treatment was at i ts  height o f popu la rity  at th is  time and set the 

pattern fo r  state hospita ls to fo l low , by providing the humane, benign and 

warm fam ily  care model, proposed by i t s  pioneers. However, the reverse 

happened. The f a c i l i t i e s  established, were designed to provide asylum and 

were located outside large populated centers. The iso la t io n  proved to be 

detrimental in the long run. The re s tr ic t io n s  on mail, fam ily  v is i ta t io n ,  and 

social contact with members o f the patients ' home communities, furthered the 

is o la t io n ,  o r ig in a l ly  necessary to hasten recovery from the stresses o f 19th 

century American l i f e .  Large physical plants were designed to provide bare 

patien t care by perm itt ing a d ive rs i ty  o f medical services, more e f f ic ie n t  

organization, and be tte r c la s s i f ic a t io n  o f patients. However, th e ir  huge size
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destroyed the fam ily  qu a li ty  sought by the o r ig in a l medical superintendents, 

and instead, imposed the impersonal and inhumane atmosphere tha t was a setback 

to moral treatment. The hospita ls o f th is  era were intended to employ more 

q u a l i f ied  physicians and be situated in more pleasant surroundings than the 

county poorhouses, and here too, they fa i le d  (Greenblatt, 1971).

The optimism about t rea t in g  mental i l ln e s s ,  which was inv igo ra t ing  at the 

beginning o f the 19th century, had turned to pessimism by i t s  end. The 

d i f f i c u l t ie s  in tra n s la t in g  moral treatment from the county poorhouses to the 

new state hospita ls contributed to the d is i l lus ionm ent with moral treatment. 

The mentally i l l  did not receive prompt, e f fec t ive  treatment and were not 

returned to  th e ir  homes, thus making the state hospital population r is e .  This 

necessitated the construction o f more and more f a c i l i t i e s  to avoid 

overcrowding and disreputable conditions appearing. State hospita ls were at 

an additional disadvantage. They were unable to choose whom to admit. Some 

of the more fortunate  private f a c i l i t i e s  could turn away the "undesirables." 

Therefore, the in s t i tu t io n s  tended to receive the most d i f f i c u l t ,  v io le n t,  

chronic pa tien ts , and the aged, with no hope o f recovery. The state 

le g is la to rs '  unwillingness to support these hospita ls at the same per capita 

level o f services, s ta f f in g ,  and conditions, inev itab ly  lowered the q u a l i ty  o f 

these hosp ita ls . Overcrowding had become a major problem by the 1860's and 

1870's, w ith no remedy in s ight (Haber, 1983).

The controversy raging among asylum psych ia tr is ts  and between them and 

the new profession o f neurology was yet another fac to r in the decline o f 

psych ia tr ic  care. Weir M itch e ll ,  the famed neurologist and p s y c h ia t r is t , in 

1894, launched a pointed attack on asylum psych ia tr is ts , c r i t i c iz in g  th e ir  

iso la t ion  from the rest o f medicine; th e ir  fa i lu re  to support psych ia tr ic  

research; th e ir  mishandling o f mental patients and mismanagement of 

psych ia tr ic  in s t i t u t io n s ;  and th e ir  lack o f q u a l i ty  t ra in in g  programs and 

th e ir  complacency (Grob, 1983).
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The press and court system began th e i r  attack on psych ia try. Scandals 

tha t were described by ex-patients o f state hospita ls  were occurring in the 

mid-1800's as well as deta iled "abuses, c ru e lt ie s ,  persecutions, and 

u n ju s t i f ie d  commitments." These scandals fueled f i r e s  in the press and some 

charges were directed at the medical superintendents themselves, accusing them 

o f moonlighting, l iv in g  luxurious ly , and running p la n ta t io n - l ik e  f a c i l i t i e s  

(G rob,,1983).

C l i f fo rd  Beers came to the fo re fro n t at the s ta r t  o f  the 20th century as 

a major psych ia tr ic  " lay "  f ig u re . The publication  o f his book, "Mind that 

Found I t s e l f , "  in 1908, expressed his accounts o f his h osp ita l iza t io n  as a 

mental pa t ien t.  Beers began a reform movement that revo lu tion ized psychiatry 

in America. Beers and the committee stressed prevention through e ffec t ive  

ch ild -rea r ing  practices and early detection o f  mental i l ln e s s ,  both o f which 

were in s t i tu t io n a l iz e d  in the network o f ch ild  guidance c l in ic s  tha t soon 

sprang up across America. The committee was e f fe c t ive  not only in sens it iz ing  

the American public about the p l ig h t  o f the mentally i l l ,  but also in 

stim ula ting research and tra in in g  in psychiatry (Greenblatt, 1971).

Another development in the delivery o f  services away from the state 

hosp ita l,  in addition  to the ch ild  guidance movement and primary prevention, 

was the establishment o f a new psych ia tr ic  f a c i l i t y ,  "the psychopathic 

h o sp ita l ,"  usually associated with a un ive rs ity  or general hosp ita l.  These 

f a c i l i t i e s  were modeled on German in s t i tu t io n s  and stressed short-term 

observation, evaluation, and treatment fo r  acute i l ln e s s .  They referred th e ir  

moral chronic and in trac tab le  patients to " longer-stay" f a c i l i t i e s  such as 

state hospita ls (Greenblatt, 1971).

World War I provided data, summarized and public ized by Thomas Salmon, 

previously the medical d ire c to r  o f the National Committee fo r  Mental Hygiene, 

that furthered the move away from in s t i tu t io n s  fo r  the mentally i l l .  Salmon's
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p r in c ip le s  o f  proxim ity ( t re a t  them where they l i e ) ,  immediacy ( t re a t  them 

q u ick ly ) ,  and expectancy (expect prompt recovery), became the foundation fo r  

c r is is  in te rven tion , e lim ina tion  o f waiting l i s t s ,  and local decentralized 

ou tpatient c l in ic s  (Grob, 1983).

In the period between the World Wars, l i t t l e  occurred tha t d i re c t ly

affected the state hospita l movement. The most in f lu e n t ia l  development in

American psychiatry was tha t o f  psychoanalysis, which had previously been 

isolated in small s tudy-l ike  socie ties but was beginning to be integrated in to  

hospital psychiatry . The most prominent example o f th is  was the Menninger 

C lin ic  in the 1930's. A fte r  the discovery o f the spirochete in 1913, and the 

psych ia tr ic  sequellae o f the influenza epedemic o f 1917, there was heightened 

in te res t in the organic causes o f mental i l ln e s s .  With development o f  the 

convulsive therapies in the mid- and late-1930's, state hospita ls at las t had 

a form o f treatment that was easily  administered, e f f i c ie n t ly  de livered, and 

markedly e f fe c t iv e  fo r  certa in  diagnostic e n t i t ie s  (Grob, 1983).

The important single development in the de livery  o f  mental health 

services by state mental hospita ls was that o f  d e in s t i tu t io n a l iz a t io n .  The 

mental health experts re fe r to  d e in s t i tu t io n a l iz a t io n  as the trend to move the 

severely and ch ron ica lly  mentally i l l  from state hospita ls to  community 

se tt ings. D e in s t i tu t io n a l iz a t io n  had i t s  roots in the early  60' s and took 

e ffe c t in the la te  60 's and early 70 's. Drugs that had been tested and 

accepted, permitted the suppression of mental disorders enabling state 

hospital residents to  be treated as outpatients and returned to  th e ir  

communities. The Community Mental Health Centers (CMHC) Act passed in 1963

and developed local centers to provide the outpatient mental health services

fo r  those returned back to th e ir  communities. This paper w i l l  examine the 

reasons fo r  d e in s t i tu t io n a l iz a t io n  and the manner in which i t  occurred 

(T a lbo tt ,  1978).
- 7 -



As the aged made up a good portion o f the residents in these state 

hospita ls , they too f e l l  v ic t im  to  the su ffe r ing  o f re tu rn ing  to  th e i r  local 

communities and not f ind ing  the appropriate long-term care f a c i l i t i e s  and 

support systems. Instead, many o f the e lde r ly  were being inappropria te ly  

placed in to  long-term care (T a lbo tt ,  1978).

I I .  THE BASES QF THE NATIONAL CONSENSUS THAT FORMED 
THE POLICIES TO IMPLEMENT DEINSTITUTIONALIZATION

A. SOCIAL, SCIENTIFIC, AND INTELLECTUAL DEVELOPMENTS THAT CONTRIBUTED TO THE 
RESHAPING OF THE NATIONAL MENTAL HEALTH SYSTEM.

The Second World War had a powerful influence in several areas at once. 

The war provided fr igh ten ing  evidence o f the extent o f  mental i l ln e ss  in 

American society (Bluestone and Harrison, 1982). Approximately 12% o f a l l  men 

screened fo r  induction in to  the armed forces, from 1942 to 1945, were rejected 

on neurological or psych ia tr ic  grounds, a number accounting fo r  nearly 40% o f 

a l l  re jec t ions . Close to  37% of a l l  personnel leaving the Army, because o f 

d is a b i l i t y ,  had been men who had previously been judged f i t  to enter service 

but were eventually discharged due to neuropsychiatric problems. A loss o f 

over 2,000,000 men due to neuropsychiatric disorders exceeded the to ta l  number 

o f servicemen who were stationed in the Pac if ic  during World War I I .  This 

discovery caused many in public and private l i f e  to recognize tha t psych ia tr ic  

problems had weakened the American war e f fo r t  and i t  also raised the 

uncomfortable issue o f how many more c iv i l ia n s  might be s im i la r ly  disabled. 

This question c e r ta in ly  made people uncomfortable, because the pool o f young 

men considered fo r  m i l i ta ry  service was thought to represent the f in e s t  that 

America had to  o f fe r  (Bluestone and Harrison, 1982).

The problem o f psych ia tr ic  casualties among servicemen induced the 

m i l i ta ry  to experiment with new methods o f psych ia tr ic  treatment, which led to 

major therapeutic advances. This was another sense in which wartime



experiences gave form to the post-war mental health system. M i l i ta ry  

psych ia tr is ts  demonstrated tha t early  intensive treatment could re su lt  in high 

rates o f recovery fo r  even diagnosed psychotics. They also made greater use 

of sedation and hypnosis as therapeutic agents. The m i l i ta r y  p sych ia tr is ts  

d ire c t ly  witnessed certa in  social and environmental aspects o f  psych ia tr ic  

d isorder. They attempted to incorporate th is  ins igh t in to  treatment such as 

group therapy (E s tro f f ,  1981).

The existence o f large numbers o f p s y c h ia tr ic a l ly  disabled servicemen and 

veterans served to lessen the longstanding stigma associated with emotional 

breakdown. These men were injured in service to th e ir  country and the 

m i l i ta ry  captivated the eyes and ears o f p o l i t ic ia n s  fo r  the sake o f passing 

mental health le g is la t io n .  A fte r the war, h igh-leve l personnel in the 

Division o f  Mental Hygiene o f the Public Health Service prepared le g is la t io n  

fo r  America's f i r s t  national mental health program, which Congress f i n a l l y  

passed as the National Mental Health Act o f 1946. While the Senate hearings 

on th is  b i l l  were being conducted, a Marine captain described his recent 

psych ia tr ic  h o sp ita l iza t io n  and the d ire  need to expand the kinds o f 

therapeutic e f fo r ts  that had enabled his recovery. O ffering the testimony on 

his own i n i t i a t i v e ,  the young f l i e r ' s  words carried no s e l f - p i t y ,  but an 

unquestionable s in c e r i ty  o f in te res t in the need fo r  active treatment programs 

fo r the mentally i l l .  His statement moved his audience deeply (E s tro f f ,  1981).

The Second World War went fa r  in a le r t ing  Americans to the scope o f the 

problems o f mental i l ln e ss  and the values o f new treaments. I t  was now 

evident that mental i l ln e ss  could a f f l i c t  anyone and was not re s tr ic te d  to 

only the poor, ethnic m inorit ies  or social outcasts. The proof that 

s itua tiona l fac to rs  could contribute to emotional breakdown could now be 

accepted by those who had to set po licy  (Bluestone and Harrison, 1982).
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Before the passage o f the National Mental Health Act, mental i l ln e s s  was 

considered to be a medical problem and l e f t  to  state governments and the 

medical profession. World War I I  brought to l ig h t  the growing number o f 

ind iv idua ls  w ith emotional disorders and mental i l ln e s s  and became a focus and 

re s p o n s ib i l i ty  o f  the federal government (Bluestone and Harrison, 1982).

A qu ick ly spreading c r i t iq u e  o f mental hospita ls during the post-war 

years was another major influence on the mental health system. This c r i t iq u e  

by popular and scholarly w r ite rs  began as a movement to d is c re d i t  contemporary 

patterns o f in s t i tu t io n a l  care, although ended up con tr ibu ting  in i t s  own way 

to a new understanding o f the problem of mental i l ln e s s .  The movement 

orig inated during the war with the a c t iv i t ie s  o f conscientious objectors to 

work as attendants in mental hospita ls . Upon a rr iv in g  at th e ir  assignments, 

a lte rna tive  service personnel found decrepit and substandard conditions, which 

many determined to reform. They prepared and d is tr ibu ted  various forms o f 

l i te ra tu re  whose purpose was to id e n t i fy  the de fic ienc ies o f state 

in s t i tu t io n s .  When the war ended, the conscientious objectors founded the 

National Mental Health Foundation to help enlighten society to the true nature 

o f mental i l ln e s s  and defic iency; to cooperate with others in the promotion o f 

mental health and the prevention o f  mental i l ln e s s ;  and to seek higher 

standards o f care and treatment in mental in s t i tu t io n s  (Rothman, 1971).

In the 1950's, two kinds o f c r i t iques  emerged, regarding mental 

hospita ls . National period ica ls constituted the primary fro n t  o f a 

jo u rn a l is t ic  campaign against state f a c i l i t i e s  fo r  the mentally i l l .  L ife 

magazine published "Bedlam USA" and "The Shame o f our Mental Hospitals" 

appeared in the pages o f Reader's Digest in 1946. Several major newspapers 

such as the Cleveland Daily Press. Chicago Dai 1v News. San Francisco News, and 

St. Paul Dispatch assigned reporters to regulate coverage o f local state 

hosp ita ls . Book-1ength jo u rn a l is t ic  treatments were other forms o f popular
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exposes such as The Shame o f the States in 1948 by A lbert Deutsch and John 

M artin 's  The Pane o f Glass in 1956. Mary Jane Ward's memoirs composed The 

Snake P it  in 1946. Ken Kessey's novel, One flew over the Cuckoo's Nest, which 

enjoyed great success with readers and movie-goers in the la te  1970's, 

ac tua lly  belongs to th is  e a r l ie r  era, having f i r s t  been published in the early 

1960's (Lamb, 1979).

The other form o f c r i t iq u e  was s o c ia l - s c ie n t i f ic ,  and focused 

c h a ra c te r is t ic a l ly  on the consequences o f the s truc tu re , functions, 

professional composition and re la t ionsh ips , or in s t i tu t io n a l  environment o f a 

p a r t icu la r  f a c i l i t y  fo r  ind iv idua l patients (Lamb, 1979). P sych ia tr is ts , 

anthropologists, and soc io log is ts  were involved as researchers who produced 

such t i t l e s  at The Mental Hospital (1956), The Psychiatr ic  Hospital as a Small 

Societv (1958), and Asvlums (1961), (Lamb, 1979). These hospita l exposes and 

studies did much more than simply elaborate a c r i t iq u e  o f ex is t ing  

in s t i tu t io n a l  arrangements fo r  the care o f the mentally i l l .  They also helped 

to a l te r  the image o f the care o f the mentally i l l  by ide n t i fy in g  yet another 

external cause o f  th is  d is a b i l i t y ,  which was the hospital i t s e l f .  Popular and 

scholarly w r ite rs  arrived at the same iron ic  conclusion, and tha t was that 

mental hospita ls as cu rren t ly  organized, were making worse the very problem 

they were t ry in g  to remedy (Lamb, 1979).

The discovery o f tranqu i1iz ing drugs and th e ir  use in the treatment o f 

patients was yet another main reason used fo r  d e in s t i tu t io n a l iz a t io n  o f the 

mentally i l l .  The two drugs tha t f i r s t  gained the a tten tion  o f  the s c ie n t i f ic  

community were Reserpine and Chlorpromazine. These drugs were both developed 

by researchers in India and France, and viewed with great suspicion by 

American physicians and hospital administrators. Both drugs eventually won 

wide acceptance as valuable agents fo r  the reduction o f anxiety and other 

psych ia tr ic  symptoms without making the patient unconscious (Maluccio, 1980).
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Reserpine and Chlorpromazine proved especia lly  useful to the many mental 

health professionals who, by the end o f the 1950’ s , were working to  define a

new, more delim ited ro le  fo r  the state hosp ita ls . These drugs eliminated much

o f the need to use physical re s t ra in ts .  Tranqui1iz ing  drugs contributed to a 

pos it ive  atmosphere between s ta f f  and patients tha t g rea tly  aided such new 

re h a b i l i ta t iv e  e f fo r ts  as m ilieu  therapy, which attempted to match the 

approach o f the c l in ic a l  personnel and the program o f  therapeutic a c t iv i t ie s  

to the problems o f  the ind iv idua l pa tien t. Within a short time, early 

discharge programs became common and the inpa tien t public  mental hospita ls 

incurred th e ir  f i r s t  sustained decline in American h is to ry  (Maluccio, 1980).

T ranqu il iz ing  drugs affected the climate o f opinion in mental health care 

in a way that carried beyond th e ir  d e f in i t iv e ly  proven value as medical 

applications. These drugs kindled an asp ira tion  o f hope in the care o f the 

chron ica lly  mentally i l l .  The development o f these drugs seemed to strengthen 

the sometimes tenuous l in k  between psychiatry and physical medicine. This was 

to the bene fit  o f the images o f mental health professionals and the mentally 

i l l .  Analysts have claimed tha t i t  "promoted psych ia tr is ts  to physicians in 

the eyes o f many members o f the pu b l ic ."  This would now allow the public to 

accept mentally i l l  patients in to  th e ir  community, although in a very 

structured manner (Maluccio, 1980).

B. A LEGISLATIVE HISTORY OF DEINSTITUTIONALIZATION

In the early  1950's, m ed ica l-c lin ica l models surfaced with major 

developments in somatic therapies. Tranqui1iz ing phenothiazines, an ti-anx ie ty  

drugs, and anti-depressants permitted the suppression o f c r ipp l ing  behaviors 

enabling thousands o f " incurable" patients to be treated as outpatients. Even 

p re -fron ta l lobotomies and electroshock provided a note o f hope and spurred 

the search fo r  more sophisticated means o f treatment. Although the medical-
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c l in ic a l  models o f  psych ia tr ic  care slowly lo s t  ground, the social psych ia tr ic  

model, in p a r t ic u la r ,  which emphasized prevention and environmental or 

interpersonal causes, began to supersede them as the basis fo r  public  mental 

health work. The macroscopic social psych ia tr ic  view now took social 

pressures in to  account, whereas the m ed ica l-c lin ica l models would trace mental 

disturbances to in terna l causes (Axinn and Levin, 1975).

The government now worried about public costs and exposes, although the 

p rac t i t ione rs  using the social psych ia tr ic  model were re a liz in g  that mental 

health hospita ls were worse than m ed ica l-c lin ica l models would have 

indicated. The general re jec t ion  from the lack o f  a tten tion  by the s ta f f  and 

enforced pass iv ity  desocialized patients and stripped them o f  in d iv id u a l i ty .  

Due to general lack o f psychotherapy, the model also seemed a dead-end one.

In place o f the defacto "custodial model," social psychiatry advanced the 

"therapeutic community" model which was based p r im a r i ly  on the pioneering work 

o f Maxwell Jones o f England.

This proposed to make the mental hospital a therapeutic m il ieu , which 

included a l l  on-going a c t iv i t ie s .  The patients now had as much re sp o n s ib i l i ty  

as possible in th e ir  own a f fa i rs  and those o f th e ir  wards. Hosp ita liza tion  

was a la s t  re so rt ,  and patients were returned to the community as quickly as 

possible. Studies quickly demonstrated the model's effectiveness (Axinn, and 

Levin, 1975).

The use and in te res t o f the therapeutic community model increased fu r th e r  

exploration in to  the emphasis o f aftercare and consequently, outpatient 

c l in ic s .  The f i r s t  outpatient c l in ic  in the United States was founded in 1885 

and the Commonwealth fund established model c l in ic s  nationwide in the 1920's. 

There were fewer than 400 outpatient c l in ic s  in the United States by the 

beginning o f World War I I .  A fte r the war, with National In s t i tu te  o f Mental 

Health (NIMH) and Veterans Administration (VA) funds ava ilab le , outpatient
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c l in ic s  sprang up and flou r ished . This method o f de live ry  constitu ted a 

common ground between d i f fe re n t  modes o f therapy and in 1954, the number o f 

c l in ic s  had more than t r ip le d  to  1,234 (Guyther, 1986). Outpatient c l in ic s  

were valuable, but they were not the so lu tion  because o f the widespread 

va r ia t ion  in c l in ic a l  q u a l i ty ,  a v a i la b i l i t y  and type. C lien ts were often 

frus tra ted  by long waiting l i s t s  or cumbersome re fe r ra l  procedures; by 

income-level c u to f f ,  tha t deprived many people in need o f free psych ia tr ic  

care; and occasionally, by emphasis on research at the expense o f c l ie n t 's  

needs (Brown, 1979A).

These inequ it ies  served to  emphasize the lack o f  a coherent mental health 

plan. The mental health professionals were a le r t  to  the need fo r  better 

mental health care. A 1955 Health Study Act (PL 84-182) authorized $750,000 

fo r  a three-year study o f the en tire  mental health f i e ld .  The Jo in t 

Commission on Mental I l lness  and Health (JCMIH) sponsored in-depth research on 

every aspect o f  mental health and summarized in i t s  f in a l  report, "Action fo r  

Mental Health:"

A fundamental pattern o f social re jec t ion  that is nowhere better 
evidenced than by the continued existence o f these "Hospita ls" that 
seem to have no defenders but endure despite a l l  a ttacks ."  (Leighton, 
1982).

The JCMIH proposed a nationwide expansion and modif ication o f mental health 

services. Though none o f the programs i t  mentioned or recommended were new, 

the s h i f t  o f emphasis was s ig n i f ic a n t  and mental health was now seen as a 

national problem requ ir ing  national coordination and funding. However, action 

fo r  mental health remained a paper program only. The JCMIH came in to  being 

la rge ly  through in i t ia t iv e s  o f NIMH and the American Psychiatric Association. 

The f in a l  JCMIH recommendations were conservative and emphasized research. 

They were an extension and expansion moving towards long-term, basic research, 

as opposed to the NIMH, short-term applied research. A broad base therapeutic
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philosophy was favored because o f the absence o f more spec if ic  and d e f in i t iv e

s c ie n t i f ic  evidence on the causes o f mental i l ln e s s .  JCMIH saw the

p sych ia tr is t  d ire c t in g  other mental health professionals and performing the

most d i f f i c u l t  therapies. The report advocated the use o f a "community mental

health c l i n i c , "  although they were seen p r im a r i ly  as the outpatient

departments o f  general or mental hospita ls . The hospital remained the focus

of JCMIH's mental health system. The report called fo r  more small mental

hospitals and fo r  the conversion o f ex is t ing  large mental hospita ls in to

chronic disease treatment centers, emergency care, increased p a r t ia l

h o sp ita l iza t io n , and more aftercare services. The JCMIH report edged toward

social psychiatry in i t s  move to community treatment, yet remained rooted in

the conventional m ed ica l-c l in ica l,  hospital-based t ra d i t io n  o f mental health.

David Mechanic notes the fo llow ing :

Action fo r  Mental Health was large ly an ideological document, and l ike  
poetry, i t  was s u f f ic ie n t ly  ambiguous to allow various in te re s t groups 
to read in to  i t  what they wished. I t  is ,  therefore, not surpris ing 
tha t a vigorous p o l i t ic a l  ba tt le  resulted at the federal level between 
those psych ia tr is ts  with a public health viewpoint, who wished to 
develop completely new precedents fo r  mental patient care, and those 
p sych ia tr is ts  more w ith in  the tra d i t io n a l medical model, who f e l t  that 
considerable federal assistance should be invested in improving the 
q u a l i ty  o f  mental hospitals and th e ir  capacities to provide adequate 
treatment to patients. Those who favored a more radical break...were 
more in f lu e n t ia l  with President Kennedy, and the f in a l  decision was to 
give greatest impetus to the community mental health 
ce n te rs .. .(Leighton, 1982).

President Kennedy formed a high-level committee to analyze "Action fo r  Mental

Health," which was the report that JCMIH had composed. The President

presented the resu lts  in his February 5, 1963 message to Congress on Mental

I l lness  and Mental Retardation. Kennedy ignored the JCMIH's mental hospital

recommendations and called fo r  federal funding to support construction and

i n i t i a l  s ta f f in g  o f community mental health centers. His intentions were to

replace the mental hospital system and to provide mental health care fo r  a l l .

The Senate held i t s  f i r s t  hearings in the Committee on Labor and Public
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Welfare (LPW), chaired by the powerful L is te r  H i l l  (D -A la .) . The Senate 

hearings were f r ie n d ly ,  although the House Committee on In te rs ta te  and Foreign 

Commerce (IFC) was tougher. NIMH provided information tha t estimated tha t a 

single Community Mental Health Center (CMHC) would cost approximately $1.3 

m i l l io n  to construct and that 422 CMHC's were contemplated, each with a s ta f f  

o f approximately 108 and each to cost over $1 m i l l io n  yearly  to operate. The 

American Medical Association (AMA) opposed the centers because o f the fear o f 

federal control o f  the health care system through regulations governing the 

use o f s ta f f in g  funds, although the AMA's Council on Mental Health endorsed 

federal support fo r  s ta f f in g  (Axinn, 1975).

The Senate version o f the Community Mental Health Centers Act <S. 1576) 

passed 72-1. The House deleted the s ta f f in g  a lloca tions in a conference 

committee and the b i l l  (P.L. 88-164) passed the House 414-0 on October 31, 

1963, authoriz ing $140 m il l io n  fo r  CMHC construction fo r  f is c a l  years (FYs) 

1965-67. The NIMH regulations implementing P.L. 88-164 required each state to 

formulate a plan fo r  adequate mental care services. A state would be divided 

in to  "catchment areas" o f 75,000 to 200,000 persons fo r  each CMHC and to rank 

these in order o f need fo r  a CMHC. Each CMHC was expected to provide below 

cost or without charge, a reasonable volume o f services to persons unable to 

pay (Axinn, 1975).

President Johnson noted in 1965, when he addressed the Congress, that 

communities with the greatest need hesitate to build  centers without being 

able to  id e n t i fy  the source o f operating funds. He also reintroduced the 

subject o f federal support fo r  i n i t i a l  CMHC s ta ff in g  in the same message where 

he proposed Medicare. A to ta l o f $73.5 m i l l io n  was authorized fo r  grants fo r  

over a three-year period, and any new service of a CMHC could receive 

si id ing-scale i n i t i a l  s ta f f in g  grants fo r the f i r s t  51 months o f i ts  operation 

(Rochefort, 1984). In 1968, President Johnson set up the Bureau o f Narcotics
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and Dangerous Drugs to combat the so ft  and hard drugs tha t spread in to  the 

middle- and upper-class fam ilies  which at tha t time had a ttrac ted  national 

a tten t ion . While te s t i fy in g  before Senator Thomas Dodd's subcommittee on 

Juvenile Delinquency, Dr. Stanley Yolles, then d ire c to r  o f  NIMH, called fo r  a 

social psych ia tr ic  approach to drug abuse, dealing with "a l ien a t io n "  and not 

ju s t  with drug addiction per se. This specialized problem, along with 

alcoholism, was assigned to CMCH's in the A lcoholic and Narcotic 

R ehab il i ta tion  Amendments o f  1968 (P.L. 90-574). This b i l l  authorized $30 

m i l l io n  fo r  FYs 1969-70 plus continuation grants fo r  the construction and 

s ta f f in g  o f specialized f a c i l i t i e s  fo r  prevention and treatment o f alcoholism 

and narcotic addiction. This authorization also provided a lte rn a t ive  sources 

of funds at a time when Johnson, faced with a Vietnam strained economy, had 

begun cu tt ing  back on his Great Society programs (Jones, 1972).

Congress renewed and expanded the CMHC's purpose and appropriations in 

the early 1970's, but the Nixon administration s t i l l  c la ss i f ie d  CMHC as a 

p i lo t  program. The Nixon Administration was always antagonistic towards the 

social psych ia tr ic  approach o f NIMH and clashed with Congress over the CMHC 

budget. While the 1970 Amendments were s t i l l  before Congress, the Bureau o f 

the Budget's recommendations fo r  FY '71 showed a drop in real do lla rs  fo r  

mental health adm in istra tion, while medical manpower and materials and 

maternal and ch ild  health funds increased by 25 percent (Rochefort, 1984). 

Signals in the press indicated a serious c o n f l ic t  between NIMH and the 

Administration which culminated with the departure o f Dr. Yolles who said that 

he had q u it ,  although HEW Secretary Robert Finch stated tha t he had f i re d  

him. Dr. Yolles parted by charging the Nixon Administration with the 

fo llow ing  words:
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Abandonment o f the mentally i l l . . .  lack o f commitment to supporting 
mental health services fo r  ch i ld re n . . .  ( I )  d i f fe re d  from th is  
A d m in is tra t io n .. . (on) the encroachment o f the Department o f  Justice as 
the f in a l  au thority  in medical determinations. . . (and) the in troduction 
o f partisan, p o l i t i c a l  considerations in the appointment o f ind iv idua ls  
to s c ie n t i f ic  positions w ith in  the federal government" (Jones, 1972).

Congress, meanwhile, amended and in October, r a t i f ie d  the Comprehensive Drug

Abuse Prevention and Control Act o f 1970 (P.L. 91-513). The Act authorized

$180 m i l l io n  fo r  FYs 1971-73 fo r  drug abuse education and treatment, and

narcotic addiction treatment. This a l loca tion  was twice the amount ac tua lly

used in s ta f f in g  grants between 1965-69 (Jones, 1972).

The f i r s t  d rastic  moves a fte r  the 1972 elections were tha t Nixon declared 

HEW and other agencies "too fa t ,  too bloated" and vowed to  "shuck o f f "  

wasteful 1960's programs. The House f i re d  back in hearings on the Health 

Programs Extension Act o f 1973. These hearings allowed a d ire c t  challenge to 

Nixon's claim that the time had come to turn the CMHC program over to the 

states. Nixon's key contention was that s ta te , local and insurance payments 

could adequately fund CMHC's. A series o f witnesses te s t i f ie d  tha t only 12% 

o f CMHC income came from priva te  and public insurance programs and that state 

and local governments were u n like ly  to expand CMHC support. The p o s s ib i l i t y  

o f using federal revenue-sharing money, a Nixon philosophy, was slim indeed. 

Continued federal support was a necessity at th is  po in t, fo r  the survival o f 

a l l  but the most a f f lu e n t o f CMHC's (Brown, 1979).

The O ffice  o f Management and Budget claimed tha t the CMHC's placed l i t t l e  

emphasis on trea t ing  the poor, although HEW s ta t is t ic s  showed tha t 42% o f the 

c l ien ts  served by CMHC's had fam ily  incomes lower than $3,000 per year, 64% 

lower than $5,000 per year. The Extension Act (P.L. 93-45), continuing such 

popular programs as the Hi 11-Burton Hospital construction, migrant health 

plan, and CMHC program, passed the Senate 94-0 and the House 371-1. While 

p u b l ic ly  compromising in signing PL 93-45, Nixon was attempting to use his 

adm in is tra tive  powers to slash mental health programs. Nixon dismembered the
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Health Services and Mental Health Administration before signing PL 39-45 and 

divided i t s  functions between the new Health Services Administration and 

Health Resources Administration. NIMH was downgraded to i t s  pre-1967 posit ion 

with in  the National In s t i tu te s  o f Health and i t s  personnel and tra in in g  budget 

was cut from $97 m i l l io n  in FY 1972 to an expected $60 m i l l io n  in FY 1975. 

Nixon also had impounded $52 m i l l io n  in CMHC grant funds, but on August 3, 

Judge Gerhard Gesell ordered th e ir  immediate release. A co a l i t io n  of 

organizations and state governments successfully sued HEW fo r  the release o f 

$126 m i l l io n  in alcoholism treatment and mental health t ra in in g  funds 

impounded fo r  FY 1973. Nixon's attempts to  control or shrink the CMHC program 

did not succeed (Brown, 1979B).

Congressional a tten tion  was diverted from CMHC's due to Watergate. House 

hearings in early 1974 aired a Government Accounting O ffice  report ind ica ting  

the probable c r ipp l in g  o f the CMHC program without continued federal 

assistance and the need fo r  CMHC administrative changes, although no action 

was taken. The long-delayed Comprehensive Alcohol Abuse and Alcoholism 

Prevention, Treatment, and Rehabilita tion  Act Amendments (PL 93-282) did 

f i n a l l y  c lear Congress. This leg is la t io n  created the Alcohol, Drug Abuse, and 

Mental Health Administration w ith in  HEW to oversee the agencies created by the 

breakup o f  the Health Services and Mental Health Administration, e f fe c t iv e ly  

counteracting Nixon's administrative shu ff le . A fte r Nixon's res ignation, the 

House and Senate began to examine the CMHC program in de ta il  and hearings 

showed tha t,  although generally a success, the CMHC program required 

adm in istra tive and regulatory overhaul (B e ll ,  1980).

T i t le  I I  o f PL 94-163 completely rewrote the Community Mental Health 

Centers Act. The Act included the fo llow ing:

1. I t  e x p l i c i t l y  retained the o r ig ina l f iv e  essential services.
2. S ig n i f ic a n t ly  expanded consultation and education.
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3. Required special services fo r  ch ildren and the e ld e r ly .
4. Made alcoholism and drug abuse programs optional at the HEW 

Secretary's d isc re t ion .
5. Community control was mandated by keeping health care providers in 

the m inority  in representative governing bodies o f ind iv idua l CMHC's.
6. Ongoing q u a l i ty  assurance programs were required.
7. A new grant category was added, including f in a n c ia l d is tress grants 

to centers whose o r ig in a l grants had terminated (Brown, 1979A).

Before the passage o f the Community Mental Health Centers Act, the mental 

health care system was dominated by hospita ls and characterized by gross 

inequ it ies in the q u a l i ty  o f l i f e  and a v a i la b i l i t y  o f  non-hospital care. 

President Kennedy's "bold step forward" in the mental health care arena, had 

two overrid ing goals which would supplement, surpass, and eventually replace 

the mental hospita l system o f care and estab lish  a new system o f community 

care that would provide mental health services to  a l l  in need. A fte r years o f 

pessimism, the mental health movement was shaken to  action by th is  opportunity 

to create a " th i r d  revo lu tion" in psych ia tr ic  care, although the CMHC program 

had fa i le d  to rea lize  i t s  mandates and was fraught with b u i l t - in  

contradictions and weaknesses (Rochefort, 1984).

I I I .  THE ELDERLY AND DEINSTITUTIONALIZATIQN

D e in s t i tu t io n a l iz a t io n  returned e lderly  persons tha t were at r is k ,  to 

th e ir  local communities. The e lde r ly  were vulnerable, f r a i l ,  impaired, 

disabled, a n t i -s o c ia l ,  and hard to manage. These persons had m ult ip le  

problems; physical, psychological, economic, soc ia l,  environmental, and 

fa m i l ia l .  These problems were generally overlapping and in te rre la ted . They 

were incapacitated and had a combination o f physical and other problems. 

These o lder persons were often so c ia l ly  disadvantaged perhaps even soc ia l ly  

iso la ted . While many o f these persons may have been loners a l l  th e ir  l ive s , 

others may have become isolated by th e ir  circumstances in la te r  l i f e .  Alcohol
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and/or drug abuse may have been part o f th e ir  con s te lla t ion  o f problems. I t

was not uncommon fo r  them to be at r is k  fo r  suicide (Aronson, Bennit and

Gurland, 1983).

Many o f these e lde r ly  persons in need o f services were and are res is tan t

to accepting help and ho s t i le  to those o f fe r in g  assistance. I f  they do not

agree to accept services, they may be d i f f i c u l t  to  help because o f  th e ir  

multifaceted problems. These e lderly  may receive sporadic fragmented care by 

m u lt ip le  agencies or may manage to s l ip  through the cracks and receive no care 

at a l l .  They may be a source o f  f ru s tra t io n  to  helping professionals fo r  many 

reasons and are, in general, a challenge to  the service system (Aronson, 

Bennit and Gurland, 1983).

The e lde r ly  with mental i l lne ss  problems challenged and continue to

challenge several basic assumptions o f professionals. I t  is generally assumed

that people w i l l  seek help in times o f need. These e ld e r ly  persons, however,

may fade in to  the background ju s t  when th e ir  need is the greatest.

Professionals assume tha t they w i l l  be able to perform some pos it ive

in te rventions, but these c l ien ts  may not perceive these services as helpful

and may, at times, ac tua lly  run away (Aronson, Bennit and Gurland, 1983).

A 68 year-o ld man, l ived  in an abandoned bu ild ing  with no e le c t r ic i t y  or 
heat. He was brought to the a ttention o f an outreach program whose case 
worker v is i te d  him at home. The case worker was appalled by the lack of 
basic amenities. A plan was developed to t r y  to get him badly needed 
medical treatment and expedite placement in public housing. He managed to 
be away when the case worker came back to  v i s i t  to s o l id i f y  the plans they 
had discussed and systematically managed to avoid several subsequent 
attempts to meet with him again (Jacobs, 1980).

The mentally f r a i l  e lde r ly  do indeed have needs which may at times be o f an

apparent emergency nature. These needs are often quite concrete in nature

(housing, food, c lo th ing , money, medical care) and may necessitate pragmatic

in terventions ra ther than employment of t ra d i t io n a l  "therapeutic" modalities.

Some professionals may tend to shun these patients because they need only
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these concrete th ings. Some programs may be based on a medical rather than a

social model and may not recognize these persons as appropriate c l ie n ts  at a l l .

A 90 year-old c l ie n t  o f a community mental health center outreach program 
was found to have no food in her re fr ig e ra to r  when her the rap is t made a 
home v i s i t .  The therapeutic in te rvention  tha t day consisted o f marketing 
by the social workers who made the home v i s i t .  Certain programs might not 
accept th is  type o f c l ie n t  or might terminate her a f te r  an i n i t i a l  
evaluation (National In s t i tu te  o f Mental Health, 1979).

I f  the agency does not re je c t  the c l ie n t ,  the c l ie n t  may re je c t  the agency.

There may be resistance o f frank opposition to accepting services on the part

o f these e lde r ly  persons in the face o f  what appears to  be overwhelming, even

li fe - th re a te n in g ,  need.

A s tree t person comes in the emergency room with a gangerous limb. When 
to ld  he w i l l  require admission, he decides to leave and return to the 
s tree t (Jacobs, 1980).

The needs o f  the mentally i l l ,  f r a i l  e lde r ly  are complex and often cross

d is c ip l in a ry  l ine s , requir ing  a series o f in terventions by a diverse group o f

professionals and paraprofessionals from various agencies and services.

Another common assumption is the d e s ira b i l i t y  o f  development o f rapport and

regular contacts. While on-going services may seem appropriate, these persons

may accept only sporadic in tervention in times o f c r is is .  The existence o f

informal support to help persons survive is another common assumption and fo r

many o f these e ld e r ly ,  natural support networks, may be almost non-existent.

Families may be estranged, d i f f i c u l t  to e n l is t ,  and even h o s t i le .  The

fo llow ing case may i l lu s t r a te  the above mentioned.

A 70 year-o ld  re t ire d  sa i lo r  had nursed his wife through a long terminal 
i l ln e s s .  For a while a fte r  her death he had apparently functioned quite 
w e ll ;  however, he gradually became withdrawn and estranged from his 
fam ily ,  fr ie n d s , and neighbors. U lt imate ly he became rec lus ive , and his 
re la t ionsh ip  with his sons deteriorated to the point tha t his sons merely 
dropped food in the kitchen o f his apartment. He refused to even leave 
the bedroom to acknowledge th e ir  v is i t s .  The sons began to worry and 
eventually contacted a senior c i t iz e n ’ s mental health program. When a 
home v i s i t  was made, a d im inutive, poorly nourished, fr ightened man with a 
knee-length beard and s im ila r ly  long ha ir peered cautiously out the 
bedroom door. He had to be approached gently and cautiously coaxed out of 
the bedroom. The sons had to be counseled and supported regarding
in i t i a t in g  psych ia tr ic  in tervention fo r  th e ir  fa ther (National In s t i tu te  
o f  Mental Health, 1979).
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This 70 year-o ld  man was taken to be treated; however, estranged fam il ies  may

actua lly  prevent or sabotage any treatment fo r  th e ir  impaired o lder member

such as in the fo llow ing  case:

A moderately demented 75 year-o ld women res id ing in an apartment, where, 
due to  c lu t te r ,  she e ssen t ia l ly  l ived on a couch in the entry h a l l .  She 
had a part-tim e homemaker and was receiv ing some meals on wheels from a 
neighborhood agency as w e ll.  A home v i s i t  by a mental health outreach 
team fo r  assessment o f  her apparently impaired health was requested by the 
meals on wheels agency. Her legs were serious ly  infected to the point o f 
having maggots, and immediate medical treatment was advised. She refused 
to consent to  treatment. The only remaining k in ,  a niece, not only 
refused to attempt to e n l is t  her aunt's cooperation in obtaining 
treatment, but also was suspicious of the outreach team and requested that 
i t  re fra in  from providing any services u n t i l  she ca lled back which she 
never did (National In s t i tu te  o f Mental Health, 1979).

Professionals may experience fear or f ru s t ra t io n  because the mentally f r a i l

e lderly  are not easy people to deal w ith. Their problems are complex and

often defy so lu t ion . For example, suicide is  a p a r t ic u la r ly  d i f f i c u l t  problem

fo r  professionals in attempting to ass is t the e ld e r ly .  This is a population

that is at r is k  fo r  suicide. There is inva riab ly  d i f f i c u l t y  in assessing the

severity o f  the potentia l r is k .  Once an assessment is made, there is often

what is perceived as inappropriate medical backup or no backup at a l l .  The

emotionality o f suicide threats sometimes makes i t  hard fo r  the l ine  worker to

accept the decisions o f supervising s ta f f .  Indeed a c l ie n t 's  fear and pain

are often shared by the professionals who t ry  to  serve them (Aronson, Bennit

and Gurland, 1983).

Not only is the mentally f r a i l  person a challenge to the professional and 

the agency, but also to the long-term care system as i t  ex is ts  today. This 

group or set o f  groups impact on the various service settings that are 

components o f  the ex is t ing  continuum of care fo r  the older person, e .g .,  the 

adult home, the nursing home, the acute hosp ita l,  the senior center, the home 

care p ro jec t,  the protective services agency and the fam ily . The impact of 

the "hard-to-manage" e lde r ly  on the senior center was explored previously in a 

study conducted by the National Council on the Aging (1979). Center personnel
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are often on the f ro n t  l ines in serving th is  population. Many o f  these s ta f f  

feel i l l -equ ipped  to deal with th is  group in senior centers as th e ir  programs 

do not contain psych ia tr ic  components and these c l ie n ts  are stigmatized. 

Likewise, home care personnel do not have needed psych ia tr ic  resources 

available (Kay and Bergman, 1980).

The mentally i l l  e lde r ly  also f ru s tra te  in s t i tu t io n a l  personnel as well. 

The m u l t ip l ic i t y  o f problems often defy c la s s i f ic a t io n  in to  the current levels 

o f in s t i tu t io n a l  care available . The older person with early  dementia, fo r  

example, may be too physica lly  in ta c t to q u a l i fy  fo r  s k i l le d  nursing care, yet 

too mentally impaired to be placed in a less supervised se tt ing , such as a 

health-re la ted or intermediate care f a c i l i t y ,  where he/she is required to 

function with some independence in the basic a c t iv i t ie s  o f  d a ily  l iv in g .  Even 

i f  he/she is accepted in to  an intermediate care f a c i l i t y ,  he/she may not be 

suitable fo r  tha t se tt ing  and may require a spectrum o f  added services ju s t  to 

maintain h is /her l im ited  level o f functioning w ith in  the in s t i t u t io n .  There 

is no th ird -p a r ty  reimbursement fo r  these added services, and they, therefore, 

usually are not available (Kay and Bergman, 1980).

N ine ty -f ive  percent o f the e lderly  reside in the community on a given 

day. Thus, despite p reva il ing  stereotypes, only 5% o f o lder persons are 

in s t i tu t io n a l iz e d  at any given time. In s t i tu t io n s  tha t are included in these 

s ta t is t ic s  include long-term mental hospital un its ,  nursing homes, and veteran 

hospital long-stay wards. The number of persons that f a l l  in to  the category 

of mentally f r a i l  e lde r ly ,  is almost impossible to determine. I t  is reported 

that at least 60% o f a l l  nursing home residents carry some diagnosis o f mental 

impairment (Aronson, Benit and Gurland, 1983). Adult homes and other s im ila r 

dom ic il ia ry  care f a c i l i t i e s  are not considered in the s ta t is t ic a l  data 

regarding e ld e r ly  in s t i tu t io n s ,  despite the fa c t  that f a c i l i t i e s  are home to
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a large number o f o lder persons. For every nursing home resident with a 

functional impairment, there are between one and 2.5 persons o f s im ila r  

impairment who are resid ing outside o f in s t i tu t io n s  (Kartman, 1979).

Care fo r  e lde r ly  in nursing homes has come to replace a substantial 

portion o f care tha t had been delivered in mental hosp ita ls . I t  is evident 

that a substantial portion o f increased nursing home u t i l i z a t io n  from 1960 to 

1970, stems from the fa c t  that nursing home care has come to  replace much care 

that had been provided in other long-term care se tt ings . Nursing homes in 

th is  country have been the cen tra l,  long-term care se tt ing  fo r  the nation 's 

impaired e lde r ly  (Burton, 1979). The proportion o f  e ld e r ly ,  from 1960 to 

1970, res id ing in nursing homes, increased by 69 percent and the use o f mental 

hospitals by the e lde r ly ,  ac tua lly  declined by 48 percent. The use o f a l l  

in s t i tu t io n s  by the e lderly  increased by 30 percent over the decade. Figures 

show tha t w ith in  the group o f a l l  in s t i tu t io n a l iz e d  e lde r ly  persons, the 

percentage in nursing homes rose from 63 to 82 percent.

Between 1960 and 1970 the proportion o f e lde r ly  persons in nursing homes 

(inc lud ing personal care homes and homes fo r  the aged) increased 69 percent, 

from 2.34 to  3.96 persons per 100 e lderly  population. The types o f 

in s t i tu t io n s  tha t were u t i l iz e d  at th is  time included the fo l low ing : nursing

homes, personal care homes, homes fo r  the aged, mental hosp ita ls , correctional 

in s t i tu t io n s ,  TB hospita ls , chronic-disease hosp ita ls , and others (Buron,

1979).

The d e in s t i tu t io n a l iz a t io n  movement has been around fo r  a number of 

years. A tten t ion  presently is focused on d e in s t i tu t io n a l iz a t io n  o f the 

mentally retarded and other developmental ly  disabled. I t  began, however, with 

public mental in s t i tu t io n s .  D e in s t i tu t io n a l iza t io n  can take one o f two 

p r in c ip le  forms: the d ive rt ing  to other settings at the intake or screening

point o f  ind iv idua ls  who formerly would have been admitted to mental
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hosp ita ls ; and secondly, the placement o f patients already in mental hospitals 

back in to  community se tt ings. In most states, the former process appears to 

have preceded the la t te r .  The community Mental Health Center le g is la t io n  

passed during the early years o f the Kennedy Adm in istra tion , comprised an 

i n i t i a l  impetus in some states and a fu r th e r  encouragement in others (Maynard, 

1975).

The three p r inc ipa l explanations fo r  the popu la r ity  o f  the 

d e in s t i tu t io n a l iz a t io n  concept fo r  the e ld e r ly ,  appeared to be f i r s t ,  that 

care in a more natural or normal environment was more benefic ia l to the 

c l ie n t ;  secondly, tha t the use o f psychotropic drugs made care in intensive 

environments less necessary fo r  some ind iv idua ls , and th i r d ly ,  that a 

substantial number o f e lde r ly  inmates did not re a l ly  need to  be in a mental 

in s t i t u t io n  but were placed there because there was no other se tt ing  in which 

they could be kept, t o ta l l y  at public expense. Public mental hospitals had 

become a read ily  accessible means o f  caring fo r  impaired old people, 

especia lly i f  they demonstrated any symptoms o f s e n i l i t y  (Maynard, 1975).

These concerns o f p rac t i t ione rs  and reformers which eventually became 

manifest in federal e f fo r ts  to encourage states to make greater use o f 

community mental health centers and other community a lte rna t ives , came to 

square very well with the f is c a l  in te res t o f state executives and 

le g is la to rs .  They soon came to see, especia lly with the passage o f Medicaid 

and then the Supplemental Security Income Program (SSI), tha t i f  th e ir  

patients were placed in p r iva te ly  operated community f a c i l i t i e s  rather than in 

the state and county mental hospita ls , the federal government would pick up a 

substantial share o f the care costs, which would be lower per diem than the 

costs o f care in state hospita ls . In general, old age assistance and Medicaid 

discouraged the provis ion o f care to persons in public in s t i tu t io n s .  Medicaid 

did permit reimbursement to public mental health hospita ls i f  they could
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q u a l i fy  fo r  accredita tion  by the Jo in t Commission on the Accred itation  o f 

Hospitals and i f  the state could demonstrate tha t i t  had plans underway to 

develop a lte rna tives  to use o f state hospita ls fo r  the e lde r ly  (Dear and 

Wolch, 1987).

With the combination o f a l l  these forces, i t  is not d i f f i c u l t  to 

understand the momentum that the d e in s t i tu t io n a l iz a t io n  movement acquired 

during, the period from 1964 to 1970 in the proportion o f e ld e r ly  res id ing in 

mental in s t i tu t io n s .  Taking in to  account the above mentioned f igu res , i t  was 

estimated tha t the d ive r t ing  to nursing homes o f e lde r ly  persons who formerly 

would have gone in to  mental hospitals could account fo r  up to 32 percent o f 

the growth in nursing home u t i l i z a t io n  between 1960 and 1970 (Burton).

A ll  o f  th is  indicates that the nursing home c lea r ly  was the primary 

long-term care se tt ing  by 1960, but that i t s  dominance had increased immensely 

by 1970. A s ig n i f ic a n t  part o f tha t increased dominance stemmed from 

increased subs t itu t ion  fo r  care o f the aged in mental in s t i tu t io n s  (Burton, 

1979).

IV. INAPPROPRIATE PLACEMENT OF THE ELDERLY INTO LONG-TERM CARE

There is a great health care problem which exists in th is  country, a 

problem which both Congress and the current admin istra tion have not acted 

upon. That is ,  the need fo r  a comprehensive community-based no n - ins t i tu t io na l 

long-term care system fo r  the e lde r ly .  This need, which has long plagued th is  

country, has been ignored both because o f i t s  complexity and cost and 

cu rren t ly ;  th is  issue remains unresolved (Packwood, 1980).

While Medicaid and Medicare are the major funding sources o f long-term 

care services fo r  the e ld e r ly ,  the separate ru les , regulations and e l i g i b i l i t y  

c r i t e r ia  governing such programs continue to encourage in s t i tu t io n a l iz a t io n ,
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inappropriate types o f placement and care, and in some cases, services not 

reaching those in need. Since in s t i tu t io n a l  care financing is  emphasized and 

comprehensive community health care options are not generally ava ilab le , the 

present health care system fosters increased re liance upon in s t i tu t io n a l  care 

(Kane and Kane, 1980).

H is to r ic a l ly  long-term care services have been delivered through 

in s t i tu t io n a l  se tt ings, regardless o f the level o f  s k i l le d  care involved. As 

a re s u lt ,  o lder persons would frequently be placed in chronic care hospitals 

or nursing homes. Long-term health care services should concentrate on, 

encourage and emphasize the continual functional independence o f an indiv idual 

and h is /her a b i l i t y  to function with ex is t ing  impairments and d is a b i l i t ie s .  

Such services are, in pa rt, designed to prevent premature and unnecessary 

placement in a nursing home. Elderly people often are in s t i tu t io n a l iz e d  

because the n o n - in s t i tu t io n a l services that they need do not e x is t ,  and 

because th e ir  economic and social s itua tion  is such tha t they cannot a ffo rd  to 

remain in th e i r  own home and not necessarily because they require such care. 

This problem is compounded by the in s t i tu t io n a l  design o f  the current system. 

Once an ind iv idua l reaches age 65, h is/her chance is  one in four o f  entering a 

nursing home. This chance increases to one-in-two when an ind iv idua l reaches 

age 85 (Packwood, 1980).

While i t  is understood that both Medicare and Medicaid programs have a 

d e f in i te  bias towards placing an indiv idual in a hospita l or nursing home, 

Medicare o f fe rs  only one program to assist seniors and persons with 

d is a b i l i t ie s  to avoid premature and inappropriate placement in a nursing 

home. Yet, the e l i g i b i l i t y  fo r  th is  program contains re s t r ic t io n s  that force 

people in to  hospita ls before they can qua li fy  fo r  home health care (Kane and 

Kane, 1980).
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During the period o f 1967-1977, the number o f nursing rec ip ien ts  has more 

than doubled and while in 1964, 14.7 percent o f  persons age 85 and over were 

in nursing homes, in 1974, 25.3 percent o f the 85 and over population were in 

nursing homes. This problem is compounded by the fa c t  tha t an estimated 10-25 

percent o f  nursing home residents do not require the level o f care provided 

and are considered inappropria te ly placed, but cannot re-enter the community 

fo r  one reason or another. These e lderly  tha t are in s t i tu t io n a l iz e d ,  w i l l  

become increasing ly less capable to care fo r  themselves, the longer they 

remain in a nursing home (Packwood, 1980).

The basic issue facing government today is how to provide or pay fo r  

q u a li ty  care at an affordable price . I t  is recognized tha t 

in s t i tu t io n a l iz a t io n  o f the e lderly  is essential fo r  some, but inappropriate 

fo r  others. Documentation is available to  show that de te r io ra tion  o f a 

p a t ien t 's  condition can be linked d ire c t ly  to in s t i tu t io n a l iz a t io n  and 

prolonged bed rest (Abdellah, 1978).

Of the one m i l l io n  e lde r ly  persons in long-term care f a c i l i t i e s ,  17 to 25 

percent are placed there because there are no a lte rna t ive  care services 

available to  them, thereby considered inappropriate ly placed. The Department 

o f Health, Education and Welfare took on a major e f fo r t  to include home health 

and social services as part o f  a broad cost containment e f fo r t  to  prevent 

inappropriate in s t i tu t io n a l iz a t io n .  In s t i tu t io n a l iz a t io n  is  appropriate when 

medical or physical needs are so great that provisions o f services throughout 

a 24 hour period are essentia l. Around the clock nursing care o f patients 

with myocardial in f ra c t io n  and celebrovascular disease at the onset o f 

i l ln e s s ,  is an example o f such a service (Abdellah, 1978).

A national study o f s k i l le d  nursing f a c i l i t i e s  conducted by Public Health 

Services O ffice  o f Nursing Home A ffa irs  in 1974, showed tha t approximately 

one-th ird  o f  the patients were inappropriately placed. Documentation was also
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provided to show tha t de te r io ra tion  o f pa tien ts ' conditions can be linked 

d ire c t ly  to in s t i tu t io n a l iz a t io n  and prolonged bed re s t.  Home health agencies 

are being considered a major a lte rna t ive  to in s t i t u t io n a l iz a t io n .  Emphasis 

w i l l  be placed upon providing preventive and maintenance services. Many older 

and disabled people need a minimum o f support services to allow them to remain 

w ith in  th e ir  own homes. Of the one m i l l io n  e lde r ly  persons in long-term care 

f a c i l i t i e s  in the year 1978, 17 to 25 percent were placed there because there 

are no a lte rna t ive  care sources available to them. This s itu a t io n  has not 

changed dramatica lly  to  present times (Kane and Kane, 1980).

On January 4, 1978, Representative Claude Pepper (D. F la . ) ,  Chairman o f

the House Committee on Aging, released a General Accounting O ffice (GAO)

report documenting the advantages o f expanding home health benefits fo r  the

e lderly . Congressman Pepper stated that,

"The (GAO) study underscored my long-held contention tha t the government 
has adopted a cos tly , counter productive in s t i tu t io n a l  bias toward the 
nation 's  e lde r ly  c it izens  who need health c a r e . . . I t  is t ra g ic  that home 
health care is considered the a lte rna t ive  to in s t i t u t io n a l iz a t io n . . .This 
in s t i tu t io n a l  bias is both callous and c o s t ly ."  The GAO report
concluded: "U n ti l  o lder people become greatly  or extremely impaired, the
cost o f nursing home care exceeds the cost o f home care including the 
value o f the general support services provided by fam ily  and fr iends 
(Abdellah, 1978).

A more up to date look at the inappropriate placement o f  the e lde r ly  in to  

long-term care is investigated by Richard C a ir l ,  Ph.D., coordinator fo r  

Research at Suncoast Gerontology Center in 1984. He designed a model pro ject 

to prevent inappropriate in s t i tu t io n a l iz a t io n .  Dr. Cairl comprehensively 

delineates the pos it ive  and negative outcomes o f the p ro jec t by s ta ting  that 

the model p ro jec t is ac tua lly  a pre-nursing home assessment system designed to 

screen out e ld e r ly  who may be inappropriately recommended fo r  nursing home 

placement. These patients , who can s t i l l  function in an independent 

environment i f  receiving appropriate support, are recommended fo r  community 

care services at a lower cost (P fe i f fe r ,  1984).
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Dr. C a ir l reports that the p ro jec t has been successful but tha t there are 

several complex system problems which reduce the effectiveness o f the 

program. Several po licy  issues are specif ied which re la te  to the in te rac t ion  

of ideal components o f  a pre-nursing home assessment model and modif ication o f 

the long-term care system toward a more correct response to  the needs o f the 

e lde rly  person. Dr. Cairl explores several id e n t i f ia b le  imperatives which 

provide a context fo r  the emergent theme o f pre-nursing home assessment and 

long-term care:

A. Demographic
B. Fiscal Imperative
C. Humane Imperative
D. Increased Recognition o f the Cultural Bias Towards 

In s t i tu t io n a l iz a t io n  and Inappropriate or Unnecessary Nursing Home 
Placements (P fe i f fe r ,  1984).

Among these imperatives, the demographic, f is c a l  and human or humane

imperatives tend to  be the most frequently c ited . There is ,  o f course, the

fourth imperative which has generated considerable a tte n t ion . This imperative

centers upon the recognized bias in our cu lture towards in s t i tu t io n a l iz a t io n

and the proportion o f inappropriate or unnecessary nursing home placements

which re su lt  (P fe i f fe r ,  1984).

Recent evidence indicates that between 10 and 20 percent o f  patients in 

sk i l le d  nursing f a c i l i t i e s  do not need the level o f care provided and, as many 

as 40 percent o f patients in intermediate care f a c i l i t i e s  are inappropria te ly

placed and could function in some form o f sheltered housing or in th e ir  own

homes. These inappropriate placements carry heavy social and economic costs. 

Given the scarce commodity o f an empty nursing home bed in many parts o f the 

country, the inappropria te ly placed c l ie n t  becomes a l i a b i l i t y .  Moreover, 

such inappropriate placement subjects the ind iv idua l to the discomforts, 

dependency, and regimentation which tends to characterize large and 

predominantly custodial types o f in s t i tu t io n s  (P fe i f fe r ,  1984).
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Many e lde r ly  persons are destined to remain in inappropriate settings fo r  

the remainder o f  th e ir  l ives  due to  the lack o f recognition and in tervention 

o f the re loca tion  phenomenon. The potentia l fo r  adjustment is considered 

l im ited  to  an o lder person because the ind iv idua l is more dependent upon his 

immediate environment and often associates re location with the loss o f 

independence, re jec t io n  by fam ily , and a prelude to  death (Labouvie, 1973).

Studies on e lde r ly  persons transferred to  d i f fe re n t  environments,, have 

shown substantial increases in m orta li ty  rates and physical and mental 

de te r io ra tion  ( K i l l i a n ,  1970). On the other hand, i t  has been demonstrated 

that with adequate preparation and services, most ind iv idua ls  can be safely 

relocated (Langer & Rodin, 1976).

A study conducted by the Erie County, NY Office fo r  the Aging in 1973, 

established tha t a number o f e lde rly  persons were in inappropriate settings 

throughout the countryside due to  the lack o f a specialized approach to the 

m ult i-faceted problem o f re location trauma. The study indicated tha t at least 

14% o f the sample o f persons assessed, would need re location services in order 

to move from s k i l le d  nursing f a c i l i t i e s  to lower levels o f care. Based upon 

th is  sample, i t  was estimated that approximately 104 o f  the Medicaid 

rec ip ients resid ing in these nursing homes could have been relocated to a 

lower level o f  care i f  re location services had been ava ilab le . In add it ion , a 

survey o f  major area hospita ls in March 1974, found 64 e lde r ly  patients who 

were medically dischargeable, but who remained in the hospital awaiting 

placement. Some remained in acute care hospitals fo r  over two years (Kaplan 

and Cabral, 1980).

On the basis o f anecdotal and personal observation, geronto logists have 

long argued tha t the diagnosis o f organic brain syndrome is made casually, 

simply because the pa tien t happens to be over a certa in  age (B u tle r ,  1978).

An explanation fo r  such diagnostic behavior is that presenting symptoms of

-3 2 -



psych ia tr ic  disturbance in the older patient w i l l  be observed in the context 

o f a stereotype that is widely shared by a l l  members o f  our society. This 

stereotype sees symptoms o f behavioral, perceptual, and emotional disorder as 

an expected and normal process o f aging. Since old age is  regarded as

progressive and incurable, disorders that are viewed as a ttr ib u ta b le  to  old 

age, w i l l  not be expected to  respond to  treatment (Labouvie, 1973). With such 

an unfavorable and pessim istic outlook on the course o f a perceived 

progressive and organic ailment, i t  might be hypothesized tha t the ind iv idua l 

with the diagnosis o f  organic brain syndrome w i l l  l i k e ly  be the subject o f 

therapeutic d iscrim ina tion  and not receive s ta f f  time or money needed fo r

re h a b i l i ta t iv e  in terventions.

Inaccurate use o f organic brain syndrome diagnosis may involve harmful 

and far-reaching medical and social consequences fo r  e lde r ly  pa tien ts . From a 

medical standpoint, use o f th is  diagnosis may prevent careful and complete 

diagnostic work-ups o f pa tien ts , thus preventing detection o f the real causes 

o f th e ir  problems and impeding treatment o f p o te n t ia l ly  revers ib le  

conditions. Patients who are regarded as suffering from an organic a f f l i c t i o n  

associated with the aging process are also l ik e ly  to be regarded as candidates 

fo r  custodial forms o f care, often in the form o f psychoactive medication 

(Green, 1978).

As a labe l, the diagnosis o f organic brain syndrome provides a social

status passage from person to patien t, thereby f a c i l i t a t in g

in s t i tu t io n a l iz a t io n ,  absolving g u i l t  resu lt ing  from the h osp ita l iza t ion  of 

the person in l ig h t  o f a clear medical reason or need; and mediating the 

social stigma assigned to those responsible fo r  the person when they 

hosp ita l ize  him/her (Baizerman, and E llison , 1971). In add it ion , the label 

s h if ts  the perception tha t others have o f the p a t ien t 's  re sp o n s ib i l i ty  fo r  

h is /her actions, allowing responsible others to seek lega l, pro tective
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guardianship and f id u c ia ry  re la t ionsh ips fo r  the ind iv idua ls  which in turn 

permits the control o f the p a t ie n t 's  personal and real property as well as 

income (Mathiasen, 1963).

A study was conducted in the Northeastern United States. A group o f 

doctors and nurses were the subjects o f th is  study at a large (800-bed c i ty  

hosp ita l) .  Based on a series o f fa c to r ia l  chi-square tests  o f  s ign ificance 

fo r  the e f fe c t  o f two independent variables Cage by contact") on a dependent 

variab le, i t  was determined that the main e f fe c t  by age was s ig n i f ic a n t  fo r  

diagnosis, prognosis, and in tervention decisions. A l l  tests used .05 fo r  

level o f s ign if icance. As hypothesized, nurses were more l ik e ly  to  give a 

diagnosis o f organic brain syndrome when the pa tien t was depicted as e lde r ly  

rather than as young. S p e c if ic a l ly ,  97% o f the subjects diagnosed organic 

brain syndrome fo r  the 68 year-o ld , whereas only 3% made th is  diagnosis fo r  

the condition o f  the 28 year-old pa tien t (C i l ib e r to ,  1981).

The older pa tien t was also s ig n i f ic a n t ly  more l ik e ly  to  be seen as an 

appropriate candidate fo r  in s t i tu t io n a l iz a t io n .  S p e c if ic a l ly ,  44% of the 

subjects suggested a nursing home or mental hospital fo r  the 68 year-o ld , 

while only 22% suggested such an in tervention fo r  the 28 year-o ld . By 

contrast, psychotherapy was s ig n i f ic a n t ly  more l ik e ly  to  be recommended as an 

appropriate treatment in te rvention  fo r  the younger than fo r  the older 

pa tien t. Some 59% o f the subjects chose psychotherapy as an appropriate 

procedure fo r  the 28 year-o ld pa tien t, but only 9% chose psychotherapy fo r  the 

68 year-old pa t ien t.  Consistent with other f ind ings , the younger patient was 

also more l i k e ly  than the e lderly  patient to  be seen as a candidate fo r  

recovery. More s p e c i f ic a l ly ,  90% of the subjects believed that the 28 

year-old pa tien t would at least p a r t ia l ly  recover, but only 10% believed that 

the 68 year-o ld pa tien t would do so (C i l ib e r to ,  1981).

- 3 4 -



There are ind iv idua ls  resid ing in nursing homes who are not candidates 

fo r  homes, as there are ind iv idua ls  in other types o f long-term care, that 

should be res id ing  in a nursing home type o f  f a c i l i t y .  The evidence seems to 

point towards ge tting  the e lde r ly  out o f  nursing homes and in to  less 

in s t i tu t io n a l iz e d  or home placement types o f environments. Nursing homes are 

p r im ari ly  designed to meet the needs o f o lder c it izens  e ith e r  convalescing 

from i l ln e ss  or receiv ing long-term nursing services ( E l l i s ,  1981).

There are Ombudsman Programs fo r  the Aging and the Disabled tha t have 

been confronted with many inappropria te ly placed ind iv idua ls . In some 

instances, the in te rvention  o f the Ombudsman Programs have been instrumental 

in securing an appropriate se tt ing , however, there have been cases in which 

they have come upon seemingly immovable obstacles. These include:

1. A lack o f appropriate placement a lte rna t ives .
2. Agencies fa l te r in g  in th e ir  re s p o n s ib i l i t ie s .
3. A long-term care system which encourages the placement o f  persons who 

require unique care in to  an in s t i tu t io n a l  se tt ing .
4. Professional standards review organizations o f hospita ls which demand

immediate discharge o f patients no longer requir ing  acute care services
( E l l i s ,  1981).

The inappropria te ly  placed indiv idual is  not eas ily  recognizable; special

tests must be administered to determine the in d iv id u a l 's  inappropriateness.

I t  has been found tha t generally the fo llow ing groups o f people do not need

the services tha t a nursing home provides or the services which are needed are

not provided in a nursing home se tt ing :

1. Developmentally Disabled Persons o f a l l  Ages:

These ind iv idua ls  could be more appropriately served in other settings 
such as small group homes. In a nursing home se tting  where the majority  
o f people are older and may or may not be showing some signs o f mental 
d e te r io ra t io n , the type o f programming that is offered is often quite 
inadequate and not geared fo r  the needs o f developmentally disabled 
ind iv idu a ls . The developmentally disabled persons require t ra in in g  to 
improve th e i r  personal s k i l l s .
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2. Younger Cerebral Palsy or M u lt ip le  Scelerosis Residents:

Although i t  is c lea r ly  a myth, many lay people are under the impression 
that cerebral palsy v ictims are retarded mentally. The brain damage which 
has occurred is usually l im ited  motor s k i l l  capacity. Young cerebral 
palsy or m u lt ip le  scelerosis victims have the same needs, wants and 
desires o f other young people. Placed in an in s t i tu t io n a l  se tt ing  with 
o lder c i t ize n s , is  both confining and problematic. Most o f  the
programming in the nursing homes has not been there to  meet th e i r  needs, 
the s ta f f  often does not c lea r ly  understand th e ir  needs and in turn treats 
them as other e lde r ly  residents. The ind iv idua l time needed fo r  these 
residents is e ithe r not given or not ava ilab le .

3. Accident V ictims:

Many o f the same problems tha t a cerebral pa lsy /m u ltip le  scelerosis v ic tim  
faces, are also faced by accident v ic tim s. The ind iv idua ls  are l im ited  by 
th e ir  body functions but in most cases th e ir  mental capacities are 
in ta c t .  C learly , th e ir  needs are not met by a system designed fo r  older 
persons whose limbs are not function ing due to  the in f i rm i t ie s  o f age.

4. Ind iv idua ls  with a D is a b i l i ty  Due to Overuse o f Drugs or Alcohol:

Specialized treatment fo r  the i n i t i a l  cause o f th e i r  misuse o f  drugs or 
a lcohol, may at times, require psych ia tr ic  care. Placement w ith in  an 
in s t i tu t io n a l  se tt ing  may be required but a nursing home se tting  is
inappropria te .

5. Mentally 111 Persons Who are Generally Older:

Nursing homes are i l l-equ ipped fo r  dealing with mentally i l l  persons, 
especia lly  i f  these ind iv idua ls  are v io le n t or s t r ik in g  out. The
protection o f other residents should be paramount and unless a home is 
provided with a locked ward, the placement is unacceptable. The nursing
home is not usually sta ffed with a p syc h ia tr is t ,  and s ta f f  often 
misunderstand and are not tra ined, and therefore, i l l -equ ipped  to  handle 
th is  type o f a resident.

6. E lderly Ind iv idua ls  who Require Only Minimal Care:

The lack o f  services in the community, often force e lde r ly  who only 
require custodial services, in to  the nursing homes. T i t le  XX monies are 
l im ite d , p r iva te  home health agencies can be cos tly , and the once easy 
a v a i la b i l i t y  o f  nursing homes is no longer a r e a l i t y  nor should i t  be
considered as an a lte rna t ive  fo r  th is  group o f ind iv idua ls  (U.S. 
Department o f  Health, Education and Welfare, 1978).

The do lla rs  presently being spent fo r  nursing home care, as well as the 

qua l i ty  o f care being provided, must be taken in to  consideration before there 

is a clear plan fo r  the development o f a lte rna tives  or a so lu tion to the 

problem w i l l  not be found. The d isc ip lines  involved, including the community,
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must play an active ro le  in re d ire c t in g  p r io r i t ie s .  The p r io r i t y  is to  place 

ind iv idua ls  in the most appropriate environment. Cost cannot be the only 

consideration but rather the needs o f the residents are most important.

V. WHAT ARE THE BASES FOR INAPPROPRIATE 
PLACEMENT OF THE ELDERLY?

A. MENTAL ILLNESS AMONG THE ELDERLY

The e lde r ly  are a challenge to the long-term care system which consists 

of the adult home, the nursing home, the acute hosp ita l,  the senior center, 

the home care p ro je c t,  the pro tective  services agency, and the fam ily . The 

impact o f  the "hard to manage" e lde rly  on the f ro n t  l in e  s ta f f  o f the 

long-term care in s t i tu t io n s  or agencies was found to be an important variable 

when deciding the o lder person’ s placement status. Many o f these f ro n t  l ine  

s ta f f  f e l t  i l l-equ ipped  to deal with th is  group in senior centers or long-term 

care f a c i l i t i e s .  This occurred because programs or in s t i tu t io n a l  systems did 

not o f fe r  psych ia tr ic  components (Aronson, 1983). The e lde r ly  person with 

mental d isorders, at times, frus tra tes  in s t i tu t io n a l  personnel. The 

m u l t ip l ic i t y  o f  problems often defy c la s s i f ic a t io n  in to  the current levels o f 

in s t i tu t io n a l  care ava ilab le . The older person with early dementia, fo r  

example, may be too phys ica lly  in ta c t  to q u a l i fy  fo r  s k i l le d  nursing care, yet 

too mentally impaired to be placed in a less supervised se tt ing  such as 

health-re la ted or intermediate care f a c i l i t i e s ,  where he/she is required to 

function with some independence in the basic a c t iv i t ie s  o f d a i ly  l iv in g .  Even 

i f  he/she is accepted in to  an intermediate care f a c i l i t y ,  he/she may not be 

suitable fo r  tha t se tt ing  and may require a spectrum o f added services ju s t  to 

maintain h is /her l im ited  level o f function ing w ith in  the in s t i t u t io n .  There 

is no th ird -p a r ty  reimbursement fo r  these added services, and they, therefore, 

usually are not ava ilable  (Aronson, 1983).
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A study conducted by the National In s t i tu te  o f Senior Centers o f the 

National Council on Aging (1979) regarding the "hard to manage," demonstrated 

that the adult home or dom ic il ia ry  care f a c i l i t i e s  were not considered in any 

s ta t is t ic a l  analysis as long-term in s t i tu t io n s .  This study demonstrated the 

need fo r  psych ia tr ic  and other support services to  maintain the residents o f 

adult homes a t th e ir  maximum level o f function in th is  less r e s t r ic t iv e ,  

community-based se tt ing , and to decrease the need fo r  repeated h osp ita l iza t ion  

o f d e in s t i tu t io n a lize d  mental e lde r ly  patients . The management o f  patients 

with behavioral problems is not an issue that is unique to dom ic i l ia ry  care 

f a c i l i t i e s .  S k il led  nursing f a c i l i t i e s  are not equipped fo r  the e ld e r ly  with 

psych ia tr ic  problems. The physical plant is designed to serve phys ica lly  i l l  

persons with re la t iv e  l im ited  m ob il i ty . Although there is tremendous 

va r ia t ion  among f a c i l i t i e s ,  the s ta f f  is generally geared towards serving a 

phys ica lly  i l l  population. Psychiatric services are often minimal, and s ta f f  

has l i t t l e  or no t ra in in g  in behavioral interventions (Aronson, 1983).

F ra i l t y ,  v u ln e ra b i l i ty ,  and r is k  fo r  a va r ie ty  o f problems increases with 

advancing age in the e lde r ly .  These problems re su lt  from decreased physical 

and emotional capacities. Strained finances may be a con tr ibu ting  fa c to r  in 

many cases. As much as v u ln e ra b i l i ty  does in fa c t  increase with advancing 

age, i t  must be cautioned tha t chronological age by i t s e l f  is not a good 

c r i te r ia  fo r  service need. Functional status is more appropriate. Current 

estimates are that almost 40% of the e lderly  are l im ited  to  some extent in 

carrying out major a c t iv i t ie s  o f da ily  l iv in g  (H arr is , 1978). This s ta t is t ic  

ce r ta in ly  does not show the whole p icture and in order to appreciate the 

complexity o f determining a d e f in i t io n  o f a target population, the fo llow ing  

should be considered:

1. 86% o f the e lde r ly  su ffer from one or more chronic i l lnesses , with varying
levels o f  impairment ranging from mild discomfort to  incapacita tion .
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2. 5% o f the e lde r ly  are severely incapacitated by dementia; another 10% are 
m ild ly  to  moderately affected.

3. Three m i l l io n  e lde r ly  are estimated to be in serious need o f mental health 
serv ices.

4. Approximately one-th ird  o f the e lderly  l iv e  alone, which may make them 
more at r is k  fo r  in s t i tu t io n a l iz a t io n  in times o f c r is is .

5. 14% o f the e lde r ly  l iv e  below the poverty leve l.

6. 25% o f suicides in the United States are committed by persons 65 years o f 
age or o lder. This is  d isproportionate to the fa c t  tha t the e lde r ly  
comprise only 11 percent o f  the general population (Aronson, 1983)..

The physical problems tha t hinder the function ing o f  the e lde r ly  are often

hampered by depression. I t  is estimated tha t 30 to  68 percent o f  the

population over 65 w i l l  have a serious episode o f depression which w i l l

in te r fe re  with the a c t iv i t ie s  o f  da ily  l iv in g .  Depression in o lder people

often goes unrecognized, sometimes because the elder does not confide the

fee lings fo r  fear o f  being thought abnormal or because she believes " fee l ing

blue" is a natural part o f growing o ld. Frequently, the depression is

associated with the onset or worsening o f a chronic i l ln e s s  (Quinn).

Besides depression, two other serious mental disorders frequently  a f f l i c t

the aged, o ften leading to dependency. These are organic brain syndromes,

s p e c if ic a l ly ,  de lir ium  and dementia. Delirium is an acute condition which is

temporary and revers ib le  i f  properly diagnosed and treated. I t  can be caused

by m a lnu tr i t ion  and dehydration, systemic disease, subdural hematomas (blood

c lots on the b ra in ),  ingestion o f  tox ic  substances or drugs, celebrovascular

accidents as in tra n s ie t  inchemic attacks, or head trauma. Delirium is often

confused with dementia because the mental symptoms can be s im ila r :

d iso r ien ta t ion , memory d e f ic i t s ,  and disturbances o f the sleep-waking cycle.

Other symptoms can include ha lluc inations and a dazed and confused state of

mind. Many o f the revers ib le  deliriums are now being recognized and treated

so that they do not cause permanent damage or consign the e lde r ly  person to a

nursing home. I t  is also less l ik e ly  that they wi 11 lead to  death from
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mis-diagnosis or from an undiagnosed cause. I f  the underlying cause is 

diagnosed rap id ly  and treated, the older adult can re turn to the community, 

usually w ith in  a matter o f weeks. A person with a d isabling dementia can also 

have episodes o f  de lir ium  (B u tle r ,  and Lewis, 1982).

Dementia is another organic brain syndrome. There are several types o f 

dementia, and they are a major source o f permanent, con tinua lly  de te r io ra ting

and global d is a b i l i t y  in older people. One-third o f those affected with

dementia are so impaired in th e ir  d a i ly  l ives  that they cannot manage even 

routine a c t iv i t ie s  such as bathing, grooming, dressing, or eating by 

themselves (Quinn, 1986). There are two major types o f  dementia; Alzheimer's 

Disease, thought to account fo r  at least h a lf  o f  the dementias, and 

M u lt i - In fa rc t  Dementia, which is associated with damage to celebral blood 

vessels through a r te r io sc le ro s is  (hardening o f the a r te r ie s )  and accounts fo r  

another 10 to 15 percent o f the mentias. Approximately 20% o f those a f f l ic te d  

with dementia su ffe r from a combination o f the major forms while remaining 

dementias are caused by conditions that are more rare (Quinn, 1986). 

Alzheimer's disease is a major k i l l e r  and has been called the "disease o f the

century." This disease a f f l i c t s  1.5 to 2 m i l l io n  Americans, and at least

100,000 people die from i t  every year. Alzheimer's is a disease o f the 

o ld -o ld , because the longer we l iv e ,  the more l ik e ly  we are to be affected by 

i t .  Twenty to 30 percent o f those who reach th e ir  mid-80's, are l ik e ly  to be 

affected by the disease. This means that i t  a ffec ts  more women than men 

because women tend to  l iv e  longer (Wurtman, 1985).

Alzheimer’ s disease is characterized, in i t s  early stages, by memory 

d e f ic i ts  and s l ig h t  declines in many area o f in te l le c tu a l  and physical 

function ing . The disease may take 7 to 10 years or longer to run i t s  course, 

and i t  is ty p ic a l ly  characterized by increasing incapacity.
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Depression is one o f the most widespread forms o f mental i l ln e s s  among 

the aged. Estimates o f i t s  incidence in the over 65 age population range from 

20 percent to an alarming 50 percent. According to these f ig u res , depression 

is a more extensive problem than Alzheimer's disease in the e lde r ly  

population. Heightened r is k  fo r  in s t i tu t io n a l iz a t io n  is one costly  

consequence o f high rates o f depression among the e ld e r ly .  When depressed, 

ind iv idua ls  are less motivated to  care fo r  th e ir  personal hygiene and 

n u t r i t io n ,  thereby increasing th e ir  v u ln e ra b i l i ty  to disease. With a 

depressed in d iv idu a l,  who is withdrawn and so c ia l ly  iso la ted , the path to a 

nursing home is apt to be very d ire c t  and close (Chaisson, 1984).

Despite the magnitude o f the problem, depression in the e lde r ly  is 

frequently  overlooked, accepted as a normal accompaniment o f the aging process 

or is mis-diagnosed. When treatment is neglected fo r  any o f these reasons, 

suicide is too often the end resu lt  (Rosenfeld, 1978). When they are 

depressed, the e lde rly  usually turn to th e ir  primary physicians fo r  help and 

describe th e i r  pain as physical rather than mental. The physicians usually 

t re a t the physical symptons or, i f  they detect depression, prescribe 

anti-depressant medication. Unfortunately, most commonly used 

anti-depressants have side e ffects  which aggravate p re-ex is ting  physical 

conditions commonly found in the older person (e .g .,  glaucoma, heart 

i r r e g u la r i t ie s ,  constipation, and urinary re ten t ion ).  Therefore, even though 

anti-depressants may provide some symptomatic r e l i e f  from the depression, they 

frequently  create more physical problems and may contribute to the problem of 

polypharmacy. Instead o f drugs, the e lderly  would benefit from a less 

in trus ive  but equally e ffec t ive  treatment a lte rna t ive . Cognitive therapy, 

which has been demonstrated to be better than anti-depressant medication in 

the treatment o f depression in middle-aged adults, may also be an e ffec t ive  

treatment a lte rna t ive  fo r  the e lderly  (Chaisson, 1984).
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Pseudodementia is a term used to describe the syndrome in which dementia 

is mimicked by functional psych ia tr ic  i l ln e s s  and most often i t  is 

depression. This phenomenon, which is not uncommon in the e ld e r ly ,  may lead 

to misdiagnosis, mismanagement, and unwarranted in s t i t u t io n a l iz a t io n .  

Therefore, i t  is  imperative tha t mental health professionals tha t serve the 

e lderly  be cognizant o f  the cha rac te r is t ics  tha t d is t ingu ish  depression from 

dementia. Noting the sa lien t cha rac te r is t ics  o f the h is to ry ,  appearance, 

a ffects and cognitive function ing o f  ind iv idua ls  with pseudodementia and 

dementia can help in d i f fe re n t ia t in g  between the two disorders (F i t t in g s  and 

Robins, 1986).

C la r i f ic a t io n  o f the sequences o f symptoms onset may provide s ig n i f ic a n t  

diagnostic clues in detecting pseudodementia. The h is to ry  o f an ind iv idual 

with a dementia w i l l  ind icate tha t cognitive losses precede depressive 

symptomatology, whereas in pseudodementia, the reverse is true (Post, 1985). 

People surrounding the older person must be questioned s p e c i f ic a l ly  regarding 

the presence and duration o f symptoms cha rac te r is t ic  o f  la te  l i f e  

depressions. Those charac ter is t ics  include: fee lings o f helplessness,

powerlessness, despair; pessimism, and problems with sleep and appetite. A 

reduction in a c t iv i t y  is also an important diagnostic ind ica to r o f 

depression. The h is to ry  o f previous psych ia tr ic  i l ln e ss  should be obtained. 

In pseudodementia a History o f previous psych ia tr ic  i l ln e s s  is  common and in 

dementia, p r io r  psych ia tr ic  dysfunction is unusual (F i t t in g s  and Robins, 1986).

An important feature that assists in d is t ingu ish ing  pseudodementia from 

dementia, is the c l ie n t 's  perception of an a t t i tu d e  toward the demonstrated 

cognitive losses. In pseudodementia, the primary complaints are re lated to 

f a i l in g  memory. The c l ie n t  may precisely recount instances in which memory 

losses occurred, emphasizing the severity o f d e f ic i ts  often not apparent to 

the in terv iewer. In contrast, the demented c l ie n ts  may be unaware o f readily
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observable d e f ic i t s .  I f  the ind iv idua l su ffe r ing  from a dementia is  cognizant 

o f his dysfunction, he w i l l  attempt to conceal th is  from others and w i l l  re ly  

on external props, such as notes and calendars, in order to  maintain the 

i l lu s io n  o f normal cognitive function ing  (F i t t in g s  and Robins, 1986).

Although mental health professionals are generally knowledgeable 

regarding the cardinal features o f the syndromes o f depression and dementia, 

the d i f fe re n t ia l  diagnosis between these two disorders in the e lde r ly  is 

l ik e ly  to  be a complex task. Comprehensive medical, neuro logica l, and 

psychological tes ting  are additional components o f the assessment process. To 

misdiagnose an ind iv idua l with a revers ib le  cognitive disorder and 

consequently t re a t the ind iv idua l as a case o f dementia is one way to  ensure 

s e n i l i t y  (F i t t in g s  and Robins, 1986).

There are probably few areas in which there has been more misinformation 

and stereotyping than in discussions about the ro le  o f psychotherapy with the 

e lde r ly . The 25 m i l l io n  e lde r ly  people are regarded as i f  there were a single 

typ ica l o lder person. Psychotherapy with the e lde r ly  is no less complicated 

than psychotherapy with younger adults. Psychotherapy with the e lde r ly  is a 

recent phenomenon. Most o f the l i te ra tu re  has focused on the fa c t  tha t the 

e lderly  are under-served and on the d e s ira b i l i t y  o f  increasing service to the 

e lde r ly . The e ld e r ly  are underserved by psychotherapists. They account fo r  

only 2% o f psych ia tr ic  outpatient c l in ic  populations. Projections indicate 

that between 80-85% of e lde rly  patients needing services would not receive 

them in 1983 (VanderZyle, 1983).

There are many reasons fo r  th is  neglect o f the e lde r ly .  The "fa the r"  o f 

psychiatry, Freud, had a very pessimistic and negative a t t i tu d e  towards the 

e lde r ly  and th e ir  s u i t a b i l i t y  fo r  psychotherapy. This a t t i tu d e ,  undoubtedly 

influenced generations o f psychotherapists. Other reasons fo r  neglect are as 

fo l lo w s :
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1. P ractica l considerations such as l im ited  f in a nc ia l resources, m o b il i ty ,  
and transporta tion  problems.

2. Poor t ra in in g  and misinformation revealed in the fa c t that 
psychotherapists receive l i t t l e  formal education re la ted to  g e r ia t r ic  
psychotherapy.

3. Prejudice (ageism) against the e lde r ly  by society and psychotherapists. 
This prejudice is i l lu s t ra te d  in a study using a large randomly selected 
sample o f p rac tic ing  psych ia tr is ts .  These therapis ts  regarded e lde r ly  
patients as less appealing than younger patients with iden tica l symptoms 
(Straker, 1973).

Several authors have referred to  old age as a "season o f loss" or as a 

"c r is is  in slow motion." However, to the extent that the the rap is t sees what 

d istinguishes la te r  l i f e  from e a r l ie r  adulthood mainly in terms o f  more loss, 

a major conceptual wrong turn has been taken. Old age also adds as i t  takes 

away. Psychotherapists need not only to help older c l ie n ts  adjust to what has 

been taken away in la te r  l i f e ,  but also to mobilize th e ir  l i f e  experiences to 

react to what can be added. One o f the things tha t can be added is a sense o f 

being in touch with one's inner-imagery, inner directedness and one's 

s p i r i t u a l i t y .  This can provide immense personal strength along with an 

understanding o f the meaning o f one's l i f e  (VanderZyle, 1983).

B. ECONOMICS: THE DECIDING FACTOR

In the face o f growing expenditures fo r  the care o f the e lde r ly  in the 

United States due to th e ir  longer l ives and the escalation o f costs fo r  

intensive medical services during th e ir  la s t  days o f l i f e ,  the aged medical 

expenses have been a large part o f the r is in g  expenditures in the health care 

sector. Health care costs have been r is in g  twice as fa s t  as any other index 

in the Gross National Product and are already h i t t in g  12 percent. This 

continued rapid growth is re lated to higher medical prices (54%); population 

growth (10.5%) and q u a l i ty  increases (34.9%). The e ffec ts  o f population 

growth may become even more ominous as the present death rate data indicates
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tha t by the year 2000, the e lde r ly  population would have increased by 32 

m i l l io n ,  or 35 percent (Williamson, Shindul & Evens, 1985).

The consequence o f a general de te r io ra tion  o f  the economy and sp ira l in g  

health care costs has begun to drive more and more o f our e lde r ly  c it izens  

in to  poverty. The combination o f  increased medical costs, population growth 

and in f la t io n  has led to a s itu a t ion  where although expenditures fo r  Medicare 

have increased, the actual federal con tr ibu tion  per e ld e r ly  person has 

declined (Williamson, Shindul & Evens, 1985). Health expenditures per capita 

fo r  the aged w i l l  exceed those fo r  other age groups. Figures indicated that 

in 1978, the average health expenditure per e lde r ly  was $2,026 compared with 

$286 fo r  ch ild ren. By the year 2000, health expenditures per capita fo r  the 

aged w i l l  reach $6,024 ( in  constant do lla rs )  while expenditures fo r  children 

w i l l  reach $627 (Grana and McCall urn, 1983).

When the growth in the number o f old people is included, to ta l  health 

expenditures on the aged are expected to increase from about $50 b i l l io n  in 

1978 to almost $200 b i l l i o n  in 2000, in constant 1980 do lla rs . This 

represents a challenge to develop innovative approaches to providing qua li ty  

health care more economically. A large portion o f the increased health 

expenditures fo r  the e lde r ly  w i l l  be borne by fede ra l, s ta te , and local 

governments. Pub lic ly  financed expenditures fo r  the aged w i l l  increase from 

$1,165 per person in 1978 to  $3,464 per person in the year 2000. This 

represents an increase from approximately $29 b i l l io n  in 1978 to $114 b i l l io n  

in 2000 ( in  constant 1980 d o l la rs ) .  Medicare expenditures w i l l  increase from 

$893 per aged person in 1978 to $2,655 per person in 2000, or a to ta l increase 

from $22 b i l l i o n  in 1978 to $88 b i l l io n  in 2000 (Grana and McCallum, 1983).

The cost o f programs fo r  the aged have emerged as perhaps the dominant 

fa c to r  shaping a l l  federal spending and taxing decisions. The challenge is 

enormous and immediate in attempting to understand the complicated in tr ica c ie s
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of health care fo r  the e lde r ly  as i t  re la tes to long-term care. L ife  

expectancy changes o f the e lde r ly  w i l l  be one o f the c r i t i c a l  issues 

confronting decisions to be made regarding long-term care expenditures and 

p o l ic ie s .

The 1950's were a time o f re la t iv e  s ta b i l i t y  in l i f e  expectancies in the 

United States. Since the 1970's, th is  country has once again witnessed major 

increases in l i f e  expectancy. Even at ages 65 and 85, and p a r t ic u la r ly  fo r  

o lder women, the improvements in the las t 25 years have been substan tia l. 

Unlike e a r l ie r  improvements, which were due to reductions in acute and 

in fectious disease death rates, more recent improvements re f le c t  declines in 

chronic disease m o rta li ty  r is ks . Nearly three-quarters o f a l l  e lde r ly  deaths 

are a t tr ib u te d  to  three chronic diseases: heart disease, cerebrovascular

disease (s trokes), and malignant neoplasms (cancer). Since 1968 death rates 

fo r  the f i r s t  two leading causes o f death have generally declined, with the 

exception o f rates o f cancer m o r ta l i ty ,  especia lly  among older men, which 

remain unchanged. Because disease o f the heart accounts fo r  nearly h a lf  o f 

a l l  the deaths among those 65 and over, changes in the structure o f m o rta li ty  

among the e ld e r ly  have large ly been dictated by trends in the rates o f heart 

disease (Ferraro, 1990).

Research estimates that m orta li ty  reductions have been accomplished by 

delaying the mortal impact o f chronic disease. The estimate o f the average 

age at death has increased by about 3 years from 1968 to 1982 fo r  males whose 

deaths involved e ithe r heart disease or stroke. The mean age at death 

increased fo r  females with heart disease by 2.27 years ( to  81.6 in 1982) and 

fo r  females with cancer by 2.4 years. At the same time however, the 

proportion o f  deaths at age 65 and 85 involv ing heart disease or cancer 

increased fo r  both males and females, whereas the population o f deaths 

invo lv ing cerebrovascular disease declined moderately fo r  males and n e g lig ib ly
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fo r  females. In combination, these estimates may suggest tha t our population 

is  l iv in g  longer but in a more diseased condition; tha t is ,  i t  is a population 

in which l i f e  extension has been accomplished at the expense o f increased 

morbidity (Ferraro, 1990).

Increase in the mean age at death and survival time since disease onset, 

coupled with gains in l i f e  expectancy at the older ages, are l ik e ly  to be 

in terpreted by most ind iv idua ls  as "good news" fo r  th e ir  own survival 

prospects. From a social perspective, however, these same data raise a 

question about the fu tu re . Will i t  be characterized by increasing numbers o f 

disabled o lder persons with high per capita health care costs, or by larger 

numbers o f active and well o lder persons? (Wise, 1990).

The answer to  th is  question has enormous implications fo r  health and 

social planning. Simply in terms o f increases in l i f e  expectancy at age 65, 

the l i a b i l i t y  o f  the Social Security system between 1960 and 1985 has 

increased by 17% per person per year fo r  women, who account fo r  60% of the 

e lde r ly  population. The actual increase in l i a b i l i t y ,  o f  course, is much 

greater because o f increases in the absolute number o f the e lde rly  (Ferraro, 

1990).

L ife  expectancy from 1950 to 1985 at age 85 fo r  older women increased 

23.7% and is projected to increase another 29.4% during the period 1990 to 

2040. During th is  same time, the number o f women 85 years o f age and over is 

l ik e ly  to increase 67% (implying a 103% increase in the number o f persons -  

years to be l ived  by persons a f te r  the age o f 85). Under the most recent 

intermediate forecasts o f l i f e  expectancy prepared by the actuaries o f the 

Social Security Administration, male l i f e  expectancy at b ir th  would increase 

to 73.9 years in 2000 and 78.1 years in 2080. Females are projected to  have a 

l i f e  expectancy at b ir th  of 80.8 in 2000 and 85.3 by 2080 (Ferraro, 1990).
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Long-term care fo r  the e lde r ly  in th e i r  la te s t years o f l i f e  w i l l  account 

fo r  the greatest expenditures o f th e ir  health care l iv e s .  Many gerontological 

researchers and p ra c t i t ion e rs  recognize the d u a l i ty  o f  informal and formal 

supports to the e ld e r ly .  I t  is argued tha t the needs o f the f r a i l  and 

vulnerable e lde r ly  are best met i f  there is a proper balance between formal 

and informal support, with each system performing the task fo r  which i t  is 

best suited. The main source o f informal support fo r  o lder persons is the 

fam ily . Yet research f ind ings indicate that resid ing with other re la t ive s  is 

not the l iv in g  arrangement o f  choice fo r  most e lde r ly  persons. L iving with 

re la t ives  is ty p ic a l ly  a re su lt  o f impaired health or low income (U.S. 

Department o f  Health and Human Services, 1987).

The array o f  services tha t are available to o lder people outside o f 

in s t i tu t io n s  covers a broad range, including health, housing, and n u t r i t io n .  

Services have been designed to  aid the informal caregiver s truc tu re . How 

these services are organized and delivered is the re su lt  o f  a complex web o f 

po lic ies  and f in a nc ia l issues. Many communities have a substantial number o f 

these services; however, only a l im ited number o f communities are able to 

provide a complete set o f services. Some o f the major services provided to 

prevent in s t i tu t io n a l iz a t io n  o f the e lderly  include: adult fo s te r  care, home

health care, fo s te r  care, hospice, protective services and resp ite  care 

(Moody, 1988).

Approximately 1.4 m i l l io n  e lderly  persons or 5% o f those 65 years and 

older are found in nursing homes at any given time. Estimates are that 2 

m il l io n  e lde r ly  (61% o f those 65 years and over) w i l l  be in nursing homes by 

the year 2000. Assessments o f the present overuse o f nursing homes vary 

widely (G iford , 1988).

I t  has been estimated that the r isk  o f being in s t i tu t io n a l iz e d  is 48.2% 

at b i r th  and 63% at age 65, but these estimates have been c r i t ic iz e d  on
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methodological grounds. The consensus among researchers seems to be that the 

to ta l chance o f in s t i tu t io n a l iz a t io n  before death among normal aged persons 

l iv in g  in the community would be about 1 in 4. This f ig u re  makes i t  easy to 

understand the p o te n t ia l ly  high f inanc ia l and human costs o f

in s t i tu t io n a l iz a t io n  and the tremendous s tra in  i t  may place on public and 

priva te  resources in our society (G iford, 1988).

Almost one-half (49%) o f the b i l l  fo r  care in nursing homes is paid out

o f public funds. The p r inc ipa l programs involved are Medicare and Medicaid, 

both o f which began in 1965. Medicare (health insurance fo r  the aged) is a 

federal insurance program financing a portion o f the health care costs o f 

persons aged 65 and over. Part A, the hospital insurance portion o f Medicare 

is financed through Social Security, and nearly a l l  e lde r ly  persons are 

automatically covered without paying premiums. Part A benefits in nursing 

homes are extremely l im ite d . Only persons in Medicare -  c e r t i f ie d  nursing 

homes are e l ig ib le ,  and benefits cover the f i r s t  100 days fo r  those with 

conditions c e r t i f ie d  as requir ing  sk i l le d  nursing care. No benefits are

provided fo r  so-called intermediate nursing care or fo r  custodial care. Part 

B o f Medicare pays fo r  such things as physician's services, diagnostic tests , 

and some drugs. I t  includes no coverage fo r  nursing home care (C lark, 1984).

Medicaid is a jo in t  federa l-s ta te  program established to pay fo r  medical 

care fo r  low-income Americans. States set th e ir  own e l i g i b i l i t y  

requirements. In general, persons who are e l ig ib le  fo r  state public 

assistance or Supplemental Security Income (SSI) under the federal program fo r  

the aged, b lind , or disabled poor, automatically are e l ig ib le  fo r  Medicaid. 

Medicaid provides long-term, unlimited nursing home care without requiring 

previous h o sp ita l iza t io n . Not su rp ris ing ly , Medicaid has become the princ ipa l 

public mechanism fo r  funding nursing home care. Medicaid accounts fo r  about 

90% o f government expenditures fo r  nursing home care and 45% o f a l l  costs fo r

- 4 9 -



nursing homes in the United States; approximately 6 in 10 nursing home

patients receive Medicaid payments (Ferraro, 1990).

There are 26,175 nursing homes in the United States and the great

m ajority  o f  these (73%) are run fo r  p r o f i t .  Although n on -p ro f i t  and

government nursing homes comprise only about 27% o f  the f a c i l i t i e s ,  th e ir

greater capacity (average size o f  97 beds vs. 68 beds fo r  p roprie ta ry

f a c i l i t i e s ) ,  enables them to serve about one-th ird  o f  a l l  nursing home

residents (Zins, 1987).

Nursing homes may also be c la ss if ie d  according to  th e i r  c e r t i f ic a t io n  

status. About 75% o f a l l  nursing homes were c e r t i f ie d  e ithe r as sk i l le d

nursing f a c i l i t i e s  (SNF's), intermediate care f a c i l i t i e s  ( IC F 's ), or both.

ICF's constitu te  about 34% o f a l l  f a c i l i t i e s  and 45% o f a l l  c e r t i f ie d

f a c i l i t i e s .  F a c i l i t ie s  c e r t i f ie d  as both a SNF and an ICF were larger (124 

beds per f a c i l i t y ) ,  than the other f a c i l i t i e s  and thus accommodate almost 36% 

of a l l  nursing home residents (Zins, 1987).

Over the past three decades, medical care prices rose much fas te r than 

prices in general. Nursing home costs have been no exception. From 1980 to 

1987, nursing home charges continued to r ise  at a fa s te r  pace than the

Consumer Price Index. Daily nursing home costs range from a low o f about $37

fo r  custodial care to a high o f about $140 fo r  s k i l le d  nursing care (Zins,

1987).

Old age in s t i tu t io n s  have been described as dehumanizing and 

depersonalizing. Nursing home c r i t i c s  describe many f a c i l i t i e s  as human 

junkyards and warehouses. Despite the unfavorable reputation o f old-age 

in s t i tu t io n s  and the negative a tt itudes of e lde rly  c it izens  towards them, many 

e lderly  ind iv idua ls  need and seek out in s t i tu t io n a l  care. Usually th is  need 

is apparent to fam ily  members and/or is based on a physician's 

recommendation. In cases involv ing physical i l lne ss  and/or d e b i l i t y ,  the need 

may be apparent to the e lderly  patient as well (Van Williams, 1989).
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The a v a i la b i l i t y  o f adequate and applicable home care and community 

services can prevent the in s t i tu t io n a l iz a t io n  o f many e ld e r ly  patients . 

Family members are often very much involved in decisions concerning the 

in s t i tu t io n a l iz a t io n  o f an e lde r ly  person. Although when an aged fam ily  

member is placed in to  a nursing home, many o f the re s p o n s ib i l i t ie s  fo r  caring 

fo r  that ind iv idua l s h i f t  from the fam ily  to the in s t i t u t io n .  The Medicare 

and Medicaid regulations influence many o f the decisions made by the fam ily  

and the e lde r ly  person when looking at a lte rna tives  to in s t i tu t io n a l iz a t io n ,  

thereby resu lt ing  in a nursing home placement (Zins, 1987).

Services tha t are delivered across the continuum o f long-term care in 

attempts to prevent in s t i tu t io n a l iz a t io n  are fragmented. Community based 

long-term care programs comprise a heterogeneous co lle c t io n  o f agencies, 

in s t i tu t io n s  and programs o f both a priva te  and public nature. E l i g i b i l i t y  is 

frequently determined by a means tes t .  This can elim inate persons in need 

from the service de livery  systems. Recent amendments to  Medicare have shown 

increased s e n s i t iv i ty  to connecting acute care services to long-term care 

services. The Omnibus Reconcilia tion Act o f 1980 l ib e ra l ize d  Medicare home 

health care benefits and made provisions fo r  greater p a r t ic ip a t io n  by 

proprie tary home health agencies (Ferraro, 1990).

Medicaid benefits do attempt to meet the acute and long-term care needs 

of the e ld e r ly  poor. Chore services, home aid, and other types o f social 

services are now covered by Medicaid under a waiver provis ion i f  a state can 

demonstrate that to ta l  expenditures are not increased by the use o f th is  type 

o f service. Unfortunately, a recent study by the U.S. General Accounting 

Office found tha t expanded home health services do not necessarily reduce 

nursing home or hospital use or to ta l services cost. Even with these changes 

in Medicare and Medicaid, public spending has re inforced the use of 

in s t i tu t io n s  fo r  providing long-term care (Ferraro, 1990).
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Most people agree tha t reform is needed in the current system fo r  

f inancing health and long-term care services fo r  the e ld e r ly .  The c o n f l ic t  

ex ists between the increasing need fo r  acute and long-term health services and 

budgetary constra in ts . Any change tha t the long-term care system w i l l  undergo 

w i l l  begin with those po lic ies  that shape and determine f inancing. For 

example, i t  has been recommended that Medicare simply be extended to include 

the types o f  services such as: fos te r  care; adult fo s te r  care; hospice and

etc. Some suggest a completely separate program with d i f fe re n t  funding 

methods, standards o f  e l i g i b l i t y ,  and administration. A compromise has been 

proposed between the two perspectives. The recommendation is tha t a schedule 

of benefits fo r  in s t i tu t io n a l  and home-based long-term care be included in 

Medicare. These new benefits would be paid fo r  by trans fe rr ing  funds now 

budgeted fo r  long-term care o f the e lderly  and disabled under Medicaid and 

T i t le  XX o f the Social Security Act. A fu r th e r  proposal is to  develop 

fede ra l-s ta te  community programs to coordinate long-term care fo r  Medicaid 

bene fic ia r ies , with administration at the community or county level (Moody,

1988).

VI. POLICY AND ISSUES THAT AFFECT THE PLACEMENT OF THE ELDERLY 
AND SUGGESTED SOLUTIONS TO PREVENT INAPPROPRIATE PLACEMENT

What makes po licy  creation in the area o f aging p a r t ic u la r ly  d i f f i c u l t ,  

is tha t the elements o f the problem d e f in i t io n  tend to be at opposite ends of 

the p a r t ic u la r  continuum in question. For example, along the autonomy 

continuum, personal autonomy is p o te n t ia l ly  c o n f l ic t iv e  with professional 

autonomy. The case where a woman wanted to return d ire c t ly  to her home from 

the hospita l and her physician wanted a nursing home placement fo r  her, 

exemplifies th is  c o n f l ic t .  The elder, without an advocate, often loses th is  

b a t t le .
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Along the resource continuum, the issue o f funds is  another c o n f l ic t  

area. P rac ti t ione rs  need more and government f is c a l  o f f i c i a ls  want to a lloca te  

le ss .

P o l i t ic s  are inherently  c o n f l ic t iv e .  How does the typ ica l le g is la to r  

balance the in te rests  o f the e lde r ly  consumer with the provider in te res ts , fo r  

example, o f the American Medical Association, which spent $50 m i l l io n  in i t s  

opposition to the passage o f Medicare (Estes, 1983).

These c o n f l ic t iv e  areas are only i l l u s t r a t i v e  o f th is  tu rbu lent po licy  

area. C on fl ic ts  also ex is t w ith in  p rac ti t ione rs  groups as to the best way to 

de live r services and what those services should be.

No doubt these co n f l ic ts  rage in other areas such as mental health or 

ch ild  welfare. One basic d ifference between other areas and long-term care 

po licy is the amount o f public funds involved. Depending on how you count and 

who is doing the counting, we are ta lk ing  about close to a th i rd  o f a t r i l l i o n  

do lla rs ! This includes Social Security benefits , Medicare, Medicaid, social 

services, Veterans Administration, the Older Americans Act, subsidized 

housing, food stamps. Medicare and the e ld e r ly 's  share o f Medicaid and social 

services programs, to ta led nearly $100 b i l l io n  in 1983 (Estes, 1983).

In many ways, aging in America represents accumulated losses in personal 

autonomy. Chronic i l ln e ss  associated with very advanced age can turn a benign 

or manageable environment in to  a world o f u n in te l l ig ib le  garble, dim images, 

unappetizing meals, unsure foo ting , drugs, sharp edges, and forced so litude. 

I f  emotional stress and mental i l lness  are indeed associated with a fee l ing  of 

helplessness and loss of se lf  con tro l, i t  is not surpris ing tha t fo r  many, the 

la te r  years are extremely problematic. Yet, as a physician who would rather 

make house ca lls  explains: re la t iv e ly  minor interventions can reverse a

closing c i rc le  o f old age. Applied h o l is t ic  g e r ia t r ic  health care, with 

advice as simple as "remove those pesky area rugs," can have an enormous 

impact on everyday l i f e .
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Aging social po licy  is shaped by p o l i t i c s ,  p o l i t ic s  are affected by 

ideology, and ideology is a product o f  assumptions about the nature o f mankind 

and the social positions o f in te res t groups (Callahan, 1979).

In America, personal autonomy is a valued idea l. Social systems are 

created and organized based upon assumptions o f independent social factors  in 

human groups -  except where the aged are concerned.

The problems o f the aged are la rge ly  so c ia l ly  constructed and based upon 

the notion that there is an equivalence between aging and dependency. 

Personal autonomy, l ik e  l ib e r ty ,  requires constant v ig ilance  and i f  i t  is the 

nature o f  the human beast to  su ffer diminished vigor with advanced age, then 

the maintenance o f personal l ib e r ty  w i l l  require some social support (Estes,

1983).

In th e ir  attempts to function independently according to professional 

goals and ob jectives, health and human service workers often f in d  themselves 

on a c o l l is io n  course with stated and f e l t  needs o f the very elders they are 

attempting to serve. We have observed the "counter-e lder" s i tu a t ion  occurs 

because o f the nature o f a p a r t icu la r  pos it ion ; because o f  a p os it io n 's  

re la t ionsh ip  to  a larger in s t i t u t io n ;  and because o f dynamics among and 

between professional groups (Pelham and Clark, 1982). Even so-called public 

servants can become adversaries. When faced with the task o f combatting the 

ex is t ing  system to  get a snow plow in to  an inner c i ty  neighborhood to rescue a 

homebound c l ie n t ,  they had to behave as a bureaucratic g u e r r i l la  team.

During a study o f hospital discharge and placement decisions, i t  was 

frequently found tha t professional a c t iv i t ie s  ran counter to e ithe r wishes or 

the continued autonomous status o f an elder pa tien t. In the case o f discharge 

planners, i t  was found that they almost always opt fo r  a p a t ie n t 's  discharge 

to home whenever humanly possible. However, caseloads are often enormous, 

time is short (discharge planners are often among the las t  to know about an
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impending discharge), and a lte rna tives  are few. As a re s u lt ,  discharge 

planners frequently  f in d  themselves scrambling around looking fo r  a su itable  

nursing home rather than putting  together a service package that would have 

allowed the elder to  return home (Pelham and Clark, 1982).

Overseeing th is  discharge process are the regulatory u t i l i z a t io n  

reviewers. Before the era o f Diagnostical ly  Related Groups (DRGs), the main 

weapons o f  u t i l i z a t io n  reviewers were the clock and calendar. As soon as 

Medicare or Medicaid patients were c e r t i f ie d  as nonacute, reimbursement to a 

hospital moved to a lower level o f  payment or ceased. Now, with the DRG's fo r  

Medicare pa tien ts , length o f stay is linked to a prospectively paid admission 

diagnosis. In such cases, hospital discharge planners charged with the task 

o f coordinating a complex discharge and/or placement, f in d  themselves 

p o te n t ia l ly  at odds with hospital administrators who are loathe to absorb the 

costs o f  needy patien ts , and u t i l iz a t io n  reviewers who disapprove such 

expenditures when time runs out. An elder patient with nowhere to go may f ind  

h im /herse lf discharged to the s tree t.

Even i f  in s t i tu t io n a l  pressures do not force an untimely discharge and/or 

undesired placement, u ltraprofessional competition and c o n f l ic t  over t u r f  can 

easily shu ffle  a less than aggressive elder in to  a nursing home. F ra il elders 

tend to be at r is k  o f being placed in nursing homes unless heroic e f fo r ts  are 

undertaken to counteract th is  tendency (Diamond and Berman, 1981).

Many times an elder patient is ro lled  out on a gurney to  the nursing home 

while physicians, nurses, Medicaid and Medicare reviewers, social workers, 

discharge planners and administrators attempt to function autonomously, a l l  in 

the best in te re s t o f the patient.

Although high qu a l i ty  patient care may be the f i r s t  p r io r i t y  o f medical 

professionals, there are other agenda items as well. Physicians, fo r  example, 

are looking fo r  bed turnover, unless the patient presents an in te res t ing  case.

-5 5 -



Community-based long-term care agencies can get involved in th is  foray 

when one o f th e ir  c l ien ts  is hospita lized or becomes an agency c l ie n t  while an 

inpa t ien t.  Like social workers and discharge planners, case managers in the 

community may be the la s t  o f the la s t  to  know tha t a c l ie n t  has been admitted 

or discharged or both -  a l l  in the same day (Diamond and Berman, 1981).

With community-based long-term care agencies, a p a t ie n t /c l ie n t  status 

presents some in te res t ing  t u r f  problems fo r  social service professionals. 

Whose p a t ie n t /c l ie n t  is he/she anyway? Who is responsible fo r  coordinating a 

discharge and placement? Are hospital social workers responsible fo r

post-discharge follow-ups on such p a t ien ts /c l ien ts?  Is anybody ta lk in g  to 

each other in the f i r s t  place?

The issue o f professional autonomy not only includes the elder versus the 

professional, but also profession versus profession. For example, a recent

proposal to reform low home health agencies operated under Medicare ca lls  fo r

nurses, not physicians as is current p ractice, to c e r t i f y  and monitor 

e l i g i b i l i t y  as well as develop the plans o f care. In other words, make the 

nurses more pro fess iona lly  autonomous and relegate the physician to a 

diagnostician and consultant (Pelham and Clark, 1982).

I t  must be recognized tha t prejudices and jealousies ex is t between 

professions. For example, in a symposium on aging, physicians advocated fo r  

m u lt id is c ip l in a ry  teams caring fo r  the e lde r ly . This team would be made up o f

sp e c ia l is ts ; namely, " . . . a  doctor; public health nurse, or an R.N. experienced

in long-term care; a social worker; and possibly, an ombudsman, e tc ."  This 

physician's d ic t io n  is revealing and one can probably reca ll  s tories from 

social workers who have had to deal with "insane" doctors (Elder Press, 1983).

Even w ith in  groups, s ig n i f ic a n t  c o n f l ic t  ex is ts . For example, w ith in  the 

community-based long-term care movement, c o n f l ic t  centers on the emphasis o f 

"health" or "medical" services. One sub-group ca lls  fo r  es tab lish ing a
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continuum o f care with "medical and social serv ices." The choice between 

"medical" and "health" is a conscious decision. I t  re f le c ts  ideological

tenets about what ro le  medicine w i l l  play in the continuum o f  care, emphasized 

in the f i r s t  and de-emphasized in the second. Future debates about

community-based long-term care w i l l  have to se t t le  the philosophical positions 

im p l ic i t  in th is  word choice. Given the vigor with which advocates hold th e ir  

pos it ions, the debate may need some modern day Council to resolve the word 

choice and philosophical d if ferences. A ll in a l l ,  i t  does not add up to one 

big happy professional fam ily (Elder Press, 1983).

At the local leve l, the long-term care de livery  system is comprised o f a 

p lu r a l i t y  o f  actors and in te rests  which operate w ith in  a number o f connected 

sub-systems. E ffo rts  to form a single locus fo r  long-term care is l ik e ly  to 

meet with strong opposition among the provider community since they would be 

dependent fo r  most o f th e ir  business on the a lloca tion  decisions o f that 

agency. While a single locus would provide the opportunity to a llocate 

long-term care resources more e f fe c t iv e ly  by changing patterns o f service 

u t i l i z a t io n ,  those agencies which might give up con tro l,  or experience cuts 

due to reduced use o f th e ir  services, can be expected to f ig h t  e f fo r ts  to 

l im i t  long-term care to a single focal po in t. Such c o n f l ic ts  have already 

developed as a re su lt  o f recent "managed health" in i t ia t iv e s  in 

Massachusetts. The in te n s ity  o f c o n f l ic t  between the home care program and 

local health providers over u ltimate control o f case management o f e lderly  

c l ien ts  has influenced the state Medicaid agency to te s t a va r ie ty  o f lead 

agencies, based on local re la t ionsh ips, in th e ir  attempt to  integrate Medicaid 

services with the s ta te 's  home care program. The decision to expand models so 

as to use lead agencies other than home care corporations was due large ly  to 

the outcry from other interested providers (Callahan, 1981).

-5 7 -



In addition  to the need o f a long-term care system tha t can respond to 

various subpopulations, the current system is under pressure fo r  change from a 

va rie ty  o f sources re la t in g  to the e lde r ly  subgroups. Increasing growth in 

the e lde r ly  population needing long-term care, increased numbers o f s k i l le d  

service providers and o f professional subgroups in th is  area, and strong 

organizations o f the e ld e r ly ,  have emerged on the local scene (Callahan, 

1979). These forces and the changing federal and state in i t ia t i v e s  in 

reducing nursing home beds, hospital cost containment, and expansion o f 

non ins ti tu t iona l services, have heightened in te res t among various provider 

types in becoming the focal po in t o f  long-term care fo r  the e lde r ly  in the 

community. Hospita ls, nursing homes, community health agencies and social 

services a l l  have expressed in te res t in managing long-term care fo r  the 

e lde r ly . For some, i t  is a log ica l extension o f th e ir  current goals. For 

others, i t  is a venture in to  a new market.

Recognizing the need to respond to v a r ia b i l i t y  in the local long-term 

care de livery  system, c r i t e r ia  must be developed to ass is t states in 

evaluating the capacity o f local providers to serve as focal points fo r  

long-term care (Callahan, 1979).

The fo llow ing  c r i t e r ia  are fo r  the purpose o f estimating the respective 

a b i l i t ie s  o f d i f fe re n t  types o f agencies to perform the necessary patient 

management functions in long-term care.

1. Incentives. What a t trac ts  providers to long-term care? Are the 
incentives conducive to appropriate cost e ffe c t ive  care?

2. Management capacity. What is the track record o f  the provider in managing 
complex programs?

3. Groups served. Does the provider have the a b i l i t y  to serve d i f fe re n t  
subgroups o f the long-term care population?

4. Incentives fo r  rec ip ien t to use the provider. What a t t ra c ts  rec ip ients  to 
certa in  providers? Are the incentives conducive to appropriate cost 
e f fe c t ive  care?
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5. Scope o f coordination. Can the gatekeeper or care manager provide 
comprehensiveness and co n tinu ity  care?

6. Appropriateness o f care. Will the provider emphasize a non-medical, 
n on ins t i tu t ion a l approach to care?

The c r i t e r ia  represent a very rough attempt to estimate the respective 

capacities o f d i f fe re n t  providers to serve as the major locus o f  long-term 

care in the community. I t  is meant to be i l l u s t r a t i v e  rather than d e f in i t iv e  

and serves to po int out the need to evaluate organizational c a p a b i l i t ie s  o f 

the d i f fe re n t  long-term care actors at the community level (Callahan, 1981).

A few b r ie f  conclusions can be drawn from an assessment o f the c r i te r ia .  

Nursing homes are not l ik e ly  to serve an expanded role in the long-term care 

system. Rather, they w i l l  be l im ited  to caring fo r  tha t segment o f the 

population, the sick e ld e r ly ,  fo r  whom nursing care is appropriate. While 

hospita ls are l ik e ly  to show heightened in te res t in expanding from acute in to  

long-term care, the goals o f large medical in s t i tu t io n s  are l ik e ly  to c o n f l ic t  

with trends to de-medicalize and d e in s t i tu t io n a l iz e  long-term care; th e ir  

a b i l i t y  to coordinate a complex system o f community providers is untested. 

Perhaps the hospita l could serve as a focal point in areas that are not r ich  

in services. Existing home care providers seem to have be tte r strengths to 

provide the kind o f noninsti tu t iona l long-term care that has proven to be 

successful. Community health centers may become e ffec t ive  players since they 

may be best equipped to provide con tinu ity  between the acute and long-term 

care needs o f pa tien ts . The description o f d i f fe re n t  provider strengths and 

weaknesses, while usefu l, does not t e l l  us what the various outcomes o f 

locating long-term care re sp o n s ib i l i ty  with any provider would be. I t  is 

usefu l, however, that states should develop ide n t i fy in g  lead case management

agencies (Callahan, 1981).

Decisions as to the level of government responsible fo r  d i f fe re n t  aspects 

o f the long-term care system are s t i l l  evolving. As the federal government
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delegates more re s p o n s ib i l i ty  to states in the area o f  organizing long-term 

care programs, however, state governments w i l l  need information on what has 

worked in actual long-term care experiments.

I f  re s p o n s ib i l i ty  fo r  long-term care continues to  evolve to the states, 

the federal government w i l l  need to take some steps to ensure some degree o f 

national equity . At the state leve l,  some form o f interagency mechanism must 

be developed to  coordinate planning, departments, and programs around 

long-term care. The e n t i ty  would be responsible fo r  id e n t i fy in g  lead case 

management agencies fo r  appropriate placement (Callahan, 1979).

Even in the absence o f these c lea r ly  defined roles fo r  the federal and 

state government, we can make some posit ive  recommendations about organizing a 

local long-term care de livery  system. F irs t ,  a social model fo r  home care can 

be designed to  be well targeted, e f f i c ie n t ,  and e f fe c t ive . Based on a concept 

of case management to carry out the d i f fe re n t  patient management functions and 

equipped with c lear targeting c r i t e r ia ,  home care systems can be lim ited  and 

con tro llab le .

Such a system can be enhanced through new ways o f looking at c l ie n t  

assessment where strengths o f fam ilies and informal supports are evaluated as 

d iscr im ina te ly  as ind iv idua l c l ie n t  needs. New ways o f invo lv ing c l ie n ts  and 

fam ilies  in the development o f care plans can minimize the amount o f  formal 

services. Much can be done by federal and state governments to develop 

incentives such as tax cred its  or tax deductions fo r  fam ilies  to take care of 

th e ir  disabled re la t ive s .

The high concentration of f r a i l  e lderly  needing care in public housing 

projects suggests the need to look at new ways o f organizing local level case 

management and service providers. Assignment o f a bu ild ing or neighborhood 

homemaker, fo r  example, may be fa r  more e ffe c t ive  than authoriz ing a service 

to an ind iv idua l in areas o f high density.
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Involvement o f local consumers and c i t iz e n  groups on board or advisory 

councils o f local long-term care agencies has great poten tia l fo r  ensuring 

accoun tab ili ty  and assuring the agency w i l l  be sensit ive  to  local needs.

Long-term care services are already being provided to  ind iv idua ls  at the 

local de livery  level and, in many cases, to  a great degree. Any e f fo r ts  to 

better organize those services w i l l  require not only the knowledge gained from 

empirical data, but national goals and po lic ies  fo r  long-term care tha t have 

been sorely lacking. At a minimum, the federal government's po lic ies  should 

ensure a v a i la b i l i t y  o f essential community based long-term care services based 

on th e i r  own merit and not simply as a cost saving a lte rna tive  to the nursing 

home (Callahan, 1979).

A va r ie ty  o f a lte rna t ive  health care programs fo r  the e lde r ly  are 

presently being explored. Some o f these projects are re la t iv e ly  new. Others 

are o lde r, based on fore ign models or models o f care fo r  other age groups, and 

s t i l l  others are new only because o f the creative approach used. In th is  

category is the use o f nursing homes f a c i l i t i e s  to provide other services to 

non-residents. In some demonstration pro jects , fo r  example, o lder adult 

day-care units are provided at nursing homes. In a more innovative approach, 

health care fo r  f r a i l  e lde r ly  is combined with day-care fo r  young ch ildren. 

Some nursing homes have on-s ite  nurseries, a llowing fo r  enhanced 

intergenerational programming (Salamon, 1986).

One question s t i l l  being debated is whether, despite the great expense 

involved in caring fo r  ind iv idua ls in a f a c i l i t y ,  a lte rna t ive  care programs 

are more cost e f fe c t ive  than in s t i tu t io n s .  When the cost o f ren t, food, and 

caretaker time is taken in to  account, fa c i l i ty -b a se d  care may be less 

expensive than care provided in the home. There is s t i l l ,  however, an 

unquestioned conviction tha t anything that keeps the e lde r ly  out o f 

in s t i tu t io n s  is desirable (Lashof, 1977).
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One program designed to o f fe r  an a lte rn a t ive  to in s t i t u t io n a l iz a t io n  fo r  

the f r a i l  e ld e r ly  who can no longer l iv e  on th e i r  own is enriched housing. 

These programs consist o f  shared group l iv in g  arrangements where a number o f  

older adults l iv e  together and are provided with supportive services they need 

in order to maintain themselves in th e ir  own communities. These services 

include assistance in housekeeping, shopping, meal preparation, and personal 

care, and an around-the-clock, on-ca ll emergency coverage program (Soloman, 

1986). The program is designed to maximize the res iden t's  autonomy, 

independence, and sense o f privacy. These innovative arrangements may be 

located w ith in  ord inary, pu b l ic ly  subsidized or priva te  housing. Enriched 

housing programs are often located in bu ild ings that also house the well 

e lde r ly .

There are various models w ith in  the enriched housing concept. In one 

model, one large apartment with many bedrooms is shared. Each bedroom is a 

private residence fo r  the ind iv idua l c l ie n t .  Another approach is ind iv idual 

dwelling un its .  Small apartments or studios, each with only one resident, are 

provided in close proxim ity to other such units  (Salamon, 1986).

In most instances, there are l im ita t io n s  as to  the number o f  units that 

may be devoted to enriched housing in any one bu ild ing . This is done in order 

to preserve the no n in s t i tu t ion a l atmosphere o f the program.

P a rt ic ip a t io n  in enriched housing programs is usually l im ited  to older 

adults who have a degree o f functional impairment tha t would preclude 

independent l iv in g ,  yet the level o f impairment may not be so severe as to 

require continuous nursing o f medical supervision or fu l l - t im e  assistance with 

s k i l l s  o f da ily  l iv in g .  In New York State, fo r  example, low-income residents 

o f enriched housing are e l ig ib le  to  receive a state supplement above the 

federal Supplement Security Income benefit . U ntil  recently , th is  state 

benefit had been available to the impaired e lderly  only i f  they had been 

in s t i  tu t io n a lize d .
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A major aspect o f the enriched housing approach is the emphasis placed on 

independence, w ith in  functional l im i ts .  Residents o f  such programs have th e ir  

own rooms or apartments, share companionship with peers, and are provided fo r  

w ithout the stigma o f in s t i tu t io n a l iz a t io n  (Soloman, 1986).

There are cu rren t ly  more than 600 programs in the United States o f fe r in g  

daycare services fo r  older adults. These services, variously t i t l e d  day 

treatment, day hosp ita l,  and day health care, provide a va r ie ty  o f programs 

tha t o f fe r  support to  f r a i l ,  e lde r ly  community residents. Without such 

support these ind iv idua ls  would surely require fu l l - t im e  residence in a 

f a c i1i t y .

Daycare programs can be found in a va r ie ty  o f se tt ings. They often are 

a f f i l i a t e d  with medical in s t i tu t io n s  and may be on-s ite  at a hospital or 

nursing home. They also often are located in community centers and senior 

c i t ize n  centers. There are three general goals fo r  adult day care:

1. R ehab il i ta t ion  fo r  persons whose physical and social s k i l l s  can be 
improved.

2. Maintenance o f current level o f functioning to slow or delay the 
d e te r io ra t ive  process.

3. The provision o f resp ite  fo r  those ind iv iduals who normally would care fo r  
the c l ie n t  in a home se tt ing .

Respite care, or temporary hospital care, is a program tha t began in England.

The i n i t i a l  concept was to provide an in s t i tu t io n a l  f a c i l i t y  o f fe r in g  the same

services found in sk i l le d  nursing f a c i l i t i e s ,  fo r  the same type o f

low-function ing, f r a i l  pa tien t. The one major d ifference is the temporary

nature o f the in s t i tu t io n a l iz a t io n .  Patients are brought to the f a c i l i t y  and

can remain in the in s t i tu t io n  fo r  only a l im ited  time. The amount o f time

spent in the f a c i l i t y  is usually negotiated between the service provider at

home, generally a fam ily  member, and the f a c i l i t y .  There are often times when

these fam ily  members, providing and supervising care fo r  f r a i l ,  i l l ,  older
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adults, need some temporary r e l i e f  from the re s p o n s ib i l i ty  (Steinhauer, 

1982). Perhaps they themselves become i l l ,  or other fam ily  re s p o n s ib i l i t ie s  

a rise , or they simply want to take a vacation. The caregiver negotiates the 

amount o f time necessary fo r  resp ite , during which time the i l l  fam ily  member 

is cared fo r  by professionals in an in s t i tu t io n a l  se tt in g . This program 

o ffe rs  an important a lte rna t ive  in preventing burnout by the fam ily  care 

providers.

Respite programs curren t ly  are being undertaken in the United States as 

demonstration pro jects with special grant funds. In order fo r  such temporary 

care programs to  become successful, reimbursement regulations may need some 

rev is ion , to allow fo r  changing the sites where care is offered (Steinhauer, 

1982).

One o f the least re s t r ic t iv e  a lte rna tives to in s t i tu t io n a l  care fo r  the 

e lderly  is g e r ia t r ic  fos te r care. The program uses pr iva te  fam ily  residences 

fo r  the care o f e lde r ly  persons who are not re lated to  the homeowners.

There does not presently e x is t one p a r t icu la r  model o f g e r ia t i r c  fos te r  

care. The types o f programs that o f fe r  fos te r  care vary from state to state. 

Despite the current piecemeal nature o f these programs, there is a general 

consensus tha t g e r ia t r ic  fos te r  care should reach those older ind iv idua ls  

whose functional and emotional status could best be served in a pro tective  

l iv in g  arrangement. One approach is to match the needs o f the older adult 

c l ie n t  with the prov ider's  a b i l i t y  to attend to  that need. Here, too, in 

order fo r  such programs to become successful, reimbursement fo r  care provided 

in the home should be made available as an a lte rna t ive  to in s t i tu t io n a l iz a t io n  

(Steinhauer, 1982).

Two major issues face us in terms of the housing needs o f our society. 

One problem re la tes to the d i f f i c u l t y  faced by young people in f ind ing  homes 

they can a ffo rd  and that are not too large fo r  th e ir  needs. S ingle-fam ily
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zoning has produced neighborhoods o f one-family homes to respond to the needs 

o f the baby boom o f the 1950's. These homes, however, no longer contain large 

fa m il ie s .  The children have grown up and moved away, and the homes are too 

expensive fo r  younger people to purchase, given the present economic 

enivornment. As a resu lt  o f  th is  h is to r ic a l  event, we are confronted by the 

second issue: how can older adults u t i l i z e  the extra space they now have in

th e ir  large homes? (Hare, 1982)

ECHO housing, or accessory apartments, provides a possible so lu tion to 

both o f these dilemmas. Based on Australian concept o f  "granny f l a t s , "  these 

apartments are designed as small, temporary l iv in g  units that o f fe r  

independent l iv in g  fo r  an older person while being contained w ith in  a larger 

home, thus, both the older homeowners and younger households can reside in the 

same house.

An important benefit o f ECHO housing is the opportunity i t  presents fo r  

an exchange o f income and services. Stronger, more able people can mow the 

lawn and take out the garbage. In re turn , the o lder adult can o f fe r  

babys itt ing  services or ass is t with other home chores. The overall benefits 

include making housing available to younger householders, while older 

householders maintain th e ir  own home and independent existence.

One major drawback to such programs is a legal issue. Most neighborhoods 

are zoned fo r  s ing le -u n it  housing only and do not allow a lte rna tives such as 

accessory apartments. Currently, only the state o f Pennsylvania and the towns 

o f Westons, Connecticut; Portland, Oregon; and Babylon, New York; have 

legalized such housing a lte rna tives (Hare, 1982).

I t  has been proven that i t  is cos t-e ffec t ive  to avoid in s t i tu t io n a l  care; 

that keeping older persons in th e ir  own homes maintains th e ir  physical and 

psychological well-being; that Medicaid monies have been d isproportionate ly 

given to nursing homes. Therefore, the fo llow ing po licy  recommendations need

-6 5 -



to  be in i t ia te d  to prevent the inappropriate placement o f the e lde r ly  in to

long-term care f a c i l i t i e s :

1. Develop a community-based system o f services fo r  long-term care, including 
functional assessment, case management, and brokering or channeling proper 
services, including in s t i tu t io n a l iz a t io n  when necessary, to  the c l ie n t  and 
family .

2. Provide supportive services in congregate housing.

3. Encourage residents, fa m il ie s , and administrators to  pa r t ic ipa te  jo in t l y  
without rep risa ls  in po licy  development and decision-making regarding 
long-term care.

4. Redirect Medicaid money to provide more Home Based Care.

5. In s t i tu te  regulations fo r  q ua li ty  care in boarding homes.

6. Reevaluate nursing home standards fo r  the purpose o f upgrading humane 
services without sa c r i f ic in g  custodial care.

7. Change state Medicaid plans to allow fo r  payment o f homemaker/home health 
care services, day care fo r  adults, and respite  care.

8. A llocate a spec if ic  percentage o f T i t le  XX state funds fo r  the e lde r ly ,  
according to th e ir  percentage in the population.

9. Require state and comprehensive Health Planning & Development 
Administration to include goals and objectives in the state plans to deal 
with long-term care service support system development.

10. Require state Medicaid agencies to require a functional assessment to 
include physical, mental, a c t iv i t ie s  o f da ily  l iv in g ,  economic status, and 
so c ia l iza t io n  o f an older person p r io r  to reimbursement to a nursing home 
or community service provider.

11. Reduce the duplication o f federal guidelines which agencies must address.

V I I .  CONCLUSION: FUTURE DIRECTIONS IN
LONG-TERM CARE FOR THE ELDERLY

Long-term care po licy o f the 1980's and beyond, w i l l  continue to be 

influenced by the strength o f special in te rest groups and the larger p o l i t ic a l  

and economic context o f federal and state po licy . The major federal policy 

s h if ts  o f reduced social spending, the revival o f new federalism and block 

gr.ants, and the in troduction of pro-competitive health proposals w i l l  play a 

v i ta l  r o l l  in determining the future o f long-term care. Long-term care
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along with other health and social services programs, is  under intense 

scrutiny at both the federal and state leve ls , as declarations o f  f is c a l  

c r is is  deepen at a l l  levels o f  government. Fundamental assumptions about 

basic entit lem ent programs are being questioned and new po licy  d irec tions are 

under consideration (Estes and Lee, 1988).

What began as a l im ited  federal and state government response to  a 

re la t iv e ly  small-scale need fo r  in s t i tu t io n a l  long-term care fo r  the e lderly  

in the mid-1930’ s, has mushroomed by the 1980's in to  a m u l t i - b i l l i o n  do lla r  

po licy  problem. Future care w i l l  be influenced by m u lt ip le  public p o lic ies , 

p a r t ic u la r ly  those re lated to  such domestic spending issues as income 

maintenance, health care, social services, and housing. In each o f these 

areas, states w i l l  continue to play a key ro le  in outcomes o f po licy  because 

o f the va r ie ty  o f federal laws a ffec t ing  long-term care, p a r t ic u la r ly  

supplemental security  income, medicaid, and social service program 

le g is la t io n ,  which assigns the states' major re s p o n s ib i l i t ie s  and affords them 

broad d isc re t ion  in carrying out these programs (Harrington, 1985). The 

pressures on government are growing with the demand fo r  long-term care 

services. The simple demographic fa c t  tha t the U.S. population is growing 

older at a rapid rate 1s reason enough fo r  national concern about long-term 

care. Demographic factors  in te rsect with soc ia l, economic, and cu ltu ra l 

fac to rs , augmenting the urgency o f  an adequate long-term care po licy . 

Long-term care demand is affected by such factors as the rate o f economic 

growth, the strength o f the public and private sector and the available human 

and in s t i tu t io n a l  resources. A new national long-term care po licy is needed 

to respond to broad soc ia l, economic, and p o l i t i c a l  forces (Harrington, 1985).

To develop a national long-term care po licy , certa in  p r inc ip les  should be 

followed. An adequate system o f long-term care must include four basic 

elements. 1) The system o f long-term care must be comprehensive, including a
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f u l l  range o f  health and social services covering the long-term care continuum 

from community-based care to in s t i tu t io n a l  care. 2) I t  must also include 

preventive and res to ra tive  services as well as treatment and i l ln e ss  

management. 3) Long-term care services must be linked with other health and 

social services as well as with hospital and physician services. 4) An

adequate system must provide incentives fo r  providers to keep costs at a 

reasonable leve l,  to prevent o v e r -u t i l iz a t io n ,  and to promote the use o f 

appropriate services. One way to do th is  is to put providers at r is k  under 

capitated prepayment plans; another is to have an e ffe c t ive  system o f 

regulations at the state level that includes a l l  payers fo r  hosp ita l, 

physician, and nursing home services (Pelham, 1984).

The system also must have a f inanc ia l system that provides protection 

from impoverishment to ind iv idua ls  who need long-term care and that allows fo r  

combining pr iva te  and public resources to assure protection fo r  ind iv idua ls  

before they become i l l .  F in a l ly ,  the system must ensure access to those who

need the services regardless o f f inanc ia l a b i l i t y  to pay or other

ch a rac te r is t ics . C lients must have access to the services regardless o f age 

or d is a b i l i t y .  While long-term care is predominantly used by older 

ind iv idua ls , i t  is a system fo r  those o f a l l  ages who are disabled (Pelham,

1984).

Older and disabled ind iv iduals should have access to a comprehensive 

services program in addition to basic care, ambulatory care, drug coverage, 

and other health services. A f u l l  range o f long-term care services should 

include the fo l low ing :

In s t i tu t io n a l  care (licensed health f a c i l i t i e s ) :
Rehabi1i ta t io n  
S k il led  nursing services 
Intermediate care services 
Psych iatr ic  services
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Residential care (homes without nursing care):
Group homes 
Family homes 
Personal care 
Boarding care 
Foster care 
Congregate l iv in g

Community services:
Hospice care -  fo r  te rm ina lly  i l l
Respite care -  short-term care to re lieve  caretakers
Day health care -  health and re h a b i l i ta t iv e  services
Day care -  social program without health services
Sheltered workshops -  supervised work settings
Community mental health
Legal services
Protective services
Information and re fe rra l
Transportation
Case Management -  coordinator o f care
Home health nurse/aide
Homemaker chore services
Meal s
Housing
Combination o f the above programs 

(U.S. Health Care Financing Administration, 1983).

Health promotion and disease prevention are also important components o f 

long-term care. The burden o f a number o f chronic conditions common among the 

aged such as hypertension, heart conditions, diabetes, dental diseases, and 

osteoporosis can be lessened through a varie ty  o f preventive approaches 

including d ie t  and exercise. Much work needs to be done to inform consumers 

and providers about health promotion behavior and the available health care 

resources. Even more can be done to le t  consumers know about the cost, 

qua l i ty ,  and a v a i la b i l i t y  o f services, whether or not physicians accept 

Medicare assignment and what they charge fo r  th e ir  services (National Study 

Group fo r  State Medicaid Strategies, 1984).

I t  is not d i f f i c u l t  to agree on the elements o f a comprehensive long-term 

care benefit package. The d i f f i c u l t y  is in agreeing on how many and what type 

of service providers are needed, who is going to pay fo r  the services, and how 

the system w i l l  be organized and financed. I f  these are the essential
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components to a service de livery  system, each geographic area must f i r s t  

determine how i t  stands in developing the range o f  services needed. In the 

urban and ru ra l areas, most states do not have a f u l l  network o f long-term 

care services. While states are beginning to  develop such programs as fos te r 

care and adult day health care, the growth rate is slow. The rate o f

development o f community-based services does not appear to be s u f f ic ie n t  to 

meet the growing long-term care needs o f the nation. Congressional proposals 

that would expend the development o f community-based service programs would be 

desirable. Many states have developed programs through the community-based 

medicaid demonstration projects which show great promise in making services 

more comprehensive. Incremental approaches at the state and federal level fo r  

expanding community-based long-term care options are important. Other means 

of providing federal funds to  states fo r  these e f fo r ts  could speed the growth 

and development o f needed programs, p a r t ic u la r ly  in ru ra l areas and in

underdeveloped states (Vladeck, 1983).

Achieving the f u l l  range o f  services need not always mean an increase in 

d irec t to ta l  public expenditures. In many cases, expansion o f services could 

be possible by s h i f t in g  resources away from one service area to another. In 

spite o f  a lo t  o f rhe to r ic  about the e ff icacy  o f s h i f t in g  resources away from 

hospitals and nursing homes, most states have permitted an expansion o f acute 

care services and nursing home beds, at the expense o f developing 

non ins t i tu t iona l services. Since there is l i t t l e  evidence tha t greater 

numbers o f nursing home beds are needed, states could l im i t  expenditures in 

th is  area and d ire c t  l im ited  public and private resources toward developing 

those services tha t are not available or that are inadequate (L u f t ,  1981).

The "na tiona l"  po licy  is comprised o f m u lt ip le , variab le , noncomparable

po lic ies  and programs, each o f which vary in d i f fe re n t  states. A major 

question is  whether p a r t icu la r  long-term care po licy  goals and programs should
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be determined na t iona lly  or l e f t  to state and local governments. Given the 

s tructu re  o f  current programs, a complete understanding o f the "na tiona l"  

po licy  on health care fo r  the e lde r ly  in general, or fo r  long-term care in 

p a r t ic u la r ,  cannot be obtained without a systematic examination o f po lic ies  

across s ta tes. The goal o f such an examination should be to d is t ingu ish  those 

re s p o n s ib i l i t ie s  that are lo g ic a l ly  state and local in nature from those that 

are so s ig n i f ic a n t  and moral in impact that the inequ it ies  made possible by 

decentralized decision making, must be prevented through the development o f a 

single national po licy  (Pelham, 1984).

The myriad s ta te - leve l cost-saving strategies in health have not led to 

systemwide reform. The research o f the Aging Health Policy Center 

demonstrates tha t,  on the contrary, savings from d ire c t  cutbacks or from 

e l i g i b i l i t y  re s t r ic t io n s  have not resulted in the trans fe r o f money to social 

and community-based services. Often such savings merely enable states and 

local governments to keep pace with the overall in f la t io n  in medical care 

prices and the pressures on Medicaid generated by unemployment. The research 

fu r th e r  i l lu s t r a te s  the v u ln e ra b i l i ty  o f the aged to  capricious and complex 

federal and state health and aging p o lic ies ,  as well as to broader po licy 

considerations, such as cost containment and decentra lization  o f programs from 

the federal to state and local governments (U.S. Health Care Financing 

Adm in istra tion , 1983).

Health administrators and policy makers must now begin to focus on the 

incentives fo r  coherence and com patib il i ty  with society, and assess the impact 

o f society on the behavior o f the health system. This w i l l  f i r s t  assist 

health administrators and po licy  makers in gaining a better understanding o f 

th e ir  s o c io p o l i t ic a l  context and, second, to provide suggestions fo r  ways of 

adapting to th is  context to  improve the effectiveness o f new and ex is t ing  

health po licy  in i t ia t i v e s .  A m ult i-s tra tegy approach to the problem o f the
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health care costs must be developed by public adm in istra tors. There is no 

un ita ry , f i x - a l l  so lu t ion , such as ra t ion ing  o f  services or national health 

insurance, tha t a large m ajority  o f c it izens  cu rren t ly  support (Rochefort and 

Boyer, 1988).

Many people in business, labor, government, academia, and medicine remain 

deeply committed to one or another proposal, as the only so lu tion to r is in g  

health care costs. This allegiance to single solutions stands in the way o f 

aggressive national e f fo r ts  to solve the problem. What is needed instead is 

fashioning o f a package o f po licy  and adm in istra tive techniques, no one 

component o f which w i l l  serve as a panacea, but a l l  o f  which could contribute 

e f fe c t iv e ly  to  con tro l l ing  costs (Rochefort and Boyer, 1988).

Many components might enter in to  a multipronged approach. For example, 

public administrators can help fos te r  fu r th e r  development o f competitive 

health insurance plans. The public would approve such a strategy, at least to 

the extent tha t i t  included some freedom o f choices among subscribers and 

l im i ts  on deductibles, coinsurances, and copayments. The public also is 

apparently ready to  support new constraints on physician behavior. A l im i t  on 

fees is  the most d ire c t  means to do tha t, but i t  is also the crudest and 

almost in tru s ive  and the one most calculated to inflame the medical 

community. Other, more targeted avenues to a s im ila r  end might be s t i f f e r  

penalties and controls fo r  providers who are subjects o f  repeated malpractice 

actions and monitoring mechanisms to reduce the geographic varia t ions in 

professional practice that have been uncovered in smal1-area analysis 

studies. Also in order, is fu r the r development o f preventive health 

programs: one recent national survey reported more than three-fourths of

respondents favored sett ing  up preventive care education systems to teach 

people how to stay healthy and recognize early disease symptoms (Williams,

1985).

-7 2 -



Health opinion po lls  have surfaced the need fo r  governmental o f f i c i a ls  to 

jo in  with p r iva te  sector groups in the development and app lica tion  o f 

cost-contro l and other health po licy  measures. On health care issues, as in 

general, the standing o f  public o f f i c ia ls  with the general c i t iz e n ry  is 

s t r ik in g ly  low. With respect to physicians and hosp ita ls , a somewhat awkward 

and p o te n t ia l ly  incapacita ting  s itua t ion  ex is ts  where the regulators insp ire  

less t ru s t  and confidence than do the subjects o f  regu la tion  (although the 

need fo r  some regulation is i t s e l f  widely accepted). Public managers must 

cu lt iva te  cooperative re la t ionsh ips with those elements in the business, 

labor, consumer, health service, and, perhaps espec ia lly , medical communities 

that are w i l l in g  to be part o f  a broad c o a l i t io n  fo r  oversight o f the health 

care system. On the symbolic leve l, the processes o f  adm inistration and 

policy making gain in legitimacy to the extent tha t they are reorganized as 

representatives. This perception o f legitimacy, in tu rn , is crucia l to 

success o f  new program in i t ia t iv e s  (Rochefort and Boyer, 1988).

Public managers must contribute d e libe ra te ly  to  advancing popular 

understanding o f contemporary health care issues and problems. Administrative 

personnel must work not only to  adapt to th e ir  environment but also to change 

i t .  Health administrators and policymakers everyday must make decisions based 

on d i f f i c u l t  trade -o ffs  between access, q u a l i ty ,  and cost. Few interventions, 

even as idealized abstractions, can promise to maximize these three health 

system a t t r ib u te s  simultaneously (Greenwald, 1988).

The process o f popular education might very well begin with the 

dissemination o f information on regionalized systems o f care, the log ic o f 

which undergirds modern health planning and regulatory strategy yet apparently 

eludes the c i t iz e n ry .  Administrators should engage community members in a 

dialogue regarding two counterposed health care models -  tha t o f the f u l l y  

elaborated, s u f f ic ie n t  -  u n to - i t s e l f ,  local service systems whose goal is to
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include even very specialized forms o f care and tha t o f the planned, 

h ie ra rch ica l network o f in s t i tu t io n s  and providers. I t  is  understandable that 

most lay observers in s t in c t iv e ly  seem to p re fer the former, and view the 

la t te r  as designed to deprive them o f valued community resources. But i t  is 

questionable how many have t r u ly  made a conscious comparative evaluation o f 

the a lte rna tives  based on costs and benefits (Greenwald, 1988).

The United States is said to be "slouching" towards national health 

insurance. Another observer o f contemporary health trends reaches the iron ic  

conclusion that "the same forces advancing a competitive health care system 

are also in d i re c t ly  moving i t  to  a point where by the early  1990's, i t  w i l l  be 

nudged over the pr iva te  sector threshold in to  a national system." A better 

informed c i t iz e n ry  might help decision makers decide how fa r  to pursue th is  

tendency and provide input in to  consideration o f  general system design issues 

(Wechsler and Backoff, 1986).

Public adm inistration experts in the gerontological and health f ie ld s  

must lead the movement towards assuring that the e lde r ly  are included as 

complete benefactors o f a national health plan as i t  is developed. The 

in te ns ity  o f concern and impact o f public administrators advocating on behalf 

o f the e lde r ly  regarding a national health plan and other support systems,

w i l l  determine the q u a l i ty  o f  our la te r  years o f  l i f e .  Inappropriate

placement in to  long-term care by in s t i tu t io n a l iz a t io n ,  is a v i ta l  issue

a ffec t ing  the economic, physical and mental aspects o f the e lde r ly .  A un if ied  

e f fo r t  between public o f f i c i a l s ,  public adm inistrators, geronto logists, health 

advocates, and including the e lde r ly , must be devised to  prevent the

inappropriate placement o f the e lde r ly ,  through premature in s t i tu t io n a l iz a t io n .
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D e in s t i tu t io n a l iz a t io n  forced the beginning o f many social services and 

medical programs fo r  the e lde r ly  in the United States. Advocates fo r  the 

e lde r ly  have an enormous re sp o n s ib i l i ty  before them and much needs to be 

accomplished. I ce r ta in ly  do believe that public  administrators w i l l  need to 

become the core group o f advocates fo r  the e ld e r ly ,  to In i t ia te  the type o f 

change tha t w i l l  prevent the undue su ffe ring  tha t so many e lde r ly  have endured.
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